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FOREWORD  

There is global consensus, among both developing and developed nations, that strong health systems are 

essential to the effective delivery of health services and improved health outcomes. Understanding the 

current status of the health system of Uganda is therefore critical, in order for the Ministry of Health, 

other government agencies, development partners, the private sector, NGOs, and others to be able to 

develop, implement, and monitor health system strengthening programs and deliver health services to 

the people of Uganda, as well as to achieve the government‟s priority objectives as specified in the 

Uganda Health Sector Strategic and Investment Plan (HSSIP) 2010/11–2014/15.  

This Health System Assessment is a snapshot of the health system of Uganda in 2011. It is based on a 

methodology that has been applied in more than 25 countries, and was adapted to the Ugandan 

situation. The approach focuses on the six building blocks of the health system, as defined by the World 

Health Organization: Governance; Health Financing; Human Resources for Health; Service Delivery; 

Medical Products, Vaccines, and Technologies; and Health Information Systems. There are 

interrelationships among these six building blocks of the health system, which the assessment addresses.  

The assessment identifies the strengths in the health system of Uganda and also the challenges that the 

Ministry of Health, with development partners, the private sector, and civil society, will need to address. 

System strengths include the participatory nature of health sector governance, the use of evidence 

generated locally and internationally to inform policy-making, improved collaboration between 

government and development partners, and the increase in the number of potential service delivery 

points across the country. Some of the challenges are: relatively high vacancy levels, particularly at 

lower-level health facilities; coordinating all actors in the health sector; tapping the large private health 

sector; and limited capacity in many districts for informed planning and implementation of health 

programs. 

This health system assessment for Uganda was carried out during the first year of implementation of the 

HSSIP. Its findings, therefore, serve as a benchmark of the health system. By doing a similar assessment 

towards the end of HSSIP implementation, we will be able to gauge the progress made in the health 

system over the period covered by the plan. 

It is my hope that health workers, development and implementing partners, the private sector, civil 

society, and policymakers in Uganda and beyond will use this Health System Assessment report to 

identify ways in which they can further strengthen Uganda‟s health system so that it can deliver quality 

services to people in Uganda.  

I would like to thank all the numerous stakeholders who gave their time and other resources to support 

this assessment. I would particularly like to thank: USAID, through the Health Systems 20/20 project, 

implemented by Abt Associates, for the funding and technical assistance provided; Makerere University 

School of Public Health, for being on the ground for the assessment at the country level and for 

developing the capacity to do these kinds of health system assessments; and development partners, 

including the World Bank, the World Health Organization, the Centers for Disease Control and 

Prevention, and the UK‟s Department for International Development, for reviewing different assessment 

concepts and draft reports.  

  



 

 

Within the Ugandan government, I would like to thank the staff of the Ministry of Finance, Planning and 

Economic Development and the Ministry of Public Service for providing relevant information for this 

assessment. Finally, and most dear to us in the Ministry of Health, I would like to thank the staff of the 

Ministry of Health, and particularly those in the Supervision, Monitoring, Evaluation, and Research 

Technical Working Group, chaired by Dr. Henry Mwebesa, for steering the process on behalf of the 

Ministry. The people of Uganda are grateful to all of you, for all your contributions. 
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Permanent Secretary, Ministry of Health 
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EXECUTIVE SUMMARY 

This Health System Assessment (HSA) was carried out to identify strengths and challenges of the 

Ugandan health system, and to make recommendations for interventions to strengthen the system. It 

has three specific objectives: First, it provides a baseline for monitoring health system performance 

throughout the period of the country‟s Health Sector Strategic and Investment Plan 2010/11–2014/15 

(HSSIP). Second, it provides a snapshot, in a single document, of the status of Uganda‟s health system 

based on data collected from published documents and stakeholder interviews on different aspects of 

the system. Finally, it identifies the strengths and weaknesses of the system and provides 

recommendations, which can inform Government of Uganda (GoU) policymakers, development 

partners, and other stakeholders of potential areas for further strengthening, including ways to 

effectively implement the HSSIP.  

The Ministry of Health (MoH) Supervision, Monitoring, Evaluation, and Research Technical Working 

Group steered the HSA process on behalf of the Ministry. Uganda‟s health development partners 

(HDPs) provided input to the process, from conception to the review of several drafts of the 

assessment report. The USAID-funded Health Systems 20/20 project conducted the HSA in   

conjunction with Uganda‟s Makerere University School of Public Health. Data collection for the HSA 

was conducted from January to April 2011, with additional interviews and data collection in November 

and December 2011.  

The HSA assesses key health system functions organized around the six technical building blocks defined 

by the World Health Organization: Governance; Health Financing; Service Delivery; Human Resources 

for Health (HRH); Medical Products, Vaccines, and Technologies; and Health Information Systems (HIS). 

The HSA team identified a number of strengths and opportunities in Uganda‟s health system as well as a 

number of constraints that cut across system components. Assessment recommendations were then 

tailored to address the cross-cutting constraints and to highlight opportunities that the GoU, USAID, 

other HDPs and key stakeholders may choose to pursue to strengthen the health system and thereby 

improve the health of all Ugandans.  

I. KEY FINDINGS BY HEALTH SYSTEM BUILDING BLOCK 

Governance 

Uganda has relevant health policies and regulations in place, many developed through a participatory 

multi-stakeholder process, including the recent HSSIP. Innovative policies that are currently under 

development include the Public-Private Partnership in Health Policy. The health sector has many actors 

including nongovernmental organizations (NGOs), civil society organizations, HDPs, and multiple 

government agencies beyond the MoH. A recently signed country “Compact” is a new mechanism for 

coordination in the health sector. Implementation of the Compact will require ongoing commitment 

from the above-mentioned stakeholders. With open media and several audit and monitoring units, 

allegations of misappropriation and leakage continue to be addressed – this is another area to be further 

strengthened. This assessment finds that although policy and planning processes are participatory and 

well-defined, the outcomes of plans do not necessarily always reflect other stakeholders‟ perspectives or 

possible contributions. For example, the HSSIP focuses exclusively on the public and private not-for-

profit (PNFP) sectors and does not include strategies to harness private for-profit (PFP) health sector 

resources. Despite the private sector‟s participation in different forums, bodies, and associations at the 

policy and regulatory level, the public and private sectors seem to more co-exist than function in a 

coordinated or integrated manner. Another key finding is that given limited resources and capacity, the 
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increase in the number of districts strains governance structures. Many districts have limited capacity to 

take advantage of decentralized planning and implementation approaches. 

Health Financing 

Uganda spends US$33 per capita on health, about the same as its low income country peers but much 

lower than the regional average. In contrast to the region, public financing of health in Uganda is low at 

22.6 percent of total health expenditures (THE) and there is consensus that the health sector is 

underfinanced and cannot deliver the Uganda National Minimum Health Care Package (UNMHCP) to all, 

highlighting the need to use limited resources for pro-poor and essential services. Donor spending is 

high at 32 percent of THE (2008 data), which can be leveraged to support pro-poor programs and 

innovative health financing options. Out-of-pocket (OOP) spending on health is high at 54 percent of 

THE. Uganda is considering a National Health Insurance Scheme to address this high OOP spending and 

improve equity, assuming informal workers are eventually included in the scheme. A new need-based 

resource allocation formula will be rolled out which will support better district-level resource allocation. 

A positive development is that GoU and MoH are open to contracting out and entering into public-

private partnerships to address gaps in service delivery and other health system bottlenecks.  

Service Delivery 

Uganda has significantly improved access to maternal and child health care as well as the country‟s 

response to HIV/AIDS. Further, the Global Fund to Fight AIDS, Tuberculosis, and Malaria (Global Fund), 

USAID, and other donor programming has led to increased availability of HIV prevention, outreach, and 

treatment services. Most Ugandans now live within five kilometers of a health center. Despite this 

progress in service availability, significant challenges remain to improve the quality of service delivery and 

address continuing health status issues such as high infant and maternal mortality. Primary health care 

remains difficult for some to access, and quality of care is inconsistent. The referral system is not 

functional, and patients often ignore secondary or tertiary care due to the high costs involved. Stock-

outs of drugs and supplies and inadequate HRH availability impact service delivery. Lack of financial and 

human resources adversely impacts regulation and quality control. Many services, including those related 

to HIV and tuberculosis (TB), are not well integrated into the general health delivery system and 

continue to be provided vertically. Evidence-based medicine is not consistently followed and facility-

based quality improvement initiatives, while they exist, have not been institutionalized uniformly. The 

system also does not invest sufficiently in prevention and public health services to minimize unhealthy 

behaviors that lead to increases in both non-communicable and infectious diseases.  

Human Resources for Health 

Significant progress has been made in recent years in increasing the production of health workers and in 

producing a multi-purpose nursing cadre that is able to perform both nursing and midwifery tasks. 

Availability of data on the public sector health workforce has also improved. A comprehensive HRH 

policy and strategy to address priority HRH constraints is in place, although its implementation needs to 

improve. Another encouraging development is the recognition of the need for human resource 

management and leadership training. However, the HRH shortage and the pro-urban distribution of 

health workers (doctors, pharmacists, and other cadres) remain major obstacles to access to quality 

health care in remote and hard-to-reach areas. The wage bill limits the ability of the public sector to fill 

its vacant positions and to absorb the increasing numbers of health workers produced; it is thus a major 

bottleneck to the performance of the entire health system. In addition, the quality of pre-service 

education is low. Attracting and retaining health workers in the public sector is another key challenge. 

For example, wages are currently higher in HIV facilities and in neighboring countries. There is evidence 

that these wage disparities contribute to attrition among public sector health workers, particularly in 

rural areas, where the HRH shortage is most acute.  
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Medical Products, Vaccines, and Technologies 

Management of medicines and medical products has improved significantly in recent years due to strong 

political will and leadership within the MoH and the National Medical Stores. The government and 

development partners have recently undertaken a number of initiatives to improve efficiency, cost-

effectiveness, and access to medicines, including developing a classification system to strengthen the 

selection of medicines and medical products; updating the essential medicines list to include laboratory 

supplies; and introducing a kit-based push system to district-level health centers, which has had a proven 

and positive impact on reducing stock-outs in the districts. However, stock-outs in public sector 

facilities, informal payments in the public sector, and high prices in the private sector continue to pose 

challenges to equity and access – about 65 percent of households in the lowest socioeconomic bracket 

face monthly catastrophic expenditures on pharmaceuticals. A key challenge that exacerbates drug 

stock-outs and expiries is the lack of broad-based coordination between the public sector and 

development partners on procurement and distribution. In addition, public sector pharmaceutical staff 

shortages are severe, and particularly so in rural areas. The lack of trained pharmaceutical staff, 

combined with weaknesses in the pre-service education system, contribute to irrational drug use. 

Health Information Systems  

Uganda has a comprehensive paper-based Health Management Information System (HMIS), and a 

computerized web-based system is currently being developed (District Health Information System 

[DHIS2]). Although the focus of the new system is on the public sector, there is an opportunity to 

extend to the private sector. Uganda went through a significant process recently of harmonizing and 

streamlining its HMIS forms, with the MoH leading the effort and working with multiple partners. This 

provides an opportunity to engage with partners who continue to use forms outside this system. 

Another opportunity to consider is MoH collaboration with the Ministry of Information and 

Communications Technology, Uganda Communications Commission, and National IT Authority in terms 

of data security for DHIS information and IT infrastructure maintenance at the district level. Uganda also 

has well-established surveys and structures for dissemination in place. HMIS data are well-disseminated 

through multiple channels; it is also used for monitoring and evaluation (M&E), including monitoring 

HSSIP, and development of regular district league tables. However, there is limited information on the 

extent to which data are used for planning and budgeting. Limited funding for HIS and lack of trained 

human resources continues to be a threat to a functioning HIS. 

II. CROSS-CUTTING FINDINGS AND KEY RECOMMENDATIONS 

As discussed above, the HSA first assessed Uganda‟s health system by each of the six building blocks – 

providing findings, including strengths, weaknesses, opportunities, and threats for each building block. 

Next, the HSA consolidated the building block-specific findings and analyzed cross-cutting issues that 

emerged across the building blocks (health system-wide issues) and presented cross-cutting findings. 

Based on these, the last chapter of the report provides recommendations for strengthening the Ugandan 

health system. These are listed and summarized here at a high level only. In Chapter 8, the 

recommendations are organized around short-term (next 12 to 18 months) and medium-term to long-

term (next 12 to 36 months), to help planning and implementation. 
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A. RE-ALIGN HEALTH SECTOR RESOURCES TO FOCUS ON THE POOR 

Cross-cutting finding: The health system could go much further and respond more deliberately to the 

majority of Ugandans, who live in rural poverty. Currently, the essential package of health services is 

underfunded, leading to stock-outs of essential medicines and low quality of care. OOP expenditure is 

high (at over 50 percent of total health expenditure) and there is also high risk of catastrophic health 

expenditures. Health workers are not yet working in the required numbers in rural districts, and 

households risk further impoverishment due to informal fees in the public sector or formal fees in the 

private sector.  

Recommendations: There are several opportunities for all stakeholders  government, private not-

for-profit and private for-profit sectors, and development partners  to improve equity and access by 

prioritizing poor populations and rural areas. Key recommendations include: 

 Address high OOP expenditures through a variety of pro-poor financing mechanisms.  

 Increase and focus scarce public funds on pro-poor services and products. 

 Create incentives to fill vacancies and/or staffing shortfall, particularly in underserved districts. 

B. IMPROVE EFFICIENCY THROUGHOUT THE SYSTEM TO REDUCE COSTS  

Cross-cutting finding: This assessment, like the HSSIP, recognizes the overall inadequacy of health 

financing in Uganda. But a significant increase in health financing is not anticipated in the short term. 

Thus, improving efficiency is recommended as one option to make more resources available.  

Recommendations: There are several opportunities to create efficiencies throughout the health 

system that involve all stakeholders in health, thereby creating a shared responsibility to save money. 

 Have the MoH and HDPs work together to consolidate vertical drug distribution systems in the 

public sector, as well as integrate parallel service delivery systems and disease programs. Explore 

option of opening regional drug stores. 

 After consultation with districts, MoH, and Ministry of Local Government, consider creation of 

regional-level administration, with the aim of supporting districts with weak infrastructure, 

leadership, and management. These can be set up as Regional Health Management Teams. Potentially 

locate supervision, management, administration, M&E, and quality functions at this regional level 

while retaining the budgetary function at the district level. All districts should be supported by 

Regional Health Management Teams.  

 Carefully consider the costs and benefits of rationalizing lower-level facilities. Scarce HRH and 

supplies may be consolidated through this process. 

C. INVEST IN NEEDED POLICIES, TOOLS, AND SYSTEMS TO IMPROVE 

QUALITY ACROSS ALL SECTORS 

Cross-cutting finding: The Ugandan government is making strides in improving quality and has several 

initiatives underway. The MoH has established a new quality improvement program including existing 

guidelines for all services at national facilities and in some cases district/health facilities in the public 

sector. It continues to harmonize and update guidelines, particularly those related to the use of Village 

Health Teams, is drafting non-communicable disease guidelines, and has introduced accreditation 

systems in the Uganda Catholic Medical Bureau (UCMB) and HIV programs. Although MoH has many of 

the pieces in place to improve quality, there is much more to be done to raise the overall quality of 

public services and to extend quality oversight to the private sector.  
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Recommendations: The team recommends the approaches that combine both regulatory and non-

regulatory interventions to strengthen quality across the sectors. 

 Mobilize the resources needed to ensure adherence to standards, carry out regular and effective 

supportive supervision, and accredit all providers (public and private). 

 Allocate sufficient resources to the Regional Health Management Teams (recommended earlier) to 

support and supervise multiple districts to assure quality services. 

 Include PNFP and PFP as participating providers under health insurance and voucher schemes. 

Insurers could require all providers be accredited. Link provider payment to quality performance 

and number of poor served in specific health areas in the UNMHCP (e.g. medical audit, procedure 

authorization, claims review).  

 Strengthen the referral system both within MoH services and between public, PFP, and PNFP 

services to ensure continuity of care no matter where the patients receive it.  

D. TAP INTO UGANDA’S PRIVATE HEALTH SECTOR TO INCREASE ACCESS 

TO HEALTH CARE 

Cross-cutting finding: A strength of Uganda‟s health system is its large, dynamic private health sector, 

which provides half of all health services and medical products. Despite the private sector‟s participation 

in different forums, bodies, and associations at the policy and regulatory level, the public and private 

sectors seem to more co-exist than to function in a coordinated or integrated manner. This contrasts 

with the reality at the patient and provider level, where the majority of consumers seek care in both 

sectors and up to a third of providers have dual practices.  

Recommendations: There are several opportunities for combined efforts to produce better results. 

 Coordinate with private providers in severely underserved districts to provide drugs and reagents 

to public facilities when experiencing stock-outs and to deliver services when staff and or specialty 

care are not available in public facilities. 

 Implement innovative staffing arrangements with private sector (for example, secondment of private 

sector staff, or part-time job share between the public and private sectors) to help fill vacancies in 

health facilities located in priority districts. 

 Include PNFP and PFP as participating providers under health insurance and voucher schemes that 

are located in target districts and can demonstrate they meet MoH standards of care through some 

form of accreditation. Link provider payment to quality performance and number of poor served in 

specific health areas in the UNMHCP.  

 Encourage the private health insurance industry to develop micro-insurance schemes targeted to 

reach the working poor and encourage micro-finance institutions to create health savings plans in 

rural areas.  

E. STRENGTHEN COORDINATION OF ALL HEALTH STAKEHOLDERS TO 

INTEGRATE THE HEALTH SYSTEM  

Cross-cutting finding: A recurring recommendation in all stakeholder interviews was for better 

coordination: some respondents said the MoH needs to better coordinate the different divisions and 

geographic levels, others recommend improved coordination among donors or between the MoH and 

donors, and many suggested the need to bring together all stakeholders groups. All of these 

recommendations are valid but must be well-managed. The Compact presents a sound and rational 
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structure to oversee the entire health system and coordinate the different stakeholder groups active in 

health.  

Recommendations: The HSA provides specific recommendations to help operationalize this structure 

so it can fulfill its mandate to discuss sector-wide issues, coordinate different stakeholder efforts, and 

realign and rationalize all health activities across the sectors.  

 Invest resources to quickly operationalize the existing health oversight structure identified in the 

Compact. HDPs can help jump-start and strengthen the nascent partnership structure by providing 

resources and technical assistance.  

 Make the health oversight structure truly inclusive by opening up membership to include PNFP and 

PFP sectors, and making explicit in the Compact the new members‟ roles and responsibilities in the 

health sector. 

 Support the Health Policy Advisory Committee secretariat to organize the quarterly meetings, 

prepare the analysis to monitor HSSIP implementation, and draft and disseminate meeting reports to 

all stakeholder groups. 

 At the regional level, establish Regional Health Management Teams (as recommended earlier) 

composed of MoH, HDPs, civil society, and PNFP and PFP providers located in the area. Establish 

regular quarterly performance review meetings with the entire team to promote information 

sharing, coordination, and participatory oversight. 

F. HARNESSING CONSUMER POWER TO ADVOCATE FOR BETTER HEALTH 

CARE 

Cross-cutting finding: The assessment describes several well-organized and active NGOs that 

represent the consumer perspective in health. Among their major achievements are: (1) incorporation 

of patient satisfaction as an indicator of health outcomes, (2) development of the Patient Charter, and 

(3) advocacy for underserved and marginalized population groups. Now is the moment for the MoH to 

further institutionalize the consumer voice in the health system.  

Recommendations: To integrate consumer rights and responsibilities throughout the health sector, 

the team suggests: 

 Including consumer representatives in institutions and structures such as Health Policy Advisory 

Committee, Technical Working Groups, Professional Councils, and the proposed Regional Health 

Management Team 

 Rolling out MoH innovative feedback system to district levels 

 Building and supporting the capacity of professional associations to represent their respective 

constituents in policy dialogue and planning 
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INTRODUCTION AND 

METHODOLOGY  

As the global community continues to scale up health interventions for HIV/AIDS, tuberculosis (TB), 

malaria, and other priority areas, it is essential to understand the state of the health systems in which 

these services are being delivered. Good health systems should deliver effective, safe, quality health 

services to those in need with as much efficiency as possible within local country settings. 

Strengthening Uganda‟s health system requires an understanding of its unique strengths and weaknesses. 

This Health System Assessment (HSA) will provide an overview of key system functions organized 

around six technical modules, which are aligned with the World Health Organization‟s (WHO‟s) health 

system building blocks: Governance; Health Financing; Service Delivery; Human Resources for Health 

(HRH); Medical Products, Vaccines, and Technologies;, and Health Information Systems (HIS). The HSA 

will provide policymakers and program managers with information on how to strengthen the health 

system, along with specific health system strengthening (HSS) recommendations. 

This HSA for Uganda was carried out in 2011, during the first year of implementation of the Uganda 

Health Sector Strategic and Investment Plan (HSSIP) 2010/11–2014/15. The findings of this assessment 

will serve as a baseline of Uganda‟s health system at the beginning of HSSIP implementation. It would be 

beneficial for a similar assessment to be carried out toward the end of HSSIP implementation, to 

measure the progress that the health system will have made in the ensuing years. Thus, to some extent, 

recommendations provided in this HSA are intentionally aligned with the HSSIP.  

HEALTH SECTOR STRATEGIC AND INVESTMENT PLAN 

HSSIP 2010/11–2014/15 is the medium-term plan guiding health sector focus to achieve the objectives of 

the 2nd National Health Policy 2011–2020 (NHP II). HSSIP followed the launch of the National 

Development Plan 2010/11–2014/15, which sets Uganda‟s medium-term strategic direction, 

development priorities, and implementation strategies. HSSIP is detailed and was developed through a 

participatory process with a broad range of stakeholders and also benefitted from the Joint Assessment 

of National Strategies process during its development. The five strategic objectives identified in the 

HSSIP broadly cover key areas of the health system: 

 Scale up critical interventions 

 Improve access and demand 

 Accelerate quality and safety interventions 

 Improve efficiency and budget effectiveness 

 Deepen health stewardship 

For each strategic objective, HSSIP identifies priority strategies, key interventions, indicators with 

targets, and implementation arrangements. 
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FRAMEWORK FOR THE HEALTH SYSTEM ASSESSMENT 

APPROACH 

The assessment approach was adapted from USAID‟s Health Systems Assessment Approach: A How-To 

Manual (Islam 2007), the use of which has been documented in more than 25 developing countries. The 

Health Systems Assessment Approach is based on the WHO health systems framework of six building 

blocks (WHO 2000, 2007) (Figure 1). There is one module chapter corresponding to each of the six 

building blocks. The assessment methodology consists of an analysis of the country‟s performance 

according to (1) a set of internationally recognized indicators, and (2) a more detailed set of qualitative 

and quantitative indicators. It is carried out through a review of available literature and statistics, key 

informant interviews, and field visits. 

FIGURE 1: CONCEPTUAL FRAMEWORK FOR HEALTH SYSTEMS PERFORMANCE 

 

Source: Islam (2007) 

 

As a rapid assessment, the HSA team does not collect any primary quantitative data. Rather, team 

members consolidate and analyze the available data across all components of the health system, to 

assess how the health system is performing as a whole and to identify obstacles and opportunities that 

cut across multiple health system components. Key informant interviews and health facility visits are 

carried out to collect additional information and data and understand different perspectives regarding 

the strengths and weaknesses of the health system. 

The HSA was conducted on behalf of the Ministry of Health (MoH), to meet specific ministry 

expectations, and was funded by USAID/Uganda. The Supervision, Monitoring, Evaluation, and Research 

Technical Working Group at the MoH constituted the Advisory Committee for the study. The 

assessment identifies strengths and weaknesses – and thereby areas at which to target health system 

strengthening interventions – in each health system building block. It also identifies cross-cutting issues 

and presents recommendations for broad health systems strengthening. 
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THE ASSESSMENT TEAM 

As part of a capacity-building effort to institutionalize HSS methodologies, the Makerere University 

School of Public Health (MakSPH) was selected as an “institutional home” for the HSA methodology in 

East and Southern Africa. MakSPH was trained on the HSA methodology in 2010/11, and led the Uganda 

HSA in collaboration with Health Systems 20/20. In addition, technical support and guidance was 

provided by Health Systems 20/20 HSS specialists. The core Uganda HSA assessment team comprised: 

 Health Systems 20/20 team leader 

 Health Systems 20/20 team coordinator 

 MakSPH leads and research assistants for each building block module  

HEALTH SYSTEM ASSESSMENT PROCESS 

The HSA process has four phases, described below.  

PHASE 1: PREPARE FOR THE HEALTH SYSTEM ASSESSMENT  

During the preparation phase, the HSA team worked with the MoH and USAID/Uganda to build 

consensus on the scope, methodological approach, data requirements, expected results, and timing of 

the assessment.  

Between November 2010 and January 2011, the HSA team collected and reviewed reports and other 

documents on the Ugandan health system. The team consulted with USAID/Uganda, the MoH, health 

development partners (HDPs), and others to identify pertinent documents. These documents helped 

refine the scope of work, assessment methodology, and report outline. 

The team coordinated with USAID/Uganda, the MoH, and other stakeholders to compile a list of key 

informants, finalize the data collection approach and team structure, and select sites to be visited. After 

key informants for an initial round of visits were identified, a local logistics coordinator scheduled in-

country interviews and prepared for the launch workshop. 

PHASE 2: CONDUCT THE HEALTH SYSTEM ASSESSMENT 

HSA data collection is a participatory process designed to bring together the HSA team, ministry staff, 

local stakeholders, and HDPs with expertise in the six technical areas of the assessment. Health systems 

data are collected through a review of published and unpublished materials. In addition, key stakeholders 

involved in national- and sub-national-level HSS efforts are invited to participate in key informant 

interviews to provide primary data and validate what has been collected through secondary sources.  

Data collection in Uganda began with a participatory “HSA Launch” workshop to garner support from 

local stakeholders; get input related to the strengths, weaknesses, and barriers within each HSA 

function/module; and share expectations for the HSA process and implementation. Additional key 

informants were also identified during the launch. 

The HSA team interviewed 55 stakeholders at the national and sub-national levels between January and 

April 2011. Interviewees included representatives of donor organizations, professional organizations, 

health training institutions, faith-based and nongovernmental organizations, and professionals from the 

MoH. Table 1 presents a summary of the number of facilities visited and key informants interviewed. In 

addition, interviews and consultations were conducted with about 50 stakeholders in November 2011 

to update findings from earlier in the year and to attempt to fill any information gaps. Annex A provides 

a full list of key informants interviewed. 
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TABLE 1: SITE VISITS AND INTERVIEWS CONDUCTED IN JANUARY – APRIL 2011 

District Number of Facilities Number of Key Informants 

Bugiri 4 15 

Bushenyi 5 9 

Lira 4 11 

National level 2 21 

Total 15 55 

 

PHASE 3: ANALYZE DATA AND PREPARE THE DRAFT REPORT 

Each HSA module team summarized findings for their assigned modules and, together, the team 

identified and summarized the results, highlighting key findings across modules and developing 

recommendations. The HSA report was presented to the MoH and HDPs for review. The compiled 

report was also reviewed by technical experts at Health Systems 20/20. 

After getting feedback on the draft report, Health Systems 20/20 and MakSPH conducted stakeholder 

consultations in Uganda in November 2011 to solicit further feedback, and to collect additional data for 

the report. This report incorporates additional information collected through the November 2011 

stakeholder consultations Note that the assessment does not reflect data that is being collected in 

ongoing studies (such as the Uganda 2011 Demographic and Health Survey). 

PHASE 4: STAKEHOLDER VALIDATION AND PRIORITIZATION WORKSHOP 

The assessment team used the findings in the draft report to conduct a broad stakeholder workshop in 

March 2012. Fifty stakeholders attended the two-day workshop, including participants from the 

government, academia, and HDPs (see Annex E). At the workshop, stakeholders validated assessment 

findings, weighed in on the results, and prioritized the recommendations. Special emphasis was placed on 

looking at the strengths and weaknesses of the health system and the recommendations to strengthen it. 

This report incorporates revisions suggested by stakeholders at the workshop, as well as a list of 

priority recommendations identified by stakeholders (see Section 8.3).  
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1. BACKGROUND AND COUNTRY 

OVERVIEW  

Uganda is located within the sub-Saharan Africa 

region (SSA), in the East African community. 

Uganda is a low-income country (LIC) with 

a gross domestic product (GDP) per capita 

of US$501 and an economy growing at the 

rate of 5.1 percent (World Bank 2011). 

The country has an area of 241,000 km2 

and a population of 32.2 million 

(Government of Uganda [GoU] 2010). A 

map of Uganda appears in Figure 1.1. 

Two decades of civil unrest, beginning in 

the early 1970s, led to a decline in health 

indices, and had a negative impact on health 

and other related systems in Uganda. The 

post-conflict reconstruction has focused on 

re-establishing a political and economic 

environment conducive to growth, which 

has yielded significant and positive results. 

During this reconstruction period there has 

also been an increasing amount of funding 

from the government, as well as from 

bilateral and multilateral donors, to support 

the health sector. Health indicators are 

currently improving, as are economic and 

many governance indicators, yet improvement 

is needed in health spending and performance 

of the health sector (Millenium Challenge 

Corporation 2011). Significant challenges remain to strengthen the health system sustainably and thereby 

improve the health status of all Ugandans. 

1.1 DEMOGRAPHIC INFORMATION AND POPULATION 

GROWTH 

Rapid population growth can inhibit a country‟s ability to raise the standard of living, especially if 

government revenues do not increase at the same rate. Annual population growth for Uganda between 

1960 and 2010 has been consistently and significantly higher than the regional average (World Bank 

2010). Uganda‟s total fertility rate, currently at 6.24 percent, has remained high and relatively stagnant 

for over six decades. While the urban population is growing rapidly, at a rate of 5.6 percent per annum, 

the largest proportion of the population (86.7 percent) is rural (World Bank 2011). Additionally, nearly 

half of the current population (49 percent) is under 14 years old (World Bank 2010). If the current 

fertility rate and annual growth rate are maintained, Uganda‟s population is expected to increase to 44 

million by 2020, raising the population density from 120 to 164 per km2, and placing more demands on 

 

Source: Ministry of Education and Sports. 2009.  

Uganda Education Statistical Abstract. Kampala 

FIGURE 1.1: MAP OF UGANDA 
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the health sector (MoH 2010f). One positive trend is that the proportion of people living below the 

poverty line in Uganda has significantly decreased, from 52.0 percent in 1992 to 24.5 percent in 2009 

(World Bank 2010). There is evidence of significant inequality, however. Northern Uganda, afflicted by 

conflict since the late 1980s, remains the poorest region, with 61.0 percent of the population living 

below the poverty line as of 2008 (WHO 2008). See Table 1.1 for other selected indicators for Uganda 

and comparative countries. 

TABLE 1.1: SELECTED INDICATORS FOR UGANDA AND COMPARATIVE COUNTRIES 

 

  

Selected Indicators 

(Former Name) 

Selected Indicators 

 (Name in Database) 

Uganda Sub-Saharan 

African 

Countries' 

Average 

Low-

Income 

Countries' 

Average 

Year 

of 

Data 

Source  

of Data  

(Uganda/ 

Averages) 

Total population Population, total 33,424,683* 17,598,890  22,750,32

5 

2010 WDI 2011 

Population growth 

(annual) 

Population growth  

(annual %) 

3.21  2.50  2.10  2010 WDI 2011 

Rural  population Rural population  

(% of total population) 

86.70  62.57  71.72  2010 WDI 2011 

Fertility rate Fertility rate, total  

(births per woman) 

6.24 5.00   4.70*  2009 WDI 2011 

Contraceptive 

prevalence rate 

Contraceptive prevalence  

(% of women ages 15–49) 

 23.70**  20.97  33.00  2009 WDI 2011 

Life expectancy at birth Life expectancy at birth, total 

(years) 

53.07 53.75 58.44 2009 WDI 2011 

Under-five mortality 

ratio (per 1,000 births) 

Mortality rate, under-5  

(per 1,000) 

98.90  121.23  107.87  2010 WDI 2011 

Maternal mortality ratio 

(per 100,000 births) 

Maternal mortality ratio (modeled 

estimate, per 100,000 live births) 

430 640 590 2008 WDI 2011 

Adult literacy rate Literacy rate, adult total  

(% of people ages 15 and above) 

73.21 N/A  N/A 2010 WDI 2011 

Population with 

sustainable access to 

improved drinking water 

sources 

Improved water source  

(% of population with access) 

67.00 59.72 63.11 2008 WDI 2011 

Population with access 

to improved sanitation 

facilities 

Improved sanitation facilities  

(% of population with access) 

48.00 31.36 35.47 2008 WDI 2011 

Prevalence of 

underweight among 

children under five 

Malnutrition prevalence, weight 

for age (% of children under 5) 

16.40** 24.57 28.33 2009 WDI 2011 

Prevalence of HIV total 

(% of population aged 

15–49) 

Prevalence of HIV, total  

(% of population ages 15–49) 

6.50 5.45 2.57 2009 WDI 2011 

Source: World Bank, World Development Indicators Database 2011. Note: WDI=World Development Indicators (World Bank). *=2008 Data; **=2006 Data 
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1.2 MORTALITY 

Life expectancy is an indicator of the overall health status of a country‟s population and of their quality 

of life, and in Uganda life expectancy has been increasing steadily from 45 in 2003 to 53 years today. This 

is similar to the SSA average of nearly 54 years, but lower than the LIC average of 58 years (World Bank 

2011; World Bank 2010).  

The infant mortality rate in Uganda remains high, at 76 per 1,000 live births, although there has been a 

decline from 85 per 1,000 live births in 1995 (World Bank 2010; MoH 2011e). Hospital-based data 

indicate that malaria is the leading cause of under-five death, at 27.2 percent, followed by anemia at 12.1 

percent, pneumonia at 11.4 percent, perinatal conditions at 7.8 percent, and septicemia at 5 percent 

(MoH 2011e). 

The maternal mortality ratio for Uganda has declined significantly in recent years, but is still above the 

Millennium Development Goals (MDGs) 2015 target of 131; see Table 1.1. According to the 2010/11 

Annual Health Sector Performance Report (AHSPR), the maternal mortality in hospitals and health 

centers was estimated at 200 per 100,000 live births (MoH 2011e). This estimate, however, does not 

capture deaths that occurred outside health facilities, and is likely lower than the national ratio. See 

Chapter 5 Service Delivery for more analysis of infant and maternal morbidity and mortality. 

1.3 TOP CAUSES OF MORBIDITY AND MORTALITY 

The burden of disease in Uganda remains predominantly in communicable diseases, although there is 

also a growing burden of non-communicable diseases (NCDs), including mental health disorders. 

Maternal and perinatal conditions contribute to the high mortality. Neglected Tropical Diseases remain a 

big problem in the country, affecting mainly rural poor communities (WHO 2006). Malaria is the leading 

cause of morbidity in Uganda, accounting for close to half of the country‟s morbidity. Causes of 

morbidity are presented in Figure 1.2. 

FIGURE 1.2: PROPORTION OF CASES AMONG LEADING CAUSES OF MORBIDITY, 2010/11 

 

Source: Government of Uganda 2011 
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Among the overall causes of mortality, malaria ranks as the single largest cause, followed by HIV/AIDS 

and pneumonia. Figure 1.3 shows the top 10 leading causes of mortality in Uganda according to facility-

based reported deaths (MoH 2011e). 

FIGURE 1.3: TOP 10 CAUSES OF HOSPITAL-BASED MORTALITY (ALL AGES) IN UGANDA, 

2010/11 

 

Source: Government of Uganda 2011 

 

1.4 REPRODUCTIVE HEALTH INDICATORS 

Uganda‟s contraceptive prevalence rate (CPR) was 23.7 percent in 2006 (World Bank 2011). The CPR 

varies widely within the country, however, from 21 percent in rural areas to 43 percent in urban areas. 

Uganda Demographic and Health Survey (UDHS) data show an increase in the unmet need for family 

planning between 1995 and 2006, estimated at 41 percent in 2006 (Uganda Bureau of Statistics [UBOS] 

and ORC Macro 2006). This low CPR coupled with a high unmet need for family planning indicates poor 

access to reproductive health services. The most recent UDHS indicates that 94 percent of women in 

Uganda received antenatal care (ANC) from a skilled provider, although in 2010/11 the majority (68 

percent) received less than the recommended four visits (UBOS and ORC Macro 2006; MoH 2011e). 

Most women sought care from a nurse or midwife (84 percent), 9 percent received care from a doctor, 

and only 1 percent of the women received ANC from a traditional birth attendant (UBOS and ORC 

Macro 2006). The percentage of births attended by skilled health personnel per year in 2006 was 42 

percent, compared with 55 percent in SSA and 54 percent in the LIC group (World Bank 2010). 

According to the 2010/11 AHSPR, the proportion of women delivering at health facilities was estimated 

at 39 percent, an increase from 33 percent the previous year. 
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1.5 HIV, TUBERCULOSIS, AND MALARIA 

HIV, tuberculosis, and malaria are three of the main communicable diseases contributing to mortality in 

Uganda. Efforts to combat all three diseases also receive significant funding from development partners.  

HIV prevalence and access to HIV services: The HIV/AIDS prevalence rate for people aged 15–49 

years in Uganda was estimated at 6.5 percent in 2009 (World Bank 2010). The Modes of Transmission 

Study and sero-behavioral survey estimated in 2005 that HIV prevalence was higher among women 

compared to men, and that urban residents were significantly more affected than their rural 

counterparts (Wabwire-Mangen et al. 2009). The June 2010 MoH quarterly report shows that based on 

the cut-off of 250 CD4, 53.6 percent of eligible individuals were accessing treatment, but this was 

reduced to 43.9 percent when the eligibility criteria was set at the 350 CD4 count. 

TB prevalence and outcomes: The incidence of tuberculosis (per 100,000 population per year) was 

estimated at 311 in 2008 (WHO Global Health Observatory). In the same year, the prevalence of 

tuberculosis (per 100,000 population) was estimated at 281. According to the WHO report, indicators 

for the TB case detection rate are 49.6 percent, well below the WHO tuberculosis control targets of 

70.0 percent. The AHSPR, however, reports an improvement in the case detection rate, from 50.3 

percent to 57.4 percent, and in the treatment success rate (TSR), from 68.4 percent to 75.1 percent in 

2009–2010 (GoU 2010a). Case detection dropped to 54.0 percent in 2010–2011. The smear-positive 

tuberculosis TSR was estimated at 70 percent, below the WHO-recommended 85 percent (WHO 

Global Health Observatory). The TB situation is complicated by an HIV/AIDS co-infection rate of 60 

percent among TB patients (GoU 2010a). 

Prevalence and death rates associated with malaria: Malaria transmission is perennial in 

approximately 95 percent of Uganda and malaria is the leading cause of morbidity, contributing to 50 

percent of the outpatient burden and 35 percent of hospital admissions (MoH 2010a). Malaria is the 

leading cause of mortality among all ages in hospitals (MoH 2011e). Children under the age of five years 

and pregnant women are particularly at high risk. It is estimated that between 70,000 and 100,000 

deaths per year occur among children under five years of age, and between 10 and 12 million clinical 

cases are treated in the public health system alone (GoU 2010b). The proportions of children under five 

and pregnant women sleeping under an Insecticide Treated Net (ITN) are currently 32 percent and 42 

percent respectively (GoU 2010b). 

1.6 NUTRITION, SANITATION, AND HYGIENE 

According to the most recent WHO estimates, the prevalence of underweight among children under 

five, a measure of the overall nutritional status of the population, was 16.4 percent (WHO 2008). The 

AHSPR 2010/11 states that the number of reported cases of malnutrition among under-five outpatient 

department (OPD) new attendances is at 0.24 percent of all OPD diagnoses, and that the proportion 

has remained constant over the last three years. During 2010/11 there was an upsurge of malnutrition 

cases in Namutumba district (MoH 2011e). The diarrhea prevalence among children under five years 

old, an indicator of sanitation and hygiene, was estimated at 25.8 percent (UBOS 2006). More-recent 

data on diarrhea prevalence were unavailable. 

1.7 IMMUNIZATION 

In 2010/11, Uganda‟s DPT3 immunization coverage was estimated at 90 percent, above the HSSIP target 

of 80 percent (MoH 2011e). This is a significant increase from 64 percent in 2008 and 76 percent in 

2009/10. The percentage of children one year old immunized for measles also increased, from 72 

percent to 85 percent. This significant increase in the immunization indicators is attributed to 

immunization campaigns in several districts. 
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1.8 BUSINESS AND MACROECONOMIC ENVIRONMENT 

The Ugandan economy has continued to grow and has expanded at rates between 6 and 9 percent per 

annum over the past eight years. The private sector remains the engine for productivity, investment, and 

growth in Uganda. Government has made several deliberate policies to encourage its continued growth 

and contribution to national development (GoU 2010a). Tariff barriers have been eased, although non-

tariff barriers still constrain overall trade freedom. Uganda continues to attract more foreign direct 

investment than many other countries in the region. Uganda is also diversifying its productive base, 

manufacturing has become more substantial, and many state-owned enterprises have been privatized. 

Yet the service industries now make up the lion‟s share of economic activity. Government also 

encourages public-private partnerships (PPP) in the implementation of the National Development Plan 

(NDP), as well as in other sector plans including health (GoU 2010a). The private sector contributes 

about half of the outputs in the health sector (MoH 2010f). 

TABLE 1.2: UGANDA DOING BUSINESS 2012 RANKING 

Source: World Bank and International Finance Corporation’s Doing Business Report 2012, 

 

According to the World Bank and International Finance Corporation‟s (IFC‟s) 2012 Doing Business 

Report, Uganda ranks 123 among 183 countries worldwide in ease of doing business. This report‟s 

relatively transparent scoring method ranks countries according to the nature of the content and 

enforcement of their business regulations. See Table 1.2 for Uganda‟s ranking in key indicators, which 

have an impact both on overall economic activity and on the friendliness of the environment for the role 

and size of the private health sector (World Bank and IFC 2012). One barrier to the growth of the 

private health sector is that in order to start a business, it takes on average 34 days, encompassing 16 

procedures, at a cost of 85 percent of the average Ugandan‟s annual per capita income.  

1.9 SERVICE DELIVERY ORGANIZATION 

In Uganda, health services are provided by the public and private sub-sectors, with each sub-sector 

contributing about 50 percent of the service delivery outlets (MoH 2010f). The public sector includes 

national and regional hospitals and a tiered system of health centers which handle a range of services 

from community outreach (Health Center [HC] 1s or Voluntary Health Committees) to cesarean 

sections (HC IVs). At the higher levels are the regional referral hospitals, and above these are the 

national referral hospitals. Below the general hospitals are the sub-district health centers, which serve an 

estimated 100,000 people.  

  

Rankings Global Rank 

(out of 183) 

SSA Rank  

(out of 44) 

LIC Rank  

(out of 32) 

Overall 123 12 7 

Starting a Business  143 27 19 

Getting Electricity  129 27 16 

Registering Property  127 22 16 

Getting Credit  48 6 4 

Protecting Investors  133 23 17 

Paying Taxes  93 14 9 

Trading Across Borders  158 34 19 
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Since 2004, the GoU has been successfully partnering with the private sector to deliver and promote 

health services and healthy behavior, particularly in the country‟s response to HIV/AIDS. Private health 

service providers1 comprise private not-for-profit organizations (PNFPs), private for-profit health care 

providers (PFPs) also known as commercial health care providers, and traditional and complementary 

medicine practitioners (TCMPs).2  Nearly 70 percent of the facility-based PNFP organizations exist 

under the umbrella organizations the Uganda Catholic Medical Bureau (UCMB) and the Uganda 

Protestant Medical Bureau (UPMB). More than 5 percent are represented by the Uganda Orthodox 

Medical Bureau (UOMB) and the Uganda Muslim Medical Bureau (UMMB). Recently, there has been an 

emergence of non-indigenous traditional or complementary practitioners, such as practitioners of 

Chinese and Ayurvedic medicine. However, there are no formal linkages between TCMPs and the public 

and private providers (MoH 2010a). Facilities are based throughout the country and most Ugandans live 

within five kilometers from a health center. See Chapter 5 Service Delivery for more information on the 

organization of service delivery in Uganda. 

1.10 GOVERNANCE OF THE HEALTH SECTOR  

Both the public and private sectors play an important role in health. Within the public sector, there are 

multiple players that provide services, namely the Ministries of Health, Local Government, Defense, 

Internal Affairs, and Gender, Labor and Social Development. Other ministries and departments also play 

a role in other aspects of health. The public sector includes all GoU health facilities under the MoH, as 

well as the health services under the Ministries of Defense (Army), Internal Affairs (Police and Prisons), 

Education and Sports, and the Ministry of Local Government (MoLG) (MoH 2010f). There are also 

Public-Private Partnership committees which coordinate work with the private sector. Figure 1.4 depicts 

the organizational structure of the MoH, and includes a complete list of those institutions and councils 

that work with the MoH to govern and regulate the sector. See Chapter 2 Governance for more details. 

The health care delivery system in Uganda is organized in tiers, from the Village Health Teams/Health 

Center 1s to general hospitals (formerly district hospitals). The national and regional referral hospitals 

are semi-autonomous institutions, while the district health services and general hospitals are managed by 

local governments (MoH 2010f). 

                                                             

 
1 Throughout this report, the term “private sector” encompasses both the private not-for-profit and private for-profit 

sectors. 
2 The Government of Uganda refers to for-profit health care businesses as “Private Health Practitioners” (“PHP”). This 

assessment report uses the terms private for-profit health care providers (PFP) and commercial health care providers to 

refer to those health care service providers, labs, pharmacies, etc., that operate on a for-profit basis. 
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FIGURE 1.4: ORGANIZATION CHART FOR THE MINISTRY OF HEALTH 
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1.10.1 NATIONAL PLANNING, POLICY, AND REGULATORY FRAMEWORKS  

Health sector policies are linked to and informed by the overall National Development Plan 2010/11–

2014/15. One of the eight objectives of the NDP is to increase both access to quality social services and, 

ultimately, the status of the population, as reflected in an increase in literacy levels, life expectancy at 

birth, safe water coverage and sanitation levels, and reduction in the infant mortality rate, maternal 

mortality ratio, and incidence of communicable diseases and HIV (National Development Authority, 

Republic of Uganda 2010). The NDP also aims to promote sustainable population and sustainable use of 

the environment and natural resources, outcomes which will be measured through the health status of 

the population, among other indicators. Existing policies and plans include the revised (2nd) National 

Health Policy (NHP II) and the recently launched Health Sector Strategic and Investment Plan (MoH 

2010a). See Chapter 2 Health Governance for more information. 

