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The Right to Health in Uganda:  
Implications and Practical Steps to Achieving 
Universal Health Coverage
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Suzanne N Kiwanuka

Key Messages 

•	 Universal	health	coverage	has	been	promoted	as	practical	expression	
of	the	right	to	health.

•	 Progress	 has	 been	 achieved	 with	 regard	 to	 the	 legal	 mandates	 of	
the	 right	 to	 health	 (RTH)	 in	Uganda	 in	 terms	 of	 establishing:	 a)	
a	 minimum	 core	 obligation;	 b)	 progressive	 realisation;	 c)	 cost-
effectiveness;	 d)	 shared	 responsibility;	 e)	 participatory	 decision-
making;	and	f )	prioritising	vulnerable	or	marginalised	groups.

•	 The	 Government	 of	 Uganda	 should	 make	 the	 right	 to	 health	 a	
claimable	right	and	legally	enforceable	for	the	realisation	of	UHC.	
The	capacity	of	government	and	support	from	international	partners	
should	be	taken	into	account	to	ensure	that	expectations	are	realistic.	

•	 The	right	to	health	should	not	be	interpreted	merely	as	the	right	to	
health	care	because	it	most	certainly	extends	beyond	health	service	
provision.	

•	 Furthermore,	although	the	right	to	health	is	universal,	it	should	be	
contextualised	to	achievable	targets	in	each	setting	with	measurable	
goals	to	be	realised	within	the	available	resources	and	time.

 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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•	 Rights	are	not	absolute	and	the	right	to	health	does	not	mean	the	
right	to	being	healthy;	therefore	citizens	must	take	responsibility	to	
live	healthier	and	more	productive	lives.

•	 Mechanisms	 for	 citizen	 voice,	 participation,	 engagement	 and	
accountability	 should	 be	 strengthened	 to	 ensure	 equity	 and	
effectiveness	for	achieving	UHC.

•	 UHC	efforts	plans,	interventions	and	reforms	that	do	not	prioritise	
the	poor	undermine	the	realisation	of	the	right	to	health.	

Introduction

According	 to	 the	 World	 Health	 Organisation	 (WHO),	 universal	 health	
coverage	(UHC)	is	the	umbrella	concept	for	organising	efforts	towards	the	
health	 goal	 of	 the	 Sustainable	Development	Goals	 (SGDs).	 According	 to	
WHO),	 “UHC	 is,	by	definition,	 a	practical	 expression	of	 the	 concern	 for	
health	 equity	 and	 the	 right	 to	 health”	 (2).	UHC	advances	 the	 aspirations	
in	the	WHO	constitution	that	all	people	should	attain	the	highest	possible	
standards	 of	 health	 as	 a	 fundamental	 human	 right	 (3).	 The	 concept	 also	
advances	 the	 linkages	 between	 the	 right	 to	 health	 and	 the	 objective	 of	
health	made	explicit	by	the	Alma-Ata	Declaration	of	1978,	which	could	be	
considered	the	initial	practical	steps	for	UHC	globally(4).	The	Primary	Health	
Care	(PHC)	concept	implied	the	first	citizens’	contact	with	the	health	care	
systems	and	focuses	on	the	principles	of	equity,	accessibility	and	quality	of	
care	to	promote	people’s	health	and	well-being.	The	principle	of	equity	posits	
that	everyone	should	be	reached	with	services,	which	are	clearly	defined	in	
the	right	to	health	where	services	are	available	and	accessed	by	others.	

In	 designing	 strategies	 to	 advance	 UHC,	 decision-makers	 should	
recognise	that	this	task	is	not	just	a	technical	exercise,	but	should	be	premised	
on	human	rights	and	equity	principles	(5).	Reform	efforts	must	consider	the	
expectations	 and	obligations	 specified	 in	 the	 International	Convention	on	
Human	Rights	to	which	most	countries	are	signatories	(6).	The	International	
Covenant	 on	Economic,	 Social	 and	Cultural	Rights	 (ICESCR)	 (7)	 states:	
“Everyone	has	the	right	to	a	standard	of	living	adequate	for	the	health	and	
well-being	of	himself	and	of	his	family,	including	food,	clothing,	housing	and	
medical	care	and	necessary	social	services,	and	the	right	to	security	in	the	event	
of	unemployment,	sickness,	disability,	widowhood,	old	age	or	other	lack	of	
livelihood	in	circumstances	beyond	his	control.”		The	United	Nations,	while	
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adopting	a	unanimous	resolution	on	UHC,	reaffirmed	these	fundamentals	
and	 highlighted	 several	 issues	 such	 as	 low	 levels	 of	 coverage,	 inadequate	
access	to	medicines	and	impoverishing	health	expenditures	as	constraints	to	
attainment	 of	 these	 fundamental	 rights(8).	The	 same	UN	assembly	 urged	
all	 countries	 to	work	 towards	UHC	 considering	 that	 “UHC	 implies	 that	
all	people	have	access,	without	discrimination,	to	nationally	determined	sets	
of	the	needed	promotive,	preventive,	curative	and	rehabilitative	basic	health	
services	and	essential,	safe,	affordable,	effective	and	quality	medicines,	while	
ensuring	that	the	use	of	these	services	does	not	expose	the	users	to	financial	
hardship,	with	a	special	emphasis	on	the	poor,	vulnerable	and	marginalised	
segments	of	the	population	(8).”		

This	chapter	examines	what	Uganda	has	done	to	ensure	that	the	right	
to	health	is	fulfilled	and	the	lessons	and	implication	thereof	for	the	universal	
health	coverage	agenda.	The	next	section	describes	the	framework	that	guides	
this	work,	 followed	by	 the	 assessment	findings,	 discussion	of	 implications	
and,	finally,	the	recommendations.

What has Uganda done to fulfil the right to health?

The principles that underpin the expression of right to health in UHC 
efforts.

