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How are Developments at Global and Regional 
Levels Influencing Progress towards UHC in 
Uganda?    
Implications for Ensuring Good Health and 
Well-being  

Remco van de Pas, Aloysius Ssennyonjo, Bart Criel 

Key Messages

•	 Globalisation	 has	 resulted	 in	 health	 services	 and	 the	 social	
determinants	 of	 health	 (SDHs)	 being	 influenced	 by	 transnational	
factors,	 often	 outside	 the	 health	 sector.	 Policy-makers	must	 hence	
seek	 coherence	 and	 inter-sectoral	 governance	 at	 multiple	 levels	 –	
international,	national,	district	and	local.	

•	 The	UHC	framework	generates	four	policy	implications	of:		
i)		 reducing	the	financial	burden	to	individuals	and	health	systems;		
ii)	 increasing	access	to	quality	services;	
iii)		 expanding	the	population	groups	benefiting	from	the	services;	and		
iv)	 building	strong	systems	to	sustain	coverage.

•	 Health	systems	strengthening	efforts	should	be	prioritised	to	improve	
the	performance	of	a	health	system	and	advance	UHC,	which	then	
contributes	 to	 advancing	 several	 Sustainable	 Development	 Goals	
(SDGs)	as	well	as	health	security	and	resilient	societies.	

•	 There	is	ambiguity	in	advancing	the	UHC	agenda	with	a	‘universal’	
insurance	 approach.	A	 single	 public	 health	 system,	 funded	 by	 tax	
revenue	 and	offering	universal	 and	 affordable	 free	 access	 to	health	
care,	is	superior	for	Uganda.	

 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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•	 While	UHC	is	often	regarded	as	a	national	social	contract	between	
a	government	and	its	citizens,	globalisation	requires	governments	to	
consider	a	more	transnational	framework	with	clear	role	specifications	
for	the	government	and	its	development	partners.

Introduction 

Universal health coverage as a key concept for the sustainable 
development agenda

Universal	health	coverage	(UHC)	rose	to	be	a	priority	global	health	policy	
issue	 over	 the	 last	 decade.	The	World	Health	Report	 2010	 (1)	 highlights	
three	 dimensions	 (coverage)	 to	 consider	 when	 moving	 towards	 universal	
coverage:	 i)	Which	 population	 is	 covered?	 ii)	Which	 services	 are	 covered?	
and	iii)	What	proportion	of	the	costs	of	health	care	are	covered?	Since	then,	
additional	dimensions,	such	as	political	economy	dynamics	and	equity,	have	
been	proposed	to	the	UHC	framework	(2).	

In	 2012,	 the	United	Nations	General	Assembly	 adopted	 a	 resolution	
on	UHC	that	emphasised	health	as	an	essential	element	of	the	sustainable	
development	 agenda.	Health	 is	 an	 important	 cross-cutting	 policy	 issue	 in	
the	international	agenda.	It	is	a	precondition,	an	outcome	and	an	indicator	
of	sustainable	development.	The	UN	resolution	called	on	member	states	to	
adopt	a	multi-sectoral	approach	and	to	work	on	the	social,	environmental	
and	 economic	determinants	 of	 health	 to	 reduce	 inequities	 and	 enable	 the	
attainment	of	Sustainable	Development	Goals	(SDGs)	(3).	

UHC	became	the	umbrella	concept	for	the	World	Health	Organisation	
(WHO)	to	approach	health	within	the	SDGs	agenda.	Former	WHO	director	
general,	Margaret	Chan,	mentioned	several	times	that	“UHC	is	the	single	most	
powerful	concept	that	public	health	has	to	offer.	It	is	the	best	way	to	cement	
the	health	gains	made	during	the	previous	decade.	UHC	operationalises	the	
highest	 ethical	principles	of	public	health.	 It	 is	 a	powerful	 social	 equaliser	
and	the	ultimate	expression	of	fairness”	(4).	UHC	is	framed	as	SDG	target	
3.8,	defined	as	“(achieving)	universal	health	coverage,	including	financial	risk	
protection,	access	to	quality	essential	health-care	services,	and	access	to	safe,	
effective,	quality	and	affordable	essential	medicines	and	vaccines	for	all”(5).	
WHO	made	it	clear	that,	despite	UHC	not	being	prioritised	as	such	within	
the	SDGs,	it	considers	achieving	UHC	as	the	ultimate	focus	for	health	in	the	
SDG	era	(6).		
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Linking globalisation, population health and national UHC efforts

The	 rise	 of	 the	 modern	 state	 means	 that	 the	 responsibility	 of	 providing	
basic	services	became	part	of	the	national	political	discourse.	Unlike	in	the	
developed	countries,	the	goal	of	achieving	universal	access	to	health	services	
has	remained	ambitious	in	developing	countries.	The	production	of	health,	
which	 can	 be	 considered	 to	 be	 a	 global	 public	 good	 (7),	 is	 increasingly	
determined	by	factors	that	transcend	national		borders.	Consequently,	policy	
developments	 towards	UHC	 in	 any	 country	must	 take	 into	 consideration	
globalisation	 and	 its	 impact	 on	 population	 health	 (8,9).	 Globalisation	
here	means	 the	 increased	 and	 complex	 interaction	 between	 global	 factors	
and	national-level	 systems.	 It	 implies	 that	we	 cannot	 view	national	health	
policies	 and	 interventions	 in	 isolation	of	 other	 countries	 and	dynamics	 at	
supranational	level.

There	 are	 several	 aspects	 of	 globalisation	 that	 may	 affect	 health.	
Globalisation	leads	to	changes	in	the	demands	on	and	the	capacity	of	health	
systems	to	support	UHC	efforts	in	complex	and	dynamic	ways,	as	elaborated	
in	the	Figure	3.1	below.	

