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Why More Government Financing is required for Health and Well-being

Of recent, health insurance has dominated the discussions 
on how government should finance health and well-being 

programs for Ugandans. The government is keen to introduce 
health insurance and a draft bill is making circles in the decision-
making forums like Parliament, Cabinet and Ministries such 
as Finance and Health.  Overall, it is clear these insurance 
discussions have major drawbacks. The base from which to 
build the insurance is small. Only about 10 to 12 percent of 
the population is in the formal employment sector – which 
insurance programs effectively target.  In its current form, the 
draft insurance bill does less to bring in the majority of the 
people employed in the informal sector. If we are to cover the 
poor, the main and most effective option of health insurance 
available for now is Government financing for health programs. 
As the Symposium on Health Financing for Universal Health 
Coverage gets underway this week (16th – 18th August) at Serena 
Hotel, Kampala, it’s theme “More money for health and more 
health for the money” brings into focus the need to examine 
Government as the primary health insurer of its citizens.
It was also in recognition of this fact that the Abuja target of 
15% allocation of the public budget to the health sector and its 
programs was agreed upon Nonetheless, the advocacy message 
for additional funding to health based on the Abuja target has 
largely not been clear on what the needs are in the health sector, 
for countries to warrant a 15% share of their national budgets. 
Some countries have low tax revenues and spending 15 percent 
on health may be too high. Countries like Uganda have low 
tax revenues and a high health-care burden – thus requiring 
progressively more public funds to effectively insure health of 
Ugandans.
While it is arguably the best insurance option, the provisions 
of government insurance for health services have been 
characterized by challenges. Ask any Ugandan who has been 
in a hospital about the quality of services – and they tell a 
story of inadequate medicines, absent or demotivated medical 
workers and high bills they have had to pay to cover for these 
inadequacies. 
The constant public appeals for financial support for treatment 
abroad is another indicator of inadequate provisions of 
government insurance for Ugandans. But why has the 
government insurance option not been effective in Uganda? 
While there are many possible explanation to this question, 
overall the main reasons revolve around two major issues – 1) 
the expanding needs for health services and 2) the increasing 

costs for providing these services. For example, every year, 
Uganda expects about 1,600,000 pregnancies. These translate 
into nearly 17 million visits (see table) to the health care system 
and take out about UGX 936 billion for pregnancy and child-
care services. This cost is half of the total budget (1.8 trillion) 
made available by government in the current financial year 
(2017 – 2018) for the entire health sector. Here, I assume that 
government is fully responsible given its policy of free health 
services to all Ugandans.  

Service element Total number eligible (millions) Annual cost 
(billions)

Antenatal care for 1.6m 
pregnancies 

6.4m antenatal visits each at Sh. 
9,000

57.5

Malaria in pregnancy 
prevention for 1.6m 

3.2m doses of antimalarial each at 
Sh. 4,500

14.4

HIV testing during 
pregnancy for 1.6m 

1.6m test kits each at Sh.10,500 16.8

Post abortion care 345,000 cases each at Sh. 
122,000

42.3

Neonatal care for pre-
mature babies 

240,000 cases each costs 290,000 69.6

Malaria treatment for 1.25m 
infants  4 episodes per year

4,520,000 malaria episodes each 
Sh. 1,500

6.8

Pneumonia treatment for 
1.25m infants 

2.8m episodes each at Sh.750 2.1

Full vaccinations for 1.25 
infants – expanded vaccines 

1.25m each Sh. 157,500 196.8

Workforce costs across all 
components 

17.1m episodes each at Sh.31,000 529.7

Total for main elements of maternal and child-care services 936.0
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Key Messages: 
1. The government should remain the most reliable source of 

health sector funding

2. The advocacy message for additional funding to health 
based on the Abuja target has largely not been clear on what 
the needs are in the health sector, for countries to warrant a 
15% share of their national budgets.

3. Malaria and increasing population figures do affect the 
available resources for the health sector in Uganda.

4. Government should plan to progressively increase its budget 
provisions for health services

5. Given the limitations of government revenues, it is also 
prudent to prioritize the financing of interventions like family 
planning and IRS (for malaria) to reduce the escalating 
demand for curative health services. 

6. Adapting new technologies, medicines and vaccines should 
be premised on the impact these additions will have on not 
only the budget for health, but also on their added value to 
population health outcomes.

