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d The National health policy II explicitly identifies equity as one of the key social values guiding health 
sector processes and notes that: ‘Government shall endeavour to achieve equal treatment for 
equal need and for equal access to health care according to need.’ In developing its strategic 

direction for the period 2010/11 to 2014/15, the health sector explicitly lists improving equity in access 
as one of the strategic objectives. For example, one of the equity-related interventions cited in the 
Health sector strategic and investment plan is to improve access to equitable and quality clinical services at all 
levels in both the public and private sectors and institutions.

an Equity Watch is a country report that monitors progress on health equity, more specifically, the 
health system’s progress and responsiveness in promoting and achieving equity in health and health 
care. The Equity Watch framework has been developed by the regional Network for Equity in Health 
in East and Southern africa (EQUINET) and implements a resolution of the East and Southern african 
Health Community to monitor progress in health equity. The Equity Watch assesses progress against 
commitments and goals in four major areas, namely: equity in health, household access to the resources 
for health, equitable health systems and global justice.

In Uganda, eliminating differences in access to resources and services requires systems that facilitate 
the processes and mechanisms to execute and achieve the targets and objectives set to achieve equity 
in health. This entails establishing and strengthening appropriate systems and structures, and having in 
place appropriate policies and adequate monitoring systems to provide an enabling environment for 
the achievement of the health equity objectives. Specifically, Uganda seeks to: reduce demographic-
related differences (including gender, race, age, disabilities and marital, socio-economic and employment 
status) in availability, access to and use of health care services; eliminate geographical differences (rural, 
urban, provincial and district) in availability, access to and use of health care services; and improve 
financial and material resource allocation (human resources for health, drugs, equipment and medical 
supplies) across demographic and geographic lines.

This report provides an array of evidence on the performance of Uganda’s public policies and systems 
in promoting and attaining equity in health, in the social determinants of health and in health care, using 
the Equity Watch framework. The evidence presented in this report indicates progress in some key 
areas, such as in closing social and geographical gaps in access to education, safe water, immunisation 
and other areas of primary health care. However, challenges remain, including in coverage of maternal 
health services and in the distribution of health workers. The findings in this report require concerted 
effort by various stakeholders to address the health equity issues in Uganda, including by civil society, 
academia, parliament, the private sector and the public sector as a whole.

I wish to thank the team of researchers and all those who have contributed to this work. I look 
forward to the work being disseminated and used to support our policy and planning processes in 
Uganda.

Dr asuman lukwago
ag. Permanent Secretary
Ministry of Health
Kampala, Uganda, November 2011



ii

	 Improving   Static, mixed or uncertain  Worsening 
 
Where clear, the postive or negative relationship to the average in the eastern and southern african region 
is also shown at the top of each colour strip (and left blank where comparisons are difficult or uncertain):

EQUINET defines equity as follows:

‘Equity in health implies addressing differences in health status that are unnecessary, avoidable 
and unfair. Equity motivated interventions seek to allocate resources preferentially to those with 
the worst health status. This means understanding and influencing the re-distribution of social and 
economic resources for equity-oriented interventions, and understanding and informing the power 
and ability people (and social groups) have to make choices over health inputs and to use these 
choices towards health.’

EQUINET STEErING CoMMITTEE, 1998 

We explore in particular the distribution of health, ill health and specific determinants, including those 
relating to employment, income, housing, water and sanitation, nutrition and food security, and those 
within the health system. The Equity Watch examines the fairness of resource generation and allocation, 
and the benefits derived from consuming the resources for health. We also explore the governance of the 
health system, given that the distribution and exercise of power affects how resources are distributed and 
strategies designed and applied towards ensuring access to the resources for health. 

an Equity Watch is a means of monitoring progress on health equity by gathering, organising, analysing, 
reporting and reviewing evidence on equity in health. Equity Watch work is being implemented in countries 
in eastern and southern africa in line with national and regional policy commitments. In February 2010 the 
regional Health Ministers' Conference of the East, Central and Southern africa (ECSa) Health Community 
resolved that countries should 'report on evidence on health equity and progress in addressing inequalities 
in health'. 

Using available secondary data, the Equity Watch is implemented by country personnel with support and 
input from EQUINET through Training and research Support Centre and peer review from the University 
of Cape Town Health Economics Unit. The aim is to assess the status and trends in a range of priority 
areas of health equity and check progress on measures that promote health equity against commitments 
and goals. 

This first scoping report uses a framework developed by EQUINET in cooperation with the ECSa Health 
Community and in consultation with WHo and UNICEF. The report introduces the context and the  
evidence within four major areas:  equity in health, household access to the resources for health, equitable 
health systems and global justice. It shows past levels (1980–2005), current levels (most current data 
publicly available) and comments on the level of progress towards health equity with a coloured bar down 
the side of each page indicating whether the situation is broadly:
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Uganda is a low income landlocked country in East africa, bordered by Kenya, Tanzania, rwanda, 

the Democratic republic of Congo and Sudan. It has rich physical features and a warm, high 
rainfall climate (UBoS, 2008). Uganda has one of the highest population growth rates (3.5 per 

cent), with the population estimated to reach 46.3 million by 2020 (UNDP, 2009). The population in 
2010 of 33.5 million is unevenly distributed, with most people living in rural areas and only 15 per cent 
living in  urban areas (UBoS and Macro Int., 2010). life expectancy fell to 42 years in 2000, mainly due 
to aIDS, but rose to 51.7 years in 2007 (UBoS, 2009). a high share of the population is young, with 49 
per cent below 15 years in 2005. There are many ethnic groups but the major ones are the Baganda, 
Banyankore, Basoga, Bakiga, Iteso, langi, acholi, Bagisu and lugbara (UBoS, 2008).

Uganda has had a multiparty parliamentary democracy since 1995 with decentralised district level 
local governments in 112 districts across four regions. a rapid multiplication of districts has raised 
governance issues and has had implications for efficiency and service delivery. local governments 
have powers for secondary legislation and duties for service delivery in line with national budgets 
and plans, including health services (UBoS, 2008). local governments are responsible for recruiting, 
deploying, developing and managing health workers, passing health-related by-laws and monitoring 
health sector performance. They manage public general hospitals and health centres and monitor 
all health activities (including those in the private sector) in their areas. While decentralisation has 
strengthened institutions and enhanced participation in delivery of and access to primary health care, 
universal primary education, water and sanitation services (okidi and Guloba, 2006), there have also 
been reports of inadequate human and financial resources, poor governance, low morale among health 
workers and reluctance at central level to decentralise authority, thus undermining the overall benefits 
of decentralisation (anokbonggo et al., 2004; Steiner, 2006). 

Most people in Uganda are involved in agriculture and although its share of gross domestic product 
(GDP) fell from 42 per cent in 1966 to 15 per cent in 2009, most of the country’s industries and 
services are still based on agriculture (UBoS, 2008, UBoS and Macro Int., 2010). Industry has grown as 
a share of gross domestic product and, together, industry and services have become a major driver of 
growth (GoU, 2010; MoFPED, 2010a). Uganda’s human development index (HDI), a composite of  life 
expectancy, education and per capita national income, rose from 0.312 in 1995 to 0.380 in 2005 and to  
0.422 in 2010 (UNDP, 2010). The drivers of improvements in the index appear to have been increases 
in GDP growth and improvement in education (UBoS and Macro Int., 2010). 

Uganda’s strategic location on the trade corridor for the Great lakes region positions it well for 
economic growth. From the mid-1990s there were two decades of uninterrupted growth to a 
per capita GDP of US$368 (at 2002 constant prices) (Keane et al., 2010). While the recent global 
economic downturn was expected to have negative effects in reduced private remittances, foreign 
direct investment and loans, the effects have been less significant than anticipated, with foreign direct 
investment falling from 5.3 per cent of GDP in 2007/08 to 4.6 per cent in 2008/09 and development 
partners continuing to meet their obligations (MoFPED, 2010b). The overall literacy rate of 69 per cent 
(76 per cent  in males and 63 per cent females) and net primary school attendance of 82 per cent in 
males and 81 per cent in females have also improved, as discussed later in this progress marker section 
(UBoS and Macro Int., 2006). The evidence suggests that girls have had access to these improvements 
and women comprise 51 per cent of the labour force (2005/2006) (UBoS, 2008). 
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Nevertheless there is an unequal distribution of economic wealth, 
with a gini coefficient of 0.426 in 2009/10 (UBoS and Macro Int., 
2010). In 2009/10 survey data, 24.5 per cent of Ugandans or 7.5 million 
people were estimated to be poor (UBoS, 2010). Households in the 
highest (first) wealth quintile shared 71 per cent of the country’s 
total wealth while those in the lowest (fifth) shared only 2 per cent 
of total wealth (see Figure 1). Nearly half (48 per cent) of households 
in the two lowest quintiles are in rural areas compared to only a 
quarter (25 per cent) in urban areas. The Eastern and Northern 
regions had higher shares of households in the lowest wealth 
quintiles (UBoS and Macro Int., 2010). Household consumption 
increased and poverty declined in all parts of the country in the 
past decade, showing initial improvements in income inequality (the 
gini coefficient fell from 0.428 to 0.408 from 2002/03 to 2005/06). 
However, income inequality rose between 2005 and 2009, with the 
gini coefficient rising from 0.408 to 0.426 in the period (UBoS and 
Macro Int., 2010). 

Significant regional disparities in poverty persist, with highest levels in the north of the country, where 
nearly 90 per cent of people have been living in internally displaced people’s camps for two decades 
due to civil war. Inequalities are found across regions, between rural and urban areas, between crop 
farming and non-crop farming (livestock and fishing) households, and between the urban poor and 
wealthy (UBoS and Macro Int., 2010). 

Disease is a significant determinant of wellbeing and in 2010 malaria was found to be the most prevalent 
illness reported by households in a national household survey (UBoS and Macro Int., 2010). Uganda 
is often held up as a model for africa for its important turnaround in the past decade of the aIDS 
epidemic, through strong leadership, broad-based national and international partnerships and effective 
public campaigns and service outreach (avert, 2008; UNaIDS, 2008). It now faces challenges in reaching 

Figure 1: Share of wealth by quintiles

1st wealthiest 
quintile

2nd quintile 
4%

3rd quintile
8%

4th quintile
15%

5th and 
poorest 
quintile

71%

under-served groups, as discussed in this report, 
and in sustaining prevention and treatment. Service 
outreach has faced challenges of under-funding, past 
corruption in use of public funds has undermined 
credibility and trust in public administration, and 
poverty and conflict in the northern part of the 
country have undermined access. Fiscal limits 
have also limited service expansion, while growth 
in private sector services has raised concerns of 
unequal access, as profit motives exclude vulnerable 
groups who have highest health need. 

Uganda has many features that signal a potential for 
improved health and the country has experienced 
economic growth and an improving human 
development index in the past decade. Nevertheless 
there are indications of recent increases in inequality 
in wealth. This report explores further to what 
extent these social inequalities are associated with 
inequalities in health and in access to health care. 
It tracks progress in implementing measures that 
address inequalities in health through investments 
in households and in redistributive health systems 
to overcome the impoverishing effects of ill health.  
We explore trends on selected equity-related 
progress markers over the period 1995–2005 and 
the current period 2006–2010.

 ©stttijn’s photostream on Flikr.com
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advancing equity 
in health

EQUITY
WATCH

• Formal recognition and social expression of equity and universal rights to health

• achieving the Millennium Development Goal of reducing by half the number of 
people living in poverty 

•  reducing the gini coefficient to at least 0.4

• Eliminating differentials in maternal mortality, child mortality (neo-natal, infant 
and under five) and under five years under-nutrition

• Eliminating income and urban/rural differentials in immunisation, antenatal care 
and attendance by skilled personnel at birth 

• achieving UN and WHo goals of universal access to prevention of vertical 
transmission, condoms and antiretrovirals
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This section presents various markers of 
progress in health equity, in terms of the 
values that underpin it, and the progress 
in addressing socio-economic and health 
inequalities.

EQUITY
WATCH

advancing equity 
in health
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PAST lEVElS (1980–2005)

• Uganda is signatory to the International Covenant on Economic and Social rights (1987), the Convention on 
the rights of the Child (1986) and the african Charter on the rights and Welfare of the Child (1990), among 
other international conventions. These conventions need to be domesticated through national law to become 
effective. 

• objective XIV(b) in the Constitution of Uganda sets out the state’s duty to ensure that all Ugandans enjoy 
access to health services (GoU, 1995). article 39 affirms every Ugandan’s right to a clean and healthy 
environment, article 26(2) provides that a person can be deprived of property in the interest of public 
health and the constitution requires the Ugandan state to guarantee and respect the independence of non-
governmental organisations that protect and promote human rights. It provides that districts are free to 
cooperate in the areas of culture, development and health (GoU, 1995). 

• The 1995 Health Services Bill, proposed to replace the Public Health act of 1964, intended to consolidate 
all health-related laws and become the over-arching law governing health service delivery. The process was, 
however, halted in 2002 after the Ministry of Health was advised to ‘unbundle’ the Bill into its various elements 
(MoH, 2008b). 

• Uganda’s first national health policy in 1999 called for health education, health promotion and community 
involvement in prevention, care and planning, and in managing health care (MoH, 1999). Proposals were made 
for a community-based health information system and information dissemination to stakeholders (MoH, 1999). 
Despite this, locally-elected leaders have dominated decision making, with economic and social barriers to 
community participation (Kapiriri et al., 2003).

Formal recognition and social expression of equity 
and universal rights to health 

CURRENT lEVEl: 2006-2010

• The 1995 constitution remains in force but it provides some specific protection for vulnerable groups. 
Under article 33(3), the state is required to protect women and their rights, taking into account their 
unique status and natural maternal functions. Children are protected under article 34(3) which provides 
that no child should be deprived of medical treatment, while article 34(4) provides that children should not 
be employed in or required to do work that is likely to be harmful to their health (GoU, 1995). 

• The 2010 National health policy II and the Health sector strategic and investment plan, explicitly mention equity 
in health as a key value guiding service delivery (MoH, 2010a). Qualitative information from community 
participation interventions suggests that communities are able to claim their rights if local leaders and 
communities are involved in participatory processes (Muhinda et al., 2009).  

• The village health team strategy aimed to encourage community participation in health through training 
and empowering a trusted community member selected by the community. However, the strategy has faced 
implementation challenges, including lack of funding, leading to gaps in districts covered and inadequate 
means to sustain the strategy (MoH, 2010e).

Pr
og

re
ss Ugandan law does not explicitly include the right to health or the communities’ right to participate directly 

in the health system but it does provide related rights. National policy documents give more explicit policy 
support to health equity and community participation but implementation remains weak. It would be useful 
to audit the range of international conventions affecting health that Uganda is signatory to and review their 
domestication and implementation.

--
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not available

56  1992
44  1997
34  1999
38 2002
31 2005

43 2002

14  2002

3.07 2002

41             2002

66 2005

PAST lEVElS (1980–2005)

• as shown in the summary table above, poverty rates  fell 
between 1992 and 1999, rose in  2002 and fell again in 
2005 (UNDP, 2007; MoFPED, 2006). rural poverty levels 
in 2002/03 were three times higher than urban poverty 
levels and were higher in the Northern and Eastern 
regions (UBoS and Macro Int., 2010). 

• Poverty levels were associated with costs of and returns 
from farming, access to public goods like health care, 
electricity and infrastructure, as well as with people’s initial 
endowments of physical and human capital (okidi and 
McKay, 2003). 

• There were significant regional disparities in poverty 
levels which were persistently highest in the north of 
the country, where there are many internally displaced 
people due to civil war. levels were lower in the West 
and Central regions of Uganda, where poverty declined by 
around 60 per cent between 1992 and 2005  (okidi et al., 
2003). 

