My Health My Responsibility; Making Health Everyone’s Business: Uganda’s Health Financing Strategy	September 14	2012
Uganda’s lauded economic performance has not translated into effective health services delivery. Policy flight in the course of implementation has resulted in medicalization of the sector to the detriment of social determinants of health that are key to galvanizing collective action for health  and productivity across the life-course. Every aspect of government and the economy has the potential to affect health and health equity. Reorganization of the sector is needed for accountability to the population, transparency and efficiency and to ensure an all government stewardship mechanism which embraces the private sector, community and individual participation. Universal coverage with a basic medical care package will result from effective risk pooling and attention to preventive measures for the whole population. To facilitate evidence for policy and effective interventions, the statistical needs of the sector require further insight into the proximal and distal determinants of health, clinical quality and safety, to enable the identification of the key factors to be measured in order to get a valid reflection of both individual and population health in Uganda. 	Although medical care is essential for relieving suffering & curing illness, only 10-15% of preventable death is related to medical care.  “If health is present in every dimension of life, it implies that risk is everywhere with significant consequences for how we frame health policies and where we assign responsibilities and invest for health in society”…Illona Kickbusch, 2007
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[bookmark: _Toc360066710]1.0 INTRODUCTION
A Nation’s health is its most precious asset. The good macro-economic frameworks with deliberate focus on investments in the economic sectors—roads, water, electricity and agriculture—has made it possible to enhance poverty eradication programs and social services delivery in Uganda.  For example, 24.5% Ugandans live below the poverty line—from 55% in 1993 and 35% in 2001. 72% of the population resides within a 5 km radius of a health facility; universal primary education and secondary education has boosted literacy rates; and, support to tertiary institutional development and the promotion of skills training is giving Ugandans a foundation for participation in gainful employment and further monetization of the economy. Rural financial infrastructure in the form of Savings and Credit Cooperative Organizations (SACCOs) at every sub-county level foster community risk mitigating mechanisms with people’s participation and ownership. The millions of telephones, the many radio stations and television channels are vehicles that can efficiently be put to use for promoting people’s health.
People’s platforms like women, youth, people with disability councils; production groups and cooperatives; professional bodies; and, philanthropic organizations are practical vehicles for organizing communities for planning, resource mobilization, self empowerment and social services delivery. Decentralization and devolution of powers to allocate resources and deliver services has provided the necessary organic linkages between communities and their elected local governments for purposes of planning, organizing, managing and monitoring service delivery. Ugandans could and should, therefore, be healthier at every income level given the high GDP growth rates at 7%—on average. 
Despite the positive developments significant disparities exist in health status by urban and rural areas and by region with the rural areas and the north bearing the highest burden of ill health and death. Moreover, despite the demonstrable decline in poverty levels, there remains unequivocal linkage between poverty and the incidence and prevalence of some disease conditions like malaria, diarrhea and dysentery and stunting in under-five children. 

      Table …. Rural Urban Disparity: Some Health Indicators, Uganda - DHS 2011

Globally, the 20th Century registered absolute increases in life expectancy for most groups around the world (Lee 2005). In Uganda, progress in overall human development indicators has been consistent but small with life expectancy improving from 45 to 52 years in 2003 and 2008, respectively, and the key health impact indicators—particularly infant and under-5 mortality—showing movement in the correct direction. However, maternal and child health conditions account for 20.4% of the disease burden in Uganda—the highest contribution to the total burden of disease. Estimates of Maternal Mortality Ratio (MMR) are at 435 deaths per 100,000 live births and Infant Mortality Rate (IMR) at 76 deaths per 1,000 live births. Communicable diseases account for 54% of the total burden of disease in Uganda with HIV/AIDS, tuberculosis (TB) and malaria, being the leading causes of ill health. In addition, non Communicable Diseases (NCDs) are an emerging problem—with costly treatment implications. Moreover, the all this is happening within a scenario of very high fertility rates—at 6.2(range from 3.3-7.5) children per woman—with consequences for health services delivery. 
While breakthroughs in medical science and increases in medical care spending over the last 20 years are a reality, Uganda continues to lose ground with respect to progress on health impact indicators. Medical bills are straining households and the national treasury. The costs of medical care and insurance are out of the reach of many households with many families pushed into bankruptcy, businesses drained, loss of employment and the public budget strained. Medical care is essential for relieving suffering and curing illness. However, only 10-15 percent of preventable mortality has been attributed to medical care. More health care spending will, therefore, not solve Uganda’s health problems. There is, therefore, urgent need to look beyond medical care to other factors that can improve Uganda’s health. 
A person’s health and likelihood of becoming sick and dying prematurely are greatly influenced by powerful social factors—like education and income—and the quality of the environment in which they live across their lifespan. Where people live, learn, work and play affects how long and how well they will live more than we realize. What constitutes health includes the effects of our daily lives—how our children grow up, the food we eat, how physically active we are, the extent to which we engage in risky behaviors like smoking, unprotected sex and our exposure to harmful substances—as well as the environments in which we live. The solution then lies in identifying where individuals can make improvements in their own health and where society can give a helping hand. The considerable inequalities remaining between people from different social classes, ethnic backgrounds and gender differences—considered unfair or inequitable—majorly result from differential access to conditions that promote health. These include employment and income, education, basic health inputs like safe drinking water, waste disposal and sanitation systems, among others. “If health is present in every dimension of life, it also implies that risk is everywhere. This has significant consequences for how we frame health policies and where we assign responsibilities for health in society.” Illona Kickbusch, 2007

Every aspect of government and the economy has the potential to affect health and health equity [Marmot, 2007]. A policy agenda that aims at addressing the social determinants of health and is pro-equity thus demands a relationship between health and other sectors at global, national, and local levels [Vega & Irwin, 2004]. The health sector is a defender of health, advocate of health equity, and negotiator for broader societal objectives. The ministry of health should therefore be equipped to play an effective stewardship role within government to help improve the understanding among all political actors of the social determinants of health. 
Uganda’s vision for the health sector is that of a healthy and productive population that contributes to economic growth and national development. The goal is to attain a good standard of health for all people in Uganda in order to promote a healthy and productive life. The Sector’s Mission is to provide the highest possible level of health to all people in Uganda through promotion, prevention, curative and rehabilitative/palliative health services at all levels—guided by the values of; 1) the right to health; 2) solidarity; 3) equity; 4) respect for cultures and traditions of the people of Uganda; 5) professionalism, integrity and ethics; 6) stakeholder participation; and, 6) accountability. The policy framework further stresses the need to mainstream health in all government policies and programs. 

To ensure delivery on its Mission within a framework that lives to the defined values, Government should reorganize the Health Sector and consider the establishment of ‘a whole of government mechanism’—supported by administrative and technical actors with broad mandates and a clear articulation of the benefits for each sector—to ensure cross-government policy coherence to the goal of health equity. This will ensure the institutionalization of the effective monitoring of social determinants and health equity indicators as well as impact assessment of all government policies on health equity. Social health protection and universal coverage with a basic package of health care services of quality should be ensured through a medical insurance program that is participatory and gives special protection to the vulnerable and marginalized.  A new health financing model will then address the new Health System through the mobilization of resources, appropriate allocation and ensuring transparency, accountability and effectiveness. 
[bookmark: _Toc360066711]2.0 Background

[bookmark: _Toc360066712]2.1 History of Health
Hippocrates (400BC)—the father of medicine said … “a wise mine should consider that health is the greatest of human blessings”. He also counseled his students … “Let thy food be thy medicine and thy medicine food.”
Social Health
· Social Epidemiology – people are biological organisms and social beings. 
· Social: - dynamic social, material, and ecological contexts into which we are born, develop, interact, and endeavor to live meaningful lives 
· Biological: – social processes involve gene expression.  
· Embodiment: – of biological & social processes expressed in health status.
· Responsibility/Agency/Accountability:- leaders, researchers, public servants set the ground for the level & intensity for the interaction of Biological and Socio-Economic processes. 

Modern Medicine
By definition, medicine is the science of diagnosing, treating, or preventing disease and damage to the body or mind. A medical invention would be any instrument, machine, implant, or similar article that is useful in the diagnosis, treatment, or prevention of disease, for example: the thermometer, artificial heart, or a home pregnancy test.
Epidemiology
· WHO:  the study of the distribution and determinants of health-related states or events (including disease), and the application of this study to the control of diseases and other health problems 
· Columbia University: focuses on the distribution and causes of disease in human populations and on developing and testing ways to prevent and control disease. The discipline is critical to disease prevention because it sheds light on why a particular disease originates, how it spreads, and its effective control. 


The first complete text book of human anatomy heralded the birth of modern medicine. 

The development of sanitation has been the greatest medical advance in the last 166 years, according to a vote of more than 11,000 people worldwide.  
John Snow (15 March 1813 – 16 June 1858) was an English physician and a leader in the adoption of anaesthesia and medical hygiene. He is considered to be one of the fathers of modern epidemiology, because of his work in tracing the source of a cholera outbreak in Soho, England, in 1854.

Scurvy …….
Empirical evidence on the importance of social determinants of health was recognized as far back as the 19th Century with reformers like Virchow in the 1940s who demonstrated the clear relationship between the health of workers and the working conditions they experienced (Virchow 1985). Sanitary reforms—by John Snow—in the 19th Century in Britain were premised on the understanding that environmental conditions had a direct effect on health. McKeown’s work showed that the 20th-Century life expectancy improvements had more to do with changing living conditions than with medical therapies (McKeown 1955). To note is the fact that the reforms did not just happen as a matter of course but resulted from significant social and class struggles (Doyal 1979). The need to focus on social determinants in the early 21st Century is called for given the fact that the current form of economic globalization is increasing inequities within and between countries (Sen 2000; Labonte 2005).  

Equity from the Start

Healthy Places – Healthy People
Where people live affects their health and chances of leading flourishing lives. Communities and neighborhoods that ensure access to basic goods, that are socially cohesive, that are designed to promote good physical and psychological wellbeing, and that are protective of the natural environments are essential for health equity. 
Currently 50% of the world population lives in urban areas.
Urbanization
The regions with the fastest growing urban populations are also the regions with the highest proportion of slum dwellers (UN-HABITAT 2007). 
                 Figure … Urban and Slum-dwelling Households, circa 2003

                  Source: UN-HABITAT 2003 and other UN data: Reproduced from KNUS (2007)

Policies and investment patterns reflect the urban-led growth paradigm with rural areas suffering from progressive underinvestment in infrastructure and amenities with resultant levels of poverty and poor living conditions—a precursor to outmigration to unfamiliar urban centers …(Vlahov et al, 2007). These inequities, to the disadvantage of rural conditions, contribute to the health inequalities between urban and rural dwellers in many low income countries…. (Houweling et al 2007)
Urbanization reshapes population health problems—especially for the urban poor—towards non-communicable diseases and injuries, alcohol and substance abuse, and impact from ecological disaster (Campbell & Campbell, 2007; Yusuf et al 2001). Increased consumption of fats, sweeteners, energy dense and highly processed foods coupled with reduced energy expenditure—as a result of poorly designed cities[footnoteRef:1] contribute to obesity (Friel, Chopra & Satcher, 2007). Urban environments are associated with road traffic injuries, vehicle related pollution and neuropsychiatric disorders—related to alcohol, substance abuse disorders and depression (Prince et al 2007). Health promotion in urban settings in the presence of supportive political structures, financial resources applied in an appropriate manner and social policies that underpin the equitable provision of the conditions in which people are able to thrive (Galea & Vlahov 2005).  [1:  Physical activity is strongly influenced by the design of cities through the density of residences, the mix of land uses, the degree to which streets are connected and the ability to walk/ride a bicycle from place to place, and the provision of access to local public facilities and spaces for recreation and play. Reliance on cars also influences the shift towards physical inactivity. ] 

 

Social Protection across the life course

Health Equity in all policies, systems, and programsIn Nairobi, where 60% of the city’s population lives in slums, child mortality in the slums is 2.5 times greater than that in other areas of the city.

In Manilas’s slums, up to 39% of children aged between 5 and 9 are already infected with TB—twice the national average.


Gender Equity and Health

Political empowerment –inclusion and voice

The inequities in health—avoidable health inequalities—result from circumstances in which people grow, live, work, age and the systems put in place to deal with illness. The conditions in which people live and die are—in turn—shaped by political, social, and economic forces. The development of a society, rich or poor, can be judged by the quality of its population’s health, how fairly health is distributed across the social spectrum, and the degree of protection provided from disadvantage as a result of ill-health.

