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Executive Summary
The World Health Organization (WHO) defines universal health coverage (UHC) as when all
people have the ability to obtain the quality health services they need without suffering financial
hardship.1 Currently, there is unprecedented political will in sub-Saharan Africa to pursue the
goal of UHC. An increasing number of sub-Saharan African countries have committed to working
toward the goal of achieving UHC by 2030, with many governments putting in place health
financing strategies and/or implementation plans that numerous partners, projects, and
initiatives support. These efforts are in line with the Sustainable Development Goal (SDG) of
“ensuring healthy lives and promoting well-being for all at all ages.”2,3 However, even with global
and country-level support for UHC policies and programs, most countries in the region are
experiencing obstacles in implementing health financing policies that can help improve coverage,
expand access, and support financial protection.4 These obstacles include:
•
•
•

Low effective coverage, especially for vulnerable population groups;
Fragmented, and often insufficient, financial resources that are not allocated equitably
and efficiently; and
Limited ability to provide a high-quality package of services.5

While high-quality technical tools and resources for countries pursuing policies to advance UHC
are widely available to address these macro-level challenges at the country level, there has been
less attention paid to operational challenges encountered in the implementation process itself
of the various policies and strategies meant to advance UHC.6
Launched in 2017, the African Collaborative for Health Financing Solutions (ACS) aims to facilitate
collaborative, country-led processes to seek to identify and address implementation challenges
of policies, and strategies designed to advance UHC in the region. To achieve these objectives,
ACS intends to support multi-stakeholder platforms at the country level as mechanisms to
promote collaboration, learning, and accountability around health financing interventions that
support UHC. ACS will work with participating countries to help identify operational challenges,
develop targeted learning agendas at the country and regional level, and provide strategic
communications and advocacy support to overcome them. As a result, ACS aims to bolster
capacity at the country and regional level to build stronger linkages among countries and both
traditional regional institutions and some of the newer regional networks and dynamic
approaches to applying evidence-based solutions that advance implementation.
The purpose of this issue brief is to synthesize overall findings from the ACS consultation phase,
which aimed to understand existing stakeholder knowledge, how stakeholders were contributing
to advancing UHC and perceptions regarding progress, actual implementation barriers, and
solutions for UHC. The team used this collaborative consultation approach to validate the
project’s proposed focus on collaboration, learning, and accountability before designing
implementation support. A multidisciplinary team from ACS visited five countries – Burkina Faso,
Nigeria, Senegal, Tanzania, and Uganda – between September and December 2017. ACS team
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members conducted over 200 semi-structured one-hour interviews with 169 country
stakeholders, 14 global stakeholders and 25 regional stakeholders, meeting with a broad array of
people from across sectors and levels of implementation. In this report, we describe the
methodology and present key emerging themes across the five countries and global and regional
organizations that ACS consulted.
Several cross-cutting key findings emerged from our study, including:
UHC Definition and Perception of Key Policies and Strategies:
•

The most frequently cited components to UHC were universality, accessibility, and
availability of health services; stakeholders also highlighted quality, financial protection,
and affordability, but less often than the previous components.

•

Stakeholders frequently cited activities in monitoring and evaluation (M&E), advocacy,
and improvements in service delivery packages as crucial policies or strategies to advance
UHC, though stakeholders perceived deficiencies in knowledge sharing and visible
implementation as hindering progress.

Barriers and Challenges:
•

Stakeholders noted technical barriers, including limited ability to translate policy to
implementation and lack of clear implementation strategies, and non-technical barriers,
including lack of ownership, commitment, and stewardship for greater public-sector
leadership, as limiting factors to accountability.

•

Stakeholders noted technical challenges (e.g., lack of a standard process for information
sharing and knowledge management) and non-technical challenges (e.g., organizational
or cultural barriers to knowledge exchange and lack of or insufficient use of evidence to
guide decision-making or research) for learning.

•

Collaboration tended to be characterized by ineffective engagement, poor stakeholder
inclusion, fragmentation of effort and poor coordination of UHC platforms or the strategic
initiatives of the health sector, donor partners and other sectors. Stakeholders also raised
non-technical logistics challenges (e.g., coordination of stakeholders to participate in
platforms and organization of UHC platforms).

•

Country, regional and global level stakeholders frequently cited technical barriers, such
as insufficient resources and inefficient allocation of existing resources as limiting factors
to implementing policies and programs designed to advance UHC.

•

Respondents cited non-technical barriers, such as lack of capacity of human resources
(e.g., low workforce levels and skill capacity), and technical barriers, such as insufficient
2

supplies and commodities and inadequate infrastructure and service delivery systems, as
major challenges to expanding accessibility, especially for vulnerable, remote
populations.
Solutions and Innovations:
•

Stakeholders most frequently mentioned in-country solutions that addressed health
financing. Respondents described desired solutions, such as accountability frameworks,
evidence sharing platforms, and broader stakeholder engagement, to address
accountability, learning, collaboration, and technical health financing or health systems
strengthening challenges.

•

Stakeholders described other efforts as solutions that occurred outside of their country
or as cross-country interventions occurring within the country. The majority of examples
of regional solutions that stakeholders identified were related to health financing
functions and health systems blocks.

Opportunities for ACS:
•

Stakeholders in all countries and regional organizations frequently mentioned that ACS
could develop frameworks and instruments to strengthen and reinforce accountability
and support advocacy efforts.

•

Country and regional level stakeholders indicated that ACS should support knowledge
sharing, actionable and evidence-based research, capacity building, and the development
of a shared understanding of UHC.

•

Stakeholders from most countries and in regional organizations suggested that ACS could
promote stakeholder inclusion, play a logistics and coordination role and participate in
forums on UHC as a collaborator and facilitator.

The ACS team is well-positioned to address many of the priority support areas identified by
stakeholders. ACS will prioritize activities related to developing frameworks, processes, and
toolkits to advance UHC and improve accountability and governance. The team will also focus on
creating opportunities for knowledge sharing, learning, and collaboration through country-level
platforms and regional-level collaboratives. ACS will provide facilitation support to existing
country processes for UHC. ACS will also engage with country and regional level stakeholders in
non-technical (e.g., communications) and technical (e.g., strategic purchasing and pooling)
skillsets through the project’s learning agenda. ACS will also use communications tools to
promote advocacy and awareness, to build a common understanding of UHC. To strengthen
inclusive engagement, the ACS team will continue to consult with and convene various types of
stakeholders at country, regional and global levels, promote vital voices that may be excluded
from UHC dialogue and abide by its demand-driven approach.
3

Introduction
The World Health Organization (WHO) defines universal health coverage (UHC) as when all
people have the ability to obtain the quality health services they need without suffering financial
hardship.1 Currently, there is unprecedented political will in sub-Saharan Africa to pursue the
goal of UHC. An increasing number of sub-Saharan African countries have committed to working
toward the goal of achieving UHC by 2030, with many governments putting in place health
financing strategies and/or implementation plans that numerous partners, projects, and
initiatives support. These efforts are in line with the Sustainable Development Goal (SDG) of
“ensuring healthy lives and promoting well-being for all at all ages.”2,3 However, even with global
and country-level support for UHC policies and programs, most countries in the region are
experiencing obstacles in implementing health financing policies that can help improve coverage,
expand access, and support financial protection.4 These obstacles include:
•
•
•

Low effective coverage, especially for vulnerable population groups;
Fragmented, and often insufficient, financial resources that are not allocated equitably
and efficiently; and
Limited ability to provide a high-quality package of services.5

While high-quality technical tools and resources for countries pursuing policies to advance UHC
are widely available to address these macro-level challenges at the country level, there has been
less attention paid to operational challenges encountered in the implementation process itself
of the various policies and strategies meant to advance UHC.6
Launched in 2017, the African Collaborative for Health Financing Solutions (ACS) aims to facilitate
collaborative, country-led processes to seek to identify and address implementation challenges
of policies, and strategies designed to advance UHC in the region. To achieve these objectives,
ACS intends to support multi-stakeholder platforms at the country level as mechanisms to
promote collaboration, learning, and accountability around health financing interventions that
support UHC. ACS will work with participating countries to help identify operational challenges,
develop targeted learning agendas at the country and regional level, and provide strategic
communications and advocacy support to overcome them. As a result, ACS aims to bolster
capacity at the country and regional level to build stronger linkages among countries and both
traditional regional institutions and some of the newer regional networks and dynamic
approaches to applying evidence-based solutions that advance implementation.
The purpose of this issue brief is to synthesize overall findings from the ACS consultation phase,
which aimed to understand existing stakeholder knowledge, how stakeholders were contributing
to advancing UHC and perceptions regarding progress, implementation barriers, and solutions for
UHC. The team also used this collaborative consultation approach to validate the project’s
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proposed focus on collaboration, learning, and accountability before designing implementation
support without preconceived ideas.1
In this report, we describe the methodology and limitations, and present key emerging themes
across the five countries – Burkina Faso, Nigeria, Senegal, Tanzania and Uganda – and global and
regional organizations that ACS consulted. Key findings include common themes and areas of
divergence related to: the understanding of UHC, perceptions of key policies and strategies to
advance UHC, existing stakeholder dynamics in the UHC dialogue, solutions and innovations that
stakeholders have either already or wish to implement, and opportunities for the ACS project to
support ongoing country and regional efforts.

Section 1: Methodology
The African Collaborative for Health Financing Solutions project (ACS) conducted a three-part
analysis phase – a desk review including a rapid assessment and stakeholder mapping, in-country
consultation visits, and synthesis of findings - between June 2017 and June 2018. Annex A
describes the methodology in more detail.

1.1 Desk Review
The ACS team conducted a desk review between June and August 2017, including a rapid
assessment, instrument design, stakeholder mapping, and conceptual framework design.