• The five-year Uganda poverty eradication action plan 
(PEaP), developed in 2004, recognised the need to address 
regional inequity (MoFPED, 2004). a poverty monitoring 
and evaluation strategy and working group were set 
up, the latter to focus on cross-cutting issues, including 
gender, environment, aIDS, employment, population, social 
protection, income distribution and regional equity. 

achieving the Millennium Development Goal of reducing by half the 
number of people in poverty (and living on less than US$1 per day) 

% population living on less than US$1.25 a day

*Percentage of population in income poverty

– rural poverty

– urban poverty

– rural : urban ratio

range: of highest to lowest poverty by province 
% points difference

Human poverty index

*Poverty trend estimates focused on the cost of meeting caloric needs and some allowance for non-food needs. 
Official Government of Uganda reports do not report poverty in terms of the UNDP $1.25 threshold. 

Source: UNDP 2005, 2007; MoFPED, 2006; UBOS and Macro Int., 2010

© UNICEF Uganda

not available

25 2009/10

23 2009

  9 2009

2.56  2009

36 2002

not available

-

INDICaTor  PaST lEVElS CUrrENT lEVEl
 (1980–2005) (most recent data)
 level Year level  Yearage of 
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CURRENT lEVEl: 2006-2010

• Uganda’s human development index (HDI) trends, outlined in the introduction, highlight the improvements  
as well as the still large gap in wellbeing and life chances. The recently concluded Uganda national 
household survey (2009/10) indicated that income poverty fell by 8 percentage points between 2005/6 and 
2009/10 (Ssewanyana, 2010). as shown in Figure 2, income poverty has declined more in rural areas than 
in urban areas, reducing the rural to urban ratio from 3.1 to 2.6, and the gap across regions also narrowed 
(see summary table on page 4). Nevertheless the differentials remain high across residence and region. 

• There has been a consistent reduction in poverty over the past decade. The reduction between 2002/3 
and 2005/6 appears to have been greater than between 2005/6 and 2009/10, although northern Uganda 
registered its biggest poverty reduction in the past five years (UBoS and Macro Int., 2010). Central region 
(where the capital, Kampala, is located) has lowest poverty levels and Northern region has the highest, 
associated with two decades of conflict in that area. Poverty fell in Northern region in 2009/10, partly due 
to the recent return of peace and the efforts of state and non-state agencies to improve living conditions, 
including through resettling internally displaced people from camps to their villages or homes. 

• Ssewanyana et al. (2006) argued that growth alone would not adequately improve the incomes of less 
advantaged people between 2006 and 2015 and that any increase in inequality hurts the ‘ultra’ poor more 
than the poor. They proposed a direct cash transfer scheme to curb the further marginalisation of this 
group. In 2010, Ssewanyana (2010), examining the factors behind the reduced poverty levels between 
2005/6 and 2009/10,  found that growth contributed more to the reduction in poverty levels than 
redistribution of income. on the other hand, income inequalities were the key factor limiting poverty 
reduction in the Western and Central regions. The National development plan 2009/10–2014/15 articulates 
the need to balance wealth creation with sustainable poverty reduction through growth and equity. The 
plan suggests linking improving socio-economic indicators with reducing the number of people living below 
the poverty line and reducing infant mortality, with creating employment a critical mediating factor. 

Pr
og

re
ss Income poverty reduced after 2005 but, while gaps have narrowed, Northern region and rural areas continue 

to have higher levels of poverty. Growth appears to have been the general driver of poverty reduction but, as 
discussed in the next progress marker, inequality has apparently limited reductions in poverty levels in rural 
areas and in Western and Central regions. 
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Figure 2: Trends in poverty by residence and region, 2005–2009 

Source: UBOS and Macro Int., 2010
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0.426  2009

0.375  2009

0.447  2009

1.19  2009

0.365  1992/3
0.428  2002/3
0.408  2005/6

0.363  1992/3
0.363  2005/6

0.483  1992/3
0.432  2005/6

1.33  1992/3
1.19  2005/6

reducing the gini coefficient to at least 0.4

Gini coefficient

– rural

– urban

– urban : rural ratio

PAST lEVElS (1980–2005)

• The relatively higher but declining levels of poverty in the 1992–2002 period appear to be associated 
with increasing income inequality (see summary table above). at both national level and within each sub-
region the gini coefficient increased between 1992 and 2002 and then declined between 2002 and 2006. 
The decline seems to have been driven by falling inequality levels in urban areas in all regions, as income 
inequality remained the same in rural areas in the period (see Figure 3; UBoS, 2008). 

• levels of inequality were higher in northern regions, between rural and urban areas, between crop farming 
and non-crop farming (livestock and fishing) households and between urban poor people and the wealthy 
(UBoS, 2008; MoF, 2004/05). 

• Gender analysis of the demographic and health service data for the 1992–2003 period showed also that 
female-headed households were disproportionately represented among poor households (MoFPED, 2003). 

• The Central region has substantially higher disparities nationally. This reflects the higher share of urban 
households and higher inequality in urban areas, as Kampala, the capital city, is located there.

The gini coefficient is a measure of the inequality of a distribution, a value of 0 expressing total equality and a value of 1 maximal inequality.
Source: UBOS, 2010

Figure 3: Trends in inequality by region, Uganda, 1992–2010

National 

Central region

Northern region

Eastern region
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Source: UBOS, 2008, 2010
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CURRENT lEVEl: 2006-2010

• Income inequality rose between 2005/6 and 2009/10, particularly in urban areas (see summary table on 
page 6 and Figure 4 above). Higher income groups, possessing more income-generating assets (productive 
assets, human assets or both), were in a better position to benefit from the aggregate increase in national 
income. 

• Differences in gini coefficients across the regions were attributed to the differences in the access to social 
services, income and the economic activities of the regions (MoFPED, 2006). 
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Figure 4: Inequality (gini coefficient) by residence and region, Uganda, 2002–2010
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CURRENT lEVEl: 2006-2010 continued

• Inequality within rural and urban areas and regions is reported to have contributed more to overall 
inequality than the inequality between these areas (Figure 4;  Table 1;  Ssewanyana, 2010).

• as Table 1 shows, income inequality is driven predominantly by inequalities within determinants such as 
where people are living, how educated they are and whether they live in rural or urban areas. There is also 
an interaction between poverty and inequality in Uganda. The central statistics office noted in 2010 (UBoS, 
2010) that economic growth has generally been associated with poverty reduction. However it also noted 
that increased income inequality has undermined the positive impact of growth on poverty. In the 2002 
to 2006 period positive growth and falling inequality had combined positive effects on poverty reduction. 
From 2006 to 2010, while growth continued to contribute to poverty reduction, rising inequality produced 
the opposite effect. Further, the trends within rural areas and regions showed the same relationships: where 
inequality was rising, poverty reduction was compromised. Hence, for example in Eastern region, even in a 
period of generally rising inequality, the fall in inequality in this region shown in Figure 4 meant that there 
was still a reduction in poverty.

Table 1: Decomposition of income inequality Uganda, 1992–2010

 The uneven experience of rising inequality in the 1990s, declining inequality between 2000 and 2006 and 
increases thereafter means that Uganda has not been able to attain its original 1992/93 levels. By 2009/10, 
the evidence shows that inequality is a rising and significant problem in Uganda that prevents growth from 
translating into poverty reduction. Most affected by this were urban areas and the Central region. Inequality 
within rural and urban areas and within regions contribute more to overall inequality than the inequality 
between these areas. as noted for the poverty data, this suggests that in addition to the broad measures for 
geographical allocation of resources to needs, further measures are needed to reach the poorest households 
within areas to protect them against impoverishment caused by ill health. It will also be useful to disaggregate 
income and wealth inequalities by gender in future analyses to explore the role of gender in these inequalities.
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Sub-grouping  1992/93 2002/03 2005/06 2009/10

rural/urban Between 14.6 20.7 15.6 17.1

  Within 85.4 79.3 84.4 82.9

regions Between 8.7 17.0 19.6 20.7

  Within 91.3 83.0 80.4 79.3

Education attainment level Between 14.6 27.3 25.4 28.6

  Within 85.4 72.7 74.6 71.4

-



9

75  2006

88  2006

68 2006

1.29  2006

1.25  2006

2.28  2006

1.62  2006

137  2006

153  2006

114  2006

1.34  2006

1.22  2006

1.69 2006

435  2006
430  2008

38  2006

16.0  2006
16.8  2008

3.9  2006

Eliminating differentials in maternal mortality, child mortality (neonatal, 
infant and under five) and under five year under-nutrition

Infant mortality rate (IMr) per 1,000

– total

– rural

– urban

– rural : urban ratio

– male : female ratio

– high : low regions ratio

– lowest : highest wealth quintile ratio

Child mortality rate 1–5 yrs per 1,000 (CMr)

Under-5 mortality rate (U5Mr) per 1,000

– total

– rural

– urban

– rural : urban ratio

– male : female ratio

– lowest : highest wealth quintile ratio

Maternal mortality rate / 100 000

Stunting in children under 5 years (height for age <2SD) 
–  % total children

Underweight in children under 5 years (weight for age <2SD)

lowest :o highest quintile ratio

Wasting in children under 5 years (weight for height <2SD)

85  1995

89  2001

93.7 2001

54.5  2001

1.72  2001

not available

not available

not available

160  1990

187 1988

156  1995

158  2001

164  2001

101  2001

1.62  2001

1.81  2001

527  1995
505  2001

39.1  2001

23.0  1995-2003
22.8  2001

1.4  2001

4.1  2001

PAST lEVElS (1980–2005)

• During the development of the Health sector strategic plan (HSSP II), a set of 25 indicators was selected for 
national level sector monitoring and eight of these indicators were further selected for monitoring under the 
Uganda Poverty Eradication action Plan. This progress marker includes most of the health outcome related 
indicators used in this sector monitoring.

• as shown in the summary table above, infant mortality and under five year mortality rates rose between 1995 
and 2000. Infant and child survival were associated with gender (higher in males), mother’s age (higher among 
children born to mothers under age 20 and over age 40), birth order (higher in first births and births of order 
seven) and shorter birth intervals. rural areas had higher under five year mortality rates but the differential 
by wealth quintile was even higher with the highest quintile having 1.8 times the mortality rates of the lowest 
(UBoS and Macro Int., 2006).

Sources: UBOS and Macro Int., 2001; 2006: UNDP, 2010

+

INDICaTor  PaST lEVElS CUrrENT lEVEl
 (1980–2005) (most recent data)
 level Year level  Year
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PAST lEVElS (1980–2005) continued

• In 2004, the Child Days Plus programme was integrated into the child survival strategy to reduce child 
mortality through improved health, high coverage of cost effective interventions and integrated delivery at 
family or community and institutional level. The prioritised interventions included a revitalised extended 
immunisation programme, the newborn survival strategy, the Child Days Plus, integrated management of 
newborn and child illness and home-based management of fever. This evolved into integrated community 
case management, including nutrition of infants and young children, and prevention and treatment of HIV.

• There is limited reliable and accurate data on maternal mortality rates available country-wide in Uganda, 
with available data shown in the summary table suggesting that the rate has remained high in the period. 
a study done in 30 hospitals in 2000 estimated the maternal mortality rate as 846 per 100,000 live 
births (Ssengooba et al., 2003). The major causes of this mortality in 1995/06 found in the study included 
poor fertility regulation of early pregnancy in adolescents, limited health facilities to manage abortion or 
miscarriage complications, prevalence of HIV among pregnant women and malaria (Ssengooba et al., 2003). 
Government data show a declining trend in maternal mortality rates (see Figure 6a) and a government 
target was set of 131 per 100,000 live births by 2015 (EaSSI, 2010).

CURRENT lEVEl: 2006-2010

• as shown in the summary table, infant mortality rates fell from 2001 to 2006, as did the under five year 
mortality rate. Geographical differences in infant mortality rates were high (over twofold) with the highest 
rates in the Southwest region (109/1000, 2006) – attributed to high malaria prevalence,  low literacy levels 
and poor health service provision – and the lowest rates in Kampala (54/1000) (UBoS and Macro Int., 
2006). rural to urban and male to female disparities narrowed after 2000 (see summary table on page 9) 
but, as shown in Figure 6b, social disparities in infant and under five year mortality remained wide, across 
wealth, residence, gender and mothers’ education.

• Under-nutrition persists as a problem although there was a small decrease after 2000 (see summary table). 
The problem of under-nutrition starts at the foetal stage, with an overall rate of 11 per cent of babies 
weighing less than 2.5 kg at birth. rates are worse among children born to women with no education (23 
per cent) and children born to women in rural areas (12 per cent compared to 9 per cent in urban areas) 
(UBoS and Macro Int., 2006).  

• The 2006 Uganda demographic health survey showed that underweight and stunting among children was 
more prevalent in Southwest, North, West Nile and Central regions compared to the other regions, with 
Kampala recording the lowest levels (UBoS and Macro Int., 2006). Under-nutrition in children under five 
years was also more common in poor households and in households where mothers had lower education 
levels (UBoS and Macro Int., 2006). Uganda is not performing as well on nutrition as its per capita gross 
national income would suggest although it has improved in the past two decades, partly through pro-poor 
economic growth and partly through higher agricultural production (UNDP, 2010).

Figure 5: Causes of maternal death, Uganda, 1995/96

Source: Ssengooba et al., 2003
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CURRENT lEVEl: 2006-2010 continued

• Between 2004 and 2009, various interventions were implemented to improve child health. Vitamin a 
supplementation uptake increased from 60 to 69.5 per cent and household salt iodisation was maintained 
at around 96 per cent (UBoS and Macro Int., 2006). Bi-annual child days increased coverage of selected 
interventions to improve child health (see Table 2) and infant and young child feeding policy guidelines were 
disseminated.

• Maternal and childhood illness still constitute the biggest proportion of the national disease burden. The 
maternal mortality rate decreased from 505 per 100,000 in 2001 to 435 per 100,000 in 2006 although with 
a wide variance of 345 to 524 (UBoS and Macro Int., 2006). The further decrease in maternal mortality up 
to 2008 suggests the situation is improving but there is sill a wide gap between this and the target set in the 
Millennium Development Goals (see Figure 8). as discussed in the next progress marker, one reason for 
this is that access to maternal and reproductive health services for girls and women is still limited.