Uganda..
Health Status
Policy HSSP
Problem Definition
· Policy
· Strategic Plan 
· Organization – the health system
· Financing
· Protection
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This section contextualizes the health financing strategy. It specifically identifies the drivers and enablers of health care reforms, points to the health situation in Uganda and describes the health services delivery system.  
[bookmark: _Toc360066714]2.1 Commitments to Health
[bookmark: _Toc360066715]2.1.1 Global Commitments
Globally, commitments to better health outcomes since the Alma-Ata—which culminated into the aspirations of the Millennium Development Goals (MDGs)—continue to drive health sector reforms in many developing countries. African countries have endorsed the Health-for All Policy for the 21st Century (Agenda 2020, Harare, WHO), and the East, Central and Southern Africa guidelines for health systems development. In Uganda, the Constitution enjoins the state to build national strength in political, economic and social spheres to avoid undue dependence on other countries and institutions.

[bookmark: _Toc360066716]2.1.2 National Frameworks
The Poverty Eradication Action Plan (PEAP), Prosperity For All (PFA), operational instruments like Sector Wide Approaches (SWAps) and the Medium Term Expenditure Framework (MTEF) point to better social services delivery through poverty eradication. Deliberate and focused investments in the economic sectors like roads, water, electricity and agriculture have resulted in average GDP growth rates of 7% with resultant capacity to fund social infrastructure—for example, 72% of the population live within a 5 km radius of a health facility. Literacy has been boosted by universal primary education. Universal secondary education, support to tertiary institutional development and the promotion of skills training give the population the foundation for participation in gainful employment and further monetization of the economy. Rural financial infrastructure in the form of Savings and Credit Cooperative Organizations (SACCOs) at every sub-county level fosters the building of community risk mitigating programs with people’s participation and ownership. The millions of telephones, the many radio stations and television channels are vehicles that can efficiently be put to use for promoting people’s health.

People’s platforms like women, youth, person’s with disability councils; cooperatives; professional bodies; and, philanthropic organizations are practical vehicles for organizing communities for resource mobilization, self empowerment and social services delivery. Decentralization and devolution of powers to allocate resources and deliver services has provided the necessary organic linkages between communities and their elected local governments for purposes of planning, organizing, managing and monitoring service delivery. 
[bookmark: _Toc360066717]2.1.3 Health Policy Development 
National Health Policies are guided by national development plans which detail priority interventions of the Government of Uganda in any sector. The policies are formulated within the context of the Constitution of the Republic of Uganda (1995)—which confines the centre’s roles to policy formulation, strategic planning, regulations, monitoring and providing stewardship—and the Local Government Act (1997)—for decentralized governance and service delivery. The Constitution enjoins government to take all practical measures to; 1) ensure the provision of basic medical services to the population; 2) encourage and promote proper nutrition through mass education; 3)  ensure all Ugandans enjoy rights and opportunities and access to education, health services, clean and safe water, work, decent shelter, adequate clothing, food security and pension and retirement benefits; 4) promote recreation and sports for the citizens of Uganda; 5) recognize the significant role that women play in society; and 6) ensure all developmental efforts are directed at ensuring the minimum social and cultural well-being of the people. The Constitution further charges the State to adopt an integrated and coordinated planning approach while involving the people in the formulation and implementation of development plans and programs which affect them and take all practical measures to encourage private initiative and self-reliance.

The above context puts the health system in a national value system of equality, solidarity, participation in decision making, inclusiveness, rule of law, and fairness. The political will to finance health services delivery is further embedded in the National Development Plan which calls for the development of an explicit health financing strategy and the collection of adequate financial resources to—in the medium term—deliver on the National Health Policy and the Health Sector Strategic and Investment Plan (HSSIP). Sufficient resources must, therefore, be mobilized, allocated equitably, utilized efficiently and effectively—while ensuring access—and appropriately accounted for. The aim is to purposively move towards universal health services coverage—specifically targeting the poor and vulnerable groups of the population—with an agreed essential package of health services. Implementation envisages a multi-sectoral approach involving pro-rata investments in and collaboration with sectors that have a significant bearing on the determinants of health. 
[bookmark: _Toc360066718]2.1.4 Health Indicators
Uganda has registered small but consistent progress in overall human development indicators. Life expectancy improved from 45 years in 2003—due to the impact of HIV/AIDS deaths—to 52 years in 2008. Improvement is also seen in the key health impact indicators—particularly infant and under-5 mortality. The indicators—though showing movement in the correct direction—are still poor.  Estimates of Maternal Mortality Ratio (MMR) are at 435 deaths per 100,000 live births and Infant Mortality Rate (IMR) at 76 deaths per 1,000 live births. The maternal and child health conditions account for 20.4% of the disease burden in Uganda—the highest contribution to total burden of disease. Communicable diseases account for 54% of the total burden of disease in Uganda with HIV/AIDS, tuberculosis (TB) and malaria, being the leading causes of ill health. In addition, non Communicable Diseases (NCDs) are an emerging problem in Uganda—with costly treatment implications.
Significant disparities exist in the health status, by urban and rural areas, and by the different regions of the country with the rural areas and the northern region of the country bearing the highest burden of ill health and death. Moreover, despite the demonstrable decline in poverty levels, there remains unequivocal linkage between poverty and the incidence and prevalence of some disease conditions for example malaria, diarrhoea and dysentery with stunting in children under five estimated at 32%. 
[bookmark: _Toc360066719]2.2 Health System Mandates
[bookmark: _Toc360066720]2.2.1 The Centre
Uganda’s Constitution and Local Government Act define mandates for the centre and decentralized structures. At national level, the Ministry of Health is mandated to formulate policy, provide stewardship for the sector, do strategic planning, set standards, regulate and assure quality, monitor, supervise and mobilize resources. The Ministry is also responsible for nationally coordinated services such as epidemic control and health research. HSSIP II envisages inter-sector collaboration with Ministries that act on the social determinants of health. These include, among others, the Ministries of Water and Environment—for water and sanitation, Agriculture—for food security and nutrition and Gender, Labour and Social Development—for social equity.
[bookmark: _Toc360066721]2.2.2 Autonomous Organizations
Central functions that have been delegated to autonomous specialized institutions include the Uganda Blood Transfusion Service (UBTS), the National Medical Stores (NMS) and the National Public Health Laboratories. Regulatory functions have been delegated to professional councils. The National Drug Authority is responsible for medicines. Research activities are conducted by several research institutions and coordinated by the autonomous Uganda National Health Research Organisation (UNHRO). The Health Service Commission is responsible for health human resource. Functional linkages have, however, not been established between the Ministry and Universities to effectively support sector research, evaluation and policy formulation.
[bookmark: _Toc360066722]2.2.3 The Local Government Finance Commission (LGFC)
Advising the President on all matters concerning the distribution of revenue between Government and Local Governments; the allocation to each Local Government of money out of the consolidated fund as well as the amount to be allocated as equalization and conditional grants is vested in the Local Government Finance Commission—as spelt out in Clause 4 of article 194 of the 1995 Constitution. The Commission relies heavily on poverty indicators as the basis for amounts to be allocated per district given that poor households rely more on publicly provided services such as health and education. Currently, there is no formal active consultative forum between the ministry of Health and the Commission on matters related to planning for and funding health service delivery in the districts. Neither location nor facility level designation of health infrastructure is empirically determined resulting in overconcentration of budget support to health services delivery in some parts/locations of the country.
[bookmark: _Toc360066723]2.2.4 The Resident District Commissioner (RDC)
A Resident District Commissioner—as representative of the President and central government in the Districts—coordinates the administration of government services, inspects services and sensitizes the populace on government policies and programs in the district. In addition to advising the District Chairperson on matters of national nature that may affect the district, it is the duty of the RDC to draw the attention of any line Ministry, the Auditor General and Inspector General of Government to divergence from or non-compliance with government policy, the need for special investigation audits and cases of mismanagement or abuse of office, respectively. The office of the RDC has not been capacitated to carry out these roles. The lack of effective coordination and linkages between line Ministries, RDCs, and districts has led to uncoordinated troop movements that have resulted into duplication of service delivery, resource misapplication and underutilization. In the health sector, this is exemplified by local governments constructing health units without consulting the Ministry of Health. The outcomes are structures not adequately equipped with health personnel, equipment and drugs.  
[bookmark: _Toc360066724]2.2.5 The Local Government
A local government is based on the district as a unit under which there are lower local governments and administrative units. A local government council is a body corporate with perpetual succession and a common seal and may sue or be sued in its corporate name, make policies and monitor and oversee implementation of its programs and projects. Administrative unit councils are, however, not body corporate. Their functions are limited to resolving problems or disputes, monitoring the delivery of services and assisting in the maintenance of law, order and security. There is room for exploiting the potential of lower local governments to mobilize and organize communities for the planning, delivery and monitoring of health services delivery. 

[bookmark: _Toc360066725]2.3 Health Services Delivery 
[bookmark: _Toc360066726]2.3.1 National Organization
How the health care delivery system is organized in a country will directly influence the effectiveness of its Health Financing Strategy (HFS). Understanding the organization of the health care delivery system is therefore vital for the development of a HFS. In Uganda, the health system comprises the public, Private-Not-For-Profit (PNFP) and Private-Health Providers (PHP) providers as well as traditional and complementary practitioners. The public sector includes all GoU health facilities under the MoH, health services of the Ministries of Defense (Army), Education, Internal Affairs (Police and Prisons) and Ministry of Local Government (MoLG). National and Regional Referral Hospitals report to the central government while General Hospitals and Health Centers (HC) (Types II–IV)) report to the local governments. 

[bookmark: _Toc360066727]2.3.2 District Level 

Districts are divided into Health Sub-Districts (HSD) comprising of a hospital—or Health Centre IV—with a network of Health Centres-III (HCIII) and Health Centres II (HCII) —all providing the services according to their mandate. Each HSD management team is responsible for the day-to-day management of health units and community level health activities under its jurisdiction. The specific functions include; 1) leadership in the planning and management of health services within the HSD—including supervision and quality assurance; and 2) provision of technical, logistic and capacity development support to the lower health units and communities including procurement and supply of drugs. Although significant progress has been made, the majority of the 214 HSDs have encountered difficulty in meeting the policy expectations because of; 1) inadequate funding; 2) recruitment shortfalls; 3) lack of housing—contributing to high rates of turnover of recruited staff; 4) heavy workload—due to combining clinical and health management functions by senior HSD personnel; and, 5) incomplete infrastructure and tools. 

[bookmark: _Toc360066728]2.3.3. Community Level
Community organization for health at the village is carried out by a Village Health Team (VHT) composed by 9-10 persons with mandate to mobilize and empower the community for health action. The VHT is specifically responsible for; 1) community’s health needs identification; 2) gender specific mobilization strategies for health promotion and disease prevention; 3)  resource mobilization for health programs; 4) gender balanced selection of community health workers; 5) oversight over  community health workers’ activities; 6) maintaining a register of members of households and their health status; and, 7) serving as the first link between the community and the formal health providers. The HCIIs—where they exist—is the first level of interface between the formal health sector and the communities. HCII provides only ambulatory services—except in strategic locations where maternity services are being provided. An Enrolled Comprehensive Nurse provides the required services and linkages with the VHT .Attrition rate for VHT membership is over 75%. There is clearly a need to review the form and function of an effective community interface in the overall health system.  
[bookmark: _Toc360066729]2.3.4 Service Delivery
The District Health System serves a delineated population within an administrative and geographic boundary under the overall direction of the District Health Officer. The expectation is that the diverse actors in the services delivery chain contribute to the making of the District Health Sector Strategic Plan—an integral part of the rolling District Development Plan. Hospital services are provided by 102 public and private entities with the public sector operating over 70% of the facilities. The public hospitals are divided into three groups comprising of; 1) general hospitals; 2) regional referral hospitals: and, 3) national referral hospitals. Lack of adequate resources is limiting hospitals in their effort to provide the services expected from them. In many instances basic emergency infrastructure, supplies and equipment for support services are inadequate. A National Hospital Policy has been formulated to streamline the role and functions of hospitals within the National Health System as an integral part of the second Health Sector Strategic Plan (HSSP-2, 2005/06-2009/10). However, lack of clarity as to what constitutes a referral system in Uganda and failure to equip the lower level facilities continues to overburden hospitals with delivery of basic services.
[bookmark: _Toc360066730]2.3.5 Human Resource
Uganda’s population was at 33.4 million in 2011and is projected to rise to 44 million by 2020[footnoteRef:2]—given the average annual growth rate of 3.2%.  The current health worker to population ratio stands at 1 to 1,236—WHO recommends a minimum of 1 health worker to 439 persons. The estimated health workforce in the country is 46,000; 57%, 22% and 21 % are in the Public, PNFP and PHP sectors[footnoteRef:3], respectively. Health cadres disaggregation indicates that the workforce is made up of  24% nurses, 12% midwives, 3% doctors, 1% pharmacists, 6% clinical officers, 4% diagnostic staff, 17% Nursing Assistants, 11% other medical related workers and 22% other Staff[footnoteRef:4]. At the national level—including all the hospitals, Ministry of health institutions and local governments—the proportion of filled positions by trained workers stands at 56% for the public sector.  [2:  Uganda Bureau of Statistics, 2010 Census]  [3:  HRH Strategic Plan: Supplement 2009 (p.13)]  [4:  Ministry of Health (March 2011): HRH Bi-Annual Report October 2010-March 2011] 

The need to scale-up production and employment of the health workforce to match the corresponding demand cannot be overstated.  Moreover, regional distribution of medical staff remains highly inequitable and disfavors areas that are poorly resourced in terms of social infrastructure and amenities—highly skilled professionals are better represented in urban areas. 60% of the health workforce is deployed in urban areas and servs less than 20% of the population while the 80% of the rural population is served by less than 40% of the health workers. 
The second Health Sector Strategic and Investment Plan (HSSP II) recognizes the critical role of the human resources and efforts are being directed towards increasing the staffing levels, improved training both in terms of quality and quantity as well as the provision of tools and an enabling environment for improved work performance and service delivery. The above efforts were further enhanced by the Global Health Workforce Alliance (GHWA) Kampala Declaration of March 2008 which emphasized the need for collective and sustainable political, structural, systematic and economic interventions to check the global health workforce crisis. 
The Ministry has thus developed a Master Plan for improved Health Service delivery which further underscored the significance of Human Resource for Health, among others. What has been clearly missing is human resource geared towards health promotion as an integral policy of the ministry. Studies have shown that nutritionists and laboratory technologists—frontline workers in health promotion and disease prevention in a situation where the morbidity burden of 75% is preventable—have not been on the priority human resource list for the Ministry. In addition a number of health workers with rare, but essential skills, is required for optimal functioning at the tertiary level of health care. Furthermore attention has to be accorded to building a well balanced health workforce with optimal composition of other skilled professionals needed to populate the support systems required for achieving the desired goals.

