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Health Promotion:  
The Path to Good Health and Well-being 

Milly Nattimba, Charles Ssemugabo, Freddie Ssengooba

Key Messages

•	 Sustaining	good	health	and	well-being	is	human	capital	needed	for	a	
productive	economy	and	a	happy	population.

•	 For	 effective	 and	 sustainable	 implementation	 of	 Universal	Health	
Coverage	 (UHC),	 strategic	 investments	 should	 be	 made	 towards	
building	 local	 funding	mechanisms	 to	 support	 and	 sustain	 health	
promotion	programmes.	

•	 HIV	 and	 childhood	 immunisations	 are	 examples	 that	 show	 that	
opportunities	and	the	potential	to	improve	health	and	well-being	exist	
but	the	recent	introduction	of	expensive	interventions	and	vaccines	
raises	concerns	about	the	sustainability	of	these	interventions.		

•	 Legal	 tools	 and	 regulatory	 enforcements	 can	 be	 helpful	 where	
persuasion	is	not	sufficient	to	improve	the	health	of	the	communities	
and	the	general	public.

•	 Combining	 several	 interventions	 for	 synergy	 is	 demonstrated	 to	
improve	 the	 effectiveness	 of	 health	 promotion.	 Coordination	 of	
different	actors	and	sectors	in	the	arena	of	health	promotion	to	create	
and	benefit	from	these	synergies	is	paramount.	

•	 For	 systematic,	 evidence-based	health	promotion	programmes,	 the	
health	promotion	workforce	gap	at	national	and	local	levels	should	
be	urgently	addressed.		

 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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•	 If	 not	 regulated,	 commercial	 interests	 and	 entrepreneurship	 can	
expose	 communities	 and	 large	 populations	 to	 health	 hazards	 and	
undermines	 potential	 gains	 from	 health	 promotion	 interventions.	
Partnership	with	 private	 enterprises	 to	 optimise	 health	 benefits	 of	
commercial	 ventures	 is	 vital	 to	 improve	 the	health	 and	well-being	
of	the	people.	Surveillance	and	regulation	for	junk	food,	pollutants,	
chemicals	and	similar	products	need	to	be	scaled	up	to	protect	the	
public.

Introduction

Globally,	health	promotion	has	emerged	as	a	viable	tool	for	comprehensive	
and	equitable	health	and	social	development,	recognising	the	importance	of	
sustained	activities	that	promote	public	and	individual	health,	as	well	as	the	
need	for	continuous	community	engagement	(1).	In	the	long	term,	health	
promotion	is	aimed	at	optimising	good	health	and	well-being	while	reducing	
the	 costs	 associated	 with	 curative	 health	 services	 and	 promoting	 broader	
development	goals	(2).	Health	promotion	is	the	process	of	enabling	people	
to	increase	control	over	and	to	improve	their	health	so	as	to	reach	a	state	of	
complete	physical,	mental	and	social	well-being	(3).	It	has	three	overlapping	
spheres,	namely	health	protection,	health	prevention	and	health	education	
(4).	In	theory	and	health	promotion	practice,	there	is	a	relationship	between	
knowledge/attitude	and	behaviour	change.	 	For	effective	health	promotion	
interventions,	the	three	spheres	must	be	addressed.	There	is	good	evidence	
of	 the	 health	 and	 economic	 benefits	 of	 investing	 in	 health	 promotion	
interventions,	 such	 as	 improving	 environments,	 sanitation	 and	 housing,	
reducing	treatment	and	related	costs	and	promoting	healthy	lifestyles	(2).	As	
defined	by	Lawrence	Green,	health	education	is	a	combination	of	learning	
experiences	designed	to	facilitate	voluntary	actions	conducive	to	health	(5).	
Health	promotion	is	broader	than	health	education.	It	has	a	wider	focus	and	
looks	at	ways	to	prevent	illness	and	to	protect	health,	especially	in	the	use	of	
policies,	laws	and	bylaws.	Glenn	Laverack,	an	international	leader	in	health	
promotion,	 suggests	 that	health	promotion	 involves	 a	 set	of	 activities	 that	
go	beyond	 just	 giving	 information	 as	 the	 case	 is	 in	health	 education,	 and	
aims	at	achieving	political	action,	social	mobilisation	and	advocacy	(6).		As	
defined	by	the	World	Health	Organisation	(WHO),	health	promotion	aims	
at	empowering	people	to	make	own	decisions	that	improve	their	health.
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Health	promotion	is	not	a	new	idea.	It	was	first	discussed	in	Lalonde’s	
working	document,	 “A	new	Perspective	 on	 the	Health	 of	Canadians”	 (7),	
presented	to	the	House	of	Commons	in	Canada.	This	was	the	first	government	
document	to	suggest	that	health	care	services	were	not	the	most	important	
determinant	of	health.	It	suggested	that	the	major	improvements	in	health	
would	be	a	result	of	improvements	in	lifestyle,	the	environment	and	knowledge	
of	human	biology.	Building	on	the	progress	made	through	the	declaration	
on	primary	health	care	at	Alma-Ata,	the	first	global	Conference	on	Health	
Promotion	in	1986	was	held	in	Ottawa,	Canada,	in	a	response	to	the	then	
growing	expectation	 for	 a	new	public	health	movement	around	 the	world	
(3).	The	charter	identified	five	health	promotion	action	areas,	i.e.:	1)	building	
healthy	public	policy;	2)	creating	supportive	environments;	3)	strengthening	
community	actions;	4)	developing	personal	skills;	and	5)	re-orienting	health	
services.	This	demonstrates	that	health	is	created	and	lived	by	people	within	
the	settings	of	their	everyday	life	–	where	they	learn,	work,	play	and	make	
relationships.	Health	 is	 created	by	 caring	 for	 oneself	 and	others,	 by	being	
able	to	take	decisions	and	have	control	over	one’s	life	circumstances,	and	by	
ensuring	that	society	as	a	whole	lives	in	and	creates	conditions	that	allow	the	
attainment	of	health	by	all	its	members	(See	Introductory	Chapter).	Thirty	
years	 after	 the	Ottawa	Charter,	 the	world	 has	 really	 changed.	 Since	 then,	
transformative,	 practical,	 high-impact	 and	 evidence-based	 strategies	 have	
been	developed,	a	testament	to	the	enduring	relevance	of	the	charter.	These	
strategies	act	decisively	across	all	determinants	of	health,	empowering	people	
to	increase	control	over	their	health	while	ensuring	a	people-centred	health	
system.	Examples	of	such	strategies	include	‘health	in	all	policies’,	improving	
health	literacy,	determinants	of	health	and	community	health	approaches,	all	
of	which	were	guided	by	the	principles	of	the	Ottawa	Charter.		

