


Uganda’s Health Financing Strategy, 2013-2023

Uganda’s Health Financing Strategy, 2013-2023	October 4	2013
“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	MY HEALTH MY RESPONSIBILITY; MAKING HEALTH EVERYONE’S BUSINESS
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[bookmark: _Toc368634607]EXECUTIVE SUMMARY & ACKNOWLEDGEMENTS
(To be finalized after paper has been written)
[bookmark: _Toc368634608]1.0 STATEMENT OF THE PROBLEM	Comment by DURAIRAJ, VARATHARAJAN: The problem is not well-stated. The health financing review 2009-10 jointly undertaken by the MoH and WHO could be referred to sharpen this section. 
[bookmark: _Toc368634609]1.1 Health Indicators
A nation’s health is its most precious asset. In Uganda, the positive developments in the economic sector have not been followed by consistent progress in overall human development indicators in the heath sector. Maternalandchilddeaths remain high and account for20.4%ofthediseaseburden. MaternalMortalityRatio(MMR)is estimated to be435deathsper 100,000livebirths andInfantMortalityRate(IMR)at76deathsper1,000livebirths(UBOS 2012). Communicablediseasesaccountfor54%ofthetotalburdenofdiseaseinUganda—withHIV/AIDS,tuberculosis (TB)andmalaria constituting theleadingcausesofillhealth.Non-CommunicableDiseases(NCDs)areanemergingproblem with costly treatment implications. The high fertility ratesat 6.2 per womanpresent an additional challenge. Thiscalls for furtherinvestment in geriatric and more investment in reproductive and adolescent health.Disparities in health status between regions and socio-economic strata—with the rural areas bearing the highest burden of ill health and death—posit serious equity issues for the health system.
[bookmark: _Toc368634610]1.2 General Health System Challenges
The slowprogress in the health the sector has been attributed to an underperforming health system. Despite a progressive policy drive which points to promotive, preventive, curative and palliative initiatives through universal coverage of a minimum health services package, the minimum basic package of health services is not defined and services are majorly curative. Health promotion and disease prevention—apart from immunization—are given cursory attention. 60% of Ugandans patronize traditional healers. This dual nature of the system—‘western’ viz traditional / complimentary medicine is not a functional component of system organization. 
Forums for policy and program harmonization are not effective and regulatory frameworks not effectively policed. The health sector thus suffers from challenges of; 1) ineffective stewardship; 2) inconsistent priority setting; 3) poor system design—with non-adherence to mandates and organizational inadequacies; 4) failure to harness social determinants stakeholders for collaboration and synergies; 5) lack of attention to regulation of sector players; and 6) failure to effectively protect consumers from all health providers. In addition,inattention to behavior/attitude/mindset—of both institutions and individuals—as one of the key levers of health system performance;ineffective community engagement;non-integration of politics in the policy development and implementation processes;and, inability to contextualize and adopt as the economic base and social superstructure relationships change has led to stalemates in program execution.Moreover, a dysfunctional health management information system which does not lend itself to timely evidence for decision making,collapse of state machinery and leadership structures in the past,has led to further incapacity to effectively steward and regulate the sector.	Comment by DURAIRAJ, VARATHARAJAN: I don’t know what this means. In my view, there is no priority setting and there are only whish lists without costing and budgeting. This is a major drawback in Uganda. 	Comment by DURAIRAJ, VARATHARAJAN: This is not clear. 
[bookmark: _Toc368634611]1.3 Health Financing Challenges	Comment by DURAIRAJ, VARATHARAJAN: This section needs to be strengthened. The health financing review 2009-10 , undertaken by the MoH and WHO, clearly identifies many other challenges. They can be discussed here so that section is well-developed.  
Government spends 9% of total government expenditure on health—less than 50% of the Abuja Declaration commitment. This translates into 14.6 % of Total Health Expenditure (NHA, 2010). Ugandan households and the private sector contributed 48.6% and development partners 36.8% of expenditure on health in 2010. Global economic uncertainty—with respect to Uganda’s traditional health partners—decreases the likelihood for significant increase in development support. Development support not being well aligned to health sector priorities andinefficient use of resources has impacted on the government’s ability to optimize the existing fiscal space for increasing health system expenditure. 	Comment by DURAIRAJ, VARATHARAJAN: Abuja target is 15% and so, the current level is 60% of the target. 

The multiple channels of resource flows to the sector are not optimally harnessed, coordinated and, pooled resulting into technical and allocative inefficiencies, urban-rural and geographic inequities, and high out of pocket spending. Twenty eight percent of households in Uganda spend more than ten percent of total household consumption on health goods—medical care fees, drugs, and ‘gratuities’ in the public sector(UBOS 2010). This level of expenditure is catastrophic as it leads to deepening of household poverty and worsens inequity.	Comment by DURAIRAJ, VARATHARAJAN: There is also a big proportion of population who don’t receive any care and get impoverished due to productivity losses. This is not reflected in the OOP estiamtes. I think, this is more serious in Uganda than the OOP itself. 

[bookmark: _GoBack]The mode of purchasing of services is majorly through the traditional budget which has few incentives for improvingquantity and quality of care. The Uganda Minimum Basic Package of health services has not been explicitly defined and payment for providers is not linked to outputs. 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. The marketing of new and more expensive technologies increase demand for access to high quality services. The public, however, continues to expect affordable health care. 	Comment by DURAIRAJ, VARATHARAJAN: This is only applicable to government resoruces and a part of external resources. Resources falling outside the budget far-exceed the budgetary resources. 	Comment by DURAIRAJ, VARATHARAJAN: This is a hige assumption. May be applicable for future. 





[bookmark: _Toc368634612]2.0 BACKGROUND
[bookmark: _Toc368634613]2.1 Population and Demographics
Uganda’s population of 30.7million—2009 projection—is growing at 3.2% per annum and lives in an area of 240,038 square kilometers.  An estimated 49% of the population is under the age of 15 with 7 million of them females of reproductive potential. A high Total Fertility Rate (TFR) of 6.7 births per woman, and low contraceptive prevalence of 24% contribute significantly to the rapid increase in the population(UBOS 2012; UBOS 2012).  In 2009/10, an estimated 7.5 million Ugandans lived in poverty—with rural poverty three time times as prevalent as urban poverty.The country is on the whole physically accessible but geographical barriers to access exist in mountainous areas and islands(UBOS 2012). 
[bookmark: _Toc368634614]2.2 Economic Context
For almost a decade now, Uganda has experienced robust economic growth rates averaging 7% in real terms. However with GDP at $430 per capita, it remains among the poorest countries in the world. Further economic growth has been constrained by inadequate infrastructure, limited capacity in the energy sector, high interest rates and extreme weather conditions. Measures to increase the fiscal space for funding development and social expenditure include restructuring the tax system/administration—especially the establishment of the Uganda Revenue Authority (URA) in 1991, which resulted in significant improvement in the collection of revenues—from 6.5%in 1989/90 to 13 percent in 2007.Tax revenues, however, remain very muchbelow the required financing to support the budget with a significant proportion of the budget still financed using grants(UBOS 2012). Actual realization of grants makes the economy vulnerable in addition to the political influence thatcomes from the providers of the grants. The social sector—which includes health—is the main recipient of grant financing.