Figure 3.1: Framework for global influence on national health systems
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As	the	framework	above	shows,	the	processes	of	contemporary	globalisation	
driven	 by	 the	 ideology	 of	 “economic	 opening”	 (that	 is	 economic	 trade	
liberalisation)	are	creating	ever-closer	ties	between	individuals	and	populations	
across	 different	 countries.	 The	 global	 sphere	 is	 characterised	 by	 increased	
cross-border	flow	of	goods,	 services,	 ideas,	 information	and	people	as	well	
as	changes	in	the	global	governance	architecture.	These	phenomena,	in	turn,	
influence	national-level	progress	towards	UHC	through	three	main	areas:	a)	
risk	factors	and	determinants	of	health;	b)	national	economies	and	health-
related	sectors;	and	c)	health	 systems	capacities.	 	Health	may	be	 impacted	
upon	 through	 the	 general	 benefits	 accruing	 from	 economic	 growth	 and	
wealth	accumulation,	 improved	technology	and	communication,	 increased	
flow	 of	 health	 benefits	 and	 risks	 (marketisation	 of	 unhealthy	 or	 healthy	
behaviours	and	useful/harmful	products	and	cross-border	flow	of	diseases	or	
treatment	opportunities),	conflict	and	security	and	the	mobility	of	patients	
and	health	personnel	(11,12).	

Health	is	increasingly	influenced	by	actions	from	“non-health”	decision-
making	arenas	such	as	those	concerned	with	international	trade,	migration	
and	climate	change.	Analysing	such	complex	global	phenomena	underscores	
other	 transnational	 governance	developments	 that	 are	 of	 relevance	 for	 the	
production	 of	 health	 in	Uganda.	 Labonté	 and	 colleagues	 (13)	 express	 the	
difficulties	 in	 analysing	 policy	 pathways	 concerning	 globalisation	 and	
its	 impact	 on	 the	 SDHs.	Nonetheless,	 this	 chapter	 attempts	 to	 assess	 the	
implications	of	the	globalisation	phenomenon	for	UHC	efforts	in	Uganda.	
The	 subsequent	 sections	 draw	 on	 the	 framework	 above	 to	 underscore	 the	
drivers	and	influences	arising	through	global	development	policies,	governance	
architecture	and	financing	modalities	on	UHC	efforts	in	developing	settings	
like	Uganda.

Understanding the Influence  Pathways of Global Development 
Policies on UHC

Historical perspective

The	 dominant	 view	 underpinning	 most	 global	 development	 policies	 is	
that	 economic	development	depends	on	 the	 implementation	of	neoliberal	
policies	such	as	trade	and	financial	liberalisation	as	pushed	by	international	
financial	institutions	and	pro-business	think	tanks	(12).	These	conceptions	
have	 led	 to	monetary,	 trade	 and	 economic	 policies	 that	 pursue	 economic	
growth	 at	 all	 costs,	 sometimes	 spurring	 the	 irresponsible	 use	 of	 resources	
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and	the	privatisation	of	public	goods	and	social	programmes.	They	enhance	
the	power	of	big	corporate	players	while	undermining	the	sovereignty	and	
capacity	of	the	state	to	advance	its	commitments	and	public	goods,	especially	
the	 development	 aspirations	 of	 communities.	 These	 development	 policies	
pose	a	challenge	to	the	UHC	agenda.

Experiences	 from	 the	neoliberal	 policies	 adopted	under	 the	 structural	
adjustment	 programmes	 (SAPs)	 demonstrate	 this	 impact	 on	 the	 universal	
social	protection	agenda.	For	 instance,	despite	 the	 International	Monetary	
Fund	 (IMF)	 acknowledging	 that	 neoliberalism	 (and	 related	 austerity	
policies)	is	dangerous	(14),	efforts	to	attenuate	its	negative	effects	have	not	
been	optimal	in	many	sub-Saharan	countries.	Similar	to	other	social	security	
programmes	in	the	developing	world,	the	health	systems	under	SAPs	provided	
considerably	better	quality	services	to	the	privileged	segments	of	society	while	
they	lost	the	ability	to	deliver	comprehensive	services	for	the	poorer	segments	
of	society,	thus	widening	the	inequalities.	The	legacy	of	such	policies	has	had	
a	considerable	impact	on	how	these	countries	progress	towards	UHC	(15).	

This	legacy	goes	back	to	the	policies	established	in	the	Bamako	Initiative	in	
1987,	a	statement	adopted	by	African	health	ministers	to	implement	strategies	
designed	to	increase	the	availability	of	essential	drugs	and	health	care	services	
(16).		User	fees	were	deemed	necessary	to	provide	sustainability	in	financing	
primary	 health	 care	 services	 that	were	 of	 poor	 quality	 and	 underfinanced	
by	 the	national	 governments	 and	 the	 international	 community.	 It	 became	
evident,	 however,	 that	 these	 user	 fees	 would	 not	 suffice,	 and	 would	 even	
harm	equity,	efficiency	or	sustainability	objectives,	if	they	were	not	part	of	a	
broader	health	care	financing	package	(17).	Despite	the	controversial	aspects	
of	these	selective	primary	health	care	packages,	and	not	properly	recognising	
the	associated	catastrophic	health	expenditures,	these	policies	were	the	main	
paradigm	for	nearly	two	decades.		

Part	of	this	paradigm	is	related	to	the	World	Bank’s	development	report	
from	1993:	investing	in	health	(18).		The	World	Bank	focused	in	its	policy	
advice	to	countries	on	cost-effectiveness	in	health	care	delivery.	The	focus	to	
narrow	the	economic	value	of	health	for	its	own	sake,	and	not	as	a	means	
to	 achieve	 development,	 implied	 that	 essential	 health	 care	 packages	 were	
introduced,	 focusing	 on	 prioritising	 interventions	 that	 had	 the	 highest	
impact	on	reducing	 the	disability-adjusted	 life	years	 (19).	 	This	paradigm,	
matched	 with	 mandatory	 user-fees	 policies,	 and	 being	 part	 of	 economic	
adjustment	 programmes,	 basically	 led	 in	 many	 low	 and	 middle-income	
countries	(LMICs)	to	underinvestment	in	the	health	system,	while	focusing	
on	a	few	priority	disease	control	interventions.		
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Uganda,	 however,	 demonstrated	 efforts	 to	 overcome	 the	 unintended	
negative	effects	of	the	SAPs.	For	example,	Uganda	initiated	the	practice	of	
developing	poverty	reduction	strategy	papers	to	influence	donors	to	support	
pro-poor	 initiatives.	 The	 highly	 indebted	 poor	 countries	 (HIPC)	 debt	
relief	programme	was	initiated	because	of	these	efforts	(20).	Under	HIPC,	
countries	had	to	invest	savings	from	debt	relief	into	the	expansion	of	social	
services	such	as	education	and	health,	especially	for	the	poor.	In	the	health	
sector,	 the	primary	health	care	grants	 to	 the	private-not-for-profit	 (PNFP)	
sector	were	 initiated	 in	1997	 to	 support	health	provision	 in	hard-to-reach	
and	poor	communities.	This,	in	turn,	facilitated	access,	the	reduction	of	user-
fee	charges	and	quality	improvements	in	the	PNFPs	(21).	Relatedly,	in	2001,	
user	fees	were	abolished	in	public	health	facilities.	This	led	to	improvements	
in	 health	 care	 access	 and	 enhanced	 financial	 risk	 protection	 for	 the	 poor.	
However,	assessments	made	years	later	demonstrate	that	these	benefits	were	
not	sustained	over	time	(22).

