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1.0: INTRODUCTION
The immediate post-colonial era in Africa was
hopeful, confident and ambitious, and significant
progress was registered in many countries. The clarion
call by our then-political leaders, and the stated purpose
of independence, was to rid Africa of poverty, disease
and ignorance. This early progress was reversed by
poor governance and economic challenges, occasioned
by the collapse of commodity prices and the sharp rise
in the price of oil. African countries were mismanaged,
impoverished by the collapse of their economies, and
reduced to beggars, dependent on foreign aid (Omaswa
and Crisp 2014). This situation promoted a mindset of
dependency in African countries not only for money but
also for vision, ideas and local solutions. The African selfconfidence and the can-do attitude of the immediate
post-independence period was accordingly eroded
by the imposition of many inappropriate solutions to
African problems by external actors, resulting in retarded
development and instability.
The derailment of Africa’s progress by poor
governance and perverse external influence is well
typified by the evolution of Africa’s health policy.
Healthcare policy in the early post-colonial period
(1960s to 1980s, approximately) in Africa was driven
by independent African governments. Healthcare was
considered a human right, underpinned by the guiding
principle of universal access to healthcare (Gros 2016).
Healthcare services were predominantly financed
by taxes and were mostly offered for free at the point

of care. This early post-colonial period was therefore
aligned to the global recognition of health as a human
right, and the 1978 Alma Ata declaration to which African
countries ascribed (WHO 1978). It could be argued that
had Africa maintained this trajectory, the continent would
be closer to achieving Universal Health Coverage (UHC)
today. However, collapsed economies that occasioned
aid dependence opened the door for external influence
on Africa’s health policy. Healthcare policy in the late
post-independence period (after 1980) was driven by
external actors and was characterised by an imposition
of neoliberal policies, in the form of Structural Adjustment
Programmes (SAPs) that had devastating long and shortterm consequences for the health sector (Omaswa and
Crisp 2014). In the health sector, SAPs translated to a
reduction in domestic funding and the introduction of
cost-recovery measures in the form of user fees at the
point of care. This coincided with a period where Africa
faced its greatest healthcare challenges, including the
HIV/AIDs epidemic.
The 21st century has seen a renewed commitment
by African countries to making advances towards
Universal Health Coverage (UHC. UHC means
everyone has access to the healthcare services that they
need, of good quality, without the risk of financial hardship
(WHO 2007). Apart from endorsing the Sustainable
Development Goals (SDGs) and UHC resolutions as
UN member states, the African continent has made its
own reinforcing commitments. For instance, in 2001, the

The African self-confidence and the can-do attitude of the immediate postindependence period was accordingly eroded by the imposition of many
inappropriate solutions to African problems by external actors, resulting in
retarded development and instability.
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African Union countries met in Abuja and pledged to set a
target of allocating at least 15% of their annual budget to
enhance sustainable financing for the health sector (the
Abuja declaration) (Organization of African Union 2001).
The 2007-2015 Africa health strategy recognises health
as a human right and calls on African governments to
guarantee health care for all their citizens in an equitable
manner, while the 2016-2030 Africa Health Strategy
sets a goal for the continent to achieve UHC by 2030
(African Union 2007, African Union 2016). In 2019,
the AU launched the Africa Leadership Meeting where
African leaders made the Addis Ababa call to action on
UHC, and later signed a memorandum of understanding
(MOU) with the WHO in the same year to support the
call’s implementation (WHO 2019).

In this report, the Africa Health Agenda International
Conference (AHAIC) Commission on the State of UHC
in Africa (AHAIC Commission) takes stock of Africa’s
progress in fulfilling these UHC commitments. The
AHAIC Commission was set up in November 2020 to
take stock of the continent’s progress towards UHC
and to make recommendations on what is needed for
the continent to achieve this goal. This was an especially
interesting time for the Commission given that the
continent, along with the rest of the world, is grappling
with the COVID-19 pandemic. The COVID-19 pandemic
has highlighted weaknesses in Africa’s health systems
and reminded us that, indeed, UHC and health security
are two sides of the same coin.