[bookmark: _Toc360066731]2.3.6 The Private Sector
Government policies clearly define the role played by the private sector and the position of public private partnerships in service delivery. The private health delivery system consists of Private Not for Profit (PNFPs) providers, Private Health Practitioners (PHPs), and the Traditional and Complementary Medicine Practitioners (TCMPs). The PNFP facility-based providers are majorly faith based while PHPs providers are constituted by clinics, drug shops and informal vendors. Private hospitals are designated general hospitals but provide variable services—including specialist services designated for referral hospitals. PNFP faith based facilities are coordinated by the religious bodies nationally and—including the purely private facilities—have no clear reporting mechanism with either the Centre or Local Government. 

[bookmark: _Toc360066732]2.4 Management of the Health System
While health-care services are delivered by doctors, nurses and technicians, how they do their work is what determines how health care is delivered. The organization’s strategies, structure, management systems, administration, stewardship, incentives, and payment systems should be well aligned for the success of health services delivery. Separation of roles and duties with respect to who sets priorities, plans, programs and implements the different elements of the system is crucial to ensure no conflict of interest takes place. It is imperative that Government’s institutional arrangements be followed in order to promote transparency and efficiency in service delivery.

[bookmark: _Toc360066733]2.4.1 Governance 
Table 2.1 shows Regional characteristics of the health workforce as percent of total health workforce. The health workforce in Africa is dominated by the medical discipline as compared to other regions of the world. This lack of managerial, planning and administrative competencies explains the overburdening of medical workers and the dismal health sector impact indicators. 

Table 2.1 Regional Characteristics of the Health Workforce as Percent of Total Health Workforce
	
	Region
	Health (Medical) Workforce
	Health Management & Support Workers

	
	Africa
	83
	17

	
	Western Pacific
	78
	25

	
	Europe
	69
	31

	
	America
	57
	43




The many attempts to restructure the Ministry have failed to align structure to strategy with respect to numbers, skills and shared values in service delivery. Moreover, key competencies for execution of functions and tasks at different levels of the system are not given adequate weight while recruiting and deploying for the sector. This has led to a deficiency of the required synergies that would accrue from harnessing the different professional skills required for the efficient and effective management of the sector. In addition, failure of government departments to recognize the complementary role each plays in different sectors results in duplication and failure to harness synergies for efficiency and impact. Resources from sectors like local government, water, housing, agriculture, gender and labor as well as education would unleash additional resources to facilitate communities tackle the largely preventable disease burden.  As a result of low weighting of the public relations function, public perception of the Ministry is very low at the expense of the wellbeing and productivity of the personnel who man its activities. 

[bookmark: _Toc360066734]2.4.2 Sector Planning
The health sector planning function of the Ministry is often ignored. Ministry policies, programs, work plans and the budget are not well synchronized and hardly in tandem to meet policy priorities and targets—emergencies are the order of the day. The lack of focus on resource mobilization and having competent personnel to man this function has resulted in failure to centralize and coordinate donor input and its monitoring.  Failure to operationalize the real mandate of the Ministry has led to misapplication of resources targeted for health services ending up in activities peripheral to its mandate. Construction and vehicles procurement—a non-core mandate activity—is, for example, prioritized over and above health promotion and education, supervision and ensuring standards compliance. 

[bookmark: _Toc360066735]2.5 The Second National Health Sector Strategic and Investment Plan 
[bookmark: _Toc360066736]2.5.1 Policy Commitment 
Implementation bottlenecks exist in the health sector but government has put in place policies (NHP I & NHP II), strategic plans (HSSP I, HSSP II & HSSIP) and appropriate guidelines to steer the health sector. Government and development partners are committed to funding the sector—in addition to stakeholders’ demonstrated ability to mobilize internal resources. The already existing Public Private Partnership policy is testimony to the importance the Ministry of Health attaches to the role of partnerships in health service delivery. 

The health services delivery system can deliver results given the demonstrated successful implementation of various reforms including the introduction and operationalization of the Sector Wide Approach in health. The full decentralization of health services and the positioning of health facilities for key health interventions enable communities to participate in health planning and management.
[bookmark: _Toc360066737]2.5.2 Weaknesses 
Various studies and the mid-Term Review of HSSP II identified weaknesses that may affect HSSP III implementation. The implementation of sector policies and strategies is unsatisfactory and enforcement of existing legislation weak possibly due to human resource factors, inadequate funding or limited interest in or impact of the policies. While health facilities have significantly increased, the referral system is weak and this—combined with staff shortfalls and lack of medicines—drives Ugandans to seek traditional and complementary medicine care. 

Whereas Private Health Providers (PHPs) constitute a significant proportion of health care, the partnership with MoH is weak and almost non-existent at district and lower levels. Moreover, as a result of inadequate skills and the untimely release of inadequate funds; supervision, monitoring and evaluation are weak. The multiple parallel data collection points generate excessive volumes of data which may be irrelevant to the different levels of care. This burdens health human resource and thus late reporting. The limited coordination of donor funding, weak financial management, accountability and transparency coupled with limited absorptive capacity are efficiency issues that have to be addressed if HSSIP is to have impact. 

[bookmark: _Toc360066738]2.5.3 Opportunities
Despite the enumerated weaknesses, opportunities exist that can be harnessed by all stakeholders to successfully implement HSSIP. Government has developed the NDP as the overall development plan and guiding document for sector investments. The NDP details GoUs commitment to improve health services delivery. The document further prioritizes the delivery of the UNMHCP which focuses on poverty related diseases affecting the majority of the people in Uganda. Opportunity is embedded in Uganda’s being signatory to the IHP+ and other global initiatives like the Global Fund and Global Alliance for Vaccines and Immunization (GAVI). Moreover, bilateral donors are committed to supporting Uganda’s efforts to achieve the MDGs by funding the health sector.  In addition, the increasing involvement of the private sector, decentralization of service delivery and management and harmonization of donor funding are all opportunities waiting to be exploited. Yet untapped opportunities that promise new horizons for supporting the efficient and effective implementation of HSSIP exist among the academia and related institutions as well as the regional partnerships within East Africa and beyond. 

[bookmark: _Toc360066739]2.6 Priority Health Sector Reforms
[bookmark: _Toc360066740]2.6.1 Sector Vision and Mission
Global initiatives like the Primary Health Care goals contained in the Alma Ata and the MDGs coupled with the Uganda health situation analyses from various studies inform Uganda’s vision for health together with its policies and strategies. The vision of the health sector is to have a healthy and productive population that contributes to economic growth and national development. The goal is to attain a good standard of health for all people in Uganda in order to promote a healthy and productive life. The Sector’s Mission is to provide the highest possible level of health to all people in Uganda through promotion, prevention, curative and rehabilitative/palliative health services at all levels—guided by the values of; 1) the right to health; 2) solidarity; 3) equity; 4) respect for cultures and traditions of the people of Uganda; 5) professionalism, integrity and ethics; 6) stakeholder participation; and, 6) accountability. Health is to be mainstreamed in all government policies and programs. 

Implementation of sector reforms will be pro-poor, evidence based, gender sensitive and responsive, with all implementation partners prevailed upon by government to focus on PHC. Partnership with other institutions will be the cornerstone of implementation arrangements. Greater attention and support will be given to health promotion, education, and enforcement and prevention interventions through individual and community empowerment for active and meaningful participation in health development.  Health services delivery will be done within the decentralization framework and a proactive role taken in regional and international health initiatives. 

[bookmark: _Toc360066741]2.6.2 Health Sector Strategic Objectives
While the major strategies and interventions that will be implemented during the period of the HSSP III (2010/11–2014/15) have been defined and need to be implemented, an insufficient resource envelope dictates prioritization as a necessity and strategic decisions on investing in health made. The identified important health sector strategic objectives towards which sector plans must focus are: 

1) Sexual and Reproductive Health with targets of; i) reducing the Maternal Mortality Ratio (MMR) from the current 435 to 131per 100,000 live births; ii) increasing the proportion of deliveries under skilled care from 34% to 90%; and iii) increasing contraceptive prevalence from 24% to 35%, by 2015. 
2) Child   Health with targets of;  i) reducing under five Mortality Rate (CMR) from the current 137 to 56 for every 1000 live births; and, ii) increasing the proportion of immunized children below one year from 74% to 85.%. 
3) Control   and   Prevent Communicable Diseases especially HIV/AIDS, Malaria and Tuberculosis by;  i) reducing the proportion of the under-five in-patient malaria fatality from ...  to ...;  ii) eliminating incidence of HIV in neonates ; and, iii) reducing the number of TB cases from …to ….per 100,000. 
4) Health   Education and Promotion through population-based programmes involving different sectors to; i) increase proportion of population with access to water and sanitation facilities from ….and …% … to ..% and ...%, respectively; ii) and the prevalence of anaemia among children decreased from 73% to 60%, women from 49% to 30% and men from 28% to 15% and,  reducing the overall disease burden attributed to communicable diseases by 75%. Social Determinants of Health….

[bookmark: _Toc360066742]2.6.3 Priority Interventions
Priority reforms have been structured to contribute towards meeting the targets of the above stated priorities and budgetary allocation should be done to reflect the four prioritized interventions. The consequent priority interventions that have been identified include: 

· Strategic human resource management; 
· Resource mobilization
· Upgrading and modernizing health infrastructure; 
· Transforming leadership and management practices; 
· Promoting community participation and ownership; 
· Improving the Quality, Safety, Cost and Value of Health Care
· Strengthening public private partnerships 
· Transforming the healthcare financing system.

The Ministry of Health has defined plans and strategies to operationalize the above stated reforms which are to be implemented in a coordinated manner. Reforms in the health financing system have to—as a consequence—match the challenges of the listed priority reforms in the health sector. 

2.6.3.1 Strategic Human Resource Management

The personnel management model has not served the health sector very well. A human resource management approach for the sector will be adopted to meet the acute shortage and productivity shortfalls of the health workforce with the aim of; a) strengthening the recruitment and deployment processes; b) making health sector jobs more attractive to improve staffing levels and reduce turnover; c) improve leadership and management; d) establish a supportive policy framework for managing and monitoring health workforce development;  e) institutionalise competence-based training programmes to increase the volume, quality and skill mix of health workforce; f) strengthen human resource planning/management structures, systems and capacity; and g) strengthen collaboration across the sector between service providers to ensure quality service provision. The key outcomes for this priority intervention will include; i) appropriate numbers and types of health workforce at post and equitably distributed; ii) improved retention of health workers at all levels; iii) improved institutional and health worker performance; strengthened HR planning and management at all levels. Liberalization and support through incentives to autonomous public facilities, the Private Sector—PNFPs, PHPs and complementary medicine practitioners—shall enable greater absorption of unemployed health workers and boost health care delivery. Primary Curative services should be the responsibility of the HCIII and private providers. Government facilities will focus on referred services focusing on tertiary curative and super-specialized care.
2.6.3.2 Rehabilitating, Upgrading and Modernizing Health Infrastructure
The high proportion of communities living within 5 kms of a health facility has not been associated with increased utilization rates. For the sexual and reproductive health objective, this has not been translated into meeting the targeted deliveries managed by health professionals. Many health facilities are dilapidated with no access to appropriate equipment and ICT. Significant gaps remain in essential specialized care capacity forcing Ugandans to seek services abroad. Government will take measures to increase the correlation between access and utilization. Specific actions will include; a) Use of geographical information systems (GIS) to map and show the distribution of health services and providers; b) Finish construction of HC IIIs and rehabilitate existing facilities;  c) use innovative designs of health services delivery for pastoralist communities and school programs, as well as demand creation strategies, particularly output-based approaches; and, d) use different funding mechanisms to support the rehabilitation and refurbishing of both public and private hospitals to ensure that they  meet the minimum quality standards.  