Trade liberalisation policies and influences on national economies: The 
good and the bad, and what to do about it

Over	 the	 recent	 years,	 optimistic	 scenarios	 have	 been	 presented	 regarding	
‘Africa’s	boom’,	 its	economic	growth	and,	hence,	also	possibilities	 for	fiscal	
expansion	 to	 fund	 social	 services	 such	 as	 health.	 Analysts	 qualify	 these	
expectations	by	nuancing	this	economic	potential	(23).	Most	African	countries	
have	 difficulties	 in	 strengthening	 their	 real	 economies	 and	 industrialising	
because	their	leaders	have	bought	into	the	neoliberal	ideology	that	promotes	
economic	development	through	free	markets	and	trade	as	preferred	by	the	
WB	and	the	IMF.	

Of	particular	harm	has	been	the	insistence	that	African	countries	forego	
the	use	of	industrial	policies	such	as	temporary	trade	protection,	subsidised	
credit,	preferential	taxes,	and	publicly	supported	research	and	development	
(23).	 These	 policies	 were	 crucial	 for	 European	 countries	 to	 expand	 their	
domestic	 economies	 and	welfare	 states.	Unfortunately,	 this	 form	of	 ‘smart	
protectionism’	is	more	difficult	for	African	countries	today	since	the	World	
Trade	Organisation	(WTO)	rules	restricted	the	space	for	using	such	policies	
(23).

LMICs’	 capacity	 to	 advance	 progressive	 taxation	 mechanisms	 to	
domestically	 finance	 UHC	 has	 been	 constrained	 by	 lack	 of	 international	
regulatory	taxation	mechanisms	and	the	existing	facilitation	of	 tax	havens,	
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which	leads	to	enormous	capital	flight	(24).	Additionally,	the	attainment	of	
middle-income	status	renders	the	country	ineligible	for	certain	aid	initiatives.	
Thus,	Uganda	should	prepare	for	the	consequences	of	its	economic	progress.	
Continued	donor	support	will	be	needed	during	the	transition	period	as	the	
country	weans	off	aid.	An	abrupt	cut-off	of	aid	would	have	dire	effects	on	the	
health	systems	as	evidenced	by	experiences	with	the	PEPFAR	funds(25,26).	

Trade liberalisation and flow of risks and opportunities for health 
advancement

The	increased	mobility	of	ideas,	knowledge	and	harmful	goods	has	promoted	
unhealthy	 lifestyles	 in	 developing	 countries.	 The	 penetration	 of	 unhealthy	
western	dietary	patterns	 (e.g.	 the	consumption	of	 fast	 food,	 soft	drinks	and	
beer)	 as	 a	 result	 of	 increasing	 foreign	 direct	 investments	 by	 multinational	
food	 and	 beverage	 corporations	 could	 be	 related	 to	 	 the	 epidemiological	
transition	 to	 non-communicable	 chronic	 diseases	 (25,26,	 and	 chapter	 16).	
Increased	mobility	 across	 borders	 is	 associated	with	 the	 spread	 of	 epidemic	
and	communicable	diseases.	These	changes	can	lead	to	expanded	demand	on	
Uganda’s	health	systems	to	contend	with	the	double	burden	of	communicable	
and	non-communicable	diseases.

The	WTO	has	further	influenced	access	to	pharmaceutical	products	and	
services	 through	 agreements	 such	 as	Trade-Related	 Aspects	 of	 Intellectual	
Property	Rights	(TRIPS)	and	the	General	Agreement	on	Trade	in	Services	
(GATS)	 respectively	 (12).	The	GATS	 regime	 was	 created	 in	 1994	 	 as	 an	
international	 legal	 framework	 for	 liberalising	 services	 trade	 (29).	 Services	
(including	health)	are	treated	as	goods.	GATS	considers	four	modes	of	health	
delivery	whose	influences	on	UHC	have	been	elaborated	below.	These	modes	
are:	a)	cross-border	supply	(e-health);	b)	cross-border	consumption	of	health	
services;	c)	movement	of	personnel;	and	d)	commercial	investments	in	health	
facilities.

a) Cross-border delivery of services
Mode	1	concerns	advances	in	technology	and	spatial	movement	that	enable	
easy	 transfer	 of,	 for	 example,	 laboratory	 samples,	 diagnosis	 and	 products	
across	 borders.	Different	modalities	 of	 e-health,	 such	 as	 telemedicine	 and	
telesurveillance,	are	possible.	This	enables	health	care	delivery	in	remote	areas,	
thereby	promoting	equity,	reduces	the	effects	of	gaps	in	human	resources	for	
health	 distribution,	 enables	 effective	 surveillance	 of	 disease,	 and	 improves	
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the	 quality	 of	 services	 and	 the	 competencies	 of	 service	 providers	 through	
the	 use	 of	 electronic	 means.	 This	 approach,	 however,	 relies	 on	 expensive	
infrastructure	 (power	 and	 telecommunications)	 that	 may	 lead	 to	 the	
diversion	of	 resources	 from	basic	preventive	health	services.	This	approach	
may	exarcabate	disparities	if	it	caters	for	only	a	small	segment	of	society.