Source: MoH, 2010a; UBOS and Macro Int., 2006

Source: UBOS and Macro Int., 2006

Figure 6b: Social inequalities in infant and under five mortality rate, 2006

GENDER RESIDENCE MOTHERS’ EDUCATIONAl lEvEl WEAlTH qUINTIlE

Stunting StuntingWasting WastingUnderweight Underweight

0

5

10

15

20

25
GENDER RESIDENCE MOTHERS’ EDUCATIONAl lEvEl WEAlTH qUINTIlE

male rural none 1st/lowestfemale urban primary 2nd 4thsecondary+ 3rd/middle 5th/highest

Figure 7: Social inequalities in malnutrition among children under five, 2005

Source: UBOS and Macro Int., 2006

Figure 6a: Infant, child and maternal mortality trends, 1995–2006
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TarGET oUTPUTS

Children 6–59 months received 
two vitamin a doses

Children 1–5 years dewormed twice

Central district supervision/
monitoring during Child Days Plus

audit Child Days Plus data and 
performance indicators + re-planning

Communication and mobilisation for 
Child Days Plus

Children 6–14 years dewormed twice

Districts with micro plans for Child 
Days Plus

Districts with adequate drugs for 
Child Days Plus

2004/05 2005/06 2006/07 2007/08 2008/09 2009/10 HSSP II

      TarGET

37% 69% 61% 57% 70% 46% 80%

60%  69% 61% 62% 37% 100%

2 2 2 1 1 1 bi-annually

Y – – Y – – annually

Y Y Y – – – bi-annually

65% 61% 54% 66% 53% 40% 80%

15% 21% 30% 30% 46% 48% 100%

30% 40% 45% 50% 50% 55% 100%

CENTral lEVEl ProGraMME PErForMaNCE INDICaTorS

HEalTH SECTor STraTEGIC PlaN (HSSP) II INDICaTorS

DISTrICT lEVEl (SErVICE DElIVErY) INDICaTorS

Table 2: Bi-annual Child Days performance

Source: MoH, 2009a

 For this progress marker there are mixed results, with positive trends in infant mortality but limited 
improvement in maternal mortality and nutrition, hence the mixed colour for the rating of the progress marker. 
There have been improvements in child survival and in maternal mortality but the current trends suggest 
that unless special efforts are made, Uganda is unlikely to meet its global and national targets. In reviewing 
the evidence, stakeholders raised concerns about maternal mortality levels. available evidence suggests wide 
regional differentials in infant mortality and wide social (residence, wealth) differentials in child mortality 
and nutrition. This calls for resources and interventions to be targeted geographically but also for additional 
community level support for uptake of child health days and other measures in the poorest households. 
Improving nutrition, especially among the poorest groups, demands inter-sectoral coordination across 
government and non-state institutions to identify and address the barriers to improved children’s diets and 
nutrition. as noted in a later progress marker, this includes supporting women small-scale farmers producing 
food for local markets.
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Figure 8: Maternal mortality rates in Uganda, 1988–2006
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Eliminating income and urban/rural differentials in immunisation, 
antenatal care and attendance by skilled personnel at birth

88.0  2006

76.7  2006

67.1  2006

66.3  2006

73.0  2006

1.10  2006

1.14  2006

1.45  2006

46.0  2006

45.7  2006

51.1  2006

1.06  2006

41.4  2006

47.9  2006

1.14  2006

56.0  2007/8

45.3  2006

59.6  2006

42.1  2006

44.0  2007/8

37.3  2006

80.0  2006

2.14  2006

28.4  2006

76.6  2006

2.70  2006

5.00  2006

89.7  2006

18.1  2006

52.0 2006

15.1  2006

36.5  2006

7.20  2006

37.9  2006

5.26  2006

2.41  2006

4.96  2006

Measles immunisation % coverage in < 1 year

– rural

– urban

– lowest wealth quintile

– highest wealth quintile

– highest : lowest wealth quintile ratio

– urban : rural ratio

– highest : lowest region ratio

Full immunisation % coverage

– rural

– urban

– urban : rural ratio

– lowest wealth quintile

– highest wealth quintile

– highest : lowest wealth quintile ratio

% of women with >= 4 antenatal care visits

– rural

– urban

% births attended by skilled personnel

– rural

– urban

– urban : rural ratio

– lowest (1st ) wealth quintile

– highest (5th) wealth quintile

– highest : lowest wealth quintile ratio

– highest : lowest region ratio

– highest region – Kampala

– lowest region

Contraceptive prevalence among all women

– rural

– urban

– lowest wealth quintile

– highest wealth quintile

– highest : lowest wealth quintile ratio

– urban : rural ratio

– highest : lowest region ratio

Source: UBOS and Macro Int., 2001; 2007; MoH, 2008b

INDICaTor  PaST lEVElS CUrrENT lEVEl
 (1980–2005) (most recent data)
 level Year level  Year

-

56.8  2001

55.3  2001

68.4  2001

49.1  2001

64.5  2001

1.31  2001

1.23  2001

1.98  2001

36.7  2001

36.0  2001

42.1  2001

1.17  2001

26.5  2001

42.6  2001

1.61  2001

42.0  2001

39.0  2001

34.0  2001

80.5  2001

2.38  2001

19.7  2001

77.4  2001

3.93  2001

4.23  2001

89.6  2001

21.2  2001
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PAST lEVElS (1980–2005)

• The Uganda National Expanded Programme on Immunisation (UNEPI) integrates immunisation within 
primary health care services. as shown in Figure 9, immunisation coverage rose in the 1980s and then 
plateaued or declined in the 1990s, falling as much as 30 per cent in some districts (MoH, 2006a; UBoS 
and Macro Int., 2006). a knowledge, attitude and practices survey in 1998 found low levels of community 
participation in immunisation programmes (UBoS and Macro Int., 2006). a top-down approach and health 
workers’ lack of training in interpersonal skills were found to underlie these problems (MoH, 2006a). 

• Measles immunisation rates showed wider regional than wealth variations (see summary table on page 13).

•  as the summary table on page 13 indicates, both antenatal care uptake and delivery at health facilities were 
low in the early 2000s, with the first antenatal care visit at 5.5 months – relatively late in pregnancy (UBoS 
and Macro Int., 2006). This coverage of maternal health services has remained unchanged and at relatively 
low levels since 1988, varying by residence (higher in urban women) and region. The rich to poor ratio in 
deliveries attended by a skilled health worker worsened between 1995 and 2000/01 (EQUINET SC, 2007). 
In 2001, wealth, residence and regional differentials in assisted delivery were amongst the widest for all 
health indicators, with fourfold regional and wealth differentials (see summary table).

Figure 9: Immunisation levels, 1981–2010
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Source: WHO, 2011

CURRENT lEVEl: 2006-2010

• an immunisation revitalisation plan was initiated to reverse the declining trend and immunisation levels 
improved in 2006 (see summary table on page 13) although with differentials in coverage by birth order 
(first-born children were more likely to be fully immunised) and by region. rates were lowest in Central 1 
region (41 per cent) and Karamoja (48 per cent) (UBoS and Macro Int., 2006). as shown in Figure 10a on 
page 15, immunisation coverage increased with mother’s education and household wealth. 

• The number of static immunisation service delivery points increased from 1,950 to 2,100 during the 
implementation of the Health sector strategic plan II, making services more accessible (MoH, 2010a). 
Countrywide campaigns promoted uptake of immunisation services and measures were taken to improve 
the cold chain and vaccine supply and management with support from the Global alliance for Vaccines and 
Immunisation (GaVI). Improved immunisation coverage had reportedly reduced measles morbidity and 
mortality by 90 per cent by 2009 (MoH, 2010a).

• The summary table suggests limited improvement in maternal health indicators in 2006. The 2006 
demographic health survey found that 51 per cent of women used public health centres for antenatal care 
and government hospitals were frequented more by urban women with secondary or higher education and 
in the highest wealth quintile. While 42.1 per cent of births were delivered with the assistance of a trained 
health professional, 23 per cent were delivered by a traditional birth attendant. Delivery at health facilities 
was higher in urban areas and among wealthier women (see summary table; UBoS and Macro Int., 2006). 

-
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Figure 10a: Differences in immunisation coverage by different stratifiers, 2006

CURRENT lEVEl: 2006-2010 continued

• In the same survey, while all women interviewed had heard of a method of family planning, only 52 per cent 
of currently married women had ever used a contraceptive method, with higher proportions among urban 
women and in wealthier groups (see summary table; UBoS and Macro Int., 2006). Deliveries in a health 
facility, attendance at antenatal care and contraceptive use improved up to 2007/08 (see summary table). 
However, women still face physical and financial barriers to accessing maternal health services, contributing 
to the low uptake (MoH, 2008b).

Source: UBOS and Macro Int., 2006

 The evidence shows that immunisation coverage has improved. Inequalities by region persist although they fell 
in the past decade with more intensive efforts to strengthen service delivery. Maternal health service coverage 
has made less progress but the greater improvement in the lowest wealth group has closed wealth differentials 
slightly. The share of pregnant women who deliver using skilled personnel and the prevalence of contraceptive 
use have remained low. The need for family planning has remained high (MoH, 2010a). overall, differentials in 
maternal health service coverage remain wide by region and wealth.Pr
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6.4  2009

39.4  2006

65.2  2006

36.2  2006

1.8 :1  2006

1.9 :1  2006

2.4 :1  2006

53.5 2009

51.6  2007

48.4  2006

29.2  2006

1.7 :1  2006

3.5 :1  2006

3.2 :1  2006

achieving UN and WHo Goals of universal access to prevention 
of vertical transmission, condoms and antiretrovirals

adult HIV prevalence rate (%)

% of women attending antenatal care, counselled and tested

– urban

– rural

– urban : rural ratio

– highest : lowest wealth quintile ratio

– highest : lowest region ratio

% adults and children with advanced HIV infection receiving 
antiretroviral (arV) therapy

– adults
– children

% HIV-positive pregnant women who received antiretroviral 
drugs to reduce risk of mother to child transmission

Condom use at last high risk sex in past year %

– urban

– rural

– urban: rural ratio

– highest : lowest wealth quintile ratio

– highest : lowest region ratio

29  1987
15  1992
5  2000

No data

137.1  2001

10.3  2001

3.6 :1  2001

not available

6.2 :1  2001

Source: UBOS and Macro Int., 2001, 2007; UBOS, 2010; MoH, 2002

PAST lEVElS (1980–2005)

• Uganda’s success in reducing HIV prevalence is internationally known and the data in the summary table 
above and Figure 11a show the reduction from 29 per cent in 1987 to 5 per cent in 2000. This was 
accredited to a well-funded government prevention programme supported by international funders and 
civil society (MoH, 2002). Despite these great strides, the HIV/aIDS epidemic in Uganda is still severe 
with the national adult HIV prevalence estimated at 6.4 per cent in 2009 (see summary table). Since 2000, 
adult HIV prevalence has remained at between 5 and 7 per cent with large regional differences. Prevalence 
rates are higher in Mid-north and Central regions and Kampala city and lower in Karamoja and West Nile 
region (Figure 11b). In all regions, women have consistently had higher HIV prevalence than men and urban 
residents have had higher prevalence than rural residents (GoU, 2010).

• Condom use among 15–24 year olds rose from 49.8 per cent in 2002 to 55.1 per cent in 2003 and 
dropped to 52.9 per cent in 2005 (UBoS and Macro Int., 2010). While government did not have provision 
for free antiretroviral therapy at that time, there were also efforts in place to manage sexually transmitted 
diseases and opportunistic infections. after June 2004 the public sector offered free antiretroviral 
treatment to people living with HIV, with support from the World Bank, the Global Fund and the PEPFar 
initiative. With the timing of the incubation period of the virus from first infection, the pool of people 
in need of antiretrovirals rose from 12 per cent in 2004 to 21 per cent in 2005 and 27 per cent in 2006 
(UNaIDS, 2008).

-/+

INDICaTor  PaST lEVElS CUrrENT lEVEl
 (1980–2005) (most recent data)
 level Year level  Year
 ,
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PAST lEVElS (1980–2005) continued

• In the 1990s about 21 per cent of HIV transmission in Uganda was estimated to be through vertical 
transmission (mother-to-child during pregnancy and childbirth) (MoH, 2002). The government launched a 
prevention of mother to child transmission (PMTCT) programme in 2005, targeting women delivering in 
government health facilities. However, only 38 per cent of pregnant women in Uganda delivered in health 
facilities at that stage and there was no comprehensive plan to reach out to the community settings where 
most women delivered their babies (UaC, 2007).

Figure 11a: HIV prevalence in urban and rural communities, 1989–2007 
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Figure 11b: Geographic distribution of HIV prevalence, 2007
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Figure 11c: Proportion of women according to intervention coverage 
in prevention of mother to child transmission programmes, 2009

CURRENT lEVEl: 2006-2010

• Uganda’s HIV prevalence remained at relatively low levels after 2006, although the estimate of 6.4 per cent 
adult prevalence in 2009 is higher than levels in 2005 (see summary table on page 16). The prevalence has 
recently shifted from unmarried young adults to older adults (30–35 years) who are married or in long-
term relationships (UNaIDS, 2008b). 

• Women, urban dwellers and residents of post-conflict northern Uganda have higher rates of infection and 
there is a gradual increase in HIV infection with wealth quintile (GoU, 2010). The target set in the Health 
sector strategic plan II aimed to reduce adult HIV prevalence to 3 per cent and prevalence among pregnant 
women to 4.4 per cent by 2009/10 but this was not achieved.

• antiretroviral treatment rates have risen to 53.5 per cent of those in need (see summary table). 

• of the new infections in 2007, 18 per cent were due to vertical transmission (mother to child), 37 per cent 
were due to multiple partnerships, 34 per cent of those infected were in monogamous discordant couples 
and 9 per cent arose from commercial sex networks (MoH, 2010a). It is estimated that up to 25,000 HIV 
infections occur through vertical transmission annually (UBoS and Macro Int., 2006; UaC, 2007). Since 
the launch of the prevention of mother to child transmission (PMTCT) programme in 2005, progress has 
been achieved, with 68 per cent of level III health centres offering these services, against a target of 50 per 
cent. Furthermore, 90 per cent of level IV health centres now offer comprehensive antiretroviral treatment 
against a target of 75 per cent (GoU, 2010). as the summary table indicates, half of the pregnant women 
who tested positive for HIV received antiretrovirals to reduce vertical transmission, although, as Figure 11c 
shows, there is still a fall off between those being counselled and those being tested. 

• levels of knowledge of available services was higher in urban areas than in rural areas while in some 
regions, like Karamoja, only one in ten women (11 per cent) and 14 per cent of men knew about prevention 
of mother to child transmission drugs (GoU, 2010). 

• There is also a gap to be addressed between follow up treatment of mothers and their children, as shown 
in Figure 11d, with children having less access to treatment. 

• Condom distribution and HIV counselling and testing services have expanded (MoH, 2009a) but with mixed 
results in access to condoms. This is due to the following reasons: insufficient targeting of services at those 
at high risk, limited use of condoms in long-standing relationships, inconsistent prevention programmes, 
inadequate rural distribution, limited uptake of female condoms and gender differentials in condom use 
(GoU, 2010).
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Figure 11d: Uptake of prevention of mother to child transmission services 
by antenatal care clients, 2004–2007
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 adult HIV prevalence has fallen to low levels and the evidence suggests that progress has been made. 
However, there are signs of an increase in new infections and consequently some concern about a loss of 
momentum for prevention that was pivotal in Uganda’s turnaround of the epidemic. an increase in the  
number of people infected with HIV is projected, complicating the attainment of targets for universal access to 
care and treatment (GoU, UaC, 2011). This will need to be monitored in future. There have been significant 
improvements in access to services for prevention of mother to child transmission and antiretrovirals 
although with still substantial unmet need, including among children. Those not yet accessing antiretrovirals 
and prevention of mother to child transmission services need to be identified to support long-term control 
of the epidemic and its health burdens. For example, the 2010 UNGaSS report indicated that antiretroviral 
treatment was still mostly available at hospitals and level IV health centres. This poses inevitable access 
barriers and subsequent inequity in access. Some populations with high risk are under-served, such as 
commercial sex workers, fishing communities and people with disabilities (GoU, 2010). More predictable long-
term funding is needed to address both health system and social barriers.
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Household access 
to the national 
resources for health

EQUITY
WATCH

• achieving and closing gender differentials in attainment of universal primary and 
secondary education

• achieving the Millennium Development Goal of halving the proportion of people 
with no sustainable access to safe drinking water by 2015

• Increasing the ratio of wages to gross domestic product (GDP) 

• Meeting standards of adequate provision of health workers and of vital and 
essential drugs at primary and district levels of health systems 

• abolishing user fees from health systems backed up by measures to resource 
services

• overcoming the barriers that disadvantaged communities face in access to and 
use of essential health services
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This section explores progress in 
selected parameters of how far 
households are accessing the educational, 
environmental, income, health care and 
social protection resources they need 
to improve their health and close the 
differentials in the social determinants 
of health. The parameters indicate the 
wider spectrum of such resources.

EQUITY
WATCH

Household access 
to the national 
resources for health
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96.1  2008

95.0  2008

97.4  2008

1.03  2008

23.5  2008

24.1  2009

18  2009

69.7  2008

87.0  2009

73.0  2009/10

1.25  2008

achieving and closing gender differentials in attainment 
of universal primary and secondary education

% net enrolment in primary school

– total

– female

– male

– male : female ratio

% net enrolment in secondary school

– total

– student : teacher ratio

Primary to secondary school transition rates (%)

– total

% adult literacy (overall)

– male : female ratio

87  2001

90  2003

87.3  2001

86.9  2001

1.00  2001

15.4  2005

19  2005

46.9  2006

54.0  1991

68.0  2002

not available

Source: UBOS and Macro Int., 2006, 2010; MoES, 2004, 2010; UNDP, 2007,2008; Kasente, 2003

PAST lEVElS (1980–2005)

• adult literacy rose markedly between 1991 and 
2002. Primary school enrolment rose between 
2000 and 2002 but fell between 2003 and 2005 
(see Figure 12a on page 24). 