Health Promotion and Primary Health Care 

Globally,	 developments	 in	health	promotion	have	been	 characterised	by	 a	
number	 of	 meetings	 /conferences	 starting	 with	 the	 Alma-Ata	 declaration	
in	1978.	 	Among	other	 things,	 the	declaration	recognises	 that	 inequalities	
exist	in	the	health	of	people,	particularly	between	developed	and	developing	
countries	 but	 also	 within	 countries.	 It	 also	 recognises	 the	 importance	 of	
health	 as	 a	 fundamental	 human	 right	 whose	 attainment	 requires	 multi-
sectoral,	 multi-strategy	 approach	 and	 interventions	 (8).	 The	 declaration	
calls	on	governments	to	develop	‘strategies,	policies	and	plans	of	action	that	
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can	sustain’	primary	health	care	as	part	of	 the	entire	health	system.	It	also	
recognises	the	fact	that	primary	health	care	is	a	key	arena	for	the	designing	
and	implementation	of	community-centred	interventions	that	promote	good	
feeding,	food	security,	adequate	supply	of	safe	clean	drinking	water,	family	
planning,	 immunisation	 and	 the	 prevention	 of	 endemic	 diseases,	 among	
other	principles.	Health	promotion	is,	therefore,	a	key	component	of	primary	
health	care.	

Health Promotion and Universal Health Coverage

Universal	Health	Coverage	(UHC)	is	not	only	about	the	poor	–	it	pertains	
to	all;	it	is	not	only	about	in-patient	services	–	it	encompasses	all	vital	health	
services	delivered	at	the	community,	outpatient	and	inpatient	health	facilities.	
It	is	not	about	making	all	health	care	free;	it	differentiates	between	services	
that	should	be	made	free	and	those	that	require	community	actions	and	social	
security	systems.	Health	promotion	has	a	huge	impact	on	health	outcomes	
and	thus	plays	a	key	role	in	realising	UHC.	With	the	global	attention	shifting	
to	UHC	and	the	discourse	on	how	best	to	implement	and	attain	it,	health	
promotion	is	now	at	the	centre	of	the	discussion	on	the	most	cost-effective	
strategies	 to	 invest	 in,	 especially	 in	 developing	 countries.	 For	 low-income	
countries	 like	Uganda,	it	 is	considered	a	worthwhile	 long-term	investment	
that	can	lead	to	reducing	health	care	costs	and	optimising	good	health	and	
well-being.	

Health	 promotion	 contributes	 to	 disease	 prevention,	 which	 reduces	
the	amount	of	sickness	in	the	population,	thereby	reducing	the	number	of	
hospital	visits	and,	presumably,	 lowering	the	costs	of	health	care.	Coe	and	
de	Beyer,	 in	 their	commentary	on	 the	 imperative	 for	health	promotion	 in	
UHC,	 argue	 that	 health	 promotion	 programming	 centres	 on	 promoting	
and	advancing	healthy	behaviours	and	environments.	Evidence-based	multi-
sectoral	health	promotion	programmes	and	interventions	can,	therefore,	help	
ensure	the	financial	viability	of	UHC	for	a	low-income	countries	like	Uganda,	
where	financial	shortfalls	in	the	health	sector	are	a	common	occurrence	(9).	
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Historical Perspective on Health Promotion in Uganda 

In	Uganda,	the	practice	of	health	promotion	started	in	the	early	1940s	when	
a	 colonialist,	 Dr	 Baker,	 recommended	 the	 recruitment	 of	 the	 first	 sanitary	
inspectors,	 known	 as	 the	 “Mackenzie	men.”	 A	 variety	 of	 names,	 including	
hygiene	orderlies,	nuisance	 inspectors,	 sanitary	 inspectors,	health	 inspectors,	
to	the	current	environmental	health	officers	were	given	to	this	cadre	of	health	
professionals.	The	 then	 sanitary	 inspectors	 played	 a	 big	 role	 in	 promoting	
sanitation	and	hygiene	in	households	by	ensuring	that	every	household	had	a	
latrine/toilet,	a	drying	rack,	a	bathroom	with	proper	drainage	of	wastewater,	a	
house	for	animals	and	proper	housing	for	shelter.	This	practice	went	on	even	
up	to	the	1960s	when	there	were	several	outbreaks	and	deaths	due	to	smallpox.	

Health	 promotion	 practices	 have	 evolved	 from	 the	 sanitation	 and	
hygiene	promotion	by	sanitary	inspectors	to	the	culturally	based	practices	of	
promoting	sanitation	and	hygiene	known	as	“Bulungi	bwa	nsi”,	where	the	
community	would	meet	routinely	to	clean	and	dig	around	the	wells	and	main	
roads.	In	fact,	after	the	discovery	of	HIV/AIDs	in	Uganda	in	1985,	health	
promotion	 gained	 a	 lot	 of	 support	 in	 trying	 to	 change	 sexual	 behaviours	
to	 prevent	 HIV/AIDS.	 In	 addition,	 campaigns	 to	 control	 immunisable	
diseases	 among	 children	 involved	 a	 lot	 of	 health	 promotion	 interventions	
to	increase	the	uptake	of	 immunisation.	Today,	every	district	has	a	district	
health	educator	and	health	inspector,	among	others,	who	are	charged	with	
promoting	health.	There	are	also	several	health	promotion	campaigns,	such	
as	 communication	 for	healthy	 communities,	which	 are	meant	 to	promote	
the	health	of	communities	using	new-generation	evidence-based	approaches.	

Despite	the	progress	made,	Uganda	still	has	major	challenges	in	advancing	
health	promotion.	Uganda	readily	adopted	the	primary	health	care	approach,	
which	was	 a	major	departure	 from	 the	 colonial	 era	health	 facility-focused	
service	 delivery	model	 (10).	Under	 primary	 health	 care,	 health	 inspectors	
worked	at	community/household	level,	emphasising	hygiene,	nutrition	and	
food	security,	among	other	issues.		Primary	health	care	is	still	a	key	element	
of	 the	health	 service	delivery	 systems	 in	Uganda,	 rightly	delegated	 to	 sub-
national	level	structures	(district,	health	sub-district	(HSD),	HCIV).	Funds,	
although	 reported	 to	 be	 hardly	 enough,	 are	 provided	 to	 conduct	 primary	
health	care	activities.	

