THE UGANDA HEALTH FINANCING STRATEGY 2011/2012-2020/2021
1.0 Introduction

Health financing is essential for the performance of the health system and achievement of health outcomes. A health financing strategy influences a health system in a several ways including its stewardship, input creation, service provision and achievement of goals such as good health, responsiveness to medical and non-medical expectations, and fair financial contributions, so that individuals fairly contribute and are not exposed to financial risk and impoverishment (WHO). A good health financing strategy helps to mobilize adequate financial resources for health and ensure the resources are allocated and utilized rationally, equitably and effectively.  This Health Financing Strategy is focussed on the key strategic areas of Resource Mobilization, Resource Pooling, Resource Allocation, and Purchasing with the aim contributing towards the achievement of the key national objectives and goals for the health sector in Uganda.

Health interventions are delivered through “health systems”, defined as “all organizations, people and actions whose primary intent is to promote, restore or maintain health” (WHO 2007). This definition of health systems is of importance when thinking through strategies to finance health and healthcare. This includes efforts to influence determinants of health as well as more direct health-improving activities. A health system is therefore more than the pyramid of publicly owned facilities that deliver personal health services. It includes, for example, a mother caring for a sick child at home; private providers; behaviour change programmes; vector-control campaigns; health insurance organizations; occupational health and safety legislation. It includes inter-sectoral action by health staff, for example, encouraging the ministry of education to promote female education, a well known determinant of better health.
 2.0 Background 
  2.1 Political Context

Uganda’s development framework is enshrined in the National Development Plan, whose vision is to cause social transformation in Uganda. It places emphasis on growth and job creation.  Improving capital development formation is a key strategic objective of the NDP, which it seeks to attain by increasing access to quality social services. The health sector whose vision is a healthy and productive population that contributes to socio-economic growth and national development has prepared a NHP and HSSIP with the mission to provide the highest possible level of health services to all people in Uganda through delivery of promotive, preventive, curative, palliative and rehabilitative health services at all levels. 

A major policy objective of the health sector is to mobilize sufficient financial resources to fund the health sector programmes while ensuring equity, efficiency, transparency and mutual accountability. This health financing strategy is intended to assist the government realize this policy objective for the health sector to be able to contribute to the overall growth and development agenda of the country.

The HFS is consistent with the Health-for all Policy for the 21st Century in the African Region (Agenda 2020, Harare, WHO), and the East, Central and Southern Africa guidelines for health systems development. SWAps, the MTEF, the National Development Plan, the National Health Policy and the Health Sector Strategic and Investment Plan are the national frameworks that call for development of an explicit health financing strategy.

The international and regional commitments such as the MDGs, Paris declaration, Abuja declaration among others are also part of the key guiding principles upon which this strategy has been developed.

2.1 Organization of Health Services and the National Health System in Uganda (NHS).

The way health care delivery system is organized in a country directly influences the effectiveness of its health financing strategy. Understanding the organization of the health care delivery system is therefore vital during the development of a HFS. In Uganda, the health system comprises public, private-not-for-profit (PNFP) and private-for-profit (PFP) providers as well as traditional and complementary practitioners. In accordance with the decentralization policy, the Ministry of Health is responsible for core functions of policy and standards formulation, quality assurance, and resource mobilization. National and Regional 

National and Regional Referral Hospitals report to the central government; General Hospitals and Health Centers (HC) (Types II–IV) report to the local governments. The districts are further divided into Health Sub-Districts, which are administered at the HC IV level. The PNFP facility-based providers are predominantly faith based and are administratively coordinated nationally by the respective bureaus, and locally by their respective boards. These altogether form the national referral system. The PFP providers predominantly comprise clinics, but also include drug shops and vendors operating informally. There is also the Traditional and Complementary Medicine Practitioners (TCMPs). 

The NHS in addition to the above system, are other health facilities under Ministries of Defense (Army), Education, Internal Affairs (Police and Prisons) and Ministry of Local Government (MoLG).
 A number of functional reforms to the health sector are currently under review. These include re-defining the roles of the MOH and its structures, performance based financing, institutional autonomy. These are expected to limit resource wastage and pilferage, and improve sector productivity and efficiency. 
2.4 Economic and Health Financing Contexts
Uganda’s total health expenditure per capita is about US$28.  The largest share of health expenditure is from out-of-pocket payments by households representing x percent. Government z percent and external sources of funding represent y and z percent respectively. Uganda currently spends about 9.3% of its national budget on healthcare, which is about c dollars per capita on health.  Pre-paid financing mechanisms cover only less than 2% a small proportion of the population.  While government health spending has been slowly increasing in nominal terms, government health spending per capita in real terms has been slowly declining since 2006.  The increase in government spending has been driven primarily by wage increases, recurrent spending on the other hand is declining as a share of government health spending and as a result, the government’s ability to finance its operations is being constrained.  A large proportion of the health sector budget is increasingly earmarked funding. Over 85 percent of the health budget is in the form of earmarked funding. In addition to existing earmarks for wage and PHC conditional grants, funding from the GHI are also earmarked for specific disease programs. The earmarks perpetuate budgetary distortions and limit the flexibility needed by health managers to allocate health resources.

Over the same period, donor funding has been steadily increasing largely driven by off-budget donor funding.   The planning, budgeting, and reporting systems for donor project-supported (on- and off-budget) programs face considerable limitations. With increased inflows of off-budget support, it is urgent to streamline the present systems for recording and reporting donor support. 