The MoH coordinates the drafting of bills to promote and regulate health services. The government has 

put in place policy analysis units to support sectors in this area. The NDP highlights several policies and 

bills to regulate and promote health services that have been pending for some time. The NDP describes 

weaknesses in the capacity of some regulatory bodies, such as the Health Professional Councils and the 

National Drug Authority (NDA), and their limited ability to enforce regulations and policies (National 

Development Authority, Republic of Uganda 2010). 

1.10.2 DECENTRALIZATION 

Health services in Uganda are delivered within the framework of decentralization. In 1995, the GoU 

decentralized delivery of services in order to improve administrative oversight and service delivery. The 

local governments are empowered to appoint and deploy public servants, including health workers, 

within the districts, through the District Service Committees. The local governments also plan for and 

oversee service delivery within the districts (GoU 1997). The number of districts grew from 56 in 2000 

to 112 by the end of 2010. A review of the functionality of the decentralized service delivery is 

presented in Chapter 2 Governance. 

1.11 UGANDA NATIONAL MINIMUM HEALTH CARE PACKAGE  

To ensure cost-effective service delivery and those interventions that address the highest disease 

burden, the National Health Policy defined the Uganda National Minimum Health Care Package 

(UNMHCP). This includes (1) health promotion, environmental health, disease prevention, and 

community health initiatives, including epidemic and disaster preparedness and response; (2) maternal 

and child health (MCH); (3) prevention, management, and control of communicable diseases; and (4) 

prevention, management, and control of non-communicable diseases (MoH 2010f). The UNMHCP has, 

however, been consistently underfinanced through the years, and receives only about 30 percent of the 

total funding required for its full provision. 

1.12 HEALTH DEVELOPMENT PARTNER COORDINATION 

There is high expenditure of donor funding for off-budget activities, most of which is directed to 

HIV/AIDS interventions. In the financial year 2008/09, off-budget donor funding constituted US$440 

million – 40 percent of the overall health budget. This was a significant additional donor contribution on 

top of the donor assistance channeled through the national budget (on-budget), thus making the overall 

donor financing of health programs greater than 50 percent of overall health spending    

(MoH 2010d; MoH 2010a).  

Uganda has various structures and documented processes for coordinating development partners for 

the entire country as well as the sectors. The Sector-Wide Approach (SWAp) has been in operation 
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and has been used to coordinate donor support across the entire government. Recently, the GoU 

signed the HSSIP Compact to support the implementation of the HSSIP 2010/11–2014/15. The Compact 

is a commitment of all parties (the GoU and HDPs) towards supporting the national goals and 

implementation of the HSSIP. It is in addition to existing bilateral agreements and arrangements with 

partners supporting health programs, and is intended to promote policy dialogue, joint planning, and 

effective implementation and monitoring of the HSSIP.  

Within health, there are various forums where the MoH and/or development partners come together 

to discuss, plan, and review health sector performance. These include the HDP working groups, Health 

Policy Advisory Committee (HPAC), Senior Management Committee (SMC), and Joint Review Mission, 

among others (HSSIP Compact 2010). Within the HDP working group, the development partners meet 

monthly to discuss issues, and the results of these meetings are then shared with the senior MoH 

management (HPAC and/or Director General). The permanent secretariat for the HDPs and 

coordination of partner efforts is the WHO. 

See Annex C for a table capturing the development partners involved in the health system in Uganda, 

their funding levels, and areas of assistance. 
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2. HEALTH GOVERNANCE 

Governance in health systems is about developing and putting in place effective rules for policies, 

programs, and how activities related to achieving health sector objectives are carried out. These rules 

determine which societal actors play which roles, with what set of responsibilities, related to reaching 

these objectives. According to the conceptual framework of governance for this assessment (Brinkerhoff 

and Bossert 2008), health governance involves three main sets of actors: 

State Actors: This group includes the health ministry, health and social insurance agencies, and public 

pharmaceutical procurement and distribution entities. However, other public sector actors beyond the 

health sector can play a key role as well. These can include, for example, parliamentary health 

committees, regulatory bodies, the Ministry of Finance, Planning and Economic Development (MoFPED), 

various oversight and accountability entities, and the judicial system.  

Health Service Providers: This set of actors includes public, PFP, and PNFP sector providers. The 

provider category also includes organizations that support service provision: insurance agencies, the 

pharmaceutical industry, and equipment manufacturers and suppliers.  

Beneficiaries, Service Users, and the General Public: This set of actors can be further categorized in a 

variety of ways: for example, by income (poor vs. non-poor), by location (rural vs. urban), by service 

(MCH, reproductive health, geriatric care, etc.), by disease or condition (HIV/AIDS, TB, malaria, etc.) or 

by cultural beliefs (allegiance to particular values and customs). 

In most developing countries, donor agencies represent a fourth type of actor that can have a significant 

influence on other actors and health system performance. In Uganda, for example, donor financing of 

health programs is greater than 50 percent of overall health spending (MoH 2010d; MoH 2010a).  

This chapter uses the framework depicted in Figure 2.1 to analyze governance in the health sector in 

Uganda, by examining how each of these actors contributes to health governance. Donors have been 

added to the framework to indicate their important influence in the Uganda health sector. The chapter 

defines the governance framework of analysis employed in the assessment. Then, the chapter presents a 

summary of relevant internationally compiled governance data, comparing Uganda with other peer 

countries. Next, it looks at the policy and regulatory environment, voice, decentralized structures, and 

service delivery related to health governance. It concludes with an analysis of the strengths and 

weakness in health governance in Uganda and provides recommendations for strengthening the 

governance system. 
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FIGURE 2.1: GOVERNANCE MODEL FOR THE HEALTH SYSTEM IN UGANDA 

Source: Adapted from Brinkerhoff and Bossert (2008). 
 

2.1 KEY GOVERNANCE INDICATORS 

The status of key governance indicators of a country can be instructive for understanding the overall 

environment in which the health system operates. Figure 2.2 compares key governance indicators for 

Uganda to the SSA average in 2009 (these are percentile ranks and the SSA average is normalized). 

Uganda is doing better than its SSA peers in areas of government effectiveness, regulatory quality, and 

rule of law, while at about the same level for voice accountability. Uganda is ranked lower than its SSA 

peers for control of corruption and political stability. 

FIGURE 2.2: GOVERNANCE INDICATORS FOR UGANDA AND SSA, 2009 

 
Source: World Bank Governance Indicators 2009. 
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Uganda was a Threshold Program country for the Millennium Challenge Corporation (MCC) assistance 

of US$10.4 million over 2007–2009. For a country to be selected as eligible for an MCC assistance 

program, it must demonstrate a commitment to just and democratic governance, investments in its 

people, and economic freedom as measured by 17 different policy indicators. The Threshold Program is 

designed to assist countries that do not qualify but are close and are committed to undertaking the 

reforms necessary to improve policy performance that may eventually help them qualify for Millennium 

Challenge Account Compact assistance. The MCC‟s two-year Threshold Program with Uganda sought 

to combat corruption by improving public procurement, audit, and financial management practices. 

Additionally, the program was to help build capacity to allow for more effective follow-up of reported 

malpractice and strengthen the role of civil society in monitoring corruption. Figure 2.3 shows the 

scores for the MCC (fiscal year 2012) policy indicator scorecard compared with Uganda‟s low-income 

peer group,3 as defined by the MCC. On most of the economic freedom indicators, Uganda‟s scores 

reflect stronger governance than low-income peers; while on the indicators for investing in people, 

Uganda‟s scores are worse than low-income peers. On the indicators on ruling justly, Uganda is above 

the 50th percentile except for political rights and control of corruption. Figure 2.3 also shows scores for 

Uganda from previous years (the red dots), the standard deviation for scores (blue lines), and the 

medians for low-income countries (the black line). Uganda‟s lowest MCC policy indicator scores are for 

investing in people, while the highest scores are for economic freedom  two of which are in the 90th 

percentile for the income-group comparator. 

  

                                                             

 
3 Note that this peer group differs from the World Bank’s lower-income peer group used in many of the tables 

throughout this report. 
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FIGURE 2.3: UGANDA MCC SCORECARD, 2012 

 

Source: Millennium Challenge Corporation 2012 <http://www.mcc.gov/documents/scorecards/score-fy12-new-uganda.pdf > 
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2.2 GOVERNANCE STRUCTURES 

Health governance in Uganda is spearheaded by the MoH and shared with other ministries, health 

development partners, district leadership, providers (public and private), and representatives of civil 

society organizations (CSOs). The MoH is tasked with the role and responsibility of delivering on the 

health goals and objectives of government as expressed in the HSSIP. Given the inter-relationships 

needed to implement programs, to coordinate players, and to mobilize financial and other resources, 

the Ministries of Education and Sports; Finance, Planning and Economic Development; Public Service; 

Local Government; and Community Development are also key players. Because of their direct 

involvement in certain aspects of health, parastatals such as National Drug Authority, National Medical 

Stores (NMS), Joint Medical Stores, Health Services Commission (HSC), Uganda AIDS Commission, 

National Blood Bank, and national insurance providers are also influential actors in the health system.  

Under decentralization law in Uganda, power, authority and resources are decentralized from the 

central government directly to the districts. The MoLG steers the local governments, which govern the 

District Health Offices. District Health Offices are responsible for performing the policy, planning, and 

supervision functions required to monitor health services and products in the districts. 

The number of districts has proliferated in recent years. Some of the newly created districts do not have 

the human, financial, and infrastructural capacity to operate effectively. Many newly created districts also 

lack staff with the management and leadership skills necessary to perform their job functions. As a 

result, the MoH has discussed the idea of proposing a regional management structure to support the 

new districts (see section 2.3.2).  

Table 2.1 summarizes some key roles at different levels of the health system (an organogram for the 

MoH [Figure 1.4] is presented in Chapter 1 Background and Country Overview). 

TABLE 2.1: ROLES AT VARIOUS LEVELS OF THE HEALTH SYSTEM IN UGANDA 

Level Roles/Responsibilities Specific Units/Structures 

National-level 

institutions and 

MoH headquarters 

 Resource mobilization and budgeting 

 Policy formulation and policy dialogue with HDPs 

 Strategic planning 

 Set standards and quality assurance 

 Capacity development, technical support, and 

supervision 

 Advise other ministries, departments, and agencies on 

health-related matters 

 Coordinate health research 

 Coordinate and monitor & evaluate the overall sector 

performance 

 Recruit, deploy, and manage central-level staff and 

regional referral hospitals (Health Service Commission 

recruits and deploys) 

 National Autonomous Institutions 

 Uganda Blood Transfusion Service 

 Uganda Cancer Institute 

 Uganda Heart Institute 

 National Medical Stores 

 National Public Health Laboratories  

 Professional councils 

 National Drug Authority and other 

regulatory bodies 

 Uganda Virus Research Institute 

 Uganda National Health Research 

Organization 

 Uganda AIDS Commission  

(HIV Response) 

Regional Referral 

Hospitals  
 Supervise and support health systems at the regional 

level  

 Semi-autonomous boards with MoH 

supervision  

District/Local 

Government 
 Plan and manage all health services (public general 

hospitals and HCs) 

 Supervise and monitor all health services at district level 

(public and private) 

 Foster community involvement in the planning, 

management, and delivery of health care 

 Develop and pass health-related by-laws 

 Recruit, deploy, and manage district staff (District 

Service Commission recruits and deploys) 

 PNFPs (and some CSOs) through 

memorandum of understanding  

 District Service Commission for district-

level workforce 

 Standing Committees  

 Health Sub-districts  

 Village Health Teams 
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At the national level, key governance structures include the Top Management Committee, the HPAC, 

the Senior Management Committee, Technical Working Groups (TWGs), and the Health Assembly (see 

also Chapter 1 Background and Country Overview). Figure 2.4 depicts these structures. These 

structures have multi-stakeholder participatory processes, some including local government authorities, 

CSOs, and health service agencies. In particular, TWGs were strengthened as part of the effort towards 

the development of HSSIP. Inter-agency coordinating committees were also absorbed into the 

respective TWGs. The following TWGs were formed and approved by HPAC:  

 Sector Budget Support Working Group 

 Hospitals 

 Nutrition 

 Human Resources 

 Maternal and Child Health 

 Environmental Health, Health Promotion, and Education 

 Public-Private Partnerships in Health 

 Health Infrastructure Development and Management 

 Medicines and Supplies Management and Procurement 

 Communicable Diseases 

 Non-Communicable Diseases 

 Supervision, Monitoring, Evaluation, and Research 
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FIGURE 2.4: ORGANOGRAM OF HEALTH SECTOR OVERSIGHT STRUCTURE 

 
Source: MoH 2010. Compact for Implementing HSSIP.  

 

In addition, there are parliamentary committees on health. While MoH initiates most policies, there are 

examples where the parliament initiated policies. For example, due to limited capacity at the district 

level for drug procurement, as well as other complaints and concerns, parliament initiated a policy to 

centralize drug procurement. At the local level, standing committees made up of elected council 

members are mandated by law to monitor and oversee health sector budget and planning. However, 

stakeholders interviewed during this assessment did not mention standing committees; the general sense 

is that they do not have the capacity to support monitoring and oversight. 

2.3 HEALTH SECTOR POLICIES, PLANNING, AND 

IMPLEMENTATION 

Uganda has many relevant health policies and plans and a well-recognized participatory process for 

developing these. The Government of Uganda, through the MoH, is tasked with the role and 

responsibility of developing policies, structures, and frameworks for delivering health services. To guide 

the implementation of health programs, the MoH develops policies, strategies, and guidelines for 

delivering health services mostly using evidence-based and or needs-based criteria to address issues of 

service delivery – many are developed through a participatory process. This is true for the recently 

developed HSSIP, which involved MoH, academia, private sector, CSOs, local governments, and HDPs. 

While the participatory process is important, it can take time. Given the increasing number of 

stakeholders in Uganda – development partners, CSOs, and non-state actors such as PNFPs and other 

private sector agencies – the consultative processes of policymaking has become more protracted due 

to multiple competing interests. For example, the Long Term Institutional Arrangements process took 

more than four years to agree on a workable process. Likewise, the Public-Private Partnerships in 

Health Policy (PPPH Policy), which seeks to streamline the relationships and functional roles of the non-

state agencies in policy and implementation has been developed but not yet adopted. The cabinet 

memorandum on the PPPH Policy was finalized recently and is due for presentation to cabinet by the 

Minister of Health, and the policy is expected to be adopted in the next six months. Despite the time it 
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sometimes takes for policies to go into effect, work often continues – there are ongoing public-private 

partnerships, including operational support and subsidies to PNFPs. 

Policies, once developed, are disseminated at national-level stakeholder fora and to the sub-national 

level through district fora. Dissemination among non-state actors is limited. The key challenge, however, 

remains implementation. Under Uganda‟s decentralized health provision system, effective governance of 

the implementation arrangements is the domain of the local authorities such as districts, urban 

authorities, and sub-county administrations. Under decentralization, the district authorities are 

responsible for overseeing implementation of policies and developing by-laws to support service 

delivery. Stakeholders interviewed for this assessment confirmed that many districts are not able to do 

so due to resource constraints, both financial and human.  

In terms of planning, a major shortcoming has been that often health sector targets and activities are set 

without the requisite costing of activities and allocation of required resources to meet them. Also, 

priorities are not adequately set, which makes it difficult to implement plans in resource-constrained 

situations. One critical example is the UNMHCP, which forms the basis of health sector strategic 

planning but has been unclear on critical or priority interventions, instead offering a broad cluster of 

interventions, all of which have been grossly underfunded over the past 10 years. For example, the 

workplace policy was provided without the needed resources to fund personal protective equipment 

and supplies. Items such as hand-gloves were identified to be in short supply but the policy document 

did not adequately address the issue of their limited availability (UBOS 2009). Another example is the 

change of treatment policy for malaria from affordable but low-efficacy drugs to expensive but high-

efficacy drugs without considering the funding implications of such a policy change. This resulted in 

limited access to efficacious drugs as a result of frequent stock-outs. As a result, a major gap exists 

between most policies and their implementation, mostly due to the lack of resources (financial and 

personnel) needed to implement the many policies and guidelines developed by MoH and its 

development partners. Most Annual Health Sector Performance reports provide evidence of new 

guidelines and policies but express disappointment about the low level of implementation by the districts 

and other concerned agencies like National Medical Stores.  

2.3.1 STATE-DISTRICT RELATIONSHIPS: RESOURCES AND OVERSIGHT 

The role of the state in providing and overseeing resources encounters a threefold challenge: scarce 

resources, inappropriate prioritization (MoH 2008), and budget leakages and misuse (World Bank, MoH, 

and MoFPED 2010; Lewis and Peterson 2009). Resources allocated to the health sector are too few to 

facilitate good planning and support implementation. A budget-tracking study by the Coalition for Health 

Promotion and Social Development (HEPS-Uganda) revealed that District Health Officers (DHOs) are 

not involved in determining the actual amounts that are allocated to the districts for health, as these are 

determined by MoFPED. Therefore, money is distributed to district health offices on the basis of what is 

available on the district budget allocation, not according to need (a new need-based allocation formula 

has been developed). District officials then decide what to allocate to the facilities based on their 

catchment area and disease burden, but resources are still far below what they need. According to 

Tashobya et al. (2007) and interviews conducted with stakeholders, fewer funds are available at the 

district level, thus rendering essential district roles like drug procurement for emergency stock-outs, 

supervision, and outreach programs less functional. In general, resource allocation according to need is 

not achieved because there have not been needs-based allocation criteria (MoH 2010). A new need-

based resource allocation formulation has been developed and stakeholder interviews suggested that it 

will be used in the next budget cycle. 
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2.3.2 EXPANDED DECENTRALIZATION AND ITS IMPLICATIONS 

Decentralization has been found globally to improve governance and public service delivery by increasing 

allocative efficiency (through better matching of public services to local preferences), and productive 

efficiency (through increased accountability of local governments to citizens, fewer levels of bureaucracy, 

and better knowledge of local costs) (World Bank 2001).  

The number of districts in Uganda has increased rapidly, particularly over the past two decades, from 34 

in 1990 to 112 in 2010. With the creation of districts, both the new and existing districts suffer from 

severe capacity constraints, limiting the effectiveness of decentralized service delivery. In terms of the 

enabling environment, some of the new districts do not have the infrastructure to function as districts, 

as many of them were operating as counties before they were upgraded to district level. They may not 

have adequate office space, office furniture, electricity, water or phone connection. Supervision, 

materials and equipment needed to carry out work get stretched to cover added administrative costs. In 

addition, while many of the new districts have the mandate to function as districts, their financial 

allocations are too small to accommodate the purchase of infrastructure, equipment, staff or materials 

needed to function effectively.  

The poor enabling environment in the districts, including the lack of infrastructure, exacerbates 

leadership and management weaknesses by making it difficult for some staff to perform their jobs. The 

shortage of skilled staff and lack of management competence also hamper health service delivery (World 

Bank 2001). While leadership and management skills are available at the national MoH level, it is at the 

district level where one finds serious leadership and management gaps. Older districts are in some cases 

stronger in terms of leadership and management. The skills that are in short supply in some of the 

newer or underperforming districts include skills in financial management, communications skills, 

motivation skills, and supervision skills. Some of the staff leading some of the new districts may not have 

had any formal training in leadership and management.  

According to the HSSIP 2010, so far the increased number of districts and subsequent administration 

units has not delivered the theorized benefits of better service delivery, but rather has strained the 

delivery of health services as a result of increased management and administrative functions 

compounded with increased public expectations. Overall the emergence of new districts has generated 

the necessity for a regional structure (which is akin to re-centralization at a regional level) to support 

the many districts by the central agencies such as MoH (GoU 2010b). The MoH has discussed the idea 

of proposing a regional management structure for health to support the new districts. It is important 

that this idea be explored further, given the weak capacity and infrastructure at the district level. 

2.3.3 DECENTRALIZATION AND DECISION SPACE 

The oversight of decentralized service delivery is the direct mandate of the local authorities that work 

with the guidance and oversight of MoH. The DHO and the District Health Team support the district-

level health providers. Although at the central level (MoH) the Area Teams are tasked with the 

responsibility of providing oversight to districts, their numbers have not increased in tandem with the 

growing number of districts, with consequences for the quality of supervision at the district level. 

According to the Annual Health Sector Performance Report 2010, the Health Sub-District Strategy 

which was put in place to supervise and support planning and implementation of services has failed to 

achieve its goal due to inappropriate infrastructure and equipment, staffing shortages, and weak local 

government supervision.  

Furthermore, although the decentralization policy provided wide powers and decision space for these 

authorities to deliver essential health services, commensurate resources did not materialize. The goal of 

achieving allocative efficiency has been thwarted because most districts receive 80–90 percent 

earmarked grants from the central government, leaving very little decision space to address local 
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priorities (Okwero et al. 2010. As a result, the level of dependence of the district health system on the 

central level is nearly absolute. Less than 5 percent of the districts provide more than 5 percent of 

locally generated revenue to district health programs. Furthermore the accountability of local 

governments to the citizens has in many cases not been achieved because citizen influence at the local 

level is constrained by limited information (World Bank 2004), and many systems such as budget 

allocation and procurement of supplies are still controlled centrally.  

HDP agencies and CSOs with district-level programs also provide earmarked funding for some diseases 

such as HIV, malaria, and TB, as well as reproductive health projects. Overall, the district health system 

is unable to respond to local needs if they are different from those for which the grants are earmarked.  

The limited capacity and reduction in the decision space of districts means that health managers at this 

level have generally not been active decision makers in health service delivery. Despite this, it is clear 

that there is a wide variation in performance of districts. The district league table shows ranking of 

districts based on pre-defined indicators (Annex B). This is a strong governance and performance 

management mechanism that can provide incentives for quality service delivery. The top three districts 

are publicly recognized with awards at the national health assembly, while lower-ranked districts receive 

support and training to improve performance.  

2.4 STATE-PROVIDER REGULATION 

Regulation and oversight of health sector performance is the responsibility of the MoH, while 

professional conduct and ensuring adherence to the code of ethics is delegated to professional councils. 

Table 2.2 illustrates the professional councils according to health cadre. The existing code of ethics, 

which applies to all public servants, stipulates a number of standards among which are requirements 

pertaining to attendance to duty and time management. However, reports show that absenteeism and 

tardiness are widespread in the public sector, threatening service delivery and quality of MoH services 

(Chaudhury et al. 2006; Okwero et al. 2010).  

TABLE 2.2: PROFESSIONAL INSTITUTIONS CHARGED WITH REGULATION OF HEALTH 

PROFESSIONALS IN UGANDA 

Health Worker Cadre Accrediting Institution  Legislation  

Doctor and Dentists Medical and Dental Council Medical and Dental practitioners Act  Statute 

No. 11 of 1996 

Nurses and Midwives  Nursing and Midwifery Council  Nursing and Midwifery Act 

Act No. 2 of 1996 

Allied Health Workers  Allied Health Council  Allied Health Practitioners Act Statute No. 10 

of 1996 

Pharmacists  Pharmacy Council of Uganda Bill not yet passed 

Traditional Practice (no legitimate agency) No attempts yet 

 

Periodic annual performance reports of MoH (2001 to 2010) indicate that the councils lack adequate 

resources to meaningfully perform their duties, especially given the rapidly growing private sector and 

the mitosis of districts. For example, the required funds for the activities of the councils dropped from 

UGX95.8 million in 2000/01 to UGX20.0 million in 2006/07 (MoH 2008b). Most of their revenues are 

from the licensing fees, which are grossly insufficient to ensure an effective oversight and performance of 

their mandate (MoH 2005a; MoH 2006; MoH 2010d). The professional councils also accredit the 

continuous professional development programs and oversee the standards of such programs. Since they 

register and license professionals, these councils are supposed to participate in curriculum development 

of training institutions to ensure quality of professionals produced, but their participation in this process 

is largely neglected (UNFPA 2009). In addition, all health professional councils require health 

professionals to register annually and undertake a minimum of 50 hours of continuing education per 
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year as a prerequisite for the renewal of their licenses to practice (MoH 2008c). However, low rates of 

renewal of licensure are prevalent, with less than one-third of the 25,482 nurses and midwifes that 

graduated before 2006 licensed (Spero et al. 2011). This implies that the council is unable to fulfill its 

mandate to monitor its workforce to ensure ethical conduct. See the Chapter 4 Human Resources for 

Health for more information. 

All these professional councils work with the HSC to provide regulation of standards for regional 

hospitals and the public workforce in general. Professionals working in the public sector (central and 

local government) for whom a license to practice in the public sector is mandatory (but not enforced) 

often do not adhere to the required annual registration with the professional councils. This implies that 

to a large extent, annual registration mostly captures professionals in the private sector. Unlike other 

professional bodies that annually publish the names of licensed members, health-related professional 

councils do not have such a practice. Except for the pharmacy council, these councils do not have 

strategic plans nor produce annual performance reports to document their activities (MoH 2008). 

2.4.1 PRIVATE SECTOR REGULATION 

According to the second National Health Policy (MoH 2010f) the private sector is a key player in service 

provision, contributing about 50 percent of service provision. However, its coordination at the district 

and local levels is weak due to the lack of an institutional framework. The PPP policy has not been 

approved as of 2010 (MoH 2010i). The regulation of non-state providers is a major challenge as the non-

state sector continues to expand. Effective self-regulation by PNFPs has entailed the creation of medical 

bureaus as institutional structures to govern members in faith-based networks of health providers. The 

Catholic Medical Bureau, Protestant Medical Bureau, and Muslim Medical Bureau have developed their 

respective institutional structures to accredit and coordinate their members and have training schools 

within their networks. Increasingly, the bureaus work together to address common challenges such as 

medicine procurements, workforce shortages, and upgrading the capacity of their health training 

schools. The burgeoning private for-profit sector presents an ever-increasing oversight challenge as a 

result of the lack of capacity to regulate and ensure quality of services provided. The lack of mandatory 

reporting for private for-profit providers implies that service statistics in this sector are missed in 

planning and monitoring health needs and outcomes. 

Another outstanding concern for private sector regulation stems from the pharmaceutical products on 

the private sector markets. Studies in Uganda show that the some medicines available through the 

private sector are not of acceptable quality. A study by the Promoting the Quality of Medicine Project, 

sponsored by USAID and WHO, found that 26 percent of the common anti-malarial medicines 

(artemisinin-based combination therapy [ACTs] and sulfadoxine-pyrimethamine products), often used 

for preventive treatment of malaria during pregnancy, were sub-standard. The study samples were 

collected from both the public and private sector in Uganda, Madagascar, and Senegal. All the sub-

standard medicines were found in the private sector in Uganda (WHO 2010). For more on regulation of 

pharmaceutical products see Chapter 6 Medical Products, Vaccines, and Technology. 

“If you compare government hospitals with other private institutions (the PNFP), you will find that the 
private institutions have foundation bodies. These foundation bodies have management committees that 

take the responsibility to see whether people receive the services. That one we know. They meet the 
staff, train and put in them a sense of liking their work. But in government hospital, you might find that, 

they haven't received any inspector from the district for the whole year to supervise the hospital”  

(quote from Key Informant interview, in survey in Rutebemberwa et al. 2009). 
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2.4.2 SUPERVISION 

Most respondents interviewed were of the opinion that the PNFP hospitals have regular supervision, 

while the supervision in government hospitals was often done rarely and irregularly. Indeed, the mid-

term report (MoH 2008) reported that MoH quarterly supervisions were irregular to the extent that in 

2007, no visits were carried out. At the national level, there is inadequate information on the frequency 

and quality of supervision of central-level institutions. Previously, at the district level, facilities were 

supposed to be assessed on a quarterly basis based on the Yellow Star Program (YSP). Reports showed 

that YSP assessments were rarely carried out, supervision was ad hoc, and documentation of findings 

and recommendations was lacking. YSP was only effectively introduced in 50 percent of the districts 

(MoH 2008). Currently, supervision is under the guidance of the MoH Supervision Guidelines, which 

operate under the Area Teams Strategy to provide technical and managerial supervision at the district 

level. Although reports show that Area Teams have been increasingly active in undertaking scheduled 

supervisory visits, authorities and providers on the ground indicated that the quality of these visits is 

lacking and not well planned to target actual needs. For instance, providers expressed the need to have 

quality time and inputs from area teams as opposed to what they perceived as cursory visits. 

Respondents also indicated that Area Teams tend to focus only on primary health care (PHC) and 

management, neglecting critical clinical aspects.  

Structures are in place to promote community participation and oversight such as Health Unit 

Management Committees (HUMCs) – however, they are functional in many areas and often have limited 

capacity. According to the findings of one study, the interactions between hospitals and management 

committees were weak in this respect (Rutebemberwa et al. 2009), and in many cases these committees 

are reported to be nonexistent. Efforts are underway to strengthen HUMCs, and guidelines for HUMCs 

are currently being revised through a participatory process. Within the private sector, PNFPs have 

established governance structures such as Diocesan coordinators and hospital boards of governors 

(BOGs) which support their health facilities. UCMB, for example has a curriculum for orienting new 

BOGs to their roles in ensuring good governance and operational efficiency of the health facilities 

(UCMB 2005).  

2.4.3 ACCOUNTABILITY AND TRANSPARENCY 

The MoH has several structures for ensuring accountability to the public and to sector stakeholders. To 

the general public, the MoH provides space for the participation of all districts and local authorities in 

the Annual Health Assembly. At these assemblies, national- and district-level political leaders, national-

level CSOs working in the health sector, the media, and development partners receive performance 

feedback about sector performance, and generate priorities for the MoH in the subsequent fiscal year. 

Among the technical stakeholders, the MoH organizes annual technical review meetings that involve 

joint fact-finding visits to selected districts and receive study reports of commissioned studies that 

appraise performance. Although not up to date, the MoH shares some of these reports on its website. 

Transparency is enhanced by the participation of many stakeholders in the sector management fora 

(such as HPAC and Sector Working Groups) and in the monitoring programs (such as Area Teams). 

Among the many innovations for feedback, the MoH devised a league table to rank the performance of 

the districts and local authorities using health-related indicators such as service coverage, medicine 

procurements, and absorption of health funds.  

Although the structures for accountability are well-established at the national level, there are weak or 

nonexistent performance management systems at the local levels. Districts have few resources and have 

received little guidance on how to provide effective supervision and feedback downstream. The 

provision for private providers to participate in bidding processes for the provision of social services has 

provided some degree of transparency, although it has its drawbacks. Districts without any private 

providers (or NGOs) are disadvantaged as they are not able to bid for additional funds for the district. 
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This zoning of resources based on provider ability to put in a successful bid potentially perpetuates 

inequities rather than addresses them. 

Perceptions of corruption in the health sector heightened following a series of well-publicized misuses of 

health funds from the Global Fund to Fight AIDS, Tuberculosis, and Malaria (Global Fund) and GAVI in 

2005 (see Box 2.1). Media coverage of the court proceedings of these events contributed to a 

widespread lack of trust in the public health system.  

In 2009, the president established the Uganda Medicines and Health Services Delivery Monitoring Unit, 

the mission of which is to ensure transparency and accountability in the health sector and which has a 

mandate to investigate allegations and prosecute. Some consider the unit to be only politically 

motivated, reacting to increased reports of unprofessional behavior among health workers (such as the 

theft of medicines and patient mishandling) which have attracted wide condemnation from the media, 

politicians, and general public, at the expense of investigating larger levels of misappropriation. Other 

stakeholders consider the unit to be useful and perceive it to be pursuing allegations at many levels.  

The existing legal framework aimed at curbing corruption includes a code of conduct for public officials 

(including declarations of wealth), the Public Procurement and Disposal of Public Assets Authority 

(PPDA) to enhance probity in procurement, and guidelines for the management of public finances. The 

Box 2.1: Moving From a Scandal to Improved Governance:  

The Case of the Global Fund Grants 

In August 2005, media reported on a Global Fund audit of its grants in Uganda (conducted by 

PriceWaterhouseCoopers). The audit found mismanagement of Global Fund resources serious enough to 

prompt the Global Fund to suspend grants, pending a government investigation and housecleaning. The 

revelation caused a scandal in Uganda. The grants were initially reinstated in November 2005, following a 

memorandum of understanding between the Global Fund and Government of Uganda to put in place an 

interim grant management arrangement. But by the end of the year, Uganda was about to lose its grants 

again because of the leadership‟s reluctance to take action on the mismanagement of previous allocations. 

In 2006, the president finally commissioned a judicial investigation, which implicated 370 officials and 3 

health ministers accused of siphoning off money meant for sick Ugandans for personal and political use. 

Several lost their jobs, others were jailed, and some were made to refund the money, although it was not 

all fully recovered. The Global Fund reaffirmed its commitment to Uganda in a July 2009 press release. 

Since the scandal, Uganda has been committed to governance reforms for the Country Coordinating 

Mechanism (CCM) and sought out external technical assistance to move towards a more functional system, 

with greater transparency and accountability. A strategic plan for strengthening the CCM was developed, 

which included structural changes, particularly to keep oversight and implementation activities separate. 

CCM members and resource persons have been elected to an oversight committee that reports to the 

CCM; as the CCM moves forward, grant dashboards will be established for quarterly oversight of the grant 

data. Membership structure has been significantly changed, with a smaller CCM (down to 17 members from 

nearly 60) representing multiple government ministries, NGOs, CSOs, FBOs, private sector, affected 

population groups, development partners, and academia. The renewal of civil society representatives on the 

Uganda CCM was one of the vital components of the overall CCM reform process. In line with the CCM 

guidelines and the operations manual, seven non-public (civil society) representatives were re-elected in a 

transparent and documented process. In addition, one NGO recipient (TASO) is, for the first time, 

receiving Global Fund grants (historically the MoH has been the only recipient; note that funds flow 

through the MoFPED, which is the official PR and disburses to implementing sub-recipients). Finally, a new 

and staffed CCM Secretariat will be housed at the Uganda AIDS Commission to facilitate these processes 

and “Long Term Institutional Arrangements for Management and Coordination of Global Health Grants in 

Uganda” has been developed. 

Sources: Biryetege 2006; The Monitor 2008; The Global Fund 2009; GMS 2011; CCM 2011.  
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additional measures have included national integrity surveys and government institutions like Auditor 

General, Inspector General of Government, and Ministry of Ethics and Integrity. While a well-

documented legal framework exists, the reporting, investigation, enforcement and/or punishment of 

offenders are all extremely weak. The effects of corruption in public services are widely acknowledged. 

However, efforts to prosecute such cases through the courts gradually grind to a standstill (Tacca 2010). 

The Leadership Code, adopted by the government in the fight for good governance, was supposed to 

ensure that public officials and politicians are accountable for how they got their wealth but its efficacy is 

questionable. The Ugandan parliament is debating a bill that would encourage the public to become 

whistleblowers. The Whistleblowers Protection Bill seeks to make it possible for Ugandans to freely 

report corruption without fear of recrimination, and it offers 5 percent of any recovered money as 

reward (Anyangwe 2010).  

Most of the institutions fighting corruption are weak. Several lack investigative capacities. Weaknesses in 

the court system contribute to prosecutorial delays. All of these institutions have insufficient financing. 

The unfortunate conclusion of the National Integrity Survey (Inspector General of Government 2008) 

was that corruption has become a way of life in Uganda, thus becoming normalized as acceptable 

behavior. 

2.5 GOVERNMENT AND HEALTH DEVELOPMENT PARTNER 

RELATIONSHIPS 

The effectiveness of governance in Uganda is markedly influenced by the power of the HDPs, largely due 

to the financial support they provide to the health sector, as perceived by stakeholders interviewed and 

particularly at the MoH. As Figure 2.1 illustrates, donors exert a strong influence on governance 

relationships in the health sector. Uganda was third-largest recipient of Development Aid for 

Health(DAH) for the period 2002 to 2007 (Ravishankar et al. 2009). In this period, Uganda received 

about US$1.422 billion for health programs from over 20 HDP agencies – with the U.S. government 

providing 34 percent during the period. During the same period, DAH was 40 percent and 60 percent 

of total health expenditures in the country (Ravishankar et al 2009). This funding is often accompanied 

by complex conditionalities and conflicting interests.  

As is the case in many highly donor-dependent countries, Ugandan officials view the power imbalances 

as a challenge to their authority and legitimacy (Williamson and Moon 2010). Evaluations from the 

perspectives of the Paris Declaration and Accra Plan of Action show that governance relationships 

between the HDPs and the Ugandan government have major gaps that need to be bridged (Nabyonga et 

al. 2009). For example, Örtendahl (2007) found that the failure of HDPs to disburse promised aid 

recorded in the government‟s Medium-Term Expenditure Framework (MTEF) caused uncertainty in the 

operational funds and disrupted implementation of programs. The discovery of corrupt practices in 

Uganda‟s Global Fund and GAVI programs also served to erode the trust of other HDPs in the 

government systems (see Box 2.1 for details). After the corruption saga of 2005, most HDPs channeled 

grants through off-budget financing, usually to international agencies for implementing projects directly 

at the district level (MoFPED 2006). Also, in earlier years, non-disclosure of off-budget programs 

generated suspicion and poor collaboration between HDP agencies and government (de Renzio 2006; 

Oliveira and McPake 2010). More recently, HDPs have shared more information on off-budget funding. 

But some stakeholders interviewed for this assessment have the perception that many HDPs are not 

open about their programs and are not participatory in planning. This perspective was not shared by 

stakeholders in NGOs, CSOs, and HDPs more broadly. 

In pursuance of HDP harmonization as prescribed by the Paris and Accra Plans of Action, the Ugandan 

government has promoted the division of labor/burden by the HDPs. Interviews conducted at the 

national level revealed some concerns about increased donor coordination regarding allocation of 

funding and assistance and sectoral divisions of labor. Health officials are unhappy about “losing” 
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resources from HDPs such as DANIDA, DFID, and SIDA, whose investments in health system 

strengthening match health officials‟ priorities, and whose funding mechanisms are more aligned with 

existing systems. Some officials perceive the HDPs with major responsibility for the health sector to be 

less in agreement with their desire to invest in health systems improvements like human resources, 

infrastructure, and essential medicines (Nabyonga, Ssengooba, and Okuonzi 2009). HDP emphasis on 

short-term results is seen by some officials as unwelcome pressure. These differences in policy and 

programming perspectives have been recognized (OGAC 2010). Effective governance will require 

ongoing negotiation between HDPs and government to ensure effective ownership, policy coherence, 

and sustainable programs. The recently signed Country Compact of 2010 (discussed in Chapter 1 

Background and Country Overview) could serve as this mechanism. There is a general agreement from 

stakeholders that the existing mechanisms for donor coordination are good but that their functioning 

requires improvement. The gaps in leadership and fulfilling commitments may contribute to non-

adherence to agreements and problems with coordination efforts. 

2.6 SERVICE PROVISION, INFORMATION, AND LOBBYING 

Providers include public, PFP, and PNFP service providers. The providers‟ governance roles include 

providing information, reporting, and lobbying the state, ensuring quality in service delivery and mutual 

accountability to the HDPs, government, and clients. 

2.6.1 SERVICE PROVISION 

General hospitals and health centers are expected to provide the package of health services defined in 

the health policy and strategic and investment plans. (See discussion of the structure of the national 

health care system in Chapter 1.) Although different services are planned according to different facility 

levels, it is not uncommon for clients to bypass facilities in search of better services (Parkhurst and 

Ssengooba 2009). Shortages of human resources for health and a lack of equipment and supplies 

compromise quality of care in some facilities, and are cited as reasons for bypassing proximal facilities. In 

a culture where the provider is sovereign and information asymmetry abounds, the provider often has 

the final word about what treatment to provide, frequently without providing the possible alternatives 

to the clients. Expectant mothers are known to avoid delivering in health facilities due to disrespect and 

abuse by health care providers, among other reasons (Kyomuhendo 2003). Studies have reported cases 

of clients‟ complaints about informal charges, despite the fact that all government-provided services are 

meant to be free of charge (Konde-Lule, Gitta, and Lindfors 2010; Parkhurst and Ssengooba 2009). With 

the exception of a few districts where civil society organizations are conducting projects that actively 

promote provider-client dialogue, the crucial link between providers and clients does not function well. 

Indeed, one CSO representative interviewed during this study indicated that “….the people do not need 

information…they need drugs.” 

With the exception of the “hard to reach” allowances given to health workers in selected areas, 

incentives for the provision of better services do not exist. On the other hand, allowances given to 

health workers under some HDP projects have increased, although these incentives have been reported 

to bias the workforce towards performing better on the incentivized activities (mostly HIV-related) and 

may demoralize the rest of the workers that are not benefiting (Ssengooba, Kayondo, and Wabwire-

Mangen 2010; Oomman and Wendt 2010). 

2.6.2 INFORMATION 

Within the constraints of their resources (human and financial), public sector providers are able to 

provide timely information for decision-making. However, providers and district authorities question the 

contribution of health facility data for planning, since resource allocation and decision-making tends not 

to be made in tandem with district or facility needs, but rather is based on resource availability from 
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upstream. Challenges of parallel reporting systems continue to disrupt harmonious data collection at the 

provider level. From the district visits, it was observed that providers had a tendency to collect data for 

off-budget projects more vigorously than data for routine public services (on-budget), raising the 

possibility of reporting bias to emphasize good performance. The information gap resulting from lack of 

data from the private for-profit providers is an ongoing concern. 

2.6.3 LOBBYING 

Providers are able to lobby for resources within their capacity to do so through the district structures. 

According to one interviewee, the district successfully increased its number of nurses and midwives as a 

result of continuously lobbying central government, a success which led to new recruitments and a 

better working environment for the previously overworked health workers. The capacity for using 

locally generated service information for lobbying and advocacy needs to be developed among local 

leaders so as to inform government and HDPs about local needs.  

2.7 CLIENT POWER AND VOICE 

Clients include the citizens, users of health services, the media, and consumer organizations. 

Governance roles for the clients include providing technical input and oversight to the provider to 

ensure standards in service delivery are upheld (power), and providing input for planning and strategies 

to the state and HDPs for their activities in the health sector (voice). 

At the lowest level, HUMCs represent a source of client voice. However, reports show that HUMCs‟ 

community representatives, who are tasked with soliciting opinions from communities or delivering 

information to them, are either underperforming or not active at all. One study shows that client views 

solicited through “suggestion boxes” are seen as individual needs rather than community concerns. 

Community members fear they would be harassed if they complained and were resigned to accept the 

status quo (Rutebemberwa et al. 2009). 

Civil society organizations, particularly those at the national level, are more engaged in policy 

deliberations and strategic participation in decision-making. Agencies like Uganda National Consumer 

Organization (UNHCO) and HEPS-Uganda have programs that independently monitor community-level 

performance of health programs. UNHCO advocates for the rights of health consumers and educates 

communities on their rights and roles. Among the major achievements of UNHCO is advocacy to 

incorporate patient satisfaction as an indicator of health outcomes (MoH 2010) and the development of 

the Patient Charter. Working with other CSOs, UNHCO and MoH have launched the Charter and are 

now mobilizing for implementation. HEPS-Uganda has conducted studies at the community level to 

monitor the adequacy of medicines and contribute to advocacy aimed at improving medicines 

management at all levels. It has also worked with the Uganda Human Rights Commission to establish 

Health Complaints Desks to monitor provider-client interactions and to record abuse of client/provider 

privileges.  

CSOs are also key in engaging policymakers around issues concerning marginalized or underserved 

populations such as the disabled, women and children, and post-conflict northern Uganda. Civil lawsuits 

by clients, although rare, highlight health service quality failures and gaps. For instance, the Ugandan non-

profit group Center for Human Rights, Health and Development in March 2011 filed a lawsuit on behalf 

of two women who died in childbirth, contending "the government violated the two women's right to 

life by failing to provide them with basic maternal care," as noted in a local newspaper.  

Persons living with HIV are increasingly mobilizing to form strong and active lobby groups for HIV 

treatment programs. Several organizations have formed at the national level, partly to take advantage of 

the available HIV funding for HIV advocacy programs and to monitor the HIV programs in their 

communities. Given the challenges related to shortages in antiretroviral (ARV) funding, especially from 
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the Ugandan government, the effectiveness of voices from persons living with HIV/AIDS is still weak 

(Nakkazi 2009). Programs like the Global Fund and PEPFAR have encouraged the involvement of CSOs 

in the policies and designs of health programs, but the capacity of the CSOs to effectively take advantage 

of these fora and opportunities is limited (Nabyonga, Ssengooba, and Okuonzi 2009). More capacity 

building is needed for CSOs to fully participate in key decision-making for the benefit of those they 

represent. The Country Coordination Mechanism (CCM) is one venue that would need more capacity 

for CSOs and community-based organizations (CBOs) to have effective representation and mechanisms 

for feedback to their constituencies (HEPS-Uganda 2008).  

2.7.1 MEDIA PARTICIPATION IN GOVERNANCE 

Free and independent media can play an important role in raising awareness of health issues, reporting 

on service availability and quality, and curbing corruption. Both audio and print media offer avenues for 

information, discussion, and debate on pertinent health policy issues in Uganda such as malaria control, 

health worker attitude, drugs stock-outs, and male circumcision (Ssengooba et al. 2011). In addition, 

media in Uganda has enjoyed considerable growth and freedom over the past three decades. For 

instance, the number of private radio stations increased from 6 in 1997 to 118 in 2005. This expansion 

has posed both challenges and opportunities for media to play a watchdog role and effectively become a 

source of health awareness for the population.  

The media coverage of health issues has also been a subject of research. For example, one study found 

that major newspapers had dedicated space for health-related information (Katahoire, Kwesiga, and 

Nakazzi 2010). Most of the health topics covered included HIV/AIDS, with low coverage of malaria, TB, 

and health research. Topics related to corruption and governance malpractices received fair coverage 

during the time they were top on the media agenda (2005/06). One tangible outcome has been the 

launch of an investigation into alleged corruption (see Box 2.1). Other intangible outcomes of media 

contribution include enlivened public debate, as evidenced by active participation by citizens on talk 

shows, and contribution to topical issues regarding health. However, the quality and influence of these 

contributions has been questioned (Rutebemberwa 2009). A Transparency International pilot project 

carried out in Uganda demonstrated that: (1) if radio programs are provided with accurate facts and 

research, radio can be an effective medium for government accountability at the district level; and (2) 

when the audience is provided with accurate and complete information it is more likely to participate in 

monitoring local governments and holding them accountable. However, the study found that local radio 

station operators lacked information and capacity to provide empowering programs (be Onoria 2005). 