The	 health	 promotion	 arena	 in	 Uganda	 has	 increasingly	 become	
complex,	characterised	by	a	multiplicity	of	stakeholders	and	agencies,	mainly	
civil	 society	 organisations	 (CSOs)	 operating	 with	 donor	 funds	 alongside	
government	programmes	but	running	totally	independent	programmes.	Such	
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organisations	are	on	the	increase.	The	coordination	challenge	for	these	efforts	
has	increased,	leading	to	duplication	of	efforts,	the	design	of	messages	that	create	
more	confusion	than	clarity	and,	over	time,	this	has	necessitated	increased	costs	
of	regulatory	systems	for	health	promotion.	Until	recently,	no	assessment	had	
been	conducted	to	map	out	who	is	doing	what	in	health	promotion	in	Uganda.	
This	assessment	has	led	to	the	design	of	a	new	generation	of	messages,	although	
much	of	the	focus	is	on	HIV,	TB	and	malaria.				

Health	 is	 increasingly	 being	 seen	 as	 an	 outcome	 of	 actions	 on	many	
social	and	economic	determinants	–	not	solely	the	responsibility	of	the	health	
sector.	This	implies	the	need	for	effective	multi-sectoral	actions	and	a	health-
in-all-policies	approach	to	health	promotion.	For	instance,	combining	pieces	
of	legislation,	fiscal	measures,	taxation	and	organisational	changes	is	vital	in	
designing	programmes	for	good	health	and	well-being	outcomes.	

This	chapter	presents	a	critical	appraisal	of	health	promotion	programmes	
and	 interventions	 in	 Uganda	 over	 the	 last	 10-15	 years.	The	 chapter	 takes	
an	 analytical	 view	of	 the	historical	 underpinnings	 of	 health	promotion	 and	
how	 international	 declarations	 and	 treaties	 have	 influenced	 the	 design	 and	
implementation	of	health	promotion	plans	and	interventions	in	Uganda.	Case	
studies	 that	provide	 insights	 into	how	health	promotion	has	been	organised	
and	implemented	in	Uganda	to	advance	UHC	were	selected	across	the	main	
domains	of	the	Ottawa	Charter.	The	case	studies	include	the	control	of	HIV,	
expanding	 immunisations,	 legislation	 against	 tobacco,	 community-based	
programmes	and	the	role	of	the	mass	media	–	all	highlighting	the	successes	and	
opportunities	for	improving	health	promotion	as	well	as	the	challenges	facing	
it	in	Uganda	in	the	last	10-15	years.	The	chapter	also	scans	the	general	health	
promotion	 experiences	 in	Uganda	 to	 identify	 policy	 and	 programme	 issues	
that	require	attention,	especially	to	advance	the	UHC	agenda	in	the	SDG	era.	
The	case	studies	attempt	to	cover	the	five	approaches	in	the	implementation	
framework	for	health	promotion	(11).

Framework for and Approaches to Health Promotion 

Table	14.1	provides	a	summary	of	the	five	approaches	to	health	promotion.	
While	 each	of	 these	 exists	 as	 a	distinctive	way	of	 improving	 the	health	of	
the	population,	 they	 shape	how	practitioners	 and	 individuals	plan,	design	
and	 implement	 interventions	 geared	 towards	 the	 achievement	 of	 UHC,	
but	also	how	they	help	individuals	protect	themselves	from	exposure	in	the	
environment	 and	 risky	behaviours	 that	 could	 affect	 their	health	 (11).	The	
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medical	 approach	 seeks	 to	 increase	medical	 interventions	 and	 compliance	
but	 ignores	 the	social	environmental	 factors.	The	medical	approach	 is	also	
heavy	 on	 financing	 and	 does	 not	 emphasise	 individual	 and	 community	
empowerment	to	make	healthy	decisions	and	agency	–	the	direct	actions	and	
use	of	community-owned	resources	and	assets	–	to	improve	their	own	health.	
The	behaviour	change	approach	 incorporates	 the	medical	approach	within	
individuals’	behaviours	and	the	social	norms	that	shape	them.	The	education	
approach	assumes	the	relationship	between	knowledge/attitude	and	behaviour	
change.	The	empowerment	approach,	although	difficult	to	quantify,	assumes	
that	rational	choices	are	healthy	choices.	The	social	change	approach	–	where	
communities	and	groups	get	mobilised	to	take	health-enhancing	actions	–	
is	 the	most	comprehensive	of	all	 the	approaches.	It	addresses	the	 interplay	
of	 social	 and	cultural	 factors.	 It	may	 require	major	 structural	 changes	and	
is	only	achievable	through	political	processes	that	shape	collective	decision-
making,	the	allocation	of	resources	and	adjustments	in	the	norms	and	values	
within	the	community	and	across	communities.	All	the	five	approaches	play	
an	important	role	in	the	contribution	of	health	promotion	to	UHC.	

Table 14.1: Five approaches to implementing health promotion 
programmes 

Approach Aim Method 

Medical	 To	reduce	morbidity	and	
premature	mortality	

Medical	intervention,	risk	
education	

Behaviour	
change	

To	encourage	individuals	to	
adopt	healthy	behaviours	

Prompting,	cueing,	vicarious	
learning	

Educational	 To	provide	information	and	
develop	skills	so	that	people	can	
make	informed	decisions	

Information-giving	through	
small	groups	or	mass	media;	
group	discussion;	role	play	

Empowerment	 To	identify	individuals	or	
community	health	needs	and	
gain	knowledge,	skills	and	
attitudes	to	act	upon	them	
through	a	programme	of	action

Counselling,	problem-solving,	
community	development,	
advocacy,	public	participation

Social	change	 To	bring	about	changes	in	the	
physical,	social	and	economic	
environment,	which	enables	
people	to	enjoy	better	health

Political	choices,	lobbying,	
advocacy,	policies,	fiscal	
measures	

Source: Naidoo and Wills, 2009
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Case Studies of Health Promotion in Uganda

For	our	case	studies,	we	selected	five	biggest	health	promotion	programmes	
in	Uganda	that	have	had	a	significant	impact	on	reducing	disease	occurrences	
and	improving	the	health	of	the	population.	Three	have	a	focus	on	behavioural	
change	and	empowerment,	 i.e.:	1)	HIV/AIDS	response;	2)	 immunisation;	
and	3)	community-based	initiatives.	The	fourth	one,	tobacco	control,	focuses	
on	health	promotion	through	legislation.	We	examine	how	each	programme	
was	able	to	reduce	disease	occurrences	and	improve	health	through	different	
mixes	of	health	promotion	activities.	We	also	examine	the	opportunities	they	
present	for	health	promotion	as	well	as	the	challenges	inherent	therein.	