Out-of-pocket health expenditures are estimated to amount to almost 9 percent of total household consumption expenditure. Nearly 50 percent of total household health expenditure is incurred for drugs. 28 percent of households face health expenditures deemed “catastrophic,” defined as health expenditures in excess of 10 percent of total household consumption. The incidence of catastrophic spending is also higher in the lowest quintile versus the wealthiest quintiles.  

Uganda’s total health expenditure per capita is about US$28. Out-of-pocket expenditure is major source of health financing representing about x percent. Government and external sources represent z percent and y percent respectively. 

Uganda currently spends about 9.3% of its national budget on healthcare, and US$ 14 dollars per capita on health, of which 42% is private contribution, the highest bulk of which is out-of-pocket expenditure by households. Pre-paid financing mechanisms cover only less than 2% a small proportion of the population (AHSPR 2010-2011, pg 31). 

To provide a package of essential health services, Uganda needs to invest US$ 44 per capita on health. Development funding makes a significant contribution to health financing. Public financing of health services is currently through historical budgets and fund transfers from government, using allocation formulae.

The poor spend a significantly higher proportion of their household income on health care. This is closely linked to limited access to preventive and promotive public health services, leading to a higher proportion of the burden of disease falling on the poor. Thus public expenditure on health benefits the relatively well off, instead of the poor.
Uganda has a high disease burden, and current available resources are insufficient to fund delivery of the minimum health care package. Government budgetary allocation to the health sector has been on average about 9.6% over the last 10 years. The sources of health financing in Uganda consist of   taxes and other forms of government revenues (Contributing 14.9% of total health expenditure), Household out of pocket payments (49.7%), donations from international donors (34.9%) and NGOs (0.4%) . 
While the donor community contributes significantly to the health sector, challenges remain with programming of development assistance for health in terms of alignment, predictability, planning and reporting. A significant amount of development assistance for health is off government budget. Coupled with insufficient funding, the health sector is facing pressure pushing health spending upwards driven primarily by the growing population; adoption of more expensive service standards and new technologies (e.g vaccines) and unplanned expansion of health infrastructure; and rising unit cost of existing services due to inflation, rising operational costs and growing resistance to current treatment regimens (e.g ACTs, MDR TB); 

Evidence points to growing out-of-pocket expenditure on health with the poor bearing the major brunt of catastrophic expenditures.  Out of pocket is high, currently estimated at US$14 per utilisation and over 31.5% household incurred levels of health expenditures were deemed catastrophic in 2006.

Uganda has had a growing economy with an average GDP growth rate of over 6 percent during the 10 years (1999-2009) of the first National Health Policy (World Bank. 2009). A recent estimation of the GDP growth rate was put at 9.8 percent in the Fiscal Year 2007/08. Per capita government annual health expenditure was about US$ 7 but the overall health financing was estimated at US$ 27. This was close to the estimated cost (US$ 28) of delivering the National Minimum Health Care Package (UNMHCP) (excluding the cost of expensive interventions like ACTs, ARVs, ITNs and Pentavalent vaccine) in Uganda (Zikusooka, 2007). If the latter are included, an estimated $34 per capita would be needed. The study by HLSP found that the cost for the minimum health care package would be $48 by 2011 (HLSP, 2011). Health care spending as a share of the total government spending stagnated about 9 percent which is below the 15 percent agreed upon in the Abuja declaration (2000). No accurate information about the health spending is available due to weak information and poor transparency about the off-budget health spending. According to Health Sector Strategic and Investment plan (HSSIP 2009) much of financing for the health sector is mobilized from out-of pocket expenditures.

Government raises funds to finance the health sector from two main sources; (i) some of the funds raised through taxation are allocated to the health sector and; (ii) contributions from development partners to the national budget (budget support). The former method though very equitable, suffers a major drawback from the fact that Uganda has a small tax base.

According to the MTEF, the health budget was estimated at US$11 per capita in 2008/09, demonstrating a shortfall of about US$39 per capita. While the donor community contributes significantly to the health sector, the overall resource envelope for the health sector is inadequate to finance the delivery of the minimum health care package for Uganda.

Table 1. Health financing indicators 
	Year
	GoU Funding
	Donor Projects and GHIs
	Total
	Per capita public health exp (UGX)
	Per capita public health exp (US $))
	GoU health