Sridhar	 and	 colleagues	 (9)	 derived	 from	 the	General	Comment	14	of	 the	
Committee	on	Economic,	Social,	and	Cultural	Rights,	which	is	tasked	with	
monitoring	 compliance	 with	 the	 International	 Covenant	 on	 Economic,	
Social,	 and	 Cultural	 Rights	 six	 key	 legal	 principles	 that	 should	 underpin	
UHC	efforts	based	on	the	right	to	health	perspective.	These	are:	a)	minimum	
core	 obligation;	 b)	 progressive	 realisation;	 c)	 cost-effectiveness;	 d)	 shared	
responsibility;	e)	participatory	decision-making;	and	f )	prioritising	vulnerable	
or	marginalised	groups.		These	are	elaborated	below:

a) Minimum core obligation:	 Irrespective	of	 its	 economic	 status,	 every	
country	should	offer	a	minimum	core	set	of	provisions	that	include	the	
following	obligations:	 	 i)	ensuring	access	to	health	services	and	goods	
in	a	non-discriminatory	manner	particularly	to	the	most	vulnerable;	ii)	
provision	of	essential	drugs	as	 specified	by	WHO;	 iii)	distribution	of	
health	facilities,	goods	and	services	in	an	equitable	manner	iv)	adopting	
and	 implementing	 a	 sound	 national	 health	 strategy	 informed	 by	
epidemiological	evidence	to	address	concerns	for	the	whole	population.	
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Access	 has	 four	 dimensions,	 namely:	 non-discrimination,	 physical	
accessibility,	 financial	 accessibility	 (affordability)	 and	 information	
accessibility.

b) Progressive realisation:	Countries	should	avoid	retrogressive	policies.	
They	have	to	aspire	to	become	better	 than	the	present	and	have	 legal	
obligations	to	move	beyond	the	core	set	of	provisions	considered	as	the	
universal	floor.

c) Cost effectiveness	of	interventions	to	maximise	benefits	from	available	
resources.	Countries	are	obliged	to	avoid	expensive	 interventions	that	
benefit	 a	 few	 but	 consider	 low-cost	 interventions	 that	 benefit	 the	
majority.

d) Shared responsibility	 among	 states	 implies	 that	 rich	 countries	 are	
obliged	 to	 individually	 or,	 as	 part	 of	 international	 assistance	 and	
cooperation,	 provide	 financial	 and	 technical	 assistance	 to	 the	 poorer	
counterparts	 to	maximise	 the	 use	 of	 available	 resources	 as	 prescribed	
by	Article	2(1)of	the	International	Covenant	on	Economic,	Social	and	
Cultural	Rights.

e) Participatory decision making: This	 is	 imperative	 for	 participatory	
decision-making.	The	mandatory	national	 health	 strategies	 and	plans	
for	action	must	be	developed	and	implemented	in	a	participatory,	non-
discriminatory	and	transparent	manner.	Expressed	priorities	should	be	
considered	in	addition	to	epidemiological	evidence.

f ) Prioritising the marginalised and vulnerable:	 Explicit	 attention	
should	be	made	to	the	needs	of	the	marginalised	and	vulnerable.	The	
health	 plans	 and	 monitoring	 systems	 should	 address	 the	 needs	 of	
vulnerable	groups	in	a	meaning	way.	The	benefit	package	should	include	
needs	of	the	vulnerable	even	if	not	cost-effective.

In	the	subsequent	sections	these	principles	are	used	to	critique		the	extent	to	
which	the	right	to	health	has	been	implemented	in	Uganda.
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Assessment of Uganda’s progress in the realisation of the right to 
health

a) Commitment to core minimum obligations

The	right	to	health	emphasises	the	prominence	of	the	government’s	obligation	
to	provide	a	core	minimum	package,	especially	with	regard	to	access	to	health	
goods,	 facilities	 and	 services.	The	Government	 of	Uganda	 has	made	 both	
legal	commitments	and	established	practical	steps	to	fulfil	this	mandate.	

i) Commitments expressed in legal and national planning frame-
works

In	 the	Constitution	of	 the	Republic	of	Uganda	of	1995,	 the	Government	
pledges	to	take	all	practical	measures	to	ensure	the	provision	of	basic	medical	
services	to	the	population.	It	also	provides	for	a	clean	and	healthy	environment	
in	Article	39	(10).	

The	current	government	efforts	to	progressively	realise	the	right	to	health	
in	Uganda	 are	 guided	 by	 the	National	Health	 Policy	 II	 (NHP,	 2010/11-
2019/20),	the	Health	Sector	Development	Plan	(HSDP)		and	previously	the	
Health	Sector	Strategic	and	Investment	Plan	(HSSIP,	2010/11-2014/15),	all	
of	which	prioritised	the	implementation	of	the	Uganda	National	Minimum	
Health	Care	Package	(UNMHCP),	which	is	in	line	with	the	aspirations	of	
universal	health	coverage	(11).	The	HSDP	adopts	a	‘client-centred’	approach	
that	 takes	 into	 consideration	 the	 supply	 and	 demand	 sides	 of	 health-care	
delivery	while	adhering	to	the	right	to	health	principles	of	equity,	participation	
and	accountability,	among	others.

The	Ministry	of	Health	(MoH)	also	adopted	the	Patients’	Charter	as	a	
policy	framework,	which	spells	out	the	rights	and	responsibilities	of	citizens	
and	entitlements	 supporting	 the	Rights-Based	Approach	(RBA)	 to	achieve	
the	provision	of	universal	access	to	health	care	in	Uganda	(12).	It	is	aimed	
at	strengthening	the	relationship	and	engagement	between	service	providers	
and	 users	 and	 it	 provides	mechanisms	 for	 feedback	 and	 redress	 to	 enable	
citizens’	ownership	of	the	health	care.	

Uganda	is	also	signatory	to	international	conventions	on	human	rights	
which	have	a	bearing	on	health	rights	and	the	right	to	health	as	enshrined	in	
the	WHO	constitution	1948.These	conventions	 include:	 the	International	
Covenant	 on	 Economic,	 Social	 and	 Cultural	 Rights	 (ICESCR),	 the	
Convention	 on	 the	 Elimination	 of	 All	 Forms	 of	 Discrimination	 against	
Women	(CEDAW),	the	Convention	on	the	Rights	of	the	Child	(CRC)	and	
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the	African	Charter	on	Human	and	Peoples’	Rights	(ACHPR).	International	
commitments	 to	 human	 rights,	 including	 the	 right	 to	 health,	 provide	 a	
guiding	 framework	 for	 legislation,	 policies	 and	 programming	 at	 national	
level	to	which	Uganda	is	on	track	to	make	legitimate	the	right	to	health.