To ensure efficiency, transparency and impact in the development, repair and maintenance of health infrastructure, the Ministry will focus on specifying the standards required for the all health infrastructure in the country—both public and private. The MoH will, for example, not be responsible for construction of medical buildings (Housing & Urban Development), management of ambulances for medical emergencies (Works & Internal Affairs), pre-service and post-graduate training (Education & Sports). Innovation for the transportation of health personnel will have to be put in place to reduce the ‘bleeding’ of health services resources into purchase and maintenance of vehicles. In addition, with all accredited medical care institutions paid capitation on Insurance, competition will be opened up for sources of pharmaceutical and related products—NMS will have to compete with other providers on the market.  
2.6.3.3 Transform / Revolutionalize Health Management Practices
Government aims to ensure all healthcare facilities are administered by trained managers to provide the required leadership and management services for both facility and community based health services. This will maximize resource use and minimize wastage. Government will support; a) the training and recruitment of health service managers; b) strengthen capacity at District level to manage local government level facilities and the expected funding flows from both the private and social insurance scheme to be put in place; c)  support and strengthen modalities for the direct transfer of funds to health facilities, supervision and monitoring. 
The expected improvement in financial access to healthcare services will call for deepening of health care at each level. Government will therefore rehabilitate, equip and upgrade the range of services each level of care is expected to provide. Each regional hospital in the country will, therefore, be transformed into proper referral hospitals to provide specialised care in areas such as trauma, mental health, cardiac surgery, plastic surgery, cancer therapy and other priority areas of medicine. This measure will take specialised services closer to the people and reduce costs, as well as unnecessary loss of life. In addition, a policy on medical tourism will be developed to provide opportunities for attracting foreign investment, and more directly, increase the flow of capital into the country, through payments for medical care and associated hospitality payments made in respect of foreign patients. 
2.6.3.4 Promoting Community Participation-Tackling the Social Determinants of Health

In order to increase community participation in the management and ownership of healthcare services, the current community organization for health at the village embodied by the Village Health Team (VHT) will be revamped to ensure better guidelines for;  a) more efficient and sustainable community organisational structures for community participation, ownership and linkages with the formal public  and private health sectors; b) participatory and evidence based planning; c) mobilisation of community-based resources; d) capacity building of community own resource persons (VHTs) for the delivery of their own defined health services packages; e) expanding household participation in their own healthcare and financing; f) setting-up of community information systems; and, g) guidelines for the development and the use of a community communication strategy and networking.  

2.6.3.5 Improving the Quality, Safety, Cost and Value of Health Care
Value driven health care is about delivering the right health care to the right person, at the right time, for the right price. Providing reliable health care cost and quality information empowers patient choice at all levels of the health system. This leads to improvements in the whole health care system as providers and those who pay—with universal social health insurance in place—track how their practice, service, or plan compares to others. As consumers get to know the comparative costs and quality of their health care, they will have the financial incentive to seek out quality care at the lowest cost. 

The Ministry will enforce transparency in health care delivery to restrain the growth of health care costs. This will be done by; a) causing every medical provider to keep standard health records which will—over time—become electronic to enable a secure a health information system that can communicate and exchange data quickly and in a secure manner; b) measuring and publishing data on every case and procedure after defining benchmarks on what constitutes quality care; c) ensuring investigative /diagnostic technologies are made available at health facilities close to the population to enable early detection of disease and inherited traits. This is in line with the Patient’s Charter which is intended to raise the standard of health care by empowering the clients and patients to demand good quality health care from health facilities.

The Ministry will further ensure that essential, efficacious, safe, good quality and affordable medicines and   health supplies are available and used rationally in Uganda by; a) mobilizing adequate financing for essential medicines and health supplies; b) promoting regional and international collaboration on medicine regulation and bulk purchasing; c) encouraging and supporting local production of medicines and ensure compliance with Standards of Good Manufacturing Practices; d) promoting, supporting and sustaining interventions that ensure efficient medicines and health supplies logistics management, rational prescribing, dispensing and use; e) strengthening the existing regulation and its enforcement in the pharmaceutical sector; f) supporting the National Drug Authority to ensure safety and efficacy of medicines, including traditional medicines; g) integrating relevant aspects of private sector activities into the MoH pharmacy policy framework on issues such as accreditation, standards of practice and cooperation and collaboration with training institutions; and, e) promoting and supporting good and relevant aspects of complementary and traditional medicines.                                                
2.6.3.6 Strengthening Public Private Partnerships
Partnerships will be fostered to improve access to quality health care services and stewardship at all levels. To promote economic growth through the expansion of the service industry, Centres of Excellence will be created to reduce the outflow of capital. Joint planning and performance monitoring, institutionalising of participatory planning, and strengthening leadership will be done to promote partnerships in health. Market surveys and joint feasibility studies for partnerships between the public and private sector—to increase the number of hospitals and other research centres that provide advanced healthcare services—will be done. In addition, partnership and individual private projects will be created and supported in order to mobilise resources for the construction, equipping, as well as the running of selected hospitals with the capacity to provide the required services.  A policy to this effect will be put in place.
2.6.3.7 Health Financing Reforms
Health financing is about how money is mobilized to fund health sector activities, how the money is allocated and how it is paid out (purchasing).  A functioning health financing system is essential to ensure timely access to health services for the majority of the population because financing determines; 1) how much money is available; 2) who bears the financial burden; 3) how risks are pooled; and, 4) whether health care costs can be contained. Subsequently the questions of who has access to care, who is protected against impoverishment from catastrophic medical expenses and, the health status of the population can be answered. 
Financing Legislation
The various legislations, regulations, instructions, procedures and standards which support financial management in Uganda include; 1) The Constitution 1995; 2) The Budget Act 2001; 3) The Public finance and accountability Act 2003; 4) Local Government Finance Act 2007; 5) Public Finance and Accountability regulations 2005; 6) Treasury Accounting instructions 2003; 7) Local Government Act 2007; 8) Local Government financial and accounting regulations 2007; 9) Public Procurement and Disposal of Assets Act 2003;  9) The National Audit Act 2008; and, 10) International Public Sector Accounting standards. Treasury Accounting Instructions 2003 offers guidance on Appointment of Accounting Officers, Payments, Procurements under Commitment Control System, Advances to staff, Opening and Closing bank accounts, Treatment of losses, fraud and thefts, Accounting basis for donor-funded projects, Stores and Record of Assets under the Accounting Officer.
Planning & Budgeting
Over time, reforms of the country’s public expenditure management have resulted into new institutional arrangements for planning and budgeting which include; 1) SWAps; 2) the medium-term expenditure framework (MTEF); 3) the Poverty Action Fund (PAF);  4) the fiscal decentralization process; and 5) the National Development Plan (NDP)— which provides a national medium-term planning framework.  The budget process is transparent, open and participatory and results into Budget Framework Papers (BFPs)—prepared at the national, sectoral and local government levels. BFPs are three-year rolling frameworks used to streamline and guide the budget process, set out planned outputs and their associated expenditures in the medium term. Flexibility is, however, called for in order to effect the proposed strategic organizational and functional changes in the health sector. There is therefore need to change to zero – based budgeting as opposed to the current incremental budgeting approach so that actual priorities are defined by the budget allocation. 
Health Financing Mechanisms
 A review of HSSP I & II revealed that households constitute a major source of health financing (42.8%), followed by development partners/NGOs (35.6%), government (15.3%) and lastly the private sector (6.3%). Households spend about 9% of their household consumption expenditure on health. Private sector facilities charge user fees and patients pay under-the counter fees in public institutions. Catastrophic health expenditure increased from 8% to 28% between 1996 and 2006, despite the elimination of user fees in 2001. Private health insurance, which is largely subsidized by employers on behalf of employees, is for a few. The establishment of a National Health Insurance Scheme as a medical financing mechanism—already in advanced planning stages—may gradually attempt to address the above issues.

Table … Uganda Health Financing Sources as % of total Health Expenditure

Source: Uganda Health Accounts 2012

Capacity for a country to mobilize resources is associated with its per capita income which, in turn, is correlated with ability to pay for care and demand for services.  Income is a function of the structure of the economy and its tax base; the number of workers in the formal sector—which affects social insurance premiums, and the proportion of poor households—which have to be subsidized. Capacity issues with respect to competence in public and private management as well as governance and accountability issues are also associated with per capita income. Resources to finance health—except for foreign donations—directly or indirectly come from the citizens through taxes. 

Diversification of health financing in support of the national goals of improved health status and equity was one of the key features of the first National Health Policy (1999). Plurality of sources of health financing exist in Uganda and include combinations of ; 1) General Tax Revenue; 2) Foreign Donations; 3) Direct Payments; 4) Social Insurance; 5) Private Insurance; and, 6) Community Financing. The major source of health financing is general tax revenue and direct payments. 
General Tax Revenue
Globally, spending on health is too low to effectively support health services delivery. Over the recent years, government’s expenditure on health as a percentage of total government expenditure has fluctuated between 8.3% and 9.7%. As illustrated in Figure 2.1, the HSSP II target of allocating 13.2% of the GoU budget on health by 2009/10 was not achieved. 
Fig 2.1 Health Expenditure a % of Total Government Expenditure 2000/01 – 2009/10

Source; PER 2006, and AHSPR 2008/09.*Provisional Budget outturn 2009/10

As shown in Fig 2.2, overall funding to the health sector from both the GoU and donors increased during the implementation of HSSP I & II. The funding was, however, inadequate. The estimated per capita cost was US$ 41.2 in 2008/09 but the health budget—according to the MTEF—was estimated at US$12.5 per capita, with a shortfall of nearly US$29. The projected per capita expenditure for 2011/12 was US$ 47.9—adequate to deliver the UNMHCP. This excludes expensive interventions like ACTs, ARVs, ITNs and Pentavalent vaccine. 
Figure 2.2 Uganda Per capita Total Health Expenditure (US$)
[image: ]
Source: WHO Statistics estimates for Uganda, and National Health Accounts
Foreign Donations/Development Support

Table 2.2 Percentage Contribution to Health Spending from External Sources 
	2000/01
	2001/02
	2002/03
	2003/04
	2004/05
	2005/06
	2006/07
	2007/08
	2008/09
	2009/10

	48%
	46%
	42%
	46%
	40%
	54%
	36%
	34%
	40%
	41%


  Source: AHSPRs ( MTEF figures used)
As shown in Table 2.2, development funding makes a significant contribution to health financing. The World Bank, DANIDA, SIDA, DFID, the EU and Belgium channel the majority of development assistance through budget support in addition to financing some off-budget projects. Development financing majorly channeled through projects comes from GFTAM, GAVI, WHO, UNICEF, UNFPA and USAID. USAID assistance is wholly outside the MTEF. GAVI and Global Fund resources are, however, captured on-plan and do use government systems. 

Between 2005/06 to 2006/07, on and off-budget external funding increased from UGX507 bn to UGX540 bn. Over the same period, external funding within MTEF decreased from UGX 269 billion to UGX189 billion while that outside the MTEF increased from UGX238 billion to UGX351 billion. This has created challenges of unpredictability and continues to be a big constraint to comprehensive planning and prioritization at both national and district levels. While off budget resources are targeted at health, the off budget spending priorities are not aligned to existing Government plans. This endears inefficient utilization due to duplication of interventions, excessive spending on low priority areas such as administrative costs and huge fleet management costs leading to distortion of the timing of projected outcomes. Tracking donor off budget support is often unpredictable and at times volatile. 