b) Consumption abroad
Mode	 2	 concerns	 the	 movement	 of	 persons	 abroad	 to	 get	 diagnosis	 or	
treatment	and	the	movement	of	health	personnel	for	training.	As	discussed	in	
the	Purchasing	chapter	10,	many	Ugandans	seek	health	care	abroad.	As	a	result,	
Uganda	loses	resources	to	invest	in	health	systems	development	(infrastructure,	
standards	and	knowledge).	The	receiving	country	benefits	from	the	presence	
of	additional	personnel,	especially	for	specialty	areas,	and	the	inflow	of	foreign	
currency.	 According	 to	 the	 Uganda	 Health	 Sector	 Development	 Plan,	 the	
country	aims	at	becoming	a	regional	hub	for	specialty	tertiary	care.	However,	
this	initiative	may	undermine	UHC	efforts	in	the	country	by	creating	a	dual	
market	 structure	 for	 the	 rich	 (international	 and	 local)	 clients	 and	 the	 poor	
nationals.	The	specialty	care	may	crowd	out	local	populations	and	lead	to	the	
diversion	of	resources	from	pro-poor	public	systems	(30).

For	border	resident	communities,	the	considerations	must	be	different.	
These	communities	suffer	from	underinvestment	as	they	are	usually	situated	
far	away	from	the	country’s	capital.	The	nearest	health	facility	may	be	across	
the	border.	However,	access	may	be	constrained	or	 facilitated	by	the	 legal,	
institutional	and	health	systems	factors	(31).	There	is	a	dearth	of	information	
on	these	phenomena	in	LMICs	to	inform	health	policy	in	order	to	expand	
coverage	for	these	communities.	There	is	need	to	assess	the	extent	to	which	
legal	 and	 institutional	 frameworks	 constrain	 access	 to	 health	 services	 for	
resident	border	 communities	 and	how	 such	 frameworks	 are	 implemented.	
Additionally,	 the	health	 system	 implications	of	 serving	 these	 communities	
must	be	considered.	There	is	a	possibility	of	language	barriers	and	differences	
in	treatment	modalities.	It	may	not	be	sensible	for	each	country	to	construct	a	
similar	facility	on	its	side	of	the	border	but	these	countries	need	to	adequately	
plan	for	a	dynamic	population	to	leverage	regional	cooperation	to	advance	
the	UHC	agenda.

c) Commercial presence 
Commercial	presence	may	arise	through	the	establishment	of	health	facilities,	
diagnostic	 and	 treatment	 centres	 using	 direct	 foreign	 investment	 (DFI).	
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For	 example,	 the	Agha	Khan	Foundation	 is	 expected	 to	 construct	 a	mega	
hospital	and	medical	training	school	in	Kampala	(32).	Having	international	
service	providers	boost	the	quality	of	services	could	also	reduce	the	burden	
on	public	services,	 freeing	them	up	for	poor	segments	of	 society.	It	would	
create	employment	opportunities	and	raise	additional	resources	to	invest	in	
infrastructure	and	equipment.	However,	attracting	foreign	investors	requires	
huge	 capital	 investment	 and	 incentives	 by	 the	 government.	 For	 example,	
Agha	Khan	was	reportedly	given	600	acres	of	land	at	$100	(32).	Attracting	
foreign	investment	may	also	cause	the	diversion	of	public	resources	if	public	
funds	are	used.	There	is	a	likelihood	of	a	two-tier	system	emerging	because	of	
internal	brain	drain	from	the	public	to	the	private	sector,	thus	crowding	out	
pro-poor	services.

d) Emigration of health workers
The	movement	of	health	personnel	 is	 a	big	 concern	 for	 the	UHC	agenda	
(33).	 Cross-border	 movement	 is	 usually	 driven	 by	 market	 forces	 such	 as	
wage	differentials,	better	working	conditions,	the	quest	for	better	training/
exposure	(see	the	chapter	12	on	HRH).	Some	countries	encourage	the	export	
of	health	workers	while	others	(such	as	Uganda)	should	aim	to	reduce	this	
phenomenon.	There	 is	 a	 growing	export	market	 for	 labour	 in	Uganda.	 In	
general,	this	helps	to	address	youth	unemployment	in	the	country,	generate	
revenues	(remittances)	and	promote	knowledge	exchange.	Major	concerns,	
however,	 exist	 about	 health	 workforce	 exportation.	 These	 include	 brain	
drain,	loss	of	sunk	costs	in	training	infrastructures	and	processes,	and	adverse	
consequences	for	equitable	access	to	quality	health	services.	

Global health governance architecture and progress towards UHC

Governance	 is	 a	major	 challenge	 to	 ensure	 the	 targeting	 of	 global	 health	
objectives,	 including	health	 security	 and	UHC	 in	 a	 coherent	matter	 (34).	
Global	health	financing	mechanisms	also	influence	UHC	efforts	at	national	
level	(9).	Key	issues	are	discussed	below.

Who is in charge? Whose responsibility is it?

Despite	 the	 international	 consensus	 on	 UHC,	 governance	 of	 its	 actual	
implementation	 at	 global	 level	 is	 insufficient	 and	 superficial.	 The	 critical	
question	 pertains	 to	 “responsibility”	 for	 this	 agenda:	 Who	 is	 in	 charge?	
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There	 is	 no	 international	 body	 specially	 providing	 overall	 stewardship	 for	
the	 implementation	 of	 the	UHC	 agenda.	 For	 instance,	 the	 function	 that	
UNAIDS	 and	 the	Global	 Fund	have	 in	 the	 international	 coordination	 of	
HIV/AIDS	prevention,	response	and	mobilising	global	funding	is	absent	in	
the	case	of	UHC.	