expenditure

as % of total

government

expenditure

	2000/01
	124.23
	114.77
	239.00
	10,349
	5.9
	7.5

	2001/02
	169.79
	144.07
	313.86
	13,128
	7.5
	8.9

	2002/03
	195.96
	141.96
	337.92
	13,654
	7.3
	9.4

	2003/04
	207.80
	175.27
	383.07
	14,969
	7.7
	9.6

	2004/05
	219.56
	146.74
	366.30
	13,843
	8.0
	9.7

	2005/06
	229.86
	268.38
	498.24
	26,935
	14.8
	8.9

	2006/07
	242.63
	139.23
	381.86
	13,518
	7.8
	9.3

	2007/08
	277.36
	141.12
	418.48
	14,275
	8.4
	9.0

	2008/09
	375.46
	253.00
	628.46
	20,810
	10.4
	8.3

	2009/10
	435.8
	301.80
	737.60
	24,423
	11.1
	9.6


Source: Public Expenditure Review 2006, AHSPRs 2008-09 and 2009-10

Development partners play a critical role in financing the health sector. Some development partners namely World Bank, DANIDA, SIDA, DFID, the EU and Belgium channel the majority of their development assistance through budget support in addition to financing some off-budget projects. Others such as the GFTAM, GAVI, WHO, UNICEF, UNFPA and USAID channel funds mostly through projects, though GAVI and Global Fund resources are captured on-plan and use government systems. The major constraint is that, while off budget resources are targeted at health, the off budget spending priorities are not well aligned to existing Government plans, giving a high potential for inefficient utilisation; there has been duplication of interventions and excessive spending on low priority areas such as administrative costs and huge fleet management costs. Ministry of Health has had difficulties tracking donor off budget support and the support has been ‘unpredictable and volatile’. Most donors chose where to direct the off budget support and this support may or may not necessarily be within MOH set priorities.
To implement a strategy for the alignment and harmonization of financing and implementation mechanisms, Government has developed a Long Term Institutional Arrangements (LTIA) framework for the health sector. Under this arrangement, Government seeks to promote the budget support financing model for all development assistance to the health sector, and to compel Donors to support the strengthening of the local health institutions to implement projects and programs rather than to institute stand alone project management teams.

The objective espoused in this measure is to reduce the overall financial burden of project management and to enable the aggregation of common results. While this strategy was initially proposed for programs funded by the Global Fund for TB, AIDS and Malaria, a section of budget- support Donors have agreed to a joint assessment of results by adopting a common Joint Budget Support Framework (JBSF) and the monitoring tool called the Joint Assistance Framework (JAF). 
In recent years, government’s allocation to health as a percentage total government budget has been fluctuating between 8.3% and 9.6%.   
Some of the main financing constraints are: Grossly inadequate funding to deliver the HSSIP, and universal coverage with the UNMHCP. Sector requires $48 per capita, but realises $25 per capita, of which only $ 9 is from public sources.
· Attainment of efficiency and equity in health spending has been hampered by weak   prioritisation of the plans to guide implementation.  There are no comprehensive and detailed procurement plans and allocation of resources is not linked to outputs. Allocative efficiency (Ensure a good input mix especially between wage and non wage in allocation of resources) and technical efficiency (Cost effectiveness of implementation) have not been adequately addressed.  

· There is limited cross-subsidization and high fragmentation within and between health financing mechanisms, mainly due to high reliance on out-of-pocket payments and limited prepayment mechanisms. Without compulsory health insurance and low coverage of private health insurance, Uganda has limited pooling of resources, and hence minimal cross-subsidization.

· Static / Decreasing domestic funding (in real terms), despite fast-growing population
· Insurance contributions are largely not pooled, hence fragmented and not moving towards the realisation of universal coverage. This is in addition to poorly regulated private medical schemes.
· Heavy reliance on out-of-pocket spending (a very inequitable financing mechanism)
· Reliance on funding through development partners and global health initiatives. Leading to unreliability, creation of parallel systems, duplication/distortions, lack of alignment to government priorities, and serious concerns about sustainable system financing.
· High population growth rate of 3.4%
· New and ever evolving service Standards, Norms and technologies, raising costs of care

· New disease patterns, occasioned by changing epidemiology and lifestyles, and growing resistance

· Political pressures: Elimination of fees, proliferation of governance units, infrastructure intensive health plans, etc

· Pandemics and epidemics, particularly HIV/AIDS

· Shifting global appetite for development assistance in health

· Poor Leadership and Fiduciary Governance

· Low investment in health, lack of a comprehensive health financing policy, persistent OOP expenditure by households, limited financial access to health services, limited coverage by health insurance, lack of social safety nets to protect the poor and vulnerable, inefficient resource use, ineffective aid, and weak mechanisms for coordinating partner support for the sector. Cost implications of local and development partner supported capital investments, and implications for sustainability, earmarking of development assistance to support “priority” disease programmes and capital developments, probably weakening  health systems

2.4 Rationale

Good Health is pivotal in the development of Uganda, and health was a prominent component in Poverty Reduction Strategy Pape (PRSP), and the Medium Term Expenditure Framework (MTEF). Financing is one of the six building blocks of the Health System. 

The move towards Universal Coverage with health services requires explicit strategy to raise continually increasing financial resources to serve an increasing population, whose demand for quality health and health services is growing. The total cost of implementing preventive and promotive Primary Health Care solutions is steadily rising due to the high population growth rate, estimated at 3.4%. Consumers of health increasingly expect high quality, technology intensive health services.

Health financing refers to the collection of funds from various sources (Government, households, businesses, donors), pooling them to share financial risks across larger population groups, and using them to pay for services from public and private health care providers. Health care financing provides the resources and economic incentives for operating health systems and is a key determinant of health system performance.
The objective is to make funding available, ensure choice and purchase of effective and cost-effective interventions, give appropriate financial incentives to providers, and ensure that all individuals have access to effective health services. 

The performance of a health financing system depends on its capacity for equitable and efficient revenue generation; the extent to which financial risk is spread between the healthy and the sick, the rich and the poor; the extent to which the poor are subsidized; efficient purchasing of health inputs and services; and the prevailing macro-economic situation (economic growth, unemployment, size of the formal and informal sectors, governance, etc). The way a health system is financed affects performance of its functions and achievement of its goals. The national Development Plan, under the objective of strengthening the organization and management of the National Health System, commits to mobilize sufficient financial resources to fund health sector programmes whilst ensuring equity, efficiency, transparency and mutual accountability. A key intervention therein is development of a comprehensive Health Financing Strategy addressing resource mobilization, pooling, efficiency (allocative, technical and administrative) and equity.

