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Governance for Universal Health Coverage in 
Uganda
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Key Messages

•	 Uganda’s	 health	 governance	 issues	 are	 deeply	 entrenched	 in	 its	
colonial	past	with	a	health	care	system	based	primarily	on	the	medical	
model,	which	threatens	the	achievement	of	UHC.	

•	 The	 inextricable	 influences	 of	 global	 reforms	 and	 agenda	 such	 as	
Structural	Adjustment	Programmes	and	MDGs	over	the	past	decades	
have	caused	the	government’s	role	to	be	increasingly	weakened	and	
distanced	from	its	central	role	in	providing	public	goods.

•	 The	 existence	 of	 multiple	 and	 often	 more	 influential	 multilateral	
and	national	stakeholders	in	a	liberal	health	market	has	fragmented	
the	system,	 leading	to	a	 lot	of	duplication	and	wastage.	Moreover,	
the	 health	 service	 delivery	 terrain	 has	 become	 progressively	 more	
marketised	to	the	detriment	of	the	population,	especially	the	poor.

•	 These	are	some	of	the	issues	that	make	governance	particularly	sticky	
but	critical	for	Universal	Health	Care	(UHC).	Therefore,	for	Uganda	
to	achieve	good	governance	towards	UHC:

a)	 Government	health	policies	should	deliberately	shift	their	emphasis	
from	 planning	 for	 health	 based	 on	 curative	 care	 to	 planning	 to	
promote	health.	Strengthening	public	health	is	the	foundation	of	
the	health	system	and	its	first	line	of	defence.

 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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b)	 The	 government,	 through	 the	 Ministry	 of	 Health	 (MoH)	 and	
the	 Office	 of	 the	 Prime	 Minister	 (OPM),	 should	 endeavour	
to	 holistically	 promote	 health	 by	 emphasising	 inter-sectoral	
collaboration	 across	 the	 education,	 water	 and	 sanitation,	 road/
works,	agriculture	and	environment	sectors	using	the	health-in-all-
policies	strategy.	

c)	 The	government	should,	through	the	MoH,	strengthen	regulatory,	
accountability	and	enforcement	mechanisms	at	all	levels	and	across	
different	players	in	the	health	sector.

d)	 Coordination	and	zoning	of	health	development	partners	(HDPs)	
should	be	monitored	to	ensure	that	it	does	not	lead	to	inequity	in	
service	delivery	or	threaten	the	resilience	of	the	system.

e)	 The	government	should	strengthen	community	governance	systems	
for	oversight	over	 the	health,	water,	 sanitation	and	environment,	
education,	agriculture	and	nutrition	sectors	to	ensure	accountability	
at	population	level.

Introduction

Advances	in	UHC	require	contributions	from	many	segments	of	society	and	
stakeholders	at	national,	sub-national	and	community	levels.	A	major	shift	
in	the	conceptualisation	of	health	in	the	era	of	sustainable	development	goals	
emphasises	the	distributive	nature	of	the	determinants	for	good	health	and	
well-being.	These	determinants	extend	beyond	the	scope	of	 the	traditional	
health	sector	and	its	governance	systems	(see	Chapter	1).		Therefore,	effective	
actions	to	improve	health	extend	to	sectors	like	water,	housing	and	sanitation,	
the	environment,	agriculture	and	food	security,	to	mention	but	a	few.	The	
increasing	burden	of	health	conditions	emerging	from	transport	and	traffic	
accidents,	for	example,	require	a	governance	system	that	is	able	to	mobilise	
the	whole	of	government	to	address	 the	determinants	of	good	health.	The	
core	concern	of	this	chapter	is	how	governance	and	stewardship	systems	have	
evolved	to	advance	UHC	in	Uganda	and	how	these	developments	can	guide	
feasible	governance	actions	for	the	future.

Governance	 has	 many	 definitions.	 	 The	 World	 Health	 Organisation	
(WHO)	defines	health	governance	as	the	attempts	of	governments	and	other	
actors	 to	 steer	 communities,	 whole	 countries	 or	 even	 groups	 of	 countries	



74 Universal Health Coverage  in Uganda- Part II

in	 the	 pursuit	 of	 health	 as	 integral	 to	well-being	 through	 both	whole-of-
government	and	whole-of-society	approaches	(1).		Brinkehoff	(2003),	on	the	
other	hand,	posits	 that	 effective	governance	ensures	 that	 the	 relationships,	
processes	and	structures,	checks	and	balances	which	distribute	responsibility	
and	accountability	across	all	systems	and	actors	are	in	place	and	functional	
(2).	 Governance	 involves	 “(1)	 setting	 strategic	 direction	 and	 objectives;	
(2)	making	policies,	 laws,	 rules,	 regulations,	 or	 decisions,	 and	 raising	 and	
deploying	 resources	 to	 accomplish	 the	 strategic	 goals	 and	 objectives;	 and	
(3)	 overseeing	 and	making	 sure	 that	 the	 strategic	 goals	 and	 objectives	 are	
accomplished	 (3).”	 Health	 governance,	 therefore,	 includes	 the	 oversight,	
control	and	incentive	mechanisms	that	are	used	to	hold	all	relevant	institutions	
or	 groups	 accountable	 to	 stakeholders,	 and	 to	 align	 their	 objectives	 and	
interests	with	the	common	goals,	such	as	UHC	(4,	5).

Why Governance Matters for UHC

Governance	 is	 underpinned	 by	 roles	 and	 interactions	 across	 diverse	
stakeholders	with	varying	degrees	of	influence.	According	to	the	governance	
framework	 proposed	 by	Brinkerhoff	 and	Bossert	 (2008),	 the	 state	 and	 its	
designated	 organs	 are	 expected	 to	 provide	 policy	 direction,	 oversight	 and	
resources	 and	 to	be	 responsive	 to	 citizen	needs	 (6).	The	providers,	 on	 the	
other	 hand,	 are	 mandated	 to	 provide	 good	 quality	 services	 and	 adequate	
information	to	the	state	to	facilitate	resource	allocation.	The	clients	and	citizens	
need	to	be	able	to	communicate	their	needs	to	the	state	and	to	the	providers.	
Finally,	as	is	the	case	in	many	low-	and	middle-income	countries,	underlying	
these	 relationships	 and	 roles	 is	 the	prominent	presence	of	 the	HDPs	who	
“implement	government	programmes	within	existing	frameworks”.