Despite	 all	 the	 above	 commitments,	 Uganda	 still	 falls	 short	 of	
guaranteeing	 an	 adequate	 standard	 of	 health	 for	 its	 citizens.	 Uganda’s	
legislation	does	not	explicitly	provide	for	the	right	to	health.		The	Constitution	
(Art.	50)	empowers	any	person	who	claims	that	a	fundamental	or	other	right	
or	freedom	has	been	infringed	or	threatened	to	apply	to	a	competent	court	
for	redress	(10).	However,	there	are	limitations	on	the	extent	to	which	the	
State	can	be	held	liable	for	failing	to	protect	and	fulfil	the	right	to	health.	
Moreover,	 the	 Constitution	 confers	 the	 right	 to	 health	 without	 adequate	
reference	to	the	obligations	of	the	State	in	fulfilling	it.	

ii) Commitment to minimum package of services
The	right	to	health	entails	a	right	to	health	care	services	that	responds	to	the	
priority	needs	of	people,	which	may	or	may	not	be	the	priorities	identified	
by	the	international	community,	depending	on	the	context.	In	addition,	the	
right	 to	health	 requires	 that	 these	 services	 be	Accessible,	Available,	 locally	
Acceptable	and	of	Quality	 (AAAQ	(13).	Over	 the	years,	 efforts	have	been	
made	to	make	this	a	reality	in	Uganda	albeit	with	several	challenges.

In	 Uganda,	 the	 UMHCP	 translates	 into	 the	 core	 package	 of	 health	
services	 and	 is	 clustered	 under	 four	 components:	 (a)	 Health	 promotion,	
disease	prevention	and	community	health	initiative;	(b)	Maternal	and	child	
health;	 (c)	 Control	 of	 communicable	 diseases;	 and	 (d)	 Control	 of	 non-
communicable	diseases	(12).	However,	the	UMHCP	has	performed	poorly	
because	of	chronic	underfunding,	 increased	out-of-pocket	expenditure	(37	
per	cent)	and	donor	dependence	(14).	In	addition,	access	to	health	services	
in	Uganda	is	still	limited	by	geographical	factors,	financial	limitations	for	the	
poor	and	 inadequate	human	resources.	The	gap	between	 the	 required	and	
available	funds	to	fulfil	this	package	is	very	wide;	therefore,	it	affects	service	
delivery.	

To	 enhance	 physical	 accessibility,	 progressively	 the	 population	 living	
with	a	radius	of	5	km	from	a	health	facility	increased	but	later	stagnated	at	
about	72	per	cent(11).	There	are	disparities	in	geographical	terms,	with	most	
hospitals,	pharmacies	and	diagnostic	centres	found	in	urban	settings,	mostly	
Kampala	 city	 (15).	On	 a	 positive	 note,	 the	 government	has	 leveraged	 the	
private	not-for-profit	(PNFPs)	sub-sector	in	some	hard-to-reach	settings	to	
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expand	physical	access	(16).	The	accessibility	agenda	is	further	constrained	
by	shortages	in	drug	supplies,	technologies	and	diagnostics	(Chapter	13)	and	
human	resources	for	health	(Chapter	12).

Evidence	shows	that	citizens’	contribution	to	health	care	can	undermine	
the	 realisation	 of	 the	 right	 to	 health.	 In	Uganda	 health	 services	 at	 public	
facilities	were	made	 free	 following	 the	abolition	of	user	 fees	 in	2001	(17).	
This	 policy	 led	 to	 an	 increase	 in	 service	 utilisation	 although	 the	 benefits	
were	 not	 sustained	 over	 time	 (18).	 As	 noted	 in	 the	 chapter	 on	 resources	
mobilisation,	government	spending	on	health	has	 lagged	behind	the	other	
sources	of	health	financing	namely	donor	aid	and	household	out-of-pocket	
expenditures.	Similarly,	Uganda	has	a	pluralistic	health	 system	comprising	
both	 the	 public	 and	 the	 private	 sectors.	 As	Ugandans	 shop	 for	 care	 from	
non-public	facilities,	they	are	exposed	to	out-of-pocket	expenditures	which	
may	 sometimes	be	 catastrophic	 to	 the	households	or	 the	health	 facility	 in	
case	the	clients	cannot	pay	(19).	The	government	has	also	provided	resource	
contributions	in	the	form	of	primary	health	care	grants,	drug	credit	lines,	staff	
secondments	to	the	PNFPs	to	help	offset	the	costs	of	provision	of	services	
in	 this	 sector,	 contribute	 to	 reduction	of	user	 fees	 and,	ultimately,	 lead	 to	
financial	 accessibility.	However,	 due	 to	 stagnation	 in	 government	 support	
and	the	rising	cost	of	service	provision,	the	value	of	government	support	has	
reduced,	thus	undermining	the	reduction	in	user	fees.	Furthermore,	exposure	
to	 catastrophic	 health	 expenditures	 disproportionately	 affects	 the	 poorer	
segments	of	the	population	(20).

iii) Addressing determinants of health
According	 to	 the	 Committee	 on	 Economic,	 Social	 and	 Cultural	 Rights:	
“The	right	to	health	is	closely	related	to	and	dependent	upon	the	realisation	
of	 other	 human	 rights,	 as	 contained	 in	 the	 International	 Bill	 of	 Rights,	
including	the	rights	to	food,	housing,	work,	education,	human	dignity,	life,	
non-discrimination,	equality,	the	prohibition	against	torture,	privacy,	access	
to	 information,	and	the	freedoms	of	association,	assembly	and	movement.	
These	 and	 other	 rights	 and	 freedoms	 address	 integral	 components	 of	 the	
right	to	health”	(7).	According	to	Fried	and	Associates,	efforts	to	realise	rights	
necessarily	extend	beyond	services	and	commodities	and	draws	attention	to	
other	 social	determinants	of	health,	 including	education,	 trade,	water	 and	
sanitation,	 vector	 abatement	 and	 tobacco	 control,	 notwithstanding	 non-
discrimination	within	the	health	system	(21).		A	framework	for	monitoring	
health	system	outcomes	that	will	identify	gaps	due	to	discrimination	should	
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be	 designed	 basing	 on	 coverage	 and	 other	 factors	 outside	 the	 health	 care	
system	(22).	