With better prospects for the economy, there is need toexpand the resource base byreducing tax evasion and targeting the informal sector—which largely does notpay taxes—through the introduction of presumptive taxes based on theactivities of these sectors. This has to, however, be done while minimizing thedistortionary effects on the sector since the informal sector is where the bulk of thepoor are employed. The current exploitation of oil reserves in the country presents a new opportunity for financing the social sectors of health and education—as necessary infrastructure for increasing the productivity of the population.
[bookmark: _Toc368634615]2.3 The Policy Context
[bookmark: _Toc368634616]2.3.1 International Covenants
The Health Financing Strategy (HFS) is guided by key international, regional and national policies and goals. 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. The Kigali Ministerial Statement is a commitment toUniversal Coverage and Long Term Harmonization of Social Health Protection in the East African Community. The Abuja Declarationcommits governments to spend 15% of government spending in the health sector. Additional declarations in Rome, Paris, Accra and Busan enjoin development partners to ensure coordination and better harmonization as a contribution to improved external assistance and effectiveness of the health sector in the context of a Sector Wide Approach (SWAp). Additional International Health Partnerships and related initiatives seek to achieve better health results and provide a framework for aid effectiveness.
[bookmark: _Toc368634617]2.3.2 Uganda Policy Instruments
In Uganda, the 1995 Constitution enjoins the state: 1) to build national strength in political, economic and social spheres to avoid undue dependence on other countries and institutions; 2) to ensure people’s enjoyment of rights and opportunities through the health leveraging actions of; access to education; health services; clean and safe water; work; decent shelter; adequate clothing; food security; pension and retirement benefits; provision of basic medical services; promotion of proper nutrition through mass education; promotion of sports and recreation; and, the recognition of women’s role in development.The constitution further calls for a planning approach which is integrated and coordinated with people involvement in the formulation and implementation of development plans and programs. Government is enjoined to further take all practical measures to encourage private initiative and self reliance.
2.3.2.1 Mandates
The Constitution further defines mandates for the Centre—to focus on policy formulation; sector stewardship; strategic planning; standards setting; regulation and quality assurance; monitoring; and resource mobilization. Local governments are to implement and supervise service delivery.  The Constitution furtherprovides for a Local Government Finance Commission (LGFC) and Resident District Commissioner (RDC). LGFCadvises 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 and the amount of funds to be allocated as equalization and conditional grants (Clause 4, Article 194; 1995 Constitution). The RDC—as representative of the President and Central Government in the District—coordinates the administration of government services; inspects services and sensitizes the populace on government policies and programs in the district; and, advises the District Chairperson on matters of national nature that may affect the district. In addition, the RDC draws the attention of any line Ministry, the Auditor General and Inspector General of Government to matters of divergence from or non-compliance with government policy, and the need for special investigation audits and cases of mismanagement or abuse of office, respectively. 
2.3.2.2The National Resistance Movement (NRM) Manifesto (2011-16)
The Manifesto of the ruling political organization commits to improvements in social services delivery. A pledge was made to focus on prevention through making vaccines available; eradicate malaria; ensure diagnosis atlocal government level III—Health Centre III (HCIII); promote maternal and child health at local administrative level II—Health Centre II (HCII); put in place a health insurance scheme; improve health workforce welfare; and, promote Public–Private Partnerships. 

The thrust of the second National Health Policy (NHPII)is towards achievement of Universal Access to a minimum package of health services that prioritizes promotive, preventive and curative health services. This policy drive has been translated into the Health Sector Strategic and Investment Plan (HSSP II)which provides the medium term strategic framework and focus that the government intends to pursue to attain the health goals of the country. Government legislation and standards that support prudent and efficient financial management include:  a) The 1995 Constitution; b) The Budget Act 2001; c) The Public Finance and accountability Act 2003; d) Local Government Finance Act 2007; e) Public Finance and Accountability Regulations2005; f) Treasury Accounting Instructions2003; g) Local Government Act 2007; h) Local Government Financial and AccountingRegulations2007; i) Public Procurement and Disposal of Assets Act 2003;  j) The National Audit Act 2008; and, k) The International Public Sector Accounting Standards.
2.3.2.3 The National Development Plan
The National Development Plan (NDP) 2010-2015 provides the overall development framework for GoU to accelerate economic growth and reduce poverty(MoFPED 2010). Over the period of the NDP, GoU plans to increase availability and access to quality social services, including health service delivery. Specifically, the NDP prioritizes the implementation of the Uganda National Minimum Health Care Package (UNMHCP). A major policy objective for the health sector is to mobilize sufficient financial resources to fund the health sector programs while ensuring equity, efficiency, transparency and mutual accountability. 
2.3.2.4Health Financing Policy	Comment by DURAIRAJ, VARATHARAJAN: Sounds theoretical. 
Government—with support from development partners—commits to providing adequate resources to the health sector guided by the concepts of Universal Coverage with a Minimum package of basic services and Social Health Protection. The achievement of this policy objective is contingent on the development of a comprehensive health financing strategy which takes into account;a) resource mobilization—based on financial risk pooling and the better harmonization and alignment of the programming of external funding, mutual accountability and reporting as well as allocative/administrative/technical efficiency and equity; b)  ensuring all resources are administered in accordance with the government of Uganda financial regulations;c) Revision and expansion of contracting mechanisms with the private sector to improve resource use and efficiency in service delivery and general support services; and, d) implementation of fiscal and financing mechanisms that promote private sector growth. Policy implementation isrequired to integrate aspirations of regional and international commitments to which the Government of Uganda is signatory to,in the process of budgetary allocations to and within the health sector. 	Comment by DURAIRAJ, VARATHARAJAN: Health financing system is not only about government resources. It is also important to streamline private resources, as otherwise, people will be impoverished and will not get value for money. 
[bookmark: _Toc368634618]2.4 Overview of the Health System in Uganda
A Health System is defined as “all the organizations, institutions, and resources that are devoted to producing health actions…and “all activities whose primary purpose is to promote, restore,and maintain health.” WHO 2002 - “purpose” includes the prevention of household poverty due to ill health.Health system performance is defined by how the system is financed, how services are provided, the effectiveness of stewardship, and how resource development—physical, manpower and knowledge—is harnessed for service provision. 

The 2nd National Health Policy (NHP II) 2010/11-2019/20 and Health Sector Strategic and Investment Plan 2010/11-2014/15 (HSSP II)envision a healthy and productive population that contributes to economic growth and national development with a goalof attaining a good standard of health for all people in Uganda in order to promote a healthy and productive life. The sector 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. Service provision is to be guided by the values of; 1) the righttohealth; 2) solidarity; 3) equity; 4) respectfor culturesand traditionsofthepeople of Uganda; 5) professionalism,integrityand ethics; 6) stakeholder participation; and 7) accountability. 
[bookmark: _Toc368634619]2.4.1 Health Services Delivery
2.4.1.1 National Level
Organization of the delivery of health services impacts the effectiveness of its Health Financing Strategy (HFS). Understanding the organization of the provision of services is therefore vital for the development of a HFS. Uganda’s health system comprises the Public; Private-Not-For-Profit (PNFP); and, Private Health Providers (PHP)—who include Traditional and Complementary Medicine Practitioners (TCMP). 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. Private providers report nowhere. 
2.4.1.2 District Level
Districts are divided into Health Sub-Districts (HSD) comprising of a hospital—or Health Centre IV—with a network of Health Centers III (HCIII) and Health Centers II (HCII). 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]2.4.1.3 Community Level
Community organization for health at the village level 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 with the overall health system.  
[bookmark: _Toc360066731]2.4.1.4 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. Traditional and Complimentary Providers have no functional linkages with the Health System. 
[bookmark: _Toc360066729]2.4.1.5 Services 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.Box No: 2.1 Health Services Delivery
· Multiple ‘Health Systems’
· Lack of clarity as to what constitutes a referral system
· Lower level facilities not appropriately and adequately resourced
· 60% Ugandans visit TCMPs before reporting to formal health sector provider