Achieving	 UHC	 requires	 national	 health	 systems	 to	 ensure	 that	 its	
populations	access	a	set	of	health	services	without	suffering	financial	hardships	
and	being	 impoverished	 (1).	However,	 every	national	 health	 system	 exists	
within	 a	 complex	 global	 health	 system	 (12).	This	 system	 consists	 of:	 i)	 a	
multitude	of	 actors	whose	primary	action	 is	 improving	health;	 and	 ii)	 the	
values	 and	 rules	 that	 shape	 their	 interactions.	 The	 national	 governments,	
their	health	ministries	and	health	programmes	for	bilateral	agencies	(donor	
countries)	 form	 the	 core	 of	 the	 global	 health	 systems.	The	WHO,	 as	 the	
UN	agency	with	the	principal	mandate	over	health,	also	forms	part	of	the	
core	of	this	global	system.	Other	important	actors	are	the	WB,	civil	society	
organisations	(CSOs),	multinational	corporations,	foundations	and	academic	
institutions.	Global	health	initiatives	such	as	the	GAVI	Alliance,	UNITAIDS	
(agency	 to	 improve	 the	 functioning	 of	 health	markets	 for	AIDS,	TB	 and	
malaria	commodities)	and	the	Global	Fund	enrich	this	pluralistic	context.

Responsibility for the state or non-state players?

There	 is	 a	 debate	 on	 the	 role	 of	 state	 and	 non-state	 actors	 in	 driving	 the	
UHC	agenda.	Some	groups	argue	that	ensuring	public	health	is	a	primary	
responsibility	 of	 the	 state	 and,	 as	 such,	 governments	 should	 take	 on	 a	
more	central	responsibility,	while	others	advocate	 increased	engagement	of	
especially	the	private	sector	(see	the	chapter	7	on	PPPH).		However,	growing	
evidence	indicates	that,	in	the	absence	of	social	protection	systems,	the	private	
sector		is	a	major	driver	of	unsustainable	development	(38).	The	private	sector	
is	increasingly	driving	the	agenda	in	global	development	and	corporate-led	
solutions	are	expanding	in	the	Global	South.

The	main	thrust	of	private	sector	partnerships	is	a	growing	gap	between	
the	complexity	of	global	problems	and	the	capacity	of	the	UN	agencies	and	
national	 governments	 to	 address	 them.	 However,	 overreliance	 on	 global	
public-private	 partnerships	 has	 created	 both	 benefits	 and	 challenges	 for	
the	global	health	agenda	(9).	The	policy	solutions	agreed	by	member	states	
are	often	fragmented,	short-term,	selective,	partial	and	rely	increasingly	on	
market-driven	solutions	(38).	The	dominant	view	that	market-led	solutions	
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are	 the	 panacea	 has	 led	 to	 underfunding	 and	 a	 distorted	 distribution	 of	
resources	 and	 finances	 for	 public	 goods	 at	 global	 and	 national	 levels,	 as	
elaborated	below.

At	the	global	level,	the	identified	risks	include	the	proliferation	of	extra-
budgetary	 funding	 that	 is	not	under	 the	purview	of	 the	UN	agencies,	 the	
fragmentation	of	the	governance	architecture,	commoditisation	of	solutions,	
weakening	of	representative	democracy	and	unstable	funding	of	UN	agencies.		
This	situation	has	led	to	accountability	problems	by	eroding	the	legitimacy	of	
the	UN	agencies.	See	the	example	of	the	WHO	in	the	text	box	below.	

Text Box 3.1: Who is in charge? The erosion of the WHO’s authority

The	authority	of	the	World	Health	Organisation	has	been	undermined	by	an	
ongoing	budgetary	crisis	with	more	funding	being	non-core	and	off-budgetary	
support.	The	assessed	government	contributions	spent	based	on	the	WHO’s	
considered	priorities	 reduced	 from	over	 half	 in	 1998	 to	 less	 than	 a	 quarter	
by	 2014.	 The	 result	 has	 been	 a	 reduction	 of	 funding	 for	 communicable	
diseases	 and	 response	 efforts,	 which	 burden	 the	 developing	 countries	more	
disproportionately.	Conversely,	more	funding	has	gone	to	non-communicable	
diseases	that	are	more	prevalent	in	the	developed	countries,	and	preparedness	
and	surveillance	as	these	countries	are	concerned	to	protect	themselves	against	
communicable	diseases.	The	example	of	the	Ebola	crisis	in	West	Africa	in	2014	
demonstrated	the	undermined	capacities	of	the	WHO	to	respond	adequately	
to	emergencies	in	the	developing	setting	compared	to	the	SARS	epidemic	in	
2010	that	affected	the	developed	world.	Donor	interests	increasingly	drive	the	
earmarked	WHO	budget.	Health	systems,	which	in	most	countries	are	mostly	
government-run	and	are	poorly	developed,	are	underfunded	compared	to	quick	
technical	 solutions	with	measurable	and	visible	outcomes.	For	example,	 the	
Gate	Foundation,	which	is	the	second	largest	funder	of	the	WHO,	reportedly	
considers	investment	in	health	systems	as	“a	complete	waste	of	money”	(36).

Regulatory failure for private sector interests 

The	private	sector	continues	to	lobby,	evade	regulation	and	shape	ideology	
at	 the	 highest	 levels	 of	 decision-making	 in	 pursuit	 of	 their	 corporate	
interests.	 Three	 categories	 of	 industries	 have	 been	 identified	 to	 have	 an	
interest	in	influencing	the	global	and	national	public	health	efforts	pursued	
under	SDG	3	(40).	These	include:	a)	 industries	whose	primary	business	 is	
producing	or	marketing	health	products	such	as	vaccines,	medical	supplies,	
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medicines	 and	 food/nutrition	 supplements;	 b)	 industries	 whose	 products	
have	a	direct	adverse	effect	on	population	health	such	as	alcohol,	the	food	
and	 beverage	 industry,	 tobacco	 and	 firearms;	 and	 3)	 industries	 benefiting	
from	the	expansion	and	 scale-up	of	health	 interventions	 such	as	providers	
of	insurance	and	information	and	communication	technologies	(ICTs).	The	
first	two	industries	adopt	strategies	to	enhance	sales	of	their	products.	They	
promote	 quick	 technical	 fixes	 that	 may	 undermine	 efforts	 to	 address	 the	
social	determinants	of	health	and	may	impose	constraints	on	policies	meant	
to	 address	 these	 factors.	The	 third	 set	 of	 private	 actors	 promotes	 selective	
and	 quick	 fixes	 that	 promote	 their	 technical	 solutions	 and	 undermine	
comprehensive	 approaches	 to	 health	 care,	 especially	 prioritisation	 of	 the	
prevention	agenda	(40).