The	second	objective	of	the	Uganda	Health	Sector	Development	Plan	
articulates	commitment	 to	address	 social,	 economic	determinant	of	health	
(11).	 It	 advocates	multi-sectoral	 collaboration	and	operation	of	 the	health	
services	in	all	policy	strategies.	This	is	an	important	step	towards	government-
wide	 efforts	 to	 achieve	UHC	objectives.	The	 realisation	 of	 the	 direct	 and	
indirect	linkages	between	health	and	other	SGDs	(23)	provides	a	springboard	
to	institutionalise	government-wide	efforts	for	health	improvements	towards	
achieving	national	development.	Therefore,	progressive	realisation	should	go	
beyond	the	health	care	system	and	address	the	underlying	determinants	of	
health	and		shape	the	agenda	for		UHC	which	aims	at	providing	access	to	
quality,	 safe	and	affordable	essential	health	care	without	suffering	financial	
hardship	when	paying	for	services	(2).	

b) Progressive realisation and national capacity

The	right	 to	health	 is	 the	 enjoyment	of	 the	highest	 attainable	 standard	of	
health	as	one	of	the	fundamental	rights	of	every	human	being	without	being	
discriminated	against.	It	is	an	obligation	by	the	state	to	progressively	realise	the	
right	to	health	as	recommended	by	the	International	Covenant	on	Economic	
Social	 and	 Cultural	 Rights	 (ICESCR)	 and	 the	 Sustainable	 Development	
Goals	(24).	There	is,	however,	a	caveat	on	this	ideal	as	its	realisation	should	
depend	on	the	capacity	of	the	nation	to	deliver	(7,	9,	25).		This	brings	to	the	
fore	the	concept	of	progressive	realisation	of	the	right	to	health	within	the	
contexts	of	different	countries	and	the	issues	of	non-discrimination	in	health	
care	delivery.	There	is	a	call	to	avoid	retrogressive	policies	and	commitment	
to	go	beyond	the	minimum	core.

In	Uganda,	the	commitment	to	the	progressive	realisation	of	the	RHT	
is	explicit	in	the	constitution	and	policy	and	planning	documents.	However,	
more	 still	 needs	 to	 be	 done.	 For	 example,	 according	 to	 the	 International	
Labour	 Organisation,	 Uganda	 is	 yet	 to	 ratify	 59	 international	 legal	
instruments,	11	of	which	could	improve	her	readiness	to	fast-track	realisation	
of	the	RTH	and	UHC.	The	declining	trend	in	the	proportion	of	government	
budgetary	allocations	to	the	health	sector	has	been	cited	as	an	indicator	of	
retrogressive	policy	(see	the	chapter	on	resource	mobilisation).		This	approach	
demonstrates	the	narrow	focus	on	health	as	being	the	sole	responsibility	of	
the	heath	sector	and	undermines	the	multi-sectoral	efforts	and	investments	
in	determinants	of	health.	
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UHC	entails	progressive	expansion	in	the	population	being	covered,	the	
service	packages	being	provided	and	the	proportion	of	health	care	costs	covered	
by	prepayment	mechanisms	(26).	In	view	of	this,	a	renewed	commitment	and	
accelerated	progress	towards	UHC	should	uphold	the	principle	that	everyone	
receives	needed	health	 services	without	financial	 hardship	 in	 a	 progressive	
manner,	 hence	 nuancing	 expectations.	 This	 principle	 is	 also	 expected	 to	
guide	sector	reforms,	such	as	the	establishment	of	national	health	insurance,	
to	ensure	the	availability	of	a	road	map	to	progressively	expand	population	
coverage	and	service	packages.	

c) Cost-effectiveness of health care services in Uganda

In	Uganda,	75	per	cent	of	 the	disease	burden	 is	preventable	and	yet	 there	
is	 high	 expenditure	 on	 the	 medicines,	 which	 turns	 the	 focus	 to	 cure	 as	
opposed	to	prevention(14).	It	is	not	acceptable	that	some	members	of	society	
should	 face	death,	disability,	 ill-health	or	 impoverishment	 for	 reasons	 that	
could	be	addressed	at	limited	cost.	This	is	an	area	where	evidence	should	be	
generated	to	guide	the	design	of	a	cost-effective	benefit	package.	The	chapter	
on	 purchasing	 (10)	 elaborates	 the	 challenges	 of	 the	 rising	 cost	 of	 service	
provision,	such	as	technologies,	without	necessarily	benefiting	the	majority	
of	Ugandans.	The	chapter	also	highlights	the	drivers	of	inefficiencies	in	the	
Uganda	sector	such	as	corruption,	absenteeism	and	poor	supply	systems	that	
require	attention	towards	UHC.

d) Shared responsibility

The	 principle	 of	 shared	 responsibility	 obliges	 high-income	 countries	 to	
support	low-income	nations.	As	demonstrated	in	several	chapters	in	this	book	
(for	example,	those	on	resource	mobilisation,	globalisation	and	governance),	
Uganda	has	received	much	support	in	the	form	of	Development	Assistance	
for	Health	(DAH).	The	financial	and	technical	assistance	has	come,	though,	
with	 constraints	 of	 earmarking,	 unpredictability,	 off-budget	 programming	
and	mal-alignment	with	national	priorities	(27).	This	implies	that	as	high-
income	 countries	 individually	 or,	 as	 part	 of	 international	 assistance	 and	
cooperation,	 provide	 financial	 and	 technical	 assistance	 to	 Uganda,	 efforts	
must	be	made	to	maximise	the	allocation	of	local	resources.	The	principle	of	
shared	responsibility	also	implies	the	need	for	a	country	to	avoid	actions	that	
may	harm	other	countries	or	the	attainment	of	the	right	to	health	in	other	
countries.	This	is	could	be	translated	at	national	level	such	that	sub-national	
units	like	districts	proactively	avoid	actions	that	would	undermine	the	rights	
of	other	Ugandans	in	other	geographies.	