1

•

Rapid Assessment: The team developed a set of scoping criteria to evaluate windows of
opportunity, national health system characteristics, and existing policies, processes and
innovations (see Annex A). The scoping criteria included information on the
demographics, policy environment, public and private sector innovation, existing
stakeholders, donor support, and ACS team connections. The team considered 16 West
and East African countries during this phase. Following the rapid assessment, the team
selected six countries to carry out in-country consultations.

•

Conceptual Framework Design: The ACS team created and finalized a conceptual
framework to illustrate the theory of change, linking the project’s approach with UHC
goals. The team identified four main drivers for change: enabling environment,
stakeholder dynamics, health financing functions and health system blocks. Figure 1
describes the conceptual framework.

•

Instrument Design: The team used the themes identified in the conceptual framework
design to develop interview guides for specific respondent categories (e.g., Civil Society,
Development Partners, Politicians, Private Implementers, Public Implementers,

For detailed country reports, please view online at, https://acs.r4d.org/resources/
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Researchers, and Technicians). The core tool was also adapted to create a global and
regional consultation guide, a Focus Group Discussion tool to facilitate group interviews
with community members in Nigeria, Tanzania, and Senegal.
•

Stakeholder Mapping: ACS carried out a stakeholder mapping process to identify
individual stakeholders, institutions, and initiatives at the country, regional and global
levels. Initially, the team created an initial list of people, institutions, and initiatives based
on existing relationships and experience in the regions. Concurrently, the team developed
a set of six criteria (influence, legitimacy, access, expertise, resources, and availability) to
select and prioritize whom to include in the semi-structured interviews. The team used
Survey Monkey to score and rank stakeholders based on the criteria to inform a priority
list of stakeholders. The ACS team reassessed and finalized the results to determine that
the stakeholder sets for each country and the global and regional levels represented a
balanced and comprehensive set of actors.

Figure 1: ACS Conceptual Framework

1.2 Consultation Phase
The ACS team embarked on a consultation phase between September and December 2017 to
identify stakeholder dynamics, perceptions, challenges and solutions to advancing UHC in the
region. The ACS team conducted in-country assessments in five countries – Burkina Faso, Nigeria,
3

Senegal, Tanzania, and Uganda – and engaged with global and regional organizations virtually or
in-person.2,3 A multi-disciplinary group of ACS team members used semi-structured interview
guides to interview over 200 stakeholders, including 223 country stakeholders (including FGD
participants), 14 global stakeholders and 25 regional stakeholders. Table 1 shows the distribution
by stakeholder type at the country level. The ACS team organized a “pause and learn” meeting
after the first two in-country consultation visits to compare initial findings and to discuss and
determine ways to improve the process and an an accompanying interview guide. The ACS team
used the country and regional consultation tools described above to frame each interview.
Table 1: Stakeholders by Country
Country Stakeholder Type

Uganda

Nigeria

Senegal

Tanzania

6

Burkina
Faso
7

Politicians
and
policymakers/technicians
Private sector
Civil society
Public sector service providers
and administrators
Research and academia
Donors/funders/implementing
partners
Focus
Group
Discussion
Participants
Total

8

10

8

1
7
7

3
6
3

3
7
3

4
4
5

6
6
5

3
5

3
3

5
6

3
9

3
8

NA

NA

11

12

43

29

25

43

47

79

1.3 Synthesis Phase
The ACS team conducted a synthesis of all interviews to develop emerging themes and lessons
to inform the priority setting of the project’s implementation phase. The ACS team used ATLAS.ti
to code the data from the interviews to inform an inductive and deductive analysis. To conduct
the inductive analysis, the ACS team coded the responses from the semi-structured interviews in
the consultation phase. The coded responses were aligned to elements of the ACS conceptual
framework to test the framework’s validity. Teams of four persons developed individual country
reports including main findings from each country consultation visit. Country stakeholders
reviewed and commented on country reports prior to the ACS regional workshop in Accra, Ghana,
February 13-15, 2018 (see Annex B for key takeaways from the workshop). Following the
workshop, the team identified challenges and gaps in the initial data analysis phase and opted to
2

Uganda Consultation Visit: October 9th-18th; Burkina Faso Consultation Visit: September 25th- October 3rd; Pause
and Learn: November 1st-2nd in Dakar, Senegal; Tanzania Consultation Visit: December 4th- 13th; Senegal
Consultation Visit: December 4th-13th; Nigeria Site Visit: November 13th- 29th; Ethiopia: Consultations with the AU
3
Benin was the sixth country selected for a consultation visit, but the team could not complete a visit during this
time for political transitions.
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review the themes and realign the data before continuing with the full analysis (see Annex C for
the list and definitions of themes).
The findings in this report are based on the most frequently mentioned themes in each country,
regional or global organization with regards to the current situation related to stakeholder
dynamics, challenges and solutions that could help advance UHC. The team used absolute
number counts at the country, regional and global level to compare similarities and differences
in themes that had the greatest relative importance to all or most countries, regional and global
organizations. To determine the themes with the most relative importance, the team used the
total count across stakeholders to determine the top five most frequently mentioned themes
within the country or regional and global categories. If four of the seven countries and
organizations shared a top five theme, then it was included as a similarity. Themes that were
present in three or fewer of the seven countries were noted as differences. The use of total
number counts was the same methodology used in the analysis of the data for the country
reports. In some cases, there may be discrepancies between key themes cited in the country
reports and this synthesis as we focus on cross-cutting themes that emerged among most
country, regional, and global stakeholders, rather than every key theme that was listed at the
country level. We illustrated examples throughout the report to highlight nuance within themes
and to offer further explanation of what types of stakeholder responses were included in a
theme.4
While a strength of the collaborative approach of ACS includes adapting to country needs, we
identified a few limitations related to the modification of the consultation tools during the
consultation phase. Noting a gap in community member perspectives after the pilot phase, the
team conducted focus group discussions (FGDs) in Senegal, Tanzania, and Nigeria, but were not
able to conduct FGDs in Uganda or Burkina Faso, indicating that community-level perspectives
are missing from those countries. Additionally, there was variation in the number of FGDs the
team conducted in each country (see Table 1).
The team adjusted the consultation tool following the pilot consultation visits in Uganda and
Burkina Faso, which resulted in positive changes (e.g., refinements in definitions), but also
created the unintended result of making it harder to compare and contrast data between
countries that used different consultation guides. For example, the terms “solutions” and
“innovations” did not differentiate between country and regional level efforts in the first iteration
of the tool. Therefore, stakeholders from Burkina Faso and Uganda identified country-level
solutions and innovations. Furthermore, while the consultation tool included a glossary of terms,
there was lack of clarity regarding what constituted an “innovation.” Due to these limitations and
resulting data collected, the team drew information from the country reports determining what
stakeholders identified as existing or desired innovations or solutions at the country and regional
level. A final limitation was that some interviews were incomplete due to the length of the guide.

4

Refer to country reports for more detailed examples by country.
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Section 2: Key Findings
2.1 UHC Concept and Perceptions of Key Policies or Strategies to Advance UHC
During the consultation, ACS aimed to understand the ways that the different stakeholders were
engaged in supporting the movement toward UHC and their own perceptions of the current state
of implementation of UHC-related policies and strategies. Stakeholders expressed their
knowledge of key policies or strategies that their organizations were undertaking to advance
UHC. The ACS team focused on three of the main drivers for change, as highlighted in the
conceptual framework: enabling environment (including accountability and learning), health
financing functions and health system blocks. The team asked respondents about the meaning
of UHC from their own perspectives. All stakeholders described their own definition of UHC based
on their knowledge of the concept and their role in progressing toward UHC in their country or
through regional or global efforts.
•

The most frequently cited components to UHC were universality, accessibility, and
availability of health services; stakeholders also highlighted quality, financial protection,
and affordability, but less frequently than the previous components. These elements
were mentioned at least 30 times across all of the interviews: universality (78),
accessibility (66), availability of health services (40), quality of care (36), financial
protection (31), and affordability (30).

•

Stakeholders frequently cited activities in monitoring and evaluation (M&E), advocacy,
and improvements in service delivery packages as key policies or strategies to advance
UHC, though stakeholders perceived deficiencies in knowledge sharing and visible
implementation as hindering progress.

2.1.1 Understanding of UHC Definition
Stakeholders in all countries and regional and global institutions identified universality,
including health provision for all and health coverage irrespective of social or economic status
or gender, and accessibility as key elements of UHC. Notably, country stakeholders identified
universality as the key driver for UHC, whereas regional and global stakeholders cited financial
protection as the main element for UHC. This difference may be a result of regional and global
stakeholders using the WHO definition as a guiding principle of their definition. Country and
regional stakeholders frequently mentioned physical and financial accessibility to services and
the availability of essential, preventative and a minimum package of health services as important
elements of UHC. Figures 2 and 3 depict the relative importance of the elements of UHC,
separating responses between country and regional or global stakeholders. Variation may be
driven by differences in interpretation of what matters the most to advance UHC, organizational
affiliation, and lack of a common understanding of the UHC concept, an issue that was also raised
by country and regional attendees at the ACS regional workshop (See Annex B for key takeaways
from the workshop).
6

Stakeholders identified other themes, including quality, financial protection, affordability, and
ability to access services at the right time, but these were not consistently stated among all
stakeholder groups or countries. For example, while respondents in Tanzania, Burkina Faso and
Senegal identified quality as a key aspect of UHC, there was variation in Tanzania where
politicians and public-sector stakeholders mentioned quality more frequently than other groups
in the country. As Figure 2 shows, financial protection and affordability were relatively important
themes among country level respondents, but stakeholders in Nigeria emphasized financial
protection more frequently than in other countries. As noted above, regional and global
stakeholders cited financial protection as the key element to advancing UHC. In Nigeria, Burkina
Faso and Tanzania, stakeholders also identified affordability of care as an element of UHC.
Regional stakeholders also emphasized the ability to access services at the right time, and global
stakeholders often included beneficiaries of services (populations, communities, individuals)
within their definitions of UHC.
Figure 2: Frequency of UHC definition elements
among country stakeholders

