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Key Messages

•	 There	 are	both	direct	 and	 indirect	 linkages	between	 ill	 health	 and	
poverty.	Social	protection	(SP)	and	universal	health	coverage	(UHC)	
are	identical	agendas	to	the	extent	that	they	both	intend	to	address	the	
influences	of	poverty	on	people’s	health	and	well-being	and	adverse	
effects	of	vulnerability	and	risks,	including	health-related	ones.

•	 There	 is	 a	growing	 realisation	 that	 the	conventional	approaches	 to	
preventive	health	are	more	cost-effective,	given	the	limited	resources	
in	 the	 face	 of	 rapidly	 growing	populations	which	provide	 SP	 as	 a	
platform	to	achieve	UHC.	

•	 Only	 5	 per	 cent	 of	 the	 working	 population	 in	 Uganda	 currently	
contributes	to	at	least	one	pension	scheme	and	only	4.5	per	cent	of	
the	 total	population	 is	 receiving	 some	kind	of	SP	 support,	 yet	SP	
is	 critical	 in	 ensuring	 that	 these	 vulnerable	populations	 can	 access	
basic	social	services.	The	introduction	of	more	and	better	integrated	
and	coordinated	pro-poor	initiatives	are	critical	in	advancing	towards	
UHC	and	expanding	SP	floors.

•	 There	is	need	for	combined	efforts	in	the	provision	of	SP	programmes,	
such	as	health	 insurance	guarantees,	 access	 to	 essential	health	 care	
and	basic	income	security	for	children,	persons	of	working	age	and	
older	persons,	and	providing	a	foundation	for	human	development.	

 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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This	 can	 ultimately	 improve	 health	 standards,	 including	 increased	
life	expectancy	at	birth,	and	reduce	child	and	maternal	mortality.

•	 Efforts	to	design	Uganda’s	health	insurance	should	consider	principles	
such	as	being	pro-poor	and	delinking	coverage	from	employment,	as	
these	exclude	the	majority	poor	and	institutionalise	inequities.	Other	
insurance	mechanisms,	such	as	crop	insurance,	should	be	leveraged.

Introduction 

It	 is	 universally	 recognised	 that	 healthy	 populations	 are	 key	 to	 achieving	
development	 objectives	 and	 poverty	 alleviation.	 Ill	 health	 and	 failure	 to	
access	 health	 care	 services	 could	 lead	 to	 significant	 economic	 and	 social	
consequences.	Besides	direct	linkages	between	health	and	poverty,	health	is	
closely	linked	to	labour	market	aspects,	employability	and	income	generation,	
which	 have	 effects	 on	 economic	 and	 social	 development.	 Less	 ill	 health	
ensures	more	 labour	supply,	and	healthier	people	have	higher	productivity	
(1).	Globally,	countries	have	committed	to	advancing	towards	UHC,	which	
entails	ensuring	that	a	country’s	population	is	able	to	access	a	range	of	health	
services	according	to	need,	without	resulting	in	a	financial	burden	(2).	

According	 to	 the	 World	 Health	 Report	 2010,	 globally,	 over	 100	
million	people	are	unable	to	access	health	care	services	at	the	point	of	need	
or	 are	pushed	 into	poverty	 as	 a	 result	 of	 accessing	health	 care	 (2).	This	 is	
attributed	 to	 shortages	 in	 social	 health	 protection	 (3).	 The	 International	
Labour	Organisation	 (ILO)	 defines	 social	 health	 protection	 as	 a	 range	 of	
“public	or	publicly	organised	and	mandated	private	measures	against	social	
distress	and	economic	loss	caused	by	the	reduction	of	productivity,	stoppage	
or	reduction	of	earning	or	the	cost	of	necessary	treatment	that	can	result	from	
ill	health”(1).	Social	protection	reinforces	human	capital	development,	which	
leads	to	economic	benefits	due	to	enhanced	productive	and	macroeconomic	
advancement.	Expanding	 social	health	protection	also	 reduces	 the	 indirect	
costs	of	ill	health,	including	reduced	productivity	due	to	disability,	reduced	
income,	and	impaired	learning	among	children	due	to	diseases	(1).		

This	chapter	aims	 to	 set	a	case	 for	anchoring	 the	UHC	efforts	within	
the	social	protection	agenda.	Specifically,	it	focuses	on	the	linkages	between	
the	 two	 agendas	 and	 how	 complementary	 efforts	 can	 be	 engineered	 to	
ensure	equality,	equity	and	reduced	financial	risk	of	the	poor	and	vulnerable.	
It	 examines	 the	 opportunities	 and	 challenges	 presented	 by	 the	 current	
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situation	on	SP	implementation	in	Uganda	and	proposes	ways	to	harness	the	
opportunities	and	undermine	the	constraints.	

The social protection (SP) floor agenda

Introduction

Social	 protection	 is	 a	 multidimensional	 concept	 that	 has	 been	 defined	
differently	by	various	actors.	According	to	the	United	Nations	Development	
Programme	(UNDP),	SP	consists	of	“policies	and	programmes	designed	to	
reduce	a	population’s	poverty	and	vulnerability	by	promoting	labour	markets,	
diminishing	 people’s	 exposure	 to	 risks	 and	 augmenting	 their	 capacity	
to	 manage	 inevitable	 economic	 and	 social	 risks	 such	 as	 unemployment,	
exclusion,	sickness	disability	and	old	age”	(4,	p.	28).	The	ILO	defines	SP	as	“a	
nationally	defined	set	of	basic	social	security	guarantees	derived	from	human	
rights	treaties,	including	access	to	essential	services	such	as	health,	education,	
housing,	water	and	sanitation,	and	others,	as	defined	nationally	and		social	
transfers,		in	cash	or		in	kind,		to	guarantee	income	security,	food	security,	
adequate	nutrition	and	access	to	essential	services”	(5)	.

As	already	defined	by	WHO,	UHC	entails	access	to	needed	health	services	
of	 good	 quality	 by	 all,	without	 suffering	 financial	 hardships	when	 paying	
for	 them	(2).	These	 indicators	of	“quality,	health	 services	and	no	financial	
hardships”	are	indirectly	or	directly	SP	systems.		Social	protection	could	be	
defined	 as	 public	measures	 intended	 to	 assist	 individuals,	 households	 and	
communities	in	managing	income	risks	in	order	to	reduce	vulnerability	and	
downward	fluctuations	 in	 incomes,	 improve	 consumption	 smoothing	 and	
enhancing	equity	(6).	This	definition	is	more	linked	to	addressing	the	various	
determinants	of	health	and	health	outcomes	linked	to	reducing	vulnerability	
and	promoting	equity.