Case study 1: National response to HIV/AIDS 

Uganda	 is	one	of	 the	 few	countries	 in	 the	world	 that	 successfully	 reversed	
the	 course	 of	 its	HIV	 epidemic,	 especially	 in	 the	 1990s,	 by	 using	mostly	
health	promotion	approaches,	and	long	before	major	global	efforts	provided	
funds	and	technologies	for	HIV	treatment	programmes.	When	HIV/AIDS	
was	 first	 reported	 in	 Uganda	 in	 1982	 (12)	 there	 was	 a	 rapid	 increase	 in	
infection,	morbidity	and	death	throughout	the	country	(14).	In	1987,	the	
Ministry	of	Health	 launched	a	national	HIV/AIDS	control	programme	to	
fight	HIV/AIDS	through	a	combination	of	risk	awareness	programmes,	the	
control	of	unsafe	 sexual	behaviours,	 the	 revitalisation	of	blood	 transfusion	
services	 and	 epidemiological	 surveillance.	 Community-level	 efforts	 were	
also	 implemented	 by	 different	 religious,	 cultural	 and	 political	 leaders	 to	
disseminate	 information	 and	 encourage	 behaviour	 change	 to	 reduce	HIV	
transmission.	As	a	result,	there	was	a	decline	in	the	prevalence	of	HIV	from	
about	14%	in	1990	 to	6.2%	 in	2000,	before	 increasing	again	 to	7.7%	 in	
2005	(13).	Currently	the	national	prevalence	of	HIV/AIDS	in	adults	aged	
15-64	years	is	at	6.2%	(14).	In	this	case	study,	we	explore	what	has	been	done	
in	health	promotion	to	realise	the	decline	in	HIV/AIDS	in	Uganda.	
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Figure 14.1: Graph showing reduction in HIV/AIDs prevalence among 
adults in Uganda from 1990 to 2007

Source: Shafet, 2008

Overall,	 the	 health	 promotion	 component	 of	 the	 Uganda	 national	HIV/
AIDS	 response	 took	 on	 a	multi-sectoral,	multi-disciplinary	 approach	 that	
transcended	 all	 spheres	 of	 health	 promotion:	 education,	 prevention	 and	
protection.	

Health	education:	The	studies	around	the	decline	in	the	HIV	prevalence	
in	Uganda	largely	revolve	around	health	education	campaigns	that	improved	
community	 knowledge	 and	 empowered	 people	 in	 HIV/AIDS	 control	
and	 prevention.	This	 has	 mainly	 been	 through	 the	 use	 of	 drama,	 video,	
community	education	and	leaflets,	abstinence,	faithfulness	and	condom	use	
(ABC)	messaging,	and	the	use	of	the	mass	media	programmes	(15).	

Prevention	 through	 combined	 intervention	 packages:	 Knowledge	
of	 the	 prevention	 of	 HIV/AIDs	 has	 been	 supported	 and	 enhanced	 by	
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implementing	prevention	interventions	for	practice	and	behaviour	change.	
Key	 interventions	 include	 the	 distribution	 of	 free	 and	 heavily	 subsidised	
condoms,	HIV	testing	and	counselling,	medical	male	circumcision,	treatment	
as	prevention	through	scaling	up	access	to	ARVs	to	achieve	viral	suppression	
and	reduce	transmission	by	infected	persons,	and	scaling	up	the	prevention	
of	 mother-to-child	 transmission.	The	 needle	 and	 syringe	 programme	 was	
an	 intervention	 intended	 to	 protect	 health	 workers	 from	 acquiring	 the	
disease	while	treating	patients.	The	coupling	of	many	interventions	is	largely	
responsible	for	Uganda’s	success	in	fighting	the	HIV/AIDs	disease.	

Institutions	for	HIV	control	and	multi-sectoral	coordination:	A	national	
HIV/AIDs	policy	recognising	the	need	to	address	HIV/AIDS	was	developed	
to	ensure	a	coordinated	national	response	to	the	HIV	and	AIDS	epidemic.	
This	led	to	the	establishment	the	Uganda	AIDS	Commission	and	a	related	
institutional	 framework	 (committees	 and	 agencies)	 to	 coordinate	 a	multi-
sectoral	and	government-wide	effort	 to	 reduce	HIV	(16).	This	was	 in	 line	
with	the	national	policies	and	international	policy	frameworks.	This	was	to	
ensure	that	the	efforts	at	health	education	and	the	interventions	bore	fruit.	
Recently,	a	legal	intervention	was	added	in	the	form	of	the	HIV	and	AIDS	
Prevention	 and	 Control	 Act	 2014	 to	 protect	 vulnerable	 members	 of	 the	
population	from	deliberate	and	malicious	infection	with	the	virus.	

The	HIV/AIDS	national	response	has	been	characterised	by	arguably	the	
biggest	number	of	actors	and	players,	both	in	health	promotion	and	service	
delivery.	The	 policy	 and	 coordinated	 national	 response	 provided	 to	 some	
degree	a	system	of	order	in	the	HIV	interventions.	

The	HIV/AIDS	response	presents	a	good	learning	example	of	how	the	
three	 spheres	 of	 health	 promotion	 can	 be	 integrated	 for	 a	 comprehensive	
package	of	interventions	and	good	behavioural	outcomes.	The	challenge	with	
the	HIV	case	study,	however,	is	the	heavy	donor	funding	and	resources	that	
it	attracted,	thus	raising	a	challenge	of	weak	sustainability.	