Figure 3: Frequency of UHC definition elements
among global and regional stakeholders

2.1.2 Perception of Key Policies and Strategies
Enabling Environment: Accountability and Learning
Stakeholders frequently mentioned monitoring and evaluation (M&E) (e.g., developing tools,
frameworks, guides, and processes; conducting surveys and evaluations; and monitoring and
oversight, including budgeting and auditing) and advocacy efforts for financial resource
mobilization, raising awareness and identifying policy levers as key tools to improve
accountability and build momentum for UHC. In Tanzania, a stakeholder discussed monitoring
the results from the implementation of the community health fund at the primary care level and
providing input regarding the indicator matrix as key activities related to M&E for accountability.
Advocacy efforts in Burkina Faso included a civil society organization (CSO) coalition – including
7

Amnesty International, Save the Children, Action against Hunger (ACF), Terre des Hommes, Help
– to advocate the government to implement a national policy to offer free healthcare for children
under five. Stakeholders in Tanzania highlighted advocacy for health financing as a key activity
for strategy development.
A difference among country stakeholders was that stakeholders in Uganda and Burkina Faso
indicated there were low levels of political will to increase accountability more frequently than
in other countries. However, some respondents were participating in activities to improve
political will, such as promoting good governance and stewardship, championing policy
development, and setting benchmarks to measure progress.
Respondents from all countries, regional and global organizations frequently mentioned
knowledge sharing (e.g., sharing best practices and translating international examples for
adoption) to UHC as a key learning strategy. While a number of interviewees discussed ongoing
knowledge sharing activities, including donor-driven knowledge networks and platforms, many
mentioned the need to improve knowledge sharing within and among countries to develop a
common understanding and increase knowledge of UHC. For example, stakeholders perceived
low community knowledge of UHC due to lack of access to education of UHC and varying
definitions of UHC across stakeholder type. For example, in Uganda, a technician indicated that
stakeholders involved in policymaking and community members had different definitions of UHC.
Nigerian stakeholders also indicated that greater CSO and civic engagement would benefit bidirectional sharing opportunities. Global stakeholders noted the need to broaden the knowledge
sharing agenda to include more opportunities to learn from failures.
Country stakeholders in Burkina Faso, Nigeria, Senegal, and Uganda mentioned research and
data collection, including supporting evidence and policy-driven research and increasing
evidence generation, as key activities to accelerate program toward UHC in their countries. For
example, a technician in Nigeria described how data analysis of indicators related to volume and
quality of care is used to measure progress and determine additional facility-based funding. As
we describe in Section 2.3 and 2.4, stakeholders reported research and evidence as a current
challenge and desired solution.
Health Financing Functions
While respondents identified several existing plans related to UHC such as health financing
strategies, cost-sharing systems, public-private partnership policies, national health policies,
MOH strategic plans, investment cases for health and trust funds, they also agreed that
effective policy implementation and adequately allocated financial support was necessary to
progress toward UHC. Stakeholders noted that poor implementation of policy or lack of efficient
and sustainable funding dedicated to the health sector is an impediment to advancing UHC. For
example, a stakeholder in Nigeria noted that despite having a health financing strategy and
recurring discussions around health insurance since 2004, the policy has yet to receive
parliamentary approval. Thus, while Nigeria has the policy enacted, there is no framework to
move the policy forward. In Uganda, stakeholders perceived that insufficient resources for
8

implementing UHC-related policies were slowing down progress and that more efficient use of
domestic resources was needed. In Tanzania, a stakeholder believed that adequate resources
exist but that they are not well allocated or managed.
Box 2. Health Financing Functions
“Je veux un système national de santé qui valorise la prévention et qui fait de l’approche
communautaire des soins de santé primaires le socle de la marche du Burkina Faso vers la
couverture sanitaire universelle.“ - MOH, Burkina Faso
“Part of the problem is the financing of health system – there’s inverted funding to where the
health crisis really is, for example where tertiary health structures get higher funding than
secondary and primary health structures when the larger disease burden is at the primary
health care level.” – Civil Society Actor, Nigeria
“System elaborated well, but implementation is not functioning due to bottlenecks, for
example in authorizing funding.” – Donor, Tanzania
Health Systems Blocks
Stakeholders from all countries frequently cited that improving the service delivery package
was important for advancing UHC; stakeholders in Burkina Faso and Tanzania noted that policy,
pilots and initiatives to support service delivery were necessary key strategies. In Nigeria and
Tanzania, stakeholders cited ongoing policy, and pilots related to primary health care as high
priority areas to increase access to health services. Although stakeholders were aware of the
importance of strengthening health system blocks, they conveyed deficiencies related to the
following areas that have slowed implementation: supply chain for pharmaceuticals, services
offered at the facility level (preventive, curative, etc.), service delivery, the composition of the
primary care services, and service prioritization. Many of these perceived concerns mirror
barriers and challenges in Section 2.4.

2.2 Stakeholder Dynamics related to UHC Dialogue and Regional Initiatives
The team inquired about stakeholder engagement and collaboration in UHC efforts. Interviewees
discussed their perceptions of stakeholder inclusion in UHC decision-making process and existing
regional initiatives that foster collaboration and coordination among stakeholders.
•

Stakeholders noted that while country platforms existed, gaps in stakeholder involvement
(e.g., no or limited engagement of community members, academics, private sector and
stakeholders from other sector ministries) during the design phase of the UHC initiatives
resulted in limited engagement in the implementation of activities for UHC.
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•

Country level stakeholders suggested that there could be improved awareness of regional
initiatives that provide support to advance UHC.

Inclusive Design Process
Stakeholder groups from all the countries noted various degrees of participation in different
platforms and indicated that not all relevant actors – community members, academics and
private sector representatives – were represented in the UHC dialogue. Several country
stakeholders indicated that the public sector, civil society, and donors and funders were involved
in the design and implementation of UHC activities, but that others were excluded from the
dialogue. For example, in Uganda, interviewees noted minimal engagement with the private
sector, which contributes to mistrust between the public and private sector. Because of these
dynamics, many current decision-making processes are highly centralized and technocratic with
limited involvement of community or operational stakeholders. Global stakeholders identified
politicians and ministries other than those from the Ministry of Health (MOH) as excluded groups.
Some respondents from all the countries expressed that the absence of effective community
involvement and engagement in UHC-related activities at both the policy design and
implementation phases limits community knowledge of UHC and hinders UHC progress.
Box 3. Stakeholder Dynamics
“The more stakeholders you have the more points of view and perspectives you’ll get. You cannot
have a party alone” - Private sector, Tanzania
“There is no unifying platform that brings all the stakeholders together to focus on UHC.” Technician, Uganda
"Nous aimerions travailler avec le secteur informel (artisanat, commerce, etc.) pour pouvoir
prendre en charge les travailleurs informels ; Il y a des résistances à cette idée au niveau de
l’agence qui pense que le secteur informel est « son bébé ». Pour que cette idée devienne aussi
une réalité, il faut mettre en place un système de gouvernance approprié." Technical Expert,
Senegal
Regional Organizations and Initiatives
Country stakeholders indicated limited to moderate levels of awareness of, or collaboration
with, regional or sub-regional organizations that are involved in UHC initiatives in their
respective countries. Stakeholders who indicated awareness of these efforts varied by country.
The most common types of sub-regional organizations mentioned were sub-regional networks
and sub-regional economic communities. These include the EAC, the Southern African
Development Community (SADC), East African Health Care Federation (EAHF), WAHO, Economic
Community of West African States (ECOWAS) and West African Economic and Monetary Union
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(WAEMU). Other organizations mentioned included the World Health Organization and the
World Bank.
Respondents in Tanzania, Nigeria, Uganda, Burkina Faso and stakeholders from global
organizations cited that donors, funders and implementing partners were the main
stakeholders that collaborated with sub-regional organizations. Most collaboration efforts were
related to knowledge sharing and learning through participation in forums and events or through
sharing expertise in policy development and strategic planning. For example, stakeholders in
Senegal reported the role of regional organizations as supporting organization and system
process reform within the country.

2.3 Barriers and Challenges to Progressing toward UHC
All stakeholders identified barriers and challenges that could be clustered into technical (e.g. lack
of financial resources, fragmentation between plans or funding streams, public financial
management) and non-technical (e.g. political economy, socioeconomic barriers, poor use of
evidence) barriers to progressing toward UHC. Many of the specific barriers and challenges that
stakeholders raised overlapped with the perceptions of the degree of implementation of key
policies or strategies discussed in Section 2.1.
•

Stakeholders noted technical barriers, including limited ability to translate policy to
implementation and lack of clear implementation strategies, and non-technical barriers,
including lack of ownership, commitment, and stewardship for greater public sector
leadership, as limiting factors to accountability.

•

Stakeholders noted technical challenges (e.g., lack of a standard process for information
sharing and knowledge management) and non-technical challenges (e.g., organizational
or cultural barriers to knowledge exchange and lack of or insufficient use of evidence to
guide decision-making or research) for learning.

•

Collaboration tended to be characterized by ineffective engagement, poor stakeholder
inclusion, fragmentation of efforts and poor coordination of UHC platforms or the
strategic efforts of the health sector, donor partners and other sectors. Stakeholders also
raised non-technical logistics challenges (e.g. coordination of stakeholders to participate
in platforms and organization of UHC platforms).

•

Country, regional and global level stakeholders frequently cited technical barriers, such
as insufficient resources and inefficient allocation of existing resources, as limiting factors
to implementing policies and programs designed to advance UHC.