3.0 Goal: 

To develop an equitable, efficient and sustainable health financing system in which all Ugandans are able to access needed, good quality health services, without experiencing financial hardship.
The purpose of the strategy is to foster development of equitable, efficient and sustainable health financing to achieve national health goals. 
The specific objectives are:

a) To secure a level of funding needed to achieve national health goals and objectives in  a sustainable manner

b) Ensure  risk pooling as a measure to protect household from high out-of-pocket expenditure 

c) Ensure equity in allocation of resources

d) Raise adequate funds to finance a minimum package of services

e) Improve effectiveness and efficiency in allocation and use of raised resources

f) Strengthen institutional arrangements in planning and management of resources

Priority interventions will centre around strengthening revenue collection, revenue pooling and risk management, and resource allocation and purchasing.

4.0 Guiding Principles

1. Multi-sectoral approach to health for efficiency gains: It is acknowledged that improving health outcomes calls for multisectoral engagement.  A framework will be put in place to harness the participation of all relevant line ministries and other relevant stakeholders in the implementation of this Health Financing Strategy.

2. Equity and risk sharing: Access to health services is a human right and services should be provided according to need irrespective of the ability to pay and in as much as possible, people should not incur financial hardships in seeking health services.  Equity considerations will be central to mobilisation, pooling, allocation and utilisation of financial resources to ensure access to quality health care for all Ugandans.  Efforts will be made to ensure cross subsidisation between the rich and the poor as well as the healthy and the sick.  

3. National ownership, efficiency, transparency and accountability principles will guide the establishment of a sustainable health financing system, strategies of which are enshrined in this health financing strategy. Value for money, strengthening of financing institutional mechanisms and transparency in all financial operations including access to financial information will be ensured.
4. Partnerships and synergies will be harnessed in the implementation of this Health financing strategy through ensuring participation of public and private financing entities and, communities. 
5. Adaptability to changing environments and evidence-based decision making will guide efforts to improve mobilisation, allocation and utilisation of resources.
6. Human rights, Gender sensitivity and responsiveness: The strategy shall embrace beneficiary participation and seek to strengthen further efforts aimed and promoting the right to health and gender equity.
5.0 Intervention areas 
5.1 Mobilise adequate funds to finance health services

The available total funding, which is currently estimated at US$25 per capita from all sources, is insufficient to deliver the minimum package of health services.  The cost of delivering the package has been estimated at US$43 per capita. In order therefore to meet the desired financing standards the country will have to devise means to improve health financing.
The GoU shall commit to allocating an increasing percentage of the National budget to Health in line with regional and international commitments to which the country is a signatory. The country will specifically continue to work towards allocation of at least 15% of the national budget to health at both the national and local government level.  GoU per capita expenditure on health will be increased from the current US$9.6 per capita to US$17 by 2016.  Local governments collect revenue and do receive funds from un-earmarked grants which they can allocate in line with district priorities. Through evidence based dialogue and advocacy, districts will be encouraged to prioritise allocation to health. The capacity of health planners and senior officials in MoH, in negotiation and resource mobilisation, in line with the Long term institutional arrangement (LTIA), will be built.
New avenues will be explored among which is establishment of a system for collecting hypothecated taxes for health in consultation with cabinet, MoFPED and other relevant stakeholders. Taxes will be levied on items such as alcohol, road toll, cigarettes and marketing of unhealthy foods which will be earmarked for health. 
Third party insurance which mainly covers motor vehicles has a health component which has not been well accessed in the past.  A mechanism will be put in place in consultation with the insurance commission to enable the health sector access this fund in a timely manner. 
At Local government level, efforts will be made to ensure the Public Health Act is supported and enforced, and revenue from penalties used to fund health services especially at the local government level.  
Health interventions are implemented by both public and private entities. Whereas a lot of progress has been made in harnessing the capacity of Facility based PNFP facilities, available evidence shows the un-tapped potential of resources from Private Health Provider (Private for profit), NGOs, business enterprises and foundations. These will be harnessed through putting in place and enforcing all inclusive planning and reporting mechanisms within the PPPH framework. The MoH will also put in place a framework through which philanthropic resources shall be solicited, mobilised, channelled, allocated and their utilised. The national health insurance scheme shall aim at harnessing the private sector contributions. 
Improving health outcomes involves activities of other line ministries in addition to the health sector.  Multi-sectoral resources will be harnessed through collaboration and building of synergies.  To this end, a multi-sectoral collaboration framework will be put in place which will guide collaborative planning and reporting on activities that improve health outcomes. 