The concept of “coverage” in social (health) protection and UHC

Coverage	 is	 a	multidimensional	 concept	 that	 is	 central	 to	 the	UHC	 and	
social	 protection	 agendas	 (2,3).	 In	 simple	 terms,	 coverage	 refers	 to	 the	
number	of	people	in	a	given	country	who	can	access	to	a	set	benefit	package	
of	services	when	needed.	The	ILO	Convention	102	(ILC	102)	embodies	the	
internationally	accepted	definition	of	social	security	and	prescribes		a	set	of	
minimum	 standards	 for	 the	 SP	benefits	 to	 be	 covered	 (7).	 Legal	 coverage	
and	effective	access	are	two	important	dimensions	of	access	to	social	health	
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protection	 (1,3).	Legal	 coverage	concerns	“rights	and	 formal	entitlements”	
whereas	 effective	 access	 involves	 the	 actual	 provision	 and	 use	 of	 services	
(3).	 Effective	 access	 is	 influenced	 by:	 a)	 physical	 availability	 in	 terms	 of	
infrastructure,	 health	 workforce,	 medical	 products	 and	 timely	 provision;	
b)	 affordability,	 defined	 as	 the	 absence	 of	 financial	 barriers	 to	 access	 that	
may	 lead	 to	 impoverishment	 and	health-related	 poverty.	Other	 important	
factors	 include;	 c)	 quality	 of	 care	 which	 influences	 utilisation	 and	 access;	
d)	and	financial	risk	protection,	which	is	a	major	dimension	of	UHC	and	
SP.	Financial	risk	protection	itself	concerns	reducing	out-of-pocket	(OOP)	
payments	and	is	a	mechanism	to	compensate	for	loss	in	productivity	resulting	
from	ill	health	(2,3).	Financial	protection	concerns	the	risk	of	impoverishment	
and	catastrophic	 costs	 related	 to	adverse	health	events,	OOP	expenditures	
and	transport	costs	to	access	service	providers.

The	ILO’s	approach	to	the	extension	of	effective	SP	coverage	consists	of	
2	dimensions;	a	horizontal	and	a	vertical	dimension.	

1)	The	 	horizontal	 	dimension	 	 refers	 to	 	 the	 	 rapid	 	 implementation		
of	 	national	 social	 	protection	 	floors,	 	 i.e.	 	minimum		(basic)	package	 	of		
transfers,		rights		and		entitlements	that		provide		access		to		essential		medical	
care		and		sufficient		income		to		all	those	in		need		of	such	protection.

2)	The		vertical		dimension		concerns	provision	of	higher		levels		of		social		
security	at		least		in	line		with		the		coverage		and		benefit		requirements		of		
the		ILO’s		Social		Security	(Minimum			Standards)			Convention			1952	(No.	
102)	providing	for	higher	levels	of	protection	(7).

The SP floor concept

The	 concept	 of	 SP	 floor	 (SPF)	 was	 developed	 by	 the	 ILO	 as	 a	 way	 of	
expanding	the	coverage	scope	of	SP	in	a	given	setting.		SPF	refers	to	a	series	
of	basic	services,	facilities	and	social	rights	that	should	be	accessible	to	every	
country’s	 citizens	 (8).	 It	 comprises	 entitlements	 to	be	 realised	 through	 the	
provision	of	essential	services	and	social	transfers	(1).	Access	to	SP	provisions	
should	be	considered	a	right	that	must	be	ensured	through	the	development	
of	an	appropriate	legal	framework	or	the	revision	of	existing	ones	to	uphold	
the	rights	of	those	affected	(8).	

The	 right	 to	 SP	 articulated	 by	 the	 Universal	 Declaration	 of	 Human	
Rights	 underpins	 the	 SPF	 agenda	 (9).	 The	 SPF	 guarantees	 access	 to	 a	
comprehensive,	 integrated,	 nationally	 determined	 set	 of	 essential	 services,	
goods	and	cash	transfers	to	ensure	that	people	are	not	burdened	by	avoidable	
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ill	health,	hunger	and	the	use	of	unsafe	water;	 it	also	guarantees	 that	 they	
do	 not	 remain	 uneducated	 or	 homeless	 over	 their	 life	 course	 (5).	 The	
underlying	belief	 is	 that	 individuals	make	a	more	productive	 contribution	
to	the	economy	when	facilitated	through	access	to	an	essential	set	of	goods,	
services	and	transfers	to	get	out	of	poverty.	The	SPF	comprises	the	following	
key	components:	1)	“A	basic	set	of	essential	social	rights	and	transfers,	in	cash	
and	in	kind	throughout	the	life	cycle	(children,	working	life,	older	people),	
to	provide	a	minimum	income	and	livelihood	security	for	all	and	to	facilitate	
effective	demand	for	and	access	to	essential	goods	and	services”;	and	2)	“The	
supply	of	an	essential	level	of	goods	and	social	services	such	as	health,	water	
and	 sanitation,	 education,	 adequate	 nutrition	 and	 food,	 housing,	 life	 and	
asset-saving	information	that	are	accessible	for	all.”	(5)

The	SPF	concept	is	anchored	in	human	rights	but	permits	flexibility	for	
countries	to	adapt	how	to	organise	in-cash	and	in-kind	transfers	(9).	These	
essential	services,	goods	and	transfers	should	be	accessible	to	everyone	in	need	
of	them.	The	concept	thus	determines	the	minimum	standards	concerning	
“the	access,	scope	and	level	of	social	protection	provided	by	national	social	
protection	 systems	 rather	 than	 prescribing	 their	 specific	 architecture”,	
underscoring	the	principle	of	progressive	realisation	(5).

Opportunities to advance UHC in the context of SP agenda in Uganda

Several	opportunities	exist	to	support	the	UHC	and	SP	agenda	in	Uganda.	
As	elaborated	below,	opportunities	include	mainly	favourable	legal	and	policy	
frameworks	as	well	existing	SP	strategies	that	could	be	leveraged	for	scale-up.	

1. Favourable international, regional and national policy and legal frame-
works

As	noted	above,	legal	coverage	is	the	expression	of	the	rights	and	entitlements	
that	 citizens	 in	 a	 given	 country	 are	 expected	 to	 receive	 (3).	 A	 favourable	
legal	 and	policy	 framework	 is	 a	 foundation	 for	 advancing	both	 the	UHC	
and	the	SP	agendas.	Uganda’s	commitment	to	social	security	aspirations	is	
expressed	in	several	key	legal	and	policy	documents	which	form	the	basis	of	
opportunities	for	advancing	towards	UHC	in	the	context	of	SP	efforts.

a) Global and regional social protection commitments 

At	the	global	level,	the	Universal	Declaration	of	Human	Rights,	Articles	22	
and	25	enshrine	the	right	to	social	security		(10).	Article	22	asserts:
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Everyone,	as	a	member	of	society,	has	the	right	to	social	security	and	
is	entitled	to	realisation,	through	national	effort	and	international	co-
operation	 and	 in	 accordance	with	 the	 organisation	 and	 resources	 of	
each	State,	of	the	economic,	social	and	cultural	rights	indispensable	for	
his	dignity	and	the	free	development	of	his	personality.	