• The top factors affecting girls’ enrolment in school 
were concerns about their safety, the need for their 
labour and monetary costs, while for boys barriers 
included the costs and distances involved (Kasente, 
2003).

• Government introduced the policy of universal 
primary education in 1997, increasing its share of 
budget support to primary schools. The School 
Facility Grant scheme was used to construct 
new school classrooms and grant assistance was 
extended to community and private schools in a 
bid to improve school learning environments and 
attract and retain children in schools. This nearly 
doubled primary school enrolment between 1996 
and 1997 (Figure 12a, MoES, 2004). The universal 
primary education policy provided that two of 
four children per family that benefited from the 
policy had to be female, if the family included 
female children. after this policy was introduced, 
the gender gap closed slightly (see summary table; 
UBoS and Macro Int., 2006).

© UNICEF Uganda

INDICaTor  PaST lEVElS CUrrENT lEVEl
 (1980–2005) (most recent data)
 level Year level  Year
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Figure12a: Total enrolment in primary and secondary schools, 1996–2006
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CURRENT lEVEl: 2006-2010

• While literacy rates have continued to improve, gender differentials in literacy remain relatively wide, with 
the male to female ratio at 1.25 in 2008 (UNDP, 2008). 

• Net primary enrolment remained at about 96 per cent and the gender differential closed further (see 
summary table) (UBoS and Macro Int., 2010). 

• The transition rates from primary school (P7) to secondary school (S1) rose markedly between 2006 
and 2007, as shown in the summary table . This was an effect of introducing the universal secondary 
education policy and was linked to the Poverty Eradication action Plan (PEaP) (which prioritised education 
as a strategy to eradicate poverty) and the Millennium Development Goal commitments. The universal 
secondary education policy covered costs directly related to the teaching and learning process in the first 
four years of secondary education (UBoS and Macro Int., 2010). 

• Completion rates for both boys and girls, which had fallen in the early part of the decade, rose after 2007 
and transition rates to secondary school increased after 2006 (see Figures 12b and 12c).

• Enrolment has thus risen and gender disparities have closed. With the number of qualified teachers rising 
from 74,000 in 1995 to 158,110 in 2009, the student to teacher ratio improved (see summary table). 

• Emphasis was also given to providing facilities for learners with special needs, such as students with 
disabilities, with a 20 per cent increase in students with special needs and a 5 per cent increase in orphaned 
children in secondary school between 2008 and 2009 (UBoS and Macro Int., 2010).

th
ou

sa
nd

s 
of 

ch
ild

re
n

© UNICEF Uganda

+



25

 Uganda has made progress in literacy and increased net enrolment in primary school and transition rates to 
secondary school, with clear benefits from specific policies designed to reduce cost barriers to education 
and greater investment in schools, teachers and materials. Specific measures to lower cost barriers to girls’ 
enrolment have also reduced gender disparities and measures to help vulnerable children have enhanced their 
enrolment in secondary school. Given the importance of education in closing other inequalities affecting health, 
sustaining these policies and closing the gender differentials are the main challenges.Pr
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Figure 12b: Education trends 2001–2009 – completion rates to primary seven

Figure 12c: Education trends 2001–2009 – transition from primary to secondary school
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67.6  2006

73.8  2010

63.8  2006

69.5  2010

86.8  2006

92.3  2010

1.36  2006

1.33  2010

67.6  2010

73.8  2010

1.33  2010

achieving the Millennium Development Goal of halving the proportion 
of people with no sustainable access to safe drinking water by 2015

% of households with safe water

– rural

– urban

– urban :  rural ratio

% of households with safe sanitation

– rural

– urban

– urban :  rural ratio

62.6  2003

41.0  1990-7

57.6 2003

77.0  1990-7

86.9  2003

1.88  1990-7

1.51  2003

1.6  2001

17.0  2001

10.63  2001

Source: UBOS and Macro Int., 2001, 2007, 2010; UNICEF, 1999

PAST lEVElS (1980–2005)

• access to safe water improved between 1990 and 2003, as shown in the summary table above. However, 
the urban population still had greater access to safe water than the rural population, although the 
differential narrowed from 1.88 to 1.51 between 1990 and 2003 as the share of the rural population with 
access to safe water rose from 51.2 per cent to 60.8 per cent between 2002 and 2005 (MoFPED, 2009). 

• one of government’s objectives on water resource management, instituted in 2004, was: ‘a sustainable 
provision of safe water within easy reach and hygienic sanitation facilities, based on management 
responsibility and ownership by the users, to 77 per cent of the population in rural areas and 100 per cent 
of the urban population by the year 2015 with an 80–90 per cent effective use and functionality of facilities’ 
(MWlE, 2004a). 

• Safe sanitation coverage was extremely low, with wide urban-rural differences (UBoS and Macro Int., 2001).

© Krypto’s photostream (Andrew West) on Flikr.com

INDICaTor  PaST lEVElS CUrrENT lEVEl
 (1980–2005) (most recent data)
 level Year level  Year
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CURRENT lEVEl: 2006-2010

• The National development plan (2011–2015) aims to uplift living standards by providing decent housing and 
safe water (MoFPED, 2010b). It projects that 89 per cent of the population should have access to safe water 
by the financial year 2014/15. The definition of improved water sources used in Uganda differs from the 
international definition in that it excludes rain water. In the 2005/06 demographic and health survey, access 
to safe water had improved overall in both urban and rural areas, and the rural to urban differential had 
further closed (see summary table; UBoS and Macro Int., 2006). access to safe water in small towns, at 35 
per cent, was half the level of large towns at 71 per cent (MoH, 2005a). Most households (58 per cent) did 
not treat their drinking water, although urban households more commonly boiled water (69 per cent) than 
rural households (34 per cent) (UBoS and Macro Int., 2006).

• as shown in Figure 13, access to an improved water supply continued to improve up to 2009, although with 
wide differences across districts (reported to range from 12 to 95 per cent coverage) and with 4 per cent 
of sub-counties in Uganda having less than 20 per cent households accessing an improved water source 
(MoWE, 2009). By 2009/10, 74 per cent of households had access to improved water sources, highest in 
urban areas (90 per cent) but with gains in rural areas up to 70 per cent. 

• overall, 62 per cent of households travelled up to 0.5 km to the main source of drinking water, with water 
closest to homes in urban areas. In 2009/10 the average distance to the main source of drinking water was 
about a kilometre (0.7 km – 0.2 km in urban areas and 0.8 km in rural area), while the average waiting time 
for water was almost half an hour (27 minutes). While rural to urban differentials persisted, there was an 
improvement both in the average distance travelled for water and the average waiting time spent at the 
main source of drinking water between 2005 and 2009/10 (UBoS and Macro Int., 2010). 

• Household surveys indicate that sanitation coverage has improved significantly and rural to urban gaps have 
narrowed.

Figure 13: Trend in access to improved rural water supply, 1991–2009

 overall, access to safe water and sanitation improved between the two time periods and differentials between 
rural and urban areas reduced from 1.88 in 1990 to 1.33 in 2010. Hence while inequities remain between rural 
and urban settings and the country targets have not yet been met, there is progress towards these targets and 
evidence that the urban to rural gap is closing. Further evidence is needed to determine whether the wide gap 
in access across districts is also being addressed.
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71.8  2006

78.7  2009

72.2  2006

77.9  2009

71.4  2006

79.4  2009

76.4  2009/10

23.6  2009/10

*labour force participation rate

– male

– female

% self employed

% working for pay for someone else

Increasing ratio of wages to gross domestic product (GDP)

73.2  1995

73.8  2000

78.0  1995

77.8  2000

68.4  1995

69.7  2000

81.2  2005/6

18.2  2005/6

*‘labour force’ refers to the economically active population, including people aged between 14 and 64 years who were either employed or unemployed during the seven days 
prior to the survey. The labour force participation rate is the number of people in the labour force expressed as a percentage of the working-age population.

Source: UBOS, 2006c, 2010b; World Bank, 2011

PAST lEVElS (1980–2005)

• The share of wage and salary earnings in non-agricultural employment is small in Uganda, at only 27 per 
cent, and only 27 per cent are in paid employment (MoFPED, 2010b). 

• an even smaller share of women in wage and non-agricultural employment (28 per cent) signifies that there 
are limited formal sector employment opportunities, especially for women. 

• Employment opportunities for young women (15-24 years) are about 10 per cent lower than for men. This 
suggests that employment is constrained as a vehicle for wider growth in household incomes, especially for 
women.

CURRENT lEVEl: 2006-2010

• The summary table above suggests employment for young adults has improved. Between 2006 and 2009 
the labour force participation rate grew faster than the national population rate which was 3.2 per cent 
per year, with double the rural rate evident in urban areas (UBoS and Macro Int., 2010). all regions 
experienced growth in employment. 

• Nevertheless the benefits of this growth appear to be unequal. In 2009, women were more commonly 
employed in lower paying sectors (agriculture, household and mining and quarrying). In the private sector, 
women are paid lower wages than men for the same work. In a third of identified occupations, women 
earn less than 75 per cent of the average male wage (MoFPED, 2009). Hence for example, most houses 
are owned by men, although family houses are by law considered matrimonial property, partly due to this 
income disparity between men and women (MoFPED, 2010b).

 a drop in self employment and increase in paid employment between 2005 and 2009 corresponded with the 
falling share of agricultural employment. Employment in industry may be associated with improved wages. 
However women’s work is in lower paying sectors and women receive lower wages for the same work. The 
National development plan (2011–2015) aims to address this situation by creating employment and raising 
average per capita income levels (MoFPED 2010b). While the proportion of self-employed people fell between 
2005 and 2010, it remains high at 76 per cent, suggesting low growth in formal jobs and high dependency on 
the informal economy.Pr
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1  2010

<0.5  2010

13  2010

<0.5  2010

20  2001–2008

80  2001–2008

35  2006/07

58  2006/07

Per 10, 000 people, total medical personnel

– doctors

– dentists

– nurses and midwives

– pharmacists

Median availability of selected generic medicines (%)

– public sector

– private sector

% health units without monthly stockouts of any indicator 
medicines

% indicative cash budget for medicines spent by districts at 
national medical stores and joint medical stores

Meeting standards of adequate provision of health workers and of vital 
and essential drugs at primary and district levels of health systems

0.4  2002

6.1  2002

35  2004/5

27  2005/6

51  2004/5

60  2005/6

Source: WHO, 2011; MoH, 2006b, 2007

PAST lEVElS (1980–2005)

• Density of doctors in Uganda was below that of neighbouring Kenya in 2002 (1:7 100) although nurse 
density in Uganda was better than in Kenya (1: 1 877). Uganda’s health worker densities are below the 
WHo standards for adequacy. The World health report 2006 estimates that countries with a density below 
2.28 combined physicians, nurses and midwives per 1,000 population generally fail to achieve a targeted 80 
per cent coverage rate for skilled birth attendance and child immunisation (WHo, 2006). Urban areas had 
a higher share of health workers (61 per cent of doctors in 2004) and low levels of health personnel were 
associated with low attendance by a skilled person at birth (EQUINET SC, 2007). 

• By 2003, the districts were reported to have only 86 per cent of medical staff needed and only 48 per cent 
of the required nurses (Maniple, 2004). While decentralising the health system in the early 2000s brought 
many benefits, it brought frustration for health workers who described feeling trapped into a district system 
with no institutional or budget arrangements to grow beyond what the district could offer. Workers in 
under-served areas felt particularly underprivileged due to stringent controls against them taking annual 
leave and undergoing further training (Ssengooba et al., 2006).

• The Health services strategic plan I aimed to ensure that essential drugs were consistently available. The 
strategies proposed for this included the following:  developing a drug policy; coordinating and quantifying 
selection, needs, procurement, storage and distribution; ensuring rational drug use; recovering costs; 
controlling quality; and regulating drug supplies (MoH, 2006a). However, medicine stockouts were still 
reported in 2002/03 at all levels of the health system, creating a barrier to access and use of health services. 
The stockouts were mainly at level II and III health centres and ranged between  5 and 50 per cent for 
essential drugs (MoH, 2003/04). In the 2004/05 period, 65 per cent of health units experienced a monthly 
stockout of an indicator drug, a deteriorating situation compared to the year before, particularly at level IV 
health centres and particularly in relation to antimalarials and oral rehydration solution. Stockouts were 
primarily due to inadequate supplies from pharmaceutical manufacturers to national medical stores and a 
change in malaria treatment policy (MoH, 2005b).

-

INDICaTor  PaST lEVElS CUrrENT lEVEl
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 level Year level  Year*
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CURRENT lEVEl: 2006-2010

• The shortage of health professionals in Uganda continues to adversely affect health service delivery, with 
ratios of personnel well below WHo standards at all levels and particularly at level IV health centres (MoH, 
2009a). 

• Health workers are unequally distributed by region and district, by rural and urban residence and by 
level of care, with skilled cadres like doctors, specialised nurses or midwives, pharmacists, dentists and 
diagnostic personnel being concentrated in urban areas. The urbanised central region, with 27 per cent of 
the population, has 64 per cent of qualified nurses and midwives, 71 per cent of medical doctors, 76 per 
cent of dentists and 81 per cent of pharmacists (Nabyonga and Zikusooka, 2010). Furthermore, these 
shares do not relate to the WHo norms noted above but to the posts available which are limited by the 
budget allocated for wages. Efforts are being made to attract and retain health workers, including through 
better salaries, a ‘hard-to-reach’ scheme aimed at attracting health workers to underserved areas and more 
training for nurses and other crucial primary health care workers. However health worker wages continue 
to be low and remain a push factor for out-migration. laboratory and pharmaceutical staff also need 
further training opportunities. an in-service training strategy was developed and implemented to address 
continuing education and specific skills gaps identified, including the public health, planning and management 
skills needed to support the delivery of plans (MoH, 2009a). a human resource information system has 
been established in cooperation with partners.

© Claire Walker for Community Eye Health Journal, on Flikr.com
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 The shortage of health workers and essential medicines remains a challenge, as does the concentration 
of skilled health workers in urban areas and the stockouts of essential drugs. The medium-term review of 
the Health services strategic plan II identified issues relating to availability, quality and regulation of essential 
medicines and health supplies. Medicines were not consistently available in public health facilities,  procurement 
and logistics posed challenges and funding for medicines was inadequate – especially for essential medicines 
and health supplies. This was particularly of concern as the demand for medicines has increased due to both 
non-communicable diseases and to the scale up of HIV/aIDS, malaria and TB programmes and also because of 
an estimated reallocation of more than 20 per cent of the regular budget for essential medicines and health 
supplies to other expenditure items. The review also identified concerns about the rational management and 
use of medicines at various levels of the health system, with reports of leakages of publicly-funded medicines 
from and between the national level, local governments and health facilities (MoH, 2008b).

 The role and skills of community health workers remain relatively informal. The country has set targets for 
the proportion of approved posts filled by health professionals to increase to 90 per cent by 2009 and to have 
levelled out the variations in staffing levels between districts and health units so all have staffing levels above 
80 per cent (MoH, 2009a). It is important for information on the delivery on these goals in all districts and on 
the impact of efforts made to attract and retain health workers to be made public regularly. This information 
is not only needed at central level but within communities and districts, given the spectrum of actions, from 
local to central, needed to address the constraints to the effective distribution of medicines and retention and 
deployment of health workers.
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CURRENT lEVEl: 2006-2010 continued

• Government has reiterated its commitment to ensuring adequate quantities of good quality essential 
medicines and health supplies at all levels of the health system, funded through government budget lines 
and external funding, including global health initiatives. according to the strategic plan, US$ 2.40 per capita 
is needed for these basic supplies, excluding antiretrovirals,  artemisinin combination therapies (aCTs – 
anti-malarials), insecticide-treated bed nets and the pentavalent vaccine. In 2006/07, US$0.72 per capita was 
spent on these basic supplies and US$4.06 per capita on all medicines and supplies, including antiretrovirals 
and artemisinin combination therapies (anti-malarials) (MoH, 2008b).