While the donor community contributes significantly to the health sector, a bigger percentage of development assistance remains off budget. There are challenges with programming of development assistance in regards to alignment, predictability, planning and reporting. Harmonisation, alignment and reporting on off budget donor project financing for health will be enforced within the principles of IHP+ and the Compact that has been signed by development partners, civil society and the GoU, represented by MoH.  Fiduciary capacity in the Ministry of Health will be strengthened to manage development assistance for health.  The planning process will ensure incorporation of all development assistance in the comprehensive plan at the central and district level, monitoring of donor projects will be strengthened and timely quarterly reporting ensured. The donor project database will be updated regularly and reconciled with the database in MoFPED; the analysis thereof will guide dialogue with development partners in regards to funding the HSSIP and implementation of this health financing strategy.  Development assistance for health will be assessed and screened by balancing recurrent and capital investment to ensure sustainability of programs supported by development partners. As part of the criteria for approval of externally supported programs and projects, they will be assessed right from inception. The assessment will ensure that programs that are adopted can be implemented and sustained and are of reasonable duration. A quarterly reporting mechanism on disbursements and commitments for all donor projects will be put in place and enforced, in a manner consistent with IFMS classification for projects.
Strategies shall be put in place to enable the MOH capture all the off budget financing though NGOs.  Submission of Audited annual accounts by PNFP’s Hospitals and health units, NGOs and CSOs offering health services shall be a requirement for continued support/subsidy by government. The MOH shall cooperate with Civil Society Organisations (CSOs) to monitor the development and implementation of funding agreements between CSOs and Donors and ensure timely disclosure of aid allocations.

Public hospitals do have private wings where income can be generated through collection of user charges.  Capacity of private wings to generate revenue will be enhanced through service quality improvements and enforcing use of guidelines for management of private wings in public hospitals.

Indicators: 

· The health sector budget as % total Govt. budget.
· Total expenditure health expenditure per capita US $
· % total health expenditure as % of GDP  

· % reduction of external expenditure on health.

· Proportion of  MOH budget funded from ear marked taxes
· Government health expenditure as a  % of total expenditure  15% 
· % decrease in catastrophic spending by lowest wealth quintile 

· Government  health expenditure % of overall budget 
· proportion of development assistance aligned allocated to prepayment schemes 
· proportion of health budget from philanthropic sources 

5.2.   Protect household from high OOP expenditure:

Not less than 9% of household expenditure is spent on out-of-pocket health expenditure. Studies have shown that 4.8% of households in Uganda have health expenditures that are deemed ‘catastrophic’ while 2.3% are pushed into impoverishment because of medical bills.  Current estimates show that less than 1% of Ugandans have some form of risk protection through health insurance (source)
In order to address high OOP, the GoU will promote and strengthen health financing mechanisms based on pre-payment and financial risk pooling. Specifically, government shall ensure that National Health Insurance (NHI) is established to cover the formal public sector, private, and informal sector.  Relevant institutions and systems to implement health insurance schemes will be put in place and required capacity built. The mandate of the Insurance Regulatory Authority will be expanded and its capacity built to regulate health insurance.  
Demand side financial risk protection options will be explored as well.  Voucher schemes which are being piloted will be studied and evaluated. Lessons learnt from these pilots will guide designing of a model that can be implemented at a larger scale.  

A significant percentage of the population seeks care from the private sector. A framework will be put in place to regulate the private sector to ensure favourable pricing and provision of good quality health services.  Self medication and over the counter sale of prescription medicines will be controlled through enforcement of legislation on sale of medicines.  Further steps therefore shall be taken to provide incentives and subsidies to the private sector in order to reduce costs of health care especially in the under served parts of the country.

Indicators 

1. Number of CBHIS in the country 

2. Number of people enrolled in formal health insurance schemes 

3. Number of people suffering from catastrophic health expenditure 

4. % amount of funding from the GOU allocated to pre-payment schemes (for poor households, lowest wealth quintile…)

       5.3. Ensure equity in allocation of resources

The biggest burden of disease is preventable and can substantially be reduced through provision of low cost preventive health interventions. There is currently higher budgetary allocations to curative services compared to preventive services. Allocation of more resources to health promotion and preventive interventions will thus be prioritized, ring-fenced. 
Equity in resource allocation will be ensured through use of a needs based resource allocation formula (RAF) taking into consideration geographical disparities, deprivation, health need and special consideration for vulnerable groups. Special consideration of Neglected Tropical Disease (NTD) affected districts will also be made in the allocation of resources.
Richer households have been shown to make use of available health services more than poorer households. Efforts will be put in place to improve uptake of services by poorer segments of the population through awareness raising and reorganisation of health service delivery. Funding will increased provided to implement innovative service delivery models in special populations like nomads. Regular revision of the RAF shall be based on the studies such as burden of disease, UDHS, fiscal space studies, health expenditure reviews, benefit incidence studies, health equity studies among others.
Indicators 

To determine progress over a period of time the following shall be monitored

1. % of health sector funding allocated to prevention and health promotion services

2. Proportion of health sector budget allocated to Local Governments

3. Resource allocation formulae in place for districts, general, regional and national referral hospitals
4. Number of institutions using results based financing (RBF)

      5. 4 Improve effectiveness and efficiency in allocation and use of raised resources
Allocation of GoU funding has in the past been by line item without much reference to outputs to be achieved.  In the recent past, the change to output based budget has been attempted to link funding to outputs although this still needs to be strengthened.  The incremental approach to resource allocation used in the sector has been shown to be ineffective.

The sector will move progressively to Results based financing (RBF) for all health sector funding.  The ongoing pilots will be evaluated and documented.  Positive lessons will guide definition of a RBF model for the sector which will then be implemented. Zero-based budgeting practice, with emphasis on outputs and outcomes will be embraced and required capacity built.  
Resource allocation decisions will be reviewed to ensure that resources are allocated in a manner that prioritises funding of the UNMHCP as detailed in the HSSIP.  Evidence based decision making will be embraced and resource will be allocated to interventions shown to be of high impact.  As evidence is generated, it is envisaged that treatment regimens, norms and standards will keep changing.  To ensure availability of funds to support these changes, guidelines on changing norms and standards, and priorities setting will be developed, disseminated and enforced.