The Commission set out to answer three overarching questions:

What progress has been
made by African countries
towards achieving UHC?

What are the challenges and
opportunities that African
countries face on the journey
towards UHC?

To answer these questions, the Commission employed a
multifaceted approach that included reviews of literature,
analysis of secondary data, qualitative interviews with

What are the key recommendations
for transformative change that
African countries should adopt to
accelerate progress towards UHC?

regional and country level policy makers and implementors,
people’s stories, and deliberations by the commissioners.
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2.0: AFRICA’S PERFORMANCE ON UNIVERSAL HEALTH COVERAGE INDICATORS
2.2.1: Effective Coverage with Needed Health Services
1. Coverage with essential healthcare services in Africa is
low. Only 48% of people in Africa received the healthcare services that they need (Figure 1). This means that approximately
615 million people in Africa may not receive the healthcare
services that they need.
2. Quality of healthcare service provided in African countries is low and is considered the poorest performing
indicator of UHC: When quality of healthcare services is
considered (i.e., effective coverage), service coverage scores
across African countries are even lower.
3. Coverage with essential health services in Africa is inequitable: For instance, on average, the demand for family

planning satisfied among the rich (quintile 5) is four times that
among the poor (quintile 1).
4. Coverage of services for women and girls is low: Access
to essential services that are needed by women and girls in
Africa is particularly low. For example, between 2015 and
2019 less than half (49%) of African women had their demand
for family planning (FP) satisfied by modern methods.
5. Africa’s health systems are poorly attuned to meet the
healthcare needs of the poor, the disabled, lesbian, gay,
bisexual, transgender and queer (LGBT) and other vulnerable groups. Challenges range from discrimination and
stigma to inadequate structural design and provisions to support access to care.

Figure 1: Trends in UHC essential service coverage in Africa, 2015 to 2017 (Source: WHO, UHC Index of service coverage (SCI) (who.int))
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2.2.2 Financial Risk Protection
1.

2.

The incidence of catastrophic healthcare payments
Africa is high and increasing. Approximately 97 million
people in Africa, representing 8.2% of the continent’s
population, incur catastrophic healthcare costs at the
10% threshold annually (Figure 2).

people, representing 1.4% of the continent’s population, are pushed into poverty annually because of outof-pocket healthcare payments.
2.2.3: Health Outcomes
1.

The proportion of individuals that are pushed into
poverty in Africa is high but is reducing. 15 million

Health outcomes in Africa are improving but remain
low: While the continent has 17% of the world’s population, it accounts for 23% of the global burden of disease.
Table 1 provides data on selected health outcomes.

Figure 2: The state of catastrophic health expenditure in Africa

*Source: WHO UHC report, 2019*
Notes: DRC – Democratic Republic of Congo; CAR – Central African Republic

THE STATE OF UNIVERSAL HEALTH COVERAGE IN AFRICA

7

Table 3 Selected health outcomes globally and in Africa

Life expectancy (years)
YEAR

Neonatal mortality rate (per
1000 live births)

Under-five mortality rate
(probability of dying by age 5
per 1000 live births)

Maternal mortality ratio (per 100
000 live births)

2000

2010

2019

2000

2010

2019

2000

2010

2019

2000

2010

2017

54

54

54

52

52

54

53

53

53

53

53

54

WHO African
mean (SD)

55.6(8.3)

61.1(6.9)

65.1(5.4)

34.7(12.2)

28.1(10.0)

23.7(8.6)

123.0(54.6)

82.1(38.3)

59.9(29.1)

694.7(466.3)

489.8(311.5)

413.0(280.0)

WHO Americas
mean (SD)

71.8(6.1)

73.1(8.2)

75.1(4.0)

14.2(6.5)

11.8(6.0)

10.1(5.8)

27.9(19.1)

24.1(42.5)

16.5(10.7)

102.6(89.3)

86.0(86.6)

75.8(81.1)

WHO European
mean (SD)

73.8(4.9)

76.4(4.6)

78.4(3.9)

8.5(8.3)

5.4(5.4)

3.9(4.2)

18.6(21.1)

10.5(11.3)

7.4(8.2)

31.5(77.4)