Misinformation or the lack of information and the politicization of health issues are major hindrances to 

public participation in monitoring of public resources in Uganda. The community usually lacks the 

information to engage successfully. For example, interviews in the districts revealed that the problem of 

shortages of drugs in health facilities was unfairly attributed to pilferage by health workers. Yet, reports 

show that the health sector budget for drugs remains grossly inadequate and drugs supplied to the 

districts were far below what was needed to meet the districts‟ needs (MoH 2008; MoH 2010). This 

kind of misinformation puts additional strain on already-fragile provider-client relationships.  

2.8 SUMMARY OF FINDINGS: HEALTH GOVERNANCE 

Table 2.3 summarizes key strengths, weaknesses, opportunities, and threats in health governance. These 

were identified in the context of five health system performance criteria: equity, efficiency, access, 

quality, and sustainability. 
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TABLE 2.3: SUMMARY OF FINDINGS – HEALTH GOVERNANCE  
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 HSSIP and other multi-year plans and relevant policies exist.  

 Participatory process in policy development and planning including a wide range health stakeholders. 

 Recent signing of Country Compact with partners promotes longer-term planning and better coordination of 

donor resources. Compact clearly delineates a policy and planning structure. Compact sets clear mandates for 

TWGs – while not fully functional, can provide a platform for addressing health sector technical issues. 

 Civil society is represented in HPAC and the newly reformed CCM, to name a few structures; and includes 

some strong voices.  

 Media is open and relatively independent. 

 Data and information are available to the public. 

 Decentralized service delivery allows decision-making to be close to the communities, providing an 

opportunity to build capacity at this level. Some HDP-supported health projects are able to fund district-level 

health programs directly. 

 District league tables serve as a performance management mechanism with the reward of recognition. 

 HMUCs, while not always functional, provide a platform for feedback on service quality issues. Momentum 

behind the formation and continued strengthening of HMUCs and Village Health Teams (VHTs). 

 PNFPs have quality assurance boards. 

 Strong functional MoH structure and senior-level leadership on health sector issues. 
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 Although policy and planning processes are participatory, outcome of plans do not necessarily reflect other 

stakeholder‟s perspective or possible contribution, such as the PFP sector.  

 Many policies and plans are not prioritized and not implemented. 

 UNMHCP not fully implemented due to limited resources. 

 Many districts, including the new ones, have limited capacity to take advantage of decentralized planning and 

implementation approaches.  

 Regulatory quality and oversight is inadequate. 

 Inflexibility of government processes, including the hiring system, funding, and task shifting. 

 Explosion of number of districts create unmanageable structure for MoH to administer. 

 PFP sector not as well organized as PNFP making it difficult for the government to partner with the PFP.  

 HMUCs are not functional in many areas or have weak capacity to advocate for improved quality. 

 Private sector considerations not uniformly reflected in regulations governing quality.  

 Coordination across the sector continues to be weak despite some new mechanisms. 

 All groups – public sector, donors, PNFP and PFP – are not operating as full partners in policy and planning, 

affecting government‟s ability to coordinate all actors in health sector. 

 There has been no assessment of private sector provision in order to identify gaps and improve targeting by 

the public sector in coordination with private sector. 
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3. HEALTH FINANCING 

WHO defines health financing as the “function of a health system concerned with the mobilization, 

accumulation and allocation of money to cover the health needs of the people, individually and 

collectively, in the health system.” It states that the “purpose of health financing is to make funding 

available, as well as to set the right financial incentives to providers, to ensure that all individuals have 

access to effective public health and personal health care” (WHO 2000). A good health financing system 

raises adequate funds for health, in ways that ensure people can use needed services, and are protected 

from financial catastrophe or impoverishment associated with having to pay for them; and it provides 

incentives for providers and users to be efficient (WHO 2007). In the context of health system 

strengthening, priorities for the health financing building block include national health financing policies, 

tools, and data on health expenditures (WHO 2007). 

For good performance of the health system, the financing agents need to generate an appropriate 

amount of revenues relative to what is possible in the country; pool risk effectively; create appropriate 

incentives for providers; and allocate resources to effective, efficient, and equitable interventions and 

services. These functions need to be managed efficiently, minimizing administrative costs. 

This chapter provides an assessment of the health financing system in Uganda, identifying strengths and 

weaknesses and providing recommendations for further strengthening of the system. The chapter starts 

with some basic data on health financing in Uganda, with comparisons to averages for LIC and SSA 

countries. It then covers the following topic areas: resource flows and mobilization; resource allocation; 

purchasing; and resource pooling. 

3.1 OVERVIEW 

Uganda compares favorably to other LIC and SSA countries on only a few key health financing 

indicators, such as total health expenditure (THE) as percent of GDP. Table 3.1 presents selected health 

financing indicators for Uganda and provides comparisons, where data were available, to LIC and SSA 

countries. Uganda‟s per capita spending on health is significantly lower than that of other SSA countries 

but higher than that of LIC. Government spending on health as percent of THE is half of that in SSA and 

LIC. Data support stakeholder views that the health sector in Uganda is underfunded, especially in terms 

of government contributions. Out-of-pocket (OOP) spending was high at 53 percent of THE in 2009.  

HSSIP sets out priorities and key areas on which to focus health investment. Core performance 

indicators for monitoring health financing include government allocation for health as percent of total 

government budget (as a measure of health investment) and percent of households experiencing 

catastrophic payments (as a measure of impact). 
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TABLE 3.1: SELECTED HEALTH FINANCING INDICATORS FOR UGANDA AND 

COMPARISON TO AVERAGE FOR PEER COUNTRIES 

Selected Indicators Uganda 

Sub-

Saharan 

African 

Countries 

Average 

Low 

Income 

Countries 

Average 

Year 

of 

Data 

Source of 

Data 

Total expenditure on health as % of GDP 8.22 6.56 5.13 2009 WDI 2011 

Per capita health expenditure in current US$ 42.55 76.44 24.94 2009 WDI 2011 

Government expenditure on health as % of 

total government expenditure 
11.58 

data not 

available 

data not 

available 
2009 WDI 2011 

Government expenditure on health as % of 

total health expenditure 
18.95 44.22 39.39 2009 WDI 2011 

Donor financing for health as % of total health 

expenditure 
20.90* 

data not 

available 

data not 

available 
2009 WHO 

Out-of-pocket health expenditure as % of total 

private expenditure on health 
65.44 63.10 82.68 2009 WDI 2011 

Out-of-pocket health expenditure as % of total 

health expenditure 
53.04 35.20 50.12 2009 WDI 2011 

Private expenditure on health as % of total 

health expenditure* 
81.05 

data not 

available 

data not 

available 
2009 WHO 

Source: World Bank, World Development Indicators Database 2011; WHO 2009. Note: WDI=World Development Indicators (World Bank). 

*Note: Donor financing of health programs is greater than 50 percent of overall health spending when off-budget support is included (AHSPR 2009/10 and HSSIP 

2010/11–2014/15, 2010). 

 

3.2 RESOURCE MOBILIZATION 

Health financing can be mobilized from internal or external sources. There are three main internal 

sources: the government, households, and employers. In addition to government spending made through 

the health budget, the overall health financing system in Uganda includes certain expenditures on health 

made by other ministries, as well as a number of private sources such as on-budget and off-budget 

contributions from donors, OOP payments by individuals and households, and private insurance. Data 

on contribution by employers was not available and thus not included here, but it is likely to be small 

given that household OOP expenditure was up to 65 percent of private expenditure on health in 2009 

(Table 3.1). Figure 3.1 shows the key sources of financing, by their relative shares in the country‟s total 

health expenditure. 
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FIGURE 3.1: RELATIVE CONTRIBUTIONS TO TOTAL HEALTH EXPENDITURES, BY 

FINANCING SOURCE (PERCENT) 

 
Note: Numbers within parenthesis in x-axis represent total health expenditure for the corresponding year.  

Source: Prepared by author using data from WHO Global Health Expenditure Database, 2011. 

 

Government: As seen in Table 3.2, except for 2010/11, the overall amount of budgetary spending on 

health has been increasing in general during the past decade. The total budget financing numbers 

reported in this table, however, are comprised of direct government budgetary allocations to health as 

well as on-budget health contributions from donors. The latter usually accounted for a substantial share 

of the government‟s overall budgetary financing to the health sector, ranging between 40–50 percent. 

Therefore, there has been a considerable decrease in the total amount of budgetary funding for health in 

the 2010/11 fiscal year, resulting from a sharp reduction in on-budget donor contributions. This has 

caused a 15 percent decrease in per capita average health spending, channeled through the government 

budget. Current per capita budgetary health spending of US$9 is far less than the US$28 that the 

country needs to finance the implementation of its ongoing health sector strategy programs (Okwero et 

al. 2010). 

The proportion of total budgetary allocations to health averages at 9 percent of overall government 

expenditure, which is far short of the Abuja target of 15 percent. With its low government allocations 

and substantial dependence on donor funds, Uganda faces a major challenge in sustaining the financing 

for new but expensive health interventions such as antiretroviral drugs and pentavalent vaccines adopted 

through the Global Health Initiatives, as well as running and maintaining the expanded health 

infrastructure (Okwero et al. 2010). To ensure at least the same level of budgetary financing for health 

in real terms, at the minimum a modest 15 to 20 percent incremental growth in governmental 

allocations each year is imperative, considering the mean population growth rate of 3.2 percent per 

annum and the depreciating effects caused by inflation and the rising foreign exchange rate. 
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TABLE 3.2: TRENDS IN GOVERNMENT AND ON-BUDGET DONOR FINANCING OF HEALTH 

 2000/01 2005/06 2008/09 2009/10 2010/11 

Government funding in billion UGX 124.2 (52%) 229.9 (46%) 375.5 (60%) 435.8 (59%) 569.6 (86%) 

Donor funding (on-budget) in billion 

UGX 

114.8 (48%) 268.4 (54%) 253.0 (40%) 301.8 (49%) 90.4 (14%) 

Total on-budget financing in billion 

UGX 

239.0 

(100%) 

498.3 

(100%) 

628.5 

(100%) 

737.6 

(100%) 

660.0 

(100%) 

Per capita budgetary expenditure on 

health in UGX and US$ 

10,349 

(US$5.9) 

18,213  

(US$9.9) 

20,810 

(US$10.3) 

24,423 

(US$11.1) 

20,765 

(US$9.4) 

Yearly incremental growth in per 

capita budgetary expenditure on 

health, in % 

- - 46.5 17.0 -15.0 

Budgetary health expenditure as % of 

total government expenditure 

7.5 8.9 8.3 9.6 8.9 

Inflation rate in % - 7.3 13.0 4.0 - 

Exchange rate (UGX per US$) 1755.7 1831.5 2030.3 2200.1 2209.0 

Source: MoH AHSPR 2010/11; World Development Indicators Database 2011; WHO Global Health Expenditure Database 2011. 

 

Households: HSSIP recognizes that most of the financing for the health sector is mobilized from OOP 

expenditures. Households are a major source of health financing in Uganda, contributing about 50 

percent. Spending includes purchasing drugs and supplies and informal payments at public facilities; user 

fees are paid at PFP and PNFP facilities. The poor and vulnerable groups accessing essential health care 

from these health providers are at risk of catastrophic health expenditure. PNFP health facilities receive 

government subsidies and external assistance, and in turn are expected to offer health services to the 

poor and the vulnerable groups at affordable prices (MoH 2010b). The level of government subsidy in 

2004 was about 20 percent of the health facility budget but these subsidies have been extended to a few 

private providers (Amone et al. 2005; UCMB 2011; Pariyo et al. 2009).  

As can be seen in Figure 3.1, OOP expenditure by individuals and households constitutes a major source 

of health financing – more than half of the country‟s overall spending on health. Donor funds and 

government allocations rank as the next two sources, each of them accounting for approximately 30 

percent and just over 10 percent, respectively. Although the trends shown in Table 3.2 demonstrate 

some increase in government budget funding for health, it is evident from Figure 3.1 that this increase 

has not been sufficient to increase the relative share of government contributions to the total health 

expenditure in the country. As a result, households are forced to share an increasing financial burden in 

the form of OOP spending, which puts them at risk of incurring catastrophic health expenditures, 

especially for the poor and limited-income populations.  

Indeed, rising OOP expenditure on health is a serious concern for the average household. To minimize 

the effects of OOP expenditures, government abolished user fees in all public facilities in 2001. 

However, studies showed that over one-fourth of households reported incurring health expenditures of 

catastrophic proportions. A majority of these households represented the lowest income quintile. 

Evidence suggests that increased private expenditure on drugs and hospital/clinic fees somewhat offset 

the marginal impact of the abolition of user fees on OOP expenditures by households (Okwero et al. 

2010). 

The share of private health insurance is negligible in Uganda – less than 1 percent of the country‟s total 

health expenditure. Uganda also lacks social health insurance schemes, although it is currently in the 

policy dialogue (see Section 3.5). The absence of adequate risk-pooling arrangements is yet another 

obstacle to both ensuring greater access of individuals to needed health care, as well as protecting them 

against the threat of catastrophic OOP payments in the event of illness. 
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External sources: As discussed, donor assistance in Uganda takes place in on-budget and off-budget 

forms. As seen in Figure 3.2, contributions to the health sector from donor sources were about twice as 

much as government contributions. Off-budget donor contributions alone accounted for around 40-50 

percent of combined donor and government health sector funding. It is clear that development partners 

contribute significantly to health care financing in Uganda. Some stakeholders interviewed for this 

assessment raised concerns about sustainability and predictability of this funding, which may affect long-

term planning, and suggested that GoU plan for stopgap measures for cases when awaited donor funds 

fail to materialize. Annex C provides a detailed mapping of donor funding broken down by donor. 

FIGURE 3.2: SHARES OF ON-BUDGET AND OFF-BUDGET DONOR CONTRIBUTIONS AND 

GOVERNMENT FUNDING TO HEALTH SECTOR 

 
Note: Numbers within parenthesis in x-axis represent the total amount of government and donor funding (on-budget and off-budget) to health in the corresponding 

years.  

Source: AHSPR 2009/10, MoH. 

 

 

3.3 RESOURCE FLOWS AND MANAGEMENT 

The government health budget is allocated between the central and local government levels, as well as 

to referral hospitals and other agencies. About 52 percent of the health sector budget is decentralized 

to the districts (MoH 2010b). At the central level, funds flow to MoH and other key entities such as 

National Medical Stores and the Uganda AIDS Commission. 

The MoH is responsible for the core functions of policy and standards formulation, quality assurance, 

and resource mobilization. MoH also manages the national and regional hospitals. Ownership of public 

health facilities (health centers and general hospitals) and the responsibility for delivering health services 

are vested in the district local governments. The latter, however, are not allowed to raise funds through 

local taxes and rely on centrally provided budgets.   

Government budgetary allocations to health are made out of public revenues and on-budget donor 

contributions. There are two levels of resource allocation: inter-sectoral allocation across the ministries 

(which is done by MoFPED), and intra-sectoral allocation, which is performed by the MoH for the health 

sector, based on resource allocation formulas. Accordingly, there are specific provisions for reimbursing 

for the wage and non-wage recurrent expenses. Capital investment needs are assessed and paid on the 

basis of special technical appraisals.  
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Inadequate funds aside, one key challenge in the existing health financing arrangements is to maintain an 

equitable distribution of available funds across districts and localities. Other constraints to effective 

health service delivery at the district level are the earmarking of central transfers in the form of 

conditional grants, and the inability to mobilize local revenue (Okwero et al. 2010).  

In addition to financing the public facilities, the government budget also provides subsidies to PNFP 

health entities. The latter also receive direct funding from donor and philanthropic sources. For the PFP 

health providers, household resources (user payments) and private insurance payments serve as the 

funding sources (MoH 2010c). 

3.4 RESOURCE ALLOCATION 

Uganda has a National Development Plan which provides a national Medium-Term Planning and 

Expenditure Framework. A three-year rolling framework, MTEF is used to streamline and guide the 

budget process and set out planned outputs and associated expenditures in the medium term (MoH 

2010a).  

3.4.1 HEALTH BUDGET FORMULATION AND ALIGNMENT TO MEDIUM-

TERM EXPENDITURE FRAMEWORK  

MoFPED allocates resources within the MTEF to all sectors based on the NDP, policy priorities, and 

macroeconomic frameworks. The budgeting processes at the local government level are guided by the 

NDP. Planning guidelines and budget earmarks provided by MoFPED to local governments generally limit 

the latter from addressing local needs where these are different from the priorities set in the NDP. For 

example, about 52 percent of the public health sector budget was decentralized until 2009, when this 

fraction was reduced as drugs and supplies were recentralized. 

In theory, the budgeting process is a bottom-up approach starting from the health facilities, through the 

districts, to the MoH. However, based on stakeholder interviews, the districts and health facilities 

perceive that the budgeting process is top-down and does not take into account their concerns, since 

budget ceilings are set at the central level and districts receive mostly conditional grants in amounts 

which are determined by MoFPED and MoH. A Fiscal Decentralization Strategy does exist, which allows 

districts to reallocate a certain percentage of the recurrent grant to priority areas in any sector. 

The MoH-level technical appraisals, needs assessments, and perceived health care needs are used to 

allocate funds for health infrastructure development. The wage allocated is based on level of care, 

specialty, and the available number of health workers in a given district/facility/institution. There are 

guidelines for allocation of funds to hard-to-reach areas, disadvantaged nomadic populations, and for 

emergencies. These criteria for financial allocations were deemed appropriate and are effectively being 

applied. This does not necessary imply that districts and hospitals get all the funds they need. The 

sentiments expressed at the district and facility levels were that funding is often “too little too late.” 

MoH will start a new initiative to allocate funds within the health sector based on a new resource 

allocation formula. The formula takes into account health indicators such as mortality indicators, number 

of live births in the district, and population size, as a proxy for health need. A special and fixed wage 

allocation is made for hard-to-reach areas, and a basic amount is allocated to all districts for health 

service delivery. This new need-based resource allocation formula has been designed and piloted and is 

expected to be rolled out over the next fiscal year. 

During the period of 2005/06 to 2009/10, 45–54 percent of overall government budgetary allocations 

were made to the district health services; 18–27 percent were made to cover the MoH headquarters 

expenses; and 25 percent of allocation were made to support the central and regional hospitals (Table 

3.3). The allocation to MoH headquarters is also used to fund cross-cutting national programs such as 

supervision and quality assurance; while NMS gets direct funding to purchase essential medicines and 
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vaccines. Data on budget allocation across districts was not available at the time of this assessment– that 

data would be helpful to see allocation (particularly per capita ranges) across districts. 

TABLE 3.3: ALLOCATION OF GOVERNMENT FUNDS ACROSS VARIOUS HEALTH ENTITIES, 

2005/06–2008/09 

  

  

2005/06   2006/07   2007/08   2008/09   

Billion 

UGX  

% Billion 

UGX  

% Billion 

UGX  

% Billion 

UGX  

% 

MoH Headquarters 42.23 18 40.75 16 64.69 24 99.87 27 

Central Hospitals 37.36 16 36.51 14 40.96 15 52.61 14 

Other Agencies  6.11 3 5.71 2 5.87 2 6.59 2 

Regional Hospitals 21.27 9 24.73 10 25.75 10 44.56 12 

District Health Services 

(plus PNFP grants) 

123.90 54 146.30 58 131.60 49 165.70 45 

TOTAL 229.90 100 254.00 100 268.90 100 369.30 100 

Source: MoH 2010d. Note: These data are not available for 2009/10 from AHSPR 2010/11. 

 

FIGURE 3.3: PERCENTAGE OF HEALTH SECTOR GOVERNMENT FUNDS  

ALLOCATED TO PNFP PROVIDERS, 2000/01–2007/08 

 
Source: MoH, Health Sector Strategic Plan III 2010/11–2014/15 
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Although there was an initial increase in the share of the health budget going toward district health 

services during 2005/06–2006/07, a reversal in this trend happened over the next two years (down to 

45 percent from 54 percent). This is an unwelcome movement in consideration of the following:  

 According to stakeholders, there are concerns that the UNMHCP is too extensive and unaffordable, 

and may require evaluation and prioritization of critical interventions in order to improve health 

outcomes in Uganda. UNMHCP is not and cannot be fully funded by the government. The estimated 

cost of delivering the UNMHCP is US$28 (excluding the cost of expensive interventions like ACTs, 

ARVs, ITNs, and pentavalent vaccine) in Uganda (Zikusooka 2007). If the latter are included, an 

estimated US$34 per capita would be needed. One study found that the per capita cost for the 

minimum health care package would be US$48 in 2011 (HLSP 2011).  

 A crude benefit incidence analysis in 2006 by World Bank specialists on the basis of Uganda National 

Household Surveys revealed that poor households predominantly use district health centers, while 

wealthy households use hospitals. Therefore, the latest trends for reduction in the allocations to 

district health centers and dispensaries are counterproductive and not pro-poor. 

 Inadequacy of funds to cover the non-wage recurrent spending has always been an issue for the 

district health centers. Spending on wages has been outstripping money for medicines and other 

needed clinical and non-clinical supplies to run the health facilities. The relative share of recurrent 

expenses on wage, for instance, increased from 23 percent to 53 percent between 1997/98 and 

2006/07, whereas that of non-wage expenses declined from 73 percent to 48 percent during the 

same period (Okwero et al. 2010). A reduction in financial allocations will further stifle the service 

provision capabilities of the district health centers.  

Another issue in the efficient use of health funds is the waste and leakage in public spending. A public 

expenditure assessment for health concluded that 13 percent of health spending was lost due to waste 

in fiscal year 2005/06 (MoH 2007c).  

3.5 RESOURCE POOLING 

As opposed to the patient paying a provider directly, pooling resources to cover health expenditures 

offers the possibility of spreading the risk of incurring health costs across a group of people. Pooling can 

contribute to equity and access if the healthy members of the pool subsidize the sick, and the wealthy 

members subsidize the poor. Government health spending funded by taxes and on-budget donor 

support is the main pooling mechanism in Uganda.  

There is planning for a National Health Insurance Scheme (NHIS), which comprises three main parts: (1) 

social health insurance scheme for the public sector (civil servants); (2) community health insurance 

scheme for the informal sector; and (3) private commercial health insurance scheme for the formal 

private sector.  

The MoH requested the technical support of the Providing for Health initiative in the design and 

implementation of the planned NHIS. Providing for Health recommendations with regard to the next 

steps and processes include a range of challenging legislative as well as technical actions, which comprise: 

 Inclusion of social health protection in the overall government strategy on social protection and 

finalization of Health Insurance Bill 

 Clear-cut decisions on effective mechanisms for collection of contributions and managing the health 

insurance funds  

 Development of an accreditation system as part of a systemic quality assurance system for the 

health sector applicable to all health facilities/providers irrespective of the way they are paid/financed 
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 Implementing health financing reform at national and sub-national levels in support of the NHIS 

 Introduction of a purchaser-provider split, allowing greater autonomy of public health care 

institutions, and capacity development on effective purchasing of health services, including the 

development of a system of contracting providers 

 Design and implementation of a system of provider payment mechanisms that allows for cost 

containment and quality assurance while staying within the overall available budget envelope 

 Formulating the role of a community-based health financing system under the NHIS after a careful 

assessment of its potential (resource mobilization, risk pooling and purchasing capabilities) 

(Providing for Health 2010) 

Arguably, accomplishment of the above actions will require strong and consistent political will and will 

take time. 

3.5.1 SOCIAL HEALTH INSURANCE 

Plans to introduce a national Social Health Insurance Scheme have been under discussion. It is planned 

to initially include those employed in the formal public sector where contributions are deducted from 

the payroll. Later it will be expanded to those with regular employment in the private sector, and finally 

to those in the informal sector who can afford to subscribe. It is not clear when this will take place as 

there has been some resistance from some stakeholders such as employers and trade unions (Kagumire 

2009). While insurance for the formal sector is not pro-poor, the gradual introduction of the health 

insurance plan to provide universal health care is perceived to reduce current inequalities in access to 

care and to contribute to reduction of catastrophic health expenses. 

3.5.2 COMMUNITY-BASED HEALTH INSURANCE 

There are over 15 community-based health insurance (CBHI) schemes in Uganda. These are 

coordinated by the umbrella organization Uganda Community Based Health Financing Association and 

overseen by the MoH. Most of the current schemes are hospital-based (owned and managed by the 

hospitals, e.g. Mutolere, Nyakibale, Ishaka SDA, and Kisiizi hospitals) and are small in terms of population 

coverage. One study finds that households pay premiums which are too low to make community-based 

health insurance schemes sustainable and viable (Cordaid 2007). The government assertion of “free” 

health care services also makes scale-up of community health financing less feasible. On the other hand, 

recent studies and experiences from Uganda and elsewhere suggest CBHI schemes as a potential pro-

poor strategy to pursue under NHIS.  

3.5.3 PRIVATE COMMERCIAL HEALTH INSURANCE 

Private commercial health insurance arrangements exist and altogether constitute less than 1 percent of 

total health expenditures because of their coverage plans. Private health insurance, which is largely 

subsidized by employers on behalf of employees, is generally available to few, especially those working 

for banks, telephone companies, and other corporations. High premiums that are unaffordable to many, 

especially in the rural areas where the majority of the population in Uganda live, limit the coverage of 

private commercial health insurance. This is expected to expand under NHIS. 

3.6 FINANCIAL MANAGEMENT 

3.6.1 FINANCIAL REPORTING 

Health facilities (including PNFPs) that receive public funding submit monthly, quarterly, and annual 

financial reports to the districts according to government rules and regulations. The government 
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recently introduced Integrated Financial Management System (IFMS) to help GoU and MoH to initiate 

spending and monitor the budget, initiate and process payments, and manage and report on financial 

activities. The system is already operational in central MoH, regional hospitals, and some local 

governments (MoH 2010a). However, use and implementation is inconsistent across districts. The IFMS 

system has also encountered challenges, including: limited roll-out to district/general hospitals and lower 

health facilities; limited or no access to the computerized system for some vote controllers; occasional 

unavailability due to poor Internet connectivity; and unbudgeted contingencies.  

3.6.2 AUDITING 

Internal and external auditing of funds disbursed to the health sector includes government and on-

budget funds contributed by HDPs. Auditing is done by the Auditor General in accordance with the 

government procedures and regulations as stipulated in the Public Finance Act and the National Audit 

Act 2008. Some HDPs also have donor-specific procedures that government must follow. Financial 

audits are done annually. The demand for fiduciary assurance from HDPs has led to value-for-money 

audits since 2005. 

Institutions like the Auditor General and the local governments have financial guidelines and standing 

orders to guide the processes for financial allocation, utilization, and reporting. The Auditor General 

audits government accounts and reports any anomalies to Parliament. Local governments have Chief 

Administrative Officers to oversee and control the usage of funds at this level. Internal Auditors at the 

district level assist to ensure that funds are used according to plans/budget. PPDA guides against misuse 

of funds in procurement. But study visits to three districts indicated that these controls can also 

generate shortcomings like multiple delays in financial flows and procurements at the district level. For 

example, PPDA procedures were blamed for slow procurement of drugs. Internal auditors were also 

blamed for delays in approval of funds and sometimes contributed to petty corruption at the district 

level. 

3.6.3 EFFECTIVENESS AND EFFICIENCY IN RESOURCE ALLOCATION AND 

UTILIZATION 

Overall government budget performance (releases versus budget) was above 90 percent for wages and 

development grants and 100 percent for non–wage expenditures during the first three years of the 

Health Sector Strategic Plan II (HSSP II). During validation visits to districts, it was noted that 

government releases did not match with the implementation plans and schedules. The interviews at the 

center indicated that districts had limited absorption capacity for the funds allocated. However, district 

visits revealed that delays in disbursement of funds were widespread and did not allow the allocated 

funds to be spent for time-sensitive activities like outreaches, immunizations, and procurements. Unused 

funds were sometimes returned to the central pool but this was not a common practice since it would 

result in reduced allocation in the subsequent period. This timing mismatch creates the potential to 

misuse the funds and simply provide paper accountability without undertaking programmatic activities. 

Indeed, narratives from respondents interviewed during the district-level visits indicated that delays in 

disbursements were often generating pervasive misuse of financial resources. For instance, when the 

operational funds came 2–3 months late, the fund holders for activities like immunization outreach were 

faced with a dilemma: (1) to keep the funds for the next period and be penalized for incomplete 

accounting, (2) to return the funds and be penalized for poor absorption, or (3) to fraudulently account 

for the funds without undertaking the outreach immunization visits. From this perspective, the 

implication of delayed disbursement of operational funds was a reduction in value-for-money, since funds 

were “spent” without activities being done. Similarly, delays in the disbursement of funds from the 

Global Fund led to delays in procurement of vital medicines such as ACTs, and contributed to the high 

prevalence of stock-outs for medicines in the health system (Nakkazi 2009; Ssengooba et al. 2009; 

Ssengooba et al. 2007b). Fortunately this problem can be markedly curtailed if the operational funds are 
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disbursed with enough time for them to be used for planned activities that cannot be rescheduled. 

Frequent causes of delay to disburse funds to the districts are shown in Box 3.1. 

 

There has been mismanagement of funds available to the different blocks of the health system. A joint 

World Bank, MoH, and MoFPED study revealed that the health sector loses about UGX36.7 billion 

annually to waste through health worker absenteeism, expired drugs, and poor payroll management 

(Okwero et al. 2010). However, efficiency concerns were expected to be addressed during the 

implementation of the HSSIP 2010/11–2014/15.  

3.6.4 EQUITY IN FINANCING OF HEALTH 

Regarding equity in resource allocation, the approved budgets for Poverty Alleviation Fund Programs 

were 85 percent of the entire sector budget, and actual releases were 84 percent of the entire sector 

releases. Nonetheless, inequity in financing of health care still exists due to differences in socioeconomic 

status and geographical location. Twenty-eight percent of Ugandan households experience catastrophic 

health expenditures. The incidence of catastrophic health expenditure ranges from 24.8 percent in the 

richest quintile to 28.3 percent in the poorest quintile; and between 23.4 percent in the eastern region 

and 38.1 percent in the western region (World Bank 2010). Government subsidizes PNFPs, its training 

institutions, and a few private hospitals as an attempt to make services affordable and to increase access 

to health care by the poor.  

Innovative health financing schemes exist to improve equity and access, including results-based financing 

initiatives. Noteworthy are the voucher programs run by Marie Stopes Uganda (with initial funding from 

KfW and continued funding from the World Bank, DfID, and others). Vouchers, a form of demand-side 

financing, subsidize recipients for specified services and in Uganda have increased use of family planning 

and safe motherhood services among the poor.  

3.7 PURCHASING AND PROVIDER PAYMENT 

Purchasing of health services in Uganda consists of the government paying public sector health worker 

salaries and buying goods and services, at multiple administrative levels.  

3.7.1 CONTRACTING  

The government recognizes and has partnerships with PNFPs to deliver health services. In return, PNFP 

facilities receive funding from government as a contribution to their recurrent costs. The government 

grant to PNFPs is 7 percent of the total health sector budget, but PNFPs provide 25–35 percent of the 

sector outputs (Tashobya et al. 2006).  Government subsidizes to the PNFP health facilities did not see 

any noteworthy increase in real terms over the past years and stagnated at about 20% of the total 

expenditure for these facilities.  In 2007‐08, government grant to the PNFP providers amounted to UShs 

BOX 3.1: COMMON CAUSES OF DELAYED DISBURSEMENT OF FUNDS  

TO THE DISTRICTS 

 Delayed transfer of funds from the district collection account to the sector accounts at the local 

government level 

 Delayed reporting from lower-level PNFP units delaying release of district NGO grant 

 Slow processing: Lead time from requisition to approval averaged 3–4 days; approval to transaction 

verification, 3 days; transaction verification to internal audit, 3–4 days; internal audit to payment, 5 

days; payment to implementation, 2–3 days; and implementation to accountability, 8–12 days (20–30 

days total for lower-level PNFPs) (MoH 2008a) 
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19 billion and covered nearly 22% of their expenditures. In 2008‐09, however, it was able to finance in 

real terms only 20% of the PNFP expenditures (MoH 2010e). 

The different kinds of services that are often contracted out include the provision of HIV/AIDS services. 

Also, the NMS contracts out private transport to deliver medical products to the last mile (See Chapter 

6 Medical Products, Vaccines, and Technologies for more details). 

Countries like Rwanda have demonstrated that contracting approaches are feasible in the delivery of 

health services (Meessen et al. 2007). Through the use of innovative financing policies, including 

performance-based financing and micro-insurance, Rwanda has been able to achieve improved financial 

access for the poor, increased utilization of health services, and reduced OOP payments for health care 

(Sekabaraga et al. 2011). However, capacity (institutional and human resources) is required to control 

for corruption, maintain standards, and achieve results at reasonable prices. Reliable financing is also 

vital. Contracting other organizations to provide services on behalf of government and financing them on 

the basis of performance indicators, especially in hard-to-reach areas, is a feasible approach. But such 

contractual relations would require the government to formalize contract relations to define health 

priorities, treatment guidelines, quality standards, and user charges. Uganda can learn both from in-

country experiences and experiences from other countries to expand its portfolio of contracting-out 

mechanisms.  

3.8 INSTITUTIONAL CAPACITY BUILDING FOR FINANCIAL 

FUNCTIONS 

HDPs, especially PEPFAR programs, have supported numerous short-term trainings in financial 

management, especially among NGOs. Additional support provided by HDPs includes the recruitment of 

financial managers, annual audits, and a computerized system for tracking financial needs.  

3.9 SUMMARY OF FINDINGS: HEALTH FINANCING  

Table 3.4 summarizes key strengths, weaknesses, opportunities, and threats in health financing. These 

were identified in the context of five health system performance criteria: equity, efficiency, access, 

quality, and sustainability. 
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TABLE 3.4: SUMMARY OF FINDINGS – HEALTH FINANCING  
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 High level of donor funding complements low government funding for health. Significant increases in donor 

funds in the past decade that can be leveraged. 

 The Uganda Country Compact is a new mechanism for coordination to help realign donor funding with 

government priorities. 

 Move towards a mixed NHIS that has different insurance mechanisms for different consumer groups is an 

opportunity to reduce high OOP payments and increase equity. This is an opportunity to build on existing 

CBHI schemes and ensure that NHIS is pro-poor. 

 Provision of free services allows access (but may not be targeted at the very poor).  

 GoU and MoH are open to contracting out and public-private partnerships, with some good examples of 

programs to build on, including the initial success of performance-based financing in one region. 

 New need-based resource allocation formula is being pilot tested, and is expected to be rolled out in 

budgeting the next fiscal year.  

 Budget execution rates are generally good, although new districts have weaker capacity initially. 

 A functional system for financial management, IFMS, is in place. 
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 The health sector is underfinanced and cannot deliver UNMHCP and other essential services. High population 

growth rates combined with growing disease burden and declining tax revenues make this a challenge.  

 Wage bill limits hiring of needed health workers. 

 The increased number of districts means that they have limited capacity for budgeting, planning, tracking funds, 

and other functions – particularly new districts. Need more funds for this new structure with more districts to 

work.  

 Delays in receiving funding create an environment of shortages and management issues at the district level. 
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4. HUMAN RESOURCES FOR HEALTH 

The health workforce is one of the six building blocks of the health system. According to the 2007 

WHO Framework for Action, “Strengthening Health Systems to Improve Outcomes,” a strong health 

workforce is one that “works in ways that are responsive, fair, and efficient to achieve the best health 

outcomes possible, given available resources and circumstances (i.e., there are sufficient staff, fairly 

distributed; they are competent, responsive and productive).”  

A responsive HRH system is comprised of three main functions: 

 Planning the workforce 

 Developing the workforce 

 Managing the workforce 

In planning the health workforce, the system should start with the current and future health needs of 

the country. These care needs can be converted to units of service delivery needed to carry out the 

services that will help the country reach its health goals. HRH planners can then use units of service 

delivery projections to arrive at projections of the number of providers of each type that will be needed, 

and where. As we will see below, these projections will be affected by task shifting, worker productivity 

and distribution, and several other factors.  

With HRH number and distribution goals in hand, the system can begin to align its development and 

education system to begin producing the number of HRH needed to reach the country‟s health goals. 

Finally, perhaps the most critical role comes in managing the health workforce to assure continued 

responsive distribution, high motivation and retention, and maximum productivity of the workforce that 

is in place. As will be discussed below and especially in the recommendations section, providing better 

support to the current workforce through low- or no-cost interventions can often lead to higher units 

of service delivery and quality of care than simply adding numbers to the workforce. Simply hiring more 

workers is always the most costly solution to any HRH problem.  

This chapter assesses the strengths of the HRH components of the health system in Uganda, beginning 

with a view of the current HRH situation. The chapter also provides recommendations to improve the 

HRH situation. 

4.1 OVERVIEW 

The government of Uganda and the MoH were among the first (if not the first) health systems in Africa 

to recognize the importance of HRH and the crisis presented by its current situation with regard to 

HRH numbers, distribution, and management. Perhaps the first fully-functioning Human Resource 

Information System (HRIS) on the continent was developed and launched in Uganda. Hence, Uganda 

enjoys an overall sufficiency of HRH statistics. This section of the assessment is not meant to take the 

place of the many comprehensive reports, assessments, and statistics available in other places. Rather, it 

presents below some illustrative statistics that point to the current situation, strengths and weaknesses 

in the health system, and that suggest some additional solutions. For the most up-to-date statistics on 

the HRH situation as of this assessment writing, see: 

1. Human Resources for Health Audit Report, 2011, Uganda MoH.  
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2. Human Resources for Health Five-Year Roll-Out Plan 2010/11–2014/15: Implementing HRH Policy and 

Aligning HSSIP with HRH Plans, 2011, Uganda MoH. 

3. Human Resources for Health Bi-Annual Report, 2011, Uganda MoH. 

4.1.1 OVERALL NUMBER OF HEALTH CARE WORKERS IN UGANDA 

Uganda has an estimated more than 70,000 health care workers. This includes 30,922 public sector 

workers, a similar number in the PNFP sector (MoH 2011b), and an additional estimated 9,500 in the 

private, for-profit sector (Mandelli et al. 2005). While HRH data for the public sector are quite reliable 

given the country‟s investment in its human resource information system, it should be noted that data 

on the number of health workers who practice exclusively in the private health sector are from 2005. 

Current private workforce statistics are hard to come by and somewhat unreliable. In addition, the high 

percentage of public health care workers who also moonlight in the private sector may result in a high 

number of double-counts. It is quite possible that the number of private sector workers has increased in 

recent years, particularly as result of the increased production of health workers.4  

WHO recommends a ratio of 2.3 health care workers per 1,000 population as a minimum to meet the 

millennium development health goals. Uganda‟s ratio currently stands at approximately 1.8/1,000 (MoH 

2011c). While this ratio represents a considerable improvement over just the last 5–10 years, it is still 

clear that the absolute number of health care workers in Uganda is too low.  

Table 4.1, adapted from the 2011 HRH Audit Report, provides a snapshot of the staffing situation in 

Uganda‟s public sector as of June 2011. Norms refer to number of total positions, while the filled 

column refers to the number of norms filled. Central-level institutions include the two national-level 

hospitals and the regional referral hospitals.  

TABLE 4.1: PUBLIC SECTOR HRH STAFFING SITUATION – CENTRAL AND DISTRICT 

LEVELS, JUNE 2011 

No. Cost Center 
No. of 

Units 

Total 

Norms 
Filled Vacant 

% 

Filled 

% 

Vacant 

1 Mulago Hospital 1 2,801 2,423 433 87% 13% 

2 Butabika Hospital 1 424 393 33 93% 17% 

3 Regional Referral Hospitals 13 4,331 3,121 1,210 72% 28% 

4 General Hospitals 39 7,600 4,751 2,849 63% 37% 

5 DHOs Offices 112 1,232 698 532 57% 43% 

6 HC IV 164 7.920 4,768 3,152 60.2% 39.8% 

7 HC III 803 5,634 3,363 2,271 60% 54% 

8 HC II 1321 4,905 2,197 2,708 45% 55% 

 Total National Level 2454 29,903 18,767 11,136 63% 37% 

Source: MoH 2011 HRH Audit Report 

 

The percentage of filled public sector posts has increased from 38 percent in 2006 (MoH 2007b) to 56 

percent in 2010 (MoH 2010h), and 63 percent in 2011 (MoH 2011b). However, public sector vacancy 

rates remain too high. The rapid increase in the number of districts has likely contributed to high 

vacancy rates in the districts, as the number of health facilities has increased without an increase in HRH 

(MoH 2011b).  

                                                             

 
4 Data on private practitioners from the 2011 HRH Bi-Annual Report was not used to calculate the number of private 

practitioners, because the data from the 2011 Bi-Annual Report did not account for dual practice, which is common in 

the health sector (Konde Lule et al. 2010). 
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4.1.2 GEOGRAPHIC AND FACILITY DISTRIBUTION OF HEALTH CARE 

WORKERS 

In an ideal case, the health system will distribute health care workers to match geographic population 

and disease burden distributions: in other words, health care workers should go where the people are 

and the needs are the greatest. As with most countries worldwide, the distribution of health care 

workers in Uganda does not follow this logic. While only 13 percent of Uganda‟s population is urban 

(WDI 2010), HRH distribution, particularly among higher-level professional cadres, is skewed toward 

urban areas. Likewise, regional distribution is skewed towards the central region inclusive of the capital 

city (Kampala). For example staffing levels in Kampala are 123 percent of posts, while in Namayingo they 

are less than 20 percent (MoH 2011b). The skewed distribution of HRH poses major barriers to access 

to quality health care in rural, remote, and hard-to-reach areas. This mal-distribution is a result of the 

failure of the health system to attract health care workers to these posts, and to retain them once 

there. Table 4.2 details the urban distribution and population ratio for health workers cadres. More up-

to-date data were not available during the data collection, analysis, and writing of this assessment. 

TABLE 4.2: HEALTH WORKER CADRES, URBAN DISTRIBUTION  

AND POPULATION RATIO, 2002 

Health Cadres 
Total 

(2002) 
% Urban 

Population 

per Health 

Worker 

% Self-

Employed 

 Medical doctors   664  70  7,272  14.0  

 Nurses and midwifery professionals   3,361 58  36,810  17.5  

 Dentists   98  75  249,409  23.5  

 Pharmacists   162  80  150,877  22.8  

 Other health professionals  3,572  68  6,843  10.2  

 Allied health clinical   4,378  39  5,583  14.0  

 Nurses and midwives associate professionals  20,340  41  1,202  14.4  

 Allied health dental   342  52  71,468  19.3  

 Allied health pharmacy   600  45  40,737  28.5  

 Allied health diagnostic  1,622  28  15,069  12.0  

 Other allied health professionals   5,828  34  4,194  18.0  

 Nurse assistant/aid   16,621  30  1,471  29.6  

 Traditional medical practitioners     5,430  30   4,501   85.4  

Source: Developing Human Resources for Health (2005): Analysis on health workers from the Uganda 2002 Population and Housing Census  

 

The distribution of health care workers is likewise skewed by facility type, with large, urban facilities 

having the highest percentages of posts filled. Figure 4.1 shows the relative fill rates for doctors, clinical 

officers, nurses, and midwives for five facility types. 
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FIGURE 4.1: RELATIVE FILL RATES IN 2010 AND 2011 FOR DOCTORS, CLINICAL OFFICERS, 

NURSES, AND MIDWIVES FOR FIVE FACILITY TYPES 

 
Source: MoH HRH Audit Report 2010; MoH HRH Audit Report 2011 

 

That said, it should be noted that the fill rates represent a steady increase over the last five years. 

Moreover, fill rates are increasing more rapidly where there is the greatest need, at the health center 

level. While the absolute fill rates, especially at HC IIIs and HC IIs, is still far less than acceptable, their 

rapid increases in one year should be applauded. 

4.1.3 HRH AVAILABILITY BY FACILITY TYPE 

 National level: the staffing picture at the two national referral hospitals remains good, with 87 

percent and 93 percent fill rates (MoH 2011b). Of the cadres employed, the fill rates for medical 

officers remains relatively low, with 67 percent and 71 percent fill rates (MoH 2011b). 

 Regional level: while the overall staffing picture at the referral hospitals remains generally good, 

there is a high degree of regional variability in staffing levels, ranging from 90 percent in Maska to 46 

percent in Moroto (MoH 2011b). The fill rates vary generally with the urban/rural split mentioned 

above.  

 District Health Offices: the staffing picture at DHOs is somewhat less encouraging, with 57 

percent overall fill rate (MoH 2011b). Again, there is a high degree of urban/rural variability in fill 

rates, with 9 percent fill rate in Butambala and Buyende, and 118 percent in Mubende (MoH 2011b). 

 General Hospitals: the 2011 HRH Audit Report notes that of the 40 General Hospitals, only 

Yumbe, Tororo, Bundibugyo, and Tororo are at or above 80 percent staffing levels. Yumbe hospital 
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is at 38 percent while Rushere, Kaabong, and Masafu (newly upgraded) are each at 34 percent (MoH 

2011b).  

 Health Center IV: the fill rates again vary widely, ranging from 138 percent to 17 percent (MoH 

2011b). 

 Health Center III: the fill rates range from less than 10 percent, principally in the new districts, to 

an average of 135 percent for the HC IIIs in Kampala (MoH 2011b). 

 Health Center II: the HC IIs showed even wider variability in fill rates, ranging from 0 percent to 

well over 100 percent. The 2011 Audit Report noted that “most of the HC IIs have the Nursing 

Assistants/Aides as the in-charges which compromises the quality of care provided at these service 

delivery points” (MoH 2011b). 

4.1.4 AVAILABILITY OF DATA ON HRH IN THE PUBLIC, PRIVATE, AND 

PRIVATE NOT-FOR-PROFIT SECTORS 

Efforts led by the MoH and the USAID-funded Capacity Program have provided increasing amounts of 

data about the public sector workforce in recent years. These efforts comprise a key strength within the 

health system, as such data supports evidence-based planning for HRH. However, robust data on the 

private sector is lacking. As the private sector comprises about half of the health care sector in Uganda, 

more reliable data on staffing levels, skill mix, and distribution of the health workforce in the PNFP and 

PFP sectors is crucial. Anecdotal evidence suggests that PNFP health care workers are distributed 

roughly as are those in the public sector, while PFP workers are found almost exclusively in more urban 

areas of higher incomes where individuals have the ability to purchase services. While interesting for 

analysis, these unreliable data are not useful for long-term planning.  

4.1.5 LABOR MARKET DYNAMICS  

Labor market dynamics refers to the movement of health care professionals into and out of service 

provision for any reason. The main inputs of health workers into the workforce include: production by 

medical education institutions in Uganda, immigration from other countries, and rotation back into the 

workforce after periods in other sectors (e.g. international NGOs or prolonged family leave to raise 

children). Health care professionals may also leave the workforce for many possible destinations: 

emigration, retirement, death, or to work in another sector.  