105Chapter 5: The Right to Health

e) Participatory decision-making 

Governance	is	central	to	facilitating	the	right	to	health	and	UHC.	Political	
commitments	influence	health	financing	and	accountability	and	also	enhance	
citizen	capacities	to	participate	in	achieving	health	for	all.	Aspects	related	to	
this	are	elaborated	below:

i) Citizen participation for UHC
Citizen	participation	 is	a	major	component	of	governance	and	an	 integral	
part	 of	 programme	 design	 (28).	 Citizen	 participation	 is	 a	 process	 which	
provides	 private	 individuals	 and	 constituencies	 with	 an	 opportunity	 to	
inform	and	influence	public	decisions	and	actions	pertaining	to	their	health	
and	well-being	(29).	The	process	fosters	power	in	people	for	use	in	their	own	
lives,	their	communities	and	their	society,	by	acting	on	issues	they	define	as	
important.	It	facilitates	disadvantaged	groups	to	gain	power	and	exert	greater	
influence	over	those	who	control	access	to	key	resources	(30).	It	enhances	the	
capacity	of	people	to	ensure	that	they	take	control	of	their	own	resources	and	
actions	that	impact	their	lives	in	achieving	the	highest	attainable	quality	of	
life	as	defined	by	WHO.		

In	Uganda,	there	has	been	increasing	recognition	of	the	role	of	citizen	
engagement	in	the	development	process.	The	Constitution	of	the	Republic	
of	 Uganda	 guarantees	 freedom	 of	 association,	 including	 the	 freedom	 to	
form	and	 join	 associations	or	unions	 (Art.29)	 and	 the	 right	 to	participate	
in	 peaceful	 activities	 to	 influence	 the	 policies	 of	 the	 government	 through	
civic	organisations	(Art.38).	Participation	is	often	used	to	mean	mobilising	
communities	to	utilise	health	services	and	is	usually	measured	by	numbers	
in	attendance.	As	a	result,	a	small	privileged	group	has	usurped	the	power	
of	the	citizens,	which	is	contrary	to	Article	38	of	the	1995	Constitution	of	
Uganda,	which	states	that	citizens	have	a	right	to	participate	in	government	
activities	 either	 as	 individuals,	 including	 technocrats,	 opinion	 leaders	 and	
politicians,	collectively	or	through	representation	by	local	leaders	(10).	This	
implies	that	citizens	should	demand	and	monitor	the	quality	of	services	and	
value	addition	and	also	hold	service	providers	and	policy	makers	to	account.	

Currently	 there	 is	 untapped	 potential	 among	 the	 citizens	 for	
operationalising	the	right	to	health	and	achieving	UHC.	Although	policies	
such	as	the	Patients’	Charter	and	spaces/fora	for	participation	exist,	such	as	the	
VHT,	HUMCS	and	local	councils,	still	citizens	do	not	know	their	rights	and	
capacity	has	not	been	built	for	them	to	participate	effectively.	The	available	
space	 promotes	 access	 rather	 than	 understanding	 and	 claiming	 rights	 and	



106 Universal Health Coverage  in Uganda- Part II

holding	duty	bearers	accountable.	Politics	has	been	a	de-incentive	to	citizens	
and	power.	For	example,	the	presidential	pronouncement		which	abolished	
the	user	fees	and	created	docile	citizens	–	a	pseudo-welfare	state	(false	hope).	
Citizens	have	increasingly	abdicated	their	responsibilities	to	the	state,	yet	the	
Decentralisation	Policy	Strategic	Framework	(31)	recognises	the	central	role	
of	NGOs	in	the	implementation	of	the	decentralisation	policy	(adopted	in	
1992)	and	thus	emphasises	the	partnership	principle	(32):

Mobilisation	of	public	opinion	and	citizen	participation	in	contested	
spaces	 has	 created	 controversy	 within	 the	 participatory	 paradigm.	
Where	 there	 is	 no	 consensus,	 mobilisation	 can	 take	 the	 form	 of	
contestation.	Contestation	in	public	spaces	usually	courts	controversy	
or	 protestation.	 Constitutions	 and	 attendant	 policy	 and	 regulatory	
frameworks	have	sought	to	incorporate	public	opinion	on	issues	that	
affect	public	affairs.

For	effective	participation,	citizens	must	be	equipped	with	timely,	relevant	
and	 quality	 information	 to	 empower	 them	 to	 make	 informed	 input	 into	
all	 the	 processes.	Marginalised	 populations	 are	 not	 institutionally	 reached	
in	 priority-setting	 and	 decision-making,	 limiting	 their	 voices	 to	 be	 heard	
and	 thus	 denying	 them	 participation.	 To	 sustain	 the	 UHC	 agenda	 it	 is	
crucial	that	citizen	participation	is	embraced	by	all	stakeholders;	this	would	
improve	the	capacity	of	citizens	and	expand	spaces	for	effective	and	inclusive	
participation.	This	would	reduce	wastage,	promote	quality	and	ensure	that	
services	are	relevant	and	meet	the	needs	of	the	citizens,	which	is	in	line	with	
the	rights-based	approach	and	aspirations	of	UHC.

ii) Citizens’ entitlements and responsibilities
The	rights	are	not	absolute:	the	right	to	health	does	not	mean	the	right	to	
being	healthy.	As	such,	citizens	must	ensure	that	they	live	healthier	and	more	
productive	lives.