19.5(43.3)

14.2(26.8)

WHO SouthEast Asia Region
mean (SD)

66.5(4.0)

70.6(3.7)

73.1(3.6)

28.8(12.7)

19.7(9.3)

14.5(6.9)

60.1(31.4)

38.0(19.2)

26.2(13.4)

296.8(214.5)

171.8(91.4)

131.7(70.8)

WHO Western
Pacific mean
(SD)

68.4(7.7)

71.1(7.4)

72.6(7.4)

15.8(10.7)

12.5(8.3)

10.0(6.6)

35.4(29.3)

10.5(11.3)

19.2(13.5)

165.0(212.7)

116.1(180.2)

61.7(54.1)

WHO Eastern
Mediterranean
mean (SD)

69.3(6.1)

72.0(5.5)

73.6(5.1)

21.1(18.4)

15.3(15.6)

13.7(13.1)

40.4(39.5)

28.2(28.2)

22.6(22.2)

203.7(388.6)

134.6(252.0)

86.9(166.2)

World mean (SD)

66.7(9.8)

70.0(8.8)

72.5(7.1)

19.8(14.9)

15.3(12.2)

12.6(10.4)

55.2(55.8)

37.5(39.4)

27.3(27.8)

276.7(396.9)

192.9(271.0)

160.8(233.5)

Minimum (Africa)

43.8

47.4

50.8

5.8

8.7

6.5

13.8

14.1

11.5

53

45

37

Maximum
(Africa)

74.4

76.1

77.1

56.0

46.8

42.8

227.7

160.5

117.2

2480

1360

1150

Number of African countries

Source: Indicators (who.int)
While the African continent is experiencing signs of progress on each of the UHC indicators, progress is slow, the scores on these indicators
remain low and, in some cases, have worsened over time.
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3.0: CHALLENGES FACED BY AFRICAN COUNTRIES ON THEIR PATH TO UNIVERSAL
HEALTH COVERAGE

Neo-colonial
influence
of external
institutions has
affected Africa’s
progress towards
UHC. These
include low
prioritisation and
underfunding of
health systems;
promotion of
user fees due
to externally
imposed
Structural
Adjustment
Programmes
(SAPs), the
verticalisation
of healthcare
service delivery
as a requisite for
donor funding
for major service
areas

Out of many challenges, the Commission has
elected to highlight what we deem to be most
intractable and representative, and most amenable to solutions. The challenges faced by African
countries in their quest to achieve UHC have been
grouped into broader contextual challenges, and
demand and supply side health system challenges, as follows:
3.1: Broader Contextual Challenges
1. The legacy of colonisation continues to
challenge health system progress. Examples include the exclusion of African
traditional medicine; the prioritisation of curative, hospital care; and the hierarchical,
disempowered, and under-resourced district
health systems.
2. Neo-colonial influence of external institutions has affected Africa’s progress towards UHC. These include low prioritisation
and underfunding of health systems; promotion of user fees due to externally imposed
Structural Adjustment Programmes (SAPs),
the verticalisation of healthcare service delivery as a requisite for donor funding for major
service areas (immunisation, HIV/TB, malaria), and the perverse influence of health sector priorities by international development organisations that undermine and ignore local
ownership, knowledge and local solutions.
3. The ability of African countries to mobilise
resources for the health sector is affected
by inadequate economic performance and
attendant high levels of poverty, dependency
rates and informality.
4. An underdeveloped manufacturing sector means that African countries rely on
importation of essential healthcare commodities. This increases the costs of these
commodities and compromises their availability for health security.