•

Respondents cited non-technical barriers, such as lack of capacity of human resources
(e.g., low workforce levels and skill capacity), and technical barriers, such as insufficient
supplies and commodities and inadequate infrastructure and service delivery systems, as
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major challenges to expanding accessibility, especially for vulnerable, remote
populations.
Enabling Environment: Accountability, Learning and Collaboration
Stakeholders noted mostly technical barriers, including limited ability to translate policy to
implementation, lack of ownership, commitment and stewardship for greater public sector
leadership, and lack of clear implementation strategies, as limiting factors to accountability.
Stakeholders in most countries (except Burkina Faso) cited that policies related to UHC exist, but
actual strategy implementation has been slow. For example, multiple public and private sector
interviewees in Nigeria stated that although the country had enacted laws and commitments to
support UHC, actual implementation has been slow. Respondents from Senegal and Uganda also
stated that there was political commitment by the government to policies, but no visible
implementation. In Uganda, many private sector respondents indicated the lack of supportive
supervision and political interference in recruitment of providers as components of poor
leadership. Global and regional interviewees also mentioned a deficiency related to the lack of
strategic policy and programmatic alignment within the health sector and across other social or
economic challenges. In some countries (e.g., Nigeria and Tanzania), interviewees stressed
fragmented and duplicative efforts due to the lack of a UHC plan or common approach. Although
respondents in Uganda mentioned lack of a UHC plan or common understanding of the UHC
concept less frequently than other challenges, many stakeholders cited the need to develop a
common approach to advancing UHC in the country.
Box 4. Barriers and Challenges to Accountability
“The MoH readily and wholly embraces international goals like SDG and UHC. But they have yet
to translate these commitments into action. Commitments have to be coupled with resources.”
- Researcher, Uganda
"…ce n’est pas normal que le Ministère de la Santé continue à gérer la CMU... Le Ministère de
la santé fait actuellement la production, l’assurance maladie, la régulation, le financement,
l’achat et le contrôle. Cela pose problème." - Technical Expert, Senegal
“Political will – laws are signed and commitments made, but actual actions don’t follow through,
for example, on the allocation for healthcare.” – Implementing Partner, Nigeria

Although most stakeholders indicated that there was some culture of learning or sharing in
their respective country or organization, stakeholders noted technical challenges (e.g., lack of
a standard process for information sharing and knowledge management) and non-technical
challenges (e.g., organizational or cultural barriers to knowledge exchange). In Tanzania,
stakeholders expressed that they shared knowledge or engaged in UHC-related topics in
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meetings, but standardized information sharing was not common. Respondents in Tanzania,
Senegal, and Nigeria noted lack of a dedicated entity or role for knowledge management made
it difficult to develop and maintain a standard process for sharing information on successes or
failures. As noted in Section 2.2, global and regional stakeholders cited that current learning is
donor-dependent and that there are insufficient platforms and opportunities for sharing and
adopting shared knowledge at the regional and country level. Stakeholders from Uganda and
Burkina Faso echoed this view. In Uganda, a stakeholder emphasized the gap in capacity and
expertise, noting that donor rather than country partners have all of the technical expertise
necessary to implement UHC-related policies.
Stakeholders in Nigeria, Tanzania and from regional organizations frequently mentioned lack
of or insufficient use of evidence to guide decision-making or research. For example, a civil
society actor in Nigeria mentioned that evidence should be, but currently is not, used for decision
making at the appropriate level of service delivery (e.g. primary care) in order to make
improvements. Similarly, a respondent in Senegal noted that the lack of actionable research and
insufficient knowledge management throughout institutions created barriers to sharing learning.
One non-technical barrier cited by stakeholders in Senegal was that research institutions tended
to opt to maintain ownership rather than share or develop joint knowledge products due to
perceived competition amongst academics.
All stakeholders frequently mentioned that collaboration tended to be characterized by
ineffective engagement, poor stakeholder inclusion, fragmentation of effort and poor
coordination of UHC platforms or the strategic efforts of the health sector, donor partners and
other sectors. Stakeholders from Senegal, Burkina Faso, and global organizations frequently cited
poor community outreach as a reason for their limited engagement in the UHC processes.
Stakeholders in Burkina Faso also noted that there is generally insufficient communication and
collaboration among stakeholders and sectors, which has prevented proper consultation with
and use of evidence from technicians and other ministries, such as the Ministry of the Economy,
Finance and Development. In Uganda, interviewees frequently mentioned the lack of community
and community leader involvement, as well as weak inter-sectoral collaboration (also highlighted
in Senegal and Burkina Faso) in the UHC dialogue as a barrier to collaboration across stakeholders
for UHC advancement. In Senegal, Tanzania, and Uganda, stakeholders indicated existing health
sector and UHC-related platforms, including technical working group meetings, multi-sectoral
network meetings, and Ministry of Health-led forums, as meeting infrequently and
inconsistently. Respondents in Tanzania noted that communication among stakeholders in these
platforms was fragmented, which prevented effective collaboration. They highlighted that these
platforms also lacked a clear direction or agreed upon agenda. Global level and country level
stakeholders from Nigeria, Senegal, and Tanzania frequently cited poor donor coordination,
including duplication and fragmentation, as a technical barrier to implementation of UHC-related
policies.
Stakeholders in Uganda, Nigeria and Senegal also mentioned non-technical logistical
challenges to coordinating platforms for UHC. Stakeholders in Uganda highlighted that there
was no central coordination mechanism for information sharing or general management (e.g.,
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managing the conversation and reaching a decision for action, managing participant invitations)
of platforms linked to UHC. In Nigeria and Senegal, stakeholders frequently mentioned that it
was logistically challenging to coordinate stakeholders effectively and to establish a multistakeholder environment for engagement and collaboration.
Box 5. Collaboration
“Pour le moment on travaille entre techniciens ; il y a une insuffisance de communication envers
la population en ce qui concerne l’AMU.” - Civil Society Actor, Burkina Faso
“Yes, involving a broader range of stakeholders can result to better responsiveness to consumers’
needs bringing solutions for reducing costs and innovations. On the other hand, the problem is
not involvement but the level of involvement and well as integrated solutions.” - Private Sector
Implementer, Tanzania
“Everybody is included but [the] degree of inclusion is important. MOF [and] key private sector
players need to be brought to the table. The others are civil society.” - Bilateral Agency, Global

Health Financing Functions
Country, regional and global level stakeholders frequently cited technical barriers, such as
insufficient financial resources and inefficient allocation of existing resources, as limiting
factors to implementing policies and programs designed to advance UHC. Respondents in
Nigeria and Tanzania stated that health sector funding was unreliable, with limited available
resources for service delivery improvement and program implementation. Additionally,
stakeholders in Tanzania indicated that existing resources are misallocated. Ugandan
stakeholders also noted that funding is not aligned with health priorities as stated in national
development strategies or UHC priorities as stated in MOH strategies. Interviewees in most
countries cited mobilization and collection of beneficiary contributions as a challenge. Other
challenges that regional level stakeholders raised were passive purchasing, limited country
budgetary autonomy, and gaps in health financing strategy, such as the lack of investment cases
for health and difficulty designing financing mechanisms that are complementary to existing
systems, and insufficient budget allocations.
Health Systems Blocks
Respondents cited lack of capacity of human resources (e.g., low workforce levels and skill
capacity), insufficient supplies and commodities, and inadequate infrastructure and service
delivery systems as major non-technical barriers to expanding accessibility, especially for
vulnerable, remote populations. In Uganda, Nigeria, Tanzania and global organizations,
interviewees frequently cited lack of training and clinical skills development opportunities as
barriers to ensuring quality health services and providers. For example, in Tanzania, community
members cited receiving low-quality care and insufficient numbers of health workers distributed
throughout communities. Further, regional stakeholders cited a gap in public sector skills
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compared to private sector staff. Respondents in Senegal agreed, indicating that public providers
were inefficient. Additionally, respondents in Uganda, Nigeria, Senegal and in global and regional
organizations frequently cited low levels of human resources due to staff attrition and
absenteeism as drivers to services delivery challenges. Interviewees in Senegal and Burkina Faso
frequently mentioned drug stock-outs as a barrier to providing quality health services. Further,
in Senegal, stakeholders stated that infrastructure and sanitary equipment were of poor quality
and not well maintained.

Box 6. Health Systems Blocks
“There are other overarching barriers like human resources (HR). The level of training and
technical competency varies. The competency of HR outside of Kampala is low.” - Private
Implementer, Uganda
“Health workforce is another issue- poorly trained, poor governance [and] lack of management
and administrative capacity.”- Bilateral Donor, Regional
“In health systems, health financing and governance are the bedrock because to determine
service delivery, HRH, MIS, pharmaceuticals, good financing and governance are required. If
foundation of health financing is weak, all other complementary systems are weak.” – Private
Implementer, Nigeria
2.4 Solutions and Innovations
ACS sought to identify promising practices and innovations to advancing UHC that were being
used or would be able to take a multi-stakeholder approach to learning, knowledge sharing and
accountability. All interviewees were asked to provide their opinion on innovative and promising
solutions and approaches present in their country that have the potential to accelerate progress
toward UHC. Stakeholders from Nigeria, Tanzania, Senegal, and from global and regional
organizations also identified regional solutions. Overall, interviewees did not share a common
definition of what constituted an innovation, which resulted in a variety of examples of solutions
and perceived innovations. Additionally, all respondents recommended or identified desired
solutions that they thought could advance UHC.
•

Stakeholders most frequently mentioned in-country solutions that addressed health
financing (illustrative list in Table 2). Respondents described desired solutions, such as
accountability frameworks, evidence sharing platforms, and broader stakeholder
engagement, to address accountability, learning, collaboration, and technical health
financing or health systems strengthening challenges.