Media Series



The Supporting Policy Engagement for Evidence-based Decisions (SPEED) for Universal Health Coverage in 
Uganda is a 5 year partnership supported by European Union that started in 2015. The partnership comprises 
Makerere University School of Public Health (Lead Agency), Uganda National Health Consumers’ Organization 
(UNHCO), Economic Policy Research Centre (EPRC), National Planning Authority (NPA), Institute of Tropical 
Medicine (ITM) Antwerp Belgium and Human Science Research Council (HSRC), South Africa.

SPEED 
Brief

For details about SPEED
Makerere University School of Public Health,  College of Health Sciences
Level 3, School of Public Health Building, Mulago Hospital Complex

Office: Room 323, MakSPH Building   Website: speed.musph.ac.ug Email: speed4uhc@musph.ac.ug

Tel: +256 772-509316           @SPEED4UHC          @SPEED4UHC

In this illustration, the additional costs to the health system have 
come from 1) adding HIV test services for all mothers that are 
pregnant (16.8 billions), neonatal care for pre-mature babies 
(69.6 billions), as well as annual costs of the newly introduced 
vaccines for infants responsible for increasing the costs from 
87.5 to 196.8 billions every year. 
Mindful of the 1.8 trillions that Government provided for 
health services in the national budget for 2017-2018 financial 
year, it is clear that 50 percent of this budget is consumed by 
services related to pregnancies and infant-care. The demands 
for other services are equally high and increasing rapidly, owing 
to population increase. For example, every Uganda gets about 
2.5 episodes of malaria per year despite wide distribution of 
mosquito nets. If government was to provide malaria treatment 
with - Coartem, at the subsidized price (Sh. 3,500) provided 
by the Global Fund in Geneva, about UGX 306 billion will be 
consumed.  However, if the government was to buy the coartem 
without the subsidy from Geneva, the entire 1.8 trillion will be 
used for malaria treatment alone.  Now that every person testing 
positive for HIV is immediately started on life-long treatment 
(ARVs), the costs for sustaining about half a million Ugandans on 
HIV treatment for one year is 1.4 trillion – nearly 80 percent of 
the total budget provided this financial year for health services. 
Ultimately, adequate financing of health services will require a 
little more than 3-folds the current 1.8 trillion shillings.
In the meantime, assistance from donor countries to finance 
health services has become prominent for optimal stability 
and sustainability of vaccination programs and for diseases 
like HIV, malaria and TB.  In 2013/2014 financial year, the 
donor contributions were estimated at 47% of the total health 
expending in Uganda. Although vital to the current financing of 
health programs in Uganda, this “bailout” of Uganda government 
by taxpayers in Europe, America and elsewhere poses major 
challenges.  For example, over 90 percent of the financing 
from the Global Fund is restricted to medicines and products 
for three diseases - HIV, Malaria and TB.  This disregards the 
big set of services for health promotion and prevention, as well 

as other medical care for the population.  For instance, indoor 
residual spraying (IRS) for preventing malaria is only financed 
in less than 20 districts (out of 130) despite this being the most 
effective way to reduce malaria across the country. Probably the 
biggest challenge of the financing from external sources is the 
“fungibility” effect it has cultivated in government. There is now 
tendencies to reduce allocation of government revenue to health 
services, because of a thinking that after all donor finance will 
cover the gap. Ministry of Finance officials are commonly quoted 
in the news media saying that donors are taking care of the 
health sector, hence government revenues are better invested in 
building roads, power dams and other “productive” sectors of the 
economy.  Similarly, Ministry Health officials have not prioritized 
IRS for malaria despite this being the most economical approach 
to reduce the burden of ill-health to the communities and on 
the health funds. Common wisdom in the community, dictates 
that one can receive assistance with seeds to plant for a season. 
Waiting for the same assistance in the subsequent season is not 
acceptable. Apparently our Government still expects donors to 
pay health insurance for Ugandans every year. 
As a way forward, government should plan to progressively 
increase its budget provisions for health services. Given the 
limitations of government revenues, it is also prudent to 
prioritize the financing of interventions like family planning and 
IRS (for malaria) to reduce the escalating demand for curative 
health services.  Adapting new technologies, medicines and 
vaccines should be premised on the impact these additions will 
have on not only the budget for health, but also on their added 
value to population health outcomes.
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