A key feature of health service utilization in Uganda is the seeking of carefrom TCMPs —by approximately 60% of the population—before and after visiting the formal sector facilities (HSSIP). There is no functional relationship between private and public providers. This results into late referrals, poor management of cases and high morbidities. The focus for service delivery is on curative/clinical care—as opposed to promotive and preventive services—in disregard of evidence which points to the health system being burdened by preventable health conditions.  In addition, there is no effective engagement of communities to participate in the delivery of a required basic &holistic package of health services.  
[bookmark: _Toc368634620]2.4.2 Resource development
2.4.2.1 Human Resource
Uganda’s population was at 33.4 million in 2011and is projected to rise to 44 million by 2020[footnoteRef:1]—given the average annual growth rate of 3.2%.  The current health worker to population ratio stands at 1 to 1,236 as opposed to the WHO recommended 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:2], respectively. Health cadre disaggregation indicates that the workforce is majorly clinical (78%) with non-medical staff comprising 22% of the work force[footnoteRef:3]. 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. The majority of the workforce (60%) is deployed in urban centres and serves less than 20% of the population.   [1:  Uganda Bureau of Statistics, 2010 Census]  [2: HRH Strategic Plan: Supplement 2009 (p.13)]  [3:  Ministry of Health (March 2011): HRH Bi-Annual Report October 2010-March 2011] 


A Master Plan for improved Health Service delivery has been drawn. 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—in the managerial and social sciences, needed to populate the support systems required for achieving the desired goals.
2.4.2.2Physical &Knowledge Resources
The broad categories for physical & knowledge resources include pharmaceuticalsand health supplies; health infrastructure; and, health information systems. 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. The health management information systems focus on internally generated knowledge for operational activities. Functional linkages do not exist between knowledge generation centers—universities and research agencies—and the Ministry of Health to generate timely empirical evidence for policy. Box No: 2.2 Resource Development
· Health workforce numbers and functionalities not related to disease burden and population health needs
· No policy to relate quality of work and incentives to performance 
· Information Technology not integrated into facility management systems for quality care
· Knowledge centers (Universities, Research Centers and Management Institutions) not effectively engaged in generating evidence for policy
· Geographical location & use of health system infrastructure is not optimal 
· Ministry engaged in non-mandate activities


Government has committed to taking measures to increase the correlation between access and utilization. Planned actions 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 should focus on specifying the standards required for all health infrastructures in the country—both public and private (play a stewardship role). The MoH will, for example, not be responsible for construction of medical buildings—a mandate of Housing & Urban Development; management of ambulances for medical emergencies—a responsibility of Works & Internal Affairs; pre-service and post-graduate training—a mandate of 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 may have to compete with other providers on the market.  Universities and accredited research institutions will take on the role of knowledge generation. 
[bookmark: _Toc368634621]2.4.3 Stewardship of the Sector
A Health System is defined by all the organizations, institutions, and resources that are devoted to producing health actions.  Setting policies and defining the strategic direction; defining, setting and implementing the rules of the game; and, assuring a level playing field—for purchasers, providers and patients, are functions for the Health System Steward(Knowles JC). To operationalize its stewardship role the Ministry of Health has to put in place a functional overall system design, set priorities, assess performance, do intersectoral advocacy, regulate and put in place consumer protection measures. Box No: 2.3Stewardship
· Sector involved in non-mandate activities | implementation
· Planning not effectively guiding policy development & strategic planning 
· Resource mobilization not effectively coordinated
· Lack of effective Risk Pooling Mechanisms
· Health Sector been minimized to a public sector medical delivery system
· Sector is not regulated
· Research and Management Information systems not guiding policy & planning
· Marginal involvement of social determinants of health stakeholders


The health sector planning function of the Ministry is, however, often ignored. Ministry policies, programs, work plans and the budget are not well synchronized and are 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. 

Institutional arrangements exist for consensus building but do not embrance all the key health sector players—especially those that deal with social determinants of health. New criteria for setting priorities and consensus building—involving both technical and political aspects have to be put in place. The challenge is to re-orient the Ministry of Health from its traditional function as a provider of services to new challenges of stewardship which entail major organizational re-engineering—for whichnew skills will be required. 


[bookmark: _Toc368634623]3.0 HEALTH FINANCING IN UGANDA-SITUATION ANALYSIS
[bookmark: _Toc368634624]3.1 Health System Financing	Comment by DURAIRAJ, VARATHARAJAN: This is theoretical, not Uganda-specific. 
Health system financing is about how money is mobilized from primary and secondary sources, how it is pooled, allocated, and paid to fund health sector activities. 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, is protected against impoverishment from catastrophic medical expenses and the health status of the population can be answered. 
[bookmark: _Toc368634625]3.2 Uganda’s Health Financing Policies
Uganda’s health financing policies are premised on key international covenants and broad government frameworks provided by the Constitution, political commitments and development programs. These frameworks assert the provision of good health as a necessary condition for a productive population that contributes to economic growth and national development. Government has therefore committed to providing the highest possible level of health to all people in Uganda through promotion, prevention, curative, rehabilitative, and palliative health services at all levels (HPII). The sector is expected to address the current health challenges by ensuring a strong health system that; 1) guarantees efficient  use of available resources; 2) ensures universal access to a minimum health care package; 3) supports a strong and viable public-private partnership for health; and, an equitable and sustainable financing mechanism.
[bookmark: _Toc368634626]3.3Health Financing Reforms
Diversification of health care financing was tackled under the first National Health Policy (1999-2009) and associated strategic plans with the aim of improving health status and equity. During this period the Sector Wide Approach (SWAp), public-private partnership, abolition of user fees—which resulted into  increased health seeking behavior with the odds of not seeking care in 2005-06 estimated at 1.8 times compared to 2002-2003—were introduced. Pre-paid and pooled health financing mechanisms have continued to surface since the mid-1990—in line with the National Health Policy which envisages empowerment of communities, households and individuals to play their role and take responsibility for their own health and well-being as well as participate actively in the management of local health services (NHP, 2010).Box No: 3.1Health Facility Use
· The poor use Health Centers
· The better off patronize hospitals