This	simplified	governance	framework	by	Brinkehoff	(2003)	based	on	key	
roles	and	relationships	is	used	to	critique	health	governance	in	Uganda.	From	
this	framework,	four	main	thematic	areas	bring	to	the	forefront	the	implications	
of	governance	for	UHC	goals	in	Uganda	and	countries	in	similar	settings	(2).	
The	thematic	areas	relate	to:	
1)		 State	institutions	and	the	political	economy	of	their	decision-making;
2)		 The	multiplicity	of	actors	in	the	governance	space	at	national	and	sub-

national	levels;	
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Figure 4.1: Governance relationship for state, citizens and providers

Source: Adapted from Brinkerhoff and Bossert 2008 (6)

3)		 Donor	agencies	and	the	emergence	of	a	complex	architecture	of	global	
health	institutions;	and	

4)		 Complex	relations	between	the	providers	and	clients	at	the	community	
level.	

The	overarching	questions	for	this	chapter	therefore	are:	
1)	 How	 should	health	 systems	governance	be	 strengthened	 to	 address	 a	

more	ambitious	UHC	agenda?		
2)	 How	should	the	state,	providers	and	communities	play	active	roles	in	

the	governance	space	to	advance	UHC?	
3)	 How	should	the	development	at	the	global	and	national	health	systems	

be	steered	to	support	an	affordable	and	sustainable	agenda	for	UHC?
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State Institutions and the Political Economy of Their Decision-making 

The state and its governance institutions 

Institutions	play	a	vital	role	in	the	exercise	of	governance	in	the	health	systems.	
Outcomes	and	processes	for	expanding	and	sustaining	service	coverage	require	
a	set	of	institutions	that	work	together	towards	this	goal.	Building	institutions	
to	strengthen	the	state	in	the	governance	of	health	programmes	has	evolved	
over	 time.	Uganda’s	history	has	 episodes	of	 strong	health	 regulations.	The	
pre-independence	 model	 of	 governance,	 characterised	 by	 indirect	 rule	 by	
the	 British,	 brought	 about	 western	 medicine	 that	 is	 anchored	 in	 clinical	
governance	(7).		During	the	colonial	period,	public	health	regulations	were	
mostly	related	to	the	enforcement	of	bylaws	using	mostly	coercive	penalties	
as	a	mechanism	to	uphold	health	practices	such	as	domestic	hygiene,	access	
to	 alcohol,	 food	 security	 and	 environmental	 protection	 (8).	 Historical	
records	are	awash	with	the	role	of	personalities	like	Kakungulu,	the	colonial	
administrator	in	eastern	Uganda,	who	was	notorious	for	enforcing	colonial	
bylaws	(9,	10).	This,	along	with	the	saza	(county)	chiefs,	were	the	institutions	
that	formed	the	early	foundations	of	public	health	by	acting	on	a	broader	set	
of	social	determinants	of	health,	that	have	resurfaced	and	been	reframed	as	
Sustainable	Development	Goals	(SDGs).

The	 colonial	 state	 introduced	 education	 and	medicine	mostly	 for	 the	
urban	 elites	 and	 as	 a	means	 of	 entrenching	 the	 exploitative	 and	 religious	
institutions.	 	 Indigenous	 or	 traditional	 health	 institutions	 were	 framed	
negatively	as	witchcraft,	bonesetters	and	herbalists	–	that	were	later	outlawed.		
Access	to	modern	health	services	by	the	colonial	state	was	stratified	along	the	
lines	of	class,	region,	ethnicity	and	religious	affiliation	(11).		The	introduction	
of	western	medicine	has	had	a	lasting	influence	on	the	current	governance	of	
the	health	systems.	

To	a	 large	 extent,	 this	 colonial	 treatment-based	and	urban-dominated	
model	 has	 persisted,	with	 consequences	 for	 equity	 in	 access	 to	 care.	 	The	
persistence	 of	 this	 medical	 model	 greatly	 influences	 the	 present-day	
governance	 institutions.	 For	 instance,	 the	 Medical	 and	 Dental	 Council,	
the	Nurses	and	Midwifery	Council	and	similar	professional	bodies	perform	
major	 roles	 in	 the	 governance	 of	 education,	 practise	 standards	 of	medical	
care,	determine	the	content	of	training	curricula	and	ensure	the	welfare	of	
professionals.	 	 Since	 the	 first	 health	 policy	 in	 1999	was	 stipulated,	many	
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governance	institutions	have	been	established	to	deal	with	different	aspects	of	
the	health	system.	The	table	below	provides	a	sample	of	these.

Table 4.1:  Institutions in the health governance space at the national 
level in Uganda 

Institution Main participants Main governance purpose

Ministry	of	Health	
(MoH)

Technocrats,	mostly	
clinicians,	epidemiologists	
and	planners.	Few	political	
appointees,	such	as	
ministers

Providing	overall	technical	guidance,	
policies	and	planning	of	health	
programmes	

World	Health	
Organisation	and	
its	allied	agencies

WHO,	allied	agencies	like	
GAVI,	UNICEF,	Global	
Fund,	disease-based	expert	
panels	advising	WHO	-	
Geneva	and	country	office

Providing	guidelines,	policy	directives	
and	advisory	services	as	mandated	by	
World	Health	Assembly	and	allied	
global	health	institutions

External	funding	
agencies	and	
their	fund-
holders	for	health	
programmes 

Development	partners	and	
their	sub-grantees,	e.g.	
the	family	of	UN	agencies	
(UNFPA,	UNICEF,	
UNHCR),	implementing	
partners	for	USG-funded	
programmes	

Innovators	of	service	delivery	models	
for	key	programmes,	financial	resource	
control,	making	choices	of	beneficiary	
populations	for	donor-funded	
programmes

Health	Policy	
Advisory	Group

Vital	policy	level	
stakeholders	–	MoH,	
donors,	CSOs,	PNFPs,	
representatives	of	key	
ministries	

Providing	advice	on	policy,	
priorities	and	financial	mobilisation,	
and	monitoring	the	progress	of	
programmes

Technical	working	
groups	

Experts	(government,	
NGOs	and	donors)	in	
the	workforce,	finance,	
medicines,	research/
monitoring	etc.

Providing	advisory	services	to	the	
MoH	and	also	space	for	stakeholder	
participation	in	decision-making	

Health	Service	
Commission

Health	professionals	and	
human	resource	managers

Recruitment	and	deployment	of	health	
workers,	especially	for	specialist	cadres	
at	hospital	level

Professional	
councils	

Councils	for	
nurses/midwives,	Medical/
dental	and	Allied	health	
workers.