In	addition,	Article	25	further	affirms:

1.	Everyone	has	the	right	to	a	standard	of	living	adequate	for	the	health	
and	well-being	of	himself	and	of	his	family,	including	food,	clothing,	
housing	and	medical	care	and	necessary	social	services,	and	the	right	to	
security	in	the	event	of	unemployment,	sickness,	disability,	widowhood,	
old	age	or	other	lack	of	livelihood	in	circumstances	beyond	his	control.	

2.	Motherhood	and	childhood	are	entitled	to	special	care	and	assistance.	
All	children,	whether	born	in	or	out	of	wedlock,	shall	enjoy	the	same	
social	protection.	

More	 recently,	 the	 UN	 Summit	 that	 adopted	 the	 Post-2015	 Sustainable	
Development	Goals	 (SDGs)	 agenda	 recognised	 the	 role	 of	 SP	 in	 fighting	
poverty	and	inequality	and	the	attainment	of	other	SDGs	(11).	Countries	
adopted	a	new	social	compact	in	favour	of	the	poor	and	vulnerable	groups,	
through	the	provision	of	SP	systems	and	measures	for	all,	including	SP	floors.	
This	broad	vision	 is	 linked	with	 the	SDG	3	on	ensuring	good	health	and	
well-being.	The	linkages	between	these	agenda	should	be	harnessed.	

At	the	regional	level,	SP	has	also	been	prioritised.	The	First	Session	of	the	
African	Union	Labour	and	Social	Affairs	Commission,	held	in	Mauritius	in	
2003,	made	a	recommendation	and	requested	the	African	Union	Commission	
(AUC),	in	collaboration	and	consultation	with	other	stakeholders,	to	develop	
a	Social	Policy	Framework	for	Africa	(SPFA)	(12).	The	SPFA	was	adopted	in	
2008	with	the	aim	to	provide	an	overarching	policy	structure	to	assist	African	
Union	(AU)	member	states	in	strengthening	and	to	give	increasing	priority	
to	 their	 national	 social	 policies	 and	 promote	 human	 empowerment	 and	
development.	The	SPFA	urges	member	states	to	adopt	pro-poor	strategies,	
incorporate	 SP	 strategies	 into	 national	 development	 plans	 and	 establish	
mechanisms	 to	 ensure	 access	 to	minimum	packages	 of	 SP(13).	The	SPFA	
articulates	the	relevance	of	investment	in	SP,	situates	SP	within	broader	social	
policy	and	affirms	social	policy	as	a	key	ingredient	of	national	development	
and	not	as	mere	corrective	measures	for	failed	economic	policies	(14).
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The	AU	defines	SP	as	a	“package”	of	policies	and	programmes	that	aim	
to	reduce	poverty	and	vulnerability	in	large	segments	of	the	population	(15).	
Articles	3	 and	4	of	 the	Constitutive	Act	 (2000)	 emphasise	 the	promotion	
and	protection	of	human	and	people’s	rights	in	accordance	with	the	African	
Charter	on	Human	and	Peoples’	Rights(16).	The	Constitutive	Act	provides	
the	 overall	 framework	 within	 which	 subsequent	 discussions	 on	 poverty,	
unemployment	and	vulnerability	are	put	on	the	agenda.	The	AU	eventually	
adopted	 the	Addis	Accord	 (2015)	which	 recognises	 SP	 as	 one	of	 the	 core	
cross-cutting	areas	where	initiatives	are	needed	in	order	to	be	able	to	achieve	
the	SDGs.

Uganda	became	a	signatory	to	the	African	Union	Social	Policy	Framework	
(2008)	which	calls	on	member	governments	to	recognise	that	SP	is	a	state	
obligation,	with	provisions	in	national	legislations	(13).

b) National development strategies 

The	African	Union	Social	Policy	Framework	(SPF)	called	upon	countries	to	
integrate	SP	into	their	national	development	plans	and	strategies	(13).	Social	
protection	has	also	been	identified	as	part	of	Uganda’s	strategic	path	towards	
transformation	 and	 inclusive	 growth.	 In	 particular,	 the	 strategy	 has	 been	
identified	as	a	foundation	framework	for	the	building	of	the	badly	needed	
human	capital	for	the	country.

Uganda Vision 2040: This	 is	 the	 country’s	 overarching	 development	
planning	framework	guiding	the	transformation	of	Uganda	from	a	peasant	
to	 a	 prosperous	 middle-income	 country	 in	 the	 next	 30	 years	 (17).	 Its	
conceptualisation	 is	 based	 on	 investing	 in	 the	 key	 fundamentals	 of	 the	
economy	in	order	to	harness	the	existing	opportunities.	The	vision	identifies	
the	abundant	human	resource	as	one	of	 the	 fundamentals	 that	need	to	be	
strengthened	 by	 turning	 it	 into	 human	 capital	 in	 order	 to	 accelerate	 the	
country’s	transformation	through	harnessing	of	the	demographic	dividend.	
Furthermore,	 in	the	vision,	the	country	 is	earmarked	to	attain	a	GDP	per	
capita	of	$9,500	as	an	upper	middle-income	country.	Investing	in	a	social	
protection	 floor	 (SPF)	 helps	 in	 promoting	 social	 justice	 and	 economic	
development	 (18).	 	Social	 security	 represents	 an	 investment	 in	a	 country’s	
human		resource,	 	which		is	 	as	 	 important		as	 	 investing		 in		 its	 	physical		
infrastructure.		SP	schemes,	therefore,	are	important	tools	to	reduce	poverty	
and	 inequality	 among	 a	 country’s	 population.	 SP	 initiatives	 do	 not	 only	
help	individuals	and	their	families	to	get	out	of	poverty,	but	also	contribute	
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to	 economic	 growth	 and	 development	 by	 raising	 labour	 productivity	 and	
enhancing	social	stability	(19).

National Development Plan II 2015/16 – 2019/20:	 The	 NDPII	
operationalises	the	vision	pathway	by	prioritising	human	capital	development	
as	a	key	fundamental	whose	achievement	is	being	implemented	over	the	plan	
period	(20).	Turning	the	human	resource	into	human	capital	is	built	on	three	
pillars,	 i.e.	 it	must	be	healthy,	properly	educated	and	appropriately	skilled.	
These	are	set	out	in	the	plan	as	part	of	the	strategic	framework	that	will	guide	
the	country	towards	the	achievement	of	lower	middle-income	status	by	2020.	
The	 availability	 of	 appropriate	 and	 adequate	 human	 capital	 will	 facilitate	
increases	in	production,	productivity	and	technological	growth	and	uptake,	
thus	making	it	one	of	the	key	endogenous	drivers	of	economic	growth	(20).