Introduction of the Uganda National Minimum Health Care Package (UNMHCP) and autonomy for the National Medical Stores (NMS) has resulted in better management of the drug procurement and delivery chain for public health delivery points. Decentralization modified organization of health care delivery by divesting delivery of health services to local authorities through the introduction of Health Sub Districts (HSDs) in 2000. Funding is provided directly into the HSD account against own generated operational plans. This measure excludes the district from HSD financial operations—thus reducing transaction time.Analysis of current health care utilization in Uganda suggests that the poor use public facilities more than the richer quintiles. However, income-related disaggregation of utilization patterns show that poor households predominantly use health centers and wealthy households use hospitals. This suggests the need to focus on improving access to health centers and dispensaries as an important pro-poor strategy.
[bookmark: _Toc368634627]3.4 Health Financing Mechanisms	Comment by DURAIRAJ, VARATHARAJAN: This is also theoretical, not Uganda-specif except the first statement. 
Funds for health are derived from: 1) general revenues; 2) social insurance; 3) private insurance; 4) direct payment by patients; and, 5) community financing. A combination of all methods is used by most countries. Ability to mobilize general revenues depends on the level of economic development—associated with per capita income which determines ability to demand and pay for services; fiscal capacity—the level of taxable economic activities; and, administrative capacity. The size of the formal sector determines how much can easily be raised for social health insurance—the larger, the better. Private insurance can only mobilize funds from those who can pay and are willing to be insured. Community financing can raise revenues from small farmers and the informal sector. Direct out of pocket funds play a big role in financing health even in countries with extensive tax-funded public health services.
[bookmark: _Toc368634628]3.4.1National Health Accounts (NHA)
National Health Accounts (NHA) provide evidence to monitor trends in health spending for all sectors- public and private, different health care activities, providers, diseases, population groups and regions in a country. NHA provides evidence for developing national strategies for effective health financing and raising additional funds for health. Uganda has gone through 3 rounds of NHA for the financial years 1997/98, 1998/99-2000/01 and 2008/9-2009/10. Evidence from all the three NHA rounds show that the primary sources of health care financing are households, donors and government and that private insurance constitutes a small proportion of Total Health Expenditure (THE). Household spending was about 43% of THE, andGovernment revenues contributed less than 15% of THE. Development partners contributed 36.8% of THE—most off budget. The 42.4% of THE contributed by households is majorly out of pocket.  Box No:  3.2 Health Financing Sources as % of THE, NHA 2009/10
· Households: 42.4%
· Development Partners: 36.8%
· Government: 14.6%
· Private/Others: 6.2%
· THE at $52 per capita – above the required $48 per capita


Households are thus the biggest contributor followed by development partners and then Government. Uganda, however, finances almost 60% of Total Health Expenditure (THE)—since households also pay the taxes that constitute government expenditure. Development assistance plays a big role in financing but most is off-budget, the programming of funding not harmonized with the country budget cycle and may not be directed to health sector priorities. 	Comment by DURAIRAJ, VARATHARAJAN: This fact should be main driver of the health financing strategy so that value for money and equity can be achieved in Uganda progressively chaning this mix and using this mix well for health gains and universal coverage. 

Further evidence from NHA shows an increase in Total Health Expenditure from $49 (2008/09) to $52 (2009/10) per capita. This implies Uganda has met the required average threshold needed to fund the cost of the benefit package under a realistic scenario of 48$per capita—including the provision of Antiretroviral Therapy (ARVs). 


[bookmark: _Toc368634629]3.5RiskPooling
[bookmark: _Toc368634630]3.5.1 Financial Protection and Equitable Distribution of Burden
The 2007 Uganda Household Survey revealed significant levels of inequality in access to health care. Out Of Pocket (OOP) spending for health was $21 per capita in 2010. 28% of households experience catastrophic payments—defined as more than 10% of total household consumption spent on health related purchases.  Government efforts to provide a subsidy of 20% of the total costs of providing care by PNFP facilities to facilitate the poor access health services have not yielded the desired outcomes. 	Comment by DURAIRAJ, VARATHARAJAN: How many households don’t receive care at all and get impoverished due to alck of care? 

The biggest risk pooling facility is state-funded tax based financing (15% of THE)and is the predominant mechanism for funding public health infrastructure and medical care. A small fraction of the population enjoys the pre-paid financing cover (AHSPR 2010-2011, pg 31).  The Prepayment ratio has, however, stagnated at 0.6 of THE from 2002 onwards—an indication of policy failures to limit financial barriers to access. The multiplicity of health financing channels for Uganda points to the need to reorganize payment into the Health Financing system in order to pool risk and achieve efficiency and equity. 

[bookmark: _Toc368634631]3.6Budgeting, Allocation |Purchasing
[bookmark: _Toc368634632]3.6.1 Budgeting
Reforms ofUganda’spublicexpendituremanagement have resulted into newinstitutional arrangements forplanningandbudgeting. These include; 1) Sector Wide Approaches (SWAps); 2)themedium-termexpenditureframework(MTEF); 3)the PovertyActionFund(PAF); 4)thefiscaldecentralizationprocess;and 5)theNational DevelopmentPlan(NDP). These policy instrumentsprovide a nationalmedium-term planning framework. The budget process is transparent, openandparticipatory and results into Budget FrameworkPapers(BFPs)—preparedatthenational,sectoralandlocalgovernmentlevels. BFPs are rigid three-year rolling frameworks used to streamline and guide the budget process, set out planned outputs and their associated expenditures in the medium term. Expenditure Tracking Surveys and Expenditure Reviews—introduced in 2001 to monitor the efficiency of flow of funds and funds utilization, respectively, strict budgetary ceilingsand Sector Working Groups—which manage available budgets, have significantly improved on budgetary discipline. 
[bookmark: _Toc368634633]3.6.2 Allocation/Purchasing
HPII ranking of health services provision—based on the disease burden—is health promotion, disease prevention, treatment, rehabilitation and palliative care. Government collects tax revenue and allocates it to programs and facilities for staff and other costs. During the HSSP II period, 45-54% of the GoU budget for health was directly disbursed to district health services of which 70% was applied to PHC activities. The MOH headquarters’ allocation was 18-27% of the health budget. This translates into 0.07% of THE going to the district and only 0.005% of THE goes to PHC as government contribution. 

The MoH uses 0.03-04% of THE for stewardship activities. In 2010, 21% of THEwas applied to prevention services, and 52% on curative services—although the biggest burden of disease is preventable. Resource application decisions are majorly out of government control—only 22% is controlled by Government; 31% by NGOs and Donors; and, 47%by the Private sector.  Allocation to government facilities is dictated by a resource allocation formula which takes into account financial risk protection of poor households, improving equity and efficiency in allocation and use of resources. However, some of the factors are not clearly defined and the weights not explicitly stated—necessitating a need to review the criteria and the formula.  The allocation process is incremental—by budget year—and does not have inbuilt incentives to promote efficiency. 
Box No:  3.3 Resource Allocation | Function as % of THE, NHA 2009/10
· Curative care: 51.6%
· Public Health21.4%
· Administration: 17. 4%
· Capital: 4.5%
· Health Center Related: 3.5%
· Ancillary Services: 1.3%
· Palliative: 0.2%
· Rehabilitation: 0.1%
· Health Promotion: 0.0%


Curative care and administration—especially salaries—are together the biggest allocatees of government contribution to total health expenditure as compared to health promotion and other public health activities. Hospitals continue to be better resourced than Health Centers. To note is subsidy to the PNFP medical facilities started in 1997—with the objective of their subsidizing care to the poor—which has not resulted in expected outcomes. 

[bookmark: _Toc368634634]3.7 Providers and Payment:
Formal health sector service delivery is by both public and private providers—with GoU owning 60% of facilities composed of 64 hospitals and 2558 health centres at various levels (AHSPR 2009). Private-Not-For-Profit (PNFP) facilities account for 20% of private service delivery. Government pays for services through direct provision of resources to its own facilities—for staff salaries, supplies and operations— and to private not-for profit facilities—for specified program support. Budget transfers to local government fund preventive and curative care. Some private providers have started getting support for specialized care delivery. 