Case study 2: Vaccines and immunisation

Immunisation	provides	children	with	a	first-line	defence	against	immunisable	
diseases,	thus	staving	off	many	childhood	deaths	and	illnesses	as	well	as	saving	
the	country	and	household	money	and	time	expended	in	hospital	visits	and	
medical	bills.	
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Uganda	 has	 been	 implementing	 a	 national	 expanded	 programme	 for	
immunisation	since1962.	Between	then	and	1970,	the	programme	achieved	
high	routine	 immunisation	coverage	of	 infants,	especially	 for	poliomyelitis	
and	BCG.	Uganda	became	one	of	the	first	countries	in	Africa	to	be	certified	
for	 smallpox	 eradication	 in	 the	 early	 1970s.	 Morbidity	 due	 to	 measles	
declined	 by	 over	 90	 per	 cent	 and	 neonatal	 tetanus	 cases	 declined	 to	 less	
than	1/1,000	live	birth	nationally.	Hence	Uganda	was	certified	for	Maternal	
Neonatal	Tetanus	Elimination	(MNTE).	These	achievements	in	the	Uganda	
National	Expanded	Programme	for	Immunisation	(UNEPI)	are	attributed	
to	a	number	of	health	promotion	efforts,	including	vaccination	programmes,	
health	education	and	community	engagement.

Health	 education	 using	 different	 channels	 greatly	 contributed	 to	 the	
success	 of	 the	UNEPI	 and	 hence	 increased	 immunisation	 coverage.	Mass	
media	channels	like	television	and	radio	were	engaged	in	mass	awareness	for	
immunisation.	Several	types	of	information,	education	and	communication	
(IEC)	materials,	such	as	banners,	brochures,	posters	and	T-shirts,	have	been	
used	at	health	facilities	and	in	communities	to	help	people	understand	the	
importance	 of	 immunisation.	 In	 addition,	 health	 workers	 have	 been	 key	
in	 promoting	 immunisation	 through	health	 education	 talks	with	mothers	
during	 antenatal	 and	 post-natal	 care.	The	 participation	 and	 involvement	
of	 community	 leaders	 in	 advocacy	 and	 resource	mobilisation,	 community	
mobilisation	and	creating	linkages	between	communities	and	health	facilities	
have	also	been	crucial.	Since	the	inception	of	the	community	health	workers	
(CHWs)	programme	in	Uganda	in	2001,	CHWs	have	been	very	instrumental	
in	promoting	immunisation.	

However,	 in	 the	 late	 1970s	 and	 1980s,	 immunisation	 coverage	
dramatically	 dropped.	 As	 a	 response,	 in	 1983,	 UNEPI	 was	 re-launched	
to	 ensure	 full	 immunisation	 of	 infants	 and	 women	 of	 child-bearing	 age.	
Performance	 of	 immunisation	 coverage	 has	 varied	 (flip-flopping)	 in	 the	
recent	past,	with	indicators	improving	between	2000	and	2006	with	DPT3	
coverage	growing	from	46	per	cent	to	85	per	cent.	However,	from	2006-2012	
there	was	deterioration,	with	coverage	dropping	below	80	per	cent.	This	was	
accompanied	by	the	emergence	of	measles	epidemics,	especially	in	northern	
Uganda	(17).

This	 decline	 has	 largely	 been	 attributed	 to	 the	 declining	 budget	 for	
immunisation	and	outreach	programmes,	the	inadequate	numbers	of	health	
workers	to	implement	such	programmes,	the	anti-immunisation	propaganda	
and	misconceptions	 about	 immunisation	 resulting	 from	 innovations	 such	
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as	 mass	 campaigns	 for	 the	 same	 vaccines	 in	 the	 routine	 immunisation	
programme.	The	decline	in	funding	for	routine	immunisation	programmes	
and	 channelling	 more	 resources	 to	 the	 one-off	 campaigns	 –	 national	
immunisation	 days	 –	 generated	 its	 own	 misconceptions	 among	 health	
providers	and	communities.	

These	 notwithstanding,	 immunisation	 is	 perhaps	 Uganda’s	 longest-
standing	health	promotion	programme	and	provides	several	areas	and	lessons	
for	health	promotion	for	UHC.	The	programme	has	demonstrated,	that	with	
reasonable	home-grown	funding	and	community	involvement	and	education,	
it	can	lead	to	a	reduction	in	disease	occurrences	and	in	treatment	costs.	It	is	
also	one	of	 those	 areas	 that	have	 attracted	government’s	 own	financing	 to	
reduce	dependence	on	donor	 funding.	The	main	challenge,	 though,	 is	 the	
recent	push	to	introduce	more	and	expensive	vaccines.	Once	integrated	into	
the	national	programme,	 the	cost	of	 the	new	vaccines	–	although	 initially	
provided	with	GAVI	subsidies	–	will	make	childhood	vaccination	programmes	
too	costly	for	poor	countries	like	Uganda	to	sustain	with	domestic	finances.

Case study 3: Legislation for tobacco control 

Tobacco	is	one	legally	available	product	that	eventually	kills	up	to	one	half	
of	its	regular	users	when	consumed.	In	2003	WHO	adopted	a	convention	
on	 tobacco	 control	 that	 came	 into	 force	 in	 2005.	 The	 objective	 of	 the	
convention,	 which	 Uganda	 ratified,	 was	 to	 protect	 present	 and	 future	
generations	from	the	devastating	health,	social,	environmental	and	economic	
consequences	of	 tobacco	 consumption	 and	 exposure	 to	 tobacco	 smoke	by	
providing	a	framework	for	tobacco	control	measures	to	be	implemented	by	
the	Parties	at	the	national,	regional	and	international	levels	in	order	to	reduce	
continually	 and	 substantially	 the	 prevalence	 of	 tobacco	 use	 and	 exposure	
to	 tobacco	 smoke	 (18).	Health	 promotion	 calls	 upon	policy	makers	 from	
different	sectors	and	at	all	levels	to	be	aware	of	the	health	consequences	of	
commercial	enterprises	and	undertake	regulatory	responsibilities	to	improve	
health	 (3).	 Over	 the	 years,	 price	 increases	 on	 tobacco	 products	 were	 the	
main	 intervention	 to	 mitigate	 increased	 use.	 In	 2015	 Uganda	 developed	
its	Tobacco	Control	Act	 to	 control	 the	demand	 for	 and	 the	 consumption	
of	 tobacco	 and	 its	 products	 and	 to	 control	 the	 supply	 of	 tobacco	 and	 its	
products	to	the	population	(19).	The	process	that	led	to	the	signing	of	the	
Act	brought	together	multiple	stakeholders,	 including	academia,	 lobbyists,	
parliamentarians,	 legal	experts	and	government	 technocrats.	 It	 is	 a	process	
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that	 was	 characterised	 by	 coalition	 formation,	 the	 eruption	 of	 small-scale	
but	 intense	conflicts	and	friction,	and	accusations	and	counter-accusations	
of	 connivance	with	 the	 tobacco	 industry.	 	The	 tobacco	 industry	 had	well	
organised	programmes	to	delay	or	stop	the	bill	becoming	law.