Expansion of HIV-related projects has expanded the labor market for administrative jobs, thus pulling 

skilled health workers from facility-based labor units such as hospitals and health centers into projects 

and project administration (Oomman et al. 2008). Many doctors and nurses have been attracted away 

from bedside clinical care to become managers, coordinators, and monitoring and evaluation officers for 

projects. In addition, doctors posted to manage health sub-districts function more as administrators of 

programs than as doctors treating patients (Ssengooba et al. 2005; ECSA-HC 2010). 

Even within the active, caregiving sector, there is movement of HRH between the public, PNFP, and PFP 

sectors. For example between 2005 and 2009, local governments recruited about 2000–2500 workers 

every year, and this may have contributed to the annual attrition rate of PNFP health workers (especially 

for nursing cadres and doctors), reported as between 30–40 percent (MoH 2010d).  

Although there is no systematic data to capture its full impact, external migration is said to be 

increasing. Better working conditions and more attractive salaries in the region and abroad are major 

pull factors. For example, the average monthly salary for a senior nurse/midwife is US$341 in Uganda, 

compared to US$630 in Tanzania and US$1,384 in Kenya (WHO 2009). 
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4.1.6 PRODUCTIVITY OF THE EXISTING WORKFORCE 

Given the relatively intractable problems of funding to hire more workers, the question of how the 

existing workers spend their time becomes paramount. The question of productivity is two-layered: 

how much time do health care workers spend on the job, and what portion of that time is spent in 

patient care. Studies in other sub-Saharan African countries suggest that health care workers in general 

spend less than half their time on direct patient care, the duties for which they were specifically trained. 

While more thorough studies of health care worker productivity are needed in Uganda, some initial 

evidence is illuminating. Figure 4.2 details the productivity of the doctors at General Hospitals and 

Health Center IVs, using data from 2004.  

FIGURE 4.2: PRODUCTIVITY OF DOCTORS AT GENERAL HOSPITALS  

AND HEALTH CENTER IVS 

Doctor’s Scope of Work in General Hospital  Doctor’s Scope of Work in Health Center IV 

 
 

Source: Ssengooba  2004 

 

At General Hospitals the situation is relatively encouraging: doctors spend most of their time in patient 

care or supervision. At Health Center IVs, however, the picture is somewhat less desirable: doctors 

clearly spend the majority of their time in non-patient-care activities. Interviews with key informants 

indicated that these patterns of health workers productivity still hold. See also the recommendations 

section for a brief discussion of options for shifting administrative tasks away from medically trained 

professionals. In addition, Wittcoff et al. (2010) found that the productivity of health workers at HIV 

clinics was 56 percent. In their study, staff meetings and preparation of reports were considered 

unproductive activities. 
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“It is time for the health ministry to divorce clinical management from general administration and let 
specialization take its course. This would allow the clinical staff to concentrate and grow in their respective 
areas of specialization. It would also mean that health workers would rely on the administration side to 

offer logistical and other non-medical support  
(Mugagga 2009).  
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In Uganda, an even bigger problem than how health care workers spend their time at work may be 

whether they come to work at all: Chaudhury et al. (2006) found that an absenteeism level of 37 

percent at that time cost Uganda over UGX25 billion a year. Key informant interviews suggested that 

absence rates are about the same as they were in 2005. 

4.2 HUMAN RESOURCE POLICY 

HRH policies formalize how health care personnel are treated as they enter, work in, and leave 

employment. This section provides an overview of HRH policy and its implementation in Uganda, as well 

as a discussion of coordinating mechanisms and human resources management within the MoH. 

4.2.1 EXISTING HRH STRATEGY AND POLICY 

A key strength of the health system in Uganda in relation to HRH has been the collaboration between 

government, health development partners, and civil society to develop a strong HRH policy and strategy, 

which was launched in 2007. Stakeholders interviewed for the assessment indicated that the HPAC and 

the HRH working group have been integral to advancing the development of HRH strategy and policy in 

Uganda.  

The HRH policy and strategic plan are widely cited in health sector documents. The policy and strategy 

have contributed to the nearly universal recognition that the health workforce situation is a major 

constraint to the performance of the health system as a whole and the achievement of national health 

goals. Major challenges discussed in the HRH strategy and policy include unattractive wages, inadequate 

availability of pre-service health training, and poor training capacity and quality among health training 

institutions.  

For more information about HRH policy and strategies in place to deal with HRH issues, see the MoH 

Human Resources for Health Five-Year Roll-Out Plan 2010/11–2014/15: Implementing HRH Policy and Aligning 

HSSIP with HRH Plans (MoH 2011c). 

4.2.2 HRH COORDINATION MECHANISMS  

Various organizations have set up platforms for collaboration and coordination on implementing HRH 

policy. The HRH Working Group at the MoH is relatively active and oversees the development of HRH 

activities, such as the workforce information system and district HRH plans. There have been some key 

successes in addressing major constraints to improving the HRH situation: 

 Health training institutions affiliated with UCMB and UPMB established a joint forum to ensure 

coordinated developments and a unified approach to dealing with their stakeholders.  

 The Capacity Program, in an effort to address issues linked to slow recruitment of health workers, 

established a committee to enable the participation of the relevant stakeholders from different 

ministries – Public Service, Finance, Health, and Local Government.  

 The European Union Developing Human Resources for Health project introduced grants that are 

expanding the training infrastructure for nursing schools. The project also established an inter-

ministerial taskforce to support its project activities.  

 In an effort to respond to the challenge of recruiting in the districts, the MoH established a 

partnership with local governments to ensure that job advertisements are centrally coordinated, so 

that districts are assisted in advertising together to reduce the phenomena of multiple applications 

by the same pool of recruits/health workers (MoH 2007). 
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Training of health workers is a key area that would benefit from improved coordination. For instance, 

the production of the health workforce and the attainment of a reasonable skill mix in the production 

pipeline is a responsibility of the Ministry of Education and Sports. However, most health training 

schools for nurses and midwives are owned by faith-based entities like the Catholic Health Services and 

the Church of Uganda (a Protestant denomination) that have direct institutional collaboration with the 

MoH. There is also an increasing number of private for-profit health training schools that have been 

established – some without the prerequisite for training standards (Bugembe 2009). Regarding pre-

service training outcomes, there is currently little coordination to guide enrollment into different 

specialties to ensure that there is a balanced skill mix in the pre-service training pipeline. While 

universities like Makerere are producing degree-level nurse and laboratory professionals, the Ministries 

of Health and Public Service have not created provisions to integrate these professionals into the 

workforce (UNFPA 2009). In addition, some stakeholders, such as UNFPA, are advocating for the 

phasing out of some curricula, such as comprehensive nurse training, while other stakeholders are 

financing the scaling-up of the same programs (MoH 2010; AMREF 2004). Finally, there is a lack of 

consensus on the Ministry of Education and Sports‟ intention to use modern teaching laboratories with 

learning objects and models for clinical practice. This has attracted strong criticism from the MoH 

Minister (Bugembe 2009).  

4.2.3 HRH POLICY IMPLEMENTATION 

Overall, implementation of the HRH strategy and policy has been slower than planned. Stakeholders 

interviewed for the assessment indicated that some activities being implemented are minor or peripheral 

to major HRH issues and that plans for scale-up are needed. Uganda still lacks a strong platform for 

communication and shared decision-making on policy implementation (Ssengooba et al. 2005; Ssengooba 

et al. 2010). One possible explanation for this lack of effective implementation may be that over the last 

few years the MoH has experienced multiple and significant changes within the leadership responsible 

for HRH issues. Another possible explanation is that these structures have been established mainly for 

communication and knowledge sharing, without accountability or responsibility for HRH outcomes.  

4.2.4 HUMAN RESOURCE MANAGEMENT WITHIN THE MOH 

An encouraging development in the HRH landscape in Uganda is the recognition of the need for human 

resource management (HRM) skills in general, and specifically in the MoH. The recognition of the need 

for HRM ranges from high-level human resource (HR) planning skills, to day-to-day performance 

supervision. The GoU has undertaken a program of training HR leaders and managers within the MoH. 

HRM and general leadership skills are now part of the HSSIP and its indicators, with clear targets 

attached to each. HRM leaders have been identified within the MoH and the regions, and roll-out of a 

world-class HR management training course has started, with the training of 16 key HR leaders in 2010.  

While these efforts are nascent, the recognition of the need for specialized HRM skills and departments 

within the MoH is an encouraging sign. 

4.3 FINANCING WORKFORCE COSTS 

Workforce projections in the national HRH strategy and plan were mainly driven by assumptions about 

trends of the government wage bill and constraints thereof (MoH 2007a). Given the low increase in the 

wage bill assumed in the projections, the projected workforce size will remain below WHO minimum-

standard ratios needed to achieve the Millennium Development Goals. Relative to WHO standards, the 

gap in the workforce size between 2010 and 2020 will increase from 40,000 to 60,000, as shown in 

Figure 4.3 (Oomman and Wendt 2010). 
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FIGURE 4.3: GAP BETWEEN THE PLANNED WORKFORCE SIZE AND IDEAL SIZE 

RECOMMENDED BY WHO: DOCTORS, NURSES, AND MIDWIVES, 2005–2020 

 

Source: Oomman and Wendt 2010.  

 

Across the public sector, the wage bill is a protected expenditure – implying that it is not vulnerable to 

cuts, as are operational funds for other health care inputs. (Figure 4.4 shows the trend in wage and non-

wage expenditure for the health sector.) The wage bill is centrally controlled, meaning budget-holding 

centers in the public sector are unable to budget for their needs, having to conform to “ceiling” and 

“floor” guidelines within which to fit their budgets. Most planning and strategic decisions about 

workforce size, staffing norms, and recruitment activities are constrained by the wage bill projections 

provided as part of the government MTEF.   

FIGURE 4.4: WAGE AND NON-WAGE EXPENDITURE TRENDS FOR THE HEALTH SECTOR, 

1997/98–2006/07 

 
Source: Okwero et al. 2010  

 

Multipronged efforts by civil society, the MoH, and implementing partners to advocate for increased 

domestic funding for HRH have been consistent.  
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4.4 PERFORMANCE MANAGEMENT 

There have been few careful studies of the performance of the health workforce in Uganda. While 

earlier surveys suggested a possible performance increment in the PNFP sector variously associated with 

“working for God,” “sacrifice,” and the strong institutional culture among faith-based organizations 

(Ritva and Svensson 2002; Ssengooba et al. 2002), a recent study found that intrinsic motivation is linked 

to a high degree of religiosity, regardless of which sector a health worker works in (Ogrodnick et al. 

2011).  

The public health system in Uganda has a mechanism for regular performance appraisals and 

development plans for all staff. However, evidence shows that the appraisals have not been used 

consistently. Moreover, staff development activities are organized not in response to staff skill needs, but 

rather in an ad hoc manner. The lack of promotional avenues and incentives within the district health 

system may explain in part why performance appraisal is viewed more as a ritual than a tool for 

performance improvement and career development (Ssengooba et al. 2007).  

Looking beyond individuals, the performance of individual or aggregate health care facilities is not 

tracked or reported. Multiple performance indicators for facilities could be tracked with existing or low-

cost mechanisms. These indicators include the number of visitors by service type, client satisfaction 

(through simple exit-card systems), health outcomes, community health visits, etc. Lack of accountability 

to clients and the health system removes possible natural motivational mechanisms.  

It should be noted that there are nascent efforts for introducing accountability and a culture of 

performance in the MoH. A few pilot districts have received training on how to implement a thorough 

performance improvement approach that makes providers and facilities accountable to clients. These 

efforts are encouraging and can serve a vital role in helping the existing workforce deliver the highest-

quality care. Bringing these efforts to scale, however, will not be easy and will need continued attention 

from the MoH leadership. 

4.5 TRAINING, EDUCATION, AND LICENSING  

By 2005, there were 66 health training institutions – 32 owned by governments, 29 by PNFPs, and 5 

founded on a private for-profit basis. Since 2005, more private sector training institutions have appeared 

in an environment of relatively little regulation and oversight (Bugembe 2009). According to the HRH 

strategic plan, nearly 10,000 health workers were in the production pipeline in 2005, the intention being 

to attain a ratio of 2:5:1 for senior, mid-level, and support cadres for the future workforce (MoH 

2007a). The skill mix in the pipeline and the annual outputs are shown in Figure 4.5.  More up-to-date 

data were not available at the time of the assessment. 
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FIGURE 4.5: MEDICAL PROFESSIONALS IN TRAINING, 2005 

 

Source: HRH Strategic Plan 2007 

 

In terms of nurse absorption, a recent study found about 70 percent were employed within six months 

after graduation; however, many of these nurses do not find work in the public sector (Uys et al. 2010). 

As mentioned above, there is a clear disconnect in the health system between institutions producing 

new health care workers, and the receiving systems for those workers (MoH and private sector). In an 

ideal situation, the health production system would respond to current and projected needs in the 

workforce. While not unique to Uganda, housing health worker production and use in different 

ministries (Education and Sports and Health, respectively) leads to differences in political and fiscal 

priorities.  

4.5.1  WORKFORCE LICENSING AND REGULATION 

There are four health professional councils in Uganda: the Uganda Nurses and Midwives Council; the 

Uganda Medical and Dental Practitioners Council; the Allied Health Professionals Council; and the 

Pharmacy Council. These are all autonomous bodies created by an act of Parliament. They are 

independent of the MoH, but governed by health sector policy. Ratification of the Pharmacy Council Act 

is still pending, but it is fully functional as the registering body. 

There is evidence that the Uganda Nurses and Midwives Council is under-resourced and unable to 

provide effective regulation. One study showed that licensure to practice was only provided to 28 

percent of the 25,482 nurses and midwives that graduated before 2006 (Spero et al. 2011). The most 

recent data available indicate that while 42,166 nurses and midwives total have been registered, only 

17,582 (41 percent) have been licensed. While fees for licenses may play a part in low licensure 
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percentages, the ability to practice without a license raises the question of why a nurse would seek a 

license.  

4.5.2 COST OF TRAINING PROGRAMS 

The government policy of 2000 to privatize higher education has produced mixed results. Studies have 

shown that end-user training costs are too high to support the HRH policy to achieve the targeted size 

of the workforce. The majority of trainees finance their pre-service training OOP, with students paying, 

on average, about US$2,500 each for the 2.5 year nursing course. Since the implementation of the 

economic reforms that led to the government‟s abandoning the financing and production of health 

workers, government-owned Health Training Institutions (HTIs) have come to rely increasingly on 

tuition fees, which now account for an estimated 60 percent of their revenue. In spite of this revenue, 

HTIs remain underfinanced and unable to provide high-quality education (UNFPA 2009).  

Recognizing the obstacle that tuition fees present to individuals, development partners and the 

government are working to address the problem. For instance, DANIDA and the MoH established a 

scholarship scheme to target poor students from hard-to-reach districts (MoH 2010). At the time of this 

study, the scheme was admitting about 100 to 150 students per year. In addition, PEPFAR and medical 

schools in Uganda have launched an initiative to support medical training institutions. Efforts to expand 

access to pre-service training are crucial, and should be combined with efforts to expand the ability of 

the public health sector to absorb new graduates. 

4.5.3 QUALITY OF TRAINING  

Evidence indicates that the quality of pre-service training programs is low in Uganda. Several strikes 

among students, due to inadequate tutors and learning resources, have been reported in the media 

(Kairu 2009). A study by UNFPA-Uganda (2009) found that tutor-student ratios are poor – i.e., 1:60 

compared to the international standards of 1:10. The study also found poor quality assurance 

mechanisms present in the teaching processes, and inappropriate learning environments with shortages 

of medical staff, medicines, and nursing tools. Finally, the study found that most of the tutors were not 

formally qualified to be tutors.  

A recent report on comprehensive nurse training in Uganda found wide variability of the quality of 

training among institutions (Uys et al. 2010). The overall quality of training received was sub-par 

especially in the clinical topics of midwifery and psychiatry, two core areas of the curriculum (Uys et al. 

2010). 

While the health system lacks a cohesive system for assuring the quality of health care pre-service 

education, there have been encouraging ad-hoc efforts on the part of several parties involved in training. 

For instance, in an effort to improve the quality and output of HTIs, the EU Developing Human 

Resources for Health project provided scholastic materials and learning laboratories, and built more 

space for training and student residences. In addition, PNFP bureaus have developed accreditation 

programs for the training schools affiliated with these bureaus as a mechanism to improve the quality of 

training and strengthen the governance institutions therein. The MoH-DANIDA scholarship scheme 

among PNFP HTIs provides guidelines for a Board of Governors and other institutional processes to 

ensure management capacity development (MoH 2010h).  

As in most countries in the region, in-service training of health care workers is carried out in an ad-hoc 

manner, usually in response to donor/project offerings. Reports, especially from HIV programs, showed 

that thousands of training events have been completed every year with the support of PEPFAR funds. 

These in-service programs enabled the scale-up of HIV programs in the period 2004–2011. For example, 

the CDC-Uganda program for HIV training has provided funds to enable strong collaboration in quality 

improvement in the in-service and pre-service training for HIV care in Uganda. Ensuring uniform 
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standards, accreditation, and that trainings do no disrupt service provision, is important for the 

continued success of these programs.  

4.6 SUMMARY OF FINDINGS: HUMAN RESOURCES FOR 

HEALTH 

Table 4.3 summarizes key strengths, weaknesses, opportunities, and threats in human resources for 

health. These were identified in the context of five health system performance criteria: equity, efficiency, 

access, quality, and sustainability. 

TABLE 4.3: SUMMARY OF FINDINGS: HUMAN RESOURCES FOR HEALTH 
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 The government has introduced incentives to attract health workers to 15 remote and hard-to-reach 

districts. 

 Efforts are underway to implement HR management systems that are aimed at improving recruitment in 

the districts and reducing absenteeism. 

 Efforts by government and development partners have led to increased enrollment in pre-service 

training.  

 In terms of HRH for HIV, there is comprehensive coverage of in-service HIV training to support HIV 

program scale-up. 

 A comprehensive HRIS has been developed and will be brought to scale by 2014. 

 A task shifting position paper has been drafted. 

 Data on public sector staffing are routinely collected. 

 Development partners facilitate in-service training. 

 A university course on HR management has been introduced. 

 An HRH strategy and policy is in place.  

 A motivation and retention strategy has been costed. Non-monetary and monetary motivation and 

retention activities have been implemented at both the national and the district levels. 

 HRH TWG and other mechanisms exist which facilitate coordination and information sharing among 

stakeholders. 
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 Distribution of doctors and other key cadres is skewed toward hospitals and urban centers. 

 Significant HRH gaps exist in the public sector across all health cadres, and vacancy rates are highest in 

districts, lower level health units, and hard-to-reach areas. 

 The wage bill limits the ability of the public sector to absorb new health workers. 

 Lack of integration of HIV into public health service delivery exacerbates attrition of public health 

workers as a result of wage disparities. 

 Data on the private sector is lacking.  

 Fragmentation of workforce information across several agencies responsible for different functions limits 

effective HR planning. 

 HR management systems are weak, making recruitment and performance management challenging. 

 Pre-service training programs lack quality. Implementation of continuous quality improvement 

mechanisms for pre-service training is weak.  

 Coordination between the MoH and the Ministry of Education around pre-service education is lacking. 

 Weak coordination around in-service training disrupts service delivery. 

 Implementation of HRH strategy is weak. 

 Low wages in the public sector result in internal and external worker migration. 
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5. SERVICE DELIVERY 

Health service delivery is the backbone of any health system. Historically, African governments provided 

the majority of health services through a vast infrastructure. However this public-only delivery system 

has changed dramatically in the last 20 years. Uganda is no exception to this trend and in fact, the health 

service delivery system includes a wide array of public and private health care providers working in 

many different clinical settings. The challenge when assessing health services is to capture how inputs 

and services are organized and managed among all health actors to ensure access, quality, safety, and 

continuity of care, across health conditions and across different locations and time (WHO 2007). This 

chapter of the health system assessment focuses on service delivery outcomes (health indicators), 

utilization of health services, coverage and availability of services among the public and private sector 

providers, ensuring quality in health service delivery, and community participation. 

5.1 OVERVIEW AND HEALTH INDICATORS 

In Uganda, mortality indicators improved significantly between 2000 and 2010, but they remain relatively 

high. For example, there was a decline in the infant mortality rate from 89 deaths per 1,000 live births in 

2001 to 63 deaths per 1,000 live births in 2010 (UBOS 2010a; World Bank 2011). The country is still a 

long way from achieving the MDGs, as can be seen in Table 5.1. 

TABLE 5.1: HEALTH SECTOR INDICATORS FROM 2001 TO 2010 COMPARED TO THE MDG 

TARGETS OF 2015 

Goal/Indicator 2001 2006 2010 Target by 2015 

Mortality rate, infant (per 1,000 live births) 84.9 71.8 63 31 

Mortality rate, under-5 (per 1,000) 139.1 115.3 98.9 56 

Immunization, measles (% of children ages 12–23 

months) 
59 71 55 No target 

Maternal mortality ratio (national estimate, per 

100,000 live births) 
505 435 430* 131 

Births attended by skilled health staff (% of total) 39 41.9 N/A 100 

Source: World Bank  2011  *Data from 2008 

 

High levels of maternal mortality can be attributed to high fertility, the high incidence of infectious 

diseases, poverty, and poor health services for pregnant mothers (MoH and Macro International 2008). 

In the 2009/10 health sector report, it was reported that a very high number of maternal deaths 

continue to occur in Ugandan government and PNFP hospitals.5 According to some respondents, the 

high maternal death rate in hospitals is partially due to women reporting to the hospitals too late in 

their labor process. The lack of decision-making power of women at the household level also affects 

their health-seeking behavior, especially during pregnancy (GoU 2010b). There is also a high unmet need 

for family planning (UDHS 2006). Other challenges women face accessing care include lack of money for 

treatment, travel distance, unavailability of medication, and reluctance to go without support from 

relatives. The degree of difficulty in accessing health care varies according to region, with Kampala (the 

capital city) having fewer women reporting access problems, while women in the southwestern and the 
                                                             

 
5 These data on private for-profit hospitals are not available. 
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northern parts of the country (the areas with highest infant and under-five mortality rates) reported the 

greatest access challenges (UBOS and ORC Macro 2006; Okwero et al. 2010). Specific challenges in 

addressing maternal health problems in Uganda include inadequate funding; lack of adequate health 

workers, medicines, and supplies; inappropriate infrastructure and buildings; inadequate transport; and 

lack of communication equipment for referral (GoU 2010b).  

Table 5.2 presents additional health outcome indicators. Note that some indicators have remained 

stagnant or declined. Of particular concern is that the immunization rate and the fertility rate has 

remained fairly constant since 2005 (UDHS 2006). There has been an apparent decline in the percentage 

of deliveries taking place in facilities, which warrants further investigation.  

TABLE 5.2: SELECT HEALTH OUTCOME INDICATORS 

Indicator Uganda Year Source 

Overall child mortality due to malaria, acute respiratory tract 

infections, diarrhea, and malnutrition (%) 
over 70 2010 MoH 2010 

Fertility rate, total (births per woman) 6.24 2009 WDI 2011 

Currently married women using modern contraceptive 

methods (% ages 15–49) 
18 2006 UDHS 

Currently married women using traditional contraceptive 

methods (% ages 15–49) 
6 2006 UDHS 

Couple Years of Protection 234,259 2004/05 MoH 2010 

 
494,908 2009/10 MoH 2010 

Pregnant women who received 1+ antenatal care visits (%) 94.5 2006 UDHS 

Deliveries taking place in health facilities 38 2004/05 MoH 2010 

 (GoU or PNFP) (%) 33 2009/10 MoH 2010 

DPT3 vaccine coverage for one-year-olds 
46 2000 UDHS 

64 2008 WHO 2009 

 

 

Uganda has registered some progress in the reduction of infant and under-five mortality rates. One of 

the interventions to reduce under-five mortality rates has been the government‟s Integrated 

Management of Newborn and Child Illness (IMNCI) strategy. However, IMNCI is challenged by 

inadequate availability of essential drugs and equipment (Pariyo et al. 2005). There have also been 

interventions at the community level, especially through integrated community case management and the 

USAID-funded Indoor Residual Spraying (IRS) project (to prevent and control malaria) in northern 

Uganda. Other government- and development partner-supported interventions include revitalization of 

Expanded Program on Immunization, Newborn Survival, Child Days Plus, and nutrition programs, 

especially Infant and Young Child Feeding and HIV/AIDS programming.  

Stakeholders indicate that challenges to delivering reproductive health services in the country include 

lack of demand for some family planning and reproductive health services, limited human resources, 

poor access in certain areas, poor remuneration of public service providers (contributing to low 

performance and understaffing), and poor housing for health workers at health facilities. See Chapter 3 

Health Financing and Chapter 4 Human Resources for Health for more details.  

Increased political will is needed to tackle the challenges of increasing immunization coverage. Lack of 

MoH human resources contributes to an inadequate amount of facility-based immunization. Some of the 

other challenges to immunization delivery include irregular gas supplies required to maintain cold chain 

system, lack of Child Health Cards and tally sheets for recording child immunization, inadequate 

transport at the district level for delivery of vaccines and supplies to the lower levels, and irregularity of 

outreach (MoH 2010e). The implementation of immunization services is coordinated at the district level 
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by the District Health Officer who supervises the provision of services in both the public and private 

sectors. At the community level, the VHTs mobilize their communities through outreach and 

information campaigns for immunization services (GoU 2010b). 

The characteristics of the HIV pandemic in Uganda are detailed in Table 5.3. 

TABLE 5.3: OVERVIEW OF THE UGANDA HIV PANDEMIC, 2009 

Number of People Living With HIV     1,200,000  

Adults aged 15 to 49 prevalence rate   6.5%  

Adults aged 15 and up living with HIV   1,000,000  

Women aged 15 and up living with HIV   610,000  

Children aged 0 to 14 living with HIV   150,000  

Deaths due to AIDS   64,000  

Orphans due to AIDS aged 0 to 17   1,200,000  

Source: UNAIDS (2009 estimates) 

 

 HIV prevalence among the adult population has dropped from an estimated 18 percent in the early 

1990s, and has stagnated over the past eight years at approximately 6.5 percent (World Bank 2011; 

GoU 2010b).  

 About 20 percent of new infections in 2008/09 were children who contracted it via transmission 

from their mothers (MoH 2010e).  

 In recent years there has been a shift of the epidemic from single, younger individuals to older 

individuals between 30–35 years, who are married or in long-term relationships (MoH and ORC 

Macro 2006).  

The data suggest that many women lack access to services for prevention of mother-to-child 

transmission of HIV. Some of the possible causes of increases in HIV prevalence among older, married 

adults are trends of multiple concurrent partnerships, extra-marital relationships, and non-disclosure.  

The population still faces a high disease burden, with malaria being a common cause. The number of 

patients seen at hospitals with non-communicable diseases such as cardiovascular diseases and cancer 

has been increasing in recent years (MoH 2010e). Yet the number of malaria patients seen in the health 

facilities between 1999 and 2009 has grown year on year, as reported in the Health Management 

Information System (HMIS), indicated in Figure 5.1. 
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FIGURE 5.1: TRENDS IN REPORTED MALARIA IN UGANDA  

 

Source: Uganda HMIS Records 

Note: All ages; crude and adjusted malaria diagnosis from HMIS and estimated confirmed cases based on slide prevalence rate. 

 

5.2 ORGANIZATION OF SERVICE DELIVERY  

The public health care system under the MoH is organized in a tiered structure. The numbers and types 

of facilities, distribution of care, the expected population served by a facility, and the level of facility that 

offers the expected care are shown in Table 5.4.  

Health Center IVs were introduced as a strategy to address poor access to health care services. This 

means that the introduction of a HC IV to an area can be seen as a proxy for areas of poor access to 

hospital services, as HC IVs were designed to be able to handle some emergencies (like emergency 

obstetric care) which were normally handled at hospital level. So, in the absence of easy access to a 

hospital, HC IVs are supposed to provide at least some emergency services which would normally have 

been provided by a hospital. 

Health Center IVs were introduced beginning in 1999 under a national health policy. For every 100,000 

population, there must be a HC IV according to policy standards (Health Sub-district Concept of 1999–

2000). Table 5.4 illustrates that this goal has not yet been achieved. 
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TABLE 5.4: STRUCTURE, CHARACTERISTICS, AND SIZE OF THE HEALTH CARE SERVICE DELIVERY SYSTEM 

Type of Facility Physical Structure and 

Services 

Clinical 

Personn

el 

Location Population Served Number of Facilities 

Standard Current Gover

n-

Ment 

Private 

Not-For-

Profit 

Private 

For-

Profit 

Total 

Health Center I 

(A.K.A. Village 

Health Team) 

None  N/A Village 1,000 N/A N/A N/A N/A N/A 

Health Center II Stand-Alone Facility, Outpatient 

Services  

Nurse Parish 5,000 14,940 1562 480 964 3,006 

Health Center III Inpatient Facilities (Maternity 

and General Ward) and 

Laboratory/Microscopy 

Clinical 

Officer 

Sub-County 20,000 84,507 832 226 24 1,082 

Health Center IV Outpatient and Inpatient 

Services, Wards, Operating 

Theatre, Laboratory and Blood 

Transfusion Services 

Doctor County 100,000 187,500 12 1 177 190 

General Hospital Hospital, Laboratory, and X- 

Ray 

Doctor District 500,000 263,157 64 56 9 129 

Regional Referral 

Hospital 

Specialists Services Doctor, 

Specialists 

Region 3,000,000 2,307,692 

National Referral 

Hospital 

Advanced Tertiary Care Doctor, 

Specialists 

National 10,000,000 30,000,000 

Totals      2,470 763 1174 4,407 

Source: Government of Uganda, Health Sector Strategic Plan, 2000/01–2004/05; HSSIP 2010/11–2014/15 
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There are 13 Regional Referral Hospitals (RRHs) in the country, but for the annual reporting exercise 4 

large PNFP hospitals (Nsambya, Rubaga, Mengo, and Lacor) with the scale and scope of RRHs are 

included, making a total of 17 RRHs (MoH 2011e). There are two National Referral Hospitals (Mulago 

and Butabika). 

Both the public and private sectors play an important role in supporting communities to improve their 

health. Uganda has a vibrant private sector which contributes more than 50 percent of the services 

delivered in the country (MoH 2010a). The country had a very effective public health care system in the 

1960s, soon after independence; however, with the political turmoil of the 1970s and early 1980s, the 

health system collapsed and this left a gap that was filled by the private sector, especially faith-based 

providers (also called private not-for-profits). The private sector benefited from the liberalization of the 

economy which began in the 1990s (Adome et al. 1998). Spending within the private health sector now 

accounts for more than 70 percent of total expenditures on health (WHO 2009). 

The private sector is composed of the private not-for-profit (PNFP) and the private for-profit (PFP) 

health providers. The PNFPs are divided into two groups: the facility-based PNFPs (FB-PNFP) which 

offer preventive and curative care; and the non-facility-based PNFPs (NFB-PNFP), which offer 

preventive, rehabilitative, and palliative care. About 41 percent of the hospitals and 22 percent of the 

lower-level facilities belong to FB-PNFPs. More than three-quarters of the FB-PNFPs belong to the faith-

based umbrella organizations of Uganda Catholic Medical Bureau, Uganda Protestant Medical Bureau, 

Uganda Muslim Medical Bureau, and Uganda Orthodox Medical Bureau. UCMB has 37 percent of the 

FB-PNFPs while UPMB has 31 percent, with the remainder shared between the other organizations. The 

PNFP sector has a significant presence in rural areas. The PFP sector is growing at a moderate pace, 

with most practitioners located in towns (GoU 2010b). There has been a recent increase in the number 

of practitioners of non-indigenous traditional or complementary medicine such as Chinese and 

Ayurvedic medicine (MoH 2010f). These TCMPs include herbalists, traditional bone setters, traditional 

birth attendants, hydro-therapists, spiritualists, and traditional dentists. TCMPs are present in both rural 

and urban areas (GoU 2010b). The definition of private facilities do not stringently follow the definitions 

in Table 5.4, nor do referrals between the public and private sectors, while functioning, follow a 

hierarchical structure in all cases. 

The private sector – both PNFP and PFP – has considerable infrastructure and resources that can be 

leveraged to address many of the public health goals outlined in HSSIP. The data in Figure 5.2 reveals the 

percentage of health facilities functioning outside of the public sector purview. For Health Center IIs, the 

split is approximately 50/50 with the PFP managing more health centers (32 percent) compared to PNFP 

(16 percent). The ownership pattern changes dramatically for Health Center IIIs, with the public sector 

managing 77 percent of all health facilities, and with PFP facilities accounting for only 2 percent of 

facilities at this level. The PFP sector dominates (93 percent) at Health Center IV level compared to its 

modest investment at the hospital level (7 percent). Clearly, the PFP sector has decided its health-

market niche is at the Health Facility IV level, and providers have invested heavily at this level. The 

governments, on the other hand, along with PNFPs, are the largest owners of hospitals in Uganda.  
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FIGURE 5.2: FACILITY OWNERSHIP IN UGANDA, 2010 

Source: Government of Uganda, HSSIP 2010/11–2014/15 

 

5.2.1 INTEGRATION  

The Second National Health Policy (2010) describes an objective of increased integration within the 

public sector and between the public and private sectors in health care delivery, training, and research 

(MoH 2010f). Within the public sector, some services like TB management, HIV/AIDS care, and 

immunization have a strong vertical approach. There have been efforts to integrate these services into 

the wider system, as well as to increase cooperation/integration of these services between the private 

and public sectors. Somewhat greater integration for HIV and TB care has generated benefits in 

diagnosis, treatment, and outcomes (Howard and El-Sadr 2010). Integration-focused interventions, e.g. 

IMNCI, environmental health, and health promotion, have cost savings that accrue through multi-

purpose training and multi-tasking. Integration is intended to be enhanced at the community level and 

the primary health care service level in prevention, curative, rehabilitative, and palliative care (GoU 

2010b).  

Integration efforts between the PNFP and public sector are stronger when compared to the PFP sub-

sector. The PNFP facilities are integrated with the public health care system at the central level. The 

PNFP sector is involved in MoH planning, and PNFP facilities make reports that are integrated into the 

government Health Management Information System. This integration is strong at the central level, but 

there needs to be greater integration of the PNFP and the public sectors at the district level.  

The private for-profit health care providers are not well integrated within the health sector at either the 

central level or the district levels. The PFP stakeholders, although included in many of the participatory 

policy and planning processes, do not enjoy the same level of partnership as the PNFP groups. The 
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government has made important efforts to better integrate the PFP groups by drafting a public-private 

partnership policy, but this policy has yet to be approved. If ratified, the policy will provide a framework 

for significant integration of private health providers, both PNFPs and PFPs. It is important to note that 

poor organization of the diverse range of PFP entities also contributes to the lack of its integration into 

policy and planning. Currently there is a wide array of PFP organizations representing the different PFP 

health activities, but there is no one unifying structure facilitating dialogue and interaction with the PFP 

sector.  

Greater integration of the private and public sectors could have several positive impacts on the health 

system such as:  

 Reduced duplication of services between the public and the private facilities 

 More comprehensive planning when both the public and the private sectors integrate their 

information  

 Inclusive health policy that reflect the perspective of all stakeholders, thereby increasing buy-in and 

the likelihood of consistent implementation across the sectors 

 Enhanced quality when both the public and private facilities access training 

 Opportunities to leverage considerable PFP infrastructure as well as large percentage of health 

personnel currently working in the PFP sector  

5.2.2 THE REFERRAL SYSTEM 

The referral system is a formalized system that requires a patient from a lower level facility to obtain a 

referral note from the health workers in that facility in order to go to the relevant higher level facility. In 

practice however, the referral system in Uganda is not very effective. Lack of ambulances, fuel, or both 

prevents patients from quickly transferring from one facility to another in the case of referrals. The 

referral mechanism also faces the challenges of poor road networks or terrain, and lack of referral 

forms, relevant emergency medicines, and supplies including blood for transfusion at the referral facility 

(MoH and Macro International 2008; GoU 2010b). In addition, people often have to pay for emergency 

care, and inability to pay for the services might delay access to or provision of referred services. A 

critical challenge for referral is the inadequate capacity of the health facilities, especially the Health 

Center IVs, to handle emergency cases such as caesarean sections or blood transfusion.  

A common practice is that patients, particularly those with more money than the average, bypass the 

lower level facilities, and self-refer themselves to whatever higher-level facility they perceive as good for 

them. This leads to congestion of high-level hospitals (like Mulago teaching hospital) with patients with 

minor ailments that could have been treated at lower levels.  

5.3 AVAILABILITY AND COVERAGE OF SERVICES 

In Uganda, the government has committed to provide universal coverage for the Uganda National 

Minimum Health Care Package. Within the second National Health Policy of 2010, the UNMHCP 

(described in Chapter 1 Background and Country Overview) has been put into four clusters: 1) Health 

Promotion, Disease Prevention, and Community Health Initiatives; 2) MCH; 3) Prevention and Control 

of Communicable Diseases; and 4) Prevention and Control of Non-Communicable Diseases (GoU 

2010b).  

Availability of services is impacted by the location of facilities and the degree to which the facilities are 

functional, i.e. hours of operation and adequacy of human resources, equipment, and supplies. About 72 

percent of the population in Uganda lives within a 5 km radius of a health facility (MoH 2010e). 

However, this measures only geographical accessibility. There are many challenges clients face even 
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when they are close to the facilities. Many health facilities lack an adequate health workforce, which is 

more pronounced in the rural areas. All three districts visited by the assessment team indicated 

inadequate numbers of health workers. 

For example, many of the HC IVs are not functional because of lack of medical officers, inadequate 

infrastructure, and lack of local supervision (MoH 2010e). Only 28 percent of the 154 HC IVs were 

operational in 2008, yet HC IVs are critical in the delivery of the UNMHCP. The percentage of HC IVs 

that provide the emergency services like minor operations, caesarean sections, and blood transfusion 

has remained low from 2006/07 to the 2009/10 fiscal year, as indicated in Figure 5.3. This is partly due 

to the concentration of health workers in urban areas, with few HC IVs having full-time doctors. Figure 

5.3 illustrates that although one of the unique services for a HC IV is conducting caesarean sections, less 

than 30 percent of the HC IVs were able to provide this service. 

FIGURE 5.3: TRENDS OF PROVISION OF SELECTED HC IV SERVICES, 2006/07–2009/10 

 
Source: MoH, AHSPR 2009/10. 

Note: OPD=outpatient department 

 

Challenges of service delivery are compounded not only by inadequate numbers of public health 

workers, but also the lack of the right cadre mix at the facilities and the unavailability of the health 

workers who are supposed to be at the health facility in the public system. Health care delivery is done 

by a team and when one member of the team is absent, service delivery may not take place. Even when 

the health workers are posted, especially in the hard-to-reach areas, there are high levels of 

absenteeism, late arrival, and early departure. See Chapter 4 Human Resources for Health. 
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Drugs are a major component of service delivery. In order to ensure that the public health facilities have 

drugs for common illnesses, the MoH monitors five tracer medicines for health facilities. During the 

course of HSSP II, through 2010, the proportion of public health facilities without stock-out of five 

tracer medicines and supplies was 41 percent, an improvement from 35 percent in FY 2004/05. With 

the push system, some public facilities are given drugs which they do not need, and eventually these 

drugs expire.  

Consistent stock-outs in the public sector have created a boom in the private sector, with many health 

clients seeking health services in the public sector and then purchasing their drugs in the private sector. 

In many cases, some health consumers are bypassing the public sector entirely and going to the private 

sector for services and medicines. The challenges of inadequate supplies of drugs at health facilities are 

elaborated on in Chapter 6 Medical Products, Vaccines, and Technologies. Adequate infrastructure and 

equipment are necessary for effective service delivery (Torpey et al. 2010). Rehabilitation of buildings 

and maintenance of medical equipment is not done regularly, and consequently most facilities and 

equipment are in a state of disrepair. Cases of underutilization of equipment in the public sector were 

reported during the district visits. For example, one hospital with a CT scanner was unable to use it for 

a period of four years due to the lack of qualified personnel. Many computers in public health facilities 

were not being used due to lack of training or lack of electricity.  

5.4 SERVICE UTILIZATION 

Outpatient department utilization can be used as a proxy for measuring utilization of health services in 

an area. The OPD utilization in government and PNFP facilities ranged between 0.8 and 0.9 visits per 

person per year during 2004/05 and 2009/10. Inadequate personnel and frequent stock-outs at health 

facilities contribute to low utilization of government and PNFP facilities. 

Health service utilization varies across the public and private providers and for different types of 

services. The removal of user fees in 2001 pressured the government to increase the drug budget to 

effectively deal with increased utilization of government facilities (Burnham et al. 2004; Xu et al. 2006; 

Nabyonga-Orem et al. 2008). Private health facilities, especially the drug shops and small private clinics, 

are mostly utilized for outpatient care, while PNFPs and government facilities are utilized for severe 

illnesses (Konde-Lule et al. 2006). Overall choice of provider is based on proximity, cost, and provider 

skills.  

A study conducted in Uganda provided a comparison of reasons among persons that visited different 

providers, which is summarized in Table 5.5. Cost is the least frequently cited determinant for choice of 

provider, which is likely because there is a cost incurred to the patient for every type of provider, even 

public providers, including transport costs and OOP payments (formal and informal). The main factor 

driving consumer choice is proximity. Because PFP providers are more convenient – more accessibly 

located, with shorter waiting times and longer hours of operation – the majority of clients interviewed 

preferred PFP, followed by PNFP.   
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TABLE 5.5: REASONS FOR CHOOSING A HEALTH CARE PROVIDER AMONG HOUSEHOLDS 

SURVEYED IN THREE DISTRICTS IN UGANDA, BY TYPE OF PROVIDER 

Type of Provider Visited Number  Reason for Choice Of Provider 

Proximity  Skills  Cost 

Public 251 41% 45% 12% 

PNFP 80 56% 41% 10% 

PFP 269 59% 26% 11% 

Traditional Practitioner 73 23% 34% 19% 

General Merchandise Shop 6 83% 0% 17% 

Totals 679 52% 29% 14% 

Source: Konde-Lule et al., Private and public health care in rural areas of Uganda (2010)[92] 

 

HIV and ART services have been scaled up to many public and private health facilities. For example, ART 

services were provided in a large number of the private health facilities supported by the USAID-funded 

Health Initiatives in the Private Sector project. The USAID-funded Business PART (Preventing HIV/AIDS 

and Accelerating Access to Antiretroviral Treatment) Project (2004–2007) also succeeded in expanding 

access through private companies via public-private partnerships that resulted in education, voluntary 

counseling and testing campaigns, and ARVs being made available through seven private corporations 

with government supervision. As a result of increased funding (such as from PEPFAR and the Global 

Fund), there has been a progressive increase in the number of patients accessing ART treatment, as can 

be observed in Figure 5.4. 

FIGURE 5.4: TREND OF PATIENTS ON ART  

 

Source: Source: MoH (2007b: 76) 

5.5 QUALITY ASSURANCE 

One of the functions of the MoH is to set standards and ensure quality for the entire health sector 

(MoH 2010f). The MoH has a Quality Assurance unit, headed by a Commissioner, to help lead this very 

vital function of the Ministry. The maintenance of professional standards is the responsibility of health 

professionals‟ councils. Details on workforce licensing and regulation can be found in Chapter 4 Human 

Resources for Health. Professional councils are charged with enforcing ethics and professional standards 
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in medical practice (GoU 2010b). The National Drug Authority is charged with ensuring the safety of 

pharmaceuticals, equipment, and medical supplies. The maintenance of standards is beset with challenges 

in terms of inadequate human, logistical, and financial resources for supervision, monitoring and 

enforcement. Government ability to enforce quality standards among the PFP providers is affected 

greatly by the lack of sufficient resources. The government‟s Yellow Star Program which ended in 2006 

was intended to build sustainable quality assurance country-wide. The program monitored 35 basic 

items for quality of health care in the public sector at the health facility and community levels. It was 

rolled out country-wide, yet its impact on quality was constrained by factors related to the availability of 

medicines and human resources (Ssengooba 2010). Currently, MoH guidelines for quality are being used. 

The health sector supportive supervision mechanism was another intervention aimed at improving 

quality. It was arranged in a cascading manner such that the national-level agencies and institutions 

supervised the district offices, while the district offices supervised the district-level public providers. 

Technical supervision is provided through these agencies, while administrative supervision is carried out 

by elected leaders at all levels. For hospitals, the Department of Clinical Services is charged with 

conducting regular technical support supervision (GoU 2010b) in partnership with professional 

associations and consultants at the national referral hospital. There is a challenge in supervising the 

regional referral hospitals, as they do not have a local governing body which they report to. The national 

level would be responsible for them, but also has to supervise the districts. The growing number of 

districts is a challenge to effective supervision from the national level. This high number of districts has 

increased the burden of supervision and support mechanisms (MoH 2010f). Findings from the district 

visits indicated that the quality of supervision is poor, with little feedback or quality time spent with the 

supervisees at all levels. The mid-term evaluation of HSSP II showed that most supervision visits were 

not carried out due to inadequate resources. Even for those which were carried out, the quality of 

supervision was not the best as supervisors spent little time and the recommendations were not 

followed up. In some cases, this was a regular occurrence. 

Having accreditation for health facilities is another way of maintaining quality in health care. 

Accreditation criteria are not yet developed for the public health care system. However, UCMB has 

pioneered the process of accrediting its member organizations. The criteria include legal and procedural 

requirements. For HIV services, accreditation was developed to provide minimum standards for health 

facilities before ART was introduced. Several quality improvement programs were initiated in the 

context of HIV/AIDS care programs (Catsambas et al. 2008). The establishment of an independent 

accreditation body is stipulated in the National Health Policy. If implemented, it will be responsible for 

accrediting hospitals to ensure there is compliance with standards (GoU 2010b).  

Routine self-evaluation is required for health workers if they are to provide effective service delivery 

(Thomas et al. 2007). Respondents from the MoH indicated that there are Quality Improvement Teams 

in some government workplaces.  

Health audits help to maintain standards even without outside control (McClean et al. 2007). There are 

performance reviews done at the ministry level, but this is lacking at the district and lower levels. 

Maternal health audits and some perinatal death audits are routinely conducted with support from 

development partners in a few districts. Regular and frequent audits help to identify barriers to 

programs and help the programs address these barriers (Urban and Chersich 2004). 