Direct Payments
Of the US$ 14 dollars spent per capita on health, 49.7% is households’ out of pocket payments, 34.9% from international partners and 14.9% by Government. Public expenditure on health mainly benefits the relatively well off, instead of the poor. Table 2.3 shows evidence pointing to rising direct out of pocket expenditure on health.  Out of pocket expenditure is high—currently estimated at US$14 per utilization. Over 31.5% household incurred levels of health expenditures were deemed catastrophic in 2006. The poor bear the major brunt of catastrophic expenditures.
Table 2.3 Uganda Household Health Expenditures 2002 and 2006
	
	2002
	2006

	
	Total Expenditure
	Number of Households Utilizing
	Average Cost per Utilization
	Total Expenditure
	Number of Households Utilizing
	Average Cost per Utilization

	Total health 
	91,781,065
	6908
	13,286
	165,226,850
	6,850
	24,121

	Drugs
	42,505,840
	4048
	10,500
	73,232,000
	3,597
	20,359

	Consultation
	5,507,600
	446
	12,349
	9,135,650
	353
	25,880

	Hospital/clinic charges
	36,773,025
	2,074
	17,730
	55,198,750
	1,505
	36,677

	Traditional care
	6,477,850
	251
	25,808
	4,491,650
	203
	22,126

	Other
	516,750
	89
	5,806
	23,168,800
	1,192
	19,437


Source: UNHS 2002 and 2006 in Fiscal Space Report

Other Pooling Mechanisms
The biggest risk pooling facility is state-funded tax based financing and is the predominant mechanism for funding health infrastructure and health care. A small fraction of the population enjoys the pre-paid financing mechanisms cover (AHSPR 2010-2011, pg 31). Other known risk pooling options in Uganda include; 1) social health insurance—planned to meet medical expenses of government employees; 2) community-based health insurance—based on household contributions plus or minus government subsidies; 3) private / voluntary health insurance; 5) micro health insurance / cooperative medical services—for informal employees, and; 6) Medical deposits at health facilities—which includes student and child birth medical deposits. Solidarity in managing health expenditures hardly exist in Uganda—except at family/clan level!  Only 12 prepayment schemes existed at the beginning of the National Health Policy I—one closed during the policy implementation period. Private health insurance is largely for the urban based formal sector employees with coverage for the whole population below 2%. 

Figure 2.3 Prepayment Ratios
[image: ]
Source: WHO internal calculations, based on proportional contribution to Total Health Expenditure

Prepayment through government and donor resources was boosted with the abolition of user fees in all public facilities in 2001–02 but has stagnated as illustrated in Figure 2.3.  The stagnation of prepayment ratios after 2002 indicates the absence of other policy moves to limit financial barriers to accessing care when needed. The fact that total cost of care doubled between 2002 and 2006 brings to question the impact of the 20% Government subsidy to the not-for-profit and the private sectors to enable them reduce fees charged to enable the poor to access their services.  An estimated population target of 90% prepayments would ensure improved equity, access and protection against the financial risks of ill-health. To achieve this target would entail having the whole population insured to reduce vulnerability. This means contributions have to be compulsory with embedded cross-subsidies to guard against opting out by the rich and healthy and to ensure the rich support the poor.
Financial Reporting
All health institutions receiving public funds report on a monthly and quarterly basis in accordance with government regulations. Accounting officers are enjoined through performance contracts to link work and procurement plans to cash flow. This is expected to address delays in procurement, low absorptive capacity issues and timely reporting. At district level, however, lack of commitment, week capacity and poor attitude to work pose reporting challenges. This creates problems for decentralized health service delivery since releases are pegged to timely submission of performance reports on a quarterly basis. 
An Integrated Financial Management System (IFMS) has been introduced by government to promote efficiency, security of financial data, management and comprehensive financial reporting. This has made  it possible for the central government to get up to date online information on the cash position, financial and operational performance; control and monitor receipts and expenditure; ensure internal control to detect and prevent fraud; facilitate cost management of group activities and tasks; and, improve the monitoring and evaluation systems with respect to financial reporting. IFMS has also enhanced the ability to demonstrate accountability to the public and development partners. The system is however not yet rolled out to all facilities receiving public funding, is limited in terms of tools and not accessed by all vote controllers. Manual data transmission is still the norm for a good number of facilities. 
The auditing of all GoU funds and Donor support funds is done by the Auditor General in accordance with GOU procedures and regulations as stipulated in the Public Finance Act and more specifically the National Audit Act 2008, as well as other donor specific procedures. Financial Audits are conducted annually and Value for money audits and the other types of audit may be conducted any time. Major observations and cross cutting issues arising from the audits point to delays in preparation of comprehensive procurement plans and non compliance to some procurement regulations; lack of proper guidelines for prioritisation and standardisation of the infrastructural developments undertaken in Local Governments and regional referral Hospitals. In addition, there is failure to curb accumulation of domestic arrears, board of surveys are very weak, poor drug storage facilities and untimely disposal of expired medical ; lack of clarity regarding the responsibility of valuation of government properties; shortfalls in GOU counterpart funding with respect to some donor funds; expiry of slow moving drugs; and, perpetual stock deficiency of essential drugs at health facilities. 

System of controls; financial, organisational structure and management control have been established to manage financial records, define responsibilities and reporting channels, manage budgetary controls, performance appraisals and review systems. Other control procedures such as accounting controls (approval and  control  of  documents)  and  administrative  controls  (quality,  performance  indicators,  performance statistics) have been put in place for purposes of risk management and internal controls. There is however, lack of feedback and delay in taking corrective action.  There is need to train internal auditors in value for money audits which they need to do to ensure that value (economy, efficiency, effectiveness) is obtained. 

Ensure effectiveness, efficiency and equity in resource allocation and utilization
During the first three years of HSSP II, overall GoU budget performance (Releases vs. Budget) was well above 90% for wages and development grants and 100% for non–wage recurrent. The approved budget for PAF programmes was 85% of the entire sector budget and actual releases were 84% of the entire sector releases. In 2006/07, 94.5% of the funds were reported to have been timely released against a target of 100%. 45-54% of the GoU budget allocations were directly disbursed to district health services. The MoH headquarters received 18-27% of the health budget with other national level institutions getting between 2-3%. At district level 70-80% of the district funds were allocated to district PHC, 4-11% to district hospitals, and 0-7% to PNFP facilities. While a proportion of the MoH funds transferred to Districts and hospitals are substantial, the allocations are inadequate to effectively deliver the minimum package. Moreover, this is exacerbated by delays in financial disbursement to Districts and lower levels which further slows down delivery of services

Efficiency is currently not well addressed in the way resources are mobilized, allocated and used in the health sector. A 2010 study conducted by the World Bank, MoH and MoFPED estimated the health sector loses at UGX 36.7 bn annually due to waste through health worker absenteeism, expired drugs and poor payroll management. The study further noted that significant fiscal space can be created by improving efficiency and effectiveness of health spending through; 1) improving management and performance of health workers; 2) linking funding to results and avoiding resource wastage; 3) developing the health financing strategy; and, 4) better programming and management of development assistance for health. The Ministry of Health has committed during implementation of the HSSIP , to improve the efficiency of health service delivery through health sector reforms, donor coordination in the spirit of the Paris Declaration on aid effectiveness and the Accra Agenda for Action which specifically mention emphasis on results, improved allocation of resources to the health sector and better reporting. The HSSIP will also aim at ensuring equity in delivering health care services. This is of particular importance given the human rights and gender concerns as mentioned in the NDP.

Equity in financing of health care
Every Ugandan should access basic health services according to need irrespective of ability to pay or geographical location. According to the 2007 household survey, there remains a significant inequality in access to health care. These inequalities occur due to differences in socio-economic status and geographical location. Twenty eight percent (28%) of the households in Uganda are experiencing catastrophic payments. The incidence of catastrophic health expenditure ranges from 24.8% in the richest quintile to 28.3% in the poorest quintile and between 23.4% in the eastern region and 38.1% in the western region. In an effort to increase access to health care, GoU subsidizes PNFPs and its training institutions and a few private hospitals that should in turn reduce user fees. The reduction of user fees could further enable the poor to access services in PNFPs and PHPs.
Resource Allocation
Resource allocation is done at two levels; 1) inter sectoral within the MTEF to all sectors by MoFPED based on the NDP, policy priorities and macroeconomic frameworks with efforts to increase the discretionary powers of Local Governments in the allocation of resources through ensuring that all LG needs and priorities identified during the budget process feed back into the budget process at the national level; and 2) intrasectoral by the MoH. Although funds allocated to the health sector have steadily increased from UGX 236 bn in FY 2006/07 to UGX 735 bn in FY 2009/10; the funds are not enough to fund the UNMHCP. An estimated UGX 1.5 Trillion is required annually to deliver the UNMHCP. Whereas resources allocated to health have been increasing steadily, the public per capita expenditure has been fluctuating from USD 8.4 in FY 2007/08 to USD 10.4 in FY 2009/10. The government budget for health is allocated at the Central and Local Government levels with almost 52 % of the health sector budget decentralized and most of it applied to preventive and curative care.


The MoH intra-sectoral allocation of resources within the health sector is based on the resource allocation (RA) formulae. Among the key considerations in the RA allocation formula is ensuring financial risk protection of poor households and improving equity and efficiency in resource allocation and use. The resource allocation formula for PHC Non wage recurrent grant uses population size, mortality indicators and number of live births in the district as proxy for health needs. In addition, a special and fixed allocation for hard to reach areas and a basic amount allocated to all Districts for health service delivery is included. A technical appraisal (Cost Benefit Analysis) allocation criteria is largely used for huge capital infrastructure projects. Other PHC capital development grants is allocated based on a needs assessment, perceived health care needs, other funding sources and level of health infrastructure development. The wage component is allocated based on available health workers in a given district/facility/institution. One of the challenges is inequitable distribution of available resources and the obvious differences that exist between districts and localities country wide in levels of per capita health expenditure.

Fig. 2.4  MTEF Allocation to the Health Sector During the HSSP II Period 

Source: MoFPED approved estimates and Budget performance reports.

Fig 2.4 illustrates allocation to the health sector in the Medium Expenditure Framework during the HSSP II period (2005/06–2009). Total expenditure on health grew by 93%—between 2006/07 and 2009/10. Whereas the sector’s budget as a proportion of the GoU budget was on average 9.6% during the period—and remained far below the HSSP II target of 13.2% and the Abuja target of 15%—expenditure on health per capita grew by 42% between 2006/07 and 2009/10—from USD 7.8 to USD 11.1. 
Shortcomings of the resource allocation formula
Funding gaps to meet need and limitations in use and management of the funds are the shortcomings associated with the allocation of funds for health care. Although the formula for PHC non-wage recurrent grant is based on some measure/indicator of socio-economic deprivation and factors related to the cost of service provision and other funding sources, factors such as hard-to-reach areas, border districts and levels of service delivery have not been taken as variables in the resource allocation criteria. Some of the factors in the resource allocation formula are not clearly defined and the weights attached to them not explicitly stated. For example; eventuality factors are not taken into consideration. Explicitly put; there is no accurate needs based allocation formula and no rational allocation of capital development funds under PHC conditional grant. 

The concept of needs assessment and perceived health care needs normally offers technical guidance for allocation of capital development grants. However with infrastructure and services often poorly distributed this can mean significant inequity in the allocation of resources and in access to services. Other challenges include; i) higher population than that computed in the resource allocation formula in border districts; ii) allocation premised on number of beds is a gross under estimate of the volume of services provided by hospitals; iii) resource allocation between departments and programmes at central level MOH needs to be refined and formula developed and or refined based on policy priorities; iv) lack of guidelines on allocation of resources to hard-to-reach areas and for emergencies; v) infant mortality is included in the resource allocation formula as a main indicator of deprivation (and by implication the need for health care but  under/over reporting may be a problem—given the poor vital registration systems; vi) most health sector institutions do not  have  investment  plans to guide allocation of capital development grants; vii) nomadic populations that use of mobile health centres are not catered for by the resource allocation formula which is based on physical health facilities. 
Procurement
While the procurement process is generally improving, procurement  processes  remains  long  especially  for  contracts  requiring  advice  from stakeholders outside the health sector. A ‘Sector-wide Procurement and Disposal Plan’—in which all procurement is centrally coordinated by the MoH Procurement and Disposal Unit—has been developed but the procedures are not closely enforced and or adhered to.
Health Insurance

Currently there are over 15 community based health insurance schemes in Uganda coordinated by Uganda Community Based Health Financing Association and overseen by MoH. Analysis shows that these schemes have yielded members and housing institutions to uphold solidarity as a principle and improve financial access to health care despite being beset by a number of challenges. On the other hand Private Commercial health insurance arrangements exist and together contribute less than 1% to the total health expenditure because of their coverage plans. With introduction of a Health Insurance Plan practical measures will be undertaken to guide future actions of these schemes in line with the overall health sector financing goal of efficiency and equity. The gradual introduction of the health insurance plan to provide universal health care will help reduce current inequalities in access to care and contribute to reduction of catastrophic health expenses that impoverish households.

Infrastructure Investments

Health infrastructure in the HSSP II aims to ensure a network of functional, efficient and sustainable health infrastructure for effective health services delivery closer to the population. The number of health facilities in both the public and private sectors has been growing. More facilities ensure that people access health services within 5 km of their residence. This was 49% at the beginning of HSSP I and increased to 72% at the end of HSSP II against a target of 85%. The health facilities are being mapped to update the geographical access data. Over the period of the HSSP II some HC were upgraded to higher levels with OPDs, theatres, maternity wards, staff houses rehabilitated/constructed and equipped.  