For	example,	major	pharmaceutical	players	are	increasingly	associating	
themselves	with	 the	WHO.	The	representatives	of	 these	agencies	continue	
to	 advise	 the	WHO	 and,	 in	 turn,	 recoup	 contracts	 for	 solutions	 such	 as	
vaccines	or	new	products.	This	may	distort	priorities,	 threatens	 to	narrow	
the	 UHC	 agenda	 to	 the	 expansion	 of	 curative	 services,	 marketing	 of	
biomedical	 solutions	 and	 commoditisation	of	 health	promotion	 (38)	This	
may		undermine	the	prevention	agenda	that	is	vital	for	UHC	and	increase	
costs	to	national	governments.	The	changing	discourse	on	who	is	in	charge	of	
the	global	health	agenda	needs	to	mitigate	the	regulatory	capture	of	the	UN	
systems,	which	may	expose	national	health	systems	to	slow	UHC	progress.	
The	responsibilities	must	be	 refined	and	delineated	and	not	 just	 shared	 to	
avoid	conflicts	of	interest.	

Harnessing International Aid for UHC advancement

Rationale for International aid for UHC advancement

Recent	evidence	indicates	that	in	the	absence	of	binding	legal	commitment,	
progress	towards	UHC	will	be	constrained.	For	instance,	universal	coverage	
of	essential	health	services	failed	to	become	a	core	priority	for	countries	in	
the	last	decade.	Donors	did	not	increase	international	development	assistance	
to	low-income	countries	by	$38	billion	per	year	by	2015	as	recommended.	
A	global	health	research	fund	was	not	established.	No	formal	accountability	
mechanism	 (monitoring,	 review,	 action)	 has	 been	 created	 to	 ensure	
compliance	with	these	commitments	(33,34).
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These	 observations	 are	 critical	 in	 the	 light	 of	 the	 calculated	 price	 tag	
for	SDG	3.	It	is	estimated	that	achieving	the	SDG	health	targets	in	67	low-	
and	middle-income	countries,	which	account	for	75	per	cent	of	the	world’s	
population,	would	require	that	new	investments	increase	over	time	from	an	
initial	US$	134	billion	annually	to	$371	billion,	or	$58	per	person,	by	2030.	
The	analysis	shows	that	85	per	cent	of	these	costs	can	be	met	with	domestic	
resources,	although	as	many	as	32	of	the	world’s	poorest	countries	(Uganda	
inclusive)	will	face	an	annual	gap	of	up	to	US$	54	billion	and	will	continue	to	
need	external	assistance	of	averagely	US$1.7	billion	(37).	External	financing	
for	 advancing	UHC	will	 remain	 critical	 for	many	 years	 ahead.	However,	
in	2015	only	six	high-income	countries	 reached	the	 target	of	0.7	per	cent	
oversees	development	assistance	(ODA)	and	only	a	few	additional	countries	
are	on	track	to	reach	this	target	any	time	soon.

Experiences from Uganda

Institutional	pluralism	within	 the	 global	 governance	 architecture	has	both	
benefits	 and	 challenges	 for	 the	 beneficiary	 countries.	 External	 sources	 of	
health	 funding	 in	 Uganda	 come	 from	 multilateral	 and	 bilateral	 financial	
institutions	 as	 well	 as	 philanthropic	 agencies.	 	 According	 to	 the	National	
Health	Accounts	(41),	development	partners	contributed	46.5	per	cent	of	the	
total	health	expenditure.	External	support	is	in	the	form	of	loans,	grants	and	
donations.	A	detailed	overview	of	the	trends,	sources,	actors	and	allocation	of	
development	assistance	for	health	(DAH)	in	Uganda	is	provided	in	the	later	
chapter	on	resource	mobilisation	in	the	context	of	moving	forwards	to	UHC.	
External	financing	is	critical	for	Uganda’s	UHC	efforts.	However,	alignment	
with	national	priorities	is	vital	for	harnessing	these	benefits.

A	study	by	Stierman	et	al.	(42)	found	a	mismatch	between	the	allocation	
of	DAH	in	Uganda	and	the	country’s	health	needs	and	priorities.	Off-budget	
project-based	funding,	flowing	outside	of	the	official	health	budget,	consisted	
(in	the	period	1999	-2009)	of	more	than	half	of	all	the	DAH	arriving	in	the	
country.	Complementary,	 project-based	 support	 contributed	 to	 34-59	 per	
cent	of	the	official	health	budget	by	the	government	over	the	same	period.		
This	implies	that	only	10-15	per	cent	of	DAH	was	channelled	to	the	general	
or	sectoral	budget.	The	study	found	that	international	funding	for	support	
systems	and	essential	clinical	care	and	management	of	childhood	illnesses	was	
provided	through	numerous	small	projects	(generally	less	than	US$	1	million	
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annually)	from	a	diverse	group	of	donors.	This	situation	is	fraught	with	high	
transactional	costs	and	uncertainty.

Meanwhile,	 funding	 for	 HIV/AIDS,	 malaria,	 tuberculosis,	 and	
immunisations	is	dominant	from	PEPFAR,	GFATM	and	GAVI(42).	Other	
authors	found	that	Uganda	was	a	global	leader	of	coordination	of	DAH	through	
the	 adoption	 of	 sector-wide	 approaches	 (SWAps).	 SWAps	 enabled	 better	
alignment	of	donor	funds	with	national	interests	and	facilitated	the	pursuit	
of	national	objectives	like	equitable	access	to	health	services	(43).	However,	
concerns	about	corruption	and	weak	financial	management	disincentivised	
the	donors	from	this	approach.	Consequently,	the	ability	of	the	government	
to	demand	flexibility	and	better	alignment	with	national	priorities	like	UHC	
of	DAH	was	undermined.	“There	is	a	need	to	acknowledge	the	limitations	
of	donor	coordination	mechanisms	in	Uganda,	and	seek	more	fundamental	
reform	in	how	donors	plan,	budget,	and	finance	DAH	so	that	reality	aligns	
better	with	the	rhetoric”	(42).