Client surveys help to identify options for interventions that can be implemented (Brunner et al. 2001; 

Ginwalla et al. 2002). Surveys for client satisfaction are common but they are not regular. The client 

survey that was conducted in 2008 showed that clients were satisfied with physical access to health 

services (66 percent), hours of service (71 percent), and also generally found availability and affordability 

of services, competencies of providers, and community health initiatives to be satisfactory. They were 

dissatisfied with long waiting times and unofficial fees in the public sector, and the inadequate quantity of 
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information provided during care (Jitta et al. 2008). Low community expectations and lack of awareness 

of service standards may also affect results from such surveys. 

5.6 COMMUNITY PARTICIPATION 

According to the National Health Policy, individuals and communities are supposed to play an active role 

in health care. Communities should participate in decision-making through Health Unit Management 

Committees and Village Health Teams (MoH 2010f). In a facility like a HC IV, for example, the 

membership of this committee is drawn from the sub-counties that fall within the facility‟s catchment 

area. An equivalent of a HUMC in a PNFP is a Facility or Hospital Management Board. See Chapter 2 

Governance for details. 

Health Unit Management Committees were established in many health facilities but some have not been 

functioning well. Whereas the HUMCs are supposed to be avenues through which the health facilities 

receive the views from the community, oftentimes the communities are not consulted and HUMCs do 

not relay information from the health units to the community (Rutebemberwa et al. 2009).  

The Village Health Teams have been instituted in the country to act as the first level of care (HC I). 

They are charged with facilitating the process of community mobilization and empowerment for health 

actions. Each VHT comprises about five people selected by the village. One-third of the team members 

should be women (MoH and Macro International 2008). The VHT strategy is expected to harmonize 

various programs at the community level. The VHTs are also expected to facilitate community data 

collection. VHT scale-up has been constrained by inadequate funding (MoH 2010e). As of June 2010, the 

number of districts that had fully implemented (to 100 percent) the VHT Strategy stood at 51 out of 93 

districts (55 percent). An additional 39 districts were at different levels of implementation of the VHT 

Strategy, and 3 districts (Kibaale, Mubende, and Sheema) had not started. Later some of the districts 

were split to bring the total to 112. The country now has a total of 69 out of 112 districts (62 percent) 

that have fully implemented the VHT Strategy (MoH 2011e).Studies have shown that VHTs are difficult 

to sustain and motivate over a long period of time (Katureebe 2007; Haines and Sanders 2007). The 

major shortcoming of the VHT strategy is its “voluntary” nature. VHT strategy does not provide 

financial payment to community members, which may adversely impact participation (MoH 2010d).  

HIV care programs have expanded the participation of communities by way of treatment buddies and 

patient-peer networks. Many organized groups of people living with HIV have been formed, especially at 

the national level, to advocate for access to HIV treatment and rights (Kamunvi 2005; Bass 2005). The 

World Bank program on HIV also introduced the community health initiatives to increase the agency 

and innovativeness of communities in HIV prevention, care, and support (Kiirya 2004). All these 

initiatives have expanded the participation of communities in HIV and broadly in health care. 

5.7 SUMMARY OF FINDINGS: SERVICE DELIVERY 

Table 5.6 below summarizes key strengths, weaknesses, opportunities, and threats in service delivery. 

These were identified in the context of five health system performance criteria: equity, efficiency, access, 

quality, and sustainability. 
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TABLE 5.6: SUMMARY OF FINDINGS: SERVICE DELIVERY 
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 Uganda has a defined minimum basic package of services. 

 Government is pursuing enhanced donor coordination and integration among various sub-sectors of the 

health sector via a number of mechanisms. 

 Policies like the public-private partnership policy (yet to be passed) and the NHP II, if implemented, could 

serve to expand access and equity.  

 There are efforts to increase community participation.  

 VHT strategy is being rolled out; it is contributing to harmonizing health interventions at the community 

level such as data gathering and delivery of services, although more strengthening is needed.  

 HIV services have been scaled up rapidly country-wide and service provision is now available at some lower-

level health centers.  

 A high percentage of the population is within a 5 km radius of a health facility.* 

 Government is making strides in improving quality and has several initiatives underway.  

 There is active participation of both the public sector and private sector in health service delivery, with the 

private sector providing pharmaceuticals as well as health services at all levels, representing an opportunity 

to further address access issues.  

 There are a number of active health development partners that support service provision. 
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 Equity issues for the poor still persist, with many poor patients not accessing affordable health services. 

Despite the UNMHCP, many poor patients still pay considerable OOP expenses for transport, drugs, and 

user fees to access health services in the public sector, particularly secondary and emergency care.  

 The referral system is not effective, and can be costly for the poor (need to pay for transport, drugs, 

services, etc.) 

 Despite the government‟s efforts to improve quality of care in the public sector and the existence of service 

guidelines, quality remains poor. As a result, some clients do not seek health care, resulting in poor health 

outcomes.  

 Quality of supervision is low at the district and the facility levels. Corrective measures are often not followed 

up on. 

 Many facilities lack adequate staffing and often experience drug stock-outs. This situation is more acute in 

rural areas. 

 The government has insufficient funds to adequately monitor and enforce regulations in both the public and 

private sectors. Facility infrastructure is improving but HRH capacity and medical supplies are scarce, 

particularly in rural areas 

 Although they provide 30–50 percent of care, many PFP providers are unskilled, under-regulated, and mostly 

in urban settings. 

 Government continues to rely heavily on donors to provide resources to deliver health services. The 

structure of donor projects does not help government‟s overall efforts to become self-reliant. Donor 

projects are relatively short-term, and piecemeal (e.g. vertical or targeting specific regions), leading to 

disparity in coverage.  

* As of 2009/10, the population with a facility within 5 km of their residence was at 72 percent at the end of HSSP II, against a target of 85 percent (AHSPR 2010/11). 
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6. MEDICAL PRODUCTS, VACCINES, 

AND TECHNOLOGIES 

Medicines and medical products (MMP) encompass vaccines, test kits, related commodities, and 

equipment. Effective management of MMP is an important part of a high-quality health system. The 

monetary value of MMP is generally substantial and the systems for managing these products are often 

faced with political and managerial challenges. MMP management represents the whole set of activities 

aimed at ensuring the timely availability and appropriate use of safe, effective quality medicines and 

related products and services in any health care setting. As shown in Figure 6.1, MMP management 

activities are related to the selection, procurement, distribution, and use of products that flow through 

the supply system. Each component of the framework is interlinked and contributes to the viability of 

the next. This section assesses the management of MMP in Uganda. The analysis uses this framework as 

a guide, and uses the performance criteria of access, quality, equity, efficiency, and the sustainability of 

the health system to judge impact.  

FIGURE 6.1: COMPONENTS OF THE MANAGING MEDICAL PRODUCTS, VACCINES,  

AND TECHNOLOGIES FRAMEWORK 

 
Source: Management Sciences for Health 
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sector, the PNFP sector, and the PFP sector. The PFP sector includes a wide range of entities such as 

manufacturers, importers, distributors, wholesalers, and retailers, including licensed pharmacies, 

registered and unregistered drug shops, private hospitals, private clinics, and other health care 

entrepreneurs. PNFPs include the Joint Medical Stores, foundations, NGOs, and faith-based 
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Stores, national and regional referral hospitals, general hospitals, lower-level health facilities, and 

community medicine distributors referred to as Village Health Teams. 

In 2010/11, 529 pharmacies and 5,453 drug shops were licensed and inspected (MoH 2011e). Table 6.1 

provides a snapshot of the public and private sector in terms of source of household purchase 

(Medicines Transparency Alliance 2010), share of distribution (key informant interviews), and 

pharmacists by sector (MoH 2011e). 

TABLE 6.1: PUBLIC AND PRIVATE MMP SECTORS, 2010/11 

Aspect of Sector Public (%) Private (%) 

Source through which households purchase medicines 47 53 

Channels of distribution of MMP by value 40 60 

Pharmacists by sector 20 80 

Source: Medicines Transparency Alliance 2010; key informant interview; AHSPR 2010/11 

 

Figure 6.2, adapted from the AHSPR 2010/11, provides a breakdown of accredited pharmacy personnel 

according to sector. Twenty percent of all pharmacists in Uganda are working in the public sector. In 

2011, there were an estimated 708 pharmacy personnel in the country (MoH 2011a). However, these 

data may double-count dually practicing pharmacy personnel with both public and private practices. 

Nonetheless, the public sector employs less than one quarter of all licensed pharmacy personnel in the 

country. In addition, vacancy rates for pharmacists and dispensers in the public sector are particularly 

high, at 72 percent and 60 percent respectively (MoH 2011e). There are currently only three 

pharmacists working across the district health units (MoH 2011e). Nurses and clinical officers are the 

most frequent prescribers and dispensers of medicines (MoH 2008d). 

FIGURE 6.2: NUMBER OF LICENSED PHARMACISTS, 2010/11 

Source: AHSPR 2010/11 
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Table 6.2, adapted from the HRH Bi-Annual Report 2011 (MoH 2011a), shows the breakdown of filled 

pharmacy positions in the public sector according to facility or facility type.  

TABLE 6.2: ESTIMATED NUMBER OF LICENSED PUBLIC SECTOR PHARMACY PERSONNEL, 

2011 

Type of Institutions or Facility Number of Pharmacy Personnel 

Districts (112 units) 81 

DHO  0 

RRHs (13 units) 12 

Mulago Hospital 38 

Butabika Hospital 11 

MoH Headquarters 4 

Total GoU   146 

Source: HRH Biannual Report 2011 

  

The Pharmacy Division at the MoH formulates policy, mobilizes resources and budgets, and conducts 

monitoring and evaluation. The National Drug Authority is the primary regulatory body. Supply, 

procurement, and distribution for the public sector are carried out by the National Medical Stores, a 

public semi-autonomous body. The Joint Medical Store (JMS), a private not-for-profit entity co-owned 

by the Uganda Catholic Church and Church of Uganda, procures for the private not-for-profit sector.  

6.2 POLICIES, LAWS, AND REGULATION  

A country‟s national medicines policy specifies the government‟s goals for the MMP sector, their relative 

importance, and the main strategies used to attain them. A national medicines policy provides a 

framework for developing MMP laws and regulations, which are important because of the complexity 

and risk inherent in the MMP sector. This section provides an overview of the main policies, laws, and 

regulations in the sector. 

6.2.1 POLICIES 

The current Uganda National Drug Policy was launched in 2002, alongside the National Pharmaceutical 

Sector Strategic Plan 2002/03–2006/07 (NPSSP I), which first guided implementation of the National 

Drug Policy. The NPSSP II (2009/10–2013/14) is currently guiding implementation of the National Drug 

Policy.  

The National Drug Policy is comprehensive. It addresses legislation and regulation; drug selection; the 

drug supply system (quantification, procurement, storage, distribution, local production, quality 

assurance, and disposal); rational drug use (drug information, prescribing, dispensing, and use); drug 

financing and pricing; traditional medicines; human resource development; research and development; 

technical cooperation; and monitoring and evaluation. Another key policy is the National Medical 

Equipment Policy (2009). However, the National Medical Equipment Policy does not address 

harmonization and standardization issues. 

In 2009–2010, the USAID-funded SURE Program carried out a Policy Options Analysis for Uganda‟s 

MMP supply system. It determined that a collaborative restructuring of the MMP sector is needed, in 

order to address the large gap between financing and need, as well as operational weaknesses in the 

sector. The Policy Options Analysis also identifies key opportunities for harmonizing and making 

improvements in the sector. Some key recommendations proposed in the report that are in the process 

of being implemented are discussed throughout this chapter. 
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6.2.2 LEGISLATION 

There are a number of laws governing the MMP sector in Uganda. Major laws are represented in Table 

6.3.  

TABLE 6.3: OVERVIEW OF MMP LEGISLATION 

Legislation Year Mandate 

Pharmacy and Drugs Act  

 

1970 Established the Pharmacy Board; 

regulates the pharmacist profession 

National Drug Policy and Authority Statute  1993 Established the NDA as the national drug 

regulatory body 

National Drug Policy and Authority  

(Certificate of Suitability of Premises) Regulations  

1995 Details requirements for the issue of the 

certificate, which is a pre-requirement for 

obtaining an operating license 

National Drug Policy and Authority  

(Issue of Licenses) Regulations  

1995 Details requirements for licensing the various types 

of MMP operations 

Allied Health Professionals Statute (Section 35) 1996 Prevents the stockpiling, retailing, and wholesaling 

of drugs without the authorization of the NDA Nurses and Midwives Act (Section 35) 1996 

Medical and Dental Practitioners Statute  

(Section 32) 

1996 

Source: MoH 2002 

 

Major policy challenges facing the MMP sector include the following: 

 A number of laws are outdated.  

 Key directives are scattered throughout various statutes.  

 Some legislation is not enforced.  

 There are laws that contradict current practices and policies within the sector. For instance, the 

Counterfeit Goods Bill discourages the use of generic goods (Melody Ginamia 2010). Yet the MoH 

recommends the use of generic medical products, and currently nearly 95 percent of medical 

products imported into the country are generics (MoH 2009). 

 There are few active forums for ensuring effective stakeholder coordination and sharing of 

information to enhance enforcement of various laws. 

 While the limitations of the National Drug Policy and Authority Statute of 1993 are widely 

recognized, it remains the main law governing the MMP sector (WHO 2009).  

 Distributors are licensed by the NDA. 

These challenges have negatively impacted the quality of MMP available on the market, as well as 

consumers‟ health (WHO 2010a).  

Implementation of the National Drug Policy of 2002 is weak as a result of the absence of legislation 

which would enable its enforcement. A number of laws proposed in NPSSP I would enable enforcement 

of various aspects of the 2002 National Drug Policy. These include: 1) the Pharmacy Profession and 

Practice Bill; 2) the Uganda Medicines Control Authority Bill; and 3) the Traditional and Complementary 

Medicines Regulatory Bill (MoH 2010a). These laws, which have been drafted but not passed into law at 

the time of the assessment, would strengthen the legislative framework.  

It is unclear why proposed legislation has not been enacted. One reason may be that the Pharmacy 

Division at the MoH is understaffed. In addition, the current status of the Pharmacy Division as a division 

rather than a department makes it a challenge for the Pharmacy Division to mobilize the resources 
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needed to recruit additional staff. The MoH has recommended to the Ministry of Public Service that the 

Pharmacy Division be elevated to the level of department. 

6.2.3 REGULATION  

According to background documents and interviews conducted for this assessment, the MMP regulatory 

framework in Uganda is weak (MoH 2010a). The NDA faces severe financial and human resource 

constraints. In addition, the organization lacks guidelines and legislation needed for effective regulation. 

According to a 2009 WHO report, the NDA lacks the human resources needed to carry out regulatory 

functions. There have been attempts to restructure the organization and authority within the NDA, but 

the Terms of Reference for new NDA structures have not been well elaborated. The lack of capacity 

combined with the current structures of authority within the NDA complicates decision-making as well 

as the overall effectiveness and efficiency of the agency.  

The presence of the National Medical Store and Joint Medical Stores on the NDA board represents a 

conflict of interest. In addition, fees levied from the agencies that the NDA regulates comprise one of 

the main sources of funding for the NDA (WHO 2009). In this context, the NDA‟s objectivity may be 

compromised, since its revenue stream may be affected if it applies a strict approach to regulation. The 

WHO has recommended alternative funding mechanisms for the NDA in order to avoid this conflict of 

interest.  

The NDA‟s regulatory effectiveness is stronger at the national level than at the sub-national level. The 

NDA presently lacks the human resources needed for inspection and supervision in the districts. 

District Health Officers are overburdened with a range of duties, and have little time to supervise MMP 

activities. The post of District Assistant Drug Inspector was phased out during the recent restructuring 

of district health services. The NDA has one inspector for 10 to 15 districts in a region, which is a low 

ratio. According to stakeholders interviewed for this assessment, inspectors are not well supervised. In 

addition, staff involved in regulation, as with other human resources for health in Uganda, receive a wage 

much lower than the regional average. Stakeholders expressed, in interviews, that low pay and poor 

supervision contribute to absenteeism and leakage in the MMP sector at the district level.  

The NDA is mandated to regulate both public and private facilities. The regulation of the private sector 

has improved in recent years. There are now guidelines on good distribution practices, including 

guidelines for wholesalers. There are also legal provisions for the licensing of importers, exporters, 

manufacturers, and wholesalers/distributors. It is also within the mandate of the NDA to periodically 

produce a price list for medicines. However, there is no pricing policy in place, and a price list has not 

been produced in recent years. Stakeholders interviewed for this assessment noted that the NDA 

mainly concentrates on private facilities. 

MMP Registration 

The NDA is mandated to register drugs. There are currently about 4,500 human medicines on the drug 

registry, and the list of registered drugs is available online. Registration fees are the same for originator 

brands and generics, but are different for imported or locally produced medicines. Problems with 

counterfeit medicines indicate that drug registration and regulation is weak, and that guidelines and 

documentation of registration processes are in need of strengthening (Interpol 2008, WHO 2009).  

Quality Management Activities  

The NDA‟s National Pharmacovigilance Center monitors adverse drug reactions and leads 

pharmacovigilance efforts. There is a nationally approved form for adverse drug reactions. The center 

uses a number of methodologies: passive pharmacovigilance, active research, cohort event monitoring, 

and case control studies (NDA 2011). Reporting of adverse reactions is voluntary for health facilities; all 

health workers use the adverse drug reaction form, and Vigiflow software is used for data analysis. 
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Stakeholders indicated that quality management activities need strengthening, but that the NDA lacks 

the financial and human resources needed to carry out such activities. 

Post-marketing surveillance is the process through which a drug‟s safety is regularly monitored following 

its approval. The aim of post-marketing surveillance is to identify problems with a drug that may not 

have been recognized before approval, or that stem from the drug not being manufactured or used 

correctly. The NDA has successfully made inroads in conducting post-marketing surveillance (WHO 

2009). However, there is no current law to guide the process. Post-marketing surveillance needs to be 

integrated into the work schedules of health workers. In addition, successful implementation of post-

marketing surveillance requires a coordinated approach, involving different players in the sector. In 

addition to the NDA, the President‟s Malaria Initiative and the SURE Program support post-marketing 

surveillance and the control of counterfeit medicines, including antimalarials. 

6.3 FINANCING 

Since 2002, financing for health commodities in Uganda has grown significantly – particularly with the 

advent of global health initiatives like PEPFAR and the Global Fund. Whereas the additional funds have 

provided opportunities, they have also posed various challenges, particularly as parallel procurement and 

distribution mechanisms now exist.  

US$1.60 per capita is needed to provide essential medicines and health supplies (EMHS) in all 

government and PNFP facilities (MoH and SURE Program 2011). In 2008/09 actual expenditure on 

EMHS was US$0.76 per capita (MoH and SURE Program 2011). The funding gap to provide the EMHS 

required to deliver the Uganda National Minimum Health Care Package is nearly 50 percent (MoH and 

SURE Program 2011). 

The total funds required to provide essential medicines and health supplies in all government and PNFP 

facilities are estimated to be UGX138.38 billion per year (MoH 2009d). This does not include the 

estimated UGX234 billion per year needed for antiretroviral medicines, anti-cancer medicines, vaccines, 

contraceptives, condoms, commodities for Uganda blood transfusion services, anti-tuberculosis 

medicines, and lab supplies and consumables. The details of the estimated requirements are summarized 

in Table 6.4.  

TABLE 6.4: COSTS OF ESSENTIAL MEDICINES AND HEALTH SUPPLIES USING 

CONSUMPTION AND PRESCRIPTION METHODS (FIGURES IN BILLIONS OF UGX) 

Source: Adopted from the Quantification of Essential Medicines and Health Supplies report of the MoH, Pharmacy Division (MoH 2009d) 

 

Facility Method Essential 

Medicines 

Artemether 

/Lumefantrine 

Sundries plus 

Anesthetics 

Total 

Government Health Facilities Consumption 43.815 33.902 15.544 93.261 

Prescription 40.675 24.497 15.544 80.716 

PNFP Facilities  Consumption 18.548 7.593 5.977 32.118 

Prescription 9.724 2.49 5.977 18.191 

Mulago Referral Hospital Consumption 4.268 0.215 7.835 12.318 

Prescription 4.291 0.284 7.835 12.41 

Butabika Referral Hospital Consumption 0.576 0.0297 0.0767 0.6824 

Prescription 0.59 0.039 0.0767 0.7057 

Grand Total Consumption    138.38 

Prescription       112.02 
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In July 2009, it was estimated that only 30 percent of the required essential medicines and medical 

products for the basic health care package were financed by and through the government (MoH 2010a), 

raising issues regarding long-term government financing of drugs.  

As shown in Figure 6.3, the MoH relies heavily on donor supply and financing of key medicines. Global 

initiatives provide almost 60 percent of resources for specific conditions/programs like malaria, 

HIV/AIDS, tuberculosis, vaccines, and reproductive health commodities (MoH 2010a). These are 

earmarked funds that provide no flexibility to finance other identified priorities. For example, the Chief 

Executive of the National Medical Stores reported that for the fiscal year 2009/10, the total budget of 

NMS was UGX201 billion. Out of this, UGX150 billion (about 75 percent) was earmarked for only 

malaria- and HIV/AIDS-related medicines and supplies. The situation was not very different for the 

financial year 2008/09, in which over 67 percent of the total budget for MMP was already earmarked, as 

illustrated in Figure 6.3. This raises concerns about equity and efficiency of allocation, as the programs 

for which the funds are earmarked may not necessarily address the country‟s disease burden.  

FIGURE 6.3: LEVEL AND SOURCE OF FINANCING OF MEDICAL PRODUCTS, 2008/09 

Financial allocation for medical products  

(million US$) 

Source of funds for medical products 

(percentage) 

  
Source: MoH 2009 

 

In 2009/10, in a bid to improve efficiency, effectiveness, and compliance with expenditure guidelines, the 

MoH consolidated 50 percent of the PHC budget for medicines with a credit line and created a new 

single pool for financing medical products (MoH 2010).6 Money for this consolidated fund is channeled 

to NMS to procure and distribute medical products to the public sector providers. Under this 

arrangement, some improvements in funding levels are expected to arise from the boost in the 

operating capital of NMS, as well as enabling high bulk purchase of medical products. This should 

increase availability and improve prices, optimizing the use of limited funds.  

                                                             

 
6 Until the financial year 2009/10, funds from and through government for MMP had been disbursed through two 

methods: 1) Credit line: this was money sent directly to the National Medical Stores for the public units and to the Joint 

Medical Store for the PNFPs. Each health unit received notification of the amount of money credited for it for medicine 

drawdown. 2) Primary Health Care conditional grants: the health facilities were required to use a minimum of 50 percent 

of this PHC grant for medicines and medical supplies. The PNFP sector would also use part of the user fees for this 

purpose. The health facilities, as single entities or combined, would buy from the most convenient but recognized source, 

although they were encouraged to buy from the National Medical Stores and Joint Medical Stores. 
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While those interviewed at the central level expressed satisfaction with the new funding arrangement, 

some district health officials expressed concern that NMS lacks the capacity to cater to all the public 

health facilities in the country.  

The change in financing mechanism, however, created problems for PNFP health facilities. Under the 

new mechanism, PNFP health facilities are no longer able to access “credit line medicines” from the 

government. As a result, the PNFP facilities experienced a big gap in drug supplies in 2009/10 that 

DANIDA covered with bridge funds of about UGX3.5 billion. DANIDA allocated these temporary funds 

to JMS to support PNFP units. However, at the time this study was carried out, the JMS indicated that 

there is no guarantee of PNFP credit line funds beyond the 2010/11 fiscal year. The turnover of JMS was 

likely to be reduced by UGX 10 billion due to the policy shift. In 2010/11, the percent increase in total 

sales of EMHS at JMS was -3 percent (MoH and SURE Program 2011). 

In general, there have been many efforts to improve the financing of medicines and medical products in 

the public sector. Nevertheless, a large funding gap for MMP remains. The gap is currently being bridged 

with donor funds and OOP payments by households, which has negative impacts especially for the poor.  

Medicines are obtained free of cost at public health care facilities, though stakeholders reported that 

informal payments are very common. No public health facilities charge formal user fees except in private 

wings of referral hospitals. In terms of public and private pharmacy utilization dynamics, stock-outs in 

the public sector drive clients to the private sector (MoH 2008d). According to a recent report, only 47 

percent of the surveyed households had obtained medicines for recent illness at a public health care 

facility (Medicines Transparency Alliance 2010), implying that a large percentage of the surveyed 

households were purchasing medicines in the private sector. The same report noted that about two-

thirds of households in the lowest socioeconomic bracket face monthly catastrophic expenditures 

associated with the cost of medicines, and that over half of the poorest households have a chronically ill 

member who requires medicines, but have no medicines at home (Medicines Transparency Alliance 

2010). As the public MMP sector is underfunded, efforts should be made to ensure that the poorest 

have access to essential medicines. In addition, more coordination between the public and private sector 

is needed to ensure that the clients most in need have access to medicines, while those who are willing 

or capable of paying do pay. 

6.4 MMP HUMAN RESOURCES 

Stakeholders interviewed believe that MMP staff are available in the country but prefer to work with the 

private sector, attracting the most qualified and competent pharmacists. In addition, vacancy rates are 

particularly acute within the public MMP sector. As noted in Section 6.1, other health cadres who may 

lack proper MMP knowledge and skills carry out most MMP functions in the public sector.  

Currently in Uganda, MMP handling has also been expanded to community members such as community 

medicine distributors for malaria and pneumonia, or to Village Health Teams through programs such as 

the Home Based Management of Fever and Integrated Community Case Management. While these 

interventions can address staffing shortages of pharmacists and dispensers in certain parts of the country 

and improve access (MoH 2009), concerns have been raised about the impact of such interventions on 

rational use of medicines and quality of care. 

6.5 LOCAL PRODUCTION OF MMP 

According to Uganda Investment Authority, Uganda‟s MMP sector has witnessed steady growth trends 

since the 1990s. As of June 2009, local MMP production had an estimated annual value of US$27.6 

million, constituting approximately 0.18 percent of Uganda‟s GDP (UNIDO 2010). According to the 

NDA, by December 2009 there were 19 different sites licensed to produce medicines and health 

supplies in Uganda. Of these sites, 1 was producing injectables, 2 producing ACTs, 1 producing ARVs, 
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and 9 were producing other oral medicines and topical preparations. Of all the licensed sites for local 

production of MMP only one is WHO pre-qualified (UNIDO 2010). The local manufacturers licensed in 

Uganda are shown in Table 6.5 below. 

TABLE 6.5: SITES LICENSED BY THE NDA FOR LOCAL PRODUCTION OF MEDICINES  

AND HEALTH SUPPLIES AS OF DECEMBER 2009 

 Manufacturer’s Name Production Lines 

1 Abacus Parenterals Drugs Ltd.  Large-Volume Parenterals, Small-Volume Parenterals, and 

eyedrops 

2 Astel Diagnostics  Diagnostic kits 

3 Brentec Investments Ltd.  Newcastle disease – vaccine for veterinary use 

4 Charms (U) Limited  Secondary packaging for condoms 

5 Kampala Pharmaceutical Industries 

(1996) Limited  

Oral liquids, tablets, capsules, and creams 

6 Kisakye Industries Ltd.  Oral liquid and topical liquid preparations 

7 Kwality Afro Asia Ltd.  Oral and external liquids 

8 Mavid Pharmaceuticals Ltd.  Oral and topical liquid preparations 

9 Medipharm Industries Ltd. Preparations Oral Rehydration Salts, oral powders for reconstitution, 

and oral liquid 

10 Mengo Hospital Eye production unit; eyedrops 

11 Mulago Hospital Large-Volume Parenterals 

12 NEC Health World Pharmaceuticals Ltd.  Tablets 

13 Phenix Logistics  Cotton surgical gauze 

14 Population Services International  Secondary packaging for condoms and oral contraceptive 

pills 

15 Quality Chemical Industries Limited  Tablets 

16 Rene Industries Ltd.  Non-Betalactam Line: tablets, hard gelatin capsules, and 

oral liquids  

Betalactam Line: hard gelatin capsules, powders for oral 

suspension 

17 SEV Pharmaceuticals Ltd.  Oral and external liquid preparations 

18 Uganda Kwefuga African Industries  Topical ointments 

19 Uganda Pharmaceuticals (1996) Limited  Tablets, hard gelatin capsules, oral liquid preparations, dry 

powders 

Source: NDA December 2009 

 

Despite the observed growth, stakeholders interviewed feel that the growth is not as fast as would be 

expected. This could be due to a number of challenges faced by local MMP producers, some of which 

were highlighted by a survey carried out by UNIDO in 2009. Among others, the challenges include the 

following; 

 Limited access to government incentives mostly due to the lack of a harmonized policy position 

between the Ministries of Health; Finance, Planning and Economic Development; and Tourism, 

Trade and Industry 

 Limited access to local and regional markets, especially for donor-funded programs that require 

WHO certification and/or product prequalification 

 Competition from low-cost imported medicines mainly from India and China, where industries are 

significantly developed and receive direct support from their governments in promoting their 

exports 

 Use of outdated technology arising from limited access to new technologies in the industry. 

 Difficulties in importation of all raw materials 
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 High operational costs – this is attributed to the high cost of labor, electricity, and other utilities 

 Limited Research and Development – this is mainly due to limited funding for research 

 Limited availability of qualified human resources 

6.6 MANAGEMENT OF MMP 

Over the last two decades, there has been a steady expansion in the supply and distribution of 

medicines and medical products in Uganda, partly in response to increasing demand for medicines and 

medical products due to population growth. Most of the growth in supply has occurred through the 

private sector. This growth has focused mostly in urban areas: according to key informant interviews, 

nearly 80 percent of private pharmacies are located in Uganda‟s three principal urban areas: Kampala, 

Jinja, and Mbarara. To address the growing disparity in access, the government has built lower-level 

health units with dispensaries and the NDA is restricting new pharmacy licensing in urban centers.  

Accurate figures on the volume of MMP handled in Uganda are not readily available. Informants for this 

assessment estimated that by value, MMP distribution is currently about 40 percent through public 

channels and 60 percent through private channels (including the PFP and PNFP sectors).  

Uganda Investment Authority (UIA) estimates that 90 percent of MMP are imported, accounting for 5.4 

percent of Uganda‟s total imports (UIA 2009). UIA further estimates that the value of these imports was 

UGX531 billion in 2008, an almost 40 percent increase in one year, from approximately UGX380 billion 

in 2007. It was not clear what proportion is for human consumption relative to veterinary use. 

6.6.1 SELECTION OF MMP 

Selection of medicines in the public sector is based on the essential drugs concept using the Essential 

Medicines List of Uganda (EMLU). The first EMLU was produced in 1991 and revised in 1996, 2001, 

2007, and 2011. According to NDA, the EMLU should be revised every three years. Timely revision of 

the EMLU is important for responding to rapid changes in technology and disease patterns, which 

necessitate frequent updating of treatment regimens. The Uganda Medicines Therapeutic Advisory 

Committee (UMTAC) at the MoH is responsible for coordinating, updating, and maintaining the EMLU. 

While UMTAC was relatively inactive for a few years, the MoH and the SURE Program have been 

partnering to revitalize the committee. This is a positive development that is having an impact. The 

EMLU is included in the Uganda Clinical Guidelines. 

The MoH is undertaking a number of initiatives to improve the selection of medicines and medical 

products, and to establish a system for selection that improves access to essential medicines. In 2011, 

the MoH developed an Essential Medicines and Health Supplies List of Uganda (EMHSLU), which 

incorporates the EMLU, essential health supplies, and essential lab supplies. The list has been approved 

and will be printed in 2012. The inclusion of lab supplies is a key step towards integrating lab supplies 

into the EMHS. It is also a major opportunity for improving availability of laboratory supplies and 

reagents, which have been particularly underfunded within the public MMP sector, according to 

stakeholders.  

The MoH has also introduced a vital, essential, and necessary (VEN) classification system to apply to the 

EMHSLU. The VEN system is aimed at helping to resolve a few challenges. First, the essential medicines 

list contains an extremely large amount of medicines, which the public sector lacks the financing to fund. 

The VEN classification can help pharmacy staff and procurement agencies to prioritize their orders 

when funds are insufficient to fully cover their needs. In addition, the list contains medicines that treat 

the same condition, but within a wide price range. The VEN system and the EMHSLU provide a key 

opportunity for strengthening the selection of medicines and medical products.  
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6.6.2 INVENTORY MANAGEMENT 

Public sector hospitals and Health Center IV facilities operate on a pull system. These facilities submit 

orders to NMS every two months. Hospitals may order more frequently due to high volumes. Order 

quantities are determined based on historical usage. It is unclear how facilities determine historical 

usage. Stakeholders indicated that key weaknesses within the MMP sector include the lack of a reliable 

quantification system, problems of poor stock control, poor store management practices, poly-

pharmacy, poor dispensing practices, lack of or poorly maintained information management tools and 

records, the lack of harmonization, and the lack of streamlined operations. 

Management of MMP stock at the facility level is weak in Uganda. According to a 2010 SURE Program 

survey of facilities, only about 50 percent of MMP assessed had the right stock balance on the stock 

card; 27 percent of facility staff had been trained in stock management, but none were able to calculate 

quantities of orders correctly; and stock management of commodities was worse than that of medicines 

(with less than a quarter of medical commodity stock cards presenting the correct stock balance) (MoH 

and SURE Program 2011). The lack of human resources at facilities for MMP management and the lack 

of MMP management skills among facility staff are major threats to the availability of medicines.  

The SPARS initiative, led by the MoH with support from the SURE Program, sets in motion a new 

approach to capacity building to assure gradual improvement in all aspects of medicines management 

including stock management, stores management, reporting and ordering, appropriate use, and 

application of good dispensing practices. The performance of facilities is assessed periodically. Targeted 

on-the-job training is conducted through mentoring, performance assessment, and application of best 

practices. Skills are also built in the areas of problem solving and working as a team member.  

While expanding MMP staff at facilities is needed, as is improvement in pre-service and in-service 

training, stakeholders indicated that the underfunding of the MMP sector in general makes pursuing 

these initiatives challenging. An initiative to improve pre-service training that has progressed well is an 

advocacy program to include medicines supply-chain management in the pre-service training of all health 

care cadres. This program is implemented by Makerere University‟s Department of Pharmacology, 

under a contract with the SURE Program. Makerere University has worked collaboratively with key 

institutions to develop an advocacy strategy that will help to strengthen the teaching of key 

competences relevant to management of medicines at public and private health professional training 

institutions. 

MMP management capacity is weakest at the district level. In June 2010, the MoH and the NMS 

introduced a push or kit-based order system to the two lowest levels of the health care system (HC II 

and HC III) in order to address the ordering and supply challenges discussed above. The introduction of 

the kits is meant to maximize the limited funds available for EMHS while reducing the budgeting and 

ordering burden on district-level staff that lack capacity in those areas; previously, district-level staff used 

a pull system for ordering, in which their ability to use their budget for EMHS was dependent on their 

skills in stock management and ordering. 

In December 2010, the MoH and the SURE Program conducted an assessment of the kit system (MoH 

2011d). The study found that since the introduction of the kits, the per capita funding for essential 

medicines and health supplies has increased. In addition, average days of stock-outs per month for all 

EMHS decreased from 20 to 5 days following introduction of the kits. Among five tracer drugs assessed, 

a 69 percent decrease in the number of stock-out days was observed. However, the study also found 

that 63 percent of products were oversupplied, suggesting potential risk of expiry. 

Stakeholders interviewed for the HSA expressed that the kits have had a positive effect on availability of 

EMHS, but that more work is needed to ensure the proper balance of items within the kit and that the 

right number of kits are delivered to each facility. Some lower-level health facilities do a much higher 

volume than others. Currently, the same number of kits is delivered to each facility. The quantity of kits 
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delivered to each facility is determined by averaging volume across all facilities. In order to address some 

of the challenges of the kit system, the MoH is developing redistribution guidelines, so that oversupply 

and undersupply is balanced across the facilities.  

The kit-based push system is a key strength in the MMP sector and is improving availability of EMHS at 

the district level. In the long-term, more-systemic approaches may be needed to address the larger 

issues – such as the severe MMP human resources shortage, the lack of stock management skills, and 

periodic stock-outs at the NMS level – that underpin current challenges within the ordering and supply 

system. 

Quantification of Medicines 

Vertical supply chains for specific health commodities, such as ARVs, TB treatments, and immunizations, 

often follow different quantification methods specific to systems set up by donors and international 

agencies. This sub-section lists a description of the general quantification method for most health 

commodities received from the public sector (USAID 2009a; USAID 2009b).  

For quantification and determining orders for drugs and other health commodities (not including 

equipment), the Uganda health system relies on dispense-to-user data gained from health unit monthly 

reports. The reports, part of the HMIS, list rates of consumption for a variety of health commodities, 

and note number of stock-out days. This report is completed at the facility level and provided to the 

district level. At the district level the District Assistant Drug Inspector and District Health Officer utilize 

the dispense-to-user data for planning the distribution and reordering of health commodities. Thereby, 

all district health commodity orders cover all facilities in the district.  

However, the accuracy of the dispense-to-user data is questionable. Facilities do not always order 

correctly or on time. Moreover, since the quantification and health commodity order system does not 

account for stock on hand at the facilities, the district-level does not have an accurate view of the health 

commodities that are available, or in danger of stock-out. Furthermore, the quantification utilizes 

dispense-to-user data from previous months, and health commodity ordering does not accurately 

forecast the future needs of a facility (which could be impacted by seasonal illnesses, such as malaria 

transmission during rainy months).  

A logistics management information system (LMIS) that utilizes stock cards and requisition and issue 

vouchers is in place in Uganda. The LMIS focuses on three supply chain data points: stock on hand, 

consumption, and losses/adjustments. This information is sent to the district level as part of monthly 

reporting. However, the information is rarely considered for quantification and health commodity 

ordering. Unfortunately stock cards are often inaccurate, with inventory improperly calculated or 

recorded, most notably by the lack of a stock card column to denote losses/adjustments. Facility staff 

who are in charge of completing stock-cards have inadequate training, and may not have the time to 

complete accurate stock counts on a regular basis or calculate rates of wastage. Since the districts often 

lack staff who are responsible for supervising facility-level health commodity stock, district-level staff 

rarely check health commodity stock-level accuracy at the facility level. Further, since the LMIS is 

recorded via a paper-based system, staff at the district level do not have the time to extensively analyze 

and review LMIS data for quantitation and health commodity decision-making purposes.  

One innovative approach for improving MMP supply management, which is being led by the MoH 

Pharmacy Division in collaboration with development partners, is the establishment of the 

Quantifications and Procurement Planning Unit (QPPU). The QPPU has been crucial to harmonizing 

donor-supported procurement. The overarching goal of the QPPU is to facilitate optimum use of 

government and donor financing for medicines and health supplies by providing one system in the MoH 

for projecting and quantifying national requirements for EMHS and lab supplies; and coordinating all 

contributors‟ supply planning to guarantee that appropriate products in the right quantities are supplied 
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in a timely manner. The QPPU thus aims to provide a centralized structure for coordination and 

information sharing on quantification and procurement planning for EMHS, including lab supplies. 

The SURE Program, through the QPPU, supports the production of the MoH bimonthly stock status 

report on a selected range of essential medicines and supplies. The report was recently updated to 

include tracer lab items (HIV test kits, CD4 reagents, RPR kit, malaria RDTs, Field‟s stain A, methylene 

blue, and carbo-fuchsin). The Global Fund has made it a requirement for Uganda to share the bimonthly 

stock status reports.  

6.6.3 PUBLIC PROCUREMENT OF MEDICINES AT THE NATIONAL LEVEL 

Public sector procurement is pooled at the national level and is the responsibility of MoH through NMS. 

NMS was set up in 1993 with the mandate to ensure the efficient procurement, storage, sale, and 

marketing of quality medical drugs and other supplies. The public procurement process is governed by 

the PPDA. The PPDA provides the regulatory framework for procurement of all public assets including 

medicines.  

The officials at the MoH and National Medical Stores observed that the procurement process in Uganda 

is characterized by prolonged procedures requiring the bids to be advertised in appropriate public media 

for a specified period, and approved by the Contracts Committee within a prescribed period. This 

process sometimes leads to delays, which often result in stock-outs at public health facilities. The 

officials interviewed for this assessment find these procedure to be a hindrance to the performance of 

NMS. 

Procurement by NMS falls into two categories: 90 percent of total procurement is through national 

competitive tender, and 10 percent is through international competitive tender. It must be noted, 

however, that although national competitive tenders constitute 90 percent, 94 percent of the 

procurements are imported by the local suppliers and only 6 percent are manufactured locally (Global 

Emergency Group 2010). 

While NMS is legally mandated to procure medicines and health supplies for the public sector, several 

vertical programs are also involved in the procurement of medicines for the public sector. The 

procurements from these vertical programs are not yet well integrated in the NMS or national plans, 

thus creating problems of coordination in the procurement process in the public sector (Government of 

Uganda, Office of the Auditor General 2010).  

While procurement for the public sector is based on the EMLU, NMS does not stock all of the 

medicines on the EMLU. For instance, of the 22 anti-cancer medicines on the EMLU, NMS stocks 2, and 

health facilities rely on the private sector for the others. According to a value-for-money audit 

conducted by the Office of the Auditor General, NMS stocks drugs without regard to buffer stock 

levels; as such, certain drugs are in excess of the one-year requirement, while others are understocked. 

This leads to the expiry of drugs and high incidences of stock-outs for vital medicines within NMS 

stores. 

6.6.4 STORAGE AND DISTRIBUTION 

Storage and distribution of medicines for the public sector is a statutory mandate of NMS. NMS handles 

about 50 percent of the volume of essential medicines and health supplies for the public sector (MoH 

2010); various other organizations and MoH programs also store and distribute medicines for the public 

sector. Examples are the Malaria Control Program, which distributes mosquito nets worth US$37 

million from the Global Fund; UNEPI, which continues to manage vaccines; and Medical Access (U) Ltd, 

which play a significant role in the supply chain. JMS distributes for the PNFP sector. Figure 6.4 provides 

an overview of the distribution system. 
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FIGURE 6.4: STRUCTURE OF THE DISTRIBUTION SYSTEM OF MEDICAL PRODUCTS 

Levels Private for-Profit Sector Private Not-for-Profit 
Sector 
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A study by Hayman (2007) found the following in relation to storage and distribution at the NMS:  

 There has been increased building of storage space through donor support. 

 There was a 40 percent stock shortage of essential medicines at NMS in 2007. 

 Storage space in Entebbe was not strategically located, thus adding about UGX256 million a year to 

transport costs. 

 PPDA restrictions were in part responsible for 7–12 month delays in procurement procedures.  

 Manual systems for information and stock handling at the stores were unfit to enable efficient 

control.  

 Laboratory products, and malarial and ARV products, were using distribution systems separately 

from essential medicines, thus creating duplication of distribution costs. For example, delivery cycles 

were mixed, with traditional products being delivered on a two-month cycle while ARV products 

were delivered monthly. 

 The write-off of expired products from July 2005 to July 2007 was US$2.4 million, of which 82 

percent was related to donor products. Most of these were procured using donor systems and with 

short viable time left before expiry.  

 The cost of distribution of medicines had increased substantially, as the number of districts had 

increased from 58 to 112 in 2010.  
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Coordination problems persist between the various entities that procure and distribute MMP – 

improving coordination between the government and various donors is a key need within the MMP 

sector to avoid waste, maximize limited funds, and improve availability of MMP.  

In addition to the NMS, there are other programs and entities that store medicines, as summarized in 

Figure 6.5.  

FIGURE 6.5: VALUE OF MEDICAL PRODUCTS HANDLED BY VARIOUS ORGANIZATIONS 

(US$) 

 
Source: MoH 2009 

 

While storage at NMS is satisfactory, district visits showed that most of the stores at the district and 

health facilities were inadequate – many of them were too small, lacked shelves and pallets, and had 

inadequate lighting and aeration, among other issues. It is unclear whether quality checks are done in 

public facilities. 

6.6.5 DISTRIBUTION OF MEDICINES TO HEALTH FACILITIES 

NMS is the official distributor of medicine and distributes directly to public hospitals. Distribution costs 

are a major contributing factor to the annual deficit at NMS (MoH 2011d), with distribution costs 

running at about 21 percent of the cost of NMS goods (MoH 2011d). NMS has addressed many 

distribution challenges by following recommendations made in a number of studies concerning the 

distribution system (JSI/DELIVER and BU 2003; Euro Health Group 2004; PEPFAR 2007; Transaid 

2008;MoH 2011d), but challenges remain in the areas of cost-effectiveness and ensuring that all districts 

receive goods. 

In order to address some of these challenges, in 2011 NMS began contracting with private 

transportation companies to carry out distribution at the district level. Outsourcing distribution within 

the districts to private firms should result in cost savings (MoH 2011d).  
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6.7 APPROPRIATE USE OF MEDICINES 

The aim of any system for managing medical products, vaccines, and technologies is to deliver the 

correct product to the client who needs it. The steps of selection, procurement, distribution are 

necessary precursors to rational use of medicines. The rational use of medicines means that clients are 

prescribed and dispensed the full amount of appropriate, high quality medicines when needed, and that 

clients take medicines correctly and without interruption.  

 Stakeholders report that patient management is far from ideal in Uganda. Stakeholders indicated that 

diseases are misdiagnosed or missed; that incorrect or incomplete treatment regimens are prescribed; 

and that patients are inadequately counseled on how to adhere to correct treatment and how to 

prevent similar problems happening in future (MoH 2009e). A study conducted by MoH in 2008 

indicated that the level of antibiotics prescribed is excessive, while prescription of injectable drugs is 

low. The same study found the Standard Treatment Guidelines in 93.9 percent of surveyed facilities, but 

the EMLU in only 33.3 percent. The selling of prescription medicines without prescription was a 

widespread practice among private facilities (61.1 percent). Over 75 percent of prescription medicines 

could be obtained without prescription.  

In stakeholder interviews, the main reasons given for the irregular use of medicines are lack of 

diagnostic equipment, lack of diagnostic capacity and prescription skills by health workers, lack of MMP 

staff, and heavy client load (which does not allow prescribers to spend ample time on each patient).  In 

an attempt to ameliorate this situation, Standard Treatment Guidelines (now called Standard Clinical 

Guidelines) have been developed and disseminated, more diagnostic equipment has been secured, and 

health workers now receive in-service training about rational prescription (MoH 2010a). However, the 

situation has reportedly not improved to expected standards. Updated Standard Clinical Guidelines 

were released by the MoH in 2010. 