Health	sector	interventions	towards	UHC	are	critical	to	the	attainment	
of	 national	 development	 aspirations	 (21).	 For	 instance,	 having	 ensured	
the	 survival	of	 the	children	born	 through	PHC,	 such	 interventions	would	
contribute	to	harnessing	the	human	capital	in	the	25	–	60	age	bracket,	which	
is	 the	 critical	 working	 age	 group.	 This	 shift	 would	 ultimately	 reduce	 the	
vulnerability	of	the	population	through	movement	to	more	productive	and	
better	paying	jobs	while	enabling	the	state	to	provide	SP	and	organise	more	
decent	retirement	for	less	fortunate	and	aging	workers.

c) National policy and legal frameworks 

Social	 protection	 is	 firmly	 entrenched	 in	 the	 national	 policy	 and	 legal	
frameworks.	Article	XIV	of	The	Constitution	of	Uganda	(1995)	states:		“The	
state	shall	endeavour	to	fulfil	the	fundamental	rights	of	all	Ugandans	to	social	
justice	 and	 economic	development	 and	 shall,	 in	particular,	 ensure	 that	 all	
Ugandans	 enjoy	 rights	 and	 opportunities	 and	 access	 to	 education,	 health	
services,	clean	and	safe	water,	work,	decent	shelter,	adequate	clothing,	food	
security	and	pension	and	retirement	benefits”	(22).

The	National	 Social	Protection	Policy	 (2015)	was	developed	 to	 guide	
the	 implementation	 of	 SP	 initiatives.	Other	 existing	 policies	 include:	 the	
National	Employment	Policy	(2011)	aimed	at	increasing	decent	employment	
opportunities	and	labour	productivity;	the	National	Policy	for	Older	Persons	
(2009)	 which	 prioritises	 the	 “(establishment	 of )	 an	 older	 person’s	 grants	
scheme”	 and	 the	 National	 Orphans	 and	 Vulnerable	 Children	 Strategic	
Plan	(2010)	that	 identifies	the	need	for	“grants	to	vulnerable	households”.	
The	 National	 Health	 Policy	 (2010)	 demonstrates	 the	 alignment	 of	 the	
sector	priorities	 such	as	 improving	access	 to	 the	minimum	health	package	
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and	reducing	costs	associated	with	accessing	care	with	the	SP	agenda	(23).	
The	overall	 goal	 of	 the	Health	Sector	Development	Plan	2015-2020	 is	 to	
accelerate	progress	towards	UHC	with	a	set	of	health	and	related	services	and	
is	in	harmony	with	the	SP	objectives	(24).	

2. Learning from existing SP programmes and efforts in Uganda

The	Government	of	Uganda	(GoU)	expressed	 its	commitment	to	scale	up	
SP	through	endorsing	the	Livingstone	Call	to	Action	(2006)	which	sets	out	
commitments	to	SP	and	calls	on	countries	in	Africa	to	put	in	place	costed	
plans	for	the	implementation	of	direct	income	support	(DIS)		programmes	
(14,15).

The	SP	interventions	in	Uganda	fall	under	two	broad	categories,	namely	
a)	 social	 security	 and	b)	 social	 care	 and	 support.	Social	 security	 initiatives	
include	DIS	and	social	insurance	schemes.	The	DIS	includes	unconditional	
cash	transfers	(SAGE),	public	works	programmes	(Northern	Uganda	Social	
Action	 Fund	 (NUSAF)),	 Karamoja	 Livelihoods	 Improvement	 Programme	
(KALIP),	 the	Agricultural	Livelihoods	Recovery	Programme	(ALREP)	and	
food	 support	under	 the	World	Food	Programme	 (WFP).	Social	 insurance	
includes	pension	 schemes,	 the	National	 Social	 Security	Fund	 (NSSF)	 and	
voluntary	 health	 insurance	 schemes.	 Social	 care	 and	 support	 is	 provided	
through	mainly	non-state	actors	and	community	and	family	networks	(25).	
Uganda	 has	 been	more	 inclined	 to	 promote	 cash	 transfers	 (DIS)	 than	 to	
promote	 other	 instruments	 of	 SP	 that	would	 probably	 be	more	 attractive	
to	 policy-makers.	 The	 programmes	 mainly	 target	 the	 entire	 vulnerable	
population	 despite	 their	 age	 and	 sex.	 The	 Expanding	 Social	 Protection	
(ESP)	Programme	initiated	in	2010	under	the	Ministry	of	Gender,	Labour	
and	Social	Development	(MGLSD)	has	supported	the	national	SP	systems	
through	DIS	programmes.	These	initiatives	have	enhanced	the	livelihood	of	
the	 beneficiaries	 and	 their	 defendants	 (26,27).	The	main	 drawback	 is	 the	
limited	scope	and	the	politics	of	choosing	beneficiary	districts.

Other	existing	programmes	in	Uganda	that	support	SP	advancement	are	
universal	primary	education	(UPE)	and	universal	secondary	education	(USE),	
which	are	designed	to	guarantee	access	to	primary	and	secondary	education	
for	pupils	and	students	from	poor	and	disadvantaged	households,	respectively;	
and		equalisation	programmes	such	as	the	Peace	Recovery	and	Development	
Plan	(PRDPs)	and	the	Luwero-Rwenzori	Recovery	Programme,	designed	for	
formerly	conflict-engulfed	districts.	The	YLP	provides	investment	funds	for	
entrepreneurship	purposes	to	youth	in	Uganda	(25,28,29).	However,	the	cost	
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recovery	mechanisms	have	been	poor	and	most	of	the	beneficiary	groups	were	
unable	to	pay	back	the	money.	Operation	Wealth	Creation	(OWC)	is	meant	
to	address	poverty,	the	underlying	constraint	on	SP	and	health	outcomes	in	
Uganda.	These	initiatives	should	be	implemented	with	conscious	attention	to	
their	linkage	to	improved	health	status	of	Uganda	and	improved	SP	coverage	
and	their	contribution	to	the	national	social	and	economic	growth.

Challenges to advancing UHC and SP in Uganda

Several	factors	do	or	are	likely	to	undermine	the	progress	towards	both	UHC	
and	SP	in	Uganda.	These	include	the	coordination	of	multiple	actors,	funding	
shortfalls,	the	growing	population	and	increasing	poverty.