Contracting and out-sourcing of service delivery will be undertaken in areas where it offers better efficiency in service delivery.  Among the areas where contracting will be explored is procurement, construction, training, fleet management, general support services and transportation of commodities for example gas.  Current contractual arrangements with the private sector will be strengthened through provision of framework and guidance from the central MoH, and building required capacity to design, negotiate and monitor implementation of contracts.

The central MoH will be restructured to ensure that it focuses on it’s core functions and mandates whilst leaving the districts to fully undertake roles of service delivery. Activities currently undertaken by central MoH which are better implemented by other arms of government for example infrastructure development and training among others, will be identified and transferred as part of the restructuring exercise.  Autonomy of Hospitals and central level hospitals will be explored as a way of improving the efficiency of their operations.

Financial management will be strengthened to ensure timely release, use and accountability of funds.  Timeliness of resource flow will be improved through regularly publicising in the media, funds remitted to all health sector spending agencies e.g. (NMS, RRH, Districts, Hospitals, PNFPs, and Projects).  Financial management systems and financial reporting will be based on appropriate international accounting standards and the Ugandan constitution 1995. The constitutional mandate is further amplified in; the Public finance and accountability Act 2003,The Budget Act 2001,PPDA 2003, The Local Government Financial and accounting regulations 2007, treasury accounting instructions 1998, relevant Government financial mechanisms and the accountability institutions set by government. The accounting system purposely will demonstrate compliance and adherence to the Government laws and partner guidelines. To improve public financial management, the Ministry of Health shall build capacity of health workers and management committees in  financial management. Financial accounting will follow the Public and Local Government, Finance and Accounting Regulations. These shall be supplemented by statutory instruments and guidelines issued from time to time.  To address challenges of compliance to financial management guidelines and or donor regulations, sections of the Public Finance and Accountability regulations 2003 , Part XXIII and Part X of the Local Government Financial and accounting regulations 2007, shall be used to persecute the accounting officers. Resources shall be withheld for institutions which do not comply and or sanctions and penalties shall be instituted on the accounting officers and or their responsible managers.  Release of PHC grants to Local Governments will be based on timely submission of quarterly/ annual financial reports and MoH will also ensure timely production of accounts for subsidies provided to PNFP’S facilities.  The efficiency of financial controls will be strengthened by making comprehensive, reliable and timely financial information available to all government agencies.
To improve accountability, recording and reporting practices. Health institutions shall be required to formulate, approve and execute annual budgets and plans in accordance with GOU regulations. The Budgets should reflect all sources of revenue for, recurrent expenditure (non wage and wages expenditures) and development expenditure components for purposes of decision making. Upon approval of budgets the various Health institutions shall put into operation the provisions in their budget estimates, and all payments of public monies shall be in accordance with the authority and procedures prescribed in the regulations. The institutions shall maintain accounting records, assets registers and books of accounts in a manner prescribed in the financial regulations. Is this not what we have currently? If yes then we may need to re-emphasise the implementation/ their application.
It is the responsibility of management to ensure regulations are adhered to in so far as management of resources is concerned and internal controls shall be instituted to improve on financial management systems and accountability among which is quarterly reporting system to improve financial transparency. Use IFMS has a single data system will be enforced to make it possible to monitor financial position and produce accurate reports and, monitor overall budgeting performance. The MoH will enforce use of Uniform chart of Accounts and on a quarterly basis, adjust activities to match available funds to activities so as to avoid supplementary budget request and accumulation of domestic arrears. Quarterly meetings between Audit Committee and the Accounting Officers will be instituted.  Strong system of internal controls and risk management techniques will be established such as the use of quarterly ceiling for vote functions and quarterly review of departmental expenditures.  
Comprehensive and timely financial reporting will be strengthened through institutionalisation of National Health Accounts (NHA).  Efforts will be made to provide appropriate financial reports in a timely manner for evidence based decision making.  GoU will allocate resources, avail data collection tools and build required capacity for regular production of NHA.  Harmonization and integration of the Management Information Systems (MIS)/M&E systems to the IFMS systems will be undertaken, to ensure financial related information is captured in the routine reports.  Systems will be put in place to ensure regular reporting from private health financing entities.

The sector will ensure efficiency through improving management and performance of health workers. Among other strategies, will be paying workers reasonably well and providing for their welfare through incentives. Efforts to improve management through contractual arrangements with managers of institutions will further be consolidated and expanded in collaboration with MoPS.  Efforts will also be made to improve logistics and procurement management systems. Given the high value of third party commodities, the sector will explore ways of improving efficiency in health spending through; management of donations of medicines, reduce waste in pharmaceuticals, reduce the costs of clearing and handling charges of medicines and vaccines and drugs procurement and deliveries.  The internal audit system shall be strengthened by conducting regular value for money audits on key programmes to enhance efficiency and effectiveness. 
Procurement and disposal management shall be streamlined and improved.  The Ministry of Health shall develop a sector procurement and Disposal plan to streamline a cost effective system of procurements in the health sector. This will be in line with international and partner guidelines, the Government of Uganda Public Procurement and disposal of assets Act, 2003, the Local Governments Public Procurements and Disposal of Public Assets guidelines, 2008. The procurement system shall ensure transparent and accountable procurements in the health sector with the ultimate aim of achieving value for money. The main actors in the procurement framework shall be the PPDA (The Authority) and the procuring and disposal entities of the Ministry of Health.  Annual ex –post procurement audit and adhoc reviews shall be undertaken by both internal and external auditors to verify procurement and contracting procedures and processes; technical compliance, physical completion and price competitiveness of contracts; review and comment on contract administration and management issues and, review the capacity of institutions handling procurements and contracts. The sector will undertake repeated procurement audits including value for money to ascertain whether there are financial losses.
       Indicators   
  …………

……………….