6.8 SUMMARY OF FINDINGS: MEDICAL PRODUCTS, 

VACCINES, AND TECHNOLOGIES 

Table 6.6 summarizes key strengths, weaknesses, opportunities, and threats in medical products, 

vaccines, and technologies. These were identified in the context of five health system performance 

criteria: equity, efficiency, access, quality, and sustainability. 
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 TABLE 6.6: SUMMARY OF FINDINGS: MEDICAL PRODUCTS, VACCINES,  

AND TECHNOLOGIES 
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 The availability of medicines at the district level has relatively improved as a result of the kit-based 

push system. 

 The MoH is developing redistribution guidelines to avoid expiries and stock-outs.  

 NDA is encouraging private outlets in underserved areas. 

 A coordinated procurement plan is being developed between the government and health development 

partners. 

 The VEN classification system and the update of the EMHSLU should improve efficiency and access.  

 The number of public facilities experiencing stock-outs has decreased. 

 Medicines procured from NMS and JMS are reasonably priced. 

 NDA has the technical capacity to regulate medicine quality. 

 JMS conducts quality control checks. 

 There is strong MoH and NMS leadership and political will to create and strengthen strategies, 

policies, legislation, and guidelines related to supply, procurement, and distribution of medicines and 

medical products.  

 There is strong government commitment to increasing the availability of needed medicines and 

medical products. 

 Partnerships between the MoH and HDPs are contributing to improvements within the sector.  

 The NDA is encouraging local manufacturing of generics, and local manufacturing capacity is increasing.  

 NMS contracting out with the private sector is likely resulting in cost savings. 
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 Public sector funding for MMP is very low. 

 While facility-level stock-outs have been reduced in the public sector, stock-outs at the NMS and 

facility levels remain a threat.  

 A majority of Ugandans experience catastrophic health expenditures.  

 There are inadequate MMP human resources at all levels. 

 No incentives exist for PNFP sector to offer a wide range of similar products at different prices which 

would make some needed medicines more affordable. NMS and JMS are based in Kampala, with no 

outlets elsewhere. Supply depends on the capacity of NMS to deliver to all districts. 

 Over 80 percent of the private MMP providers are based in urban areas.  

 Local manufacturers still face challenges that hinder their growth. 

 Uncoordinated procurement between the government and development partners leads to 

inefficiencies, and contributes to waste and expiries. 

 Bureaucratic PPDA procedures delay the procurement of medicines, thus contributing to stock-outs. 

 NDA is unable to effectively control for substandard and/or counterfeit products in the market. 

 There is poor supervision of public and private facilities. 





 

89 

7. HEALTH INFORMATION SYSTEMS 

A health information system is defined as a “set of components and procedures organized with the 

objective of generating information that will improve health care management decisions at all levels of 

the health system” (Lippeveld et al. 2000). HIS have four functions: (1) data generation, (2) data 

compilation, (3) data analysis and synthesis, and (4) data communication and use (WHO 2008). HIS 

collect data from the health sector and other relevant sectors; analyze the data and ensure their overall 

quality, relevance, and timeliness; and convert the data into information for health-related decision-

making. The national HIS is typically made up of routine health management information systems and 

non-routine health information systems. The HMIS typically encompasses monthly or quarterly reports 

on health statistics from health facilities and intermediate levels as well as vital registration systems for 

births and deaths. The non-routine systems are typically comprised of population-based surveys, such as 

the census. The functioning of the HIS at the national level provides a strong indicator of overall health 

systems functioning. 

7.1 OVERVIEW, STRUCTURE, AND RELATIONSHIPS 

Uganda‟s Health Sector Strategic and Investment Plan for 2010/11–2014/15 includes HIS as one of the 

six key areas of investment (MoH 2010a). The HSSIP was developed in a participatory way with multiple 

stakeholders involved. This allowed for buy-in, endorsement, and increased likelihood of success in 

achieving HSSIP goals. Stakeholders interviewed for this assessment voiced resource constraints 

(financial and human resources) as a key impediment. While HSSIP does not include any specific 

indicator for HIS, reporting against the other indicators requires a strong, functional HIS, thus making 

investment in HIS important. 

The MoH conducted a national-level HIS Assessment in Uganda in 2007, supported by the Health 

Metrics Network (HMN), using a multi-stage and multi-stakeholder consultative process (MoH 2007c). 

The assessment used an HMN tool to assess six components of a functional HIS system: HIS resources, 

core indicators, data sources, data management, information products, and dissemination and use. The 

2007 assessment found that HIS resources, data sources, data management, and dissemination and use 

were present but not adequate; indicators and information products were both found to be adequate. 

This 2011 health system assessment focuses on the current status of HIS in Uganda. Key findings will 

provide policymakers and program managers with the needed information on health to drive the design 

and implementation of the appropriate strategies, and also to ascertain if there have been improvements 

since the last HMN assessment. The areas covered under the current review are: HIS structure and 

responsibilities, data management systems, sources and coverage of health information, data quality and 

availability, resources (human and financial) for HIS, and data dissemination and use. 

Given the importance placed on having a strong HIS in the HSSIP, the challenges with availability and 

quality of health data, and following the recommendations of the 2007 HIS Assessment, Uganda 

developed an HIS strategy for 2009/10–2014/15. The vision statement of the strategy is to have “a 

functional HIS network and a one-stop center of excellence for producing, managing, and sharing health 

and health-related data/information.” The strategic mission is to provide timely, quality health-related 

data and information to all stakeholders. The six strategies and interventions for improving HIS are as 

follows: 

1. Inter-sectoral collaboration for management of health-related information 

2. Advocating and raising awareness for HIS 
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3. Building capacity for collection, analysis, dissemination, and utilization of health and health-related 

data 

4. Scaling up implementation of data management systems 

5. Implementing HIS within the regulatory frameworks 

6. Mobilization of resources for implementation of HIS 

Most of Uganda‟s routine HMIS is paper-based, while some information systems within the national HIS 

employ a combination of paper records and electronic records via computer, mobile phone, SMS, and 

telephone calls. For example, paper-based forms are used to collect data for the weekly surveillance 

reports on potential disease outbreaks. A combination of methods are used to send information 

between MoH and districts – phone calls, SMS, and emails. Data flows from the lowest level 

(community) to the district level and then to the national level. Districts are supposed to have a 

biostatistician and an HMIS focal person, while lower level facilities are supposed to have a health 

records officer. The reality, however, is that many of these positions are vacant, which is partly due to 

the proliferation of districts. Overall, paper-based collection and compilation of data continues to be the 

norm at the health facility level, but a plan is underway for Uganda to move towards a computerized and 

web-based system. Work is also underway on an e-health strategy. 

Central responsibility for managing the national HMIS rests with the Resource Center at the MoH, 

which falls under the Department of Planning. The MoH Resource Center division was established in 

1999 with a mandate “to develop an enabling environment for, and undertake activities to support 

effective and efficient management of information of the entire health sector,” in collaboration with 

existing information services (e.g. local government and other key stakeholders). The primary mission of 

the Resource Center is to “improve the quality of health care delivered to the Ugandan population by 

promoting the use of quality, accurate and timely health information by policymakers, planners, health 

care providers and other players in the national health system.”  In order to achieve their mission, a 

number of strategic activities have been developed. For example, a manual for strengthening HMIS data 

quality was developed in 2004, and standard operating procedures for health information were 

developed in October 2010.  

FIGURE 7.1: CURRENT STRUCTURAL RELATIONSHIPS AND FLOW OF HMIS DATA 
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A number of stakeholders are involved in collection, collation, analysis and dissemination of data 

compiled through the Ugandan HIS (Figure 7.1 and Figure 7.2). Development partners, government 

agencies, bilateral and multilateral agencies, and global initiatives such as the Health Metrics Network, 

United Nations agencies, the Global Fund, PEPFAR, and GAVI are key partners in funding many of the 

Ugandan HMIS activities. For example: CDC and SURE have played a key role in supporting 

development of the electronic HMIS system, the District Health Information System (DHIS2); the Health 

Metrics Network supported an earlier assessment of the national HIS in 2007 that led to a number of 

improvements in the system; SURE is in the process of developing the Pharmaceutical Information Portal 

(PIP) that will form the basis for the nationwide Central Health Databank, the one-stop center for 

analysis and dissemination of all health-related data; and UNICEF is working to revitalize and roll out 

more VHT data collection activities at the community level. All of these efforts are coordinated with the 

MoH. 

According to the HSSIP, all health facilities and providers, whether public or private, are required to 

report routine data, but very little data are available outside the public sector. Supervision of PFP health 

providers and institutional clinics is with the districts under the guidance of the MoH, working in 

conjunction with the professional councils and NDA. Supervision of health-related CSOs and NGOs is 

not coordinated, while supervision and mentoring of VHTs is by the health facilities within their areas of 

operation. These multiple supervisory structures may provide opportunities for collecting data from the 

various non-public facilities and providers, but also create a significant coordination challenge for the 

MoH.  

Figure 7.2 outlines the structural relationship of HIS stakeholders as outlined in the HIS Strategy. 

FIGURE 7.2: STRUCTURAL RELATIONSHIP OF THE HIS STAKEHOLDERS  

ENVISAGED IN HSSIP 

 
Source: Uganda Health Information System Strategic Plan 2009/10 – 2013/14. 
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7.2 POLICIES AND REGULATIONS 

There are a number of policies and regulations that frame the HIS environment in Uganda. Chief among 

them are the Uganda Bureau of Statistics Act of 1998, which establishes UBOS as the “coordinating, 

monitoring and supervisory body for the National Statistical System.”7 A notable feature of the Statistics 

Act is that it grants UBOS many rights, but creates very few mandates. For example, UBOS is granted 

the power to conduct health surveys and the census, but it is not mandated that this data be collected 

on any set schedule, or that this information be made publicly available, or that there are any sanctions 

for not conducting a census every 10 years. Another key law covering the reporting of health 

information in Uganda is the Births and Deaths Registration Act of 1973 (Ch. 309). The act establishes 

the rights of the Attorney General to develop registration districts, through which births and deaths are 

to be reported. According to the act, there are time limits within which births must be reported:  

 

Deaths are required to be reported in a more expeditious manner: 

 

A third key regulation framing the reporting of public health information in Uganda is the Public Health 

Act of 1935, which covers requirements for reporting “infectious diseases.” The Public Health Act 

grants very broad powers to the Minister of Health to define the terms and conditions for notifiable 

conditions or diseases, but only mentions one specific disease by name: the plague. Given that the Public 

Health Act has not been legislatively updated since 1935, there are numerous diseases that have come 

into existence, such as HIV, that are not explicitly required to be reported. 

7.3 DATA SOURCES 

Data are gathered from different sources on both periodic and routine bases. These sources include 

population-based censuses, surveys, periodic surveillance activities, and routine program data from 

health facilities. However, the major source of health information for the sector is the routine HMIS, 

where data are captured on a daily, weekly, monthly, quarterly, and annual basis depending on the 

different aspects of data being captured. Data from the HMIS are intended for various uses, including as 

a warning signal for some indicators that may require further investigation. A standard operating 

procedure for health information reporting has been developed in Uganda, which provides clear step-by-

step guidelines on HMIS data collection, its reporting, and providing feedback to the stakeholders (MoH 

2010). Information from other sources, such as sentinel surveillance systems, special studies, or surveys, 

is used to complement the routine health data sources. Routine and non-routine data sources are 

described below. 

                                                             

 
7 Act 12 THE UGANDA BUREAU OF STATISTICS ACT 1998, p. 3. 

 “Every registrar shall cause to be kept in his or her office a births register book in the prescribed form (in this Part 
called “the register”)…. Within three months of the date of birth of a live child, the father or mother of the 

child shall register such particulars concerning the birth as may be prescribed with the registrar of the births and 

deaths registration district in which the child was born1 

“Within one month of the death or the finding of the body of a person, any of the following persons shall 

register the particulars concerning the death as may be prescribed with the registrar of the births and deaths 

registration district in which the death took place”1 
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7.3.1 ROUTINE HEALTH SERVICE STATISTICS 

Routine HIS data are reported at least every six months. In Uganda, routine data are collected at service 

points and are managed by the national HMIS. This data management system has been operational in 

Uganda since 1985, but at varying degrees of functionality. Health facility data are collected on a monthly 

basis, summarized, and sent to the District Health Offices and to MoH. According to the 2007 HIS 

Assessment (MoH 2007c), HMIS routine health facility-based information systems generate sufficient 

health indicators, although their quality is limited by insufficient funding and human resources (issues 

include vacancies, high turnover, and limited capacity). District visits by this assessment team confirmed 

that a substantial amount of routine data were not included in the system because the PFP and 

community-based organizations (many not registered) did not submit their data through the HMIS, yet 

they serve a large proportion of the population. Estimates from the Demographic Health Surveys show 

that 40–60 percent of treatment episodes for children are made outside the systems (both MoH and 

PNFP) that capture HMIS information. These data suggest under-reporting of important health indicator 

statistics from the routine data collection sources. 

HIV data collection has demonstrated that the routine information system can become more functional 

if well resourced. HIV programs did boost data collection for HIV, by employing information technology 

and monitoring and evaluation experts within the HIV/AIDS care organization. The use of computerized 

information systems was greatly expanded among HIV/AIDS service organization (Spero et al. 2011).  

An Integrated Disease Surveillance and Response (IDSR) system deals with epidemic-prone diseases, 

diseases targeted for eradication/elimination, and selected diseases of public health importance. This 

system was initiated in Uganda in the late 1990s, but later scaled up, following adoption of the WHO 

strategy on IDSR in 2000. A recent assessment by Wamala et al. (2010) indicated that districts are fairly 

well equipped for disease surveillance. Priority diseases lists, surveillance guidelines, case definitions, and 

reporting tools based on the IDSR strategy were available in all districts (Wamala et al. 2010). Although 

the routine surveillance was integrated into the HMIS, the Surveillance Unit at the MoH uses a separate 

system for sharing information. For instance, data are sent directly to designated persons at the district 

and MoH levels to expedite the process of data transmission.  

7.3.2 DATA COLLECTION BY VILLAGE HEALTH TEAMS 

VHTs are community-based (village) structures, whose members are volunteers with little background 

or training in health care provision. Sixty-two percent of the districts in Uganda (69 out of 112) have a 

fully established VHT strategy (MoH 2011e). In addition to being community health workers, their major 

roles and responsibilities include community information management and disease surveillance. Although 

one of the key objectives of the VHTs is “to promote community-based health information systems,” 

data for village-level health indicators continue to be scanty or unavailable. District visits by the 

assessment team confirmed that VHTs were being trained to collect data at the village level, but that 

weak logistics and supervision support was constraining their performance. However, information from 

the MoH Resource Center indicates that UNICEF, which was the main handler of VHT data, has started 

working closely with the MoH Resource Center to improve the implementation of community-based 

health information systems. According to a survey conducted by the MoH/ UNICEF, there was a 

remarkable increase in the proportion of villages/wards with trained VHTs in a two-year period, from 31 

percent in 2009/10 to 72 percent in 2010/11 (MoH 2011e). These developments will significantly 

increase and enhance data completeness beyond facility data.  
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7.3.3 POPULATION AND SURVEY DATA SOURCES 

Table 7.1 lists key population-based surveys and other data sources. 

TABLE 7.1: KEY POPULATION-BASED SURVEYS AND OTHER DATA SOURCES 

 Survey, 

Organization, and 

Frequency 

Description 

1 Population Census 

Uganda Bureau of 

Statistics 

Every 10 years (1969, 

1980, 1991, 2002, 

2012) 

The Population Census, conducted by UBOS, was first conducted after independence in 

1969, and then conducted again in 1980, 1991, and 2002. The 2002 census was the most 

comprehensive census in Uganda. The next one is expected in 2012. The census has 

provided adequate data for core health indicators, as revealed by the HIS Assessment 

(MoH 2007). However, data on mortality does not capture information on the causes of 

death. 

2 Vital Registration 

System 

Bureau of Births and 

Deaths Registration, 

Ministry of Justice 

Not currently 

implemented 

The Vital Registration System is under the Ministry of Justice, specifically managed by the 

Bureau of Births and Deaths Registration, which is mandated to collect data on vital 

events at the community level, including those related to health. Although the system 

exists, it is not implemented to collect these important data. Its inadequacies have been 

observed and presented in the HIS Assessment (MoH 2007). One of the critical issues is 

lack of community involvement in this exercise and the high costs of maintaining such a 

system. Although registration of births and deaths throughout the entire country was 

initiated alongside the 2002 Population and Housing Census, lack of subsequent 

supporting facilitation hampered its continuation and subsequent success. The UBOS 

assessment conducted in 2006 revealed under-coverage in the Births and Deaths 

Registration System, and thus use of such data for population projections was dropped. 

3 Uganda Demographic 

Health Survey 

Ministry of Health and 

other stakeholders 

Every five years (1988, 

1995, 2001, 2005, 

2011) 

The UDHS is the main population-based health survey. It is conducted every five years, 

with significant inputs from the MoH and other stakeholders, capturing data including 

health-related indicators. The UDHS has been conducted since 1988 (in 1988/89, 1995, 

2000/01, and 2005/06), and a pending UDHS is due in 2011. This survey captures a 

substantial amount of health data on mortality and morbidity. Since UDHS 2005/06, 

more health data on HIV/AIDS and STI indicators, as well as nutrition indicators (such as 

malnutrition/underweight prevalence), have been collected. Overall, health indicators 

generated from population-based data systems including the Census and UDHS are 

comprehensive, with adequate measurement of impact (MoH 2007). A mortality survey 

has also been conducted to supplement data from UDHS. 

4 Uganda National 

Household Survey 

Every two years 

 

National Service 

Delivery Survey 

Ministry of Public 

Service 

Every four years 

There are two main types of household surveys carried out in Uganda: Uganda National 

Household Survey (UNHS), and the National Service Delivery Survey (NSDS).  

a) The UNHS is conducted every two years, the most recent report being the UNHS 

2009/10, which collected health-related data including prevalence of disease; availability 

and utilization of health facilities; distance to health facilities; and the major reasons why 

sick individuals do not seek medical attention from health facilities. Findings on health 

indicators show increasing trends in use of health facilities other than hospitals, from 

18.2 percent (UBOS 2003), to 25.9 percent (UBOS 2006), to 28.0 percent (UBOS 

2010b). 

 

b) The NSDS is designed by the Ministry of Public Service to provide a comprehensive 

assessment of the trends in service delivery in various areas, but is implemented by the 

UBOS. This household survey has been conducted since 2000, with a second round in 

2004 and most recently in 2008. Data on health-related indicators are available, including 

type and prevalence of diseases. For example, malaria is reported as the most common 

illness (45 percent), followed by acute respiratory infection (20 percent) and diarrhea (13 

percent). The proportion of respondents seeking medical care from public health 

facilities has been increasing, from 33.1 percent in 2004 (UBOS 2005) to 36.7 percent in 

2008 (UBOS 2009). Utilization of private health facilities has increased in urban areas 
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 Survey, 

Organization, and 

Frequency 

Description 

from 24.5 percent (UBOS 2005) to 32.2 percent (UBOS 2009) during the same time 

period, but not in rural areas. However, in rural areas, use of government health facilities 

has significantly increased, from 35.8 percent  (UBOS 2005) to 38.1 percent (UBOS 

2009). 

5 National HIV/AIDS 

Sero-Behavioral Survey 

Ministry of Health 

Every five years 

The National HIV/AIDS Sero-Behavioral Survey (AIS) 2004/05 was conducted to provide 

more reliable and accurate national and sub-national estimates of HIV infection and 

behavioral risk factors. The next AIS survey is planned for 2011. 

6 Nutrition Surveys 

Ministry of Health 

Nutrition Surveys, which have been conducted in the 2000s, assess the nutritional status 

of the community. Guidelines on Nutrition Survey Methodology in Uganda (Part A) have 

been developed to standardize nutrition survey methodologies, aimed at improving the 

quality of these important data (Guidelines for Nutrition Surveys in Uganda 2009). 

7 Uganda National Panel 

Surveys 

Uganda Bureau of 

Statistics 

Annual 

 

The Uganda National Panel Surveys, which started in 2009/10, is an annual survey (data 

collection every six months) of a nationally representative sample of 2,300 households. 

The survey is geared towards providing a platform for experimentation on and 

assessment of national policies and programs, as data collected inform policy in advance 

of the national budget. Preliminary results indicated that government health centers level 

II and III have a higher number of health assistants and enrolled nurses, while non-

government facilities have a higher number of laboratory technicians and nursing 

aides/assistants, both of which are higher-caliber staff compared to enrolled 

nurses/midwives. Staff absenteeism is about 50 percent in government health centers 

level II and III. 

8 Community-Based 

Disease Surveillance 

Uganda Bureau of 

Statistics 

Annually (ideally) 

Community-based disease surveillance is the systematic collection of data from the 

community on health. It has mainly focused on epidemic-prone diseases. The Community 

Information System (CIS), a component of the Sub-County Development Strategy, was 

initiated by UBOS in 2005/06 as a pilot in five districts. During 2008/09, the activity was 

expanded to add more districts, and by the 2009/10 round there were a total of 49 

districts included in the CIS. Data are collected from households in the community and 

compiled at the district level, utilizing existing administrative (local government) systems. 

It is a multi-sectoral approach, gathering data across various sectors. Data moves from 

the household/village level to parish, sub-county, district, and finally central level (UBOS). 

Although CIS data should be collected annually, budget constraints have hampered its 

collection cycle – since its funding was supported by a project that ended. 

9 Uganda Health Service 

Provision Assessment 

Ministry of Health 

2005, 2007 

For the Uganda Health Service Provision Assessment (UHSPA), health facility surveys 

and mapping were conducted in Uganda in 2005 and 2007. The 2007 UHSPA provided 

data on the availability and quality of facility infrastructure, resources, and management 

systems, and data on selected services, e.g. child health, family planning, and maternal 

health. However, data about health information was not assessed. 

10 Demographic 

Surveillance Sites 

External donors such as 

National Institutes of 

Health, SIDA, 

Welcome Trust, and 

the Gates Foundation  

Demographic Surveillance Sites (DSS) are mainly run by projects or programs of non-

government partners. Funding for these DSS is obtained from external donors based on 

study proposals submitted by such funders as NIH, SIDA, Welcome Trust, and the Gates 

Foundation. The DSS are mainly in the areas of HIV/AIDS and other STIs. The DSS have 

also provided data on trends in morbidity and mortality for other diseases, and the 

impact of HIV/AIDS. Most of the data from these sites are published through peer-

reviewed journals, and at times disseminated through workshops; however, the MoH 

does not necessarily get updates on a regular basis on some key indicators. Also, 

indicators from the DSS are limited to the project objectives. Although data from 

surveillance sites may be limited, the quality of such data is satisfactory, especially if 

compared to the routine program data. 
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7.4 DATA MANAGEMENT SYSTEMS 

A number of management information systems are either operational or are being planned. According 

to key informant interviews and the Monitoring and Evaluation Plan for the HSSIP 2010/11–2014/15, 

these include:  

1. Health Management Information System: This is for data collected during health service delivery, 

including the data collected by the Village Health Teams, which is reported to the nearest health 

facility (Integrated Community Case Management).  

2. Human Resource Information System: The system captures health personnel data by organization 

unit, cadre, etc., and generates various general and aggregated web-enabled reports (twice a year, in 

October and April).  

3. Supply Chain Management System: This system has been replaced by the ARV web-based Ordering 

& Reporting System developed with support from the SURE Program. The new system has been 

widely tested, and the roll-out through ACP and implementing partners is scheduled to start January 

2012. This system will enable pricing and placing of orders, and will strengthen the information 

systems for medicines and health supplies.  

4. Integrated Financial Management System: This was introduced by the GoU as a computerized 

financial management system to promote efficiency, secure management of financial data, and 

comprehensive financial reporting. It is currently operational in central MoH, Referral Hospitals, and 

some local governments.  

5. Geographical Information System (GIS): This is not yet operationalized. GIS will enable photographic 

and video recordings to track changes in implementation of particular programs of the HSSIP by 

geographical location.  

6. Logistics Management Information System: This is the information system for management of 

medicines and related medical supplies. It includes data from stock cards and medicine stores. Lack 

of computerization for LMIS has been a key factor in poor stock monitoring because it takes a long 

time for shortages to be detected through paper-based systems. To minimize challenges and 

problems associated with manual paper-based medicines logistics and inventory management 

systems at health facilities, the MoH selected Rx Solution, an integrated pharmaceutical management 

software, to automate medicines management in public hospitals in the country. The SURE Program 

supports the MoH in the implementation of this solution. The software, which is free of charge, was 

developed by the Strengthening Pharmaceutical Systems Program with support from USAID. It is 

widely used, including in countries in Southern Africa. It offers capabilities in medicine logistics and 

inventory management such as ordering, delivery, drug classification, issuing, receipt, financial 

management, prescribing, dispensing, integrated patient management, and a host of other features.  

7. Pharmaceutical Information Portal: This system is a portal based on Data Warehouse and Business 

Intelligence technology. Data are to be imported from a variety of source systems, cleaned, 

organized, consolidated, and presented for decision-making at all levels using dashboards and 

reports. For experienced users there is also a facility to dynamically analyze the data in various ways 

by slicing, dicing, aggregating, and drilling down (Online Analytical Processing, or OLAP). This portal 

will form the basis for the Central Health Data Bank, the one-stop center for information about the 

health sector (see Figure 7.3). 
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FIGURE 7.3: CENTRAL HEALTH DATA BANK 

 
Source: Development of HMIS in Least Developed Country Settings: The Case for Uganda. Peter Kintu et al. 

 

7.4.1 ELECTRONIC MEDICAL RECORDS AND THE DISTRICT HEALTH 

INFORMATION SYSTEM 

Electronic medical records (EMR) are still a new area for Uganda, but the Vision 2012 (MoH 2009) 

notes that Uganda plans to implement the system as part of the HMIS. To date, several agencies have 

pilot-tested EMR systems. These include personal digital assistants (PDAs) (MoH), Rx Solution (MoH), 

notebooks (UBOS), and eHMIS (Tororo MCH). Findings from the eHMIS test indicated that there was 

significant improvement in timeliness, accuracy, and provider satisfaction with the system, and eliminated 

data loss during transmission (Ndira 2008). These observations highlight the possible advantages of 

eHMIS. However, challenges such as network breakdowns, power cuts, and lack of funding beyond the 

pilot stage led to the abandonment of the schemes. The Monitoring and Evaluation of the Emergency 

Plan Progress (MEEPP), which is used to aggregate and monitor data from PEPFAR activities in Uganda, 

captures data electronically from PEPFAR prime partners, using the Internet. Some indicators are either 

defined or categorized differently than the MoH HIS indicators. The MEEPP web-based information 

system can be adopted by MoH and other stakeholders. The MEEPP system is not compatible with the 

national HMIS, but it can be made compatible. The stakeholders have agreed to harmonize all these 

incompatibilities. The HMIS system was designed to track information for the broad health care package. 

It was also meant to produce more information for lower levels than for the national level, which 

receives aggregated data. In contrast, MEEPP was designed to focus on the indictors specified in the 

Country Operational Plan for PEPFAR activities. It also aims to provide a lot more details to the national 

PEPFAR program to calibrate indicators for HIV programs.  

The Resource Center at the MoH, working in collaboration with the CDC-Uganda and the SURE 

Program, has customized the District Health Information Software (DHIS2) to run HMIS. Districts have 

been using various data management tools for data collection and capture, some of which are not 

appropriate for data management. The revised and harmonized HMIS tools have now been programmed 

into the DHIS2 to allow for functions such as data entry, data quality checks, and report generation at 

the district level and later at the lower levels. Districts with the capacity to train and implement the 

DHIS2 at lower levels will be encouraged to do so. The system has not been rolled out to all districts 

yet, because it is based on the new HMIS form, which is the cause for the delay. The DHIS2 is now 
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ready for roll-out starting in calendar year 2012, after training of the district HMIS biostatistician, which 

began in September 2011, is completed. This web-based and offline application will go a long way in 

addressing the data management and data quality challenges that may have impeded the successes of 

health information systems in Uganda to date. Information at the MoH website indicates that the SURE 

Program handed over the computer equipment to support the operation of the DHIS2 software to the 

MoH Resource Center in April 2011. The DHIS2 equipment included a computer file and program 

server, which will host the HMIS forms and the web-based ARV Ordering and Reporting System.  

7.4.2 DATA STORAGE 

Most of the national HIS data are stored electronically (on a server or hard drives) at the central level. 

UBOS stores data in both electronic and paper forms. For the weekly surveillance report data, MoH 

stores the data on external drives. At the district level, data are stored on paper, servers, or flash drives. 

Accessibility to the stored data also varies depending on the method of storage, physical location of 

storage, and available funding (which influences method of storage). Stakeholder interviews revealed that 

there were multiple methods for storage, ranging from paper forms to electronic backup systems on 

servers. Most facilities use paper forms, but the use of computers in increasing. 

7.5 DATA QUALITY AND AVAILABILITY 

Data quality is assessed from the perspective of its suitability for use to answer the question or address 

the needs or expectations at hand. Good-quality data can provide reliable measures or estimates, thus 

translating into appropriate interventions or services for improving the health and wellbeing of the 

population. Some of the primary indicators used to ascertain data quality include accuracy, precision, 

timeliness, completeness, consistency, and relevance. Routinely collected data, such as program 

monitoring data, was more prone to data-quality problems. With the exception of large HIV/AIDS 

organizations, most health care providers have ill-trained cadres for managing information. Most of these 

are records assistants with minimal computer and analytical skill sets. Although programs such as MEEPP 

have strengthened the capacity of prime partners through data quality assurance and feedback on quality 

of data, a number of issues still continue to affect data quality – including lack of national identity cards, 

which limits unique identification, thus resulting in duplication of clients; short deadlines for prime 

partners to enter data; and staff shortages, which potentially compromise quality and timeliness of data.  

Data from HIV programs and from special surveys like UDHS are often used in government documents 

and by advocacy agencies, because they have reasonable access to this data and because the information 

feedback processes are relatively easy. In addition to availability, data quality is important. 

HIS is regularly assessed for data quality using two indicators of timeliness and completeness. Timeliness 

in reporting at the MoH is defined as receipt of the monthly report by the 28th day of the following 

month, while completeness is defined as the proportion of district reports received at the MoH 

resource center.  

Recent efforts have started to collect and assess data quality from all districts. Figure 7.4 shows the 

performance in the areas of timeliness and completeness from all districts. Completeness as an indicator 

of data quality is ascertained at the central level, but there is limited information on how well districts 

are performing with this indicator at the district level. For example, the proportion of health facilities 

reporting out of the total number of units in the districts is not fully known, because many PFPs do not 

report to the HMIS. Also, the system does not yet have substantial indicators for data accuracy. 

However, the HIS data are becoming more available, and are updated regularly. For example, the HIS 

summary report for the 3rd and 4th quarters of 2010 (January–June) was available when this assessment 

was initiated in January 2011. Likewise, all districts had started to receive feedback reports from the 

MoH about their performance using the timeliness and completeness indicators. 
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Figure 7.4 shows the average (across all districts) of the timeliness and completeness of reporting on 

HMIS123 and HMIS124. 

FIGURE 7.4: TIMELINESSS AND COMPLETENESS OF REPORTING, HMIS123 AND HMIS124, 

2009–2011 

 
 

 

National-level timeliness of HIS reports is still below 100 percent; however, on the whole, most districts 

were reporting well in time, although a few districts (about six) were noted for not submitting any 

reports, or having late submissions. District reporting completeness, which is computed as the total 

number of monthly district reports received, was high, especially in 2009 (98 percent) compared to 

more recently (94 percent in 2011). This lower rate of completeness in 2011 has mainly been attributed 

to the delays in the newly created districts. For example, during the year 2011, while 108 of 112 districts 

submitted an annual report (96 percent), the 4 districts that failed to submit one were all new districts. 

On the whole, completeness at the national level for outpatient data was at 90 percent performance, 

which may be categorized as high. Data on weekly surveillance activities suggest an improvement in 

timely reporting and submission of weekly data, as well as data utilization through trend analysis.  

HMIS data accuracy has been assessed through the Resource Center annual comparisons between the 

data compiled from the district monthly reports and the totals reported by the districts at the end of 

every year. The discrepancies tend to include extra data due to late submission and to data entry errors. 

The discrepancies in some indicators (ANC1, OPD, IPT2, DPT3, and institutional deliveries) were as 

high as 33 percent in some districts, comparing the monthly totals and totals at end of year for the 

2010/11 period (MoH 2011e). Therefore, problems with data accuracy need to be taken into account 

while interpreting or using these data. 

In order to further improve HMIS performance and data quality, the MoH Resource Center has plans to 

start capturing completeness and timeliness data at the individual health facility level in 2011. Also, the 

MoH has decided to engage with United States government and non-United States government partners 
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operating in the districts on HMIS activities, so as to harmonize their activities. These plans suggest that 

HMIS performance and data quality may be expected to improve, and lead to more reliable HMIS data 

that can be used for planning, monitoring, and policy guidance.  

7.5.1 DATA QUALITY ASSESSMENT 

Data quality assessment was reported within the PEPFAR Uganda program. MEEPP had pioneered this 

process and built capacity for data quality improvements among its network, through training and 

employing experts in information technology and monitoring and evaluation. These programs were 

helped by availability of earmarked funding for monitoring and evaluation activities within the PEPFAR 

program guidelines. Despite this progress, data duplication has been highlighted by many stakeholders 

interviewed as a major problem, especially for the HIV/AIDS programs. The lack of patient identification 

systems was one of the challenges highlighted by the stakeholder interviews at the national level. 

Duplication and inflation of service statistics seems to arise from clinic-based services being reported to 

multiple sources of funds at the sub-national and national level. In one hospital visited, the same numbers 

of persons on ARVs were reported to three different funding agencies that were supporting the hospital 

to acquire ARV medicines, reagents for CD4 machines, and HIV test kits, respectively. Although there 

was an attempt by MEEPP to address the duplication that arises from multiple support to the same pool 

of HIV clients, such measures were arbitrary and data quality remains unreliable (USAID 2010). In order 

to overcome duplication in data collection and burden on the limited human resources at the data 

collection facilities, the Resource Center has worked with various stakeholders to harmonize indicators 

so as to use one tool. Accordingly, the revision of the HMIS forms has been completed as of September 

2011. However, coordination and full compliance with use of the agreed-upon standardized HMIS forms 

by all stakeholders is being carefully studied.  

In relation to improving coordination and harmonization, the web-based ARV Ordering and Reporting 

System has been developed to aid in the following: 

 Streamline reporting and rationalization of the ARV supply system 

 Decrease central-level workload in compilation of orders from facilities 

 Increase access to high-quality and accurate order and patient statistics data  

As ARV orders are channeled to NMS and JMS, there is a heavy workload on these central-level staff, as 

they are required to transfer and enter order details into Supply Chain Manager (SCMgr) software for 

generation of allocation lists. There is high risk of human error, and very little opportunity for data 

quality review of the reports. In addition, SCMgr does not enable capture of patient numbers from the 

order and report forms. These data are important for rationalizing consumption with patient numbers. 

Furthermore, SCMgr is a standalone system – it cannot be easily networked with other computers in 

the same facility. It is also proprietary software which requires continued assistance of the developer to 

enhance its functionality, such as the need to output its data directly into the information system used 

for inventory management at NMS and JMS. 

There is an opportunity to leverage the current IT capabilities of districts, implementing partners, and 

facilities to submit reports and orders online through the already-developed MoH ARV Order and 

Report Form in the DHIS2 web-based system. Using this system for report transmission, reports could 

be sent in directly from connected facilities or sent to the district office or a supporting implementing 

partner for quality review and entry into the system. 

Surveillance data are mainly used for monitoring disease outbreaks, and in studying disease trends so as 

to assess the possible threat or potential progress regarding an epidemic, such as detecting malaria 

“upsurges,” epidemic response, and decisions to vaccinate for meningitis based on data. Likewise, data 

and information are essential for monitoring performance and guiding decision-making and policy 
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choices. About 80 percent of the districts receive feedback from weekly surveillance report data. 

Others who get feedback are development partners and the general public, the latter through 

newspapers on a weekly basis, such as the Mortality and Morbidity Weekly Report. However, lack of 

funds hampers this regular dissemination. Data are also used by the district for planning and monitoring, 

as well as lobbying for funds. An HMIS focal person in one of the visited districts reported that they 

used data in lobbying for funds with their sub-national and central government, and with fund-holders 

for off-budget grants and projects. Data were also used to justify use of resources by way of 

performance accountability for service outputs. The MoH has pioneered the use of a league table as a 

tool for providing feedback to districts. Studies show that some districts are adopting similar methods 

for their network of providers. The major constraint in data use and feedback was the relative lack of 

financial resources for HIS functions at all levels.  

UCMB and its sister bureaus are frontrunners in the use of service utilization data from their members 

and network of health facilities. MoH annual reports have data trends over 10 years, enabling the 

stakeholders to assess the contribution of PNFPs to the overall sector performance over the years. The 

MoH has been inspired to adopt some of the approaches used by the UCMB and its sister bureaus. 

Hospital performance data and the league table were adopted by the MoH from the PNFP bureaus that 

pioneered the approach. 

Several MoH annual reports also have coverage maps and a broad range of statistics that are useful for 

the sector performance management and decision-making. Over the years, the MoH annual reports – 

the focus of stakeholders‟ monitoring of the sector – have included rich analyses from program 

experiences, monitoring reports, and data from surveys and the routine information system.  

7.5.2 DATA BURDEN AT THE HEALTH FACILITY LEVEL 

Data quality is likely to be affected by the shortage of health workers and the workload that they handle. 

Evidence from literature (Oomman et al. 2008; Ssengooba et al. 2010) and district visits during this study 

showed that there was a large burden and pressure to complete and report on activities supported with 

off-budget funds and projects. There were many data collection forms, service registers, and indicators 

that health workers had to generate and submit to donor agencies at the district and national levels. 

Respondents responsible for HMIS functions at the district level stated that “donors tend to demand 

information in a bad way – applying pressuring and always want reports separate from HMIS.” When the 

clinical work burden was high – as in most antenatal clinics – the records were not filled in well, or 

guess-estimates were used instead. However, there were indications that data were coming into the 

system in a timely fashion.  

7.6 HUMAN RESOURCES FOR HEALTH INFORMATION 

SYSTEMS 

There are several challenges related to human resources for HIS within the Ugandan health system. 

According to the health system organizational structure, every health center at level III and higher 

should have an assistant records officer. In reality, not all of the assistant records officer positions are 

filled, due to issues with staff retention. In addition, the wage bill also limits the ability of the public 

sector to recruit and hire a sufficient quantity of assistant records officers.  

In Health Center IIs, nurses and other staff are tasked with entering and collating the data and sending it 

up to the next level (usually the district level). Some health facility staff have demanding workloads, and 

record-keeping is sometimes delayed, which contributes to lack of timeliness of reporting, or in some 

cases, to staff providing inaccurate data to fulfill reporting obligations. Lira District has piloted a system 

where the position of Health Information System Assistant has been created at the health sub-district 

level, and this person is tasked with receiving all the data from health facilities in their designated area. 

http://www.google.co.ug/search?hl=en&biw=1280&bih=664&&sa=X&ei=NU5yTfzcMZKahQfnoqgw&ved=0CBEQvwUoAQ&q=Mortality+and+Morbidity+Weekly+Report+New+Vision+Uganda+2011&spell=1
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The data are entered into an electronic spreadsheet, compiled and analyzed, and reported up to the 

district, and feedback is given to the health facilities. The HIS Assistant is also supposed to build HIS 

capacity among the health facilities. Lira District provides refresher training for key staff on record-

keeping, twice a year. Many health facilities have job aids to help new staff learn how to fill in forms, in 

the event they have missed the formal training. As a result of limits on recruitment and hiring that are 

posed by the wage bill, the Lira District model is one feasible approach for improved record-keeping. 

Human resources are mainly strained by the multiplicity of data collection demands from various 

stakeholders. However, this challenge is being addressed by providing new HMIS. The respondent from 

the MoH Resource Center was optimistic that “the new HMIS registers will capture all the indicators 

including those needed by the vertical programs so as to reduce on multiplicity of forms needed to be 

filled in at the health facilities.”  

Several key performance areas were noted for being in need of improvement in the HMN assessment of 

the Ugandan HIS in 2007. Most of these performance areas have been targeted for improvement by the 

Ugandan MoH since 2007 and warrant mentioning here. Data sources now include the enhanced VHTs 

which are collecting data from communities that the HMIS (which is facility-based) does not have access 

to. Data management improvements now include harmonization of indicators and tools with various 

stakeholders collecting data at the health facilities; this is meant to reduce duplication and over-

burdening data collection by the limited human resources performing many duties. Also, the resource 

center has now adopted the DHIS2, which is a web-enabled data collection system, so as to improve 

electronic data collection and potentially increase timeliness and completeness of reporting. A number 

of districts have now recruited biostatisticians and records assistants at lower levels as recommended, 

and a standard operating procedure for data health information management has been produced. 

However, the curriculum for training of records assistants in better data management and record-

keeping skills still needs to be developed and implemented. This training will go a long way in 

supplementing the recruitment of biostatisticians at the district level, as a strategy to improve data 

quality and possible timeliness and completeness, especially in the newly formed districts. 

Although HMIS data may still have a number of challenges, it remains the primary source for generating 

and informing the reports used by the sector in planning and monitoring the health sector strategic 

plans. Therefore, strengthening the HMIS by improving data quality, coverage, and financing will go a long 

way toward ensuring Uganda‟s effort to conduct data-driven decision-making in the health sector. 

7.7 DISSEMINATION AND USE OF DATA 

Dissemination of health sector data is regular and common through multiple publications and websites. 

These include annual and quarterly reports, and include sector performance reports as well as reports 

by different departments. In the future, the dissemination of health sector data will be through the 

Central Health Data Bank. Data are at least used for producing district league tables, and for ranking 

district performance (see Chapter 2 Health Governance and Annex B). Data are also used for 

monitoring purposes, including monitoring of HSSIP. Data may be used for planning purposes, but this 

varies by department and may not be consistent. 
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7.8 SUMMARY OF FINDINGS: HEALTH INFORMATION 

SYSTEMS 

Table 7.2 summarizes key strengths, weaknesses, opportunities, and threats in health information 

systems. These were identified in the context of five health system performance criteria: equity, 

efficiency, access, quality, and sustainability. 

TABLE 7.2: SUMMARY OF FINDINGS: HEALTH INFORMATION SYSTEMS  
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 There is a comprehensive paper-based HMIS; a computerized web-based system, DHIS2 is currently being 

developed. Although the current focus is on the public sector, there is an opportunity to extend to the 

private sector.  

 An opportunity for data security for DHIS information and IT infrastructure maintenance at the district level 

can be found through MoH collaboration with the Ministry of ICT, Uganda Communications Commission, 

and the National IT Authority. 

 Uganda went through a significant process recently of harmonizing and streamlining its HMIS forms, with the 

MoH leading the effort and working with multiple partners. This has reduced the number of forms to 

approximately 200. This provides an opportunity to engage with partners who continue to use forms outside 

this system. 

 Some districts have Records Officers and HMIS focal persons with degree-level training in statistics and 

capacity for data reporting and use. This is an opportunity to leverage their skills for training and supporting 

other staff.  

 HMIS data are well-disseminated through multiple channels; they are also used for M&E, including monitoring 

HSSIP, and development of regular district league tables. There is an opportunity to get improved feedback 

through league tables and accreditation of health facilities.  

 Well-established surveys and structures for dissemination are in place. 
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 National HMIS focuses on the public sector; given the large role of the private sector in Uganda, options for 

getting needed data from this sector will need to be explored.  

 Some HDPs continue to use separate HMIS forms, which are not part of the harmonized system. While this 

is often necessary given partner agency requirements, it places a burden on facilities reporting on multiple 

forms.  

 Limited funding for HIS and lack of trained human resources for data collection and compilation is a threat to 

a functioning HIS. 

 Incomplete reporting in an issue, in terms of proportion of the form filled in, proportion of health facilities 

reporting to the district, and proportion of districts reporting to the MOH Resource Center. 

 Limited supportive supervision exists for data reporting, particularly in public facilities and at the district 

level. Data quality procedures are also not consistently used. 

 There is limited use of data for regular planning and budgeting. Feedback from all levels is inadequate and 

irregular. 

 The lack of infrastructure, including electricity and Internet capacity, threatens the use of the web-based 

DHIS2. 
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8. CROSS-CUTTING FINDINGS AND 

RECOMMENDATIONS 

The previous chapters provided an assessment of Uganda‟s health system by each of the six building 

blocks, providing findings including strengths, weaknesses, opportunities, and threats for each building 

block. This chapter now consolidates the building block-specific findings and analyzes cross-cutting issues 

that emerge across the building blocks. These cross-cutting findings are health system-wide issues. Based 

on these findings, this chapter provides recommendations for strengthening the Ugandan health system. 

8.1 CROSS-CUTTING FINDINGS AND RECOMMENDATIONS 

Across the health system building blocks, the HSA found that the Ugandan health system would benefit 

from significant strengthening in order to improve some key poor and stagnating health indicators. 

Strengths and opportunities within the health system identified by the assessment team include:  

 High-level government support for comprehensive health system reform 

 An engaged community of health development partners 

 A national health policy that includes interventions designed to address key health system gaps 

 Existence of a solid health sector strategy, although primarily focused on the public sector  

 Innovative approaches to partnering with the private sector  

Based on the health system building block chapter findings, the assessment team arrived at the following 

cross-cutting findings and considers them priority areas to strengthen the overall health system. The 

team proposes cross-cutting recommendations that involve multiple areas of the health system.  

Recommendations are organized around short-term (next 12 to 18 months) and medium-term to long-

term (next 12 to 36 months). Determination of whether a recommendation is a short-term and/or a 

medium- to long-term recommendation is based on the assessment team‟s sense of urgency and/or 

priority, as well as feasibility of implementation within that timeline. But as the reader can see, some 

recommendations identified as short-term may fit very well as long-term recommendations, and vice 

versa.  

Cross-cutting finding: The health system could go much further and respond more deliberately to the 

majority of Ugandans, who live in rural poverty. Currently, the essential package of health services is 

underfunded, leading to stock-outs of essential medicines and low quality of care. OOP expenditure is 

high (at over 50 percent of total health expenditure) and there is also high risk of catastrophic health 

expenditures. Health workers are not yet working in the required numbers in rural districts, and 

households risk further impoverishment due to informal fees in the public sector or formal fees in the 

private sector.  

Recommendation: There are several opportunities for all stakeholders  government, private not-

for-profit and private for-profit sectors, and development partners  to improve equity and access by 

prioritizing poor populations and rural areas.  