The	Tobacco	Control	 Act	 established	 a	multi-disciplinary	 committee,	
including	 members	 from	 the	 health,	 trade,	 environment,	 gender	 and	
education	sectors,	among	others,	 to	advise	on	the	enforcement	of	the	Act.	
In	theory,	this	speaks	to	the	multi-disciplinary	nature	of	health	promotion	
as	spelt	out	in	the	health	public	policy	action	area	from	the	Ottawa	Charter.	
This	approach	ensures	that	implementation	arrangements	for	tobacco	control	
are	incorporated	and	enforced	in	the	policies	of	different	stakeholders.	Like	
most	 multi-sectoral	 and	 multi-disciplinary	 efforts,	 the	 outcomes	 of	 such	
health	promotion	efforts	require	effective	and	well	distributed	leadership	and	
resource	 allocation	 among	 the	 actor	 networks.	 Failure	 of	 some	 actors	 can	
make	health	promotion	efforts	sub-optimal.	For	instance,	soon	after	the	Act	
was	passed,	 the	Uganda	Police	Force	 indicated	that	 it	 lacked	the	resources	
to	enforce	it.	Ad	hoc	actions	by	non-state	agencies	to	mobilise	the	Uganda	
Police	Force	to	act	on	offenders	have	been	sporadic	and	less	effective.	

Of	the	UHC	actions	that	require	multiple	stakeholders	to	convene	with	
varied	 and,	 in	 some	 cases,	 conflicting	 interests	 and	 positions,	 the	 tobacco	
control	actions	above	offer	good	learning	points.	Future	health	promotion	
programmes	need	to	take	into	consideration	the	commercial	interests	of	the	
different	actors,	the	legal	and	enforcement	implications	of	the	programmes	as	
well	as	public	education	campaigns	that	should	accompany	such	interventions.	

Case study 4: Community-based initiatives

Communities	 have	 existing	 systems	 for	 self-help	 and	 for	 supporting	 one	
another	 through	 informal	 networks,	 such	 as	 coming	 together	 to	 assist	
families	during	weddings,	disasters	and	funerals.		More	formal	mechanisms	
for	community	self-help	include	savings	and	credit	cooperative	societies	and	
community	 health	 insurance	 schemes.	 	The	 achievement	 of	UHC	 should	
leverage	 the	 existing	 community	 resources	 and	 assets,	 resourcefulness	 and	
innovations	 for	 self-help.	Community	 health	workers,	 community	 leaders	
and	 community	 information	 systems	 can	 all	 be	 leveraged	 and	 nurtured	
to	 promote	 health.	 	 Much	 as	 there	 are	 contextual	 factors	 that	 enable	 or	
constrain	these	initiatives	in	different	settings,	they	have	played	a	big	role	in	
empowering	people	to	take	control	of	their	health	(20).	Bulungi	bwa	nsi	in	
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Buganda	(Uganda)	and	Umuganda	in	Rwanda	are	some	of	the	key	community	
initiatives	that	are	proving	successful	in	the	mobilisation	of	communities	for	
community	development.	The	former	has	a	strong	focus	on	the	maintenance	
of	roads	and	water	sources,	while	the	latter	became	more	pronounced	when	
it	was	integrated	into	the	healing	processes	and	activities	that	followed	the	
Rwanda	 genocide.	This	 is	 a	 case	 of	 revamping	 an	 old	 culture	 of	 self-help	
by	institutionalising	it	in	a	countrywide	community	development	discourse	
with	high-level	leadership	for	social	mobilisation.	

These	 two	models	 can	 easily	 be	 replicated	 for	 health	 promotion	 and	
advancing	 UHC.	 Such	 community-level	 initiatives	 build	 community	
empowerment,	ensure	the	sustainability	of	efforts	and,	as	exemplified	by	the	
Umuganda	case	in	Rwanda,	can	lead	to	saving	resources,	including	money	
that	 can	be	deployed	 elsewhere	 (21).	The	 contribution	of	political	 leaders	
and	leadership	from	social	and	religious	institutions	is	vital	for	the	success	of	
community-based	initiatives.

Existing	 and	 trained	 community	 health	 workers	 and	 village	 health	
teams	(VHTs)	offer	opportunities	at	community	level	to	ensure	that	health	
information	 reach	 big	 sections	 of	 the	 population	 that	 are	 not	 reached	 by	
mainstream	 approaches	 (22).	 It	 also	 allows	 local	 innovations	 and	 the	
customisation	 of	 national	 health	 promotion	 efforts	 to	 fit	 the	 acceptable	
designs	and	approaches.

Case study 5: Mass media and costs of public outreach 

For	the	purposes	of	this	chapter,	mass	media	channels	included	here	are	radio,	
television	and	newspapers.	The	mass	media	can	be	a	powerful	tool	for	social	
development,	awareness	creation,	agenda-setting	and	behaviour	change.	The	
role	the	mass	media	can	play	in	shaping	the	attitudes	and	health	behaviours	
of	the	people	has	been	explored	(23).	The	mass	media	can	be	used	to	promote	
programmes,	to	support	programme	implementation,	to	educate	the	public	
on	key	health	issues	and	to	supplement	other	strategies.	All	the	case	studies	
presented	above	made	very	good	use	of	the	mass	media.