• Drug stockouts at health centres fell from 35 per cent in 2006/07 to 28 per cent in 2007/08 and, for 
anti-malarials, to 28 per cent of health facilities in 2008/09 (MoH, 2008b, 2009). However, health centres 
continued to report drug stockouts and irregular attendance by many health workers at their duty stations 
in 2009, with drug stockouts reported to be a barrier to services coverage at public facilities (MoH, 2009a).

• In the Health services strategic plan II, Ministry of Health changed the drug ordering system from a push to 
a pull (order-based) system and established a dedicated essential drugs account to service credit lines at 
national medical stores and joint medical stores. The new mechanism aimed to channel and integrate all 
funds for public sector essential medicines and health supplies procurement. This, together with capacity 
building at the National Medical Stores and National Drug authority, support for laboratory functions 
and equipment support, has reportedly significantly improved efficiency in medicines management and 
regulation and in availability of essential medicines at facility levels (MoH, 2009a). 

• The ministry has in the period reviewed the National Drug authority statute and promulgated the 
Pharmacy Profession and Pharmacy Practice Bill (MoH, 2008b). However the role of externally-funded 
programmes and parallel procurement approaches is noted to complicate the approach and create a 
complex environment for planning and managing essential medicines. Hence, despite a national policy 
and costed plan for medicines, there is an identified need for an effective and appropriate mechanism to 
coordinate, support, supervise and monitor implementation of policies and plans. 

• The shortfall in pharmacists is a further constraint identified.

-
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abolishing user fees from health systems 
backed by measures to resource services

*out of pocket spending as a percentage  of  total health 
expenditure

55.7  1995

50.7  1998

41.5  2000

36.1  2002

36.0  2004

35.9  2005

37.2  2006

37.6  2007

39.5  2008

* Fair financing is based on principles of financial protection: no one in need should be denied access due to inability to pay and households’ livelihoods should not be threatened 
by the costs of health care; progressive financing – contributions should be distributed according to ability-to-pay and those with greater ability should contribute a higher share 
of their income; and cross-subsidies from the healthy to the ill and from the wealthy to the poor. Out-of-pocket spending through fees and other charges can impoverish households 
(Wagstaff and van Doorslaer, 2003). Hence the 58th World Health Assembly urged countries to reduce out of pocket spending in favour of prepayment schemes (WHO, 2005b). 

Source: WHO, 2011b

PAST lEVElS (1980–2005)

• When government implemented the decentralisation policy in 1993, local governments were mandated to 
decide on financing options for health care in their districts, supported by Ministry of Health guidelines. 
By 1997, public health facilities in all but two districts charged fees. User fees in public facilities provided 
less than 10 per cent of recurrent costs and contributed less than 5 per cent to total health expenditure 
(okuonzi, 2004). 

• In the 2001 presidential campaign, all presidential candidates opposed fees in public health facilities and 
user fees at first level government health facilities in Uganda were abolished (Ssengooba and McPake, 2006). 
Government increased funding to district health services to mitigate the loss of revenue from fee abolition. 
out of pocket spending fell in 2002 (see summary table). There was little change in catastrophic health 
expenditures but improvements in service uptake were found, more in lower than in higher income groups 
(Xu et al., 2005). Payment for health care is said to be catastrophic when it exceeds a defined level of 
household income and leads the household to sacrifice consumption of other items that are necessary for 
their wellbeing, such as shelter or education. 

CURRENT lEVEl: 2006-2010

• Catastrophic health spending actually increased from 8 to 28 per cent between 1996 and 2006, despite the 
elimination of user fees in 2001, with 2.3 per cent of households found to have been impoverished because 
of medical bills (okwero et al., 2010). This may have been due to the frequent unavailability of drugs at 
government facilities after 2001, forcing patients to purchase these from private pharmacies and offsetting 
the benefits of reduced payments for consultations (WHo, 2005). Catastrophic payments varied by wealth 
(24.8 and 29 per cent households for lowest and highest quintiles, respectively) and across regions (okwero 
et al., 2010).

 Progress has been made by abolishing fees in public facilities and allocating additional funds to services. This 
appears to have lifted barriers to uptake, particularly for the poorest, but catastrophic spending has increased, 
primarily due to private payments for medicines. Ensuring medicine supplies to public health facilities is 
important in yielding the benefits of fee abolition. The effects of fee charges at private health facilities also need 
to be assessed.
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overcoming the barriers that disadvantaged communities 
face in access to and use of essential health services

PAST lEVElS (1980–2005)

• While the Health services strategic plan I aimed to ensure the delivery of the minimum health care package 
nationwide (MoH, 2006a), numerous access barriers were reported which limited access to only 49 per 
cent of households (MoH, 2006a). The majority rural population faced distance and other physical barriers, 
such as rivers, marshes and hills, and only 42.7 per cent of parishes in the country had a health facility 
(MoH, 2000). By 2004/05 only 48 per cent of the population lived within 5 kms of a public or not for profit 
health facility (Nabyonga and Zikusooka, 2010).

CURRENT lEVEl: 2006-2010

• During the Health services strategic plan II period (2005/06–2009/10), government aimed to build, upgrade 
and manage health infrastructure to make health services and the Uganda national minimum health care 
package more available. The proportion of government health units located within communities was 
reported to have doubled from 7 per cent in 2005/06 to 14 per cent in 2009/10. The availability of private 
clinics and pharmacies has also increased. Infrastructure appears to have improved and the distances to 
public health facilities are reported to have fallen (UBoS, 2010b). The challenge now remains to ensure 
quality of service provision by overcoming the shortages of health workers, equipment and medicines. 
Between 2005/06 and 2009/10 there was a 2 per cent shift in the proportion of people seeking medical 
care from private clinics to public clinics, possibly due to the improvement of services and free supply of 
essential drugs at health centre level (UBoS and Macro Int., 2010). 

• However, inequities in the infrastructure remain. While the national average is 8,785 people per facility 
(including public, private and non-governmental organisation facilities), this varies from 20,376 per facility in 
some rural districts to 5,295 per facility in Kampala, the capital city. While 20 per cent of districts have no 
hospital, several districts have more than two and Kampala has eight (Nabyonga and Zikusooka, 2010). The 
Eastern region appears to be better served while the Northern region is most poorly served (UBoS, 2010). 

• Stakeholders reviewing the report suggested a deeper assessment of the social barriers to service uptake 
in Northern region was needed. While community mobilisation has increased awareness and use of health 
services, barriers to health care uptake are still found for all wealth categories in relation to geographical 
access, availability and the assets to overcome cost barriers. Income, transport ownership and health 
literacy were found to be important in overcoming barriers to uptake for poor households who were keen 
to use public health services. However, public services were also perceived to offer low quality care due to 
gaps in essential supplies (Bakeera et al., 2009). HEPS Uganda, a civil society health coalition, has begun to 
implement health literacy programmes.

 Government policy and investments have improved the health infrastructure, overcoming distance barriers to 
access, while lifting fees, discussed earlier, has reduced cost barriers. However, effective coverage is still limited 
by shortages of health workers and shortfalls in medicine supplies to services as well as by social barriers to 
uptake. The social inequalities in coverage of key services have been described in earlier progress markers and 
these perceived barriers call for further measures to enhance uptake of services among vulnerable groups, 
including through health literacy. a more comprehensive audit of the availability of essential services, such as 
emergency obstetric care, would provide better evidence to analyse access, as some hospitals may not offer a 
service that is available at a lower level, for example, at level IV health centres.
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resourcing 
redistributive 
health systems

EQUITY
WATCH

• achieving the abuja commitment of 15 per cent government spending on health

• achieving US$60 per capita public sector health expenditure

• Increasing progressive tax funding to health and reducing out of pocket financing 
in health

• Harmonising the various health financing schemes into one framework for 
universal coverage

• Establishing and ensuring a clear set of comprehensive health care entitlements 
for the population

• allocating at least 50 per cent of government spending on health to district 
health systems (including  level 1 hospitals) and 25 per cent of government 
spending to primary health care

• Implementing a mix of non–financial incentives for health workers 

• Formally recognising and supporting mechanisms for direct public participation 
at all levels of health systems
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For health systems to promote health 
equity they need to work with other 
sectors to improve household access to 
the resources for health (for example, 
safe water and education) discussed in 
the previous section. Health systems also 
need to ‘get their own house in order’, 
to promote the features that enhance 
health equity. This section presents 
selected parameters of progress in this 
direction, for example: in the benefits, 
entitlements and framework for achieving 
universal coverage; in mobilising adequate 
resources through fair, progressive 
funding; in allocating resources fairly on 
the basis of health need; and in investing 
in the central role of health workers, 
people and social action in health 
systems.

EQUITY
WATCH

resourcing 
redistributive 
health systems
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8.9  2005/6

9.3  2006/7

9.0  2007/8

8.3  2008/9

9.6  2009/10

6.3  2007

achieving the abuja commitment of 15 per cent 
government spending on health

% of government spending on health excluding external 
project funding*

Total health spending as % of GDP

7.5  2000/1

8.9  2001/2

9.4  2002/3

9.6  2003/4

9.7  2004/5

6.6  2000

* Excludes external project funding but not external funding through budget support

Sources: WHO, 2006, 2011; MoH, 2006a, 2009

PAST lEVElS (1980–2005)

• as shown in the summary table, the share of government spending on health improved from 2000 to 2005, 
although it was still below the abuja target of 15 per cent. In 2005 Uganda needed to spend another US$9 
per capita to reach the abuja target (EQUINET SC, 2007). The national health accounts study for 2000/01 
indicated that 8.1 per cent of GDP was spent on health in total in that financial year of which public 
expenditure constituted 42 per cent (MoH, 2004).

CURRENT lEVEl: 2006-2010

• In the last decade government has provided new institutional arrangements in the public sector for planning 
and resourcing health which included: the sector-wide approach (SWap), the medium-term expenditure 
framework, the Poverty action Fund, the fiscal decentralisation process and the national development plan. 
These approaches sought to increase transparency and participation in the budget process, together with 
budget framework papers prepared at national, sectoral and local government levels. 

• Despite these measures to boost accountability, government share of financing to health has remained at 
around 9 per cent in the period up to 2010, still below the 15 per cent committed in abuja in 2001 or the 
Health sector strategic plan II target of 13.2 per cent government spending (MoH, 2005a).

 The share of government allocation to health has not significantly increased. This could limit the effectiveness 
of the measures introduced to improve coverage, such as lifting fees and strengthening availability, and constrain 
the public sector leadership needed for equity. In 2008 members of the Uganda parliament pledged to 
promote the implementation of the abuja commitment indicating their support for improvement in this area 
(PPD aro, EQUINET, aPHrC, SEaPaCoH, 2009).
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14.8  2005/6

7.8  2006/7

8.4  2007/8

10.4  2008/9

11.4  2009/10

33.00  2008

achieving US$60 per capita public sector health expenditure

Public sector per capita spending on health (US$) nominal*

Total health spending per capita (including external funding)
(US$)

5.9  2000/1

7.5  2001/2

7.3  2002/3

7.7  2003/4

8.0  2004/5

20.00  2000/1

PAST lEVElS (1980–2005)

• The per capita expenditure on health increased between 2000 and 2005, as shown in the summary table, in 
part due to increasing contributions from external funders (see Figure 14a; MoH, 2009a,2010). 

• The national health accounts (NHa) study for 2000/01 found that public and private sources combined 
translated to US$20 per capita (MoH, 2004). This suggests that funding remained in the period well below 
the US$60 recommended by WHo or the US$28 per capita estimated in the Health sector strategic plan I as 
needed to deliver the Uganda minimum health care package (excluding vaccines, antimalarials, antiretrovirals 
and insecticide-treated nets) (MoH, 2002).

© Paul Evans on Flikr.com

*Nominal expenditure refers to values converted to US$ at current rates and not adjusted for inflation.

Sources: World Bank, 2010; MoH, 2002, 2010
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Figure 14a: Sources of funding for the health sector, 2001

Households 
50%

Donors 
35%

government
15%

Source: MoH, 2010a

CURRENT lEVEl: 2006-2010

• Total per capita health expenditure was estimated to have risen to US$33 in 2008, still below the US$60 
target (World Bank, 2010). This was also below the revised costing for Uganda’s minimum health care 
package which was re-estimated at $41.2 per capita in 2008/09 and at US$47.9 in 2011/12 (MoH, 2008c). 
Development assistance continues to play a major role in financing health services but a large share of this 
is off-budget. according to the Ministry of Finance, Planning and Economic Development report (MoFPED, 
2009), off-budget funding constituted US$440 million in 2008/09, while the overall health budget stood at 
US$628 million (MoFPED, 2009). 

• While Figure 14b shows that government and external funding improved over the period, the shortfall in 
the total and public budget per capita over requirement has left households to take on a higher level of 
health financing. In 2008/09, for example, households were estimated to have contributed US$16.5 per 
capita (MoH, 2009a) and about 9 per cent of their consumption expenditure on health (World Bank, 2010). 
This is discussed further in a later progress marker.
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 While overall and public spending on health per capita has improved, the funds available do not cover the 
cost of the basic health package or the US$60 target, leaving households exposed to additional spending. 
Government spending on health is highly dependent on external funds which are unpredictable. Much external 
funding is off budget, making it difficult to apply to public sector policy tools for universal coverage or equity.
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Figure 14b: Trends in health financing, 2000–2010
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Source: MoH, 2010a
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External funders and Global Health Initiatives

Total
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6.6  2006
6.3  2008

30.5  2006
32.2  2008

27.0  2006
22.6  2008

73.0  2006
73.4  2008

9.7  2006
10.3  2008

0.2  2006
0.2  2008

51.0  2006
51.0  2008

Increasing progressive tax funding to health 
and reducing out of pocket financing in health

Total expenditure on health as % of GDP

External resources on health as % of  total health expenditure

General government expenditure on health as % of total 
health expenditure

Private expenditure on health as % of  total health 
expenditure

General government expenditure on health as % of general 
government expenditure

Private insurance as % of private expenditure on health

*out of pocket expenditure as % of private expenditure on 
health

5.4  1995
6.6  2000
6.4  2005

14.0  1995
28.3  2000
35.0  2005

29.4  1995
26.8  2000
29.7  2005

70.6  1995
73.2  2000
70.3  2005

10.1  1995
7.3  2000
10.4  2005

0.3  1995
0.1  2000
0.2  2005

78.9  1995
56.7  2000
51.0  2005

* Note this data shows trends for out of pocket spending as a percentage of private health expenditure while the data on page 32 and Figure 
15 are for out of pocket spending as a share of total health expenditure. 

Source: WHO, 2011; NHA database 1995–2005

PAST lEVElS (1980–2005)

• as noted earlier, households or individuals, external funders and central government between them 
accounted for 86 to 91 per cent of total health expenditure in the 1998 to 2001 period (MoH, 2004). 
Individuals or households contribute out of pocket spending through user fees (formal and informal), 
community financing schemes and private health insurance. The summary table highlights that government 
funding for health as a share of total health spending remained relatively static between 1995 and 2005 
but out of pocket health spending fell markedly (from 79 per cent to 51 per cent) primarily balanced by 
the increase in external funding (from 14 per cent to 35 per cent) over the period. This has made the 
reduction in out of pocket spending quite externally dependent. 

• one way of increasing domestic resources is through insurance but no social insurance existed in the 
period, although employers do often contribute to the medical expenses of their employees and efforts 
were made to explore possible options. In urban areas, voluntary private prepayment schemes cover less 
than 1 per cent of the population and are mainly provided by companies for their employees and their 
dependants (MoH, 2004). In rural areas, community-based insurance initiatives cover about 2 per cent 
of the catchment population. Most schemes faced severe sustainability problems and a number were 
subsequently closed (Kyomugisha et al., 2008).