1. Multiplicity of players and coordination of relevant stakeholders

Attaining	UHC	is	a	new	agenda	under	a	new	health	paradigm	as	espoused	
under	SDG	3.	In	Uganda,	this	notion	is	being	spearheaded	by	the	Ministry	
of	 Health	 (MoH),	 the	 private	 sector,	 civil	 society	 organisations	 (CSOs),	
academia	and	development	partners	to	ensure	health	for	all	by	2030	(30).	
The	MoH	acts	as	the	lead	agency	in	charge	of	oversight	over	health	policy	
development	and	implementation	in	the	country.	It	coordinates	with	other	
actors,	 such	 as	 development	 partners	 and	 CSOs	 in	 pursuit	 of	 the	 sector	
goals.	Other	relevant	government	agencies	include	the	following	ministries:	
Finance,	Planning	and	Economic	Development;	Education	and	Sports;	Water	
and	Environment;	Agriculture,	Animal	Industry	and	Fisheries;	and	Gender,	
Labour	and	Social	Development;	they	also	include	local	governments.	The	
second	objective	of	the	HSDP	is	to	strengthen	intersectoral	action	for	health	
(24).

On	 the	 other	 hand,	 SP	 in	Uganda	 has	 been	 implemented	 under	 the	
leadership	 of	 the	 MGLSD	 in	 partnership	 with	 local	 governments	 and	
financial	 assistance	 from	 development	 partners	 (29).	 However,	 several	
other	government	ministries,	departments	and	agencies,	 such	as	 the	Equal	
Opportunities	 Commission,	 the	 NSSF	 and	 Uganda	 Retirement	 Benefits	
Regulatory	Authority	 (URBRA),	have	mandates	 relevant	 to	SP	 in	Uganda	
(25)

There	 is	 no	 centrally	 organised	 and	 coordinated	 framework	 for	 SP	 in	
the	country.	Different	initiatives	are	managed	in	different	institutions	owing	
to	historical	as	well	practical	and	logistical	considerations.	In	the	case	of	the	
public	sector	employees	(2.8	per	cent)	and	other	employees	in	the	formal	sector	
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(2.3	per	cent),	their	SP	is	covered	under	the	Public	Service	Pension	Scheme	
(PSPS)	and	NSSF,	respectively	(25).	 	Other	institutions	that	participate	in	
one	form	or	another		of	SP	include	the	Ministries	of	Education	and	Sports	
and	of	Health	and	the	Office	of	the	Prime	Minister	(OPM)	in	cases	of	disaster	
preparedness	and	response,	as	well	as	various	community-based	organisations	
(CBOs).	 The	 SAGE	 programme	 is	 coordinated	 and	 implemented	 by	 the	
MGLSD	through	local	governments	but	with	the	biggest	financial	support	
coming	from	development	partners	(26,27).	It	is	still	a	major	concern	that	
the	majority	of	 the	people	employed	 in	the	 informal	sector	have	no	social	
security	as	a	way	of	shielding	them	from	poverty	and	risks	in	old	age,	when	
unemployed	or	after	retirement.

2. Funding shortfalls

Given	 the	 importance	 of	 good	 health	 for	 the	 economic	 development,	 it	
is	 imperative	 that	 health	 service	 organisations	 and	 agencies	 have	 financial	
processes	that	are	modern,	transparent,	efficient	and	geared	towards	service	
provision	and	based	on	value-for-money	principles	to	increase	the	financial	
risk	 protection	 of	 households.	 In	 Uganda,	 however,	 households	 bear	 the	
biggest	burden	of	health	care	costs,	with	household	expenditure	constituting	
43	per	cent,	donors	34	per	cent	and	the	government	23	per	cent	(31).	The	
contribution	by	households	majorly	takes	the	form	of	OOP	spending	(over	
70	per	cent),	which	is	far	above	the	recommended	maximum	of	20	per	cent	
OOP	expenditure	by	households	recommended	by	WHO	if	the	households	
are	to	be	pushed	out	of	impoverishment	(32).

Table 2.1: Financing trends 2009 – 2014 

FY GoU	
funding	

Donor	
projects	

Total	 Per	capita	
expenditure	

UGX

Per	capita	
exp.	In	

U$

GoU	expend	
on	health	as	a	
%	of	total	govt	

exp	

2009/10 435.8 301.80 737.60 24,423 11.1 9.6

2010/11 569.56 90.44 660 20,765 9.4 8.9

2011/12 593.02 206.10 799.11 25,142 10.29 8.3

2012/13 630.77 221.43 852.2 23,756 9 7.8

2013/14 710.82 416.67 1127.48 32,214 12 8.7

Source: HSSIP 2010/11-2014/15, AHSPR 2013/14
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However,	 people	 in	Uganda	 are	 healthier,	wealthier	 and	 live	 longer	 today	
than	30	years	ago.	Life	expectancy	in	Uganda	has	improved	from	48	(1991)	
to	63.3	per	cent	(33).	The	number	of	infants	and	children	dying	as	well	as	
mothers	dying	while	giving	birth	have	all	markedly	reduced	owing	to	improved	
access	to	antenatal	care.		People	living	in	decent	shelters	with	access	to	safe	
water	sources	and	to	a	toilet	facility	increased	to	72	per	cent	and	92	per	cent	
respectively	(33,34).	All	this	has	been	possible	owing	to	combined	efforts	in	
the	provision	of	primary	health	care	services	(PHC)	and	SP	programmes	that	
have	ensured	that	no	one	is	 left	behind	in	the	development	process.	More	
progress	is	possible	and	can	be	accelerated	by	the	introduction	of	more	and	
better	integrated	programmes	under	the	broader	concept	of	UHC.	

Public	investment	in	SP	in	Uganda	stands	at	only	0.78	per	cent	of	GDP	
and	spending	on	DIS	stands	at	only	0.33	per	cent	of	GDP	(29,35).	Only	5	
per	cent	of	the	working	population	in	the	country	currently	contributes	to	
at	 least	one	pension	scheme	and	only	4.5	per	cent	of	 the	total	population	
is	receiving	some	kind	of	SP	support.	This	is	why	investments	in	PHC	and	
UHC	efforts	are	critical	 in	ensuring	 that	 these	vulnerable	populations	can	
access	basic	health	services	without	financial	ruin.

3. Unfavourable demographic structure

Uganda	has	one	of	the	youngest	populations	in	the	world,	with	78		per	cent	of	
its	population	below	the	age	of	30	years.	Uganda’s	population	mainly	consists	
of	 children	 (below	18	 years),	who	 constitute	55	per	 cent,	 contributing	 to	
the	high	dependency	ratio	of	103	per	100	workers	(33).	This	age	structure	
imposes	 a	 big	 economic	 burden	 on	 the	 productive	 population	 as	 well	 as	
straining	the	capacity	to	provide	basic	needs	in	health	and	education,	leading	
to	high	expenditures	in	health	and	education	service	delivery.	Government	
is	not	able	to	provide	sufficient	health	coverage,	given	the	above	population	
profile.	The	biggest	burden	still	falls	on	households	owing	to	poverty	arising	
from	poor	living	conditions.