Ensuring	professional	standards	
in	training	and	practice,	licensing	
members	as	practitioners,	advocacy	for	
the	welfare	of	members	
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Institution Main participants Main governance purpose

Organisations	of	
health	providers	

Bureaus	for	Catholic,	
Protestant,	Muslim	and	
other	religious	institutions

Contributing	to	service	access	and	
coverage,	advocacy	for	religious	health	
provider	networks

Health	worker	
unions

Politically-oriented	
representatives	of	
professional	groups 

Lobbying,	negotiating	and	advocacy	
for	better	welfare	of	health	workers

Universities	
and	think-tank	
agencies

Academics,	technical	
experts,	consultants	and	
knowledge	brokers	

Knowledge	synthesis,	research	
generation,	advisory	services	for	policy,	
practice	and	programmes	

Civil	society	
organisations	
(CSOs)

Media	and	health	advocates,	
UNHCO,	HEPS-Uganda	
and	similar	non-state	
agencies	

Implementing	health	programmes;	
participating	in	advocacy	and	
policy	influence;	evaluating	health	
programmes

Private	practitioner	
associations	

Private	health	providers	–	
medical	and	dental,	nurses	
and	midwives	and	allied	
health	groups

Advocacy	for	liberalisation	and	pro-
private	sector	health	industry

Source: Author analysis

Although	 they	 are	 charged	 with	 overseeing	 service	 delivery,	 political	
institutions	 like	 the	 local	 government	 and	 the	 national	 parliament	 have	
remained	 mostly	 distanced	 from	 health	 care	 decision-making,	 delegating	
this	 function	 to	 technocrats,	 especially	 through	 the	 global	 legitimisation	
systems	 such	 as	 the	WHO	 (12)	 From	 a	 resource	 control	 perspective,	 the	
state	in	Uganda	provides	far	less	financial	resources	to	buttress	its	governance	
frameworks.

However,	over	the	years,	some	of	these	institutions,	for	instance	the	MoH	
governance	 structures,	 Health	 Service	 Commission,	 professional	 councils	
and	organisations	of	providers,	have	suffered	from	under-financing	and	the	
general	 erosion	of	 their	 influence.	On	 the	other	hand,	newer	 institutions,	
such	 as	 the	Uganda	 Private	Medical	 Practitioners’	 Association	 (UPMPA),	
private	midwives,	pharmacists	and	CSOs,	have	expanded	their	governance	
influence,	 but	mostly	with	 emphasis	 on	 the	 clinical	 aspects	 of	health	 care	
and	less	in	the	direction	of	improving	good	health	through	prevention	and	
interventions	that	promote	well-being.	

Over	 time	 these	 institutional	 reforms	 have	 progressively	 transformed	
social	 welfare	 services	 from	 social	 rights,	 to	 marketised	 commodities.	
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Moreover,	with	the	state	downsized,	privatised	and	decentralised,	civil	society	
has	undergone	a	re-composition,	thus	changing	the	power	and	governance	
dynamics	 within	 the	 country	 and	 the	 health	 sector	 (13).	 Previously	
predominant	 interest	groups,	 such	as	 trade	unions	and	co-operatives,	have	
been	sidelined.	NGOs	have	taken	centre	stage,	at	least	in	the	field	of	social	
development.	

External governance influences in the health sector 

The	structural	adjustments	programmes	(SAPs)	of	the	International	Monetary	
Fund	(IMF)	are	also	said	to	be	a	major	external	force	that	contributed	to	the	
slow	growth	of	the	health	governance	institutions.		Many	scholars	indicate	that	
the	SAPs	were	partly	intended	to	roll	back	the	state	as	an	explicit	mechanism	
in	order	to	advance	the	market	economy	into	the	health	system	(14,	15).		The	
retrenchment	programme,	which	led	to	the	downsizing	of	the	civil	service,	
also	recommended	a	slim	Ministry	of	Health	with	a	few	core	functions.	These	
functions	 ultimately	 became	 outmatched	 by	 the	 governance	 prerequisite	
to	manage	 the	 exponential	 growth	 of	 both	 public	 and	 private	 enterprises	
as	 well	 as	 global	 health	 innovations.	 	 The	 resulting	 gaps	 in	 governance	
institutions	have	been	filled	by	multilateral	agencies	like	the	WHO,	technical	
assistance	programmes	and	funding	agencies	that	provide	direct	and	indirect	
governance	through	advisory	services,	conventions,	compacts	and	guidelines	
linked	to	grants	and	loans		(16-18).	As	a	result,	health	policies	and	the	choice	
of	strategic	directions	have	come	to	rely	more	on	consultants	and	technical	
assistance	and	funding	agencies	–	usually	provided	by	experts	in	the	Global	
North	with	little	contextual	expertise	to	design	policies	and	programmes	that	
fit	 the	 local	 capacity	 for	 successful	 implementation	 and	 sustainable	 scale-
up(12,	 19).	 	 For	UHC	 to	 be	 realised,	 governance	 institutions	 need	 to	 be	
steered	 towards	making	 and	 negotiating	 choices	 that	 fit	 the	 national	 and	
sub-national	health	needs	 and	 system	capabilities,	 solving	 inequalities	 and	
advancing	health	 promotions.	As	 discussed	 below,	 governance	 institutions	
need	 to	 develop	 the	 capacity	 to	 coordinate	 an	 ever-increasing	 number	 of	
health	actors	with	more	diverse	 interests,	 global	power	bases	 and	multiple	
sources	of	funds	for	health	(20-22).	
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Congested state: Governing more complex and interdependent actors in 
the health system

Drivers	of	fragmentation	in	health	system	are	decentralisation,	Global	Health	
Initiatives	(GHI)	and	private	enterprises.	The	constellations	of	health	actors	
at	the	global,	national	and	sub-national	spaces	are	growing	at	an	exponential	
rate.	For	complex	public	goals	like	UHC	to	succeed	through	a	multitude	of	
actors,	governance	systems	become	a	major	 lever	 for	 success	 (23,	24).	The	
necessity	to	work	across	sectors	to	achieve	UHC	is	bringing	on	board	more	
complex	interdependencies	across	institutions	to	achieve	sustainable	progress	
in	 health	 and	 well-being.	 Broad	 goals	 like	 UHC	 require	 a	 large	 network	
of	actors	and	agencies	to	collaborate	 in	a	functional	manner.	For	 instance,	
regulatory	 agencies	 for	 pharmaceutical	 products	 in	 India	 or	 the	 USA	 all	
affect	 the	 quality	 and	 effectiveness	 of	medicines	 in	Uganda.	Graduates	 of	
medical	 training	 schools	 depend	 on	 the	 functionality	 of	 hospitals	 where	
practical	learning	is	provided.	The	hospitals	depend	on	the	national	treasury	
for	retaining	tutors	and	for	providing	service	delivery	inputs	to	be	used	by	
providers,	learners	and	patients.	