Uganda	 has	 an	 opportunity	 to	 leverage	 a	 ‘new’	 funding	 mechanism	
named	the	Global	Financing	Facility	 (GFF)	 for	 its	UHC	aspirations.	This	
is	a	multi-trust	 fund	managed	by	 the	WB	whose	main	objective	 is	 to	“act	
as	 an	 innovative	financing	pathfinder	 to	accelerate	 the	efforts	 to	 reach	 the	
2030	goals	for	women’s,	children’s,	and	adolescents’	health”.	The	GFF	follows	
the	original	IHP+	principle	of	investing	in	the	country’s	health	care	systems	
but	 with	 an	 explicit	 focus	 on	 reproductive	 maternal	 newborn	 child	 and	
adolescent	health	services	as	a	contribution	to	UHC.	In	2016,	an	agreement	
for		a	US$	110	million	loan	plus	a	US$	30	million	grant	were	signed	between	
the	Government	 of	Uganda	 (GoU)	 and	 the	WB	 to	 further	 this	 aim.	The	
GFF	 mentions	 explicitly	 its	 alignment	 with	 national	 Health	 Financing	
Strategy(44).	

Both	high-income	and	low-income	countries	have	in	general	foregone	
their	responsibility	to	strengthen	the	multilateral	system	and	to	finance	strong	
health	systems.	International	assistance	has	been	provided	via	‘tied’	funding	
for	specific	programme	elements,	even	within	global	health	initiatives	such	
as	GAVI	 and	 the	Global	Fund.	 	 It	was	 only	 during	 and	 in	 the	 aftermath	
of	 the	2014-2015	Ebola	outbreak	 in	West	Africa	 that	 a	 serious	discussion	
emerged	on	the	need	to	finance	and	strengthen	global	health	systems(45).
The	Addis	Ababa	Action	Agenda	on	development	financing	and	the	SDGs	
highlighted	how	the	health	sector	can	catalyse	progress	in	other	sectors	and	
how	external	financing	can	catalyse	domestic	financing	towards	UHC	and	
the	financing	of	GPGHs.	The	current	policy	momentum	to	move	towards	
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social	 protection	 in	health	 provides	 a	window	of	 opportunity	 to	 advocate	
increased	government	and	continued	external	funding	in	expanding	coverage	
in	an	equitable	manner(46).

The	 above	 recommendations	 align	 and	 reaffirm	 the	 recent	
recommendations	 of	 the	 Working	 Group	 on	 Health	 Financing	 at	 the	
Chatham	House	Centre	on	Global	Health	Security.	The	group	proposes	a	
set	of	policy	responses	encapsulated	in	20	recommendations	for	how	to	make	
progress	 towards	 a	 coherent	 global	 framework	 for	health	financing(46,47)	
emphasising	 the	 notion	 of	 shared	 responsibility	 between	 developed	 and	
developing	countries.	Each	government	should	a)	commit	at	least	5%	of	its	
GDP,	progressively	increase	to	a	per	capita	spending	of	USD	86	on	heath,	
b)	 establish	 innovative	 financing	 mechanisms	 and	 c)	 establish	 minimum	
entitlement	packages	through	transparent	priority	setting	processes.	Globally,	
stakeholders	 should	 support	 institutions	 mandated	 to	 provide	 or	 finance	
global	 public	 goods	 and	 create	 an	 environment	 that	 enables	 countries	 to	
pursue	revenue	policies	 that	enable	 investment	 in	social	 sectors.	Finally,	a)	
developed	countries	should	commit	at	least	0.15%	of	the	GDP	to	DAH,	b)	
providers	of	DAH	should	provide	clear	criteria	for	allocation	of	resources	and	
c)	government	should	assess	and	promote	improvements	 in	existing	global	
pools	of	health	finances(46,47).

Aligning Uganda’s UHC efforts with East African regional integration 
agenda

Uganda	 is	 part	 of	 several	 regional	 bodies,	 notably	 the	African	Union	 and	
the	East	African	Community.	As	 such,	 the	country	 is	 expected	 to	comply	
with	regional	commitments.	These	create	both	opportunities	and	constraints	
for	the	UHC	agenda.	In	the	East	African	region,	the	initial	efforts	were	on	
economic	and	political	integration	with	little	attention	being	paid	to	social	
services	like	health	services.	The	increased	movement	of	people,	goods	and	
services	across	the	“free”	borders	in	East	Africa	creates	implications	for	UHC	
in	each	region.	The	text	box	below	also	highlights	that	efforts	to	standardise	
service	delivery	and	system	parameters	such	as	human	resources	for	health	
may	undermine	the	UHC	agenda.
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Text box 3.2:  Conflicting regional and national agendas

The case of standardising the nursing profession in East Africa

There	have	been	recent	efforts	to	standardise	the	training	of	health	workers	in	
the	East	African	region.	Guidelines	have	been	developed	to	guide	inspection	
and	accreditation	of	training	institutions	to	ensure	that	the	graduates	have	the	
expected	competencies	and	learning	experiences	to	perform	their	duties(51).	
This	positive	move,	however,	has	a	downside	that	threatens	the	UHC	agenda.	
For	 instance,	 it	 was	 recently	 recommended	 	 that	 the	 nursing	 profession	 in	
the	 region	 should	 be	 standardised	 so	 that	 the	 minimum	 qualification	 is	 a	
diploma(52).	 The	 proponents	 cited	 the	 benefits	 of	 professionalisation	 and	
personal	pride.	
Stakeholders	are	however,	concerned	that	the	decision	to	eliminate	certificate-	
level	nurses	would	constrain	progress	 towards	UHC(53).	 In	Uganda,	where	
the	majority	of	health	workers	in	the	public	system	are	certificate-level	nurses,	
there	are	likely	to	be	disruptions	in	service	delivery	and	training	institutions	
as	 nurses	 rush	 to	 upgrade.	 Also,	 the	 current	 scheme	 of	 service	 in	 Uganda	
does	 not	 provide	 for	 the	 recruitment	 of	 diploma	 holders	 and	 even	 higher-
level	nursing	professionals.	This	would	require	revision.	The	concerns	about	
wage	bill	implications	are	pertinent	as	the	diploma-level	cadre	would	expect	
a	pay	 increment.	Uganda	would	have	 to	compete	with	her	neighbours	 that	
provide	 better	 remuneration,	 exacerbating	 the	 low	 attraction	 and	 retention	
rates	 currently	 plaguing	 the	 system.	 These	 recommendations	 also	 assume	
that	higher	training	will	translate	into	better	quality	services.	However,	as	the	
HRH	chapter	highlights,	this	is	not	necessarily	the	case	as	other	inputs,	such	
as	medicines	 and	 utilities,	 have	 to	 be	made	 available	 for	 health	workers	 to	
perform	optimally.