Total	fertility	rate	(TFR)	is	5.8	children	per	woman,	which	is	still	high.	
This	also	is	probably	the	biggest	contributor	to	the	high	maternal	rate	(336	
per	100,000)	and	high	infant	mortality	rate	(53	deaths	per	1,000	live	births).	
However,	 improvements	 in	Uganda’s	 life	 expectancy,	 coupled	with	 a	 high	
annual	population	growth	rate	3	per	cent	per	annum,	could	be	the	biggest	
contributor	to	the	high	population	size,	which	is	projected	to	be	63.4	million	
in	2030	(33).	
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Figure 2.1:  Uganda’s population structure, indicating that many 
children will soon be in their reproductive years

Source: Uganda National Census 2016 (33)

The	majority	of	the	population	(69	per	cent)	depend	on	subsistence	farming	
as	 their	 source	 of	 livelihood,	making	 it	 difficult	 to	 access	 any	 basic	 social	
service	since	most	of	the	crops	they	produce	are	for	home	consumption.	This	
lifestyle	also	does	not	provide	social	 security	 in	case	of	disasters	or	shocks.	
Employment	 income	 is	 the	main	 source	 of	 livelihood	 for	 16	 per	 cent	 of	
the	population	(formal	sector),	business	enterprises	(8	per	cent)	and	family	
remittances	(3	per	cent)	(33,36).	The	census	results	reveal	that	10	per	cent	of	
primary	school-age	children	(6	-10	years)	were	not	in	school	despite	UPE;	22	
per	cent	of	the	secondary	school-age	population	(13-18	years)	had	left	school	
despite	USE;	 and	about	60	per	 cent	of	 the	population	 aged	10	years	 and	
above	had	primary	education	as	their	highest	education	level	(33).	Low	levels	
or	lack	of	education	manifests	itself	in	a	human	capital	base	being	unable	to	
compete	for	high-paying	employment	opportunities,	limited	access	to	basic	
social	services	and,	consequently,	the	early	start	of	production	of	children.

4. Growing poverty and  related vulnerability

Poverty	 is	 the	biggest	predictor	of	vulnerability	 in	Uganda.	Studies	carried	
out	by	Uganda	Bureau	of	Standards	(UBOS)	and	other	organisations	have	
shown	that	most	of	the	vulnerability	covariates	such	as	widowhood,	the	girl	
child	and	disability	tend	to	be	neutralised	in	non-poor	households.	Poverty	



37Chapter 2: UHC & Social Protection 

tends	to	exacerbate	vulnerability	by	denying	people	access	to	the	most	basic	
means	of	livelihood.	In	this	logic,	the	poor	are	locked	in	a	vicious	circle	of	
vulnerability	(23,37).	They	are	poor	because	they	cannot	afford	the	kind	of	
feeding	and	hygienic	conditions	that	would	protect	them	from	the	majority	
of	common	illnesses.	The	constant	illness	constrains	their	productivity,	which	
makes	them	unable	to	provide	better	for	their	households	and,	as	a	result,	a	
proportionally	larger	portion	of	their	meagre	income	will	be	spent	on	health	
care	bills	(38).	The	establishment	of	SP	provisions	will,	therefore,	constitute	
the	 surest	way	of	 breaking	 this	 vicious	 circle	 of	 poverty	 and	 vulnerability.	
It	will	not	only	improve	the	health	status	of	the	poor	and	their	household	
members,	but	will	also	enhance	their	productive	potential	and	make	it	more	
likely	for	them	to	break	out	of	the	vulnerability	bracket.

The	poverty	 rate	declined	 from	56	per	 cent	 in	1992	 to	19.7	per	 cent	
in	2012/13	but	later	increased	to	about	27		per	cent	in	2016	(36).	Poverty	
remains	deep-rooted	in	rural	areas,	where	most	of	the	populations	live	and,	
as	a	result	of	the	high	population	growth	rate,	the	absolute	number	of	people	
living	below	the	poverty	line	has	not	reduced	significantly.	Additionally,	there	
remain	significant	poverty	disparities	across	regions	and	social	groups,	as	well	
as	between	rural	and	urban	areas.	These	realities	undermine	the	attainment	
of	UHC	and	national	development	aspirations.

Policy issues and implications for UHC in the context of inadequate 
SP in Uganda

The	 following	 section	 highlights	 the	 policy	 action	 needed	 to	 advance	 the	
UHC	agenda	in	Uganda.	The	options	start	with	adopting	the	right	principles.	
There	are	actions	that	fall	within	the	remit	of	the	health	sector	while	many	lie	
outside	its	mandate	and	would	require	multisectoral	collaboration.

1. Adopting the right guiding principles

The	UNDP	developed	several	general	principles	to	guide	successful	design	
of	 overall	 SP	 policy	 and	 strategy	 (4).	These	 should	 guide	 the	 design	 and	
implementation	of	initiatives	to	advance	the	UHC	and	SP	agendas.

a)	 Starting with the poorest:	This	regards	connecting	with	and	benefiting	
the	poor	people	first	before	the	less	poor.	This	could	be	achieved	through	
a	targeted	initiative	or	a	universal	programme.	This	may	include	only	
some	components	of	 the	systems	but	 it	 should	be	prioritised	as	 there	
are	administrative	and	political	constraints	on	including	the	poor	first.



38 Universal Health Coverage  in Uganda- Part I

b)	 Linking with drivers of pro-poor growth: Social	 protection	 should	
aim	to	be	transformative.	This	may	mean	incorporating	SP	initiatives	
with	 economic	 transformation	 efforts.	 This	 may	 occur	 automatically	
but	may	have	to	be	engineered	purposively.	Sometimes	this	may	require	
the	coordination	of	existing	programmes	and	choice	of	organisational	
home	is	an	important	consideration.

c)	 Internal coherence in policies:	The	policies	and	components	of	anti-
poverty	 and	 SP	 initiatives	 should	 be	 mutually	 reinforcing	 and	 not	
work	against	each	other.	The	policies	should	be	made	consistent	in	the	
messages,	expectations	and	incentives	generated.	However,	consistency	
is	 usually	 undermined	 by	 the	 mandates	 and	 responsibilities	 of	 the	
various	components	falling	under	the	various	actors.	The	advantages	of	
multisectoral	collaboration	are	usually	sub-optimally	exploited.

d)	 Considering the best implementation approach:	 One	 should	
consider	the	agencies	to	involve	and	whether	to	make	the	SP	benefits	
conditional	 or	 not.	 Also,	 one	 should	 consider	 whether	 to	 piggyback	
ongoing	 efforts	 or,	 rather,	 start	 afresh.	 Benchmarking	 against	 similar	
initiatives	in	the	country	or	another	country	is	vital	but	so	is	monitoring	
of	the	implementation	process	to	determine	if	the	right	course	towards	
objectives	was	taken.

e)	 Decoupling SP from employment: When	SP	is	delivered	through	the	
employer,	the	majority	of	those	in	the	informal	sector	are	left	out.	This	
generates	a	dual	system	and	institionalises	inequities.	This	will	require	
special	programmes	for	the	poorest	segments	of	society.	