Besides,	the	myriad	of	agencies	participating	in	health	service	delivery	
especially	to	take	advantage	of	grants	for	HIV,	TB	and	malaria	(25)	should	
be	 an	 issue	 of	 governance	 concern.	 The	 MoH	 has	 attempted	 to	 manage	
these	agencies	by	creating	service	delivery	zones	for	them	across	the	country.	
Before	this	rationalisation	exercise,	agencies	benefiting	from	US	government	
HIV	 funds	 in	 Uganda	 were	 over	 100	 in	 number	 but	 in	 many	 instances	
these	 agencies	 were	 congregated	 in	 particular	 parts	 of	 the	 country.	 The	
fragmentation	of	sub-national	administrative	units,	such	as	districts,	from	37	
in	the	early	2000s	to	about	130	districts	in	2017	has	strained	the	governance	
institutions	at	state	level.		

Special-purpose	 institutions	 have	 been	 established	 to	 build	 capacity	
and	sometimes	to	“relieve”	the	state	of	 its	 functions	by	delegating	these	to	
non-state	agencies	–	a	 situation	that	often	competes	with	the	state	and	 its	
legitimacy	(19).	This	multiplication	of	actors	with	various	 interests,	power	
and	 resources	 has	 further	 complicated	 governance	 roles	 and	 mandates,	
introducing	 multiple	 informal	 structures	 with	 several	 actors	 who	 distort	
authority,	autonomy	and	participation	in	decision-making	(13).	Optimising	
the	synergies	among	the	many	actors	for	UHC	requires	strong	governance	
systems	 to	ensure	coordination	and	collaboration	 for	common	goals	 to	be	
realised	 despite	 the	multiple	 interests	 that	may	 conflict	 among	 the	many	
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agencies.	More	 important	 is	 the	 concept	 of	meta-governance	 –	where	 the	
state	transforms	itself	to	govern	many	self-governing	agencies	and	networks.	
The	meta-governance	concept	expects	governance	capacity	to	be	distributed	
across	many	 semi-independent	 agencies.	However	 there	 need	 to	 optimise	
collaboration	in	the	realisation	of	public	health	goals	that	require	complex	
interdependence	(26).	

Donor Agencies and the Emergence of a Complex Architecture of 
Global Health Institutions 

Donor agencies and the global health governance architecture  

As	discussed	in	Chapter	3,	global	governance	has	come	to	have	a	direct	and	
instructive	influence	on	the	national	health	systems	governance	in	countries	like	
Uganda.	Global	threats	such	as	pandemics	of	Ebola	and	avian	flu	influences	are	
recent	examples	that	have	transformed	the	national-global	governance	systems	
from	episodic	support	to	respond	to	epidemics	to	prescriptive	guidelines	(27)	
that	countries	should	follow	(see	the	chapter	on	epidemics).	Health	systems	
in	 poor	 countries	 like	 Uganda	 now	 need	 to	 comply	 with	 international	
health	regulations	as	a	means	to	provide	adequate	protections	to	all	global	
citizens	by	 ensuring	 that	 epidemics	 are	detected	 and	promptly	 controlled.		
Investments	in	epidemic	control	for	diseases	of	pandemic	potential	have	now	
taken	centre	 stage	 in	health	governance	 in	Uganda.	Emergency	operations	
centres	 for	 surveillance	 and	 response	 to	 epidemics	 are	 a	 new	 addition	 to	
the	governance	institutions	with	high	priority	for	financial	allocations	(27).	
The	establishment	of	the	Global	Alliance	for	Vaccine	Initiative	(GAVI),	the	
Global	Fund	for	HIV,	TB	and	Malaria	and	many	similar	agencies	has	added	
to	the	funding	and	influence	of	health	systems	governance	in	Uganda	and	
similar	countries.	As	more	and	more	attention	is	given	to	other	health	needs	
like	non-communicable	diseases	(NCDs)	(see	Chapter	16)	and	to	the	goal	
of	sustaining	good	health	and	well-being,	additional	global	partnerships	are	
likely	to	be	established		to	extend	the	global	“safety	net”	for	poor	countries	
(28).	The	potential	influence	of	these	partnerships	on	health	governance	at	
the	national	level	is	not	lost	to	the	national	and	global	actors.	For	instance,	
the	 international	 health	 partnership	 (IHP-plus)	 and	 the	 discourse	 about	
Paris,	Accra	and	Bussan	on	aid-effectiveness	highlight	the	challenges	of	aid	
governance	at	the	global-national	 interface	(21,	29).	Moreover	 in	Uganda,	
as	in	other	settings,	the	global	aid	governance	arrangements	have	the	option	
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of	bypassing	the	national	governance	systems	(e.g.	plans	and	budgets)	and	
working	directly	with	sub-national	administrations	whose	capacity	may	be	
sub-optimal	(30,	31)

More	 importantly,	 the	 attention	 given	 to	 innovative	 ideas	 in	 resource	
allocation	by	the	global	aid	systems	(32)	has	not	been	matched	by	the	concerns	
for	scaling	up	and	sustaining	effective	coverage	of	these	innovations.	Piloting	
new	ideas	and	bidding	for	donor	grants	to	sustain	programmes	seem	innocent	
concepts,	especially	for	optimising	efficiency,	but	are	problematic	for	scaling	
up	and	mitigating	inequalities.	Piloting	new	and	innovative	programmes,	a	
phenomena	now	known	as	“pilotitis”,	has	become	the	antithesis	of	expanding	
coverage	for	effective	but	“traditional”	interventions	like	routine	childhood	
immunisations	 (33).	 For	 instance,	 funds	 spent	 on	 a	 couple	 of	 National	
Immunisation	Days	(NIDs)	for	polio	and	measles	eradication	pilots	in	30	to	
40	districts	(out	of	123)	accounts	for	more	than	37	per	cent	of	the	total	funds	
used	for	the	year-long	routine	immunisation	programmes	(34).		The	bidding	
approach	to	securing	grants	and	donations	from	development	agencies	also	
entrench	 inequalities	 in	 communities	 or	 countries	 that	 do	 not	 have	 the	
capacity	 to	prepare	 strong	bids	 to	 secure	 funds	 for	 vital	programmes.	The	
model	advanced	by	agencies	like	the	Global	Fund	has	exposed	communities	
to	additional	vulnerabilities	–	in	particular	the	country’s	capacity	to	prepare	
good	bids	 that	can	pass	 the	assessment,	 in	 this	case	external	 review	panels	
(35).	 	 The	 implicit	 gambling	 model	 inherent	 in	 the	 sourcing	 for	 Global	
Health	Initiative	(GHIs)	funds	for	vital	programmes	like	HIV,	TB,	malaria	
and	childhood	immunisations	illustrates	the	dilemmas	that	the	UHC	agenda	
is	likely	to	face	if	the	governance	of	the	global	aid	architecture	remains	on	a	
pro-entrepreneurial	discourse	that	is	not	tempered	with	equity	and	coverage	
objectives.	The	governance	 interactions	 for	GHIs	and	external	aid	need	to	
encourage	a	more	grounded	developmental	discourse	that	expands	coverage	
and	sustain	 the	gains	 that	 they	make.	A	 lottery	approach	to	allocating	aid	
clearly	runs	counter	to	the	UHC	goal	and	needs	to	be	revisited,	especially	in	
contexts	of	weak	capabilities	 that	 require	development-related	 investments	
before	results	can	be	expected.		