The	 right	 to	health	 is	 about	 entitlements,	 the	 freedom	 to	 choose	 and	
the	responsibility	of	citizens.	Entitlement	is	a	provision	made	in	accordance	
with	 the	 legal	 framework.	 Countries	 are	 also	 bound	 by	 the	 international	
commitments,	 such	 as	 universal	 declarations,	 for	 instance	 the	 Abuja	
Declaration	in	which	15	per	cent	of	the	national	budget	should	be	marked	
for	health.	Entitlements	make	 it	obligatory	 for	 the	 state	 to	provide	health	
care	and	thus	citizens	need	to	know	the	state	commitments	and	claim	them.	
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Attainment	of	 the	 right	 to	health	 should	 embrace	 citizens’	 responsibilities	
for	their	own	health	and	well-being	(33).	Responsibilities	of	citizens	require	
that	they	are	empowered	with	information	to	prevent	diseases,	promote	well-
being	and	utilise	available	services	such	as	family	planning,	use	of	mosquito	
nets	and	immunisation.	This	can	be	enhanced	through	general	cleaning	of	
growth	 centres	 and	 zones/villages	 (Bulungi bwansi),	 saving	 initiatives	 for	
solving	local	health	problems.		

The	adoption	of	the	Patients	Charter	by	MoH	in	2009	was	a	deliberate	
attempt	 by	 the	 government	 to	 provide	 a	 framework	 for	 its	 citizens	 to	
exercise	 responsibility	 and	 make	 appropriate	 choices	 that	 promote	 their	
health	 and	well-being.	Citizens	 also	 have	 a	 responsibility	 to	monitor	 and	
promote	accountability	for	the	services	provided	and	uphold	the	principles	
of	 human	 dignity,	 equality	 and	 equity	 at	 all	 levels	 (34).	 Meaningful	 and	
effective	participation	of	beneficiaries	in	policy	and	programme	development	
is	central	to	ensuring	voice	and	accountability	(35).	Citizens’	responsibilities	
would	require	that	they	are	empowered	with	information	to	prevent	diseases,	
promote	well-being	and	utilise	available	services	such	as	family	planning,	the	
use	of	mosquito	nets	and	immunisation	against	which	their	responsibility	is	
measured	at	both	individual	and	community	levels.

iii) Voice and accountability
Freedoms	and	choices	require	that	citizens	make	responsible	decisions	and	be	
accountable	for	the	outcomes	of	their	voices.	Voice	is	the	ability	of	citizens	to	
express	their	preferences	and	to	be	heard	by	the	state(36).	However,	citizens’	
voices	 are	 not	 homogeneous,	 and	 sometimes	 more	 powerful	 voices	 and	
opinions	can	crowd	out	those	of	excluded	or	marginal	groups	(37).

The	creation	of	formal	mechanisms	for	voice	and	accountability	can	be	
effective	in	opening	up	space	for	citizen-state	accountability	and	improving	
service	responsiveness	(38).		For	the	different	contexts,	the	claim	for	the	right	to	
health,	the	post-2015	health	agenda	must	specify	how	citizens	will	participate	
in	the	decision-making	processes	surrounding	their	health	services	and	their	
physical	and	social	environments	(2).	One	of	the	fundamental	components	
of	 the	 right	 to	 health	 is	 citizen	 empowerment	 and	 the	 establishment	 of	
mechanisms	 that	 allow	 for	 citizen	 participation	 in	 decision-making	 on	
their	 health	 and	 service	 delivery,	 discern	 good	 quality	 care,	 and	 demand	
accountability	from	providers	of	care	(39).	Empowerment	means	that	people	
and	 communities	 have	 both	 the	 opportunity	 and	 capability	 to	 participate	
effectively	 in	 the	 social,	 economic	 and	political	 spheres.	 In	 the	 context	 of	
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decentralisation,	 empowerment	 thus	 refers	 to	 increasing	 the	 quantity	 and	
quality	of	opportunities	to	participate	in	local	governance	and	local	service	
delivery;	in	addition,	it	implies	a	special	emphasis	on	redressing	inequities	in	
voice	and	choice.

iv) Potential of legal means to enforce the right to health
Using	laws	is	an	important	mechanism	to	enforce	government	obligations	and	
citizens’	responsibilities.	For	example,	citizens	may	reject	governmentprovided	
mosquitoes	 nets	 and	 government	 may	 not	 enforce	 this	 fully.	 The	 legal	
instruments	should	help	the	government	to	coax	individuals	to	avoid	actions	
that	generate	negative	externalities	to	society.	Legal	opportunities	also	exist	
for	citizens	to	seek	redress	in	case	their	right	to	health	is	not	acted	upon	by	
responsible	duty	bearers.	Box	5.1	below	is	an	illustration	of	an	empowered	
citizen	who	won	the	civil	case	against	Mulago	Hospital.

Text Box 5.1: Medical legal approach to advancing health rights

In Watsemwa & anor v Attorney general (CS NO. 675 OF 2006) (2006) 
UGHCCD 16 (20 February 2015). Watsemwa,	 mother	 to	 baby	 David	
Gosetline	 sued	 Mulago	 Hospital	 for	 negligently	 handling	 her	 delivery	
where	 her	 son’s	 brain	 was	 irreversibly	 damaged,	 after	 which	 he	 was	
diagnosed	with	severe	asphyxia.	This	was	due	to	delays	of	40	to	50	minutes	
and	non-supervision	when	it	was	realised	that	a	cord	had	prolapsed.	She	
was	taken	to	the	theatre	for	operation	as	a	result.	Judge	Elizabeth	Musoke	
in	her	judgment	on	the	20/02/2015	awarded	the	plaintiffs	the	sum	of	Shs.	
450,000,000=	 (Uganda	 shillings	 four	 hundred	 fifty	million	 only)	 as	 an	
appropriate	award	for	the	pain,	suffering	and	loss	of	amenities	for	the	baby,	
while	awarding	Shs.	50	million	for	the	pain	and	suffering	of	the	mother.