Most facilities and equipment are, however, in disrepair—on average only 40% of available equipments are in good condition and about 17% need replacement. Rehabilitation of buildings and maintenance of medical equipment is not regularly done. Nutrition units which were attached to health units are functioning with limited essential equipment. Accommodation for staff remains a big challenge and is a major reason for low staff numbers, especially in hard to reach areas. ICT remains a challenge with prevalence among health facilities being at 6.4% mostly comprising of mobile phone, radio, TV and computers to a smaller extent. The existing infrastructure is therefore insufficient to ensure that the core functions of the health sector are carried out. Infrastructure therefore needs to be refurbished.

Human resource 
Human Resources for Health (HRHs) remain in short supply, both in numbers and in skills mix, to effectively respond to the health needs in Uganda. The HIV/AIDS epidemic has increased demand on HRHs because of the special skills required for HIV/AIDS prevention and treatment. In addition many health workers have themselves being exposed to the disease. While 40% of the HRH are working for the private sector, there is no clear policy and guidelines to coordinate and optimise their use.

Figure 2.5 shows the proportion of established posts filled at different levels of health care—HC II to National Referral Hospitals ( NRHs). The majority of the vacancies in the public health sector are at HC II level at 67%. HC IIs are located in rural communities and the absence of staff impacts on population health seeking behaviour. Most of the vacancies for nurses are at HC II, III and IV (53%, 54% and 37%, respectively). In November 2008 to-date, only 51% of the approved positions at national level are filled. For all levels of health care and all cadres the HRH situation is critical.
 
Figure 2.5 Percent Vacant Positions in Public Health Facilities 

[image: ]

There is inequitable distribution of health workers among districts, between rural and urban areas and between public and private providers. Nearly 70% of medical doctors and dentists, 80% of pharmacists and 40% of nurses and midwives, are in urban where they serve only 13% of the population. Internal migration from rural to urban areas, from PNFP to public sector—following increase in remuneration of civil servants—and from public and PNFP sector to government and non-government funded health projects is often observed. External migration is prompted by poor working conditions—including tools—and more attractive salaries in the region and abroad. For example the average monthly salary for a senior Nurse/Midwife is $341 in Uganda compared to $630 in Tanzania and $1,384 in Kenya. This is of particular concern given the coming into force of the East African Common Market Protocol on 1 July 2010. The critical shortage of health workforce especially in locations where the poor live namely rural and underserved areas need to be urgently addressed within the context of human rights and gender equality and to better achieve targets of health outcomes.

Medicines and other health supplies
Availability of and access to medicines in Uganda continues to be a major problem. Only 30% of the Essential Medicines and Health Supplies (EMHS) required for the basic package are provided for in the national budget. Global Initiatives provide the bulk of resources needed for malaria, HIV/AIDS, tuberculosis, vaccines and reproductive health commodities. In 2006/7, for example, the contribution from the global initiatives was US$2.39 per capita out of the US$4.06 per capita spent on EMHS. The Medicines Credit Line budgets have stagnated with slight increase in the while PHC grants for EMHS. Utilisation is at 55% due to delays in procurement, poor quantification, poor records and late orders from facilities—all management related issues that contribute to shortage and wastage of medicines in the public sector.

For the majority, medicines in the private sector—at 3-5 times the cost in the public sector—are not affordable. This constitutes a major obstacle to households accessing medicines. Another study shows that 45.7% of the public compared to 57.5% of mission facilities and 56.3% of private facilities had key essential medicines. The length of stock-out duration in public health facilities is at 72.9 days compared to 7.6 days per year for the mission facilities. Mean availability of originator and generic medicines on the EML is at 3.5% and 45.7%, respectively

Management
Who has access to health care and the type, quality and quantity of the care depend on the raised funds and how they are applied. However, correct allocative decisions alone do not lead to desired outcomes. While money flows are essential, incentives, organizational theory and social psychology is necessary to understand the behaviour of workers, hospitals, patients and other actors. Organizational issues—a function of managers—affect the incentives, opportunities and obligations faced by workers as well as their skills, attitudes and motivation. Apart from technical issues, the political context and political strategies have their position during the drafting and execution of a financing strategy. All these complex production processes are necessary to transform money into health care. Choices have to be made as to which sector—IT or health—or which program—prevention/promotion or curative—to put the money on. These decisions will be guided by politics and values. 
Purchasing
Health services must be financed in a way that provides incentives to service providers to provide high quality services.  Some countries have attempted to split the provider and purchaser functions. Government currently owns health facilities and directly pays for services provided.  In essence the government is currently both provider and purchaser. Given mandate, governance and efficiency issues, government may have to stick to stewardship and regulator role and purchase results in its facilities—performance based financing.  The same relationship should be applied at par to PNFPs and PFPs facilities. 
Institutional Arrangements
To align and harmonize financing and implementation mechanisms, Government has developed a Long Term Institutional Arrangements (LTIA) framework for the health sector. Under this arrangement, Government seeks to streamline 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. The Ministry will strengthen these institutional arrangements by urging development partners to support and participate in financing the new arrangements.  Government departments will be coordinated through a Cabinet Subcommittee composed of sector Ministers, Permanent Secretaries and technocrats. The same framework should be adopted at local government level. 

The ministry is further challenged with cost drivers in the health sector which will—in the medium term—continue to be:
 
· A population growing at a rapid rate as a result of high fertility. This is responsible for increased demand for maternal and child health and adolescents services;
· Reduction in adult mortality leading to  population ageing and increase in the non-communicable diseases burden when communicable diseases are still high on the health agenda; 
· Marketing of new and more expensive technology with increased public demand for access to high quality but affordable care; 
· The global economic downturn which worsens the financial resource situation with less likelihood for significant increase in development support.

Higher literacy rates and the information explosion resulting from information technology applications on the world wide web means people know what is available and will demand for better service delivery. 

Rationale for a Health Financing Strategy
Good Health is pivotal for Uganda’s development. The high population growth rate coupled with poor health indicators and the poor image of the Ministry of Health are pointers towards poor health sector performance. Government’s commitment to finance population health is demonstrated through;1) the Poverty Reduction Strategy Paper (PRSP); the Medium Term Expenditure Framework (MTEF) and the National Development Plan (NDP). The NDP—under the objective of strengthening the organization and management of the National Health System—commits government to mobilize sufficient financial resources to fund health sector programs, using a multi-sectoral approach involving pro-rata investments in and collaboration with sectors that have a significant bearing on the determinants of health, to ensure equity, efficiency, transparency and mutual accountability. The aim is to purposively move towards universal health services coverage—specifically targeting the poor and vulnerable groups of the population—with an agreed essential package of health services. A key intervention therein is the development of a comprehensive Health Financing Strategy addressing resource mobilization, pooling, efficiency (allocative, technical and administrative) and equity. 

Health financing provides the resources and economic incentives for operating a health system and is a key determinant of health system performance. Despite a low resource envelope focused, efficient and effective implementation of priority interventions can deliver results. The challenge is to develop a system which suits the socio-economic and cultural set up in Uganda. This needs to answer Government’s commitment to reduce premature deaths resulting from preventable and treatable diseases, alleviate the suffering of persons suffering from chronic disease or the terminally ill and, ensure a healthy and productive population. 

There is no single health financing system—social health insurance, private insurance or tax based—which can meet Uganda’s requirements given the huge informal sector, small formal sector and the almost equal role played by public and private health providers. International and local experiences teach us that various principles and issues must be put into consideration in order to develop a working health financing portfolio. 

Approaches to health financing have to, therefore, be focused, prioritized, systematic and properly sequenced with all actors exercising patience, resilience and persistence while avoiding to do everything at the same time. Because time changes everything, the financing system must be responsive and be designed for flexibility. Efforts have to be made to work with, expand and improve relevant structures already in place, instead of starting from scratch. Keep in mind that there is no single bullet solution. The tax based system is not different from social health insurance. While the former is not an insurance company, the latter requires significant tax financing. Both are the predominant sources of protection against risks associated with ill health—user fees and private insurance play a minor role. There is no perfect system; each system has its problems related to inefficiency, lack of choice, responsiveness to patients’ needs and cost containment. Funds are unlimited and decisions have to be made on the size of the package versus the population to be served—a big package for a few or small essential package for many. Finally, governance is key—strong institutions can make any system work with focused interventions and proper management. 

Overall, experience indicates that successful health financing models:
· Utilize the benefits of risk pooling and in-built systems to allow for change;
· Have in-built mechanisms for protecting the poor and vulnerable and improve efficiency of revenue collection, resource allocation, and service delivery; 
· Are built on a high degree of transparency, good governance, and effective institutional arrangements, including greater autonomy to public sector providers;
· Provide adequate incentives for making service providers responsive to quality and efficiency;
· Invest resources for generating adequate data and evidence for decision making;
· The system must accommodate and integrate resources from various sources; bilateral and multilateral donors, philanthropy and business; and
· The system must be sustainable in the long run. 

Against the above background the proposed financing reforms are recommended from lessons drawn from Uganda’s own needs and the experience of other countries. Uganda needs to keep in mind that shifting of financing from out-of pocket payments to tax financing and/or social health insurance is necessary, but not sufficient to improve coverage of the poor and improve social risk protection. Private health insurance or community based insurance alone cannot do it and that while external assistance helps, it needs to be used more efficiently and effectively. Social health insurance needs tax funding to help the poor and tax funded systems need support from private funding—managing the public/private mix is, therefore, crucial. User fees for essential services, for everybody, should completely be eliminated and focus should placed on what is funded and not how it is funded;  all components in the financing chain must be aligned with national objectives and need to be concurrently reviewed—collection, pooling, purchasing and provision with attention paid to detail. Implementation capacity is the key—a strong government with technical competence and suitable political will can make any system work reasonably well if the vision is realistic—too little money purchases most to nothing!

In the proposed strategy, recommendations on how to address the already identified problems associated with the current health financing regime are given.   The proposed model answers the question of how it can be done. The question of ensuring feasibility and sustainability of recommended actions will require constant dedication, flexibility and vigilance.  Universal access can indeed be guaranteed as demonstrated by best practices from both developed and other developing countries.



[bookmark: _Toc360066743]
3.0 The Health Financing Strategy
This section enlists the Vision; Mission; Values; and, Pillars upon which the strategy is grounded as well as the objectives and strategic interventions to guide implementation. A new health financing model is proposed taking into account structural mandates and a quest for efficiency, accountability, and effectiveness with a view to ensuring social health protection for all.
[bookmark: _Toc360066744]3.1 Vision
In order to live up to the expectations of the NDP and as one of the key health sector interventions that will lead to ensuring a healthy and productive population, the vision for the health financing strategy is a ‘a Health Financing Model that best fits Uganda’s Health Sector Aspirations’. This is in recognition of the moving target with respect to the people’s expectations.
[bookmark: _Toc360066745]3.2 Mission
The Mission is ‘To facilitate universal access to affordable quality health services by all Ugandans’
[bookmark: _Toc360066746]3.3 Values
In pursuit of the above Vision and Mission, the attitude and conduct of all stakeholders will at all times be guided by the following core values: 
[bookmark: _Toc360066747]3.3.1 Equity
 All Ugandans should access health services according to their health needs and not according to their ability to pay. Discrimination based on age, gender, race, religion, political affiliation or any other socio-economic considerations should not be entertained. 
[bookmark: _Toc360066748]3.3.2 Solidarity
The better-off in society should support the cost of healthcare for the poor; the young to support the ageing and old; and the healthy to contribute towards the cost of care for those who are sick. 
[bookmark: _Toc360066749]3.3.3 Responsibility
All Ugandans should ‘own’ their health and address their own health seeking behavior.  All stakeholders should accept their duties and obligations and reciprocal responsibility in order to avoid misuse, fraud, etc., in order to ensure sustainability of the system. 
[bookmark: _Toc360066750]3.3.4 Transparency
Purchasers, providers and users should have access to information regarding the operation of the system and/or as required by any law or professional etiquette/practice; patients should receive sufficient information about their treatment, health and well-being.
[bookmark: _Toc360066751]3.3.5 Accountability
In the past government agencies including health have been dogged by misuse of public funds and corruption. This HFS shall strive to attain the highest standard of technical, financial and political accountability in order to regain the trust and confidence of the public and development partners. Overall the HFS aims at attaining value for money.

[bookmark: _Toc360066752]3.4 Strategic Pillars
Given the health conditions of the people, the current socio-economic context of Uganda, in-action is not an option if the government health policy objectives are to be met in the mid and long term. More money does not automatically translate into better health. Whatever the size of the envelope, the health sector is duty bound to deliver good results given the high expectations from the population. Priority must therefore be placed on smart policy choices and focus on efficient practices in order to deliver universal coverage without increasing spending. The main problems to be addressed include that of; 1) resource availability; 2) financial hardship and impoverishment from direct under /over the counter payments for health; and 3) resources misapplication and wastage. More money does not automatically translate into better health.