In	 Uganda,	 radio	 reaches	 over	 90	 per	 cent	 of	 the	 population,	 with	
the	number	of	registered	radio	stations	standing	at	over	100	on	frequency	
modulation	 (FM)	 alone	 as	 of	 November	 2013.	 With	 this	 phenomenal	
growth	 in	 the	 FM	 broadcasting	 format,	 radio	 covers	 even	 the	 remotest	
village	 in	 Uganda	 with	 content	 that	 is	 culturally-appropriate	 in	 the	 local	
language	(24).	This,	coupled	with	the	creation	of	dedicated	newspaper	space,	
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dedicated	offices	 for	health	programming,	airtime	and	reporters	 for	health	
issues,	 presents	 opportunities	 for	 maximising	 health	 promotion	 benefits	
for	UHC	(25).	The	interest	by	top	political	leadership	in	Uganda	in	seeing	
increased	and	improved	health	content	by	media	houses	is	an	opportunity	
that	key	actors	in	advancing	UHC	can	take	up	and	around	which	they	can	
engage	with	the	media.	For	instance,	the	president	“called	upon	the	Ministry	
of	Health	 to	 sensitise	 the	 public	 on	 disease	 preventive	methods	 and	 how	
to	live	healthy	lifestyles,	saying	that	people	need	to	be	educated	on	how	to	
avoid	contracting	preventable	diseases”.	The	president	is	quoted	in	the	Red	
Pepper	newspaper	(26)	as	educating	the	public	to	“observe	proper	nutrition	
by	 eating	healthy	 food,	 immunisation	of	 children	 and	other	 risky	 groups,	
observing	proper	personal	hygiene	and	sleeping	under	treated	mosquito	nets	
among	other	things	helps	to	prevent	disease.”	This	demonstrates	the	high-
level	leadership	needed	to	support	health	promotion.

However,	 an	 analysis	 of	 health	 communication	 through	 mass	 media	
by	 FHI360	 under	 the	Communication	 for	Healthy	Communities	 Project	
indicated	 sporadic	 or	 intermittent	 mass	 media	 coverage	 clustered	 around	
commemorative	days,	like	World	Health	Day,	World	AIDS	Day	and	Universal	
Health	Coverage	Day,	among	others.	This	is	largely	due	to	lack	of	systematic	
programming	–	most	covered	issues	come	attached	to	specific	funding	and	
diseases.	The	use	of	mass	media	in	health	promotion	for	UHC	will	require	
the	navigation	of	the	over-commercialised	mass	media	landscape,	which	is	a	
departure	from	the	early	1990s	HIV	setting	where	mass	media	houses	were	
few	and	mostly	government-owned	or	public	–	making	it	easier	to	coordinate	
for	public	awareness	programmes.	The	cost	of	health	promotion	and	disease	
prevention	through	the	mass	media	has	become	a	key	concern	which	requires	
policy	action	or	directives	to	ensure	that	media	houses	provide	free	or	low-
cost	opportunities	for	health	promotion	programmes	that	are	vital	to	UHC	
goals.		

Strategic	 areas	 for	 health	 promotion	 programming	 in	 Uganda	 may	
include	 family	 planning	 for	 population	 control,	 malaria	 prevention	 and	
control,	nutrition	and	safe	water	and	environmental	sanitation.	These	will	all	
require	multi-sectoral,	multi-disciplinary	efforts.

By	 investing	 in	 multi-sectoral	 health	 promotion	 interventions	 like	
education	 (especially	 girl	 child	 education),	 improved	 shelter,	 improved	
agricultural	 practices	 for	 food	 security,	 safety	 and	 proper	 nutrition,	 road	
safety,	the	provision	of	safe	water,	the	mitigation	of	climate	change	effects,	
the	 promotion	 of	 effective	 malaria	 prevention	 policies	 and	 interventions,	
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among	 other	 strategies,	 the	 country	 can	 realise	 sustainable	 gains	 for	 good	
health	and	well-being.

Policy and programme implications for health promotion in Uganda

There	are	several	constraints	that	affect	health	promotion	practice	in	Uganda.	
First,	health	is	still	viewed	as	a	hospital-based	curative	service	with	little	

conceptual	view	of	the	long-term	prevention	of	disease.	This	is	evident	in	the	
government’s	priorities	in	funding	health	services,	including	the	training	of	
human	resources	as	well	as	the	recruitment	and	promotion	of	health	workers.	
Every	district	in	Uganda	has	positions	for	health	promotion	cadres	such	as	
district	health	educators.	However,	according	to	Laing	(27),	in	some	districts	
these	vacancies	have	not	been	filled	yet	there	are	qualified	health	promotion	
professionals	 (27).	 In	 addition,	 there	 are	 very	 few	 institutions	 of	 higher	
learning	that	train	experts	in	health	promotion.	

With	over	75per	cent	of	all	diseases	 in	Uganda	being	preventable,	the	
expectation	would	be	that	Uganda	would	have	a	strong	emphasis	on	health	
promotion	(27).	However,	priority	is	still	given	to	clinical	services	owing	to	
a	number	of	 contextual	 issues.	Among	 the	 three	 interventional	 spheres	 of	
health	promotion	(4),	Uganda	has	majorly	invested	in	health	education.	

Second,	 health	 promotion	 is	 based	 on	 the	 premise	 of	 enabling	
communities	and	empowering	people	to	address	their	health	needs.	Laing,	
in	her	study	on	health	promotion	in	Uganda,	noted	that	in	planning	health	
education	 in	Uganda,	 the	major	health	promotion	activity	 in	 the	 country	
is	done	using	a	top-bottom	approach	(27).	In	fact,	most	health	promotion	
programmes	 in	Uganda	 are	 donor-driven	 or	 funded	 in	 a	 field	 dominated	
by	 the	 densely-populated	 civil	 society	 sector.	 The	 failure	 to	 involve	 the	
community	 in	planning	and	implementing	health	promotion	programmes	
undermines	the	willingness	to	implement	even	the	good	plans	and	policies	
because	the	community	does	not	own	and	see	them	as	theirs.	The	situation	
is	made	 even	more	 complex	 by	 the	 fact	 that	 generally	 in	Uganda,	 health	
promotion	programmes	and	interventions	are	conceived,	designed,	planned	
and	 implemented	 in	 a	 setting	 of	 high	 poverty	 levels,	 moderately	 high	
illiteracy	 rates,	 ignorance	 and	 deeply-rooted	 cultural	 beliefs	 and	 practices.	
These	 are	 a	 major	 area	 of	 hindrance	 for	 the	 population	 to	 take	 up	 the	
programmes.	 Immunisation	 campaigns	 and	 family	 planning	 programmes	
have	especially	been	much	affected	by	many	of	the	factors	above	and,	in	the	
case	of	immunisation,	this	has	led	to	epidemics	of	immunisable	diseases	like	
measles	and	polio.
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Third,	 the	 Health	 Sector	 Development	 Plan	 (HSDP)	 2015/2016-
2019/2020	attaches	great	importance	to	health	promotion	but	the	financial	
allocation	 to	 the	plan	does	not	match	 this	 expression	of	priority.	With	 its	
goal	 to	 “accelerate	 movement	 towards	 Universal	 Health	 Coverage	 with	
essential	health	and	related	services	needed	for	promotion	of	a	healthy	and	
productive	life”,	the	health	sector	plan	places	health	promotion	at	the	core	of	
its	programmes.	It	also	emphasises	the	creation	of	community	ownership	and	
the	demand	for	services,	both	expected	to	lead	to	community	empowerment.		
While	 such	 broad	 statements	 are	 made	 on	 health	 promotion,	 the	 real	
challenge	is	when	it	comes	to	implementation	and	funding.	In	its	report	on	
the	Ministerial	Policy	Statement	for	the	Health	Sector	for	the	FY	2012/2013,	
the	 Parliamentary	 Committee	 on	 Health	 noted	 several	 challenges	 related	
to	 this.	 It	 stated	 that	 there	was	“marginalisation	of	disease	prevention	and	
health	education	with	a	lot	of	focus	on	treatment	and	curative	services,	the	
general	 underfunding	of	 the	health	 sector	 and	over-dependence	on	donor	
funding”.	The	committee	also	noted	that	the	inadequate	number	of	health	
workers	 was	 affecting	 coverage	 of	 the	 routine	 expanded	 programme	 on	
immunisation,	which	was	declining	owing	to	the	small	number	of	outreach	
activities	conducted.	There	has	been	more	spending	on	curative	care	services	
and	the	purchase	of	pharmaceuticals	and	other	medical	non-durables	than	
on	prevention	services.	