5.5 Strengthen institutional arrangements in planning and management of resources

              (Brief introduction on current situation and then mention interventions)
System for appraisal of new projects and programmes streamlined and strengthened

Planning, Financial Leadership and Governance improved-[build capacity for planning, institutional reform, SBWG strengthened, routine planning linkage and mentorship between centre and LGs , HDPs]
Management systems streamlined and strengthened – [input mix, production methods, HR, Finance, private sector leverage, guidelines and standards, mentoring, supervision, etc]

Indicators 
· Efficiency studies carried out Sector budget working Group strengthened (SBWG recommendations, policies, guidelines adopted)
· Availability of health sector planning guidelines 

· An integrated sector financial reporting/tracking system adopted 

6.0 IMPLEMENTATION ARRANGEMENTS/INSTITUTIONAL FRAMEWORK

Pre-amble: The MOH through the directorate of Planning will take lead in ensuring the implementation of the strategy. This will follow the national health system framework from National to Local government level.

Other key players in the sector will include government Ministries, departments and agencies. The private sector and development partners shall play an important role in enabling successful implementation of the strategy. 
Key roles of each of the stakeholders are summarized in the table A below

What is it?, Who are the implementers?, how HFS will be translated into implementation[simple workplan]?, where is it embedded-main institutions for implementation may or may not be there?,

1. Roles and Responsibilities

2. Packages of Activities 
3. Health Financing mechanisms

4. Partnerships

Actors:

Public

a) Cabinet

b) Parliament

c) MOFPED-NPA

d) OPM

e) MOH

f) MOW

g) MOGLSD

h) MOLG

i) LGs

j) MOES

k) MOPS

l) Ministries running health services-Defence, internal affairs

Private

· PNFPs

· Private Providers

· TCMP

· Civil Society/NGOs

· Employers

· Foundations

Communities

Academia

Development Partners 

Roles and Responsibilities

	    Public
	Responsibilities

	    Cabinet
	1. Review sector allocations of all sectors with role in health (Cabinet Sub-committee)-Streamline third-party insurance

2. Ratification and approval of policies  and implementing strategies

3. Advocacy for & approval to allocate  resources to health sector

	   Parliament
	1. Appropriate required resources to the health sector (SSC)

2. Auditing  (PAC)

3. Advocacy for the sector

4. Mobilize communities

5. Pass policies and laws aimed at promoting equity and access to quality health care and increasing funding for the health sector 



	    MOFPED-          NPA Ministry   of  Finance, Planning and Economic   Development 
	1. Mobilize, allocate and timely release of resources

2. Advocate for health sector resources 

3. Capacity building for financial management

4. Streamlining health financing

5. Monitoring

6. To support both supply side and demand side policies aimed at promoting efficiency and effectiveness in financing

	Mof Information and Broadcasting
	advocacy, dissemination of information on policies and strategies and appeals for funding 

	OPM
	1. Monitoring and evaluation of strategy implementation

2. Mobilize other sectors-coordination ( multisectoral approach to health financing)

	Mof IT
	Support the sector in networking and enabling data capturing for monitoring progress in equity, access and financing data in the country

	MOH Ministry of Health 
	1. Coordinating implementation of the strategy

2. Implementation of some aspects of the strategy

3. M&E for the strategy

4. Mobilizing resources

5. Regulations and standards/guidelines

6. Fund In-service training

7. Advocacy

8. Procurement reforms

9. Draft a position paper on GOU Policy shift on infrastructure development

	MOWH Ministry of Works and Housing 
	1. Manage infrastructural development

2. advocacy for health, health related  infrastracture 

	MOGLSD Ministry of Gender Labour and Social Development 
	1. Community Mobilization

2. Gender mainstreaming

3. Resource mobilization 

	MOWS – Ministry of Works 
	1. Mobilize resources for water and sanitation

2. Sanitation and water use education

	MOLG
	1. Mobilize resources

2. Planning  and Accountability

3. Infrastructure Development

4. Monitoring and standards maintenance

	LGs – Local Governments
	1. Mobilize resources (Local and international)

2. Community Mobilization

3. Resources allocation and management

4. School Health

5. Accountability

6. Monitoring and Evaluation

	MOES
	1. Fund aspects of service delivery in line with their mandate (funding health training, school health )

2. Manage pre-payment schemes for health

3. Provide health infrastructure, HR and facilities for first aid in schools

4. Clarify whether there is an existing policy regarding health services standards in schools

How are schools linked to the general health system, issues of human resources

	MOPS Ministry of Public Services 
	1. Appropriate remuneration of health workers.

2. Incentive packages for health workers.

3. Establishment structures (appropriate categories and numbers).

	Ministries running health services-
   Defence and Internal     Affairs
	1. Resource mobilization for Health Services.