Source: Author analysis

Civil	society	organisations	(CSOs)	also	set	a	precedent	on	the	right	to	health	
through	Petition	16	that	compelled	the	government	to	provide	essential	and	
quality	maternal	health	services	to	Ugandans	and	compensate	maternal	death	
victims.	Other	 advocacy	 efforts	 included	 petitions	 for	 budget	 reallocation	
of	39.2	billion	 for	 recruitment	and	the	enhancement	of	 salaries	 for	health	
workers,	 where	 over	 5,000	 health	 workers	 were	 recruited	 and	 salaries	
enhanced	for	doctors	at		HCIVs	(40).
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f ) Prioritising the vulnerable and marginalised

The	Constitution	of	Uganda	and	development	plans	articulate	the	focus	on	
the	vulnerable	groups	such	as	women	and	children,	youth,	the	elderly	and	
the	poor.	Several	other	initiatives	have	a	focus	on	the	poor	(see	Chapter	2	on	
social	protection).	Poverty	reduction	strategies,	such	as	Social	Assistance	for	
the	Elderly	 (SAGE),	 the	Youth	Livelihood	Programme,	Operation	Wealth	
Creation,	the	National	Agricultural	Advisory	Services	and	universal	education	
were	introduced	to	cater	for	the	less	privileged	in	society.	However,	the	success	
of	these	may	not	be	optimal.	Other	initiatives	include	gender	mainstreaming	
in	government	planning	and	programmes.	In	addition,	voucher	projects	have	
been	 implemented	 to	 facilitate	 access	 to	maternal,	 child	 and	 reproductive	
health	services,	especially	among	the	poor.		Special	prevention	and	treatment	
programmes	have	been	implemented	for	populations	most	at	risk	of	acquiring	
HIV/AIDS.	The	northern	 region	has	 received	 special	 support	 for	 its	post-	
conflict	recovery	efforts	(41).

Despite	the	efforts,	challenges	still	exist.	Transport	costs	still	undermine	
access	to	health	services.	Government	financing	is	input-based	and	does	not	
take	 into	 account	 localities	with	more	burden	of	disease	 and	 the	need	 for	
services	(42).	A	recent	study	found	that	“health	aid	was	most	beneficial	to	
individuals	who	lived	closest	to	aid	projects	and	aid	tended	to	not	be	targeted	
to	localities	with	the	worst	socioeconomic	conditions”(43)	(1).	The	proposed	
national	 insurance	 does	 not	 clearly	 specify	 how	 to	 include	 the	 poor	 and	
indigent	and	its	prioritisation	of	the	formal	sector	employees	will	accentuate	
inequities	(15).		

Implications and practical ways of anchoring  UHC in the right to 
health discourse in Uganda

There	 is	 a	common	understanding	 that	UHC	is	 in	 tandem	with	 the	 right	
to	 health	 perspective.	The	Rights-Based	Approach	 (RBA)	 is	 a	mechanism	
to	advance	UHC	as	it	is	designed	to	promote	equity	and	address	disparities	
among	citizens;	it	is	also	designed	to	empower	the	citizens	and	position	them	
to	take	charge	of	their	health	destiny	and	well-being	and	attain	sustainability	
for	UHC.	

Progress	 has	 been	 made	 over	 the	 last	 15	 years	 to	 advance	 the	 six	
principles	of	the	RTH.	The	Constitution	of	Uganda	and	other	international	
legal	instruments	that	Uganda	is	a	signatory	to	specify	the	obligations	of	the	
government	to	ensure	the	highest	attainable	 level	of	health	for	 its	citizens.	
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There	is	a	perception,	however,	that	the	right	to	health	is	not	well	articulated	
in	the	constitution.	This	lends	credence	to	the	calls	to	amend	the	constitution	
to	explicitly	include	the	RTH.	This	is	envisaged	to	foster	other	processes,	such	
as	defining	health	 care	financing	mechanisms,	 including	 a	national	health	
insurance	scheme	and	accountability,	as	a	principle	of	good	governance,	as	
well	as	UHC	pillars.	This	will	imply	legalisation	of	the	RTH	and	put	in	place	
enforcement	mechanisms	to	support	efforts	by	the	Uganda	Human	Rights	
Commission	for	monitoring	and	reporting	to	Parliament	annually	and	enable	
citizens	to	consequently	seek	redress	whenever	their	rights	are	violated.	The	
caveat,	though,	that	the	government	can	only	act	within	the	means	of	their	
capacity	 should	 attenuate	 expectations	 that	 legislation	 will	 guarantee	 the	
right	 to	health.	There	 is	often	 a	difference	between	 legal	 entitlements	 and	
material	 provisions	 (44).The	 principle	 of	 progressive	 realisation	 and	 share	
responsibility	promises	opportunities	for	concerted	efforts	towards	UHC.

Prioritisation	of	Primary	Health	Care	(PHC)	would	ensure	investment	
in	 low-cost	 interventions	 that	 would	 benefit	 the	 majority	 of	 Ugandans.	
This	approach	should	be	people-centred	–	putting	the	needs	of	people	and	
communities,	not	diseases,	at	the	centre	of	health	systems,	and	empowering	
people	 to	 take	 charge	 of	 their	 own	 health	 (45).	 The	 ideal	 design	 of	 the	
health	 system	 should,	 therefore,	 harness	 the	 population’s	 capacity	 for	
disease	prevention	and	should	be	organised	around	people,	not	the	diseases.	
It	 would	 ensure	 that	 services	 respond	 to	 people’s	 voices	 and	 meet	 their	
needs	 and	 aspirations.	For	 the	 right	 to	health	 to	become	 a	 reality,	 policy-
makers	 must	 strive	 for	 a	 healthy	 physical	 and	 social	 environment	 (e.g.	
safe	 drinking	water	 and	 good	 sanitation,	 adequate	 nutrition	 and	housing,	
safe	 and	 healthy	 occupational	 and	 environmental	 conditions	 and	 gender	
equality,	 as	 recommended	 by	 the	 Sustainable	Development	Goals)	 (2,	 8).	
This	would	definitely	require	inter-sectoral	collaboration	to	address	the	social	
determinants	 of	 health(45,	 46).	 Efforts	 to	 streamline	 the	 governance	 of	
relevant	sectors	must	be	prioritised(47).