Fourth,	 the	 expansion	 of	 trade	 and	 commercial	 interests	 in	 health-
related	products	such	as	tobacco	and	commercial	foodstuffs,	the	growth	and	
expansion	of	international	fast	food	chains,	medicines/counterfeit	medicine	
and	chemicals	used	 in	agricultural	products,	brings	about	a	wide	 range	of	
health	determinants,	which	are	beyond	the	reach	of	direct	action	by	health	
sector	policy,	institutions	and	programmes.	For	instance,	the	marketing	and	
advertising	messaging	of	some	foodstuffs,	such	as	Blue	Band	margarine,	have	
been	observed	to	be	misleading	regarding	childhood	nutrition	priorities	for	
communities.	

Fifth,	the	jostling	for	space	among	players	in	the	health	sector	–	modern,	
traditional	 and	 alternate	 health	 providers	 –	 poses	 a	 challenge.	While	 the	
alternative	and	traditional	providers	are	left	free	to	promote	health	through	
advertisement	 and	 the	 promotion	 of	 the	 services	 they	 provide	 and	 the	
conditions	 they	 cure,	 this	 is	 not	 encouraged	 for	 modern	 providers.	 The	
challenge	this	may	pose	for	UHC	is	the	failure	by	the	UHC	programmes	to	
attract	 the	 interest	of	 the	 intended	consumers.	UHC	programmes	 should,	
therefore,	be	mindful	of	this	competition.	
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Sixth,	 infrastructure	 for	 health	 promotion	 in	 Uganda	 is	 still	 largely	
under-developed.	There	 are	 existing	 structures	 like	 the	Health	 Promotion	
and	Education	Division	at	the	Ministry	of	Health	and	the	District	Health	
Educator/Education	 (DHE)	Unit.	However,	 staffing	 levels	 are	 among	 the	
lowest,	with	 the	DHE	office	operating	under	 only	 one	 individual.	 	There	
exist	 Government	 of	 Uganda	 and	 implementing	 partners’	 collaboration	
platforms	such	as	the	National	Behaviour	Change	Communication	Working	
Group,	which	devotes	time	to	discussing	pertinent	issues	in	this	area.	This	
community	of	practice	provides	invaluable	input	to	programming,	although	
its	impact	on	policy	is	yet	to	be	evaluated.	

In	 an	 exercise	 to	 follow	 up	 its	 graduates	 in	 health	 promotion,	 the	
Faculty	 of	 Health	 Sciences	 of	 Uganda	Martyrs	 University	 (UMU)	 found	
out	 that	many	of	 the	graduates	are	placed	 in	clinical	 roles	 in	places	where	
they	are	employed.	Graduates	said	they	are	often	requested	to	participate	in	
community	mobilisation	activities	 for	 campaigns	 and	 input	 to	projects	by	
NGOs	in	cases	where	these	exist	in	the	districts.	While	over	100	graduates	
had	been	produced	by	2009,	these	were	placed	in	posts	not	related	to	their	
work.

Conclusions 

Investing	in	health	promotion	is	a	promising	prospect	in	advancing	UHC.	
However,	 challenges	 are	 many	 and	 will	 require	 careful	 consideration	 and	
analysis.		

To	address	the	determinants	of	health,	effective	programming	for	health	
promotion	 in	 advancing	UHC	will	 require	 a	 combination	 of	 approaches,	
cutting	across	sectors,	bringing	on	board	different	disciplines	and	covering	
all	spheres	of	health	promotion.	The	HIV/AIDS	national	response	provides	
good	experiences	regarding	the	benefits	of	combination	promotion,	including	
national	coordination	of	the	multiple	stakeholders	and	actors.

Sustained	good	performance	in	health	promotion	is	a	result	of	sustained,	
long-term	 programming.	 A	 key	 component	 of	 this	 is	 the	 availability	 of	
protected	 funding,	 human	 resources	 for	 health	 (for	 health	 promotion	
stewardship),	 good	 governance	 structures	 and	 other	 support	 systems	 at	
community,	 sub-national	 and	 national	 levels.	 With	 the	 health	 sector	 in	
Uganda	 pretty	 much	 still	 donor-supported,	 the	 long-term	 benefits	 from	
health	promotion	are	still	a	pipe	dream.	
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The	 liberalisation	 of	 the	 mass	 media	 in	 Uganda	 presents	 enormous	
opportunities	 for	 health	 promotion	 programmers.	 Literally,	 every	 corner	
of	Uganda	can	be	penetrated	by	radio,	with	the	proliferation	of	FM	radio	
stations.	This	potential	needs	 to	be	protected	by	policy	measures	 that	 can	
ensure	 that	 the	 costs	 of	 health	 promotion	 programmes	 are	 offset	 through	
subsidies	and	regulation.		
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