Focus on efficient practices in order to deliver universal coverage without increasing
 spending



The Strategic Pillars upon which implementation of the Health Financing Strategy will be built are:
· Pillar 1: Institutional Development
· Pillar 2: Resource Mobilization  
· Pillar 3: Social Health Protection – Effective Risk Pooling
[bookmark: _Toc360066753][bookmark: _GoBack]3.5 Overall Strategic Goal of the Health Financing Strategy
The overarching goal of the strategy is contribute to national development through the establishment of a health financing system that will ensure the highest attainable level of health for Ugandans. As one of the key instruments in the implementation of the HSSIP, its achievement will be measured according to how much its strategies will have contributed to the overall goal of the health sector—healthy and productive Ugandans. 
[bookmark: _Toc360066754]3.5.1 Strategic Goals for Health Financing 
The following strategic goals for each pillar will therefore be the basis for action.
3.5.1.1 Goal for Pillar 1(Institutional Development): Strengthen institutional arrangements for improved efficiency, accountability, transparency and effectiveness
The Ministry of Health recognizes that in order to effectively deliver health services to all Ugandans, the financial, technical and organizational resource capabilities have to be redrawn and recast to fit into the current context. Under the new policy, the MoH will focus on its stewardship role, strategic planning, standard setting and monitoring and evaluation of the sector. Capacities will have to be built for it to effectively carry out these roles. The Ministry—and individuals—are to therefore be divested of the responsibility of purchasing health services. 

New Agencies will be set up to implement the strategy and perform different roles under the guidance of the Ministry of Health. Revenue collection will be delegated to a National Health Revenue Agency (NHRA). The purchasers of medical care providers will be; 1) the National Medical Insurance Agency (NMIA)—to be created—as the dominant player; 2) private insurance; and, 3) accredited social/community insurance schemes. The latter two will have to be licensed by the Ministry of Health to offer the basic social health protection package of benefits for them to purchase health services under the social health protection program. Funding for Public/Population Health programs at the national level will be domiciled in the National Health Services Agency (NHSA). 

To ensure availability of services, diversity of providers and user choice, public and private providers will be accredited and contracted by NMIA and the NHSA to provide the required health services. The private insurers will be required to offer choice to their subscribers.  Providers will also be required to sign contracts with the relevant insurers stipulating their acceptance to the set tariffs without imposing and additional charges other than approved facility user fees.  There will be need to set the essential package of care and the tariffs to be applied. The MoH, NHRA, NMIA and NHSA and providers will work together to develop the most efficient mechanisms for purchasing services.  

Undoubtedly the proposed changes in the structure and functioning of the health system require a renewed impetus, mindset and massive resources. In order to undertake the full range of all proposed HFS changes, incremental phased planning and implementation will be a central principle. This will involve clear timelines and benchmarks that enable review and re-planning for the best results. Changes will be evidence based and premised on the basic principles of the policy, prevailing knowledge and/or evidence. In addition, to take into account are the essential inter-relationships of the key components of a financing system—i) collection of funds; ii) pooling of funds; iii) purchasing of services; iv) provision of services; and, v) the individual or household. 

3.5.1.2 Goal for Pillar 2 (Resource Mobilization): To raise adequate funds to finance a minimum package of services
To ensure efficiency and maximize benefits in the short run, general taxes and pay roll contributions will be the principle methods for collecting health revenue for social protection against ill health. The National Social Security Fund (NSSF) will collect pay roll contributions. In the medium run, government may consider the creation of a National Health Revenue Agency to collect and distribute premiums and other revenue in order to ensure a public – private mix of insurers—once the private sector insurers become established. (More analysis, however, needs to be done to examine the most cost-effective modalities for collecting revenue, with a view to improving efficiency and maximizing the derived benefits). 

Private insurance and other pre-paid schemes like community insurance and demand side financing will be promoted. Suitable incentives will be put in place by government to expand the pool of resources for health care, promote the culture of health insurance and increase efficiency in the way contributions are made towards health insurance. Private providers will be required to abolish fees for the basic package of services once they benefit from a direct transfer of funds from the social insurance scheme. 

Development partners will be urged to support the reforms and encouraged to continue to support the development of the health sector through contributing to the recommended implementation requirements especially in the improvement of the quality of care, equity in access and infrastructure development, as well as systems development. Pooling for social health protection will be done nationally. This will mitigate distortionary off budget projects, position accountability on the Constitutionally mandated accounting officer and strengthen the framework under the agreed Long Term Institutional Arrangements (LTIA) for managing and coordinating health grants.  

Pooling for social health protection will be done nationally. Cross-subsidization and consolidation within and between health financing mechanisms will be compulsory and have legal backing to ensure adequate pooled resources to sustain universal coverage. Initially, general tax sourced funds will be pooled within the Ministry of Health, and the social insurance funds pooled within the NSSF.  In case of adoption of a National Health Revenue Agency (NHRA), all medical funds—from general taxation, the payroll, and donor funds—will be pooled together under the NHRA.  Funds specifically earmarked for public health activities and other national programs will be pooled under the Ministry of health until the creation of a National Health Services Agency (NHSA). Funding allocated to finance the provision of the basic benefit package will be transferred to the National Medical Insurance Agency (NMIA)—to be created— and allocated to insurers on the basis of the number and characteristics of subscribers covered by each insurer. The Ministry of Health will take deliberate steps to establish/streamline and strengthen new/existing institutions to make them efficient and viable. [harmonize with the SI Bill]

3.5.1.3 Goal for Pillar 3 (Social Health Protection): To develop a financing system which guarantees access to quality healthcare for all Ugandans, especially the poor and vulnerable groups 
To extend social health protection to all Ugandans, the health financing system will be country led and owned and founded on complementary principles of social health insurance and tax financing. Embedded in the model is support for the development of private health insurance and community-based health insurance. To eliminate geographical, financial or cultural barriers in order to achieve universal coverage with a basic package of health services, mutually reinforcing policy initiatives and approaches will be put in place. The social health insurance law will provide for coverage of the poor and accelerate coverage of the formal sector. Better regulation of the health insurance industry will be done in order to expand the diversity of social health insurance providers. This will make it possible for the population to access the basic health insurance benefits package from either public or private providers. Funding will follow the subscriber to the insurance provider of choice thus ensuring competition based on customer service. Collaboration with health related ministries, departments responsible for social protection and other stakeholders will ensure early attainment of social health protection and sustainability of the system.

In the long run, the health financing strategy will have:  
· Promoted the effective use of the health system, including utilizing preventive services where appropriate and seeking services at the appropriate level of care;
· Protected Ugandans from health related financial shocks; 
· Promoted efficiency in the provision of health services;
· Improved the effectiveness and efficiency of revenue collection and risk-pooling;
· Increased the quality of healthcare to all Ugandans to an acceptable and sustainable level; 
· Improved governance and transparency in order to optimize the use of resources;
· Improved aid effectiveness in the health sector;
· Ensured sustainability of the healthcare financing system in the country. 
· Promoted multi-sectoral and public private partnerships approach to health service delivery

[bookmark: _Toc360066755]3.6 Strategic interventions of the Health Financing Strategy
 
Given the vision, mission and overall objective for the health sector and the, overall objective and goals for the health financing strategy, the following strategic interventions —cast in relation to a Pillar and Strategic objective—will be pursued: 

· Improve efficiency, accountability, transparency and effectiveness;
· Raise adequate funds to finance a minimum package of services;
· Ensure more effective risk pooling; 
· Harness informal sector financing potential; 
· Broaden the Benefits Package 
· Strengthen provider incentives;
· Protect the poor and vulnerable groups;
· Improve aid effectiveness;
· Ensure sustainability;
· Ensure equity in allocation of resources;
· Strengthen institutional arrangements for planning and managing.
	
[bookmark: _Toc360066756]3.6.1 Pillar 1 - Institutional Development
[bookmark: _Toc360066757]Objective: Strengthening of institutional arrangements for improved efficiency, accountability, transparency and effectiveness
Health sector organization is a key system issues hindering performance of the sector. System issues to address include; inappropriate sector organization; inadequate involvement of key stakeholder actors; and, the lack of a holistic information management system to track sector activities for appropriate timely redress.  
The main problem to address in the current health financing regime is resource misappropriation and wastage. Putting in place measures for the most effective use of the available resources is the immediate viable approach for securing support from government, development partners and the general public for increased healthcare financing in the future. Efficiency interventions should focus on the modalities for getting public sector funds to the facilities, the management of drugs and supplies, human resource management and accounting for all health resources. The following measures will be put in place:
Institutional Development Strategies
Sector Institutional development strategies will include: 
3.6.1.1 Focus on mandates
A key factor for improving efficiency is to ensure every element focuses on their mandate and what they do best and leave other activities to other players in the system.  With various types of providers delivering necessary health services, having the MoH both as regulator and service provider leads to conflicts of interest—in modern governance principles. The MoH should focus on stewardship through policy guidance, strategic planning, regulation, supervision and monitoring and evaluation—focus on the high-level and strategic issues which are critical for the overall system to function effectively. 

3.6.1.2 Separate medical care from public/population health activities
The delivery of clinical care has always been at the expense of health promotion, disease prevention and control.  Creation of a National Medical Insurance Agency—to support clinical care, and a National Health Services Agency—to handle national public health and population health activities, ensures efficiency and removes conflict of interest in the way resources are applied. The Uganda AIDS Commission (UAC) could be restructured and redirected to take on the wider role of the NHSA. 

3.6.1.3 Ensure services are of adequate quality
Quality assurance and accreditation mechanisms are extremely important to ensure the services provided meet essential quality standards.  Currently the MoH through the National Medical and Dental Practitioners council—as independent bodies—carry out these functions. The critical issue, however, is not where the function resides but to ensure that the same standards are applied to all types of providers, regardless of ownership. Clear guidelines will be needed immediately to ensure that the appropriate mechanisms are developed, and that service providers, as well as others in the health system, have the capacity to develop and implement quality assurance and accreditation programs. 

3.6.1.4 Strengthening the Referral System
Failure to designate specialized roles for the delivery of care at different levels of care has resulted in failure to meet PHC targets. Strengthening the referral system will lead to efficiency improvements, by ensuring that each level of care provides the services which it is best equipped to provide, and that expensive secondary care resources are not used to provide services which can be delivered more efficiently and effectively at lower levels of care. This will also reduce the non-healthcare costs of patients, since they should be able to obtain care more locally, thereby reducing transportation expenses and other costs incurred when seeking healthcare.

The current regional referral hospitals will be equipped to provide more specialized care—as tertiary centers of excellence for cancer, orthopedics, plastic surgery etc. District hospitals will provide care for general medical, surgical, mental and rehabilitative care—on referral from HCIII and HCIV. HCIVs will specialize in secondary reproductive health matters—caesarian sections, nutrition and child care. HCIIIs will be the main pillar for the health system and the first call centre for all Ugandans as screening centers for all cases—congenital or acquired. Every citizen will be referred to higher level centers by HCIII. 

HCIII will also be the home for public/population health work in the sub-county;  for example, mobilizing the communities for immunization, health screening and other disease prevention and control and health promotion activities. Pooling of personnel from other government departments will be done at this level to efficiently and effectively carry out all health programs in the community. These will encompass nutrition, health education, sports, sanitation, housing, environment and gender issues. HCIIIs will therefore be adequately human resourced and equipped to carry out this function. Governance structures at this level will be sourced to fulfill this function. HCIIs will be ‘satellite’ points for immunization and other contact activities for disease prevention in conjunction with the Village Health Teams (VHT). 

3.6.1.5 Splitting the Purchaser and Provider Roles; Buying Outputs not Supplying Inputs
Separating the purchaser from the provider of services will increase efficiency and enable providers to focus on the effective management of their facilities. This requires increased autonomy for public healthcare providers—they will have the ability to manage their facilities in the most cost-effective way, under the overall policy direction of the MoH.  

The move to purchasing services instead of providing inputs will have three important effects; 1) providers will have higher incentive to ensure that necessary high quality services are made available because  funds will be received after services have been delivered to patients; 2) transparency in the methods and conditions of payment will facilitate better planning and management of resources as well as enabling managers of health facilities to know what level of funding to expect for a given level of activity; 3) Solutions unique to each context will be addressed locally; and, 4) the patient will be at the centre of health services delivery, since the funding will follow the patient—providers who do not treat their patients competently will lose both patients and funds. Capitation will be the preferred modality of buying services from providers. Inspection and monitoring of service delivery will have to be instituted to ensure ethical practices are maintained and no risk selection takes place. 

3.6.1.6 Strengthening Management Capacity alongside Greater Autonomy 
A substantial amount of capacity building, training and investment will be needed to develop a cadre of managers—and management boards— with the necessary skills and abilities, to develop the governance and accountability structures that will be required in a more autonomous environment. Managers will be required to bring the physical capacity of facilities up to levels necessary to provide the full range of required, high quality services, to be implemented under the umbrella of a supportive legal framework. 