Development partners support the efforts of government through sector budget support and off-budget projects. In addition, Donors directly support project implementation and program support at district level. The majority of households pay directly out-of-pocket for services through user fees at the point of use. [footnoteRef:4]Forty three percent (43%) of patients visited private clinics as the 1st point of consultation (UNHS 2009/10)—making Private (for profit) providers the largest single providers in the health system. The providers of care, in 2010, were Private—48%, Public—23%, PNFP facilities—16% and, others (NGOs etc)—13%.   [4:  Data not disaggregated for the Traditional | Complimentary Health Providers] 
Box No: 3.4 Providers of Medical Services (Government owns 60% of Facilities)
· Government: 30%
· Private: 70%—Not For Profit: 16% | Private For Profit: 43% | Others: 11%)

[bookmark: _Toc368634635]3.8Other challenges related to Health Financing
[bookmark: _Toc368634636]3.8.1 Cost Drivers
The Ministry is further challenged with cost drivers which will—in the medium term—continue to be of concern. These include: a) increased demand for maternal and child health and adolescents services as a consequence of a rapidly growing population from high fertility; b) increase in the non-communicable diseases burden—due to population ageing—when communicable diseases are still high on the agenda; c) high public demand for access to high quality but affordable care as a result of the marketing of new expensive technologies; and, d) reduced likelihood of an increase in the resource envelope as a result of the global economic downturn. 
[bookmark: _Toc368634637]3.8.2 Fiscal Space for Financing Health
Ability to mobilize general revenues depends on the level of economic development—because per capita income determines ability to demand and pay for services andfiscal capacity—the level of taxable economic activities and administrative capacity. The reality is that whereas Uganda’s tax revenues as percent of GDP have risen from 6.5% in 1989/90 to 14.2% in 2012/13, the tax base is still small with 50% of the revenues generated by only 35 large tax payers. Development partner support will continue—in the foreseeable future—to play a significant role in financing development activities. Implementability and political accountability are essential components of a financing strategy because the amount raised largely depends on government’s commitment to forego some spending in other sectors in order to finance health. Good management systems and regulations are necessary to ensure accountability. Administrative capacity and human resources are essential for operating the system. The questions on fiscal space for health remain tagged to: 1) how to increase government contribution to health; 2) how to make the health system operations more efficient; 3) how to harness the contribution of the untapped, not easy to tax large sector comprised of small farmers and informal players; and, 4) how to increase private insurance contributions, in the quest to meeting government’s goal of universal health coverage with a minimum package of basic services.Box No: 3.5Fiscal Space Measures
· Harness untapped | untaxed resources 
· Improve efficiency of health system operations
· Commit to increase government contribution
· Increase private insurance contributions

[bookmark: _Toc368634638]3.8.3 Efficiency
Efficiencyiscurrentlynotwelladdressedinthewayresourcesaremobilized,allocatedandusedinthe healthsector.A2010studyconductedbytheWorldBank,MoHandMoFPEDestimated thehealthsectorlosesat least UGX36.7 Bn annuallyduetowastethroughhealthworkerabsenteeism,expireddrugsandpoorpayrollmanagement.The studyfurthernotedthatsignificantfiscalspacecanbecreatedbyimprovingefficiencyand effectivenessofhealthspendingthrough;1)improvingmanagementandperformanceofhealthworkers; 2) linkingfundingtoresultsandavoidingresourcewastage; 3)developingthehealthfinancingstrategy;and,4)better programmingandmanagementofdevelopmentassistanceforhealth(Okwero 2010).Box No:  3.6 Efficiency and Effectiveness Measures (Okwero et al)
· Improve health worker management and performance
· Link funds to outputs
· Program & manage development assistance


The Ministry of Health has committed toimprovement intheefficiencyofhealthservicedeliverythroughhealthsectorreforms,donor coordinationinthespiritoftheParisDeclarationonaideffectivenessandtheAccraAgendaforAction for better access to more and better quality health services. 
[bookmark: _Toc368634639]3.8.4Health system Levers
Despite the fact that the Ministry has registered some improvement in the sector performance indicators, a lot more needs to be done. There is no effective stewardship mechanism for stakeholder collaboration to ensure delivery on social determinants for a sector wide approach to population health issues. The existence of a dual health system—Traditional/Complimentary Medicine viz Western Medicine is not acknowledged. Mandates are not adhered to at all service delivery levels with no ‘specialization’ at point of delivery of care as a result of absence of a standardized referral structure. Skills requirements at recruitment are not aligned to required competencies—calling for need to reorganize and engage cadres from the social sciences discipline—management, administration, communication & marketing etc—as a necessary and desirable human resource fit in the sector. Provider incentives at both institutional and individual level are not geared to enhancing system performance. Communities are not effectively engaged to produce health actions—with VHTs overburdened, not remunerated, and consequently resulting in a very high attrition rate -75%.  Box No:  3.7 Other Health System Levers
· Effective organization of health system structures & individual institutions
· Behavior change
· Effective regulation of providers & insurance
· Multisectoral action through collaboration & synergies development
· Effective community engagement



[bookmark: _Toc368634640]3.8.5Health System Financing Domain and Objectives
The main goals for the health system fall into three categories: 1) average health and distributed across the population to reflect the health of individuals throughout the life course; 2) enhancing the responsiveness of the health system to the legitimate expectations of the population for the non-health improving dimensions of their interaction with the health system; and 3) fairness in financing and financial risk protection for households. In addition, given the interdependence of all sectors of society, the health system has to contribute to other social goals like education, consumption and democratic participation. Health financing policy objectives are about funds availability, reduction of out of pocket expenditure, equity, effectiveness and efficiency in allocation and use of raised resources to strengthen institutional arrangements in planning and use of the resources. 

Judging system performance and efficiency involves measuring the attainment of eachgoal relative to resource use. Thismakes financing a key element of the health system. The instrumental goals—whose attainment supports the achievement of the intrinsic goals of the health sector (health, responsiveness & fair financing)include access to care, multisector community engagement, innovation and sustainability. Adequate measurement of the attainment of the three intrinsic goals is, however, sufficient and takes care of the impact of the instrumental goals at macrolevel. Performance of the entire health system is, in addition, related to the health sub-system performance of the institutions and organizations that handle population health services or personal care.  It is, therefore, important to ensure that mapping the whole health system performance includes various measures for health attainment and responsiveness at the sub-system level—relative to resource use(Murray JCL 1999). Box No: 3.8Health System Financing Domain & Objectives
Domain:
· Individual & Population Health
· Health System Responsiveness
· Fair Financing
· Contribution to other systems’ achievements
Objectives
· Funds availability
· Reduce out of pocket expenditure
· Equity, effectiveness and efficiency in resource allocation & use 
· Resource development  (human & infrastructure)

[bookmark: _Toc368289731][bookmark: _Toc368634641]3.9 Rationale for a Health Financing Strategy
A window of opportunity has been presented to the Health Sector with profound and long term consequences. As we approach the Millennium Development Goals (MDG) deadline for Global Targets with respect to the health agenda, correct choices at this pivotal moment will determine the future health prospects for Uganda’s population. 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.