2. Strengthening the health system and prioritising the prevention agenda

Universal	health	coverage	goes	beyond	the	primary	consideration	of	ill	health	
and	encompasses	the	concept	of	well-being	(cfr.	Chapter	One).	It	focuses	on	
those	factors	that	would	help	communities	function	properly	by	addressing	
all	the	social,	economic	and	environmental	determinants	of	health	and	also	
the	 curative	 and	 specialised	 forms	 of	 care	 that	might	 be	 needed	 by	 some	
community	members	(21,39,40).	

The	overarching	rationale	of	this	concept	is	that	since	the	majority	of	the	
causes	of	ill	health	are	behavioural	and/or	environmental,	addressing	those	
determinants	will	ensure	that	the	vast	majority	of	people	are	leading	healthy	
lives.	This	will	make	them	more	productive	both	for	their	households	and	at	
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national	level	(41,42).	Consequently,	households	and	the	country	as	a	whole	
will	spend	less	on	general	curative	health	services	and	will	be	better	able	to	
afford	the	specialised	care	that	would	be	needed	in	the	case	of	unavoidable	
conditions.

The	concept	of	PHC	essentially	seeks	to	establish	a	conducive	framework	
to	 guide	 investments	 in	 local	 health	 systems	 to	 advance	 UHC	 (43,44).	
Advancing	UHC	 through	 focusing	 on	 PHC	 implies	 that	 conditions	 that	
pose	the	biggest	risk	of	ill	health	to	members	of	a	household	or	community	
would	 be	 prioritised.	 These	 conditions	 constitute	 socio-economic	 and	
environmental	determinants	of	health,	such	as	water	and	sanitation,	household	
hygiene	 and	waste	 disposal	 and	 vector	 control,	 among	 others	 (45,46).	To	
these	would	 then	be	 added	 some	basic	 curative	 interventions	 that	may	be	
needed	by	community	members	from	time	to	time.	Uganda’s	Vision	2040	
and	NDPII	focus	on	equity	and	inclusive	growth.	There	is	need	to	address	
some	of	 the	biggest	gaps	and	disparities	 in	health	service	provision,	which	
include	insufficient	numbers	of	health	workers,	inadequate	health	financing,	
frequent	stock-outs	of	drugs,	and	weak	institutional	and	community	systems	
to	address	implementation	bottlenecks	(47).	

3. Leveraging existing anti-poverty initiatives and ensuring sustained macro-
economic growth 

Social	 assistance	 covers	non-contributory,	 tax-financed	benefits,	 in	 cash	or	
kind,	sometimes	universal	but	generally	targeted	towards	certain	categories	
assumed	to	be	vulnerable	(14).	State-provided	social	assistance	is	typically	of	
minor	importance	but	may	also	be	used	as	a	means	to	other	social	policy	ends	
–	such	as	the	provision	of	free	school	meals	and	the	delivery	of	health	services	
(e.g.	 for	 pregnant	women),	 among	 others	 (4).	Macroeconomic	 stability	 is	
vital	to	sustained	progress	towards	UHC	and	the	expansion	of	SP	protection	
coverage.	Social		protection	and	UHC	efforts			in		poor		countries		such	as	
Uganda		must		be		fully	integrated		with		anti-poverty	policies,	as	set	out	in	
the	NDPII,	and	must	be	broadly	conceived	in	view	of	the	complex,	multi-
dimensional		nature		of		poverty,		risk		and		social		deprivations.		This	will	help	
us	address	SP	and	UHC	conceptually	in	a	very	broad	way.	There	is	need	to	
explore	ways	to	pool	resources	for	SP	and	health	protection	to	complement	
each	other	since	both	agendas	are	aimed	at	equity	and	reducing	risks.

Microfinance	services,	though	prevalent	in	the	country,	are	not	normally	
considered	 as	 part	 of	 SP	 (25).	 However,	 these	 could	 be	 an	 important	
substitute	in	the	absence	of	adequate	insurance	markets.	The	scope	for	using	
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microfinance	to	achieve	SP	will	depend	upon	macroeconomic	stability	and	
the	 quality	 of	 the	 microfinance	 institutions.	 Microfinance	 services	 may	
contribute	to	the	SP	agenda	by	enabling	the	poor	to	save	(creating	a	buffer	
against	 expenditure	 shocks)	 and	 to	access	 loans	 (which	can	be	used	either	
to	 invest	 in	 an	 income-generating	 activity	 or	 to	meet	 consumption	 needs	
without	the	need	to	sell	assets,	cut	back	on	children’s	education	or	take	out	
uninsured	private	sector	loans).	However,	the	fragmentation	in	these	small	
pools	and	the	unfriendly	loan	recovery	mechanisms	like	property	confiscation	
undermine	the	social	security	objectives.

4. Managing demand through population growth control

Population	growth	control	is	an	important	driver	of	UHC,	as	discussed	in	
several	chapters	in	this	book	(Family	Planning,	Pooling	of	Financing,Non-
Communicable	 Diseases).	 Investment	 in	 educating	 and	 skilling	 the	 large	
young	population	would	help	Uganda	develop	a	productive	workforce	 for	
future	development.	The	current	efforts	to	harness	the	demographic	dividend	
(47)	 should	 be	 supported	 through	 the	 establishment	 of	 multisectoral	
programmes	 and	 implements	 to	 advance	 UHC	 and	 special	 protection	
agendas	in	the	country.

5. Expanding insurance options for inclusive growth

Social	 policies	 tend	 to	 address	 social	 security	 of	 the	 most	 vulnerable	
populations.	 With	 the	 provision	 of	 UHC	 and	 PHC,	 there	 is	 likelihood	
of	 preventing,	 reducing	 and/or	 eliminating	 the	 economic	 and	 social	
vulnerabilities	to	poverty	and	deprivation	associated	with	ill	health	(48,49).	
State	SP	instruments	may	be	grouped	under	three	headings:	insurance-based	
policies	 and	 programmes;	 social	 assistance;	 and	 ‘other’	 instruments	 (50).	
The	vast	majority	of	the	population	in	Uganda	are	not	covered	by	any	form	
of	 statutory	 SP,	 either	 insurance-	 or	 non-insurance-based	 (25).	 Both	 state	
and	private	insurers	find	it	hard	–	and	risky	–	to	cover	that	portion	of	the	
workforce	(the	majority)	who	work	in	the	informal	sector,	and	who	receive	
only	low	and	irregular	wages	which	do	not	support	regular	social	insurance	
contributions.	For	their	part,	 the	poor	find	that	the	SP	services	offered	by	
statutory	coverage	(e.g.	cash	handouts)	do	not	match	their	priorities	(health	
care	 expenditure,	 assistance	 with	 funerals	 and	 survivor	 costs,	 and	 income	
foregone	that	result	from	maternity,	child	care	and	basic	education)(19).