Governance for Service Delivery: Complex Relations between the 
Providers and Communities

Service	 delivery	 and	 its	 governance	 have	 emerged	 as	 the	 most	 influential	
levers	for	expanding	coverage	and	broadening	health	programmes	over	the	
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years.	 Public	 provision,	 decentralisation,	 privatisation	 and	 innovations	 in	
community	participation	have	 all	 received	major	 reforms	 and	 investments	
in	 the	 last	 three	 decades.	The	 decentralisation	 of	 health	 service	 provision	
(discussed	 in	Chapter	 6)	 has	 provided	 the	major	 reform	with	 governance	
implications	for	Uganda’s	health	system	and	across	all	sectors	of	government.	
The	 interplay	 between	 central-level	 agencies	 in	 government,	 the	 private	
sector	and	organised	civil	society	at	the	community	level	is	rapidly	growing	to	
advance	the	implementation	of	programmes.	This	section	deals	with	selected	
priority	governance	issues	with	vital	implications	for	expanding	and	sustaining	
service	coverage	from	the	perspective	of	service	provision.		Governance	for	
better	health	 at	 this	 interface	 should	be	 concerned	with	 ensuring	 that	 the	
priorities	in	health	promotion,	prevention	and	care	correspond	to	the	needs	of	
the	community	and	the	capacity	of	the	providers	and	fit	within	the	financial	
resources	of	the	health	system.	In	addition,	governance	at	different	levels	and	
sectors	need	to	ensure	good	coordination	to	reach	all	the	populations	in	need	
and	services	designed	in	such	a	manner	that	they	can	be	affordable,	scalable	
and	sustainable.	These	issues	are	addressed	below.			

1. Communities and their participation 

Deliberate	efforts	to	expand	the	involvement	of	the	communities	in	the	design	
and	delivery	of	services	have	brought	about	many	innovations	at	community	
level.	For	instance,	close-to-community	health	providers	have	expanded	in	the	
form	of	village	drug	distributers,	immunisers	and	birth	attendants.	Coverage	
expansion	 for	HIV	has	 brought	 about	 volunteers	 as	 expert-patients	 to	 play	
vital	 roles	 in	 providing	 peer-to-peer	 support	 and	 counselling,	 especially	 to	
reduce	 stigma	 and	 to	 improve	 adherence	 to	 medicines.	 Innovations	 to	
generate	community-level	information	and	the	use	of	such	information	in	the	
improvement	of	service	access	and	quality	have	received	many	interventions,	
albeit	temporary	and	with	limited	efforts	for	scaling	up.		The	use	of	information	
technologies	such	as	mobile	phones	in	monitoring	programmes	and	building	
awareness	 of	 health	 needs	 has	 expanded	 (36).	 The	 last	 10	 years	 have	 also	
witnessed	 the	 expansion	 of	 the	 rights	 and	 accountability	 programmes	 at	
community	level	–	where	the	communities	are	empowered	to	dialogue	with	
and	hold	health	providers	accountable	(37).	The	patient	charter	 is	one	such	
innovation	that	has	been	adopted	by	the	government	as	a	governance	tool	that	
communicates	the	rights	and	obligations	of	the	providers	to	the	communities	
they	serve	(see	the	chapter	on	rights).	Barazas	–	community	spaces	for	dialogues	
between	service	providers	and	the	beneficiaries	–	have	been	tried	but	not	well	
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sustained	(37).	Community	report	cards	are	new	tools	to	advance	community-
provider	 dialogues	 (37).	These	 efforts	 at	 ensuring	 community	 participation	
and	empowerment	have	helped	to	illuminate	new	and	emerging	governance	
challenges	at	 community	 level.	 	 In	many	 situations	communities	have	been	
empowered	to	claim	services	of	good	quality	–	a	situation	that	has	raised	their	
expectations,	with	 less	 attention	 being	 paid	 to	 building	 the	 capacity	 of	 the	
service	 providers	 and	 the	 capacity	 of	 the	 system	 that	 finances	 and	 supports	
these	providers	(38-40).	Dysfunctional	interactions	between	the	providers	and	
communities	have	emerged	with	the	potential	to	erode	the	trust	at	this	interface.	
In	Mityana	Hospital,	the	communities	mobilised	and	blockaded	the	hospital,	
demanding	that	all	hospital	staff	be	sacked	after	a	mother	died	while	giving	
birth	(40)	–	a	situation	that	disrupted	hospital	services,	potentially	worsening	
the	situation.	To	advance	the	UHC	agenda,	community-provider	interactions	
should	nurture	the	trust	necessary	to	build	resilience	in	the	health	system	and	
ensure	that	the	responsibilities	of	the	communities	to	promote	good	health	are	
balanced	with	their	rights	to	receive	care	when	sick.		

The	empowerment	of	communities	should	also	go	hand	in	hand	with	
interventions	to	boost	the	capacity	of	service	providers	and	upstream	actions	
that	ensure	good	quality	and	responsive	services.

2. Expanding service coverage

As	 explained	 in	 the	 Infrastructure	 chapter	 11,	 state-led	 service	 provision	
has	 expanded	 largely	 by	 extending	 the	 health	 facilities	 and	making	 them	
functional.	The	planning	function	for	the	public	provision	of	health	services	
has	been	led	by	both	central	and	local	governments	since	the	decentralisation	
policy	 took	 root	 in	 1997	 (41).	 	 There	 are	 two	 broad	 streams	 in	 the	
programming	for	public	provision	of	services:	the	service	package	as	provided	
for	in	the	health	sector	plans	and	budgets;	and	the	public	service	packages	
delivered	 through	 the	non-state	actors	 that	come	 to	bridge	or	 supplement	
government	efforts	 to	address	gaps	 in	access,	 coverage	or	quality.	 	Reports	
from	 the	 last	 30	 years	 indicate	 some	 growth	 in	 the	 efforts	 to	 supplement	
government	action	in	providing	services.	For	instance,	the	faith-based	PNFP	
sector	has	played	an	increasingly	significant	role	in	health	service	provision,	
ranging	from	50	per	cent	for	hospital-level	services	to	about	30	per	cent	for	
services	offered	at	 lower	 levels	of	 the	health	 system	(42).	The	provision	of	
subsidies	 to	 the	PNFP	sector	 in	 the	 form	of	PHC	grants	 is	one	successful	
mechanism	that	has	enabled	the	government	to	leverage	faith-based	service	
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provision	to	contribute	to	the	health	sector	goals	and	plans(43)	and	to	extend	
the	coverage	of	the	minimum	health	service	package	(MHSP).	