Source: SPEED project 2017 (53)



64 Universal Health Coverage  in Uganda- Part I

Conclusion: Policy Pathways to UHC

Globalisation	has	led	to	several	challenges	to	health	systems	in	the	developing	
countries	that	may	undermine	UHC	progress.	These	include:

a)	 The	 increasing	 cost	 of	 health	 services	 due	 to	 the	 adoption	 of	 new	
technologies	 (drugs,	diagnostics	and	treatment	modalities	used	 in	 the	
western	countries).

b)	 Changes	in	the	institutional	framework	driven	by	economic	liberalisation	
and	deregulation	that	has	led	to	the	proliferation	of	the	private	sector	
and	the	spread	of	determinants	of	health.

c)	 Changes	in	international	regulatory	and	legal	frameworks	enhanced	by	
the	WTO’s	 treaties	 that	bind	 innovation	through	the	TRIPS	and	the	
liberalisation	of	trade	in	services	(GATS).

d)	 Increasing	the	emigration	of	skilled	health	workforce	because	of	wage	
differentials	and	career	opportunities	between	countries.

While	 the	UHC	 framework	 and	global	movement	 towards	UHC	provide	
a	momentum	to	push	for	investment	in	UHC	efforts,	one	should	likewise	
consider	the	structural	constraints,	global	political	determinants	and	powers	
at	 play	 that	 shape	 its	 international	 financial	 and	 governance	mechanisms.	
From	 this	 basis,	 a	 set	 of	 global	 policy	 recommendations	 can	 be	 provided	
that	 should	 then	 be	 tailor-made	 to	 the	 particular	 socio-political	Ugandan	
context.	 Additionally,	 technical	 knowledge	 is	 essential	 for	 designing	 vital	
programmes	geared	towards	attaining	UHC.	However,	evidence	shows	that	
these	solutions	will	have	little	practical	effect	if	they	are	not	also	attuned	to	
political	economy	concerns.	

The	ongoing	debate	is	on	how	countries	should	achieve	UHC.		There	
has	 been	 a	 growing	 interest	 in	 how	 countries	 should	 finance	 their	 health	
systems	with	a	view	to	achieving	UHC	objectives.	If	UHC	is	to	be	realised	
globally,	 health	 development	 agencies	 should	 pay	 much	 keener	 attention	
to	helping	countries	make	 the	 transition	 to	financing	 their	health	 systems	
publicly	(48).		They	should	honour	their	commitments	on	ODA	and	make	
concomitant	efforts	to	improve	aid	effectiveness.	Establishing	better	pooling	
mechanisms	for	donor	resources	will	have	to	be	based	on	lessons	drawn	from	
the	challenges	experienced	with	the	previous	SWAp	models	with	the	aim	of	
making	these	the	norm	for	delivering	development	assistance.
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Despite	the	fact	that	achieving	UHC	(and	the	SDG	agenda)	is	considered	
to	 require	 concerted	 integrated	 efforts,	 the	 usual	 challenges	 regarding	
selective	and	comprehensive	approaches	are	real.	The	efforts	to	integrate	are	
challenged	by	ongoing	splitting	of	resources	through	vertical	funding	streams	
that	focus	on	single	issues.	The	challenges	are	likely	to	be	caused	by	a	fixation	
on	a	narrow	set	of	measurable	outcomes	without	due	effort	being	made	to	
address	 underlying	 systemic	 issues	 that	 undermine	 sustainable	 progress.	
There	 is	 entrenched	 involvement	 of	 the	 private	 sector	 and	 the	 inclination	
towards	 biomedical	 solutions	 such	 as	 drugs	 and	 vaccines.	There	 is	 urgent	
need	 to	 recapture	 the	public	voice	 in	 this	 space	and	 to	advocate	 increased	
public	financing	and	better	regulation	of	public-private	partnerships	as	well	
as	to	strengthen	democratic	governance	principles	at	all	levels.	

With	 the	HFS	 in	place	 (49),	 it	 is	now	up	 to	 the	SPEED	partnership	
and	its	partners	to	conduct	further	policy	analyses	and	offer	advice	regarding	
the	 implementation	 of	 the	 strategy.	 This	 includes	 tracing	 the	 role	 and	
commitments	made	by	the	government	and	all	development	partners	with	
regard	 to	 harmonising	 and	 aligning	 resources	 during	 the	 coming	 years	
in	 advancing	 UHC.	 Perhaps	 the	 most	 important	 message	 is	 the	 central	
importance	of	progressive	universalism	–	i.e.	steadily	increasing	coverage	in	
settings	without	access	to	good-quality	services.	‘The	leaving-no-one-behind	
agenda	 and	health	SDGs	are	 ambitious,	but	 it	 is	 starting	 to	become	clear	
that,	where	consistent,	sustained	political	commitment	exists,	they	are	within	
reach’(50).		

Finally,	there	is	need	to	strengthen	accountability	at	all	levels(46).	Every	
government	 and	 other	 key	 actors	 should	 seek	 to	 ensure	 that	 health	 and	
UHC	are	central	goals	and	yardsticks	in	the	post-2015	development	agenda.	
These	actors	should	also	seek	to	ensure	that	the	responsibilities,	targets	and	
strategies	of	a	coherent	global	framework	for	health	financing	are	integrated	
to	the	fullest	extent	possible.	Also,	all	stakeholders	should	enter	into	a	process	
of	 seeking	 global	 agreement	 on	 key	 responsibilities,	 targets	 and	 strategies	
for	 health	 financing	 –	 including	 on	 the	 mechanisms	 for	 monitoring	 and	
enforcement	–	in	order	to	expedite	the	implementation	of	a	coherent	global	
financing	and	governance	framework.
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