Despite the enumerated weaknesses, opportunities exist that can be harnessed by all stakeholders to successfully implement the proposals under the secondHealthSectorStrategicPlan (HSSP II),2005/06–2009/10 (MoH 2010) and beyond. Government—through various policy and development instruments—has affirmed the pivotal role of good health for Uganda’s development. The National Development Plan (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. This is to be done through a multi-sectoral approach involving pro-rata investments and collaboration with sectors that have a significant bearing on the determinants of healthto ensure equity, efficiency, transparency and mutual accountability. The key intervention is the development of a comprehensive Health Financing Strategy addressing resource mobilization; pooling of risk; and, efficiency and equity measures specifically targeting the poor and vulnerable groups of the population. 

Whereas Health financing reforms can catalyze and trigger the transformation of the health system towards achieving Universal Health Coverage (UHC)[footnoteRef:5], they are not sufficient—on their own—to cause overall health system performance for the achievement of Government’s Health Policy objectives. A Health Financing Strategy (HFS) can serve as an instrument for resource mobilization at all levels. It can help Uganda steer health system investments towards the correct direction and thus contribute to health sector reforms for the realization of the overall sector goals.The proposed Health Financing Strategy provides the basis for aligning resources and creating opportunities for efficiency gains in the health sector. [5:  Universal Health Coverage is defined by WHO as “ensuring that all people can use the promotive, preventive, curative and rehabilitative health services they need, of sufficient quality to be effective, while also ensuring that the use of these services does not expose the user to financial hardship.”] 
Box No: 3.8 Why a Health Financing Strategy
· Instrument for resource mobilization at all levels
· Catalyst &Trigger for changes in other system levers 
· Basis for aligning resources and creating opportunities for efficiency gains in the health sector


Apart from Financing and Payment, therefore, overall sector reforms are necessary with respect to; 1) reorganizing the health system structures and individual institutions; 2) influencing the actions of providers and insurance through Regulation; 3) improving health system performance through individual change programs targeting Behavior; 4) ensuring Multi-sectoral action through collaboration & synergies within & across sectors to deliver a healthy population; and 5) effectively engaging households and communities to own, manage and deliver their health. A dedicated program is thus required to mobilize the population and stakeholders and a holistic package of reforms for transforming the health sector.	Comment by DURAIRAJ, VARATHARAJAN: More than regulation, budgetary resources should be used more catalytically to create right incentive structure at all levels so that the need for a strict regulatory regime is reduced. 






[bookmark: _Toc368634642]4.0 THE HEALTH FINANCING STRATEGY
[bookmark: _Toc368634643]4.1 Vision, Mission, Goals and Objectives
[bookmark: _Toc368634644]4.1.1 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 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][bookmark: _Toc368634645]4.1.2 Mission
The mission is ‘To facilitate Universal Health Coverage (UHC) to affordable quality health services by all Ugandans’
[bookmark: _Toc368634646]4.1.3 Goal
The goal is ‘To develop an equitable, efficient and sustainable health financing system in which all Ugandans are able to access needed, good quality health services, without experiencing financial hardship’. The purpose of the strategy is to foster the development of equitable, efficient and sustainable health financing mechanisms to achieve national health goals by 2019.
[bookmark: _Toc368634647]4.1.4 Specific Objectives	Comment by DURAIRAJ, VARATHARAJAN: Social protection or safety nets could be one of the objectives. This can be achieved through cross-subsidies and special widnows for the poor even in private faciltiies. Support to NGO facilities is part of this as well. 
The specific objectives of the HFS:  are to: 1) secure a level of funding needed to achieve national health goals in a fiscally sustainable manner; 2) ensure risk pooling as a measure to protect households from high out-of-pocket expenditure; 3) ensure equity in allocation of resources; 4) improve effectiveness and efficiency in allocation and use of raised resources; and 5) strengthen institutional arrangements in planning and management of resources.	Comment by DURAIRAJ, VARATHARAJAN: Resources could come from a wide variety of sources and fiscal resources could be used to drive them strategically besides protecting the poor. 
[bookmark: _Toc368634648]4.2 Guiding Principles and Values
In pursuit of the above objectives, the attitude and conduct of all stakeholders will at all times be guided by the following guiding principles and core values:
[bookmark: _Toc368634649]4.2.1 Guiding Principles
1. Country Ownership: ensure that all health financing processes are led and owned by Ugandans.
2. Dynamism:to be the central principle in implementation of the Health Financing Strategy which involves being innovative and visionary.
3. Efficiency: ensure that maximum health benefits are derived from available resources.
4. Risk-sharing and Solidarity: mechanisms must be expanded to increase the proportion of the health budget that is pooled to reduce the proportion of OOP expenditure. 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. 
5. Evidence-based decision-making:to be practiced on a day to day basis; aligned with health financing reforms; relying on best practices and to be economically viable.
6. Partnerships and multi-sectoral approach:to involve all health related sectors, various levels of government, the private sector, international development organizations, communities and civil society.

[bookmark: _Toc360066746][bookmark: _Toc368634650]4.2.2 Values
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. Its implementation will be based on the following values: 
1. [bookmark: _Toc360066747]People First: the needs and satisfaction of communities, households and individuals will be a primary consideration in health services delivery.
2. Transparency and Mutual Accountability: purchasers, providers and users to have access to information regarding the operation of the system and|or as required by any law or professional etiquette/practice; patients to receive sufficient information about their treatment, health and well-being.
3. Equity: all Ugandans to access health services according to their health needs and not according to their ability to pay (equity in finance). Discrimination based on age, gender, race, religion, political affiliation or any other socio-economic considerations should not be entertained (equity in access). 
4. [bookmark: _Toc360066749]Responsibility: all Ugandans to ‘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: _Toc368634651]4.3 Strategic Pillars
[bookmark: _Toc360066754]Based on the situational analysis, three main strategic pillars for the health financing strategy have been identified as: 

Pillar 1: Resource Mobilization—to ensure availability of resources to finance the minimum health services package  	Comment by DURAIRAJ, VARATHARAJAN: Generated equitably and progressively so that those who are able to pay contribute more and those who are not pay less or none. 
Pillar 2:Social Health Protection—for an integrated health financing system that will effectively pool resources, promote financial inclusion, reduce out of pocket expenditure and strategically purchase on behalf of the population to provide financial protection and equitable access to health care 
Pillar 3: Institutional Development—for strengthened stewardship and governance as well as address the issues of resource misapplication, wastage and inefficiencies
[bookmark: _Toc368634652]4.3.1 Pillar 1: Resource Mobilization
Policy Options:	Comment by DURAIRAJ, VARATHARAJAN: These are not optimal options and so, the section could discuss only about the mixed option. 
1. Keep the status quo—with funds mobilized but not coordinated and pooled for strategically planned interventions. This scenario has created the current situation of a fragmented resource inflows and no effective agent to determine resource use efficient. 	Comment by DURAIRAJ, VARATHARAJAN: Why is this an option when it is adequately clear that the strategy is mainly to alter this situation. 
2. Using only general revenue is currently not feasible because the tax base is not big enough to provide the necessary fiscal space for providing the minimum package of health services to all Ugandans. 	Comment by DURAIRAJ, VARATHARAJAN: This has never happened in Uganda and is not happening as well. So, this also cannot be an option. 
3. A mixed resource source health risk pooling scenario—with tax revenue, household savings, development partners support and philanthropy resources in one basket—promises the most viable option for efficiency and sustainability. 
4.3.2.1 Strategic Objective: To raise adequate funds equitably to finance at least a minimum package of services

General taxes and pay roll contributions will be the principle methods for collecting health revenue for social protection against ill health. A National Health Services Fund (NHSF) will be created. In the short term, NSSF will collect premiums from the already organized public and formal private sector employees. 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. In the medium term, government may consider the creation of a National Health Revenue Agency (NHRA) 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.Box No:4.1Sources of Health Revenues 
· General tax revenues
· Payroll contributions
· Development Partners Support
· Community Health Savings (Households)
· Philanthropy



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 procuring health services. Development partners are 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. 	Comment by DURAIRAJ, VARATHARAJAN: What is the optimal mix of these for Uganda? 	Comment by DURAIRAJ, VARATHARAJAN: Prepayment? 