Address high OOP expenditures through a variety of pro-poor financing mechanisms. High OOP expenditure 

(more than 50 percent of a country‟s total health expenditure) is unacceptable because of the burden it 

places on the poor. At the same time, budget constraints make it unrealistic to expect the government 
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to continue providing “free” health care. The team proposes an aggressive approach on high OOP 

spending with short- and longer-term recommendations. 

Short-term 

(12 to 18 

months) 

 Build on promising approaches that remove economic barriers for the poor to access health 

services and products. Many experiments underway, such as vouchers that allow poor population 

groups to access specific health services and CBHI, are demonstrating positive results.  

 Examine new approaches that have removed financial barriers to access. Examples include market 

incentives motivating the private health insurance industry to develop micro-insurance schemes 

targeted to the working poor and encourage micro-finance institutions to create health savings 

plans in rural areas.  

 Reassess what should be included in UNMHCP to determine a basic package of care that is 

affordable in light of scarce resources, and allocate more funds to it. This analysis will become an 

important input for any government plan to adopt some form of social and/or national health 

insurance. Identify the most vital drugs required for the UNMHCP. 

Medium- to 

long-term 

(12 to 36 
months) 

 As has been in the plans, GoU should adopt a pro-poor national health insurance scheme that 

provides coverage for most Ugandans, similar to the models used in Ghana and Rwanda. Plans 

should include specific mechanisms for targeting and reaching the poor and addresses specific 

health concerns such as MCH, HIV, TB, malaria, and NCDs, as well as other private financing 

mechanisms designed to reach lower-income groups.  

 

Increase and focus scarce public funds on pro-poor services and products. The health sector is underfinanced. 

The financial strain will worsen as population continues to grow and demand increases. In light of limited 

public funds and long-term uncertainty of donor funds, the team proposes increasing the allocation of 

public funds to services and products that serve the poor.  

Short-term 

(12 to 18 
months) 

 Prioritize timely disbursement of funds in target districts. Advanced outlays of operational funds 

will help health facilities avoid interruption of vital health programs that respond to the poor‟s 

greatest health needs. 

Medium- to 

long-term 

(12 to 36 

months) 

 Allocate more funds to district health services, particularly based on needs by district. Target 

resources at the sub-district level. Implement the use of needs-based budgeting and train the 

district health teams in its use to build their budgets (see Chapter 2 Health Governance and 

Chapter 3 Health Financing). 

 Invest heavily in human resources for maternal and newborn care programs, such as training 

midwives, deploying them in hard-to-reach areas, retaining them with appropriate incentives, and 

supervising them so as to maintain quality health care, in order to attract the poor and improve 

maternal, newborn, and child health outcomes. 

 GoU should increase and prioritize funding for pharmaceuticals and medical products for key 

health problems. Target the MoH‟s limited funds to the provision of drugs and medical products 

for poor and indigent populations and inpatient treatment. Explore mechanisms to introduce 

affordable prices for less-poor patients who can afford to purchase drugs at public facilities and/or 

refer them to private facilities. 

 Purchase health services and drugs for the poor from private providers in target districts where 

services, drugs, and medical products are limited. 

 Restore user fees.  
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Create incentives to fill vacancies and/or staffing shortfall, particularly in underserved districts. The MoH has 

worked to address HRH gaps by costing-out different interventions to attract and retain health workers 

in rural areas.  

Short-term 

(12 to 18 
months) 

 Have the MoH continue to support the financial incentive schemes currently in place in the 15 

hardest-to-reach districts, and evaluate the effectiveness of the “top-up” system before rolling 

out the system to other priority districts. 

 Create clear and unambiguous regulations enabling certain tasks to be shifted to a “lower” cadre 

working in both public and private sectors. Provide necessary resources, training, certification, and 

supervision to public and private providers in priority districts.  

 Decrease absenteeism in the public sector by rolling out performance management to priority 

districts.  

 Roll out performance contracts to all health workers. 

Medium- to 

long-term 

(12 to 36 
months) 

 Contract-out private sector staff in severely underserved districts to provide the needed services. 

 Advocate for policy changes to overcome restrictions in wage bill. (1) Introduce a funding 

mechanism to fill posts in the public sector, with 50 percent contributed by the MoFPED and 50 

percent by donors, at least initially. (2) Pool funds to hire staff on an emergency basis for districts 

with the largest HRH gaps.  

8.1.1 IMPROVE EFFICIENCY THROUGHOUT THE SYSTEM TO REDUCE 

COSTS  

Cross-cutting finding: This assessment, like the HSSIP, recognizes the overall inadequacy of health 

financing in Uganda. But a significant increase in health financing is not anticipated in the short term. 

Thus, improving efficiency is recommended as one option to make more resources available.  

Recommendations: There are several opportunities to create efficiencies throughout the health 

system that involve all stakeholders in health, thereby creating a shared responsibility to save money. 

Short-term 

(12 to 18 

months) 

 The MoH and HDPs work together to consolidate vertical drug distribution systems in the public 

sector. Explore option of opening regional drug stores. 

 The MoH and HDPs work together to identify parallel service delivery systems and disease programs 

that can be integrated to improve efficiency, particularly in the severely underserved districts, to 

enhance coverage and efficiency; then continue implementation of integration into the medium-term. 

 Carefully consider the costs and benefits of rationalizing lower-level facilities. Scarce HRH and 

supplies may be consolidated through this process. 

Medium to 

long-term 

(12 to 36 
months) 

 After consultation with districts, MoH, and MoLG, consider the creation of regional-level 

administration, with the aim of supporting districts with weak infrastructure, leadership, and 

management. These can be set up as Regional Health Management Teams. Potentially locate 

supervision, management, administration, M&E, and quality functions at this regional level while 

retaining the budgetary function at the district level. All districts should be supported by Regional 

Health Management Teams.  

 Donors offer technical assistance and training on a range of policy analysis and planning skill areas to 

improve implementation and enforcement of existing policies. Skill areas include data for decision-

making, costing of policy/program interventions, cost-benefit analysis, strategic planning, action 

planning to implement policy, and evaluation of program/policy impact. 

 Improve efficiencies in the HRH marketplace through better coordination and integration with the 

private sector HRH, building on existing mechanisms when possible, by (1) including the private 

sector in HRH policy as a resource to address HRH gaps; (2) integrating data on workforce planning; 

and (3) coordinating all training carried out by the MoH, HDPs, and private medical institutions.  

 Conduct routine, systematic, and coordinated planning and implementation. Options include 

geographic (risk of “balkanization”) or programmatic (risk of return to overly vertical programs) 

focus.  
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8.1.2 INVEST IN NEEDED POLICIES, TOOLS AND SYSTEMS TO IMPROVE 

QUALITY ACROSS ALL SECTORS 

Cross-cutting finding: The Ugandan government is making strides in improving quality and has several 

initiatives underway. The MoH has established a new quality improvement program including existing 

guidelines for all services at national facilities and in some cases district/health facilities in the public 

sector; continues to harmonize and update guidelines, particularly those related to the use of VHTs; is 

drafting NCD guidelines; and has introduced accreditation systems in the UCMB and HIV programs. 

Although the MoH has many of the pieces in place to improve quality, there is much more to be done 

to raise the overall quality of public services and to extend quality oversight to the private sector.  

Recommendations: The team recommends the approaches that combine both regulatory and non-

regulatory interventions to strengthen quality across the sectors. 

Short-term 

(12 to 18 

months) 

 Allocate needed resources – manpower, training, travel expenses, etc. – to implement the MoH‟s 

quality strategy. HDPs can support this process initially. 

 Mobilize the resources needed to ensure adherence to standards, carry out regular and effective 

supportive supervision, and accredit all providers (public and private). 

 Allocate sufficient resources to the Regional Health Management Teams (recommended earlier) 

to support and supervise multiple districts to assure quality services. 

 Allow facilities to retain user fee revenue to invest in quality improvements. 

Medium- to 

long-term 

(12 to 36 

months) 

 Include PNFP and PFP as participating providers under health insurance and voucher schemes. 

Insurers could require all providers be accredited. Link provider payment to quality performance 

and number of poor served in specific health areas in the UNMHCP (e.g. medical audit, 

procedure authorization, claims review).  

 Link contracts with private providers serving the poor to incentives assuring quality. 

 Involve PFP and PNFP in the quality system as a way to begin overseeing private sector quality. 

Appoint private sector representatives to the Councils. Involve professional associations and 

private sector leaders in all reforms affecting services. Include private facilities in supervisory 

visits.  

 Establish clear linkages between the regional referral hospitals and the districts they serve. 

 Strengthen the referral system both within MoH services and between public, PFP, and PNFP 

services to ensure continuity of care no matter where the patients receive it. The strengthening 

can be done by: 

o Offering quality services at lower-level facilities 

o Educating patients on the referral system 

o Educating health staff, particularly at the lower-level facilities, on offering good 

customer care to patients 

 Educate consumers on how to insist on and secure quality services, including how to recognize 

quality drugs through branding/labeling and information campaigns. 
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8.1.3 TAP INTO UGANDA’S PRIVATE HEALTH SECTOR TO INCREASE 

ACCESS TO HEALTH CARE 

Cross-cutting finding: The health system can count as a strength its large, dynamic private health 

sector that provides half of all health services and medical products. Despite the private sector‟s 

participation in different forums, bodies, and associations at the policy and regulatory level, the public 

and private sectors seem to more co-exist than function in a coordinated or integrated manner. This 

contrasts with the reality at the patient and provider level, where the majority of consumers seek care 

in both sectors and up to a third of providers have dual practices.  

Recommendations: There are several opportunities for combined efforts to produce better results: 

Short-term 

(12 to 18 
months) 

 Coordinate with private providers in severely underserved districts to provide drugs and reagents 

to public facilities when experiencing stock-outs.  

 Coordinate with private providers in priority districts to deliver services when staff and/or 

specialty care are not available in public facilities. 

 Implement innovative staffing arrangements with private sector (for example, secondment of 

private sector staff, or part-time job share between the public and private sector) to help fill 

vacancies in health facilities located in priority districts.  

Medium- to 

long-term 

(12 to 36 

months) 

 Purchase health services and drugs for the poor in areas where public services are not available 

and reimburse providers for the cost of delivering the service in exchange for not charging the 

poor.  

 Include PNFP and PFP as participating providers under health insurance and voucher schemes that 

are located in target districts and can demonstrate they meet MoH standards of care through 

some form of accreditation. Link provider payment to quality performance and number of poor 

served in specific health areas in the UNMHCP.  

 Encourage the private health insurance industry to develop micro-insurance schemes targeted to 

reach the working poor and encourage micro-finance institutions to create health savings plans in 

rural areas.  

 Examine and create regulations to accredit private medical institutions. Once accredited, the 

MoH can coordinate the public and private training to ensure that the numbers of and types of 

health professionals needed are produced.  

 

8.1.4 STRENGTHEN COORDINATION OF ALL HEALTH STAKEHOLDERS TO 

INTEGRATE THE HEALTH SYSTEM  

Cross-cutting finding: A recurring recommendation in all stakeholder interviews was for better 

coordination: some respondents said the MoH needs to better coordinate the different divisions and 

geographic levels, others recommend improved coordination among donors or between the MoH and 

donors, while many suggested the need to bring together all stakeholders groups. All of these 

recommendations are valid but must be well managed. The Compact presents a sound and rational 

structure to oversee the entire health system and coordinate the different stakeholder groups active in 

health.  
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Recommendations: The following are recommendations to help operationalize this structure so it 

can fulfill its mandate to discuss sector-wide issues, coordinate different stakeholder efforts, and realign 

and rationalize all health activities across the sectors.  

Short-term 

(12 to 18 
months) 

 Invest resources to quickly operationalize the existing health oversight structure identified in the 

Compact. HDPs can help jump-start and strengthen the nascent partnership structure by 

providing resources and technical assistance.  

 Make the health oversight structure truly inclusive by opening up membership to include PNFP 

and PFP sectors and making explicit the new members‟ roles and responsibilities in the health 

sector in the Compact.  

 Bring together key representatives from all stakeholder groups (public, PNFP, PFP, and donors) to 

review the HSSIP; discuss and agree on the different sectors‟ relative contribution to each health 

indicator; and track it accordingly. This exercise will serve as the framework and basis for all 

coordination activities.  

Medium- to 

long-term 

(12 to 36 

months) 

 Build MoH Department of Policy and Planning‟s capacity to coordinate and plan at the sector level 

by strengthening its ability to use data on the entire sector – public, PNFP, and PFP – to present a 

holistic view of the entire health sector. This department can provide data on a quarterly basis to 

inform the HPAC‟s meeting to monitor progress. 

 Support the HPAC secretariat to organize the quarterly meetings, prepare the analysis to 

monitor HSSIP implementation, and draft and disseminate meeting reports to all stakeholder 

groups. 

 At the regional level, establish Regional Health Management Teams (as recommended earlier) 

composed of MoH, HDPs, civil society, and PNFP and PFP providers located in the area. Establish 

regular quarterly performance review meetings with the entire team to promote information 

sharing, coordination, and participatory oversight. 

 Donors offer technical assistance and training on a range of management and leadership skills at 

the district level. New skills on which to provide training include financial management, 

communications skills, motivation skills, and supervision skills.  

 

8.1.5 HARNESSING CONSUMER POWER TO ADVOCATE FOR BETTER 

HEALTH CARE 

Cross-cutting finding: The assessment describes several well-organized and active NGOs that 

represent the consumer perspective in health. Among their major achievements are: (1) incorporation 

of patient satisfaction as an indicator of health outcomes, (2) development of the Patient Charter, and 

(3) advocacy for underserved and marginalized population groups. Now is the moment for the MoH to 

further institutionalize the consumer voice in the health system.  

Recommendations: To integrate consumer rights and responsibilities throughout health, the team 

suggests the following: 

Short-term 

(12 to 18 
months) 
 

 Include consumer representatives in the following institutions and structures: 

 HPAC and Sector Working Groups 

 Professional Council(s) 

 Regional Health Management Team 

 Roll out MoH innovative feedback system to district levels. The system allows consumers to rank 

performance using health-related indicators such as service coverage, procurement of medicines, 

and absorption of health funds. 

Medium- to 

long-term 

(12 to 36 

months) 

 Build and support the capacity of professional associations to represent their respective 

constituents in policy dialogue and planning. 
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8.2 RECOMMENDATIONS BY TECHNICAL BUILDING BLOCK 

MODULES 

In this section, recommendations are organized by the building blocks. Some of these are already 

presented above as recommendations to address cross-cutting issues – they are repeated here for 

anyone who might review the issues within any one building block separately. 

8.2.1 HEALTH GOVERNANCE 

Many of the necessary pieces for strong governance of the health sector are in place – inclusive and 

transparent government leading the health sector, a supporting regulatory framework and system 

governing health providers and their services, and an active consumer voice representing their 

preferences and needs. What requires strengthening are the systems and processes linking these three 

groups into an integrated and holistic health system. The assessment team, therefore, recommends the 

MoH focus on:  

1. Create an enabling environment to strengthen district performance 

Create an enabling environment that will strengthen district performance: (1) invest in 

infrastructure, particularly in newer districts that lack it, that will create a conducive environment 

for the districts to be effective in carrying out their functions; (2) create an enabling financial 

envelope that would finance the expected functions of the district; (3) expand performance-based 

financing; and (4) revamp district league table indicators for performance. 

2. Strengthen MoH capacity to coordinate all health sector stakeholders 

The Uganda Country Compact presents a sound and rational structure to oversee the entire health 

system. The following are recommendations to help operationalize this structure so it can fulfill its 

mandate to discuss sector-wide issues, coordinate different stakeholder efforts, and realign and 

rationalize all health activities across the sectors.  

 Invest resources to quickly operationalize the health oversight structure. HDPs can help jump-start 

and strengthen the partnership structure by providing resources and technical assistance. Resources 

and training are needed for a HPAC secretariat, located in the MoH Department of Planning, to 

organize the quarterly meetings, prepare the analysis needed to monitor implementation of the 

HSSIP, draft meeting notes on agreements and decisions made, and disseminate updates routinely to 

all stakeholder groups participating in the health sector including consumers. Moreover, donors can 

offer technical assistance to the different levels of the health oversight structure – Top Management 

Committee, HPAC, Senior Management Committee, and TWGs – on a range of management and 

leadership functions that will ensure a level playing field and genuine participation from all key 

stakeholders. Areas include leading effective meetings, facilitating participatory planning, and making 

informed and consensus decisions.  

 Make the health oversight structure truly inclusive. The Compact is truly a partnership document 

between the Ugandan government and the HDPs as evidenced by the signatories on the last page. 

To strengthen coordination, an important first step would be to make explicit other stakeholders 

and their respective roles throughout the entire Compact.  

 For example, PFP and PNFP sectors should have an opportunity to review the Compact and 

also come on board as signatories. The Kenyan government, for example, has just expanded 

membership of its code of ethics to include key PFP entities.  

 Another important modification would be to include greater representation of PFP and PNFP 

providers in the HPAC and TWGs to match their level of and scale of activities in the health 

sector.  
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 Include private sector representation in all the working groups. The private sector is relegated 

to only the PPP for Health Working Group, yet they play significant roles in almost all the 

working groups areas such as Medicines, HRH, Health Infrastructure, Hospitals, and HC IV. In 

addition, not all the working groups have to be chaired by an MoH staff person. Create 

opportunities for shared leadership by rotating the chairs for specific terms. 

 Build capacity to coordinate and plan at the sector level. The Compact calls for quarterly meetings 

for the HPAC to meet to discuss progress towards implementing HSSIP. This requires a new 

paradigm in which a group of leaders representing all key stakeholders review and discuss the health 

system as a whole. It also requires collecting and reporting on data differently, such as all health 

activities by sector. And in setting goals, the group should discuss and agree on the different sectors‟ 

relative contributions to that health indicator and track it accordingly.  

 Support districts to improve coordination at the district level between government and 

development partners. Development partners based at the district level should attend quarterly 

review meetings, District Health Management Team meetings, and district council meetings. 

 The HSSIP clearly outlines the health sector goals and public sector strategies to reach them. It does 

not, however, include specific roles and responsibilities for the PNFP and PFP providers with specific 

strategies and targets aligned to the overall health goals. One of the HPAC near-term activities 

could include bringing together key representatives from the PNFP and PFP sectors to review the 

HSSIP and discuss how they could contribute towards reaching the specific goals. This exercise will 

serve as the framework and basis for all coordination activities.  

3. Create management and administrative efficiencies within the decentralized system by 

aggregating districts into health regions 

The expansion of health districts has created an unwieldy number of units (112) for the MoH to 

devolve management and administrative functions. The assessment team recommends that the MoH:  

 Aggregate the 112 districts into a smaller number (e.g. 20–30) and locate the management, 

administration and quality functions at that level while retaining the budgetary function at the district 

level. Key functions, such as planning, quality, HRH, and procurement, will stay at the regional level 

taking into account the input from all of the districts. The regional administrative tier would be an 

extension of the MoH, with the intention of supporting districts with weak capacity. It would bring 

national health sector supervision nearer to the districts and make regional tier staff and their skills 

easily accessible to the districts. The regional administration could be funded in one of two ways: (1) 

the central MoH could fund it directly, by reassigning central MoH staff to the regions; or, (2) the 

districts could finance the regional tier in their region. Thus, in order for the regional tier to work, it 

will need to be negotiated with the districts, the MoH, and the MoLG. 

 At the regional level, establish Regional Health Management Teams comprised of not only the MoH 

Regional Director and his/her team but also representatives from the PNFP and PFP sectors located 

in the that specific region. Establish regular quarterly performance review meetings with the entire 

team including the PFP, PNFP, and consumer stakeholders in order to promote performance 

governance through information sharing and effective participatory oversight. 

 Use the Regional Health Management Teams to strengthen leadership and management skills at the 

district level. These teams can facilitate formal leadership and management training for district-level 

staff in need of strengthening. 

4. Build PFP and PNFP capacity to represent their own constituencies and to actively 

participate in policy and planning 
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The public sector is well organized compared to the private sector and consumer voice. Therefore 

the team suggests the following interventions to strengthen these respective players‟ capacity. 

 Raise the consumer and civil society voice: 

 Strengthen CSOs and HUMCs through additional financing, capacity building, information 

sharing, and community dialogue to strengthen community voice and oversight. Capacity building 

of CBOs at the community and district levels by national agencies like UNHCO and HEPS-

Uganda would be a strategic approach to ensure the scale-up of effective community voices 

programs. 

 Support expansion of experiments with mobile technology that enable citizens and service users 

to provide direct feedback to local officials and providers on service access and quality issues. 

 Support assistance to media to improve the amount and quality of reporting on health issues. 

 Include private sector perspective:  

 Support MoH and private sector efforts to create an umbrella organization representing the 

entire private health sector. In the last few years, the MoH has encouraged the PFP sector to 

form a coalition or umbrella organization similar to the ones in Kenya (Kenyan Health 

Federation), Tanzania (Association of Private Health Facilities in Tanzania), and Ghana (Private 

Health Sector Association in Ghana), to name a few countries. Donors can support MoH efforts 

by providing access to funding and resources to bring the Executive Directors of these 

organizations to provide south-to-south technical assistance to design, establish, and coach this 

new entity. 

 Strengthen professional associations to represent both public and private perspectives in policy 

and planning processes. The success of the coalition depends on individually strong professional 

associations. In Uganda, the professional associations‟ capacity varies by profession. Donors can 

play an instrumental role in helping these associations become financially sustainable through 

technical assistance. Also, these professional associations can play an active role not only at the 

central level but at the regional and district levels. Additionally, members of professional 

associations at the regional/district level can participate along with MoH staff in supervisory 

visits.  

8.2.2 HEALTH FINANCING 

From the findings in this assessment, the following recommendations provide the most strategic actions 

for improving the financing of the health system in Uganda. 

1. Implement the Abuja Declaration 

Develop a phased plan to reach the Abuja target of spending 15 percent of overall government 

expenditure on health within the upcoming three years. 

2. Increase funding to health districts 

Distribute more funds to district health services. In less than three years, public funds have 

decreased from 54 percent of total MoH funds to 45 percent. The MoH should explore ways to 

increase funding to the health sector overall and increase funding of district health services. In 

addition, more public funds should be invested in regional hospitals related to the most severely 

underserved districts.  

3. Address high OOP expenditures through a variety of pro-poor financing mechanisms  

The high OOP expenditures of over 50 percent of total expenditures on health are unacceptable 

because of the burden it places on the poor. Addressing the high OOP expenditures should 
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therefore be one of the top priorities. At the same time, it is unrealistic to expect the government to 

continue providing “free” health services in light of budget constraints. Moreover, the MoH cannot 

expect international donor support to continue funding the health system at these record-high levels. 

The challenge therefore is how to do more with less. The team proposes the following solutions to 

the high OOP expenditures through multiple strategies – some medium-term and others long-term. 

 Short- to medium-term 

 Build on promising approaches that remove economic barriers for the poor to access 

health services and products. There are many experiments underway that demonstrate 

positive results, such as vouchers for specific health services and CBHI. The MoH should 

work with donors to better understand what works or does not work in preparation to 

expand to targeted (severely underserved) districts.  

 Examine new approaches, including those from other East African countries that have 

successfully removed financial barriers to access. The GoU can explore other countries‟ 

success in creating market incentives to motivate the private health insurance industry 

to develop micro-insurance schemes targeted to reach the working poor in the 

information sector, and encourage micro-finance institutions to create health savings 

plans in rural areas.  

 Reassess the UNMHCP (specifically, what constitutes the basic package). The basic 

package of services has expanded dramatically with little recognition of the cost 

implications. The MoH struggles to offer the UNMHCP with declining resources. By 

some estimates, it costs the MoH over US$40 per capita to deliver the UNMHCP, yet 

the government spends only US$10 per capita. One approach to address the financing 

gap and better allocate the limited funds available would be to reassess what should be 

included in the basic package of services that is affordable. This analysis will become an 

important input for any government plan to adopt some form of social and/or national 

health insurance.  

 Long-term 

 GoU should proceed to adopt a pro-poor national health insurance scheme that 

provides coverage for most Ugandans, using a model similar to that of Ghana or 

Rwanda. Plans could include CBHI that covers Ugandans, as well as addressing specific 

health concerns such as HIV, TB, malaria, and NCDs. Additionally, plans should include 

other private financing mechanisms designed to reach poorer income groups (see 

above).  

4. Increase resource mobilization and focus scarce public funds on pro-poor services 

and improved health utilization 

 Make the case that health is an economic and development priority, and advocate for more 

GoU funds. The Government of Uganda is underfinancing the health sector. This situation will 

worsen as the population continues to grow, creating further strain on the existing public health 

sector. Kenya has successfully demonstrated that the health sector is the third largest (and 

growing) sector in the Kenyan economy. Any increase in public revenues to health would have 

the twin benefits of improving the health of the poor as well as being an engine of growth. 

Efforts should be made to increase the proportion of funding through the general national 

budget. 

 Better-target funds earmarked for district health services through needs-based allocation. 

Historically, the MoH has allocated its resources to districts based on population size. This 

approach favors urban and peri-urban areas as well as more populous districts, and masks the 
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needs of rural and poor population groups that are severely underserved and suffer 

disproportionately from infectious diseases. The MoH has introduced needs-based allocation. 

The team recommends consolidating the use of this approach and training the regional 

management teams in its use to build their budgets.  

 Prioritize timely disbursement of funds. We recommend that time-sensitive programs like 

immunizations and drug procurement in target districts be given special consideration, such as 

advance outlay of operational funds, to avoid the interruption of vital health programs that 

respond to the poor‟s greatest health needs. 

 Purchase health services and drugs for the poor. There is no need for the MoH to build new 

health facilities in underserved areas when there are private (PNFP and PFP) health care 

providers already operating in the same catchment area. Tanzania has implemented a forward-

thinking regulation compelling the MoH to contract out with qualified private providers to 

deliver the basic health package when there are no functioning public facilities. The private 

provider is reimbursed for the cost of delivering the service in exchange for not charging the 

poor.  

 Roll out performance-based financing mechanisms to incentivize health providers to attain 

higher coverage of service utilization among their catchment populations as well as improved 

quality of care. Develop suitable operational modalities for the performance-based financing 

schemes together with appropriate indicators and mechanisms for performance monitoring.  

5. Improve coordination and programming of all sources of health financing  

As the assessment concludes, donors and private expenditures are important sources of financing in 

health. There are several significant efforts underway, such as the Uganda Country Compact, to help 

better coordinate and realign donor funding to government priorities. Yet very little is known about 

private expenditures and where these monies are spent. The team recommends the following steps 

to help coordinate all the resources expended on health to improve government financial planning.  

 Improve data collection on health expenditures. First, address the major gap in knowledge on 

the magnitude and composition of OOP expenditures. The GoU should carry out a private 

sector expenditure review. Second, MoH has incomplete data on total donor funding dedicated 

to health. MoH will need to work closely with the MoFPED, where donors report their funding 

levels, and enhance tracking to systematically collect standard data on donor funding. Based on 

the new tracking system, the MoH can create a “virtual SWAp” mechanism to coordinate major 

donor partners. The virtual SWAp can also help donors harmonize their operational plans and 

realign them to the HSSIP.  

 Government invests in operationalizing the Compact (see Chapter 2 Health Governance) and 

endorses the team‟s recommendation to expand Compact partners to include not only donors 

but also the private health sector. Including the private health sector in strategy and planning 

meetings will reveal private sector resources – such as infrastructure, staff, expertise, and skills 

– that could be leveraged to address the health challenges outlined in the HSSIP. Through 

coordination, the government can also explore different approaches to formalize this 

coordination with the private sector, ranging from sharing inputs (e.g. staffing, facilities), to 

contracting out for specific goods and services, to joint provision of goods and services. 

8.2.3 HUMAN RESOURCES FOR HEALTH 

Given the intractable nature of budget constraints in Uganda in the short to medium term at the 

minimum, it is essential to devise actionable solutions for the immediate term. Efforts on the part of 

donors to fund special emergency hiring mechanisms may be needed – but also may do little to help 

implement sustainable changes in the health system that will allow Uganda to find its own way out of the 
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shortage of a well-trained and motivated health care workforce. Therefore, the suggestions below focus 

on systems changes that can be made now, or small pilot projects which should be expanded, with 

relatively smaller investments, recognizing that hiring another worker is always the most expensive way 

to deliver more health care to the population. 

Uganda has a number of key advantages in dealing with the HRH situation. Perhaps most important is 

the leadership recognition of the problem. Several pilot and small programs are already in place to deal 

with HRH training, distribution, and performance problems. Decision makers and their development 

partners should carefully evaluate the actual costs and benefits of these efforts. Expensive and ineffective 

interventions should be eliminated, and their resources given over to lower-cost yet effective efforts. 

1. Provide accountability at the national/policy level 

While an HRH strategy and policy are in place, implementation has been weak. Either a new 

coordinating mechanism should be put in place to lead and ramp-up implementation, or an existing 

coordination mechanism – such as the active HRH TWG – should prioritize implementation of the 

HRH strategy. These coordinating mechanisms can facilitate improvements in HRH that must be the 

responsibility of one government entity or office. Because responsibility for HRH is spread across 

several ministries and several departments within the MoH, nobody is accountable for HRH 

shortages or poorly-qualified workers reaching the field. The coordination role of pre-existing inter-

ministerial subcommittees relating to HRH should also be strengthened.  

In a similar vein, one public mechanism should be accountable for HRH planning in all three sectors 

(public, PNFP, and PFP). With the MoH effectively blind to private sector HRH, realistic planning for 

HRH to meet the needs of all Ugandans can never take place. Public and private sector collaboration 

on HRH is urgently needed.  

 In the area of pre-service education, public and private sector coordination will ensure that the 

right mix of cadres is being produced across the whole health system.  

 Accreditation should be strengthened so that the only practicing health workers are those who 

are licensed to practice. 

 Contracting-out with the private sector to full acute vacancies in the public sector in 

underserved areas should be explored. 

2. Align distribution to need 

The pro-urban distribution of doctors, nurses, and other key health worker cadres is a major 

constraint on both access to and the equitable distribution of health care. Identical urban/rural wages 

in the public sector and the undesirability of working in remote and hard-to-reach areas are cited by 

stakeholders as a contributing factor to the pro-urban distribution of doctors and other key cadres. 

In addition, while attrition is most acute among doctors, there are some remote and hard-to-reach 

areas where it is hard to recruit and retain health staff of any level. While the MoH has in place a 

“Hard-to-Reach Strategy,” this strategy depends on increased funding for incentive pay and additional 

allowances. This strategy should be implemented and scaled up as soon as budget allows. Knowing 

that a rapid increase in budget to pay for the Hard-to-Reach Strategy is unlikely, other additional and 

low-cost measures should be considered. Recommendations to consider include: 

 Implementation of budget-neutral incentives for rural and hard-to-reach postings. The MoH 

has already proposed its own array of possible incentives. The most promising and least 

expensive should be quickly tried and evaluated. Proven examples of these schemes from other 

countries include limited-time rural postings, preferential admittance to higher learning, 

preferential selection of next posting, and shifting unneeded urban allowances to rural posts. 

Many other examples are also available from the GHWA and other sources.  
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 Implementation of employee satisfaction surveys and interventions as part of HRM 

enhancements. 

 Focus efforts on aligning distribution to need in the districts with the most severe HRH gaps. 

3. Scale up HRM and leadership training 

Planning, developing, and supporting an effective health workforce requires specific skills and 

knowledge. Because the MoH professionals given the responsibility to carry out these crucial tasks 

are usually doctors, they do not receive training in HRM during their pre-service education. The 

MoH should scale up its program of HRM training that is showing early success. HRM should be 

incorporated into pre-service training. Only when professionals within the MoH have the 

responsibility, the skills, and the motivation to tackle these critical HRM functions will Ugandans begin 

to fully reap the benefits of the health workforce already in place. Without HRM skills, simply adding 

more bodies to the system will have costly but unsure impacts. 

4. Focus on better supporting the existing workforce to meet the needs of the 

population by improving productivity and performance 

The funding picture for HRH in Uganda, no matter how disagreeable, is clear. The most that can be 

hoped for are small incremental increases in HRH funding, supplemented with ad-hoc donor-funded 

“emergency” hiring plans. Given this funding outlook, the GoU should push forward with its nascent 

HRM efforts to focus on better supporting the existing workforce to meet the needs of the 

population through better productivity and performance.  

 Continue the trend to shift administrative and non-patient-care tasks away from health care 

professionals to existing clerks and administrators.  

 Scale up performance-improvement and client-accountability management efforts, as they are 

relatively low cost. 

 To support improved performance and accountability, scale up supportive supervision efforts 

already underway, and make supervision standardized and regular.  

 Make compulsory the use of the existing performance appraisal system to set performance 

goals, development goals, and provide feedback on individual performance. 

 Put in place, through the HMIS, simple performance measures at the facility and individual levels. 

 Provide recognition for good performance through the public posting of performance data. 

 Make promotions, transfers, and higher-education opportunities contingent on a record of 

superior performance. 

 Install a simple feedback mechanism so that facility managers and providers receive feedback 

from their constituents on a regular and systematic basis. 

8.2.4 SERVICE DELIVERY 

The MoH‟s challenge is to determine where to invest its scarce resources, requiring it to be strategic. 

The HSA team recommends the following: 

1. Invest in the policies, tools, and systems to strengthen quality of services across all 

sectors 

The MoH has been engaged in developing quality improvement efforts, but is challenged by 

implementation. Here are some recommendations to guide MoH‟s strategic approach to improving 

quality: 
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 Allocate needed resources – manpower, training, travel expenses, etc. – to implement the 

MoH‟s quality strategy. The MoH should mobilize the resources needed to ensure adherence to 

standards, carry out regular and effective supportive supervision, and accredit all providers 

(public and private). 

 Strengthen the structures, from the central to the facility level, needed to implement the MoH 

quality strategy. Ensure all public health facilities have quality improvement teams. Link the 

quality teams to the ongoing quality improvement programs while moving towards developing 

and rolling out an accreditation system. Streamline and harmonize the regulatory bodies to 

license and inspect professionals and facilities. Address quality issues in the private sector by 

integrating PFP and PNFP representatives. There are several ways to involve the private sector: 

(1) appoint private (as well as consumer) representatives in the MoH structures; (2) involve 

professional associations and leaders from the private sector in a meaningful way in any policy 

and/or regulatory reform that affect the service they deliver; and (3) include private facilities in 

supervisory visits. Other countries, such as Tanzania, have been successful in all three strategies, 

including conducting joint supervisory visits comprised of public/private sector teams that visit 

both public and private facilities.  

 Carefully consider the costs and benefits of rationalizing lower-level facilities. Scarce HRH and 

supplies may be consolidated through this process. 

 Support the business development (investment in growth, management training, business 

planning, increasing access to finance, etc.) of the private for-profit health sector.  

2. Strengthen the referral system  

(1) Ensure the lower-level facilities are equipped, staffed, and supplied with medicines and other 

equipment, so that they satisfy the patients‟ needs; (2) educate the public of the need to use the 

lower-level facilities before going to the higher-level facilities; and (3) educate health workers at 

lower facilities to treat patients as customers, so as to develop a good reputation with their local 

communities. Enhance integration and improve coordination within the health care system.  

 Improve coordination of vertical projects at the district and national levels, particularly in the 

severely underserved districts, to enhance coverage and efficiency. Greater coordination will 

help ensure that vertical projects reach intended target groups and help avoid piecemeal 

programming with uneven coverage of essential programs. Integration is already progressing, but 

the challenge is coordinating projects at both the national and district levels.  

 Build on the health oversight structure (see more under Section 8.2.1 Health Governance). 

Include private sector leaders in the Senior Management Committee and Working Groups, and 

facilitate strategic analysis of the health sector as a whole to discuss which service provider is 

better-positioned to serve which clientele group at the most cost-effective price. The SMC 

should undertake a mapping exercise of the most underserved districts to analyze how to 

address service gaps by assessing all health providers and facilities. 

3. Focus on increasing access in severely underserved districts, thereby improving 

equity among the underserved and poor population groups 

 Increase overall resources for health services needed by the poor and take steps to remove 

financial barriers for the poor. The MoH can explore measures to decrease financial burden on 

the public health system by those who can afford to pay, thereby freeing up public resources 

that can be targeted at the poor. Strategies include charging close to market price for services 

and drugs for middle-income groups using public services. In addition, the MoH can potentially 

address financial access through health financing mechanisms such as a social health insurance 

scheme, and/or other promising financing mechanisms such as exemptions and vouchers.  
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 Implementing financial schemes can promote twin health system goals of increasing physical 

access while improving quality services for the poor. This is a health financing recommendation 

to achieve quality service delivery goals. Health insurance and voucher schemes can include 

PNFP and PFP providers in targeted districts with severely underserved populations. An 

important component of this scheme would be the development of MoH standards of 

accreditation, and mechanisms for qualifying facilities which can demonstrate these standards of 

care in order to take part in the scheme. Provider payments could also be linked to quality 

performance and number of the poor served in specific health areas.  

 Invest heavily in human resources for maternal and newborn care programs, including training 

midwives, deploying them in hard-to-reach areas, retaining them with appropriate incentives, 

and supervising them so as to maintain quality health care. MoH will also have to upgrade its 

emergency obstetric care by investing in training human resources and improving and adequately 

equipping facilities to perform caesarean sections, particularly at HC IV level. The PFP sector 

may be motivated to deliver emergency obstetric care with proper incentives. To help shift 

more resources towards maternal and newborn care, the MoH can consider contracting with 

the PNFP and PFP sectors for more specialized care at the secondary and tertiary levels. 

8.2.5 MEDICAL PPRODUCTS, VACCINES, AND TECHNOLOGIES 

1. Address drug stock-outs in public and PNFP facilities through several mechanisms  

Stock-outs persist for a variety of reasons, including burdensome procurement processes, inefficient 

distribution, poor quantification, and insufficient funds to procure needed levels of drugs. As a result, 

decreasing stock-outs to increase access requires multiple approaches, such as: 

 Create efficiencies in the public system: 

 The government and development partners should accelerate harmonization efforts in 

procurement and distribution.  

 The MoH and NMS should prioritize improving procurement and supply of medicines. 

 Explore further contracting-out of more administrative functions to the private sector 

(e.g. procurement, warehousing, and distribution) within the supply chain.  

 Target MoH‟s limited funds to only purchase drugs and medical products needed for the 

poor and indigent population and to support inpatient treatment. At the same time, 

explore mechanisms to either introduce affordable prices for those patients who can 

afford to purchase drugs at public facilities and/or refer them to private facilities. 

 Expand access through multiple channels: 

 Better coordinate with private providers located in severely underserved districts to 

provide drugs and reagents to public facilities when experiencing stock-outs.  

 Create incentives to encourage more private facilities to locate in severely underserved 

districts, and to supply drugs at a nominal cost for the poor. For example: 

 Certificate of needs and targeted tax reductions can encourage private providers 

and pharmacists to locate in certain geographic areas. 

 Allowing the private pharmaceutical sector to access publicly procured drugs for 

provision to the poor can improve equity and access.  

 Reimbursement of the cost of essential medicines for poor patients in the private 

sector, who have a referral and prescription, can also improve equity and access. 
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2. Strengthen the regulatory framework for the pharmaceutical sector 

The MoH has launched several initiatives that remain in mid-stream and are not fully implemented. 

The MoH should fast-track the following actions: 

 Elevate the Pharmacy Division to a full Department, with the increased authority, staffing, and 

resources needed to effectively fulfill its mandate. 

 Give the government the necessary policy instruments to regulate the sector. To this effect, 

MoH should more effectively lobby parliament to pass the following bills: (1) Pharmacy 

Profession and Practice Bill; (2) the Uganda Medicines Control Authority Bill; and (3) the 

Traditional and Complementary Medicines Regulatory Bill. 

 Reform the NDA to improve its objectivity, effectiveness, and independence in regulating the 

quality of medicines. First, the financing of NDA should be shifted away from dependence on 

revenues generated from agencies it regulates. Second, restructure the NDA Board of 

Governors to resolve any appearance of conflict of interest by removing regulated agencies 

from the Board. 

 Strengthen upstream and downstream sharing and use of information between the NDA, service 

providers, and suppliers. 

3. Strengthen training in supply chain management 

Given that pharmacy staff nurses are responsible for supply chain management of health 

commodities, and these positions have considerable vacancies and mobility of staff (to other health 

posts or to the private sector), training and education of pharmacy staff and nurses at all levels 

needs to include supply chain management, forecasting and quantification, security and storage of 

drugs and health commodities. Coursework could be developed in partnership with the MoH, 

Ministry of Education and Sports, SCMS, and WHO. Strong knowledge of supply chain management 

will also allow for better supply chain data records. 

4. Increase public sector funding for medical products 

Even with the efficiencies recommended above, there will still be a shortage of medical products to 

meet current needs in the country. Current public sector funding levels for the medical products 

sector is very low.  

 The public sector should develop a plan for increasing public sector funding, to complement 

private sector funding in order to meet the needs for medical products in the country.  

 Funding should be targeted at increasing uptake and output of pharmacy professionals and 

technicians by pre-service training institutions; and at expanding and strengthening pharmacy 

professionals and technicians, particularly in the remote and hard-to-reach areas in which 

pharmaceutical staff shortages are the most severe.  

8.2.6 HEALTH INFORMATION SYSTEMS 

1. Data utilization 

 Health sector budgets at the district and national level should utilize information provided and 

analyzed by the HMIS focal persons. Currently, there is no evidence that data provided by the 

HIS is used to make budgeting decisions. Many districts review HIS data during budget meetings, 

but the health sector budget at the national level is predetermined irrespective of the findings 

from HIS data. 

  



 

  121 

2. Data collection and quality 

 PFPs and CBOs that do not submit data through HIS should be required to do so using existing 

reporting mechanims, because they serve a large proportion of most communities. This could be 

achieved through a requirement of data submission by the PFPs to the DHO, who then 

authorizes renewal of their operating licenses. However, the district should also plan to train 

and equip the PFPs and CBOs with relevant HMIS forms, as well as provide support supervision. 

Drug inspectors who supervise PFP facilities could be the contact persons to whom the PFP 

providers report their data.  

 Strengthen and enforce supportive supervision of HMIS at all levels (national, districts, sub-

districts, and facilities), in order to improve data quality, timeliness, and completeness. In order 

to ensure adherence to data quality procedures, introduce continuous quality improvement 

through proper documentation of challenges and action points. In addition, institutionalize 

regular feedback and follow-up from all levels.    

 Train VHTs in appropriate data management for the HIS at the district level, because they are 

mandated to collect data, especially from sources that the HIS does not usually reach 

(household level). The MoH must move quickly towards implementing the streamlined and 

harmonized indicators and data collection tools across various stakeholders, especially at the 

lower-level facilities, to lessen the burden of data collection for staff. Implementation and 

adherence to the harmonized tools would potentially improve data quality, timeliness, and 

completeness.  

 Recruitment for the vacant posts and advocacy for recruitment for available posts at the local 

government (Biostatisticians) and health facility levels (Health Information Assistants) will go a 

long way in enhancing data quality. 

 EMR is very important and IT is critical to strengthen the HIS; thus IT and e-health should be 

promoted. However, paper-based data management systems need to be strengthened 

significantly, and be well grounded, before considering a roll-out or implementing EMR. Paper-

based data systems can be much cheaper and easier to implement or roll out on a wide scale, 

because this does not require intensive training, availability of electronic equipment and an 

electricity source (whether solar or thermal), and computer-literate staff, which are major 

challenges for EMR.  

3. Funding for HIS 

 Significantly increase financing for supportive supervision, to ensure steady availability of forms 

and registries, and for recruitment and training of qualified data staff for the HMIS. Also, funding 

for data collection and management activities should be increased so as to support the existing 

well-established routine data. Lack of properly trained staff in the areas of data management and 

analysis hampers data quality, which affects guidance on policy. Also, financing will be needed for 

making data collection electronic, including inputs such as computers, solar/electricity demands, 

training in better technology and software, and Internet connections for timely data 

transmission. 

 The multiple surveys currently conducted, especially by UBOS, should be harmonized in terms 

of indicators chosen and timing of data collection, so as to eliminate the duplication of indicators 

and as a cost-cutting strategy. Savings from the periodic surveys could be used to support data 

from routine sources. 

 
 

 



 

   122 

8.3 PRIORITY RECOMMENDATIONS IDENTIFIED BY 

STAKEHOLDERS 

Recommendation Building Block Responsible Parties Timeframe 

1.  Reduce stock-outs  Medical Products, 

Vaccines, and 

Technologies 

• Pharmacy Division (MoH) (lead) 

• MoH Medicines and Supplies 

Management and Procurement TWG  

• MoFPED 

• Social Service Committee of 

Parliament (SSC) 

• NMS and JMS 

• Relevant HDPs 

Short to 

medium term 

2.  Expand structures 

for quality 

improvement  

Service Delivery • QA Department (MoH) (lead) 

• Local government 

• Relevant HDPs 

Short to 

medium term 

3.  Create enabling 

environment  

Governance • MoH Planning Department 

(lead) 

• MoLG 

• Relevant HDPs 

Medium term 

4.  Increase resources 

for health services for 

the poor  

Service Delivery  • MoH Sector Budget Support 

TWG (lead) 

• SSC  

• Relevant HDPs 

Medium term 

5.  Implement Abuja 

Declaration  

Health Financing  • MoH (lead) 

• MoFPED 

• MoLG 

• SSC 

• Relevant HDPs 

Long term 

6.  Scale up human 

resources management 

and leadership  

Human Resources for 

Health 
• MoH HR Development Division 

(lead) 

• HR Management Division (MoH) 

• Ministry of Education  

(for pre-service training) 

• Relevant HDPs 

Short term 

7.  Increase funding to 

districts  

Health Financing • MoH Planning Department 

(lead) 

• MoFPED 

• SSC 

• MoLG 

• Office of the Prime Minister 

• Relevant HDPs 

Medium to 

long term 

8.  Support data 

utilization in the public 

and private sector  

Health Information 

Systems 

• MoH Resource Center (lead) 

• MoLG 

• District Health Office 

Short term 

9.  Create Regional 

Health Management 

Teams  

Governance • MoH Planning Directorate (lead) 

• MoLG 

• Ministry of Public Service 

Medium term 

10.  Support data 

collection from the 

private for-profit sector 

and community-based 

organizations  

Health Information 

Systems 

• MoH Resource Center (lead) 

• MoLG 

• District Health Office 

Medium term 
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Recommendation Building Block Responsible Parties Timeframe 

11.  Expand supportive 

supervision for HIS 

Health Information 

Systems 
• MoH Resource Center (lead) 

• MoLG 

• District Health Office 

Short term 
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ANNEX A. STAKEHOLDER RESOURCE 

PERSONS AND INTERVIEWEES 

Name Organization Job Title Email Phone 

District Level 

Abanga Oundo Bugiri District  Medical 

Superintendent  

    

Balidawa Misaki Bugiri District  DHE     

Byakika Yakub Bugiri District  ACAO     

Ekinaidhanga 

Isabirye 

Bugiri District  DADI     

Kiirya S. B, Dr.  Bugiri District  DHO   +256 772-432918 

Magoola Peter Bugiri District DSPF   

Mukumi Wasser Bugiri District PPO   

Naisinyiye Alice Bugiri District Pharmacist   

Ojambo Patrick Bugiri District Laboratory Officer   

Ongon Noah Bugiri District Senior Nursing 

Officer 

  

Wozisi Fred Bugiri District S. Planner   

David Byamukama Bushenyi District District Planner     

Celestine Barigye, 

Dr.  