•

Stakeholders described other efforts as solutions, such as implementing taxes on money
transfers (Gabon), earmarking tax to fund basic health care (Ghana), mHealth technology
through mobile payments (Kenya), public-private partnership (South Africa), that
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occurred outside of their country or as cross-country interventions occurring within the
country. The majority of examples of regional solutions that stakeholders identified were
related to health financing functions and health systems blocks.
Table 2 shows an illustrative list of current solutions and approaches that interviewees
mentioned. Many of the solutions address the challenges that were identified in Section 2.3, such
as poor stakeholder engagement and inclusion, limited knowledge sharing, lack of human
resource capacity and low levels of financial support.
Table 2: Country-level Innovations identified by interviewees by ACS Pillar
ACS Pillar
Accountability

Country
Burkina
Faso

Learning

Nigeria

Collaboration

Burkina
Faso

Health
Financing

Tanzania

Innovation
• Observatoire Communautaire d’Accès aux Services de
Santé (OCASS) “The Community Observatory for Access to
Health Services”: A community monitoring process that is
in place in Burkina Faso that is able to identify and signal
system failures and address them collaboratively at the
appropriate level.
• Nigerian Health Watch and Nigeria Healthcare:
Organizations that provide information around topical
health issues at state level; for example, which states are
passing new legislation on healthcare financing
• Training of non-skilled village health workers to be doorto-door health promoters
• Sectoral Dialogue Frameworks (CSD): Formal frameworks
for multi-sectoral collaboration that rely on the existing
organizational arrangements and bring together all the
actors in the sector (central and decentralized public
entities, private sector, civil society, technical and financial
partners) to supervise the implementation of sectoral
policies and strategies.
• Health committees: Health committees are formed by
health facilities to provide a setting for discourse on
important health issues such as mobilizing community
members to join a health insurance
• Direct Facility Financing (DFF): Direct provision of
government or external funds to a health facility to meet
the operational requirements of the health facility. Funds
bypass district and go straight to the facility.
• Result Based Financing (RBF): An instrument that links
financing to pre-determined results. Payments are made
only upon verification that the agreed-upon results have
actually been delivered to improve accountability.
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Nigeria

•

•

•

Uganda

•

Health Systems Nigeria
Blocks

•

Drug Revolving Fund (DRF): A strategy to ensure an
uninterrupted drug supply at primary health care facilities.
Revenue generated from the sale of drugs to patients is
used to purchase new drugs and ensure availability.
Impact Bond for Health: The Impact Bond is focused on a
particular health outcome, e.g. malaria, and benchmarks
are set against which investments would be made. Private
money is then put towards achieving this and investors
reap their investment once the result is achieved. It is not
fully implemented due to the failed health market.
Adoption Tree: Strategy that helps the private sector,
especially philanthropists, adopt low-income members of
the population and help them pre-pay for healthcare
premiums and insurance, thus increasing prepayment
coverage of the huge informal sector. The Adoption Tree
has not been fully implemented.
Maternal Health Voucher Program: Program that
subsidizes the cost of maternal and child health care via a
voucher.
Saving One Million Lives (SOML) Initiative: Launched by
the Nigeria Federal Ministry of Health and funded by the
World Bank, SOML tries to address issues of accessibility
of MNCH services for the vulnerable.

Recommended and Desired Solutions (not currently being implemented)
Country stakeholders frequently recommended the use of accountability frameworks and
supervision for monitoring and oversight to strengthen systems and processes to improve
accountability. Stakeholders across countries also mentioned the following set of activities as
potential technical solutions to improve governance: process management, the act of aligning
processes with strategic goals, establishing process measurement systems, and educating and
organizing managers so that they will manage processes effectively. In Nigeria and Tanzania
stakeholders emphasized the importance of harmonizing interests to improve accountability.
Respondents in Burkina Faso indicated that solutions that support flexibility and autonomy
among key health actors were necessary to strengthen governance and accountability.
Stakeholders from all countries and in regional organizations noted the need for solutions that
could increase learning, knowledge sharing and support actionable, evidence-based research
within and across borders. In Uganda, respondents suggested that the use of e-platforms could
increase evidence sharing. Additionally, country and regional level stakeholders desired more
capacity building opportunities. Respondents from Senegal, Burkina Faso, and Uganda stated
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that they needed better communication methods to promote a common understanding of UHC
and to drive progress and ownership of the UHC process.
Stakeholders from all countries and at the regional level suggested solutions to broaden
engagement, strengthen collaboration and communication, and improve dialogue across the
sectors. Stakeholders in Uganda, Nigeria and Burkina recommended that the health sector
increase involvement of community leaders and local officials in UHC dialogue. Respondents in
Uganda and Nigeria noted that to improve community involvement in the UHC process, solutions
will need to encourage engagement with civil society to coordinate UHC activities that drive
community engagement. Interviewees in Uganda, Tanzania and Burkina Faso also desired
solutions that could increase public-private partnerships.
Country-level stakeholders recommended solutions that could improve technical issues related
to health system strengthening, financial management, and efficient and sustainable financing.
Respondents in Tanzania, Nigeria, and Burkina Faso suggested developing funds and mechanisms
for financial management that could provide stable and continuous funding for UHC; other
interviewees desired solutions that could improve resource allocation and mobilization
strategies. For example, some respondents proposed that their country create a resource
mobilization strategy and develop mechanisms to receive regular and coordinated funds from
donors. In Nigeria, Tanzania, and Senegal respondents desired solutions that focused on
strengthening primary care, such as defining budgets specific to primary care or creating a
primary health care strategy to improve services. Stakeholders in Uganda, Nigeria and Senegal
cited the need for solutions focused on the social determinants of health and reorganization of
service delivery structures. For example, respondents proposed that different sectors could work
together to develop strategies to improve transportation to health facilities, which could improve
access to health, country infrastructure, and access to other services or economic opportunity. A
few stakeholders from Tanzania, Senegal, and Nigeria also suggested increasing the use of
technology such as telemedicine as a way for facilities to advance UHC.
2.5 Opportunities for ACS
One of the ACS goals was to validate the project’s approach by understanding if its three pillars
– accountability, learning, and collaboration – resonated with key needs of stakeholders to
advance their UHC goals. The ACS team asked respondents how ACS could support UHC
advancement in their country or organizations and what potential challenges that the ACS team
may face when beginning the implementation phase at the country and regional level. The ACS
team also asked country delegates who attended the ACS Regional Workshop to identify priority
areas that ACS co-develop or support during the project’s implementation phase. Country
delegates voted on priorities among key UHC implementation challenges, resulting in five priority
areas.
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Accountability
Stakeholders in all countries and in regional organizations frequently mentioned that ACS could
develop frameworks and instruments to strengthen and reinforce accountability and support
advocacy efforts. Country delegates at the ACS Regional Workshop also noted a current gap in
technical skills, tools, and approaches to hold the government accountable and an overall lack of
accountability due to poor governance and exclusion of stakeholders. Delegates also highlighted
limited political will to translate policy and commitment to action or additional funding.
Stakeholders stated that ACS could face challenges developing an inclusive process for
engagement. Additionally, some respondents stated that ACS could be challenged by limited
transparency among stakeholders and partners, which will require trust-building during the
engagement process.
Illustrative examples:
•
•
•

Develop tools to strengthen monitoring and supervision over the M&E process, including
validating results, to advance UHC (Burking Faso and Senegal)
Support advocacy campaigns and build momentum toward UHC (regional stakeholders)
Support budget tracking and monitor accountability of funds (Uganda, Nigeria and
Tanzania)

Learning
Country and regional level stakeholders indicated that ACS should support knowledge sharing,
actionable and evidence-based research, capacity building, and the development of a common
understanding of UHC. Country delegates selected health services (infrastructure, human
resources for health, and quality) and health financing (e.g., inefficient use of funds and financial
sustainability) as priority areas for ACS. These areas could be incorporated into learning agendas.
Respondents noted that ACS should ensure that findings are accessible to all stakeholders.
Furthermore, stakeholders highlighted that ACS would need to find a balance between regional
and country priorities and learning areas to limit duplication of effort.
Illustrative examples:
•
•
•
•
•

Support the development of electronic platforms that encourage information sharing
(Uganda, Senegal;)
Support cross-country sharing opportunities related to UHC and health financing
(Uganda, Burkina Faso;)
Document learnings, innovations and best practices (Burkina Faso;)
Evaluate and improve existing financing systems (e.g., insurance mechanisms,
sustainability of systems) (Tanzania, Nigeria;)
Support evidence generation (regional, Senegal).
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•
•
•

Understand how to develop and maintain the technological infrastructure behind MOH
databases and dashboards (Nigeria;)
Support leadership training for UHC (Tanzania;)
Support developing a common understanding of UHC across different partners (Uganda,
Burkina Faso).

Collaboration
Stakeholders from most countries and in regional organizations suggested that ACS could
promote stakeholder inclusion, play a logistics and coordination role and participate in forums
on UHC as a collaborator and facilitator. Country delegates at the regional workshop also viewed
expanding inclusion as a priority area for ACS. Interviewees stated that ACS should identify and
facilitate bringing together legitimate and relevant partners to promote knowledge sharing,
especially for those who are not currently involved in the UHC dialogue. However, opinions on
which groups to strengthen collaboration with varied by country. Stakeholders noted potential
logistics challenges related to establishing platforms or environments that are inclusive or
working with existing platforms, which vary in terms of effectiveness or degree of organization.
Interviewees also stated that ACS could face challenges in involving key stakeholders across
communities and sectors. Stakeholders indicated that the current lack of standardized
mechanisms and processes for engagement, as well as limited levels of trust across stakeholders,
could dampen the project’s collaboration agenda. Stakeholders also suggested that ACS should
be willing to work with existing interventions or platforms for UHC.
Illustrative examples:
•
•
•
•
•
•

Expand engagement of communities (Burkina Faso and Uganda) and private sector
(Uganda;)
Strengthen overall collaboration and communication across partners (regional;)
Coordinate logistics related to UHC collaboration (all, except Uganda;)
Support for regional interventions and developing platforms to encourage collaboration
for UHC (regional;)
Participate in international forums and events organized by regional economic bodies,
potentially through co-developing content for sessions with regional organizations
(regional;)
Attend national and local events country-level events organized by associations, alliances
or the government and participate in existing multi-sectoral programs on the continent
(Tanzania, Burkina Faso).