Public health facilities will, therefore, be run by professional managers—who need not be medical professionals—and overseen by management boards which will be responsible for hiring the manager, setting facility policy and monitoring execution of that policy. This will free up scarce health human resources for direct patient care. Managers will be held accountable for their performance through well-designed performance agreements, with incentives built into the provider payment system to set realistic targets and encourage efficiency and quality. All public hospitals will be run as fully autonomous entities. Necessary legislation and instruments will be put in place to effect this change in policy. PNFP and PHP shall be encouraged to follow the same management practices. 

3.6.1.7   Making More Effective Use of the Private Sector
All health facilities (including NGO and private health providers) are to be eligible for contracts to provide health services—provided they offer value for money, are accredited and willing to accept the standard contract terms. Private health providers will be encouraged to cover under-served areas through various incentive mechanisms (e.g., premiums on the specified tariff). Once all provider payments are converted to output-based contracts, the funding will follow the patient and both public and private providers will operate on the same basis. Government will therefore not license / build new medical facilities where functional units exist. 

For those services not included in the package, options will exist for people to take out supplementary private health insurance. This will still be an important element of the overall healthcare financing and delivery system, so it will be necessary to develop effective financial and quality oversight structures, to ensure that the private financing part of the system remains sustainable.

3.6.1.8   A Transparent and Open Process of Developing the Benefit Package and the Levels of Provider Reimbursement 
Despite limited funds, it is still important to ensure providers are adequately compensated for the services they deliver. This is important for sustainability and to ensure coverage. Government may thus consider establishing a Benefits and Tariffs Board to work with purchasers, providers and other stakeholders in developing appropriate reimbursement levels. An important aspect of this board will be ensuring transparency in its deliberations, so that the resulting tariffs and the rationale for determining them, is clearly articulated and available to anyone who may be interested. Another role for the board will be the development of the basic benefit package, or services which will be covered. The Health Services Commission (HSC) could be transformed to carry out this role since the human resource function for health services delivery will be carried out by the health facility management boards.

3.6.1.9 Ensuring Donors Make More Use of Country Mechanisms 
The full acceptance and support of the development partners is a very important determinant of how quickly this strategy can be implemented. The role of development partners is, therefore, fully integrated into this proposal—from the investments needed to build capacity and improve the physical infrastructure of facilities, to the support required to ensure equity and access, so that the poor and non-poor alike, are able to receive essential health services. Full partnership in the implementation of the healthcare financing strategy is a unique opportunity for maximizing aid effectiveness across the health sector. This, however, will require flexibility on the part of both government and donors. 

Development partners will have to work in new and unfamiliar ways. Government will ensure that it responds to the legitimate concerns raised by donors.  The MoH will set up better mechanisms for coordinating all resource flows into the health sector from health partners, the donor community, NGOs, philanthropy and business in a bid streamline resource inflows into the health sector for better management and sustainability. 

3.6.1.10 An effective, coordinated and integrated information management system
This health financing strategy is made in current times for a long-term commitment of having a health financing system that will ensure the highest attainable level of health for Ugandans. The strategy will need to be constantly monitored and reviewed to ensure that the systems and mechanisms that are put in place can be sustained over the long-run. This may require many adjustments along the way, but with the support of all stakeholders and with evidence to guide policy and operational programming, Government is confident that the resulting healthcare financing system will be sustainable and, more importantly, will improve the health status of all Ugandans. Government is therefore committed to ensuring that a harmonized and effective management information system across and within sectors is put in place to ensure efficient and effective delivery of services.  

[bookmark: _Toc360066758]3.6.2 Pillar 2 - Resource Mobilization: Goal - To raise adequate funds to finance a minimum package of services
The following will be done to secure a level of funding needed to achieve national health goals and objectives in a sustainable manner.

[bookmark: _Toc360066759]3.6.2.1 Establish a Health Revenue Collection Agency 
Efficient revenue collection is critical to ensuring that the maximum amount of funding is available to purchase medical services. Evidence points to the complexity of the purchasing function as well as its importance to the smooth functioning of the healthcare financing system. It is therefore necessary to separate revenue collection and purchasing functions with the former focusing on maximizing the amount of revenue, while the latter concentrates on deriving maximum value from the available revenue. Merit in having the SSF collect health services revenue over the long term has to be explored. A National Medical Insurance Agency (NMIA) will be established to purchase medical care from all providers—public and private.

General revenue contribution to the overall pool of health financing is envisaged in the short and long run. Over time it may be required to finance national programs and insurance premiums for the poor. In the short run, there is a need for general revenue financing to supplement the insurance premiums for the non-poor, as well as ensure that everyone has access to the basic package of insured services—including screening for a package of diseases like cervical cancer, prostate cancer, HIV/AIDS etc.  Funding from development partners to ensure equity and access will continue to play an important role in the overall healthcare financing system for the foreseeable future.

3.6.2.2 Continuous Review of the Case for Earmarked Taxes – Especially where there are Potential Public Health Gains
Use of earmarked taxes for a portion of the overall pool of healthcare financing constrains the fiscal space of the government. It is appropriate, however, to channel resources from, for example, Third Party Insurance, to cater for the medical care and rehabilitation of accident victims. The improving general revenue collection, the political will of the government to ensure an appropriate level of general revenue funding, as well as sustained commitment of development partners, should provide sufficient funds to purchase the required quantity and quality of essential health services.  Earmarked taxes may be pursued if there is an emerging consensus that there are particular taxes that might be earmarked for public health reasons, for example, tobacco or alcohol taxes to fund related prevention or treatment programs or to discourage the consumption of these products.  
3.6.2.3 Health Bond and other Financing Instruments
Innovative modalities for generating revenue, particularly to cover the health needs of the poor, will be explored. This will, among others, include the option of a health bond and promoting health savings.

[bookmark: _Toc360066760]3.6.3 Pillar 3 - Social Health Protection/Effective Risk Pooling: Goal - To develop a financing system which guarantees access to quality healthcare for all Ugandans, especially the poor and vulnerable groups 
[bookmark: _Toc360066761]3.6.3.1 Set up mechanisms to manage the National Health Services using pooled funds
A National Medical Insurance Agency (NMIA) will be established to purchase health services from all providers. The body will also be responsible for ensuring service contracts for clinical care are sufficiently robust. It will as well be required to provide the right incentives for providers to fulfill their role in providing high quality services. NMIA will reinsure registered community health schemes. A National Health Services Agency (NHSA) will be set up to administer all funds destined for national public/population health programs in the country. 

3.6.3.2 Community and other Risk-Pooling Mechanisms
Smaller risk pools in the form of community health funds—already in existence in some parts of the country—will be set up to reach informal workers and farmers. The NHIA will act as the re-insurer for these funds, covering the full range of services for their members, regardless of the claims activity. There is need to develop capacity in actuarial analysis to determine the appropriate/minimum premium levels for such schemes, as well as for the general population of insured persons covered through formal employment, or other informal group arrangements. 

General revenue will continue to be the important factor in the overall success of this risk-pooling structure. In the short run, this will take the form of redirecting the funds currently spent to finance inputs at the public and NFP facility level into the NHIA to enable it purchase services from these facilities. This transfer of funds would be used to “top-up” the premiums that are paid, to pay health insurance premiums for the poor, or to purchase certain “public goods” services, as specified in national programs. 
3.6.3.3 Harness Informal Sector Financing Potential
The informal sector has the capacity to substantial grow the pooled resources through conversion of out-of-pocket expenditures into healthcare savings. This will entail incorporating entrepreneurs, self-earning professionals, members from the transport sector—UTODA, BODABODA, agricultural sector, market vendors and freelance workers into the national health revenue pool.  There will be need to develop a model to assess the income of members from this sector to align their contribution to those in the formal sector. Innovative strategies for increasing the participation of the informal sector will be adopted—through effective communication and the providing of suitable incentives. 

3. 6.3.4 A Broad Benefits Package
The benefits package will cover both the in-patient and out-patient costs; subject to a maximum payout to be decided after actuarial studies. This will be applicable across all accredited healthcare providers and will use payment mechanisms that provide incentives to reduce consumption. The MoH will define an essential package of healthcare to be eligible for coverage. Besides the costs of healthcare, costs of disease prevention and regular medical check-up, as well as screening for priority health conditions such as breast, cervical and prostate cancer will be met.  

There will be need to enact a law on healthcare insurance that will allow for the growth and regulation of the operations of all forms of health insurance, including the community insurance systems, private health insurance, and all other forms of pre-payment schemes operating in the country. Expansion of the healthcare insurance industry will contribute to the further broadening of the coverage and benefits mix.  
  
3.6.3.5 Strong provider incentives
Separating the purchaser from the provider presents the opportunity for clear incentives to providers to deliver high quality services to meet the needs of the population. However, this depends on the incentives that are inherent in the underlying provider payment mechanisms. Payment approaches that provide the necessary incentives—and have been proved to be feasible in terms of data availability, collection and processing in countries at similar levels of development—will be put in place. A capitation-based payment system, together with “pay-for-performance” incentives to reward providers for meeting particular national targets for services such as immunization, malaria treatment and ante-natal care, will be instituted for Primary Health Care services. A basic case-based reimbursement system—with limitations on the number of cases to be reimbursed per facility—will be used for hospital services. Referral requirements will form an integral part of the reimbursement equation.

3.6.3.6 Protecting the poor and vulnerable groups
Ensuring equity in allocation of resources and protecting the poor and vulnerable groups is the central theme of this health financing strategy.  The poor must, therefore, be able to access necessary health services without either organizational or financial constraints. Timely and accurate identification of the poor is critical, the identification process will, as much as possible, be integrated with the already existing and/or overarching poverty identification systems in the country—in particular the tools used by the Ministry of Gender, Labor and Social Development—to enable natural linkage between the health and social protection objectives. After identification, the poor will be registered with the social insurance system and their contributions made on their behalf through the joint efforts of the government and development partners. This will give the poor free access to necessary medical care, while at the same time ensuring that they do not face the barriers of user-fees.

It is also important to ensure sure that health service providers do not face disincentives to treating the poor. It will, therefore, be important to compensate providers for lost user-fee revenue when they treat poor people. This will be implemented via direct budgetary funding.  Managing the special subsidies for the poor will require monitoring and audit procedures to ensure that providers are honoring the waivers and not charging user-fees to the poor—in addition to collecting the top-up revenue. 

Additional instruments to reduce other barriers to access will be put in place. The use of selective contracting will be used to encourage health service providers to relocate to under-served areas, thereby improving physical access. Furthermore, the introduction of a functioning referral system will ensure that care is provided at the appropriate level and that necessary care at higher levels is not impeded by the inability to pay. User-fees will be put in place for patients who have not obtained a referral—further strengthening the continuum of care and guarding against the overuse of higher levels of care. This necessitates the putting in place of appropriate facilities and resources at both the lower levels and at the referral centers in the form of necessary staff, drugs, medical equipment, information technology, other supplies and operating costs.

[bookmark: _Toc360066762]3.7 Limitations

Given the many challenges faced by the sector, maximizing the strengths of the proposed solutions while minimizing the weaknesses will facilitate faster resolution of the problems. Changing contexts dictate flexibility, developing institutional capacity and heeding lessons garnered from implementation. 

Technically sound proposals and strategies require political support and public endorsement. There will, therefore, be need for constant dialogue and a continuous and effective communication strategy to set out the aims, expectations and results achieved in the course of implementing the strategy. 

Whereas government is limited on the extent to which it can influence private spending on private providers, appropriate policy levers and enabling legislation must be in place—in the spirit of solidarity, equity and freedom—to ensure that services offered are safe, effective and of suitable quality. These provide the basis for monitoring of both public and private providers and thus the need for capacity building in this area. 

In theory it would be good to start from scratch. Reality dictates that the starting point is from where we stand. Efforts should be made to strengthen to strengthen the existing systems and institutions.

A major factor to informed policy making is complete and accurate data. However, information will likely never be perfect and gaps in data always exist. Data gaps will be closed and effective monitoring systems put in place to assess progress.  Regular reviews, feedback and taking prompt appropriate action will be done in order to keep the strategy on course.  

Stronger health systems play an important role in promoting better health outcomes. However, health Systems are rarely, if ever, the most important factor. Progress in other sectors, such as education, as well as government-wide systems reforms in, for example, financial management and human resources also play key roles. It is important, therefore, to acknowledge the problems of attributing gains to better financing strategies, as well as the importance of complementary actions. The MoH has, to therefore, ensure it gives effective stewardship and organization of the health sector in order to harness resources and abilities form other sectors and institutions to deliver universal health coverage and a productive population. 

[bookmark: _Toc360066763]3.8. The Health Financing Model

The main components of the proposed financing model are illustrated in the figures below. Different scenarios are given with highlights on their strengths and weaknesses. The models are based on a social insurance approach with tax financing as the main contributor to the pooled funds. Payroll contributions and other financing sources will play an increasing role but cannot guarantee universal access.
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