As	 discussed	 in	 Chapter	 Nine	 (Resource	 Pooling),	 UHC	 in	 some	
circles	 has	 been	 erroneously	 reduced	 to	 mean	 health	 insurance.	 Health	
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insurance	provision	 through	 statutory	or	private	health	 insurance	 schemes	
is	potentially	of	great	benefit	to	UHC,	given	that	unexpected	high	medical	
expenses	constitute	one	of	the	main	threats	to	households	(2,51).	This	could	
also	reduce	the	vulnerability	and	risk	of	not	accessing	health	services	due	to	
poverty	and	vulnerability	among	particular	households.	However,	insurance	
and	 UHC	 are	 not	 synonymous.	 In	 fact,	 deficient	 insurance	 designs	 have	
the	 potential	 to	 worsen	 equity,	 efficiency	 and	 health	 outcomes,	 thereby	
undermining	progress	towards	UHC	(52,53).	One	implication	of	insurance	
is	 adverse	 selection	where	 subscription	 is	 voluntary	 and	where	 the	market	
will	 be	 inclined	 to	 exclude	 those	 who	 have	 risky	 health	 conditions	 (54).	
Consequently,	government	intervention	should	be	in	the	form	of	a	subsidy	
or	making	health	 insurance	membership	mandatory.	 	This	means	 that	 the	
government	needs	to	find	the	resources	required	to	support	the	vulnerable	to	
ensure	equal	access	to	the	basic	social	services	necessary	to	keep	them	healthy	
and	productive.

Achieving	 UHC	 in	 the	 context	 of	 SP	 requires	 the	 identification	 of	
fundamental	innovative	ways	of	leveraging	other	insurance	mechanisms,	such	
as	social	insurance	and	crop	insurance,	in	addition	to	health	insurance.	The	
coverage	of	social	insurance	may	be	progressively	extended	from	its	current	
small	base	in	the	privileged	formal	labour	segments	of	the	economy	(25).	More	
fundamental	innovations	can	be	through	flexible	contribution	schedules	and	
more	appropriate	benefit	packages	that	will	incorporate	significant	numbers	
of	the	informal	sector.	For	those	whose	livelihood	is	centred	on	agriculture,	
crop	insurance	may	play	the	same	function	as	social	insurance	does	for	waged	
labour,	by	guaranteeing	a	minimum	income.

6. Managing governance and political economy constraints

The	majority	 of	 the	 beneficiaries	 of	 SP	 and	UHC	are	not	 in	 any	 kind	of	
formal	employment	to	have	security	(14,19,25).	This	calls	for	political	will	
by	the	government	to	ensure	that	people	are	not	deprived	of	basic	needs	such	
as	health,	education,	nutrition	and	shelter.	There	have	to	be	strong	systems	
and	institutions	for	the	effective	and	efficient	delivery	of	services	to	ensure	
their	sustainability.

Evidence	suggests	that	states	that	depend	more	upon	their	citizens	for	
their	revenue	instead	of		industries	or	donors	are	more	successful	at	converting	
per	 capita	 GDP	 into	 human	 development	 improvements	 (50).	 Equitable	
and	efficient	revenue	collection	and	effective,	pro-poor	public	services	both	
require	 institutional	 capacity,	 good	 governance	 and	 accountability.	When	
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these	qualities	are	present,	they	improve	the	effectiveness	of	both	state	and	
non-state	actors	in	the	management	of	risk	and	the	provision	of	a	subsistence	
minimum	basic	needs	package	to	all	citizens	(50).	To	this	end,	the	government	
is	actively	engaged	in	a	revenue	base	expansion	drive	by	encouraging	most	
informal	 sector	 entrepreneurs	 and	 workers	 to	 take	 advantage	 of	 financial	
sector	packages	and	products	(47).

The	 state	 needs	 to	 build	 institutional	 capacity	 and	 nurture	 good	
governance	 and	 accountability	 to	 ensure	 effective	 and	 efficient	 pro-poor	
public	services.	This	will	reduce	inequalities,	improve	risk	management	and	
ensure	 the	provision	of	 a	 subsistence	minimum	basic	needs	package	 to	all	
citizens.	The	government	should	also	establish	a	coordination	mechanism	to	
ensure	coherence	in	policy	and	programmes	related	to	UHC	and	SP.

Conclusion 

Despite	the	progress	it	has	achieved,	Uganda	still	has	development	concerns,	
including	poverty;	a	demographic	 structure	with	a	high	dependency	ratio;	
inequality;	 service	 delivery	 bottlenecks;	 high	 rates	 of	 unemployment,	
especially	 among	 the	 youth;	 reliance	 on	 natural	 resources,	 particularly	
agriculture;	low	agricultural	productivity;	natural	resource	degradation;	and	
vulnerability	among	different	segments	of	the	population,	such	as	women,	
children	and	persons	with	disabilities	(25,35,47).	

Advancing	SP	and	UHC	are	integral	components	of	any	strategic	effort	
to	 reduce	 the	 incidence	 and	 severity	 of	 poverty.	The	 above	 discussion	has	
demonstrated	 that	UHC	and	SP	 are	 complementary	 and	 could	be	 linked	
through	 deliberate	 policy	 and	 programme	 design.	 The	 guiding	 principles	
above	form	a	value	system	to	design	and	implement	these	interventions.	The	
existing	policy	and	legal	framework	is	also	supportive	of	the	efforts.	However,	
to	advance	pro-poor	interventions,	there	is	need	to	properly	define,	explain	
and	identify	the	poor	and	vulnerable	persons	and	see	how	SP	contributes	to	
sustainable	poverty	reduction.	Issues	of	political	economy	and	governance	are	
pertinent	to	this	agenda.	

There	is	need	to	develop	a	road	map	to	expand	UHC	and	SP	packages.	
As	economies	grow,	 	more	fiscal	 	 space	 	 is	 created	 to	expand	 the	coverage	
of	 social	 	 protection	 	 systems	 and	 advance	 towards	UHC	 in	 terms	of	 the	
scope,		level		and		quality		of		benefits.	Progressive	realisation	is	an	inevitable	
principle.	Countries	 like	Uganda,	 therefore,	 should	first	put	 in	place	basic	
and	modest	social	security	guarantees	to	advance	the	UHC	and	SP	agendas	
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such	as:	a)	access	 	 to	 	a	 	nationally	defined	 	set	 	of	 	essential	 	health	 	care		
services	for	all	Ugandans;	b)	family	or	child	benefits	for	all	children	below	the	
poverty	line	aimed	at	facilitating	nutrition,	education	and	health	care;	and	
c)	ensuring	access	by	all	residents	in	old	age	and	with	disabilities	to	income	
security	based	on	the	level	of	the	nationally		defined		poverty		line		through	
minimum		pensions		for		old		age		and		disability.
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