Discussion
Stakeholders are participating in activities related to UHC and have been able to identify policies
and strategies that seek to advance UHC, but ongoing efforts need to improve to help alleviate
many of the challenges respondents are facing in helping to advance UHC concretely. Overall,
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there is a strong desire to find and design effective solutions to these barriers. The ACS approach
and its three pillars – accountability, learning and collaboration – resonated with stakeholders
throughout the consultation phase, as many respondents identified challenges, desired or
existing solutions and priority areas for ACS support within these three focus areas. Recurring
themes such as governance, engagement, knowledge sharing, the existence and implementation
of policies and plans related to UHC and health financing, resource mobilization, outcome areas
(e.g. sustainability, efficiency), and service delivery map onto the ACS pillars of accountability,
collaboration, learning, and other areas of focus, health financing and health systems.
The main reasons cited for limited UHC progress are the weak or slow implementation of policies,
the lack of a common approach to advancing UHC and a lack of political will. Some of the root
causes of slow policy implementation likely include lack of or inefficient allocation of financial
resources, lack of evidence and use of evidence as it relates to UHC interventions, and lack of
capacity of human resources to deliver quality health services that are included in policy. The
main reasons for the lack of a common approach to advancing UHC are varying levels of
stakeholder knowledge of UHC, different and misaligned UHC priorities among stakeholders and
uncoordinated UHC dialogue. Not all relevant stakeholders are involved in these dialogues,
leading to further fragmentation of effort and understanding of UHC. Furthermore, there is
limited public sector ownership of UHC and commitment to action, which impedes UHC progress
and government accountability.
ACS Next Steps
The ACS team is well-positioned to address many of the priority support areas identified by
stakeholders. In a first phase, ACS will prioritize activities related to developing frameworks,
processes, and toolkits to advance UHC as well as to improve accountability and governance. The
team will also focus on creating opportunities for knowledge sharing, learning, and collaboration
through country-level platforms and regional-level collaboratives. ACS will also provide
facilitation support to some existing country processes for UHC. ACS will also engage with country
and regional level stakeholders in non-technical (e.g., communications) and technical (e.g.,
strategic purchasing and pooling) skillsets through the project’s regional learning agenda(s). The
team will also foster the use of strategic communications tools, promote advocacy, awareness,
and avenues to help countries build a common understanding of UHC. Guided by its demanddriven approach and in order to build and sustain inclusive UHC processes, the ACS team will
continue to consult with and convene diverse profiles of stakeholders at country, regional and
global levels, and to promote vital voices that may be excluded form UHC dialogue.
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Annex A: Methodology
Rapid Assessment
Rapid Assessment and Scoping Criteria Overview
A rapid assessment was conducted between June 7, 2017, and August 21, 2017, on sixteen West
and East African countries that were being considered for the African Collaborative for Health
Financing Solutions (ACS) project. Prior to the review, the team developed a set of scoping criteria
to evaluate windows of opportunities, national health system characteristics, policies, processes,
and innovations (see Table 1). The scoping criteria included information on the demographics,
policy environment, public and private sector innovation, existing stakeholders, donor support,
and team connections.
The ACS team scored all of the sections described above, except for demographic information,
on a scale of one to five. Data were divided into two categories: (1) we defined “objective” as
information gathered through the desk review, and (2) we defined “subjective” as information
gathered through team member experience or knowledge of a specific country. The ACS team
captured the information in a table, with data and references sorted by country.
Data Sources
The ACS team used a variety of data sources to gather the information needed for the objective
component of the rapid assessment. Primary resources included government websites (e.g., the
Ministry of Health (MOH) or Ministry of Finance (MOF)) and national health policy and health
financing policy plans. Data from the World Health Organization (WHO) and the World Bank were
used where possible, with the World Bank being used primarily for researching demographic
information. Additional data sources included: National Health Account data, national budgets,
speeches, news articles, and existing health financing country profiles developed by USAID, the
WHO, and the World Bank, and information from development partner and regional organization
websites.
In addition to the desk research to collect information, addressing the subjective component
required ACS team members to provide input based on past experience or existing knowledge.
For example, for the stakeholder and in-country connection components, ACS team members
provided information regarding team members present in country, existing relationships with
the MOF and/or MOH in country, expert connections (in reference to civil society organizations
(CSOs), academics, innovators, etc.), and knowledge of country connections to regional entities.
ACS team members also contributed subjective comments, where applicable, to the table based
on their on-the-ground experience in the selected countries.
Scoring
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After consulting with USAID, the ACS team implemented a transparent scoring and decisionmaking process to decide which of the sixteen countries to select for testing and deeper
consultation. The ACS team assigned teams of two members to score specific countries (team
assignments were based on prior experience or expertise related to that country); the whole ACS
team then discussed findings on a monthly team call. This process occurred twice.
Prior to the review, the ACS team assigned points and weights based on the number of subcategories in each of the four main criteria categories (enabling environment, stakeholder mix,
donor support and connections).
Stakeholder Mix had a weight of 1.5, while all other criteria had a weight of one. Each subcategory
received a grading of low, medium or high (one, three or five points) in the objective and
subjective categories. The total possible score a country could receive was 115 points. Countries
with a total score of less than 56 (less than 50 percent) received a “no” decision; countries with
a total score between 57 and 91 (more than 5 percent but less than 80 percent) received a
“maybe” decision; and countries with a total score of more than 92 (more than 80 percent)
received a “yes” decision. A raw score was calculated for each country. Additionally, each country
received an adjusted score, meaning that the total possible points were adjusted for lack of
information in objective or subjective sub-categories. The scores per country remained relatively
consistent between the raw and adjusted scores.
Country Selection
Countries with scores of 50 percent or higher were considered in the selection of test and
consultation countries. Based on the scoring and team input, eight countries were initially
considered: Benin, Senegal, Burkina Faso, Tanzania, Nigeria, Uganda, Ghana, and Kenya. Ghana
and Kenya were excluded from the final selection due to political and safety concerns. Based on
regional connections, team connections, travel dates, and country engagement, Uganda and
Burkina Faso were selected as the two test countries. Benin, Senegal, Tanzania, and Nigeria were
selected as the consultation countries. After excluding Ghana and Kenya, the two countries with
the next highest scores were Ethiopia and Malawi; these were selected as potential backup
countries.
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Table 1: Scoping Criteria Indicators
Descriptive Dashboard
Demographics
Population size
Urban:Rural (population)
Government
Political leader
Type of government
Fiscal year
Life expectancy at birth m/f (years)
Top 3 burden of disease and funding priority
By mortality
By DALYs
By funding priority
Sources of funding
Private Health Expenditure (PvtHE) as % of Total Health Expenditure (THE)
General government expenditure on health as a percentage of total expenditure on health
Out of Pocket Expenditure (OOPS) as % of Total Health Expenditure (THE)
DAH as % of THE
Total Health Expenditure
Total Expenditure on Health per Capita
Total Health Expenditure (THE) % Gross Domestic Product (GDP)
Public Funds for Health % General Government Expenditure (GGE) (excluding external resources)
National commitments for health (amount)
Health coverage
Health equity
Financial protection
Access to care
Is there an explicit benefits package?
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Health worker density and distribution
Health System Characteristics
What types of pooling arrangements (public and private) exist?
What types of purchasing arrangements (public and private) exist?
Public:private provision
Evaluation
Enabling Environment
Existence of consultative, collaborative or participatory processes
Existence of strong policy champions and/or honest brokers (e.g. yes/no, #, and names)
Innovations in implementing UHC and health financing interventions are documented
Key Policies in Place and Being Implemented (*to assess through comments/ during in country visits: funding, monitoring,
additional commitments)
Existence of policy and/or consultative platforms (Types of platforms include SwAPs, Joint Planning Commissions, Presidential
Round Tables (Kenya and Tanzania), Public-Private Health Forums (Uganda, Tanzania)
Stakeholder Mix
Government is open to and actively engages a diverse range of non-state stakeholders in key ministry policy, planning,
implementation and monitoring initiatives (MOH, MOF, Social Protection, Labor, Education)
Non-state stakeholders organized into representatives and/or member organizations (*to assess through comments/ during
in country visits: Legitimacy and recognition, representatives)
Presence of regional partner staff and/or office
Donor Support
Diverse range of donors supporting health system strengthening and health financing reforms
Partner Connections
Presence of ACS partner staff and/or office
Safety
Safety/Security
Decentralized or centralized?
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Instrument Design
While the questions were designed specifically for each category, all the questionnaires aimed to
answer the five key questions listed below:
1. How are different stakeholders engaged to support movement towards UHC? What is
their understanding of stakeholder dynamics around UHC?
2. Is there a set of commonly perceived barriers to advancing the implementation of UHC
policies, including environmental challenges?
3. Are there promising approaches and innovations to advancing UHC at country level that
are conducive to a multi-stakeholder approach?
4. Do ACS’s assumptions on approach and project structure resonate across stakeholders?
Specifically, are the project functions of collaboration, learning, and accountability
reflected as key needs for stakeholders to advance their UHC goals?
5. What would be most helpful and relevant in terms of collaborative support that ACS can
provide?
Stakeholder Mapping
The ACS team applied selection criteria (Table 2) to identify individuals in the following groups of
stakeholders/target audiences to include in interviews:
1. Politicians: Ministries, Parliament, Local government, etc.
2. Technicians: specialists in office, central Directorates, planning, regulatory bodies, etc.
3. Public sector Implementers: providers, operational health administration, etc.
4. Development partners: Donors, Technical assistants, etc.
5. Private sector Implementers: for-profit / not-for-profit providers, investment group
representatives, etc.
6. Civil society: profession orders, community group representatives, activists, patient groups
or service users/consumers, etc.
7. Researchers: academics, specialists in public and/or private research centers, consultants,
etc.
Analytic Team Composition
The analytic team included a total of six ACS team members, with groups of two participating in
the data analysis for French and English country surveys respectively, and one person charged
with entry of regional and country questionnaires (with support from a TBD French speaker on
the French interviews). One person from R4D external to the ACS project provided an overall
Q/A role.
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Table 2. Selection Criteria for Global, Regional and Country Stakeholders
Criteria
Global Stakeholder Definition
Regional Stakeholder Definition
Can influence and/or persuade Can influence and/or persuade global-,
1. Political
globaland
regional-level regional- and country-level stakeholders on
stakeholders on UHC
UHC
Recognized by global and regional
2. Legitimacy stakeholders as leader and/or Recognized by global and regional
technical authority on UHC and/or stakeholders as leader and/or technical
regional learning
authority on UHC and/or regional learning
Has convening power to mobilize
2. Access
global and regional stakeholders to Has convening power to mobilize regionalengage on key topics such as UHC and country-level stakeholders to engage on
and regional learning
key topics such as UHC and regional learning
Has expertise and/or experience in Has expertise and/or experience in technical
4. Expertise
technical areas (e.g. HFS, HSS, SSA, areas (e.g. HFS, HSS, SSA, UHC) related to
UHC) related to UHC and/or joint UHC and/or joint learning
learning
Brings
financial
and
other Brings complimentary resources (e.g.
5. Resources resources, such as USAID funding, platform, regional presence, staff, visibility),
to ACS initiatives
including USAID funds to UHC and/or joint
learning
Available
to
participate
in Available to participate in consultation
6. Availability consultation
interviews
and interviews and interested in ACS program
interested in ACS program activities activities
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Annex B: Key Takeaways from Regional Workshop
In February 2018, the ACS team hosted a regional workshop with attendees from the countries
consulted, country delegates from other East and West African countries, and attendees from
global and regional organizations. Each session of the workshop was intended to cross-pollinate
inputs from participants representing various countries, organizations at the sub-regional level,
and implementing partners to foster fresh perspectives, learning, and collaboration. From the
notes produced during each session, we can formulate several key takeaways.
1. The desire for regional collaboration/learning around implementation experience is
clear. Developing/building on platforms and tools to do this should be an ACS priority.
Sub-regions have their own unique strengths and weaknesses and there is considerable
potential for shared learning to inform each other’s efforts. Fostering learning and
adaptation among countries and regions should be a key value of the ACS project.
2. The workshop highlighted the need to build the capacity of all actors for accountability
and monitoring of UHC processes. Clearly defining roles and responsibilities among actors
in the UHC space is a critical first step.
3. There is a need for a structured process at the country level inclusive of stakeholders to
define an overarching framework for UHC, to align definitions and interventions, and to
include and jointly monitor key performance indicators.
4. It is important to mobilize stakeholders (in the broader civil society sector, among elected
leaders, in the private sector, and across government) – to create a “UHC movement.”
5. Financial sustainability of UHC models is a consistent concern across countries. Greater
emphasis should be placed on better use of existing resources, and also creating more
evidence for advocating for incremental (or, increased) investments in health.
6. Participants recognized the value-add in spotlighting vital voices to the UHC dialogue,
both to bring the important perspective of the intended beneficiaries of UHC, and to build
common understanding of goals and actions to support them.
7. There is demand for capacity strengthening in strategic communications among various
sectors to promote understanding, collaboration, and momentum for UHC.
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Annex C: List of Definitions
Macro Theme Abbreviations
Macro Theme
Monitoring and Oversight
Commitment
Advocacy and Awareness
Use of Evidence
Governance
Tools, Frameworks, Processes
Engagement
Policies and Plans
Communications
Capacity Building
Knowledge
Collaboration
Coordination
Resource Mobilization
Strategic Purchasing
Outcome Area
Service Delivery
Health Systems Strengthening
Pooling