Similarly,	 the	 government	 has	 mobilised	 many	 grants	 and	 non-state	
agencies	 to	 join	 and	 expand	 essential	 services	within	 the	 public	 provision	
network.	For	instance,	the	childhood	immunisation,	family	planning,	HIV,	
malaria	and	TB	programmes	have	significant	contributions	from	non-state	
agencies	 that	 directly	 support	 the	 government	 service	 delivery	 platforms.	
Many	 external	 grants	 to	 support	 public	 provision	 have	 come	 to	 represent	
a	major	source	of	finance	in	the	health	sector.	As	discussed	above,	this	has	
generated	 governance	 implications	 in	 terms	 of	 expanding	 actors,	 interests	
and	influences	on	the	implementation	and	resources	in	the	health	sector.	

3. Non-state provision and its sustainability    

The	non-state	sector	(described	in	detail	in	Chapter	7)	occupies	a	prominent	
space	in	service	delivery	and	health	governance	in	Uganda.	This	is	by	virtue	
of	its	having	a	substantial	grip	on	the	purse	strings	that	keep	the	health	sector	
resourced.	There	has	been	a	steady	increase	in	the	external	funding	of	health	
programmes,	with	the	MoH	relegated	to	policy-making	and	oversight	roles,	
while	a	good	percentage	of	services	are	provided	under	the	auspices	of	donor	
aid.	While	 this	 is	 lauded	 in	 terms	of	providing	additional	 funding	 for	 the	
health	 sector,	 it	 threatens	 the	 resilience	 of	 the	 system	 because	 donor	 aid	
cannot	be	guaranteed	from	year	to	year.		Aid	in	Uganda	has	often	been	beset	
by	 shifting	 priorities	 and	 cycles	 of	 delay	 in	 funding,	 which	 inadvertently	
leave	critical	national	priorities	underfunded.	A	key	example	of	 this	 is	 the	
malaria	outbreak	in	northern	Uganda,	which	resulted	from	the	cessation	of	
a	successful	programme-led	indoor	residual	spray	campaign	for	mosquitoes.	
Interestingly,	the	policy	decision	made	on	the	basis	of	this	malaria	outbreak	
was	 not	 to	 reinstate	 indoor	 residual	 spraying	 (IRS)	 which	 had	 reduced	
malaria	 incidence	drastically	 in	 the	 region.	Rather,	 it	was	 the	 adoption	of	
a	newer	malaria	 treatment	 regime.	This	discordance	between	effective	 and	
needed	priority	interventions;	and	prevailing	aid	streams	is	indicative	of	the	
subtle	but	far-reaching	impacts	of	aid	on	the	health	system	and	pervasiveness	
of	treatment	where	prevention	is	best.

Indeed,	a	more	harmonised	approach	in	donor	aid	as	well	as	the	adoption	
of	more	predictable	funding	cycles	and	evidence-informed	prioritisation	and	
amounts	are	critical	 to	 the	 sustainability	of	health	 sector	performance	and	
progress	towards	UHC.

Furthermore,	the	burgeoning	private-for-profit	(PFP)	sector	also	offers	
its	significant	contribution	to	service	delivery	with	important	coverage	levers	
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for	contributing	to	UHC	goals.	However,	the	same	cannot	be	said	of	quality	
and	equity	because	of	the	inadequate	regulatory	capacity	of	the	state	as	well	
as	the	prevailing	conflict	of	interest	since	the	state’s	own	investments	in	the	
Health	care	market	will	continue	to	be	seen	as	a	threat	to	the	enforcement	of	
tighter	regulatory	measures	in	this	sector.	

4. Planning for scaling up of services 

The	capacity	 to	 scale	up	and	sustain	 interventions	 that	 support	 the	public	
provision	 of	 vital	 services	 has	 received	 limited	 governance	 control.	 The	
problem	can	be	traced	to	the	manner	in	which	service	provision	programmes	
are	conceived	and	designed.		Experience	shows	that	there	are	many	service	
provision	 programmes	 designed	 as	 pilots	 to	 cover	 a	 handfull	 of	 districts	
with	little	or	no	plans	to	scale	up.	Grants	for	vital	programmes,	for	instance	
improving	maternal	health,	may	attract	loans	from	the	World	Bank	or	the	
Global	Fund,	but	are	only	implemented	in	30	to	40	districts	out	of	about	130	
districts	in	the	country.	The	plan	to	cover	the	rest	of	the	districts	is	commonly	
not	developed	–	a	situation	that	creates	patchy	coverage	and	inequalities	and	
that	adds	to	the	heap	of	non-scalable	service	models.	The	design	of	service	
models,	especially	for	grants	and	loans,	is	developed	on	the	basis	of	spending	
the	grants	and	providing	proof	of	concept	for	an	innovation	in	programming.	
These	two	rationales	drive	the	designs	of	the	service	delivery	models	towards	
expensive	models	that	usually	work	by	leveraging	the	health	system	to	pay	
greater	 attention	 to	 the	 new	 and	 innovative	 pilots.	Without	 planning	 for	
scale-up	 and	 sustaining	 the	 innovations	 on	 a	 broader	 scale,	 the	 success	 of	
these	pilot	models	has	been	temporary	and	less	useful	for	decision-making,	
especially	 for	 scaling	up	 (45).	The	classic	example	 is	 the	 service	model	 for	
IRS	in	northern	Uganda.	Although	IRS	is	part	of	the	government	strategy	
to	eliminate	malaria,	the	IRS	programmes	have	been	implemented	only	as	
pilots	for	10	to	15	districts	at	any	one	time	(46).		In	northern	Uganda,	this	
was	designed	with	higher	cost	activity	elements	–	either	to	optimise	the	net	
benefits	to	the	actors	involved	in	the	implementation	or	to	expend	the	huge	
grant	 amount	 from	 the	 Presidential	 Malaria	 Initiative	 (PMI)	 within	 the	
grant	period.	When	the	grant	period	was	over,	the	intervention	was	abruptly	
stopped	 and	 a	 devastating	 malaria	 epidemic	 ensued(47).	 	 Many	 service	
provision	 programmes	 have	 shown	 a	 similar	 pattern	 of	 ending	 without	
scale-up	–	albeit	with	less	catastrophic	effects.		Designing	service	models	for	
spending	money	 or	 for	 securing	 a	 grant	 opportunity	 should	 be	 tempered	
with	the	goal	of	scaling	up	and	sustaining	the	service	for	as	long	as	the	service	



87Chapter 4: Governance for UHC

remains	relevant.	Governance	efforts	need	to	focus	on	the	service	models	and	
ensure	that	these	are	scalable	within	the	capacity	of	the	system	and	financial	
sources	beyond	the	external	grants.		