-

INDICaTor  PaST lEVElS CUrrENT lEVEl
 (1980–2005) (most recent data)
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CURRENT lEVEl: 2006-2010

• as shown in the summary table, government spending as a share of total health spending fell between 2006 
and 2008, while the out of pocket and external shares were relatively constant. Uganda’s share of external 
funding on health was amongst the highest in the region. 

• This was partly due to government’s overall low tax revenue since domestic revenue as a share of gross 
domestic product only rose from 11.2 per cent in 2000 to 12.9 per cent in 2009 (WHo, 2005). This makes 
the continued stability of the tax system and improvement in collections from other revenue sources key 
areas of focus to improve government health financing. Non-tax revenue currently contributes about 
1 per cent of total domestic revenues which could be increased if rates were reviewed. Government 
has indicated its intention to do this, to streamline existing exemptions and tax incentive policies and to 
improve tax administration and enhance the compliance rate. More focus will be placed on the retail sales 
end of value added tax (VaT). 

• There are other sources of earmarked public financing. at local government level, districts are allowed 
to spend 10 per cent of their resources on health, while those implementing the Peace and recovery 
development plan had the extra flexibility of spending 50 per cent and 65 per cent on health in 2006/07 and 
2007/08. In the health sector, a district private, not for profit subsidy, a district hospital grant and a district 
primary health care grant are ring-fenced from the flexibility to ensure that they address targeted needs 
(GoU, 2011).

• The heavy reliance on out of pocket funding and absence of more integrated financing mechanisms for 
the health sector (discussed later) pose a challenge for health equity. While government health facilities 
(the lower levels I  to IV health centres) do not charge fees, as noted earlier, the relatively poor quality 
of services in public health facilities has created a two-tier system in access to services. This has led to 
household catastrophic expenditure remaining high, as discussed earlier. 

• External funding comes through budget support and through specific programmes or projects that target 
specific regions or districts in the country. The benefit incidence of this spending is not assessed. Uganda 
is proposing to establish social health insurance as a source of additional domestic funding for the health 
sector and to shift high out of pocket payments towards pre-payment arrangements that could include 
cross subsidies across wealth and risk levels.

 While out of pocket financing on health decreased between 1995 and 2005, it then remained static up to 2008 
while catastrophic expenditures have been increasing. Tax funding has declined as a share of total spending 
and the share from external funds overshadows the government share. Equitable options for progress would 
include improving domestic financing from more efficient tax and other government revenue, including from 
earmarked taxes, particularly given the general economic growth, together with advancing the proposals for a 
national health insurance scheme.Pr
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Figure 15: Out of pocket spending as a share of total health spending, 1995–2008
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Harmonising the various health financing schemes 
into one framework for universal coverage

PAST lEVElS (1980–2005)

• as noted earlier, health sector resources in Uganda come from government (central government funds – 
mainly from taxes – and local government funds), external funders, households, private firms and not for 
profit organisations. External funding comes through projects, direct district support and the global health 
initiatives. Efforts to coordinate and harmonise these various sources of financing are noted in the National 
health policy (1999) and the Health sector strategic plan (2000–2005 and 2005–2010) (MoH, 2001, 2005a). 
In the public sector a sector-wide approach (SWap) was used to collectively set priorities, collect funds 
and support expenditures in line with policies, with external and domestic funds managed by government 
through a common approach across the health sector (Zikusooka, Tumwine and Tutembe, 2009).

• In 1995, the Ministry of Health identified community health insurance through prepayment schemes as an 
option, and piloted the first scheme, the Kisiizi Hospital Society Health Plan. It was modelled on a similar 
facility-based scheme in Kenya (PHrplus, 2006). at the time, individuals paid user fees for government 
services. The community-based health insurance schemes (seven in total) remained small with low coverage 
levels and enrolment (400-8000 members) and limited sustainability (Derriennic et al,. 2004; Kyomugisha et 
al., 2008). 

• In 1997, the Uganda Health Cooperative formed a partnership with 59 existing micro-finance groups, 
tea and coffee cooperatives, schools and engozi societies to create a pool through which comprehensive 
health services would be ‘prepaid’. However, in June 2004, the organisation scaled back operations, limiting 
assistance to schemes in the western part of Uganda, and while the remaining schemes have continued to 
function, they are not receiving external funding support (PHrplus, 2006).

CURRENT lEVEl: 2006-2010

• out of pocket payments have fallen (see earlier discussion) although the private wings of public hospitals, 
and private for profit and not for profit health providers continue to be financed through user fees (MoH, 
2010a). However with national health insurance debated over the past seven years but not introduced, 
and a low 0.13 per cent contribution to health financing by private health insurance schemes, financing for 
Uganda’s health sector is largely not pre-paid. 

• Cross-subsidies are limited and fragmentation is high between the different health financing mechanisms. 
Specifically, this fragmentation occurs between government and external project funding but also within 
external funders project funds. This negatively impacts on the creation of larger funding pools. When 
external funding and global health initiative resources are channelled through projects or targeted at 
specific diseases and are not coordinated, they can undermine government’s plan to allocate resources 
based on need within the system and across geographical areas.

 With limited prepaid financing and financial protection due to high out of pocket spending, fragmentation 
within and between financing mechanisms and limited cross-subsidies across funding sources, it is difficult to 
address equity or ensure universal coverage through health care financing. The current situation needs to be 
able to move progressively towards a more harmonised universal framework, for example, by strengthening 
tax-based funding and widening and making links across prepaid pools.
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PAST lEVElS (1980–2005)

• Uganda has a decentralised health care delivery system. In 1999 government policy provided for health 
service zones, called health sub-districts, to be established within districts. These sub-districts were to 
be functional subdivisions of the district health system and aimed to increase equity in access to essential 
health services (MoH, 1999). 

• The national health policy also defined a minimum health care package of interventions to address the 
major causes of morbidity and mortality. This package is a tool for prioritising health sector resource 
allocation to the districts and health sub-districts. It incorporates the following twelve technical 
programmes: control of communicable diseases such as malaria; integrated management of childhood 
illness; sexual and reproductive health and rights; immunisation; environmental health; health education and 
promotion; school health; epidemic and disaster prevention, preparedness and response; improved nutrition; 
interventions against diseases targeted for elimination or eradication; strengthening mental health services; 
and essential clinical care (MoH, 1999).

CURRENT lEVEl: 2006-2010

• The Health services strategic plan II (2005/06–2009/10) committed to delivering the minimum health care 
package as described above. This remains the reference point for allocating public funds and is the primary 
focus of the health sector strategic plan (MoH, 2005a). Due to bottlenecks in delivering the minimum 
package under the first plan, the Health services strategic plan II intended to focus on a limited set of 
evidence-based, cost effective interventions, grouping the twelve technical programmes into four clusters 
in order to enhance the integrated approach to service delivery and foster better coordination in planning, 
budgeting and implementing the interventions at all levels of care (MoH, 2004). 

• In the mid-term review of the Health services strategic plan II, the sector was on track for several core and 
programme targets, particularly with respect to the following:  disease prevention and control; reduction of 
maternal and new-born baby morbidity and mortality; child survival strategies; and epidemic and disaster 
preparedness and response. However, scaling up the plan’s targets has been inhibited by inadequate 
resources to implement plans at all levels. Hence, while the package is intended for the whole population, 
inadequate funding has meant that the quality and scope of services provided at health facilities is below the 
levels described in the strategic plan (MoH, 2007). 

• The National development plan (2010–2015) and the Health services strategic plan III still recognise the 
importance of the minimum health care package as a policy tool guiding provision of cost-effective health 
care services and interventions. Stakeholders in the review of the evidence also noted, however,  that 
communities lack information and poor public accountability limits demand for and delivery of the minimum 
package.

Establishing and ensuring a clear set of comprehensive 
health care entitlements for the population

 Uganda has been committed to its comprehensive minimum health care package since 1999. While the package 
has been a point of reference for resource allocation, delivery has been hampered by inadequate resources and 
the public are still generally unaware of it. Consequently there seems to be little demand or pressure from 
communities or civil society for effective delivery of the package or pubic monitoring of its delivery. There 
is thus need to widen awareness and social demand around the package and strengthen the demand for its 
effective resourcing and delivery in all communities.Pr
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 64.69 24

 40.96 15

 5.87 2

 25.75 10

 131.6 49

 106.1 39

 15.93 6

 9.61 4

 268.9 100

 40.75 16

 36.51 14

 5.71 2

 24.73 10

 146.3 58

 101.8 40

 16.78 7

 27.73 11

 254 100

Ministry of Health headquarters

Central hospitals

other agencies 

regional hospitals

District health services 
(total for 3 sub–areas below)

District primary health care 

Private not for profit 

District hospitals

Total

allocating at least 50 per cent of government spending on health 
to district health systems (including level 1 hospitals) and 
25 per cent to primary health care

PAST lEVElS (1980–2005)

• Health financing in local governments, under which the districts lie, was mainly through central government 
primary health care grant transfers. These primary health care grants included conditional grants for 
wages, non-wage grants, non-governmental organisation facilities non-wage grants, development grants, 
non-governmental organisation subvention grants, general hospitals non-wage grants, project funds from 
donors, the Northern Uganda Social action Fund and local government services delivery and management. 
Government expenditure increased at the district level from 1999/10 levels of 32 per cent to 54 per cent 
by 2005/06 (MoH, 2006b). Some expenditure at referral hospital level (regional and national) also covered 
primary health care related services, even though it is not documented as primary health care spending.

CURRENT lEVEl: 2006-2010

• The Health services strategic plan II (2005/06-2009/10) called for more funding to primary health care 
services in both absolute and relative terms. It envisaged the need to increase the proportion of resources 
allocated to the district health services where the majority of the population lives (MoH, 2006a). Despite 
this policy commitment, as the summary table indicates, the allocation of public resources to district health 
systems fell from 58 per cent in 2006/07 to 45 per cent in 2008/09 (MoH, 2009a).

Note: Expenditure and allocations are different. The government might have allocated larger amounts to lower levels of care but the same may not have been spent for various 
reasons, including timing and lack of absorptive capacity, among others.

Source: MoH, 2010a

 Government spending on district level services and primary health care increased up until 2006/07 but 
declined consistently thereafter. While some primary health care services are provided at referral facilities, 
the drop in the share of spending to district level, in contrast to the policy commitments, weakens services 
availability for low-income communities, increasing travel costs to referral services where the costs of providing 
services are also higher. Delivering on the policy commitment to increase spending at primary and district 
levels is important in enhancing equity.Pr
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 41.23 18

 37.36 16

 6.11 3

 21.27 9

 123.9 54

 96.83 42

 16.69 7

 10.37 5

229.9  100

 99.87 27

 52.61 14

 6.59 2

 44.56 12

 165.7 45

 165.7 45

 0 0

 0 0

 369.3 100

  PaST lEVElS  CUrrENT lEVEl

allocation to 2005/06 2006/07 2007/08 2008/09

 BnUgsh % BnUgsh % BnUgsh % BnUgsh % 
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PAST lEVElS (1980–2005)

• Uganda has faced both internal and external health worker migration and the latter has particularly related 
to highly qualified personnel (MoH, 2002; Derriennic et al., 2004). User-fee revenues in the 1990s were 
used to fund incentive payments for health workers to increase their motivation (Kipp et al., 2001). other 
incentives designed to retain health workers included training for new programmes and interventions. The 
beneficiaries were usually predetermined by the facility, health centre or hospital and all expenses were 
paid. other non-financial benefits for health workers include medical care coverage for beneficiaries in 
private sections in public hospitals which was restricted to health workers in the payment scale U4 and 
above.

CURRENT lEVEl: 2006-2010

• In November 2008, 51 per cent of approved positions at national level in the public sector were filled, 
with some districts, such as Pader, having only 35 per cent of posts filled (MoH, 2008a). The reasons for so 
many vacancies include insufficient training capacity, unattractive remuneration and non-retention of health 
workers with the right skills. also, attrition in private, not for profit organisations is high as health workers 
have in the past few years increasingly joined the public sector following government’s decision to increase 
salaries and incentives for civil servants (MoH, 2009a). 

• Migration of health workers is occurring at an alarming rate due to more attractive salaries and 
opportunities abroad. Uganda offers a number of financial incentives to retain health workers, including 
enhanced salaries, lunch allowances, dual practice and sponsorship for further training. Non-financial 
incentives for health workers include training and career path opportunities and aIDS treatment and care 
(EQUINET SC, 2007).The government has institutionalised accommodation for health staff at facility level 
to improve living conditions. It has promoted equitable continuing professional development and in-service 
training and career progression for health workers at all facility levels both for public and private, not for 
profit facilities (MoH, 2008a). 

• as a financial incentive, government pays hardship allowances for staff in the public sector (including the 
health sector) working in areas defined as hard to stay and work in due to remoteness, insecurity and poor 
infrastructure. of these areas, 13 are in northern Uganda, five in central Uganda (mainly islands in lake 
Victoria) and four are in the west and south-western areas which have poor infrastructure (MoPS, 2010). 
Sustaining this incentive scheme remains a challenge. 

• other health worker incentives include safe workplaces, annual paid leave for all cadres, sustainable 
employment that is pensionable after 15 years of service, paid study leave when seconded by the health 
facility to go for studies, equal opportunities at work and parental leave for pregnant mothers.

Implementing a mix of non–financial incentives for health workers

 Incentives have been listed for health workers but many of them,  such as staff housing, apply to all civil servants 
so health workers compete for limited available resources with other workers. While incentives to attract and 
retain workers in remote areas are being applied, they still face a challenge of sustainability.
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Formally recognising and supporting mechanisms for direct 
public participation at all levels of health systems

PAST lEVElS (1980–2005)

• The 1999 National health policy called for intensified public information and health education and community 
mobilisation. The policy required government to establish and operate a community-based health 
information system and to disseminate information to stakeholders (MoH, 1999). It sought to promote 
community involvement in caring for people with aIDS and in planning, managing and delivering health care 
(MoH, 1999). 

• The constitution requires the state to guarantee and respect the independence of non-governmental 
organisations that protect and promote human rights and provides that districts are free to cooperate in 
the areas of culture, development and health (GoU, 1995). 

• The policy also provides for boards to regulate and monitor authorities, with stakeholder involvement 
(MoH, 1999). However, without specific legal backing for the full community roles in the policy and the 
unwillingness of some health officials to provide information, effective participation in health was found to 
be variable (MoH, 1999).

CURRENT lEVEl: 2006-2010

• There are gaps in legal provisions for the direct participation of communities in running health services, 
making decisions, cooperating and coordinating between sectors, monitoring and evaluating services and 
ensuring the accountability of health services. at national level, a sessional committee on social services is 
mandated by parliament to oversee the activities of the Ministry of Health, the Uganda aIDS Commission 
and the Health Service Commission, among other government bodies in health. It consists of twenty 
members selected from members of parliament on the basis of the parties or organisations represented in 
parliament. The committee has, as outlined earlier, taken up the issues of health financing, meeting the abuja 
commitment and delivering on maternal and child health commitments. 

• However, for wider community roles, barriers remain. Social relationships in rural areas of Uganda are 
still affected by stigma, communities lack systematic health literacy processes and strategies are needed to 
influence community and individual norms and values that address social barriers in health and use of health 
care services (Nyakoto, 2008). 

• Civil society networks in health exist and they have played a role in the areas of health rights, health literacy, 
monitoring and input into health systems, as well as in strategic planning in health. Many of these networks, 
though, are limited by their geographical scope or their focus on specific issues.

 While there has been consistent policy commitment to supporting community and social participation 
in the health system in Uganda, this is yet to be backed by a comprehensive legal framework of roles and 
duties or the resources to build capacities for effective participation. Communities still lack a systematic and 
comprehensive health literacy programme to facilitate informed action on health.
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a more just 
return from the 
global economy

• reducing debt as a burden on health 

• allocating at least 10 per cent of budget resources to agriculture, particularly for 
investments in smallholder and women producers

• Ensuring health goals in trade agreements, with no new health service 
commitments to GaTS and inclusion of  TrIPS flexibilities in national laws

• Entering into bilateral and multilateral agreements to fund health worker training 
and retention

• Including health officials in trade negotiations
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Household access to the resources for 
health and the promotion of equitable 
health systems are both increasingly 
influenced by policies, institutions and 
resources at the global level. The final 
section examines selected parameters of 
the policy space and support for health 
equity at the global level. These include 
the debt burden on health, the use of 
flexibilities in world trade agreements, 
the support from international 
institutions for health worker incentives, 
protecting women smallholders’ food 
production in trade policies and including 
health officials and health protection in 
trade negotiations and agreements.