Bushenyi District  DHO  barigyec@yahoo.co.uk;  +256 772-415875 

Nimukama 

Anthony 

Bushenyi District  HMIS Focal Person     

Behangana 

Claudius 

Kitagata Hospital 

(Bushenyi) 

Records Assistant     

Eric Agaba, Dr Kitagata Hospital 

(Bushenyi) 

M/S     

Sr. Jane Mubanginzi  Kitagata Hospital 

(Bushenyi) 

SNO     

Benjamin Oonge, 
Dr.  

KIU Teaching Hospital 
(Bushenyi) 

Dean Faculty of 
Medicine 

    

Naomi 

Kyomukama 

KIU Teaching Hospital 

(Bushenyi) 

HIS Office      

Angella Ekyarigaba  Comboni Hospital 

(PNFP Bushenyi) 

Personnel Officer   +256 77-3241488 

Immaculate 

Nahwera 

Comboni Hospital 

(PNFP Bushenyi) 

Data Collector     

Sr. Cecilia Atayo  Comboni Hospital 

(PNFP Bushenyi) 

Hospital 

Administrator 

  +256 77-2845968 

George Adoko Lira District  Deputy CAO   +256 77-2586244 

Henry Omo Lira District  HIMS 

Person/Biostastician 

  +256 77-2532386 

Lilian Eyal Lira District  Personnel Officer   +256 77-2663258 

Nelson Opio Lira District  Asst. Health Officer    +256 772-870510 

Tom Etil Lira District  District Planner   +256 78-2434812 

mailto:barigyec@yahoo.co.uk
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Name Organization Job Title Email Phone 

National Level: Government of Uganda 

Christine Kirunga  Ministry of Health   tashobyack@yahoo.co.uk     

Isaac Ezaati  Ministry of Health   iezaati@yahoo.com    

Isaac Kadowa  Ministry of Health       

Jacinto Amandua Ministry of Health Commissioner, 

Clinical services  

amandua.jancinto@health.go.ug  +256 712-537333 

Jennifer Wanyana Ministry of Health   jwanyana2002@yahoo.co.uk;   

Martin Oteba Ministry of Health Principal Pharmacist  orukan33@hotmail.com 

+256 772-512975 

Robert Basaza Ministry of Health Ass. Commissioner, 

Planning  

rkbasaza@yahoo.com +256 772-428474 

Fred Sebisubi, Dr. Ministry of Health  Prinicipal Pharmacist sebisubi@yahoo.co.uk  +256 712 760967 

Henry G. 

Mwebesa, Dr. 

Ministry of Health  Commissioner Health 

Service (QA) 

hsrp@imul.com; Hmwebesa@imul.com  +256 772-221-291 

Nelson Musoba, 

Dr. 

Ministry of Health  Senior Health 

Planner; Global Fund 

Coordinator 

nelson.musoba@health.go.ug  +256 772-455254 

Timothy Musila, 

Dr. 

Ministry of Health  Senior Health Planner  timothymusila@yahoo.co.uk  +256-782-567-140 

Paul Waibale Ministry of Health 

(Mbale Manpower 

Training Centre) 

Supervisor      

Joseph Wamala, 

Dr.  

Ministry of Health, 

Surveillance  

  josephwamala@gmail.com  +256 712-805738 

Paul Seru Morris Ministry of Health; 

Clinical services 

Principal Pharmacist morries2001@yahoo.com  

  

Simeon 

Kalyesubula-

Kibuuka 

Ministry of Health; East 

Africa Public Health 

Laboratory 

Networking Project  

M&E Specialist  kalyesibula@hotmail.com  +256-782-550362  

Francis Runumi, 

Dr. 

Ministry of Health; 

Health Services, 

Planning 

Commissioner frunumi@yahoo.co.uk    

Edward Mukooyo, 

Dr. 

Ministry of Health; 

Resource Centre 

(Health Information & 

Knowledge 

Management)  

Assistant 

Commissioner Health 

Services  

eddie.mukooyo@health.go.ug  +256-414-340874 

Caroline Kyozira Ministry of Health; 

Resource Centre 

Division  

Senior Biostatistician  ckyozira@yahoo.co.uk; 

caroline.kyozira@health.go.ug  

  

Rachel Seruyange, 

Dr 

Ministry of Health; 

Uganda National 

Expanded Programme 

On Immunization 

Programme Manager  rachel.seruyange@health.go.ug  +256772410407  

Mugalu Kamya Ministry  of Public 

Service 

Asst. Commissioner 

HRM 

  +256 772-893011 

David Mugisha Ministry of Finance, 

Planning and Economic 

Development 

Senior Economist david.mugisha@finance.go.ug  +256 772 344 084 

Ferdinand 

Tumwebaze 

Ministry of Finance, 

Planning and Economic 

Development 

IT Support Officer   +256 775 575 567 

Mariam Kiggundi Ministry of Finance, 

Planning and Economic 

Development 

Economist   +256 772 961 200 

Ariho Francis  Ministry of Finance, 

Planning and Economic 

      

mailto:tashobyack@yahoo.co.uk
mailto:iezaati@yahoo.com
mailto:amandua.jancinto@health.go.ug
mailto:orukan33@hotmail.com
mailto:sebisubi@yahoo.co.uk
mailto:nelson.musoba@health.go.ug
mailto:josephwamala@gmail.com
mailto:morries2001@yahoo.com
mailto:frunumi@yahoo.co.uk
mailto:rachel.seruyange@health.go.ug
mailto:david.mugisha@finance.go.ug
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Name Organization Job Title Email Phone 

Development  

Keneth Mugambe  Ministry of Finance, 

Planning and Economic 

Development  

Commissioner 

Budgeting  

  +256 0414-707120 

Aliyo Barnabas 

Michael 

Ministry of Finance, 

Planning and Economic 

Development 

Economist michael.aliyo@finance.go.ug  +256 772 474 102 

Jennifer Muwuliza Ministry of Finance, 

Planning and Economic 

Development; Aid 

Liaison Department 

Ag. Commissioner jennifer.muwuliza@finance.go.ug  +256 752 692915 

National Level: Other Contacts 

Christina Mwangi CDC-Uganda Advisor mwangiC@ug.cdc.gov  +256 752751 

Sam Sendagala CDC-Uganda; 

Epidemiology Branch 

Epidemiologist  hlw6@ug.cdc.gov  256-752-751822 

Magona  Comm. Higher 

Education 

Asst. Comminissioner      

Jyoti Shankar 

Tewari 

DFID Uganda Health Advisor Js-tewari@dfid.gov.uk    

Denis Kibira  HEPS (medicines 

advocacy group) 

  info@heps.or.ug    

Lydia M. Mukombe  HEPS (medicines 

advocacy group) 

  heps@utlonline.co.ug  +256 772-951212 

Leonard Okello International HIV/AIDS 

Alliance in Uganda 

Country Director leonard.okello@allianceuganda.org  +256 792 894 63 

Moses Ongom  CDC   KII3@UG.CDC.GOV   

Jimmy Opio JMS Managing Director     

Maris Wangera Macro Commissioner     

Birna Trap Management Sciences 

for Health; SURE 

Chief of Party btrap@sure.ug +256 759800075  

David Bagonza Management Sciences 

for Health; SURE 

Quality Assurance 

Associate 

dbagonza@sure.ug; dbagonza@msh.org +256 759 801 067 

Eric Nabuguzi 

Jemera 

Management Sciences 

for Health; SURE 

Logistics 

Coordinator-Vertical 

Program Support 

ejemera@sure.ug; ejemera@msh.org  +256 759 800 079 

Kim Hoppenworth Management Sciences 

for Health; SURE 

Pharmacist khoppenworth@sure.ug +256 759 800 119 

Saul Kidde Management Sciences 

for Health; SURE 

Technical Advisor skidde@sure.ug +256 753 308 828 

Schaefer Petra Management Sciences 

for Health; SURE 

Technical Advisor-

PMIS 

pshaefer@sure.ug +256 759 800 113 

Julia Mayersohn  Marie Stopes 

International, Uganda 

External Relations 

Manager 

julia.mayersohn@mariestopes.or.ug    

Margaret Senkaali Marie Stopes 

International, Uganda; 

OBA Project 

Project Support 

Manager 

maggie@msiu.or.ug  +256 759 004 077 

Vincent Owarwo MEEP-Uganda COP vowarwo@s_3.com  +256 772 720 757 

Anthony Ddamba National Medical 

Stores 

Head Sales and 

Marketing 

addamba@nms.go.ug +256 772 696 789 

Moses Kamabare  National Medical 

Stores 

General Manager mtkam@nms.go.ug +256 772-933926 

Apollo Muhairwe  NDA Executive Director      

Margeret Milly 

Kabanga  

Nursing Council Principal Tutor 

Mulago 

    

mailto:michael.aliyo@finance.go.ug
mailto:jennifer.muwuliza@finance.go.ug
mailto:mwangiC@ug.cdc.gov
mailto:hlw6@ug.cdc.gov
mailto:Js-tewari@dfid.gov.uk
mailto:info@heps.or.ug
mailto:heps@utlonline.co.ug
mailto:leonard.okello@allianceuganda.org
mailto:ejemra@sure.ug
mailto:khoppenworth@sure.ug
mailto:skidde@sure.ug
mailto:pshaefer@sure.ug
mailto:julia.mayersohn@mariestopes.or.ug
mailto:maggie@msiu.or.ug
mailto:vowarwo@s_3.com
mailto:addamba@nms.go.ug
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Name Organization Job Title Email Phone 

Samuel Opio  Pharmaceutical Society 

of Uganda 

Secretary opixam@yahoo.com +256 777 717 481 

Kisambu Richard  PNFP Finance Officer     

Nanjoji Monica  PNFP Administrator      

Paul Kiwanuka-

Mukiibi, Dr. 

PS Consulting: Health 

Management 

Consultants 

Managing 

Director/Principal 

Consultant 

pkj@psconsulting-ug.com +256 712 200 401 

Juma Vincent  SRIDES; Bugiri District  Coordinator; Ag. 

HMIS FP 

    

Hope F. Achiro State House; Medicines 
and Health Service 

Delivery Monitoring 

Unit 

Asst. Director-
Northern Region 

achiro.h@mhu.go.ug  +256 712 205 454 

Winifred K. Masiko The Skills Gallery: 

Consulting Group 

Consultant (Former 

Member of 

Parliament) 

theskillsgallery@gmail.com; 

wmasiko@yahoo.co.uk 

+256 772 670 044 

Beatrice Rwakimari The White Ribbon 
Alliance: For Safe 

Motherhood 

Global Board 
Member (Former 

Member of 

Parliament) 

brwakimari@gmail.com  +256 772 481 211 

N. Paranietharan, 
Dr.  

USAID/Uganda     HSS Advisor nparanietharan@usaid.gov  

  

Mukulu Uganda Bureau of 

Statistics 

ED     

Pemela Mabuhoro Uganda Bureau of 

Statistics 

  pamela.kakande.ubos.org  +256 772-303441 

Vincent Oketcho, 

Dr.  

Uganda Capacity 

Program 

Chief of Party voketcho@intrahealth.org +256 772 664 378 

Charles W. 

Matsiko, Dr.  

Uganda Capacity 

Program; HR Planning 

and Policy 
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National average 31,752,300 90 13.5 39 5.8 1.0 9.5 30 3.0 32 1.6 52 5.2 77 94 85 1 3.8 10 0.5 47 2.3 58.4   

KAMPALA 1,597,800 136 15.0 94 14.0 1.1 10.0 61 6.1 72 3.6 123 10.0 100 100 80 0 3.8 0 0.0 0 0.0 77.5 1 

BUSHENYI 241,500 93 13.9 56 8.4 1.0 9.5 103 10.0 65 3.3 53 5.3 75 100 81 1 4.3 0 0.0 100 5.0 74.2 2 

KABAROLE 403,200 113 15.0 63 9.5 1.3 10.0 118 10.0 52 2.6 79 7.9 92 100 92 1 4.8 0 0.0 0 0.0 73.1 3 

MBARARA 427,200 98 14.7 55 8.2 1.0 10.0 106 10.0 45 2.3 35 3.5 75 92 79 0 3.2 0 0.0 84 4.2 70.3 4 

GULU 374,700 110 15.0 70 10.5 1.8 10.0 69 6.9 30 1.5 73 7.3 100 100 100 1 5.0 0 0.0 17 0.9 69.0 5 

BUTALEJA 206,200 106 15.0 50 7.5 1.2 10.0 47 4.7 18 0.9 38 3.8 100 100 100 1 5.0 0 0.0 100 5.0 68.0 6 

LYANTONDE 77,100 93 13.9 71 10.6 2.8 10.0 27 2.7 88 4.4 38 3.8 67 100 99 1 4.3 0 0.0 0 0.0 67.7 7 

BULIISA 76,900 97 14.6 30 4.6 1.0 9.7 118 10.0 46 2.3 74 7.4 92 100 73 1 4.6     0 0.0 67.0 8 

JINJA 475,700 84 12.5 67 10.0 1.7 10.0 41 4.1 44 2.2 57 5.7 92 100 93 0 3.8 0 0.0 67 3.4 66.7 9 

KATAKWI 163,000 91 13.7 36 5.4 1.0 10.0 75 7.5 17 0.9 71 7.1 92 100 100 1 4.8 0 0.0 100 5.0 66.4 10 

ABIM 55,200 191 15.0 55 8.3 2.4 10.0 57 5.7 40 2.0 61 6.1 75 100 92 1 4.4 0 0.0 67 3.4 66.4 11 

RUKUNGIRI 311,600 91 13.6 56 8.4 1.5 10.0 54 5.4 50 2.5 38 3.8 100 100 92 0 3.9 0 0.0 33 1.7 65.8 12 

MUKONO 522,100 94 14.0 45 6.7 0.8 7.9 32 3.2 25 1.3 52 5.2 100 100 90 1 4.9 100 5.0 45 2.3 65.3 13 

KABERAMAIDO 183,100 94 14.1 44 6.5 1.1 10.0 76 7.6 27 1.4 63 6.3 83 100 89 1 4.6 0 0.0 33 1.7 65.2 14 
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SIRONKO 227,800 152 15.0 36 5.4 1.2 10.0 25 2.5 52 2.6 71 7.1 92 100 75 1 4.6 0 0.0 58 2.9 65.1 15 

MBALE 416,600 109 15.0 50 7.5 0.9 9.3 43 4.3 41 2.0 64 6.4 83 100 96 1 4.6 0 0.0 50 2.5 64.4 16 

LIRA 377,800 93 13.9 46 7.0 0.9 9.0 66 6.6 29 1.5 75 7.5 92 100 99 0 3.8 0 0.0 25 1.3 64.2 17 

RAKAI 466,900 102 15.0 31 4.7 1.1 10.0 20 2.0 38 1.9 55 5.5 75 100 86 1 4.4 0 0.0 78 3.9 64.0 18 

KISORO 247,300 94 14.2 60 9.1 1.6 10.0 11 1.1 62 3.1 71 7.1 100 100 90 1 4.9 0 0.0 84 4.2 63.9 19 

KAPCHORWA 104,600 77 11.5 34 5.1 1.3 10.0 47 4.7 29 1.4 63 6.3 67 83 83 1 4.0 75 3.8 100 5.0 63.6 20 

MASAKA 247,000 97 14.6 57 8.5 0.3 3.3 81 8.1 32 1.6 48 4.8 83 100 74 0 3.4 0 0.0 100 5.0 63.0 21 

BUDUDA 167,000 159 15.0 24 3.5 1.0 10.0 77 7.7 32 1.6 42 4.2 100 100 92 1 4.9 0 0.0 100 5.0 62.7 22 

NEBBI 328,600 91 13.7 64 9.6 1.1 10.0 23 2.3 39 1.9 51 5.1 83 92 71 1 4.3     17 0.9 62.6 23 

MPIGI 209,400 113 15.0 53 7.9 1.2 10.0 19 1.9 35 1.8 42 4.2 83 100 96 1 4.6 50 2.5 33 1.7 62.1 24 

KUMI 233,800 95 14.3 54 8.1 1.0 10.0 87 8.7 16 0.8 27 2.7 92 100 100 0 3.8 0 0.0 34 1.7 61.8 25 

PALLISA 337,700 90 13.5 64 9.6 0.7 6.8 17 1.7 18 0.9 60 6.0 83 92 91 0 3.5 0 0.0 84 4.2 61.5 26 

BUDAKA 169,300 88 13.1 35 5.3 0.8 7.7 62 6.2 43 2.2 58 5.8 83 83 77 0 3.3 0 0.0 67 3.4 61.3 27 

KAMWENGE 317,000 95 14.3 20 3.0 1.0 10.0 49 4.9 27 1.3 74 7.4 100 100 100 1 5.0 0 0.0 33 1.7 61.2 28 

KAMULI 468,700 102 15.0 39 5.8 1.0 10.0 22 2.2 24 1.2 49 4.9 83 100 91 0 3.6 0 0.0 92 4.6 60.9 29 

TORORO 463,600 95 14.3 31 4.6 1.3 10.0 47 4.7 23 1.1 49 4.9 100 100 91 1 4.9 0 0.0 75 3.8 60.9 30 

ISINGIRO 396,700 97 14.6 33 5.0 1.2 10.0 16 1.6 75 3.7 40 4.0 83 100 79 1 4.5 0 0.0 67 3.4 60.2 31 

IGANGA 466,200 83 12.4 45 6.7 0.8 8.1 30 3.0 55 2.7 73 7.3 100 100 96 0 4.0 0 0.0 78 3.9 59.9 32 

KABALE 490,200 93 13.9 34 5.2 1.4 10.0 38 3.8 50 2.5 48 4.8 100 100 98 1 5.0 0 0.0 0 0.0 59.9 33 

NAMUTUMBA 207,300 93 13.9 28 4.3 0.9 8.5 22 2.2 19 1.0 54 5.4 100 100 98 1 5.0 75 3.8 100 5.0 59.4 34 

NTUNGAMO 458,000 86 12.9 35 5.3 5.0 10.0 21 2.1 36 1.8 63 6.3 100 100 75 0 3.7 0 0.0 59 3.0 59.4 35 
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MANAFWA 343,200 115 15.0 22 3.4 0.4 4.5 11 1.1 39 1.9 41 4.1 100 100 97 0 4.0 100 5.0 89 4.5 59.1 36 

BUKWO 67,500 102 15.0 19 2.8 1.4 10.0 8 0.8 18 0.9 43 4.3 75 100 91 1 4.4 75 3.8 33 1.7 58.9 37 

KANUNGU 241,800 75 11.2 37 5.6 1.0 10.0 40 4.0 37 1.9 48 4.8 92 100 68 1 4.5 0 0.0 45 2.3 58.8 38 

MITYANA 301,800 102 15.0 52 7.8 1.4 10.0 12 1.2 25 1.3 46 4.6 100 100 88 0 3.9 0 0.0 11 0.6 58.8 39 

DOKOLO 171,000 92 13.8 27 4.0 0.7 7.2 29 2.9 43 2.2 74 7.4 100 100 92 1 4.9 0 0.0 33 1.7 58.3 40 

KAYUNGA 344,600 94 14.2 37 5.5 0.8 8.1 23 2.3 25 1.2 63 6.3 100 100 100 1 5.0 0 0.0 67 3.4 58.3 41 

AMURU 169,300 97 14.5 27 4.1 1.0 10.0 44 4.4 21 1.1 77 7.7 100 100 95 1 4.9 0 0.0 17 0.9 57.6 42 

KASESE 695,500 98 14.7 48 7.2 0.9 9.4 32 3.2 49 2.5 30 3.0 67 92 78 0 3.0 0 0.0 0 0.0 57.2 43 

KITGUM 254,800 62 9.3 47 7.1 0.9 9.0 72 7.2 24 1.2 67 6.7 67 92 75 1 4.0     11 0.6 57.2 44 

NAKASONGOLA 150,000 86 12.9 38 5.7 1.4 10.0 10 1.0 39 2.0 54 5.4 100 100 93 0 3.9 0 0.0 33 1.7 57.0 45 

OYAM 353,700 72 10.8 41 6.1 0.5 5.2 30 3.0 32 1.6 85 8.5 100 100 96 1 5.0     33 1.7 56.5 46 

NAKASEKE 178,600 71 10.6 65 9.7 1.0 10.0 8 0.8 22 1.1 60 6.0 100 100 91 0 3.9 0 0.0 17 0.9 56.2 47 

KYEGEGWA 148,500 87 13.1 35 5.2 1.0 9.6 6 0.6 49 2.4 53 5.3 58 100 96 1 4.1 0 0.0 33 1.7 56.2 48 

MAYUGE 429,300 92 13.8 30 4.4 0.6 6.4 31 3.1 25 1.2 65 6.5 67 92 93 1 4.2 0 0.0 100 5.0 56.1 49 

BUKEDEA 171,100 113 15.0 47 7.1 0.8 7.9 14 1.4 20 1.0 56 5.6 50 92 82 0 2.7 0 0.0 33 1.7 56.0 50 

BUTAMBALA 96,700 94 14.1 77 11.5 1.4 10.0     27 1.4 45 4.5 42 92 75 1 3.5 0 0.0 0 0.0 55.8 51 

APAC 326,300 86 12.9 35 5.2 0.7 6.9 43 4.3 25 1.2 66 6.6 92 100 92 0 3.8 0 0.0 0 0.0 55.3 52 

NWOYA 51,100 153 15.0 66 9.8 2.7 10.0     37 1.9 36 3.6 42 58 40 0 1.8 0 0.0     55.2 53 

BUYENDE 248,000 105 15.0 81 12.2 0.7 7.2 3 0.3 24 1.2 33 3.3 25 100 77 0 2.3 0 0.0     54.8 54 

ZOMBO 208,600 92 13.8 41 6.2 0.7 7.1     35 1.8 51 5.1 100 100 100 1 5.0 25 1.3     54.8 55 
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MASINDI 316,800 72 10.7 30 4.5 1.2 10.0 20 2.0 33 1.6 72 7.2 100 100 98 1 5.0 0 0.0 11 0.6 54.4 56 

AGAGO 271,700 80 12.0 41 6.1 0.9 8.9 0 0.0 31 1.6 59 5.9 92 100 96 1 4.8 100 5.0     54.2 57 

IBANDA 242,800 86 12.8 32 4.8 1.1 10.0 21 2.1 38 1.9 28 2.8 75 92 88 0 3.3 0 0.0 67 3.4 54.2 58 

PADER 210,100 76 11.4 20 2.9 0.9 8.8 62 6.2 19 0.9 72 7.2 83 92 82 1 4.4 0 0.0 33 1.7 53.8 59 

KALUNGU 173,800 102 15.0 18 2.7 0.9 9.3 2 0.2     64 6.4 42 100 59 0 2.4 0 0.0 100 5.0 53.8 60 

RUBIRIZI 119,500 120 15.0 26 3.9 0.8 7.7 15 1.5 35 1.7 36 3.6 75 100 58 1 4.1     33 1.7 53.7 61 

SOROTI 426,400 38 5.7 31 4.7 0.8 8.1 145 10.0 4 0.2 70 7.0 50 92 75 0 2.7 0 0.0 67 3.4 53.7 62 

KYENJOJO 356,200 92 13.8 31 4.7 0.7 7.3 28 2.8 34 1.7 58 5.8 92 100 88 0 3.7 0 0.0 0 0.0 53.2 63 

WAKISO 1,260,900 93 13.9 31 4.6 0.7 7.0 11 1.1 32 1.6 44 4.4 100 100 91 1 4.9 0 0.0 33 1.7 53.0 64 

BUGIRI 387,800 109 15.0 21 3.2 0.7 6.7 16 1.6 16 0.8 34 3.4 83 100 81 1 4.5 0 0.0 89 4.5 52.8 65 

ARUA 713,700 82 12.2 38 5.6 0.8 8.1 51 5.1 31 1.5 42 4.2 67 100 83 0 3.2 0 0.0 8 0.4 52.7 66 

BUNDIBUGYO 236,500 89 13.4 37 5.6 0.8 8.0 14 1.4 39 2.0 44 4.4 100 100 95 0 4.0 0 0.0 0 0.0 52.7 67 

SHEEMA 211,400 69 10.3 41 6.2 1.1 10.0 5 0.5 47 2.3 46 4.6 50 75 76 0 2.5     67 3.4 52.5 68 

MARACHA 200,700 100 15.0 45 6.8 0.8 8.0 2 0.2     36 3.6 100 100 100 1 5.0         52.2 69 

KIBUKU 169,200 81 12.2 41 6.2 0.9 8.6 2 0.2 18 0.9 52 5.2 75 92 74 0 3.2 0 0.0 33 1.7 51.5 70 

SEMBABULE 210,900 107 15.0 14 2.1 0.8 8.1 12 1.2 27 1.4 44 4.4 100 100 74 0 3.7 0 0.0 67 3.4 51.5 71 

KALANGALA 58,100 134 15.0 18 2.7 1.2 10.0 0 0.0 31 1.6 50 5.0 100 100 90 0 3.9     33 1.7 51.5 72 

KIBOGA 153,600 108 15.0 60 9.0 0.1 0.9 1 0.1 55 2.7 43 4.3 100 100 101 1 5.0 0 0.0 0 0.0 51.5 73 

AMOLATAR 120,400 138 15.0 26 3.9 0.4 3.7 40 4.0 15 0.7 83 8.3 42 100 98 0 2.8     0 0.0 51.3 74 

KIBAALE 613,300 90 13.5 28 4.2 0.7 6.6 11 1.1 22 1.1 46 4.6 100 100 100 1 5.0 0 0.0 25 1.3 50.9 75 
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NGORA 144,100 94 14.1 55 8.2 0.8 8.1     36 1.8 32 3.2 17 75 63 0 1.7 0 0.0 67 3.4 50.8 76 

BUVUMA 52,400 139 15.0 14 2.2 0.8 8.3 9 0.9 22 1.1 27 2.7 83 100 74 0 3.4 0 0.0 67 3.4 50.7 77 

BUKOMANSIMBI 150,900 115 15.0 17 2.5 0.6 6.1     49 2.5 30 3.0 50 92 99 0 2.9 0 0.0 100 5.0 50.2 78 

LUWERO 418,000 74 11.0 39 5.8 0.6 6.4 3 0.3 30 1.5 69 6.9 83 100 93 0 3.6 0 0.0 25 1.3 49.6 79 

KOTIDO 204,600 102 15.0 26 4.0 0.8 8.4 14 1.4 18 0.9 67 6.7 83 100 91 1 4.6 0 0.0 67 3.4 49.5 80 

KOBOKO 209,600 115 15.0 30 4.6 0.5 4.8 4 0.4 22 1.1 55 5.5 75 100 88 1 4.4     33 1.7 49.4 81 

NAKAPIRIPIRIT 143,800 81 12.2 11 1.7 0.8 8.0 12 1.2 41 2.1 60 6.0 100 100 99 1 5.0     67 3.4 49.1 82 

KIRUHURA 280,200 76 11.4 16 2.3 0.9 8.6 7 0.7 21 1.0 31 3.1 92 100 94 0 3.8 0 0.0 100 5.0 48.9 83 

HOIMA 499,100 72 10.8 41 6.1 0.8 7.8 10 1.0 25 1.3 33 3.3 83 100 100 1 4.7 0 0.0 0 0.0 48.9 84 

KALIRO 202,200 78 11.7 19 2.9 0.3 3.3 6 0.6 17 0.9 76 7.6 50 100 64 0 2.6 0 0.0 100 5.0 48.0 85 

YUMBE 466,400 58 8.7 34 5.1 0.5 5.0 6 0.6 18 0.9 68 6.8 100 100 97 1 5.0 0 0.0 33 1.7 47.9 86 

LAMWO 132,300 77 11.5 45 6.8 1.3 10.0 0 0.0 20 1.0 32 3.2 83 100 89 0 3.6     0 0.0 47.7 87 

MUBENDE 566,600 76 11.4 25 3.8 0.8 8.2 7 0.7     28 2.8 83 100 97 0 3.6 0 0.0 33 1.7 47.1 88 

AMURIA 344,200 55 8.3 21 3.2 0.5 5.4 32 3.2 8 0.4 67 6.7 50 92 50 1 3.4 0 0.0 67 3.4 47.0 89 

BUIKWE 407,100 76 11.4 39 5.9     1 0.1 34 1.7 52 5.2 100 100 95 1 4.9 0 0.0 67 3.4 46.2 90 

KYANKWANZI 133,700 132 15.0 17 2.6 0.7 7.1     14 0.7 25 2.5 75 100 87 1 4.4 25 1.3     46.1 91 

OTUKE 80,600 82 12.3 26 3.9 0.6 6.4     20 1.0 73 7.3 75 92 91 0 3.3 0 0.0     45.8 92 

BUSIA 281,200 51 7.6 31 4.6 0.9 8.6 19 1.9 22 1.1 34 3.4 50 67 56 0 2.2 0 0.0 33 1.7 44.7 93 

MITOOMA 188,800 221 15.0 0 0.0 2.3 10.0 3 0.3     38 3.8 17 25 6 0 0.6 0 0.0 67 3.4 44.7 94 

MOROTO 121,300 72 10.9 10 1.6 0.6 6.0 47 4.7 21 1.1 38 3.8 83 100 75 0 3.4 75 3.8 33 1.7 43.0 95 
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KIRYANDONGO 285,300 79 11.8 21 3.1 0.6 5.7 1 0.1 25 1.3 60 6.0 33 100 49 1 3.2 0 0.0     42.9 96 

ADJUMANI 331,600 38 5.6 18 2.8 0.8 8.0 7 0.7 23 1.1 67 6.7 75 92 90 0 3.3     33 1.7 42.7 97 

LWENGO 262,000 58 8.7 14 2.1 0.6 6.1     26 1.3 50 5.0 17 42 27 1 2.0     100 5.0 41.8 98 

LUUKA 243,200 71 10.7 13 1.9 0.6 5.9     10 0.5 42 4.2 42 67 67 1 3.2 50 2.5 67 3.4 41.6 99 

NAPAK 176,500 114 15.0 19 2.8 0.8 8.1     28 1.4 50 5.0 100 100 100 0 4.0 0 0.0     41.6 100 

GOMBA 148,700 89 13.4 14 2.1 0.8 8.4     17 0.8 28 2.8 42 100 86 1 3.7 0 0.0     41.2 101 

MOYO 354,300 27 4.1 18 2.7 0.9 8.7 20 2.0 15 0.8 51 5.1 100 100 100 0 4.0     17 0.9 40.7 102 

KOLE 216,900 79 11.9 26 3.9 0.4 4.4 2 0.2 24 1.2 30 3.0 42 50 50 0 1.8 0 0.0     40.4 103 

BUHWEJU 97,400 69 10.4 21 3.2 0.5 4.9     34 1.7 25 2.5 25 83 54 0 1.9 0 0.0 100 5.0 40.1 104 

NAMAYINGO 211,200 68 10.2 15 2.3 0.5 4.9     32 1.6 20 2.0 50 100 76 0 2.8 100 5.0     39.7 105 

KAABONG 345,300 55 8.3 7 1.0 0.6 6.1 8 0.8 16 0.8 42 4.2 75 100 83 1 4.3 0 0.0 100 5.0 37.0 106 

SERERE 128,700             89 8.9     44 4.4 42 92 77 0 2.5 0 0.0 84 4.2 30.1 107 

AMUDAT 101,100 49 7.3 4 0.6 0.4 3.7     6 0.3 33 3.3 67 92 83 0 3.1 0 0.0     23.2 108 

NTOROKO 76,000             5 0.5     39 3.9 757 752 68 0 2.9 75 3.8 0 0.0 22.9 109 

KWEEN BULI 94,600                     64 6.4 677 922 91 0 3.2 0 0.0     17.8 110 

BULAMBULI 118,900             2 0.2     52 5.2 17 92 52 0 1.8 0 0.0     17.8 111 
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ANNEX C. FUNDING ON HEALTH BY 

DEVELOPMENT PARTNERS 

Funding 

source 

Principal areas of 

support 

FY 2008/09 FY 2009/10 

On-

budget 

(UGX 

bns) 

Off-

budget 

(UGX 

bns) 

Total 

(UGX 

bns) 

On-

budget 

(UGX 

bns) 

Off-

budget 

(UGX 

bns) 

Total 

(UGX 

bns) 

Austria Infrastructure Support, 

Reproductive Health - 0.10 0.10 - - - 

AfDB  Health Sector Program 

Support 20.16 - 20.16 15.75 - 15.75 

Belgium Health Sector Program 

Support - - - 1.76 - 1.76 

DANIDA HIV/AIDS 12.50 5.85 18.35 9.92 7.61 17.53 

European 

Union 

Infrastructure Support 

- 2.81 2.81 - 1.54 1.54 

GAVI Health Systems 

Strengthening, Vaccine 

Supplies 22.00 - 22.00 18.00 - 18.00 

Germany HIV/AIDS 2.72 2.43 5.15 1.19 3.75 4.94 

Global Fund HIV/AIDS, TB, Malaria 89.98 - 89.98 71.99 - 71.99 

Ireland HIV/AIDS 0.54 2.60 3.14 0.54 3.20 3.74 

Italy Infrastructure Support - 2.30 2.30 2.16 4.46 6.62 

Japan Infrastructure Support, 

HIV/AIDS 4.03 - 4.03 - - - 

Netherlands Infrastructure Support 1.77 - 1.77 - - - 

Norway HIV/AIDS, Trade 

Empowerment - 0.58 0.58 - - - 

Sweden HIV/AIDS, Maternal & 

Reproductive Health 1.95 2.16 4.11 1.35 2.10 3.45 

UK/DfID Reproductive Health 
0.45 5.05 5.50 0.36 6.03 6.39 

UNFPA HIV/AIDS, 

Reproductive Health, 

Family Planning 1.10 - 1.10 0.88 - 0.88 

UNICEF Maternal & Child 

Health   1.10 - 1.10 0.88 - 0.88 

U.S.A. 

 

   - USAID 

 

 

 

 

 

 

    - PEPFAR 

 

 

HIV/AIDS, Malaria, 

Reproductive Health, 

Family Planning, HRH, 

Supply Chain 

Management, Private 

Sector, and other 

 

HIV/AIDS 

 

- 

 

 

 

 

- 

 

152.90 

 

 

 

 

255.00 

 

152.90 

 

 

 

 

255.00 

 

- 

 

 

 

 

- 

 

147.90 

 

 

 

 

285.00 

 

147.90 

 

 

 

 

285.00 
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Funding 

source 

Principal areas of 

support 

FY 2008/09 FY 2009/10 

On-

budget 

(UGX 

bns) 

Off-

budget 

(UGX 

bns) 

Total 

(UGX 

bns) 

On-

budget 

(UGX 

bns) 

Off-

budget 

(UGX 

bns) 

Total 

(UGX 

bns) 

WHO Health Sector Program 

Support 8.50 - 8.50 6.72 - 6.72 

World Bank 

(IDA) 

Health Systems 

Development, TB 

Control - - - 4.80 - 4.80 

World Food 

Program 

Nutrition Improvement 

Program  9.30 - 9.30 - - - 

Subtotal 

(donors listed 

in this table)* 

 176.10 431.78 607.88 136.30 461.59 597.89 

Total of all 

development 

partners** 

 253.00 440.25 693.25 301.80 463.55 765.35 

* The breakdown by donors in the table does not cover all health development partners – it was drawn from available data. 

** This total is the total listed in Health Sector Strategic and Investment Plan 2010/11–2014/15 (2010) in Table 2.2: Health sector DP expenditure for FY 2008/09–

2009/10 and Table 2.3: Health financing trends over HSSPI and HSSPII (2000/02–2009/10) funding (nominal terms). 

 

Source: Health Sector Strategic and Investment Plan 2010/11–2014/15 (MoH 2010a); Annual Health Sector Performace Reports 2009/10 and 2010/11 (MoH 2010d; 

MoH 2011e). 
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ANNEX D. PROPOSED INDICATORS 

FOR MONITORING HEALTH SYSTEMS 

Indicators below are proposed to be used for monitoring health system performance over time.  A 

short list from each building block may be selected if reporting on all the indicators is burdensome.  To 

the extent possible, the indicators here, particularly in the health service delivery module, have been 

aligned with the indicators in the HSSIP, for better coordination of the collection of data.  

I. HEALTH GOVERNANCE 

1. Percentage of clients expressing satisfaction with health services, as obtained through bi-annual 

client surveys, in accordance with HSSIP (MoH 2010a) 

2. Proportion of health facilities with evidence (minutes) of at least three HUMC quarterly meetings in 

a year (HSA Team 2011) 

3. Proportion of districts with at least three quarterly performance review meetings that include 

project-based funders, service providers (public and private), civic leaders, and Civil Society 

Organizations (HSA Team 2011) 

4. Proportion of districts receiving at least three feedback reports from quarterly supervisory visits 

(HSA Team 2011) 

II. HEALTH FINANCING 

1. Total health expenditure per capita (WHO 2010b) 

2. Proportion of government health expenditure as a percentage of total government expenditure 

(Abuja Declaration target=15 percent) (HSA Team 2011; WHO 2010b) 

3. The ratio of household OOP payments for health to total expenditure on health (WHO 2010b) 

III. HUMAN RESOURCES INDICATORS 

1. Number of medical doctors, nurses, and midwives per 10,000 population, broken down by 

doctors/nurses/midwives, urban/rural, and gender (WHO 2010b) 

2. Distribution of health workers by occupation, specialization, district, and sex (WHO 2010b) 

3. Annual number of graduating health professionals per 100,0000 population (WHO 2010b) 

4. Proportion of salary out of total government health sector recurrent spending (HSA Team 2011) 

5. Proportion of health sector managers (at level of Program Manager, Deputy Commissioner, 

Commissioner, Director) at the MoH and district health level, who have received at least five days 

of formal training in leadership and management in the past five years (HSA Team 2011) 

6. Proportion of health workers reporting performance-related rewards, recognition, and promotion 

in the past 12 months, per periodic work-environment surveys (HSA Team 2011) 

7. Proportion of nurses and medical doctors who are still fully employed by the public sector, three 

years following first medical registration (HSA Team 2011) 
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8. Percentage of health workers who received supportive supervision in the last six months, per 

periodic work-environment surveys (HSA Team 2011) 

9. Percentage of approved health posts filled by trained health workers (MoH 2010a) 

10. Percentage of villages with trained VHTs by district (MoH 2010a) 

IV. SERVICE DELIVERY 

1. Maternal mortality ratio (per 100,000 live births) (MoH 2010a) 

2. Contraceptive prevalence rate (MoH 2010a)  

3. Percentage of pregnant women who have completed IPT2 (MoH 2010a) 

4. Infant mortality rate (per 1,000) (MoH 2010a)  

5. Percentage of one-year-old children immunized against measles (MoH 2010a) 

6. Percentage of children under one year old immunized with 3rd dose of pentavalent vaccine (MoH 

2010a) 

7. Under-five mortality rate (per 1,000) (MoH 2010a) 

8. Percentage of under-five children with fever, receiving malaria treatment within 24 hours (MoH 

2010a) 

9. Percentage of under-five children with height to age below the lower line of the MoH growth chart 

(MoH 2010a) 

10. Percentage of under-five children with weight to age below the lower line of the MoH growth chart 

(MoH 2010a)  

11. Percentage of eligible persons receiving ARV therapy (MoH 2010a) 

12. Percentage of new TB smear-positive cases notified compared to expected (case detection rate) 

(MoH 2010a) 

13. Percentage of maternal deliveries in public and PNFP health facilities (MoH 2010a)  

14. Number of outpatient department visits per 10,000 population per year (WHO 2010b) 

15. Number and distribution (by district) of inpatient beds per 10,000 population (WHO 2010b) 

16. Inpatient fatality rate (obtained by facility survey) (WHO 2010b) 

17. Percentage of functional Health Center IVs providing EMOC (MoH 2010a) 

18. Percentage of households with a pit latrine or other MoH-approved sanitation device (including flush 

toilet) (MoH 2010a) 

V. MEDICAL PRODUCTS 

1. Percentage of health facilities reporting no stock-outs of any of the six tracer medical products 

(1st-line antimalarials, depoprovera, sulphadoxine/pyrimethemine, measles vaccine, ORS, Co-

trimoxizole) in the previous three months (MoH 2010a) 

2. Per capita expenditure on pharmaceuticals (WHO 2010b) 
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VI. HIS  

1. Proportion of development partners using the agreed sector-wide HIS indicators and reporting 

system (HSA Team 2011) 

2. Improved data quality (HSA Team 2011) 

Proportion of districts and facilities with 100 percent of reports‟ completeness, accuracy, and 

timeliness, in the last 6 months 

Number of data quality assessment exercises conducted by districts and national-level programs, 

annually 

Proportion of PFP/CBOs reporting to the district and national HMIS system over the last six 

months 

Proportion of districts/health facilities reporting disaggregated output data by public-private 

contribution 

3. Increased utilization of HIS data for decision-making: number of districts that have had periodic 

performance review meetings over the last six months (HSA Team 2011) 

4. Increased HIS funding: proportion of health sector budget allocated to HIS at national and district 

level (HSA Team 2011) 
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ANNEX E. UGANDA HEALTH SYSTEM 

ASSESSMENT DISSEMINATION, 

VALIDATION, AND PRIORITIZATION 

WORKSHOP PARTICIPANTS,  

MARCH 13–14, 2012 

Name Organization Job Title Email Phone 

Asuman Lukwago MoH  Permanent Secretary     
Henry G. 

Mwebesa, Dr. 

MoH  Commissioner Health 

Service (QA) 

hsrp@imul.com; 

Hmwebesa@imul.com  

+256 772-

221-291 

Francis Runumi MoH; Health 

Services, Planning 

Commissioner frunumi@yahoo.co.uk   

Sarah Byakika MoH        

Martin Oteba MoH Principal Pharmacist  orukan33@hotmail.com  +256 772-

512975 

Jan Kolaczinski HDP Deputy 

Chair/UNICEF 

  jkolaczinski@unicef.org   

Karen Klimowski USAID Director Health, 

HIV/AIDS, and 

Education 

    

Daryl Martyris USAID   dmartyris@usaid.gov   

Rose Okot 

Chono 

USAID   rochono@usaid.gov   

Seyoum Dejene  USAID   SDejene@usaid.gov   

Juliet 

Bataringaya-

Wavamuno 

WHO Country Advisor whouganda@ug.afro.wh

o.int; 

bataringayaj@ug.afro.wh

o.int 

+256 772-

440-381 

Peter Okwero World Bank   pokwero@worldbank.org  +256 772 

636486 

Abanga Oundo Bugiri District  Medical Superintendent    0772-468751 

Kiirya S. B, Dr.  Bugiri District  DHO kiiryastevo@yahoo.com  +256 772-

432918 

Edward 

Mwesigye 

Bushenyi District  DHO   772336814 

Horace Kiziito  Bushenyi District  MS Kitagata Hospital 

Bushenyi 

horace.kizito@yahoo.com  704111808 

William Ocen  Lira District  Director Lira Regional 

Hospital 

  0772-591557 

mailto:frunumi@yahoo.co.uk
mailto:orukan33@hotmail.com
mailto:pokwero@worldbank.org
mailto:kiiryastevo@yahoo.com
mailto:horace.kizito@yahoo.com
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Name Organization Job Title Email Phone 

Peter Kusolo   Lira District  DHO Lira   peterkusolo@ymail.com  0782-726199 

Danielle Altman Health Systems 

20/20 

  danielle_altman@abtass
oc.com  

  

John Osika Health Systems 

20/20 

  John_osika@abtassoc.c
om  

  

Dan Edwards Health Systems 

20/20 

      

Sebastian Baine MakSPH       

Deo Tumusange MakSPH       

Vincent Bwete MakSPH       

Saul Kamukama MakSPH       

Elizeus 

Rutebemberwa 

MakSPH       

Paul Kutyambi MakSPH       

Aloysius Muteye MakSPH       

Solome 

Namperu 

        

Isaac Kadowa  MoH       

Schaefer Petra Management 

Sciences for 

Health; SURE 

Technical Advisor-PMIS pshaefer@sure.ug +256 759 

800 113 

Kirumira Jemmy Health Tutors       

Andrew Mukulu Uganda Bureau of 

Statistics 

ED     

Andrew Cohen 

Wasswa 

JMS       

Ms Vento Auma  CDC   hmr5@ug.cdc.gov   

Simon 

Karyesubula 

MoH       

Enid Wamani MACIS       

Grace Orikiriza MACIS       

P. Kakande Uganda Bureau of 

Statistics 

  pamela.kakande.ubos.or

g  

+256 772-

303441 

H. Beus MoH/ BR       

Mpanji Kagwa UNICEF       

Paul Kiwanuka-

Mukiibi, Dr. 

PS Consulting: 

Health 

Management 

Consultants 

Managing 

Director/Principal 

Consultant 

pkj@psconsulting-

ug.com 

+256 712 

200 401 

Peruth Achikan PS Consulting: 

Health 

Management 

Consultants 

      

mailto:peterkusolo@ymail.com
mailto:danielle_altman@abtassoc.com
mailto:danielle_altman@abtassoc.com
mailto:John_osika@abtassoc.com
mailto:John_osika@abtassoc.com
mailto:pshaefer@sure.ug
mailto:pkj@psconsulting-ug.com
mailto:pkj@psconsulting-ug.com
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Name Organization Job Title Email Phone 

Robert Basaza MoH Ass. Commissioner, 

Planning  

rkbasaza@yahoo.com +256 772-

428474 

Ebony Orto MoH       

Grace 

Namaganda 

IntraHealth       

Obed Hoheure MACIS       

Babiiha Julims NDA       

Ellen Hoxha SDS       

Robert Kalemba SDS       

Collin Mereoye WHO       
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