5. The media and its role in governance 

The	media	in	Uganda	has	enjoyed	considerable	growth	and	freedom	over	the	
past	 three	decades.	 Indeed,	 the	number	of	private	 radio	 stations	 increased	
from	six	in	1997	to	118	in	2005	(48).	Free	and	independent	media	play	an	
important	role	in	raising	awareness	about	health	issues,	reporting	on	service	
availability	and	quality,	promoting	transparency	and	curbing	corruption.	In	
terms	of	ensuring	corporate	responsibility,	both	audio	and	print	media	offer	
avenues	 for	 information,	discussion	and	debate	on	pertinent	health	policy	
issues	in	Uganda,	such	as	malaria	control,	health	worker	attitude,	drugs	stock-
outs	HIV	and	male	circumcision	(49).	The	media’s	role	as	a	watchdog	has	
presented	both	challenges	and	opportunities	to	the	health	sector	and	became	
a	source	of	health	awareness	for	the	population.	The	media	coverage	of	health	
issues	 has	 also	 been	 a	 subject	 of	 research.	 For	 example,	 one	 study	 found	
that	major	newspapers	had	dedicated	 space	 for	health-related	 information	
(50).	 Most	 of	 the	 health	 topics	 covered	 included	 HIV/AIDS,	 with	 low	
coverage	 of	malaria,	TB	 and	 health	 research.	Topics	 related	 to	 corruption	
and	governance	malpractices	received	fair	coverage	during	the	time	they	were	
top	 of	 the	media	 agenda	 (2005/06).	The	media	 have	 also	 been	 employed	
as	a	channel	for	improving	transparency,	with	the	National	Medical	Stores	
(NMS)	broadcasting	the	delivery	of	medicines	and	districts	advertising	job	
opportunities.	 Other	 intangible	 outcomes	 of	 media	 contribution	 include	
enlivened	public	debate,	as	evidenced	by	active	participation	by	citizens	on	
talk	shows	and	contributions	to	topical	issues	regarding	health.	However,	the	
quality	and	 influence	of	 these	contributions	have	been	questioned	(51).	A	
Transparency	International	pilot	project	carried	out	in	Uganda	demonstrated	
that:	(1)	if	radio	programmes	are	provided	with	accurate	facts	and	research,	
radio	can	be	an	effective	medium	for	government	accountability	at	the	district	
level;	 and	 (2)	when	 the	 audience	 is	 provided	with	 accurate	 and	 complete	
information,	it	is	more	likely	to	participate	in	monitoring	local	governments	
and	holding	them	accountable(52).

The	media’s	 ability	 to	 shape	 public	 views	 and	 interpretations	 of	 new	
medical	innovations	carries	with	it	the	capacity	to	influence	the	patterns	of	
health	service	utilisation.	However,	the	media	in	Uganda	has	failed	to	strike	
a	careful	balance	between	responsible	and	accurate	reporting	and	making	a	
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profit.	As	newspapers	and	radios	compete	 to	attract	and	retain	advertising	
revenue,	they	have	increasingly	courted	traditional	practitioners	as	clientele.	
In	 this	 lucrative	 venture	 they	 have	 focused	 on	 colourful	 advertising	 of	
traditional	medicine	but	 failed	 to	highlight	 the	negative	 side	 so	 that	users	
can	be	fully	informed	before	they	make	choices.	Moreover,	a	study	in	2005	
found	that	local	radio	station	operators	lacked	the	information	and	capacity	
to	provide	empowering	programmes	(53).	Close	collaboration	between	the	
MoH	and	the	people	 in	charge	of	 the	media	as	well	as	bringing	on	board	
people	with	a	medical	or	health	background	are	required	to	vet	and	regulate	
the	information	aired	to	the	mostly	illiterate	and	marginalised	sections	of	the	
public.	

Furthermore,	 misinformation	 or	 the	 lack	 of	 information	 and	 the	
politicisation	of	health	 issues	 in	media	 spaces	 remain	major	hindrances	 to	
public	participation	in	the	monitoring	of	public	resources	in	Uganda.	This	
causes	communities	to	 lack	the	information	needed	to	engage	successfully.	
For	example,	interviews	in	the	districts	revealed	that	the	problem	of	shortages	
of	 drugs	 in	 health	 facilities	 was	 unfairly	 attributed	 to	 pilferage	 by	 health	
workers.	Yet,	reports	show	that	the	health	sector	budget	for	drugs	remains	
grossly	inadequate	and	that	the	quantity	of	drugs	supplied	to	the	districts	was	
far	below	what	was	needed	to	meet	the	districts’	needs	(54,	55).	This	kind	of	
misinformation	puts	 an	 additional	 strain	on	 already-fragile	provider-client	
relationships.

Discussion

In	order	to	discuss	the	implications	of	good	governance	for	UHC	in	Uganda,	
it	is	necessary	to	reiterate	that	the	state,	as	an	organ	“in	charge”	of	the	health	
system	overall,	needs	to	ensure	that	its	policies	facilitate	fair	approaches	to	
providing	promotive,	preventive,	curative,	rehabilitative	and	palliative	health	
services	of	 sufficient	quality	 to	 the	whole	population.	The	state	 and	all	 its	
designated	actors	need	to	perform	their	functions	without	losing	sight	of	the	
impact	they	have	on	health	outcomes	with	regard	to	equity	in	access,	quality	
of	health	 services	and	financial-risk	protection.	Amidst	 the	challenges	 that	
beset	health	governance	highlighted	in	the	preceding	sections,	Uganda	has	
made	substantial	progress	in	terms	of	establishing	policies	and	structures	that	
can	facilitate	good	governance.	However,	policies	need	to	be	more	intentional	
and	 better	 implemented	 alongside	 the	 strengthening	 of	 the	 capacity	 of	
institutions	to	uphold	them.	The	alignment	of	stakeholder	interests	towards	
the	common	goals	of	UHC	will	be	the	critical	driver	of	UHC.
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Governance to achieve equity and financial risk protection

For	Uganda	to	achieve	UHC,	the	best	bet	would	will	be	a	policy	shift	from	
budgeting	for	the	health	sector	based	on	disease	to	budgeting	for	health.	The	
state	 and	 its	 designated	 actors	 should	 intentionally	 shift	 the	 bulk	 of	 their	
resources	from	an	entrenched	medically	driven	approach	to	a	more	holistic	
one.	The	government	should,	through	the	MoH	and	OPM,	reduce	health	
risks	by	emphasising	inter-sectoral	collaboration	across	the	education,	water	
and	 sanitation,	 road/works,	 agriculture	 and	environment	 sectors	using	 the	
health-in-all-policies	 strategy.	A	 stable	 leadership	 tenure	 at	 the	MoH	 level	
would	be	crucial	in	building	partnerships,	sustaining	visions	and	strategies	as	
well	as	fostering	accountability	for	the	performance	of	the	sector.