Resource Mobilization Strategies
Component 1:  Revenue Collection 
Efficient and equitable revenue collection is critical to ensuring the maximum amount of funding is available to purchase healthservices. Evidence points to the complexity of the purchasing function as well as its importance to the smooth functioning of the health financing system. It is, therefore, necessary to separate health revenue collection and purchasing functions with the former focusing on maximizing the amount and progressivity of revenue, while the latter concentrates on deriving maximum value from the available revenue. 

General revenue contribution to the overall pool of health financing is envisaged in the short and long runto finance national programs and insurance premiums for the poor. In the short run, there will be 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 health services—including screening for a package of diseases like breast, cervical and prostate cancers, diabetes, hypertension, sickle cell disease; treatment of mental disorders andHIV/AIDS prevention and treatment—among others.  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.Box No: 4.2 Revenue Collection - Strategic Actions/interventions
· Designate a Health Revenue Collection Agency for all pay roll contributions
· Support the establishment | growth of Community Health Savings | Insurance schemes
· Designate a mechanism for streamlining development partner contribution to the sector over time



A revenue collection strategy is essential to kickstart the process of resource mobilization which must involve all sector stakeholders—public and private, formal and informal, local and international. The informal sector has the capacity to substantially 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
Support will be given to establishand develop community health savings—in line with the microfinance policy and cooperative practices. This will facilitate the raising of local revenues to support consumption and development activities relevant to health promotion and disease prevention. To ensure oversight, coordination and supervision, there is need to establish resource mobilization/coordination mechanisms at National and District levels.  
Component 2: Continuous Review of the Case for Earmarked Taxes – Especially where there are Potential Public Health Gains	Comment by DURAIRAJ, VARATHARAJAN: How does it address fiscal hardships?  
Use of earmarked taxes for a portion of the overall pool of healthcare financing constrains the fiscal space of the government. However, targeting funds to cater for serious short term infectious conditions which may have long term negative impact on population productivity iseconomically viable. For example, HIV/AIDS and related conditions of malaria and tuberculosis earn their position in the category that requires short term targeted funds for maximum impact. Third Party Insurance can contribute to the medical care and rehabilitation of accident victims. In addition, earmarked taxes willbe pursued for public health reasons—for example, tobacco or alcohol taxes—to discourage the consumption of these products and to fund related prevention and treatment programs.Box No: 4.3 Earmarked Funds - Strategic Actions
· Identify health conditions eligible for earmarked funds
· Identify industrial activity & consumption products that are a public health hazard
· Identify other sources of funding [oil revenues] for key health interventions that are of population & public health good e.g sports, road safety awareness… etc


Component 3:  Other Financing Instruments	Comment by DURAIRAJ, VARATHARAJAN: Local philanthropy exists in Uganda and should be planned well to streamline resource flowing out of it. Corporate social responsibility could be another source to cross-subsidise the poor. 
Innovative financing modalities for generating revenue, particularly to cover the health needs of the poor and protect government—which will be accrediting providers, will be explored. This will, among others, include the option of a health bond|surety for service providers.
[bookmark: _Toc368634653]4.3.2 Pillar 2: Social Health Protection
4.3.3.1 Strategic Objective: To develop a financing system which guarantees access to quality health services for all Ugandans, especially the poor and vulnerable groups	Comment by DURAIRAJ, VARATHARAJAN: How is it different from the overall objective of the strategy? 
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 general tax financing, with national standards but local solutions. Embedded in the model is support for the development of community-based and private health insurance as well as mechanisms to support the poor tackle the social determinants of health.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. 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.Box No:  4.4 Social Health Protection
· Focus on the poor and vulnerable
· Eliminate access barriers through reinforcing local context policy initiatives 
· Regulate the health insurance industry to ensure non-discrimination
· Promote increase in household incomes
· Clarity on the minimum basic health services
· Enforce cross-sector collaboration & synergy at local level


Collaboration with health related ministries, departments responsible for social protection and other stakeholders will ensure early attainment of social health protection, tackling the social determinants of health and ensure sustainability of the system. Effort will be made to deepen the implementation of the Prosperity for All Program (PFA) key in ensuring increase in household incomes—a key social determinant of health at individual and population level. 
Component 1: Set up mechanisms to manage the Health Services using pooled funds
Pooling to ensure 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. 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.Box No: 4.5 Management of Pooled Funds: Strategic Interventions / Actions
· Establish criteria for the poor/indigent to benefit from insurance coverage without contribution.
· Set criteria for provider engagement in service provision to the indigent. 
· Establish a National Medical Insurance Agency (NMIA)
· Establish a National Health Services  Agency (NHSA)
· Establish accreditation mechanisms for eligible providers – public and private
· Enact the Social Health Insurance Law 



A National Medical Insurance Agency (NMIA) will be established to purchase health carefrom all accredited providers. The body will also be responsible for ensuring the 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. Funding allocated to finance the provision of the basic benefit package will be transferred to the National NMIA. A National Health Services Agency (NHSA) will be set up to manage funds earmarked for public |population health activities and other national programs.  
Component 2: Community and other Risk-Pooling Mechanisms
The Prosperity For All (PFA) program is an exemplary transformative policy aimed at Primary Health Care in its generic sense. The Savings and Credit Cooperatives Organizations (SACCOs) and small risk pools in the form of community health funds—already in existence in some parts of the country—will be capacitated to grow and to reach informal workers and farmers. The NMIA will act as the re-insurer for these funds, covering a recommended 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. Box No: 4.6 Community Risk Pools – Strategic actions | interventions  
· Promote community insurance / demand side financing
· Determine minimum premium levels for community pools
· Establish modalities for reinsurance of community health schemes
· Capacitate communities to manage the pools
· Regulate and provide oversight over the pools
· Guarantee protection of contributors to the pools



General revenue will, however, 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 NMIA to enable it purchase services from these facilities. 
Component 3: A Broad Benefits Package
There will be need to broaden the benefits package tocover needs outside the stipulated minimum basic package of services. 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 services—basic and broadened—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 and, congenital conditions like heart and sickle cell disease, will be met.  Box No:  4.7 Broad Benefits Package – Strategic actions | interventions  
· Define Broad Benefits Package (BBP)
· Establish legibility criteria to accessing BBP
· Enact law targeting the regulation of different schemes.
· Guarantee protection of contributors to the pools



Expansion of the healthcare insurance industry will contribute to the further broadening of the coverage and benefits mix. A law on healthcare insurance will be enacted to 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.   
Component 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.Box No:  4.8 Provider incentives – Strategic actions | interventions  
· Delink government from direct provision of services
· Institute a capitation based system for services delivery/geographical location
· Design pay for performance incentives for prevention & population health service delivery
· Establish criteria for  referral to higher levels of care
· Institute mechanism for case reimbursement at hospital  level 


Component 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. 
Box No:  4.9 Protecting the poor & vulnerable – Strategic actions | Interventions  
· Carry out the much delayed population census to determine the baseline for capitation grants for each service area
· Establish identification criteria for the indigent and vulnerable
· Register the indigent & vulnerable
· Compensate providers for lost user fees from treating the indigent and vulnerable
· Institute mechanisms to manage, monitor and audit the subsidies for the indigent and vulnerable



The need to carry out the much delayed population census to determine the baseline for capitation grants for each service area and the determination of the population below the poverty line (indigents)cannot be overstated. After identification, the indigent and vulnerable 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. 
[bookmark: _Toc368634654]4.3.3Pillar 3: Institutional Development
4.3.1.1 Strategic Objective 
The strategic objective for Pillar 3 is to strengthen institutional arrangements for improved efficiency, accountability, transparency and effectiveness in health financing. 