Abbreviation
MO
CO
AA
EVD
GO
TFP
ENG
PP
COMMS
CB
KNO
COLLAB
COOR
RM
SP
OA
SD
HSS
POOL

Definitions of Themes sorted by Macro Theme
Theme/sub-theme
AA – general

AA - support activities

AA - system reform
CB - financial skills

Definition
General support for or participation in activities
meant to influence decisions and perspectives
of UHC and the health system
Activity or function required for successful
completion of a process, program, or project
related to advocacy and awareness.
Using advocacy and increasing awareness as
tools to build momentum for health system
reform
Action of teaching a person a particular skill
related to finance
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CB – general
CB - general Training
CB - Health Financing
CB - HR training

Teaching and strengthening health-related
skills to individuals, organizations, or
communities to improve capabilities and
processes
Action of teaching a person a particular skill
Action of teaching a person a particular skill
related to mobilization of funds for health care.
Action of teaching or improving the skillset of
professionals in the health sector

CB - impact of platforms

Building capacity of platforms (the place and/or
group for public discussion that allows
someone to tell a large number of people about
an idea, product, etc.) to have a strong effect on
someone or something.

CB - leadership skills

Action of teaching or improving the skillset of
leaders (public or private) in the health sector

CB - private sector accountability

Action of teaching or improving the skillset of
individuals, communities or organizations to
hold the private sector accountable to its
actions

CB - technical skills
CO - existence of commitment

Action of teaching a person a particular skill and
its techniques related to UHC and healthcare
the state or quality of being dedicated to a
cause, activity, etc. In this case, it is the
commitment to achieving UHC.

CO - Level of commitment

the amount or strength of dedication to a
cause, activity, etc. In this case, the cause is
UHC.

CO - nonexistence of commitment

lack of dedication to a cause, activity, etc. In this
case, it is the lack of commitment to achieving
UHC.

COMMS - between stakeholders

COMMS - common understanding of general topics
COMMS - common understanding of UHC concept

central theme, idea, thoughts and opinions on
health-related matters shared between
different
individuals,
organizations
or
communities
an agreement of opinion or feeling on topics
related to health
an agreement of opinion or feeling on UHC and
its definition
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COMMS -General

The imparting or exchanging of information or
news.

COMMS -Tools

a device or implement used to carry out a
particular function, in this case communication.

COMMS-Messaging

a short communication sent from one
person/group to another or the central theme
or idea of a communication.

COOR - organization/logistics

The act or process of planning and arranging
the different parts of an event or activity and
the things that must be done to plan and
organize a complicated activity or event that
involves many people

COOR – stakeholders

Coordination of a person, group, or
organization with an interest or concern in
something, specifically UHC.

COOR -IT systems

Coordination of various computer systems or
set of components for collecting, creating,
storing,
processing,
and
distributing
information in order to advance UHC

ENG - Civil Society

Engagement with active citizens, the media and
organizations representing the population
through collective action

ENG – Community

ENG – consistency
ENG – general

ENG - hands-on approaches

ENG – inclusion

Engagement with members of the community,
including beneficiaries and local leaders
Engagement that is frequent, coordinated and
occurs the same number of times throughout a
specific period (month, year, etc.)
the act of engaging or condition of being
engaged
Active engagement that occurs along with
gaining knowledge by actually doing something
rather than learning about it from books,
lectures, etc.
Engagement that brings everyone within a
group together, not leaving anyone out
because of their race, gender, social status,
organizational background, etc.
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ENG - none excluded
ENG – participation

ENG – platforms

None excluded from UHC dialogue and
engagement
engagement through involving others in doing
something: to take part in an activity or event
with others
Engagement through a place and/or group for
public discussion that allows someone to tell a
large number of people about an idea, product,
etc.

ENG - Regional level

Engagement with organizations that are
existing or occurring above a national level :
relating to or being a group or region within a
continent

ENG - standard process

a minimum set of procedures defined and
approved for use by an organization to organize
and follow-through on engagement with other
stakeholders

ENG -academia

Engagement with members of academic or
research institutions or communities pursuing
research, education, and scholarship.

ENG -government

ENG -subnational levels

ENG-Private sector
EVD - Data based decision making

EVD - Research and data collection

Engaging with the governing body of a nation,
state, or community. In this case, we primarily
refer to national and state level governments
Engagement with organizations existing or
occurring below a national level : relating to or
being a group or region within a nation. a
subnational government.
Engagement with a set of non-public actors
who are performing for profit or not-for-profit.
Use of evidence-based information to make
decisions related to UHC and the health sector,
including budgets and interventions
Process of gathering and measuring
information on variables of interest, in an
established systematic fashion that enables one
to answer stated research questions, test
hypotheses, and evaluate outcomes
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Geographical barriers

GO - political will

GO – Corruption
GO - fragmentation of efforts
GO – general

GO - Goals, structure, process

GO – Motivation

GO - political environment

refers to objects/features, such as mountains,
that physically block access to health services or
other health-related programs
Motivation, official commitment and action
taken to develop and implement real solutions
for an issue facing a population, in this case for
UHC
Dishonest actions taken by individuals with
power and/or authority
Disorganization of the total work done to
achieve a particular end
general ability to effectively and positively
govern a population or process that results in
action
Developing a structure or process with clear
roles and responsibilities in order to achieve
and set agreed upon goals and activities
Willingness of an individual or group in power,
in this case the government, to take action
toward implementing activities, strategies,
plans or goals (for UHC)
The state, government and its institutions and
legislations and the public and private
stakeholders who operate and interact with or
influence the system

GO - power dynamics

Interactions between individuals or groups of
people, where certain individuals or groups
have more authority or influencing power over
another (due to status, income, gender, race,
position (e.g. governor, executive director), or
other factors)

GO - Process management

the act of aligning processes with an
organization's strategic goals, designing and
implementing
process
architectures,
establishing process measurement systems,
and educating and organizing managers so that
they will manage processes effectively.
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GO - public sector leadership

GO - trust and confidence building

HSS – general
HSS - HR Staffing levels
HSS - IT systems

HSS - Provision of drugs and commodities
HSS - Use of technology

the act of a member of the public sector leading
stakeholders in UHC

improving the firm belief of stakeholders in the
reliability, truth, ability, or strength of someone
(government) or something (UHC).
Improving health outcomes through engaging
in activities such as improving the capabilities of
human resources, increasing the use of
technology, or improving infrastructure
Scale of human resources in practice
Set of hardware and software for collecting,
creating, storing, processing, and distributing
information within an organization
Ability to provide drugs, materials, products
and other supplies necessary to provide high
quality health goods & services
Behavior consisting in using technological tools

KNO - best practices

Promotion or exchange of information on a
process or method that represents the most
effective way of achieving a specific objective,
or which has been proven to work well and
produce good results, and is thus
recommended as a model

KNO – learning

Support or provision of platforms to increase
the ability of individuals and communities
(national or international) to gain new
knowledge

KNO - perception of sharing culture

Understanding of if or how mechanisms or
opportunities exist to promote information
exchange among individuals, organizations or
populations

KNO - perception of learning culture

Understanding of if or how mechanisms or
opportunities exist to promote learning for
individuals, organizations or populations
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KNO – sharing

an activity through which knowledge (namely,
information, skills, or expertise) is exchanged
among people, friends, families, communities,
or organizations.