Increasing	 tax-based	government	 funding	 for	 the	health	 sector	 should	
be	the	lynchpin	for	improving	equity	with	a	view	to	achieving	UHC.	Health	
insurance	should	not	be	viewed	as	the	silver	bullet	for	addressing	all	health	
financing	challenges	in	the	country.	While	it	is	important	to	adopt	new	(and	
frequently	 costly)	 technologies	 for	 better	 health	 outcomes,	 the	 governing	
institutions	should	guard	against	investing	the	bulk	of	the	country’s	health	
budget	 in	 the	myriads	of	new	health	 technologies	provided	on	 the	health	
market.	 Intentional	 prioritisation	 of	 new	 technologies	 to	 adopt	 in	 the	
Ugandan	context	will	prove	prudent	in	the	country’s	journey	towards	UHC.

Having	 a	 large	 proportion	 of	 aid	 to	 the	 health	 sector	 remaining	 off-
budget,	 through	 vertical	 funds	 to	 specific	 health	 conditions	 favoured	 by	
funders,	 entrenches	 the	 scenario	 where	 the	 health	 sector	 “starves	 amidst	
plenty”,	 further	 threatening	 the	 coverage	 and	 equity	 goals	 of	 UHC.	 The	
performance	of	HDPs	 in	 terms	of	 aligning	 their	planning,	budgeting	 and	
reporting	with	the	country’s	systems	should	be	actively	pursued.	The	strategic	
zoning	of	aid	should	be	evidence-based	and	not	merely	premised	on	HDP	
area	 interests.	 However,	 more	 effort	 should	 be	 made	 towards	 increasing	
HDPs’	contribution	to	basket	funds	as	opposed	to	parallel	programming	in	
order	to	build	a	more	resilient	and	sustainable	health	system.

Accountability	for	the	resources	and	how	they	are	used	takes	centre	stage	
in	 this	 case.	 	The	 state	needs	 to	not	only	 increase	 the	 resources	 for	health	
but	 account	 for	 them	 in	 order	 to	 build	 and	 sustain	HDPs’	 confidence	 in	
government	 systems.	On	 the	other	hand,	 gauging	 the	 levels	 of	 off-budget	
project	 aid	 remains	 a	 stumbling	 block	 to	 accountability	 because	 donors	
have	failed	to	provide	adequate	information	on	their	aid	commitments	and	
disbursements	 (especially	 for	 vertical	programmes	which	 form	 the	bulk	of	
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their	support).	In	terms	of	achieving	equity	and	financial	protection,	where	
this	funding	is	expected	to	align	with	government	planning,	budgeting	and	
accounting	processes,	this	remains	a	major	area	of	concern	(56,	57).	

Furthermore,	the	persistent	use	of	mechanisms	that	work	outside	central	
budget	processes,	government	systems	and	reporting	lines,	which	flow	from	
the	 implementing	body	to	 the	donor	agency,	creates	 significant	hurdles	 to	
domestic	oversight	and	scrutiny.	Attempts	to	resolve	poor	information	flows	
with	wider	groups	of	stakeholders	participating	in	accountability	mechanisms	
in	the	health	sector	have	led	to	the	Ugandan	Ministry	of	Finance,	Planning	
and	Economic	Development	(MoFPED)	establishing	a	Budget	Monitoring	
and	 Accountability	 Unit	 to	 monitor	 government	 and	 donor-supported	
projects	 in	a	number	of	sectors.	Reports	are	circulated	to	the	government,	
parliamentarians,	 the	 Auditor-General	 and	 the	 Inspector-General	 of	
Government	(IGG).	However,	 information	flows	between	citizens	and	the	
government	(and	donors)	need	to	be	improved.

Innovation	in	the	way	in	which	other	providers	in	the	market	are	engaged	
by	 the	 government	 will	 contribute	 significantly	 to	 coverage	 and	 equity.	
Fostering	private-public	partnerships	and	subsidies	for	the	private	providers	
should	definitely	be	a	strategy	to	build	on.

Governance to ensure quality

Given	 the	 plethora	 of	 service	 providers	 in	Uganda,	 intentional	 oversight,	
standards	and	regulatory	capacity	will	be	critical	for	the	UHC	agenda.	The	
fundamentals	 of	 quality	 need	 to	 run	 consistently	 from	 the	 way	 in	 which	
standard	treatment	guidelines	are	developed,	disseminated	and	adhered	to,	
to	 the	way	 in	which	 training	 institutions	prepare	 the	health	workforce,	 to	
the	way	in	which	facilities	are	licensed	and	monitored,	to	the	pharmaceutical	
companies	which	 supply	vital	 technologies,	 and	 to	 systems	which	are	able	
to	swiftly	detect	and	address	risks	such	as	epidemics	and	adverse	treatment	
outcomes.	This	highlights	the	overriding	need	to	strengthen	all	institutions	
that	are	tasked	with	the	governance	function	of	oversight.	The	government	
should	recognise	that	good	governance	comes	at	a	cost	and	invest	adequately	
in	building	the	capacity	for	good	governance.	Besides,	the	government	should	
ensure	that	governance	structures	such	as	hospital	boards,	health	assemblies,	
district	review/planning	meetings	and	facility	committees	run	smoothly	and	
that	 robust	 tools	 such	as	guidelines	 for	establishing	these	organs	and	tools	
for	 exacting	 accountability	 exist.	 Alongside	 strengthened	 capacity,	 health	
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professional	bodies	and	other	designated	regulatory	institutions	need	to	be	
better	resourced	so	that	they	can	perform	their	professional	role	better	as	well	
as	be	in	a	position	to	manage	the	mushrooming	private	and	informal	sectors.

Finally,	communities,	consumers	and	clients	should	be	empowered	and	
supported	to	hold	government	and	its	designated	institutions	accountable.	
By	working	through	different	platforms,	they	should	be	made	aware	of	their	
rights,	roles	and	responsibilities	in	the	production	of	health.	The	role	of	the	
education	sector	and	the	media	will	be	critical	in	this	regard.

In	 summary,	 the	 strengthening	 of	 health	 governance	 in	Uganda	with	
a	view	 to	achieving	UHC	will	depend	primarily	on	 the	way	 in	which	 the	
state	 re-establishes	 its	 superior	 role	 in	designing	and	 implementing	UHC-
“friendly”	policies	and	strategies,	coordinating	and	supporting	all	governance	
institutions	 and	 ensuring	 the	 enforcement	 of	 existing	 regulations	 and	
strategies	through	its	designated	institutions.	
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