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.  
Institution Building Strategies for efficiency
Component 1: Strengthen Stewardship 
A key factor for improving efficiency is to ensure every element focuses on their mandate, do what they do best and, leave other activities to other players in the health sector and system. The MoH acting both as regulator, purchaser and service provider leads to conflicts of interest—in modern governance principles. The Ministryis to therefore be divested of the responsibility of purchasing health services and focus on stewardship: collecting and using information;formulating strategic policy direction for the sector;ensuring tools for implementation—powers, incentives and sanctions; coalition/partnerships building; and, ensuring accountability through monitoring and evaluation.
Component 2: Separate Medical Care from Population Health ServicesBox No: 4.10 Strengthen Stewardship – Strategic actions | interventions  
· Focus on overall health system design and organization.
· Provide strategic directionandassurealevelplayingfield—assess theperformanceofinstitutionsinvolvedinrevenuecollectionpurchasing,provisionandresource development
· Designcriteriaforsettingprioritiesandconductingconsensusbuildingprocesses
· Advocate for social and economic policies that willadvancehealthgoals 
· Regulate the financial,provision and resourcedevelopmentfunctionsofthehealthsystem as well as sanitation rules for goods and services
· Institute consumer protection mechanisms against information and power asymmetries characteristic of the health care and insurance industries. 
· 



The delivery of clinical care has always been at the expense of health promotion, disease prevention and control. Institutions will be created/reformed to implement the strategy and perform different roles under the guidance of the Ministry of Health. Financing personal health care through medical insurance implies money will follow the patient; the centre will focus on stewardship; the district government on supervision; and, local government III on the delivery of health promotion and disease prevention measures. New agencies are, therefore, needed to manage the pooled money and ensure it procures the needed services from providers.Communities will be empowered to manage lower level facilities while professional bodies supervise clinical quality. Box No:  4.12 Quality Assurance – Strategic actions | Interventions  
· Establish standards for facility level health infrastructure, technology, insurance and human resource.
· Set quality guidelines and rules for accreditation of service providers.
· Capacitate professional councils and other agencies to enforce professional regulations and bylaws
· Update and operationalize the Public Health Act
· Set up intersector social determinants of health quality monitoring mechanisms .



Box No: 4.11 Separate Medical & Population Health – Strategic actions | Interventions  
· Create a National Medical Insurance Agency (NMIA)—to purchase clinical/medical care
· Create a National Health Services Agency (NHSA)—to handle national public health and population health activities. (The Uganda AIDS Commission (UAC) could be restructured and redirected to take on the wider role of the NHSA). 
· Support the creation and capacity of community Health Management Groups to purchase/manage health services delivery at community level.




Component 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. 
Component 4: Strengthening the Referral System
Failure to designate specialized roles for the delivery of care at different levels 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.
Box No:  4.13 Strong Referral System – Strategic actions | interventions  
· Regional referral hospital: tertiary center of excellence for specialized care (e.gcancer, cardiothoracic | urology | plastic surgery, TCM, etc  
· District hospitals: secondary centre for general medical, mental and surgical conditions —on referral from HCIII and HCIV
· HCIV: secondary reproductive and child health matters—infertility, caesarian sections, nutrition and child care
· HCIIIs: focus point for the health system and the first call center for all Ugandans
· Accreditation and integrate Private Providers & Traditional & Complimentary Health Providers in the  health delivery system through 
· Appropriately resource every level of services provision to provide designated services
· Mobilize and empower communities to plan & organize community health systems at Local level II 



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 putting in place 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.

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, 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 prevention and promotion programs in the community. These will encompass nutrition, health education, sports/exercise, 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 capacitated to fulfill this function. 

HCIIs will be community owned and managedas ‘the true’ primary health centers with emphasis on domiciliary care—to support the empowerment of households economically, physically, socially, mentally—in line with the WHO definition of health and in spirit of Alma Ata and the delivery of PHC. Effort will be placed on building capacity to integrate the private sector—including TCMP—into the health services and general referral system.
Component 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.  Box No:  4.14 Separate the Purchaser from Provider – Strategic actions | interventions  
· Ensure autonomy for all providers – public and private
· Set standards for all inputs at each level of service delivery
· Set procurement guidelines for all inputs—including human resources, at facility level
· Institute an effective system for monitoring and evaluation of the autonomous health care facilities.






The move to purchasing services instead of providing inputs will have four important effects; 1) providers will have higher incentive to ensure that the 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 center 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. 
Component 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. Box No:  4.15 Better Management Capacity – Strategic actions | interventions  
· Determine institutional structures for different levels of care 
· Determine human resource requirements per level of care
· Recruit human resource for health to match required functionalities
· Retrain, retool and capacitate facility managers in administrative and management practices
· Put in place legal framework for the autonomous management of public health facilities to provide for harmonized governance structures, audit, human resource and operational manuals
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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. 
Component 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. Box No:  4.16 More effective use of the private sector – Strategic actions | interventions  
· Ensure ‘ONE HEALTH SYSTEM’ for all providers
· Map health facilities in the whole country – public and private.
· Establish health facility quotas per service area. 
· Create incentives for providers in less served areas
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Component 8:   A Transparent and Open Process of Developing the Benefit Package and the Levels ofProvider Reimbursement
Despite limited funds, it is necessary to ensure providers are adequately compensated for the services they deliver for sustainability and ensuring 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.Box No:  4.17 Benefits Package | provider reimbursement – Strategic actions | interventions  
1. Establish a Benefits and Tarrif Board
2. Develop / establish the basic benefits package of services. 
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Component 9: Ensuring Development PartnersMake 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. Box No:  4.18 Development Partner Coordination – Strategic actions | interventions  
· Establish a resource mobilization/donor coordination mechanism
· Regulate mechanisms fordonor/health partner engagement in the health sector—at all levels






B


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. 
Component 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.
Box No: 4.19 Management Information Systems – Strategic actions | interventions  
· Integrate HMIS into the community information system.
· Put in place rules for sharing of medical data across providers.
· Carry out a management and operating systems needs assessment.
· Monitoring and evaluation of management and accounting processes across the sector.
· Establish mechanisms for evaluating the health financing strategy. 
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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  information management system across and within sectors is put in place to ensure efficient and effective delivery of services.  
[bookmark: _Toc360066762][bookmark: _Toc368634655]4.4 Limitations
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 and 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, household or community. 

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 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 system 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 from other sectors and institutions to deliver universal health coverage and a productive population. 
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