In	practice,	context	is	very	important.	All	these	require	heavy	investment	
and	 commitment	 on	 systems	 improvement,	 including	 community	 health	
systems.	For	Uganda	to	move	on	the	path	to	UHC,	there	is	need	to	utilise	
resources	 at	 the	 global	 level,	 which	 will	 enable	 knowledge	 transfer	 and	
resources	 management.	 Although	 the	 2010	 World	 Health	 Report	 notes	
that	 low-income	 countries	 need	 international	 assistance	 to	 achieve	UHC,	
it	does	not	mention	that	this	assistance	is	a	matter	of	legal	obligation.	More	
attention	needs	to	be	paid	to	developments	in	the	global	health	architecture	
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and	to	adapting	to	their	influences	on	the	right	to	health	and	UHC	efforts	
in	Uganda.

As	alluded	to	earlier	in	Chapter	4,	the	influence	of	governance	on	the	right	
to	health	cannot	be	overstated.	Governance	defines	roles	and	responsibilities	
for	duty	bearers	and	rights	holders;	and	ensures	accountability	for	resources	
and	quality	of	outputs	and,	ultimately,	health	for	all.	Unfortunately,	Uganda’s	
citizens	 have	not	 been	 fully	 engaged	 in	 governance	 of	 the	health	 systems.	
The	various	 citizen	engagement	approaches	 and	 social	 accountability	 tools	
(Community	Score	Cards,	Citizen	Report	Cards,	Barazas)	have	been	used	
sporadically	 and	 remain	 un-institutionalised	 (48).	 However,	 in	 view	 of	
the	 important	 principles	 of	 participation,	 the	 contribution	 and	 roles	 of	
beneficiaries	is	not	well	articulated	by	UHC	frameworks	(49).	It	is,	therefore,	
imperative	 to	 integrate	 the	beneficiary	responsibilities	alongside	 the	rights.	
Whereas	UHC	pays	particular	attention	to	citizens’	entitlements,	it	promotes	
laxity	 among	 the	 citizens	 to	 contribute	 to	 the	 required	 resources,	 which	
should	 be	 the	 citizens’	 responsibility.	 Legal	 mechanisms	 can	 be	 used	 to	
claim	entitlements	from	the	government	but	could	also	be	a	means	for	the	
government	to	enforce	public	health	initiatives.

Citizens’	participation	should	lead	to	the	mobilisation	of	resources	for	
health,	the	prevention	of	ill	health	and	behaviour	change.	This	has	enormous	
benefits	for	the	well-being	of	society	and	the	economic	growth	of	the	country.	
Citizens’	involvement	right	from	the	planning	stage	to	health	service	delivery	
and	 the	 application	 of	 accountability	 approaches	 is	 key	 to	 empowering	
them	and	strengthening	their	voice	to	meaningfully	participate	and	demand		
quality	services.	This	will	consequently	enhance	citizens’	ownership	and	the	
resilience	of	the	health	care	system.

Importantly,	 “not	 all	 potential	 paths	 to	 a	 universal	 health	 system	 are	
consistent	with	human	rights	requirements.	Simply	expanding	health	coverage,	
especially	if	it	continues	to	exclude	poor	and	vulnerable	communities,	is	not	
sufficient	 from	 a	 human	 rights	 perspective”	 (50).	Health	 policy	 loopholes	
and	 human	 resources	 for	 health	 challenges	 have	 led	 to	 inequitable	 and	
sub-optimal	 health	 outcomes,	 reflected	 by	 the	 high	 rates	 of	 preventable	
communicable	 diseases	 and	 the	 upsurge	 of	 non-communicable	 diseases.	
UHC	 provides	 for	 the	 protection	 of	 citizens	 against	 financial	 hardships	
brought	about	by	catastrophic	spending	on	health,	puing	citizens	below	the	
poverty	line.	The	proposed	National	Health	Insurance	Scheme,	however,	is	
likely	to	institutionalise	inequities	between	groups	and	schemes.	It	prioritises	
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the	well-off	 and	 the	 bill	 has	 no	 explicit	mention	 of	 how	 to	 integrate	 the	
informal	sector	and	the	poor.

Policy recommendations for the UHC agenda

Achieving	universal	health	coverage	implies	that	all	people	have	access	without	
discrimination,	 to	 nationally	 determined	 sets	 of	 the	 needed	 promotive,	
preventive,	 curative	 and	 rehabilitative	 basic	 health	 services.	These	 services	
should	 be	 essential,	 available,	 accessible,	 affordable,	 safe	 and	 effective	 and	
of	acceptable	quality,	which	is	a	basis	for	health	rights,	while	ensuring	that	
the	users	of	these	services	do	not	experience	financial	hardship,	especially	the	
poor,	vulnerable	and	marginalised	segments	of	the	population(8).Therefore,	
the	following	policy	shifts	and	recommendations	should	be	made:

1.	 To	achieve	UHC,	citizens’	rights	and	their	responsibilities	should	be	
put	at	 the	centre	of	 the	health	service	delivery	system	through	the	
enactment	of	a	Patients’	Rights	and	Responsibilities	law	which	will	
encourage	citizens	to	take	charge	of	their	behaviour	and	lifestyle,	and	
the	prevention	and	management	of	their	disease	conditions	and	well-
being.	The	 law	 should	 also	 promote	 voice	 and	 accountability	 and	
enhance	strong	community	health	systems	and	resilience.	

2.	 For	Ugandans	to	enjoy	the	right	to	health	and	health	for	all,	the	con-
stitution	must	embrace	a	robust	and	strategic	legal	framework	that	
operationalises	the	pro-poor	National	Health	Insurance	Scheme,	and	
equal	opportunities	for	all,	so	that	health	goods	and	services	translate	
into	claimable	entitlements	that	government	can	provide.	

3.	 To	promote	 sustained	progress	on	UHC,	 state	 agreements/mecha-
nisms	 on	 clear	 targets	 and	 shared	 responsibilities	 among	 different	
actors	should	be	sought	on	the	basis	of	justice,	solidarity	and	health	
rights.	

4.	 Explicit	prioritisation	of	the	vulnerable	and	marginalised	should	be	
mainstreamed	 into	 all	UHC-related	 reforms	 to	 ensure	 consistency	
with	the	right	to	health	perspective.	
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