EQUITY
WATCH

a more just 
return from the 
global economy
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reducing debt as a burden on health

PAST lEVElS (1980–2005)

• Uganda is one of the largest beneficiaries of the IMF/World Bank’s heavily indebted poor countries (HIPC) 
initiative. a debt buy-back in 1993, followed by the HIPC initiatives in the 1990s and, more recently, the 
multilateral debt relief initiative, significantly reduced Uganda’s external debt burden in the period. Uganda’s 
external debt fell to US$4,416 milllion in 2004/5 with a still high debt stock to gross domestic product ratio 
of 50 per cent, although lower than the previous year (see Table 3). The cost of servicing the external debt 
remained high (MoFPED, 2007).

Table 3: Key debt indicators, 2003–2008

Key debt indicators Fiscal years (%)

  2003/04 2004/05 2005/06 2006/07 2007/08 
      (Est)

Total goods and non-factor service 1,011.13 1,308.66 1,523.86 1,998.01 2,293.95
exports US$million

Total external debt stock US$million 4,464.92 4,416.30 4,464.38 1,466.83 1,899.93

Total debt stock to GDP ratio 65.45 50.64 48.25 13.33 14.64

External debt service payments (US$million) 172.0 192.7 194.8 184.8 n/a
 exclusive of HIPC relief
 
 External debt service, after HIPC  78.8 97.0 96.6 n/a n/a
relief (US$million) 
 
 Debt service to export of goods 10.45 9.79 8.40 4.58 4.14
and services

Debt service as a % of GDP 1.55 1.47 1.38 0.83 0.73

Total external reserves in months  7.52 6.94 6.05 7.35 6.93
of imports of goods & services 

Source: GoU, MoF, 2007, 2009

CURRENT lEVEl: 2006-2010

• The Uganda government published a new debt strategy in December 2007, updating its 1995 strategy. 
While the 1995 strategy had focused on external debt, the 2007 strategy included domestic arrears and 
public domestic borrowing. The strategy limited the extent to which government can acquire external 
debts which may affect funding to social services such as health (MoFPED, 2009). It provided measures 
to address public debt sustainability in terms of domestic arrears, external debt and domestic debt in the 
public sector. as shown in Table 3, the total external debt fell sharply up to 2007/08 as did the cost of 
servicing external debt relative to GDP, reducing the external debt burden in Uganda (MoFPED, 2007). 
Uganda continued to benefit from the multilateral debt relief and the HIPC initiatives in the period and 
government pursued a strategy of increasing domestic revenues and minimising commercial loans in 
preference for grants. The ratio of debt service (excluding IMF payments) to exports of goods and services 
thus fell to 4.1 per cent by 2007/08 (MoFPED, 2009). Support from the two initiatives was projected in 
2009/10 to have provided debt relief savings of US$58.9 million  from HIPC initiatives and US$ 67.8 million 
from the multilateral debt relief (MoFPED, 2011).

-
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CURRENT lEVEl: 2006-2010 continued

• Evidence shows that from 2000 to 2008 government spending on external debt was lower than it was for 
health and education, as shown in Table 4. a direct shift of debt to health spending is also evident. In 2000 
when Uganda accessed debt relief under an enhanced heavily indebted poor countries debt relief initiative, 
government met with 45 civil society organisations in a consultative meeting with World Bank officials. 
For the Uganda Debt Network, formed in 1996 to campaign for debt relief, the priority was to ensure 
that savings from debt relief were spent on poverty eradication, especially on education and health. The 
government set up a Poverty action Fund, ring-fencing a set of costed expenditures for ‘directly reducing 
poverty’ in certain areas. In the 2000/01 budget government reprioritised expenditures, increasing the 
budget for primary health care by 50 per cent and the water and sanitation budget by more than 40 per 
cent, in both cases using debt relief funds through the Poverty action Fund (Freer, 2002).

 Significant progress has been made in reducing unsustainable external debt with the support of the 
international community. There is evidence that this saving has been used for health, although the low returns 
in terms of share of government spending on health and still low public sector per capita domestic spending on 
health, discussed earlier, suggest that the gains are relatively limited in terms of overall funding. This needs to be 
further assessed. The organisation of civil society debt monitoring provides an important mechanism for social 
accountability in this area.Pr
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Table 4: Public expenditures on essential services vs external debt service, 2000–2008

Source: ODI, 2010

Year Health Education  External
  expenditure  expenditure debt service
  % GDP % GDP % GDP

2000  2.46 0.76

2001   0.52

2002   0.79

2003 2.16  0.90

2004 1.93 4.65 0.83

2005 1.90  1.46

2006 1.78  1.09

2007 1.65  0.50

2008  3.77 0.47

© UNICEF Uganda
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allocating at least 10 per cent of budget resources to agriculture, 
particularly for investments in smallholder and women producers

PAST lEVElS (1980–2005)

• In the last twenty years, agriculture has rarely received more than 4 per cent of the national budget. There 
was a steady decline in agriculture’s share of the government budget allocation in the 1980s, from 9.6 per 
cent in 1980/01 to 3.8 per cent in 1985/86 (UNDP, 2007). 

• From 1991/92 onwards, agriculture did not receive more than 3 per cent of government spending in any 
year and in 1996/97 the share fell even further from below 2 per cent to 1.6 per cent (UNDP, 2007). The 
share of labour force engaged in agriculture increased from 66.4 per cent in 2002/03 to 75.1 per cent in 
2005/06 but the share of agriculture in the GDP fell, indicating low productivity in the sector,  limiting the 
returns to households and adding to food insecurity.

CURRENT lEVEl: 2006-2010

• recently compiled data indicates some increase in the budget allocation to the agriculture sector between 
2000 and 2005 but with the allocation remaining static thereafter at about 3 per cent (UNDP, 2007). 
Women comprise 70 per cent of the workforce in agriculture but experience unequal access and control 
over important productive resources like land, limiting their productivity and returns to farming (GoU 
2010). 

• The 2008 population policy notes that agriculture is primarily carried out on smallholdings that account 
for over 90 per cent of total agricultural output. Most households (68 per cent) derive their livelihoods 
from subsistence farming which contributes 77 per cent of the total employment. However a growing 
landlessness amidst large and poor families, over-cultivation of small landholdings and the split between 
women’s roles as main food producers and men’s responsibilty for marketing and decision making were 
noted as undermining economic and food security (MoFPED, 2008).

• Government’s 2010–2015 National development plan proposes to improve access to productive resources 
and services for women farmers so that they can play a larger role in commercial agriculture, particularly 
through improving access to credit, business skills training and market information (MoFPED, 2010b).

 The public sector budget allocation to agriculture falls well below the recommended 10 per cent and has been 
static at 3 per cent. While government has recently acknowledged the fall in agricultural productivity as a 
concern, including for food security, and noted the need for further investment in women farmers, this needs 
to be followed up to assess the extent to which it translates into improved investment in women farmers and 
particularly improved food production.
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Ensuring health goals in trade agreements, with no new health service 
commitments to GaTS and inclusion of TrIPS flexibilities in national laws

PAST lEVElS (1980–2005)

• The Uganda Patent act (1993) section 29 allows the Minister of Justice to exploit a patent in the public 
interest without the authority of the patent owner. This provision allows the production of more affordable 
generic medicines. By 2001, Uganda had limited its General agreement on Trade in Services (GaTS) 
liberalisation commitments to the tourism sector, making no commitments in the health sector. Uganda 
has been deliberately cautious about such commitments. In october 2001, Uganda, with Cuba, Dominican 
republic, Haiti, India, Pakistan, Peru, Venezuela and Zimbabwe, submitted a joint communiqué to the World 
Trade organisation raising questions about the impact of GaTS on rural communities: ‘For the rural 
sectors in many developing countries, these basic services may not even be provided by the state, but by 
communities and local authorities which use currently common resources, such as water….’ (WTo, 2001).

CURRENT lEVEl: 2006-2010

• as a ‘less developed’ country Uganda has until 2013 to be TrIPS compliant and until 2016 to be compliant 
with TrIPS for pharmaceuticals. Uganda is currently involved in legislative reform to include its TrIPS 
obligations in national law. Sections 58–66 of the Industrial Property Bill (2008) contained provisions 
granting compulsory and government use licences, implementing the TrIPS flexibilities, although granting 
compulsory licences under section 62 calls for a long court process. 

• The Industrial Property Bill, 2008 is being reviewed by a TrIPS task force composed of representatives 
from government ministries, the public sector and a national non-governmental organisation forum. 
However, health issues may be given less priority than trade measures, given the need to promote foreign 
direct investment (UlrC, 2004). Use of TrIPS flexibilities has facilitated South-South cooperation in local 
manufacture of generic drugs. a joint venture between Uganda and Cipla, an Indian generic producer, 
has led to antiretrovirals being manufactured locally. Concerns have thus been raised about proposed 
counterfeit legislation. Government needs to ensure that it excludes generic medicines from its definition 
of counterfeits and that concerns around sub-standard and falsified medicines are addressed through the 
medicine control authorities and laws which protect against trademark infringements (CEHrUD, 2010).

• There has been discussion in the East african community on trade in services as part of the negotiations 
under the Economic Partnership agreements. This has raised the export potential of Uganda’s services 
sector, including in relation to skilled personnel. It has also raised questions about the institutional and 
regulatory framework and development assistance needed for a developmental approach to these issues 
and to the flexibilities, regulatory prerogatives, autonomy and policy space that need to be retained to 
benefit Uganda. There is no evidence of further GaTS commitments being made in the health sector.

 although government has developed a Bill to replace the current Patent act, this Bill has not been enacted and 
it still has gaps on fully using the TrIPS flexibilities. It has in the past avoided committing its health services 
under GaTS. With economic negotiations encouraging liberalised trade in services and new counterfeit laws 
having potential impact on access to generic medicines, there is need to monitor trade negotiations to ensure 
that they do not limit the national authorities and measures needed to ensure access to health services.
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PAST lEVElS (1980–2005)

• The gap in health worker numbers against standards, especially in marginal areas, was discussed in an earlier 
progress marker. Given that health worker out-migration to higher income countries is one driver of this 
inadequacy, there has been some debate about the role of formal trade in health professional services 
and how to manage the situation. Government implemented measures to formalise the flow of health 
workers under bilateral agreements over this period. Hence, for example, during the Pan-Commonwealth 
Conference on Trade in Professional Services, a scheme was developed whereby 30 nurses from each of the 
beneficiary Commonwealth countries, including Uganda, were given a number of four-year work placements 
for health personnel, mainly in the United Kingdom and Northern Ireland. The Uganda Medical Workers 
Union welcomed the initiative as one which could improve the welfare and advancement prospects for 
the individual beneficiaries. Nevertheless any wider application of this approach raised questions about 
its impact on health care service delivery, given the acute shortage of public sector health professionals 
(Butagira and Mucunguzi, 2008).

CURRENT lEVEl: 2006-2010

• a human resources for health policy was developed in 2006 which asserts that national priorities and needs 
will guide interactions in global, continental and regional institutional arrangements on health workers 
(MoH, 2006a). The policy explicitly requires government to ensure mitigation of adverse effects of global 
recruitment of Uganda-trained health workers by promoting appropriate local and international regulations, 
memoranda of understanding with receiving governments, including strategies such as return circulation 
through temporary return of health professionals in the diaspora. The human resources for health policy 
requires training of locally relevant health workers, as well as measures that will make local working 
conditions attractive. 

• The Health sector strategic plan III (2010–2015) focused more on strategies for health worker retention 
and included mechanisms and incentives to attract, recruit and retain health workers, especially in hard 
to reach areas (MoH, 2010a). Neither the Health sector strategic plan III nor the National health policy II 
specifically refer to bilateral or multilateral agreements to support policies for training, deployment or 
retention of health workers. However a compact was signed with international partners to implement the 
plan. The compact includes the need for alignment with government policies and plans and improved access 
to ‘quality health services for underserved communities, households and individuals in particular’ (MoH, 
2010d). The extent to which this memorandum and the human resources for health policy has translated 
into specific commitments to finance health worker training and retention still needs to be assessed.

 There is greater policy attention to retaining and training health workers and a compact with international 
partners on the Health sector strategic plan III includes a focus on this area. While policy measures are in place 
for agreements in support of health worker training and retention, the specific measures or investments made 
in practice need to be assessed to review how far they align with national programmes.
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Health officials included in trade negotiations

PAST lEVElS (1980–2005)

• The Ministry of Health has in the past not engaged in trade negotiations and trade issues affecting health 
such as intellectual property were left to the Ministries of  Trade and Foreign affairs. The Ministry of 
Health had no specific department for health foreign policy or legal issues and relied on advice given by 
the Ministries of Justice and Foreign affairs, while noting that these ministries had no specific expertise in 
health.

CURRENT lEVEl: 2006-2010

• In this period the ministry has been increasingly involved in trade and health matters. The pharmacy 
division of the Ministry of Health has taken up training and discussions on the impact of intellectual 
property rights on access to medicines. Uganda was represented by this division of the ministry in the 
East african Community regional meetings on the development of the ‘East african Community regional 
intellectual property policy on the utilisation of public health related World Trade organisation (WTo) –
TrIPS flexibilities and the approximation of national intellectual property legislation’. It was also involved in 
2010 in the negotiations on the Draft  East african Community regional Protocol on Public Health related 
WTo–TrIPS Flexibilities (EaC, 2010). as a result, follow up activities are being supported to incorporate 
these documents into the national systems.

 There has been limited progress in engagement between the ministry of health and that of trade, with 
interaction particularly around issues of intellectual property and access to medicines.
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 PRogRESS MARkERS STATUS AND TRENDS PRIoRITy AREAS foR ACTIoN

EQUITY IN HEALTH

Su
m

m
ar

y

HOUSEHOLD ACCESS TO RESOURCES FOR HEALTH

Strengthen community awareness on and 
mainstream right to health and its delivery in 
policy, strategy and service delivery.

Address poverty in Northern region and rural 
areas and link poverty reduction to addressing 
inequalities.

In addition to geographical allocation of resources 
to needs, further measures needed to reach the 
poorest households

Geographically allocated resources need community 
level support and involvement for uptake in the 
poorest households. Need to monitor social and 
regional distribution of maternal mortality.

Sustain child health outreach through PHC and 
multi-sectoral approaches. More focused attention 
to improving maternal health, especially in Western 
and Northern regions and poor social groups.

Assess the distribution of ART and PMTCT to iden-
tify those not accessing services Predictable long 
term funding to address system barriers. Need to 
strengthen prevention interventions as a priority.

Education vital in closing other inequalities affect-
ing health, so sustaining these policies and closing 
the gender differentials are the main challenges

Further evidence is needed on whether the wide 
gap in access across districts has also been ad-
dressed.

National development plan aims to create employ-
ment and raise average per capita income. Need to 
target improvements in women’s incomes.

Make public information on the delivery on goals 
in districts and on the impact of efforts made to 
attract and retain health workers, to discuss, review 
and implement retention strategies.

Ensuring medicine supplies to public facilities 
important to yield the benefit of fee abolition. 
Assess the effects of fee charges at private health 
facilities and unofficial fees in public facilities.

Further measures needed to enhance uptake of 
services in vulnerable groups, including through 
health literacy

Formal recognition of
equity and health rights

Halving the number of 
people living in poverty

Reducing the gini coefficient 
of inequality

Eliminate differentials in
child, infant and maternal 
mortality and undernutrition

Eliminate differentials in
access to immunisation,
antenatal care and skilled 
deliveries

Universal access to PMTCT, 
ART and condoms

Close gender differential in
education

Halve the share without safe
water and sanitation

Increase ratio of wages to 
GDP

Adequate health workers and
drugs at primary level

Abolish user fees

Overcoming barriers to use 
of services

Ugandan law does not explicitly include the right to health but 
provides related rights. National policy explicitly supports health 
equity.