KNO - use of IT systems

ability to effectively use the features of an
information technology system in the health
context

KNO - use of shared knowledge

Read and apply shared knowledge related to
health and UHC to positively impact the health
sector, policy, populations or health outcomes

MO – Accountability

MO - Accountability status

existence or nonexistence of the obligation of
an individual or organization to account for its
activities, accept responsibility for them, and to
disclose the results in a transparent manner.
Perception of the government being held to
account within a country or region

MO - Budget tracking

monitoring the amount and use of funds
allocated to the health sector or activities
within the health sector

MO - Accountability instruments

Development or use of tools, frameworks or
processes for individuals, groups, etc. to hold
different actors accountable for their actions,
monitor different actors' actions, and reinforce
existing rules or policies related to
accountability

MO - M&E

OA - accessibility/affordability

OA - health improvements

techniques that may be used to track or
evaluate progress toward specific objectives by
a set of responsible actors. Links to concepts of
accountability and transparency
Opportunity to obtain health care that leads to
satisfactory outcomes. It depends on
availability,
geographic
and
financial
accessibility, convenience and acceptability of
services.
Progress made in the state of available
knowledge
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OA - improve PHC

Improve outcomes and systems related to
essential health care based on scientifically
sound and socially acceptable methods,
universally accessible to individuals and
families with their full participation at a cost
that the community and country can afford

OA - supply side

Organization in place to provide healthcare to
beneficiaries

OA- effectiveness

Measure of how well money is spent with
regard to generating health or other outcomes.
Can be linked to the measure of cost
effectiveness, which shows how well money is
being spent for a particular outcome relative to
the cost of generating that outcome

OA- Efficiency

OA- Equity

OA- Sustainability
Pace of progress

May refer to either allocation or ultimate use of
funds in a way that maximizes value for money
Refers to the concept of access or payment
according to need and/or ability to pay.
Different from the concept of equality, where
each person or individual receives or pays the
same amount
The concept that current and future funding
levels can be efficiently and adequately
maintained into the future according to need
rate of forward or onward movement toward a
destination or goal (UHC)

Public Financial Management (PFM)

refers to the systems, processes and
capabilities required to manage funding flows
across the budget cycle, from budget
formulation and allocation, to execution and
monitoring

POOL- Procurement

Refers to mechanisms that group purchases of
goods (drugs, commodities, etc.) from across
entities (facilities, districts, etc.) into larger
orders to enhance purchasing power from a
single agent or across agents
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POOL-Funding

PP - alignment with national and international agenda

PP – general

PP - general health systems

refers to where funds between schemes or
from different sources are grouped into a single
stream to enlarge a funding pool. When linked
to patient payments, can create a reduction of
risk by expanding the size of a "risk" pool so
that the contributions from one, potentially
high-risk group are not completely depleted.
Also
linked
to
the
concept
of
progressivity/regressivity
Policies, plans and strategies related to UHC
that are in line with other national strategies
(e.g. economic development, social welfare) or
international strategies for UHC
Policies, plans and strategies developed to
improve the health sector
Combination of resources, organization,
financing and management that culminate in
the delivery of health services to the population

PP - general HF strategies

Strategies that support health financing in
country. May be strategic plans, health policies,
investment cases, PPP policies, or other
strategies

PP - Health insurance

Refers to a system by which patients pay in
advance for health care services. May include
either public or private mechanisms, and or
universal schemes or those targeted at specific
sub-sections of the population

PP – learning

PP - primary care

Policies, plans and strategies designed to
improve learning in country and across
stakeholders
Policies, plans and strategies related to
essential health care based on scientifically
sound and socially acceptable methods,
universally accessible to individuals and
families with their full participation at a cost
that the community and country can afford in a
spirit of self-reliance and self-determination
(Alma-Ata Declaration)
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PP - translating to action/implementation

Different options to turn policy into concrete
actions so to actively address preidentified
needs, including systems, processes, pilot
programs, etc.

PP - UHC strategy and systems support

a plan of action or policy designed to achieve a
major or overall aim (UHC) with the provision of
services and material necessary for the use and
improvement of a system during its lifecycle.

PP - understanding of impact
RM - demand side - lending

Relative level of knowledge of the positive or
negative effects a policy has had on a
population or health outcome
refers to financial aid to patients to help them
access health care services

RM - external resources

Refers to resources generated from or provided
from outside of a country. Includes
development assistance for health and foreign
investment

RM - financial support

Sustainable, efficient, effective and dedicated
funding to the health sector. Although
respondents may have included these types of
mechanisms in their definitions, does not
include references to demand side financing or
"innovative" funding mechanisms, or DRMwhere these were explicitly referenced, they
have been called out separately.

RM- alternate sources

May be synonymous in some cases with
innovative funding, but generally refers to nondomestic government sources of funding for
health care

RM- Demand side- Contributions

Refers to demand side financing through
money paid by patients, usually in the context
of an insurance scheme, in advance to access
goods and services. Payment amounts may
differ by patient factors such as wealth,
geographic location, family size, employment
background, etc.
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RM- Demand side- user fees

RM- Demand side- vouchers

RM- Private sector
RM-DRM

Scaling

SD - Coverage plan
SD - Delivery organization and infrastructure
SD - Delivery package

Refers to demand side financing using user
fees, where patients pay all or a portion of
health care costs at point of service instead of
in advance
Refers to provision of a voucher, often to
targeted segments of the population, that will
allow access to services without payment. May
also refer to a voucher received from service
providers by patients to reward access to
services (for instance, food vouchers in
exchange for vaccinating children)
Refers explicitly to sources of financing that
come from the private sector (commercial)
strategies to increase domestic revenue for
health
Spread or diffusion of intervention aimed at
improving health outcomes or progressing
toward UHC at community, state, national or
international level
Detailed proposal for existing and new facility
locations relative to population concentration
and need to ensure access to care
Set of physical and procedural structures
needed for the health system operations
Set of health services provided to the
consumers. May include a basic package or list
of services that can be positive or negative

SD - Demand adequacy

State of the integration of the patient
expectations and needs in the service delivery
approach

SD - Health seeking behavior

Action undertaken by individuals who perceive
themselves to have a health problem or to be ill
for the purpose of finding an appropriate
remedy

SD - Quality of services

Extent to which health care services provided to
individuals and patient populations improve
desired health outcomes
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Differences (inequalities) in gender, ethnicity,
race, religion or socioeconomic status between
individuals or groups that influence their health
seeking behavior and prevent them from
accessing to health services

Social barriers and attitudes

refers to specific policies or activities related to
results-based financing or pay for performance.
Linked to specific financing schemes that are
meant to incentivize delivery of goods or
services based on augmented payment for
results achieved
refers to general strategic purchasing, or the
contracting of health service providers in ways
that optimize value for money. May include
capitation, DRGs, etc. In some contexts, may
also refer to strategic purchasing of goods.

SP- RBF

SP-General

TFP – accountability

Tools or processes used to measure levels of
accountability at community, state or national
levels

TFP - Financing systems

Refers to supporting systems and architecture
that help improve the transparency,
accountability and efficiency of financial flows

TFP - Financing tools

Quantitative or qualitative approaches or
analytic processes that can be used to answer
questions related to health financing
Development, use or improvement of standard
processes and tools that can be used to achieve
a goal or enhance a system
Promulgation of rules that govern the
execution of operations as part of
implementation of policy objectives

TFP - Priority process and tools

TFP – Regulation

Stakeholder Type Definitions
Stakeholder Types

Definition

Health
providers
and
Public sector service providers administrators that work for a
and administrators
government organization and/or
are provided by the government
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Civil
society
(umbrella
organizations, health services
consumers, local/community
leaders and associations)

Group of people, often living in a
defined geographical area, who
may share a common culture,
values and norms, and are arranged
in a social structure according to
relationships which the community
has developed over a period of time

Community (general)

Donors/funders/implementing
partners

Politicians
policymakers/technicians

a society(ies) considered as a
community of citizens linked by
common interests and collective
activity.

Donor/funder
a
person/organization who donates
something, particularly money to a
fund or charity for a particular
purpose.
Implementing partner - an
associate government or nongovernment entity or agency that
supplements the works of a larger
organization or agency by helping
to
carry
out
institutional
arrangements in line with the larger
organization's goals and objectives.

people who are professionally
involved in politics, especially as a
holder of or a candidate for an
and elected office and members of a
government
department,
legislature, or other organization
who is responsible for making new
rules, laws, etc.

Private Sector (including start- Set of non public actors who are
ups, innovators, and for-profit, performing for profit or not-fornot-for-profit health providers) profit.
Regional Economic Body

individual countries in subregions
(of Africa) come together for the
purposes of achieving greater
economic integration.
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Research and academia

the systematic investigation into
and study of materials and sources
in order to establish facts and reach
new
conclusions
by/in
an
environment
or
community
concerned with the pursuit of
research,
education,
and
scholarship.
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