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Financing health for all
Francis Omaswa argues that universal health coverage is 
is something that all nations can achieve

Francis Omaswa, CEO, African Centre for Global Health and 
Social Transformation and Publisher of Africa Health Journal.

Budget negotiations with national parliaments are going 
on right now in a number of African countries. Difficult 
decisions are being made on which aspects of health 
budgets should be prioritised for funding. This issue of the 
AHJ has a focus on health financing, which gives us an 
opportunity to contribute to these budget discussions. 

Health financing is “the raising, pooling and spending 
of financial resources with the primary intention of 
improving health”. Its sources are general tax, donor aid, 
deficit funding (or borrowing), ear-marked taxes, and 
social and private health insurance. This should exclude 
out-of-pocket spending by individuals usually at the 
point of receiving health care. Expenditures are made in 
health facilities, on community and out-reach services, 
pharmacies, drug shops, sanitation, nutrition, training 
and research. From the origins and evolution of health 
financing, many lessons have been learned. Today, health 
financing remains the most intractable challenge for the 
health and development globally. Indeed, some have 
argued that Universal Health Coverage (UHC) in poor 
countries cannot be funded internally. 

Yet health is a precondition for people’s well-being 
and productive lives. The right to life is also a right to 
health and to a responsive health system. Our innate 
humanity means that the pain and suffering of one 
should be felt, shared and addressed collectively and 
“no one is left behind” to suffer alone. On top of these 
moral arguments is the new evidence that health is no 
longer perceived as a cost but is an investment with 
high social and economic returns. Health contributes 
to economic growth, employment and GDP. Indeed, 
the purpose of all Sustainable Development Goals 
(SDGs) is to contribute to the health and well-being 
of people and the protection of our planet. Last but 
not least, voters value their health, so investing in the 
health of the population has electoral value. 

Africa made major gains in health indices during the 
Millennium Development Goal period. However Africa 
still lags far behind other regions of the world in health 
indices. UHC is a political choice made by governments 
to provide citizens with the health services that they need 
without financial barriers. Strong government leadership 
is essential to create the conditions that enable people to 
live healthy lives. This includes marshalling actors from 
all government sectors and the whole of society to deliver 
integrated people-centred PHC by enacting enabling laws 
and regulations, providing access to information, healthy 
food, clean water, decent housing, quality education and 
other resources. 

Many poor countries have proved that a country 
should not wait to become rich to attain good quality 
universal health care. Studies have shown that poor 
quality of health care linked to low level health 
financing causes more deaths than disease itself. 
Furthermore, the Alma Ata Declaration on Health for 
All states that “Primary health care is the essential 
health care made universally accessible to individuals 
and families in the community through their full 
participation and at a cost that the community and 
country can afford to maintain at every stage of their 
development”. The WHO has recommended an annual 
per capita health expenditure of US$86. Countries can 
therefore take immediate progressive steps towards 
reaching this expenditure target. The Abuja Declaration 
which called for 15% of national budgets need to be 
applied with caution and used only as a guide. Finance 
ministers do not often find it workable, especially if 
each sector claims a percentage of the budget which 
could all add up to over 100%.

Existing resources in any nation can be used in such 
a way that a reasonable package of basic health care 
can be provided to everyone. The illustrious examples 
are Costa Rica, Sri Lanka, Cuba, Kerala of India, 
Vietnam, Thailand and Indonesia. Rwanda is close to 
attaining UHC. These countries took only 20-30 years 
to attain UHC and achieved mortality as low as that of 
the wealthy nations. Good health at low cost is possible 
based on a political commitment to health as a social 
goal, a strong societal value of equity, community 
involvement, high-level investment in primary health 
care and other community-based services, universal 
education, especially of women, and inter-sectoral 
collaboration for health.

African political leaders are called upon to commit 
to UHC and embark on this journey resolutely starting 
now with available resources and growing over 
time along the principles of good health at low cost, 
moving stepwise: (1) through open national dialogue 
enact health financing laws, (2) reorganising the 
governance of the health system to provide capabilities 
to implement the enacted health laws effectively and 
efficiently; (3) agreeing a basic package of community-
based promotive and curative health services based 
on the burden of disease and other mutually agreed 
criteria; (4) providing services beyond the basic 
package, introduce a menu of financing mechanisms 
including ear-marked taxes, and social and private 
health insurance schemes; (5) monitoring and reviewing 
the performance of the health system regularly and 
make adjustments to grow the size of the basic package 
over time matched with the economic growth.
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Capacity building has become a much touted term on 
health projects, and is often included as a key output 
in a plethora of programmes. Often, when develop-
ment professionals discuss the cross-sectorial theme of 
‘capacity building’, there is a tendency to automatically 
equate it with ‘training’ - but that is far from the com-
plete view of it. The basic tenets of capacity building 
are empowerment and change - to embed the concept 
of national ownership into a project from start to end. 
It is about building social capital and institutions that 
will lead to independent entities, and achieving this 
sustainability after limited-term funding has come to 
an end, which requires action from multiple angles 
and stakeholders. What is key in all sectors, including 
health, is determining how capacity building can be 
more holistic – and subsequently more effective – in 
providing expected services. 

While capacity building is not purely training 
related, the training of frontline staff, technicians and 
managers is absolutely vital to making sure that a health 
project is maintaining quality and collective under-
standing. Training can be a method in itself to incen-
tivise the retention of keen and able staff, especially in 
a clinical setting. Furthermore, given that programmes 
struggle to show results in all aspects of capacity build-
ing, the number of training sessions provided and 
number of people successfully trained becomes a 
measure that can easily be used for donor reporting. 
This shifts focus away from other essential aspects of 
capacity building. 

A comprehensive capacity building package is often 
perceived as an expensive and time-consuming endeav-
our that has historically been relegated as an after-
thought for development funds. Donor programmes 
have long had to decide whether to allocate their 
money for short-term impact or long-term structural and 
institutional reform - with short-term impact often being 
the most feasible option, due to the allocated length of 
programmes and funding. Donors are now keen to do 
both, however, making capacity building an integral 
part of development programmes. Resources are now 
often made available on the condition that they will 
produce future benefits in addition to immediate ones, 
allowing donors to successfully navigate through the 
inherent paradox of capacity building that sees them 

giving funding in order to be able to stop giving funding. 
There is scarce information, however, on what strate-

gies have been shown to work in these circumstances in 
different settings and for different health issues. While 
quantifiable results and impacts are still relatively hard 
to come by, there are projects underway around the 
world that are setting precedents by building the intel-
lectual and strategic substance needed to inform future 
capacity building initiatives. An example of a project 
that is bridging long-term capacity building needs with 
short-term service to deliver requirements is the multi-
donor South Sudan Health Pooled Fund (HPF). 

The £121 million fund is managed by a consor-
tium that is led by Crown Agents. It is supporting the 
delivery of essential primary healthcare and referral 
health services up to county hospital level as well as 
providing health system strengthening at the national, 
state, county and community levels for the independent 
future of those structures. The design and management 
of the programme has been closely linked with South 
Sudan’s Ministry of Health (MoH) throughout its devel-
opment and implementation. This link has ensured that 
activities are always aligned with government strategy 
and that the government’s own capacity is being devel-
oped to a level where it is able to provide the requisite 
strategic support to their successors. Work on areas 
including supply chain, finance service delivery, human 
resources, Information Technology Services (ITS), and 
governance has been devised with capacity building as 
an integral operation. Non-Government Organisations 
have been co-located with government bodies, allow-
ing for the sharing of skills and knowledge and the easy 
coordination of operations. 
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