Growth was a major driver of poverty reduction after 2005. 
Inequality limited reductions in poverty in rural, Western and 
Central regions.

Inequality rising and a factor limiting growth translating into 
poverty reduction. Most affected are urban areas and Central 
region.

Improved child survival and maternal mortality rate but wide 
regional and social differentials in infant mortality, in child 
mortality and nutrition. Distribution and current maternal 
mortality levels unclear.

Immunisation coverage has improved, Challenges and 
inequalities persist but lower due to intensive service delivery. 
Maternal health service coverage low, no improvement, although 
wealth differentials slightly lower.

Adult prevalence fallen to low levels but concerns on prevention 
and HIv incidence. Significant improvements in access to services 
for PMTCT and ART, although with substantial unmet need, includ-
ing in children and delivery at hospitals and health centre Ivs.

Improved literacy, enrolment in primary school and transition to 
secondary school, with greater gender equity due to investments 
in reducing costs and in schools, teachers, materials.

Improved access to safe water and sanitation and rural–urban 
gaps reduced, although country targets have not yet been met.

Fall in self employment and rise in paid employment 2005–2009 
but women’s work in lower paying sectors, with lower wages for 
the same work. Dependency on informal jobs high.

Inadequate health workers and essential medicines. Health 
workers concentrated in urban areas, stockouts of essential drugs. 
Targets set for districts and health units to all be above 80% 
posts filled.

Public facility fee abolition and additional funding lifted barriers 
to uptake for the poorest. Catastrophic spending increased, with 
private payments for drugs and use of private sector services.

Availability, cost and distance barriers reduced but barriers still 
in shortfalls of health workers and medicines and social barriers 
to uptake.
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 PRogRESS MARkERS STATUS AND TRENDS PRIoRITy AREAS foR ACTIoN

REDISTRIBUTIVE HEALTH SYSTEMS

A JUST RETURN FROM THE GLOBAL ECONOMY

KEY Improving Static, mixed 
or uncertain

Worsening NOTE:  In one case red is blended with yellow as the situation is not clear-cut – 
worsening in some issues and static in others.

Uganda parliament and civil society to promote 
implementation of the Abuja commitment

Strengthen domestic financing, reduce off-budget 
external funding to apply public sector policy tools 
to finances.

Improve domestic financing from improved tax 
and other government revenue, earmarked taxes, 
advance proposals for national health insurance.

Progressively move towards more harmonised 
universal framework, such as through strengthening 
tax based funding and widening and making links 
across prepaid pools.

Widen awareness, social demand around and 
monitoring of the package, to strengthen the 
demand for its effective resourcing and delivery in 
all communities.

Delivery on the policy commitment of improved 
spending to primary and district levels important 
for enhancing equity.

Strategies needed to sustain and assess the impact 
of incentives to attract and retain workers in 
remote areas.

Develop a comprehensive legal framework of roles 
and duties, resources to build capacities and health 
literacy to facilitate informed action on health.

The gains to health spending from debt relief need 
to be assessed. Sustain civil society debt monitoring 
for social accountability.

Follow up government position on investment in 
women farmers to assess implementation and 
impact on food production.

Ensure negotiations on new trade and counterfeit 
laws don’t limit national authorities and measures 
needed to ensure access to health services.

Further assessment needed of the measures or 
investments made to review alignment to national 
programmes

Strengthen capacities and links for global heath 
diplomacy

Achieving 15 per cent 
government spending on 
health

Achieving US$60 per
capita health funding

Improve tax funding and
reduce out of pocket funding
for health

Harmonise financing into a
framework for universal
access

Establish and ensure clear
health care entitlements

Allocate at least 50 per cent 
of public finances to districts,
25 per cent to primary 
health care

Implement incentives for
health personnel

Recognise and support
mechanisms for public
participation

Reduce the debt burden

Allocate resources to
agriculture and women 
smallholders

Ensure health goals in trade
agreements

Bilateral and multilateral
health worker agreements 

Include health workers in
trade negotiations

The share of government allocation to health has not increased 
significantly.

Improved overall and public health per capita spending, but 
below the basic package cost and the $60 target, and dependent 
on external funds.

Out of pocket financing static to 2008 and catastrophic expen-
ditures increasing. Tax funding has declined as a share of total 
spending and less than external funds,

limited prepaid financing, limited financial protection, fragmen-
tation within and between financing mechanisms and limited 
cross-subsidy across funding sources.

Uganda minimum health care package is comprehensive and a 
consistent commitment of government for resource allocation 
since 1999. Delivery hampered by inadequate resources and little 
demand or pressure from communities.

Government spending on district level services and primary 
health care increased up to 2006/7 and declined thereafter, in 
contrast to policy commitments.

Incentives have been applied for health workers. Some applied 
to all civil servants so health workers compete for the limited 
resources.

Consistent policy commitment to support community and social 
participation yet to be backed by law, training or resources

Significantly reduced external debt supported by the interna-
tional community, some use for health, although limited overall 
improvement in government spending on health

Public sector budget allocation to agriculture below 10% (static 
at 3%). Government has noted falling agricultural 
productivity, including for food security, and the need for invest-
ment in women farmers.

Government still to enact the proposed Bill to use TRIPS 
flexibilities. It has in the past avoided committing its health 
services under GATS.

A compact with international partners on the Health sector 
strategic plan III includes a focus on this area.

limited engagement between the health and trade ministries; 
Interaction around issues of intellectual property and access to 
medicines.
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ns Uganda emerged from conflict in the 1980s and has had greater political continuity since the 

1990s. Government was careful to decentralise authority to district level local government, 
including in the health sector. From the mid-1990s there were two decades of uninterrupted 

growth of the primarily agriculture-based economy and a growth in industry as a share of gross 
domestic product. The recent discovery of oil indicates the potential for greater economic growth. 
There is evidence that the country has benefited from debt relief and used a share of resources from 
this saving for health and education.

Nevertheless there is an unequal distribution of economic wealth as households in the highest wealth 
quintile shared 71 per cent of the country’s total wealth while those in the lowest shared only 2 per 
cent of total wealth. Disparities also exist between rural and urban areas and across regions, with the 
north of the country negatively affected by civil war and a majority of people there living in internally 
displaced people’s camps for the past two decades. Hence while Uganda has many features signalling 
a potential for improved health, this report, covering the period 1995 to 2010, examined whether 
these social inequalities are also found in health and in access to health care. It sought to assess what 
progress is being made in addressing these inequalities in health through investments in households and 
in redistributive health systems.

The report exposes an odd combination of progress in poverty reduction linked to consistent economic 
growth, against challenges to poverty reduction posed by recent rising economic inequality. It appears 
that growth and inequality need to be tackled in Uganda for sustained improvement in household 
incomes and in health. The trends towards low wages for women in employment and low housing 
ownership by women suggests one way in which gender inequality is growing. The sustained low public 
spending on agriculture suggests that while increased investment in women farmers is a policy goal, it 
has not led to significant new public resource flows. rural areas, female-headed households and the 
Northern region continue a longer term trend of having the highest levels of income poverty. However, 
inequality has also grown more recently in urban areas and in the Central region, raising new concerns 
about the growth of poverty within social groups in higher income areas. Inequality within areas is now 
a greater contributor to overall inequalities than that between areas. This has implications for how 
health systems reach those with greatest health need.

The report also shows that the determinants of health lie 
beyond the health sector and that addressing them calls for 
efforts from many sectors. It highlights areas where intersectoral 
collaboration needs to be operationalised, for example: around 
women’s farming, food and nutrition; around improving access to 
safe water; and in integrating a human rights framework within 
health programming. We hope that the stakeholders’ meeting will 
delve deeper and inform ways of integrating responsibilities for 
health within sectors like water, agriculture, education and justice, 
so that health sector efforts are backed by the investments in 
these sectors.

as in many countries in the region, Uganda has had a long-standing 
policy commitment to promoting equity in health. While it does 
not provide explicit constitutional protection of the right to 
health, it provides for everyone’s right to a healthy environment 
and sets the state’s duty to ensure access to health services. It 
also provides specific protections for women and children. The 
report describes the state’s explicit policy measures to realise 
these rights, such as by abolishing user fee barriers to access to 
care, improving access to safe water and improving gender equity 
in access to education. at the same time, gaps in implementing 
these policy commitments to health equity are also exposed.

© Paul Evans on Flikr.com
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a number of areas of progress present opportunities for health equity:

• Explicit policy measures, resource investments and strategies to reduce cost barriers have 
improved the social determinants of health, for example by closing gender differences in access 
to primary education or closing significant rural–urban differences in access to safe water and 
sanitation. The positive gains of these investments, including on health, need to be profiled, to 
secure commitment to sustaining and widening them, not only to meet policy targets but also 
to continue to overcome disparities across districts and social groups. The health sector has the 
opportunity to demonstrate the positive health outcomes of such investments by other sectors 
but also to use these areas of positive change in schools and communities as a lever for wider 
health promotion.

• Child and maternal mortality rates have improved although not at the pace needed to meet the 
Millennium Development Goals. Disparities in child mortality rates have narrowed between urban 
and rural areas in the past decade. Nevertheless social disparities (wealth, mothers education) in 
mortality remain wide, as do differences across regions.

• The fall in HIV prevalence in the 1990s has had significant health dividends, although women, 
urban dwellers and those living in post-conflict Northern Uganda are still more affected by HIV.

• areas where strong investment has been made in prevention and care – immunisation, and aIDS 
treatment, for example – have steadily improved towards universal coverage. For immunisation, 
where this has been delivered through primary level systems and social engagement, there is 
evidence of social differentials falling to almost parity. For aIDS treatment where delivery is still 
through higher level services, social differentials remain wide. Strengthening primary health care 
and the frontline interface with the community is important in increasing coverage and closing 
social gaps in coverage.

• Government has taken measures to address a number of barriers to access to health care, 
including immunisation outreach, improved district and primary level infrastructure, abolition 
of fees, improved funding to district and primary care levels; and improved incentives for health 
worker deployment to and retention in underserved areas.

There are also areas where progress has been slow or reversals have taken place:

• Progress in improving coverage of maternal health services has been limited, according to 2009/10 
data, and differentials in coverage remain high by region and wealth.

• Despite explicit policy commitments and investments, the adequacy and distribution of health 
workers continues to be inverse to need, with more highly skilled health workers in the urban 
and Central regions which have lower health need. Drug stockouts and health worker gaps or 
absences are reportedly barriers to care for communities in more remote areas where health 
need is generally higher. Policies and costed plans have been developed for both of these key 
areas but ensuring and monitoring delivery is the challenge.

• although many areas have wide social differentials in health and access to health care, social roles 
are under-valued and under-resourced and a comprehensive investment in health literacy or in 
community health workers could make a difference. Given the opportunity of a decentralised 
system and the importance of social participation and accountability in advancing health equity, 
this is an area where there is room for greater national dialogue and action, to exchange and learn 
from initiatives within communities and to organise and resource the role of communities more 
formally.

• The health sector has laid down policies and drawn up measures to address social and regional 
differentials in health. Many of these depend on additional public resources and, as shown in 
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the areas of progress, comprehensive investments can reverse declines for all social groups (as 
for immunisation), close gaps (as for gender parity in school) and reduce impoverishing costs 
of ill health to households. It is thus problematic for these measures and disappointing for the 
wider public sector leadership in health that total health spending has not risen as fast as gross 
domestic product and that the share of government spending does not meet the abuja 15 per 
cent commitment and remains well below the required per capita levels. Furthermore, the 
dependency on external funding is still amongst the highest in the region.

• The fall in the share of public spending on services at district level and below weakens the 
progressive measures noted in the report for improving availability, access and coverage. The 
evidence suggests that there is reasonable potential for improved tax revenue as one means of 
strengthening domestic public financing in health.

In some cases, the available evidence was insufficient to assess progress and further review or research 
is needed to better understand the situation: 

• There is inadequate household survey information to understand the social and regional 
distribution of maternal morbidity and mortality and thus to address this specific distribution of 
health need in maternal health services. This is not unique to Uganda and raises a wider concern 
of how disaggregated data will be obtained.

• Greater gains in nutrition would be expected than those found, given the strong economic growth 
and improved agricultural production. It is important to understand the reasons for the limited 
improvements in stunting and wasting among children under five years, not only in terms of their 
dietary patterns but also in terms of gender equity in access to resources for agriculture and 
household food security.

• The specific implications of inequality within areas and the increase in social exclusion within 
higher income urban areas need to be investigated. Who is at risk and how do health systems 
combine geographical targeting and regional allocations with measures directed to specific 
vulnerable households with greatest health need?

While data quality and availability can be a constraint, 
the evidence is sufficient to highlight the differential 
opportunities for health, access to services and health 
outcomes in Uganda and how these are changing. The 
evidence shows positive aggregate and distributional 
gains from specific areas of investment in health and the 
social determinants of health that prevent or reduce 
the impoverishing impact of ill health and level up the 
opportunities for health. Given that inequality is rising 
in Uganda, putting constraints on poverty reduction, 
these findings provide an argument for addressing the 
limited gains to the health sector of the growing gross 
domestic product, the need to improve the share of 
public revenue to health and the need to prioritise 
district levels and below in the health budget.

This also depends on effective engagement and wider 
social awareness and advocacy on these benefits by 
parliament, civil society and communities. In places 
it depends on communities and civil society more 
actively monitoring and engaging on who is accessing 
the benefits of the public resources for health.
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ProGrESS MarKEr     

EQUITY IN HEalTH

Formally recognising equity and health rights

Halving the number of people living on US$1 per day

reducing the gini coefficient of inequality

Eliminating differentials in child, infant and maternal mortality and under nutrition

Eliminating differentials in access to immunization, antenatal care, skilled deliveries

Universal access to prevention of vertical transmission, antiretroviral therapy and condoms

HoUSEHolD aCCESS To THE rESoUrCES For HEalTH

Closing gender differentials in access to education

Halving the proportion of people with no safe drinking water and sanitation

Increased ratio of wages to gross domestic product

Provide adequate health workers and drugs at primary, district levels

abolish user fees

overcoming barriers to access and use of services

rEDISTrIBUTIVE HEalTH SYSTEMS

achieving the abuja commitment

achieving US$60 per capita funding for health

Improve tax funding and reduce out of pocket spending to health

Harmonize health financing into a framework for universal coverage

Establish and ensure clear health care entitlements

allocate at least 50% public funding to districts and 25% to primary health care

Implement non-financial incentives for health workers

Formal recognition of and support for mechanisms for public participation in health systems

a JUST rETUrN FroM THE GloBal ECoNoMY

reducing the debt burden

allocate resources to agriculture and women smallholder farmers

Ensure health goals in World Trade organisation (TrIPS, GaTS) agreements

Bilateral and multilateral agreements to fund health worker training

Health officials included in trade negotiations

Equity in health implies addressing differences in health status that are unnecessary, avoidable and unfair. 
It is achieved through the distribution of societal resources for health, including but not only through 
the actions of the health sector. all countries in eastern and southern africa have policy commitments 
to health equity, as do the regional organisations, the Southern african Development Community and 
the East, Central and Southern african Health Community. In February 2010, the ECSa regional Health 
Ministers resolved to track and report on evidence on health equity and progress in addressing inequalities 
in health. EQUINET is working with countries and the regional organisations to implement the Equity 
Watch, to monitor progress on health equity by gathering, organising, analysing, reporting and discussing 
evidence on equity in health at national and regional level.

This report of the Uganda Equity Watch has been produced by Healthnet consult, HEPS Uganda and Training and 
Research Support Centre in EQUINET.  The summary table below shows the progress markers that were assessed, 
the trends, with green for improving progress, red for worsening trends and yellow for uncertain or mixed trends. 
The report provides the evidence on these trends and proposes areas for action.

EQUITY WATCH 