2. Monitoring and evaluation.

3. Funding in-service training.

4. Support health service delivery in their geographical location.

5. Ambulance operations and management

	     Statutory Bodies; 
	1. Resource mobilization

2. Monitoring and reporting.

3. In-service training.

	Private:
	

	PNFPs
	1. Resource mobilization [pre-payment schemes, proposal development and marketing, etc] support PNFPs to mobilize resources targeted funding..- 1 look at objective by objective 
2. Put in place exemption mechanisms and support their implementation-Objective 2

3. Strengthen RBF and contractual arrangements in the PNFPs

4. Ambulance operations and management



	Private Providers
	1. Support super-specialization (all)

2. Resource mobilization: Leasing, franchising, etc

3. Implementation of the HFS

4. Co-location of services

5. Infrastructure investment , operation and management

6. Contracting

7. Ambulance operations and management

	TCMP
	1. Resource mobilization

2. Research

3. 

	Civil Society/NGOs/ULGA, health consumers groups 
	1. Resource Mobilization

2. Community mobilization

3. Advocacy

4. Monitoring



	Employers
	1. Resource mobilization: risk pooling, etc

2. Infrastructure

3. Service delivery

	Foundations
	Similar to HDPs

	Communities (including schools)
	1. Resource Mobilization

2. Service Delivery

3. Planning

4. Monitoring

5. Advocacy

	Academia: Universities, Institutes, SPH, MISR, EPRC, etc
	1. Research (think through methods of operationalising this)

2. Training

3. Host observatories (as academic consortia)

4. Resource mobilization

5. Evidence-based Policy development and knowledge translation

6. Monitoring and evaluation

	Development Partners
	1. Resource mobilization

2. Alignment and harmonization

3. Knowledge management in specific areas

4. Support Policy development and policy advocacy 

	
	


8.0 PACKAGES OF ACTIVITIES AND THE COST.
     7.1The sets of the activities that the financing raised is meant to finance

     Key activities to be financed are derived from the National Health Policy II and the HSSIP. These services were costed as in the HSSIP and will be updated regularly by NHA, costing for benefit packages, health financing reviews and  burden of disease studies among others. The various scenerios have been stated highlighting the funding gaps.
Table… Summary the of costed health services packages (UNMHCP).
The focus here shall be on prevention, health promotion and priority curative services. As detailed below

Package of activities (cluster of related activities) defined for each level

Package is the UNMHCP in 5 clusters: (5 clusters in the HSSIP is not implementable)
Prevention,

Promotion, 

Healthcare delivery

Management

Health Financing

 8.2 HEALTH FINANCING MECHANISMS

      8.2.1 Financing Mechanisms, their objectives and how we want to use the mechanisms (consult last HFS):

Mechanisms

1. The major health financing mechanisms shall be; Tax-based financing (general, ear-marked or hypothecated), Social Health Insurance, Private Health Insurance, Community pre-payment schemes , Foundations,  Local and International Development Assistance

Others will include 

2. Out-of-pocket-financing  for those that are able to pay
3. Individuals (higher net-worth individuals within families) 
4. Philanthropy  
5. CSOs

6. Micro-finance/SACCOs  to be built on the current government programmes 
7. Employers

8.  Corporate Social Responsibility

9. Private sector 
10. Medical savings accounts

The guiding principle in all these mechanisms shall be protection from financial burden and equity in access to health care. 
    i) Needs based transfers will focus on ensuring access to all to quality health services. Their key role is to ensure equity of access to infrastructure, human resources and essential commodities. This transfer will be allocated on the basis of an equity formula taking into account various measures of needs (e.g., population, poverty, burden of diseases etc.). There will be two forms of needs based transfers: for recurrent cost and for investment. 

ii) Performance based financing; 
iii) Demand-side Performance-based financing (vouchers and in kind conditional cash transfers) 

iv) Earmarked transfers/conditional grants 

v) Health insurance 
 Government subsidy will focus on ensuring enrollment of the poor in insurance and guarantee their financial access to benefits. 

 8.2.0 Functions of HF

a) Revenue Generation/collection

Resources shall be generated and collected by the state largely through taxes. Other means shall include those such as OOP, co-payments and deductibles that can be collected by the health insurance providers.

b) Pooling

The national revenue shall continue to be pooled and at the national treasury. Other pools shall be the health insurance schemes under the National Health Insurance policy. At the beginning of introducing the NHIS several pools may exist but efforts shall be made to gradually adopt one single pool for efficiency and risk sharing gains. 
c) Allocation/Purchasing

The main form of allocation and purchasing shall be determined by the source of funding;
Tax funding shall be guided by RAF focusing on high impact interventions 
Health insurance shall be based mainly on capitation, DRGs and fee for service. 

Output/ result based (supply side)

Performance based 

Voucher system (demand side)

     The state shall continue to be the major purchaser while others shall be NHIS and households. These will take on any of the forms below as deemed appropriate.
a) Ear-marking: GF, GAVI, PHC Grants, Projects

b) Allocation Formulae

c) Supply side Result Based Financing 

d) Demand side (vouchers)

e) Contracting and outsourcing, including PPPs

f) Line budgeting

g) Capitation

h) Diagnosis Related Groups (DRGs)

9.0 MONITORING AND EVALUATION

9.1 Mechanism for M&E 

9.2 Key performance indicators 

9.3 Evaluation of the strategy 

9.4 Reporting of progress
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