5. Political instability and wars continue to
directly disrupt healthcare services, and indirectly affect health systems by disrupting
economic activities and all other sectors
(such as education, with impacts on social
determinants of health) in several African
countries.
6. A high fertility rate and young population
yields a high dependency ratio that strains
health system resources, and limits the number of people actively contributing to the
economy and to pooled health financing in
Africa.
7. Rising and unplanned urbanisation will
increase population density in urban areas, strain social services and infrastructure,
and add more pressure on under-resourced
health systems.
8. Climate change poses a threat to population health and is expected to result in
further strain on the already under-resourced
African health systems.
9. Inadequate investment, and specifically
domestic funding, in health research and
development.
3.2: Health System Supply Side Challenges
10. Inadequate and poorly managed health
sector resources. Challenges include inadequate financing that is characterised by low
domestic funding of the health sector, high
dependence on donor funding and out-ofpocket payments, fragmentation of financing
arrangements, passive purchasing arrangements, weak public finance management
systems, inefficiency in the use of healthcare
resources, inadequate numbers and poorly motivated healthcare workers, weak and
fragmented information systems, and weak
health infrastructure.
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A doctor attends to a patient at a local hospital. PHOTO: POOL.

11. Weak governance and accountability of health systems.
Challenges include inadequate legal and policy frameworks
for UHC, weak management of the political dynamics of UHC
reforms, poor leadership and management of the health
sector, weak multi-sectoral coordination and health priority
setting, poor public-private coordination, under-prioritisation of primary healthcare and quality of care, the scourge
of corruption, and inadequate community engagement and
accountability systems.
3.3: Health System Demand Side Challenges
12. A high disease burden. Challenges include a high burden
of communicable diseases such as HIV/AIDS, TB and malaria; physical trauma; the emergence of non-communicable
diseases; and recurrent infectious diseases outbreaks and
epidemics, with Ebola and COVID-19 as recent and current
examples.
13. Low sense of ownership of and trust in health systems.
Ownership and trust are crucial as the mere presence of the
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health services does not necessarily translate into their acceptability and use by the community.
14. Certain societal practices, norms and beliefs continue
to negatively affect access to healthcare in Africa, especially for specific population groups. These include the
need for women to seek permission from men in order to
seek care, the stigma attached to unmarried women seeking
reproductive and maternal healthcare, and the requirement
that a healthcare worker of the same gender as the patient
attends to a patient.
It is apparent that the challenges faced by African countries in their
quest to achieve UHC partly relate to legacies of the past, poor
agency, to current circumstance, and to emerging and future challenges. It is also instructive that these challenges not only relate to
the health system, but also to the broader societal, political and
economic country contexts. It is not all doom and gloom, however,
because the continent has immense opportunities that, if leveraged, will accelerate progress towards UHC.

4.0: OPPORTUNITIES THAT AFRICAN COUNTRIES COULD LEVERAGE TO
ACCELERATE UHC PROGRESS
The road to UHC for African countries is paved with both challenges and opportunities. Opportunities available for African countries
include the following:
1. Africa’s economic growth trajectory is promising, as African countries currently enjoy among the highest rates
of economic growth, which can lead to a reduction in
extreme poverty. This offers an opportunity to mobilise
additional resources in healthcare and address the social
determinants of health.
2. The Organization of African Unity (OAU) has transformed
into the African Union (AU), which is pro-people, embraces civil society and has zero tolerance for illegitimate
governments; it is promoting an African renaissance with
pride in African values to reset the mindset needed to
achieve UHC. The AU, the WHO’s Regional Office for Africa (WHO AFRO) and other members of the UN family that
have strong convening, advocacy, and resource mobilisation capacities could be leveraged to provide leadership,
governance, political advocacy, technical support and resource mobilisation for UHC.
3. The African Continental Free Trade Area (AfCFTA) has the
potential to stimulate economic development of African
countries with knock-on effects on the health sector, expand healthcare markets in ways that will incentivise investments in the African health sector, and reduce tariff
and non-tariff barriers to the trading of healthcare commodities.
4. The vast network of African traditional healthcare providers offers an opportunity to enhance access to primary
healthcare services, especially preventive and promotive
care.
5. Political commitments to UHC need to be utilised to ad-

vocate for more investments in UHC-related reforms and
for more African countries to enact UHC policies and legislations (not centred on health insurance reforms alone).
6. The potential for a demographic dividend presents an opportunity to improve labour productivity, which could have
positive outcomes for the health sector.
7. Africa has a developed private sector that could be leveraged to complement the public sector in delivering UHC.
8. Africa needs to leverage its innovation ecosystem, increasing mobile connectivity and a boom in digital technologies, and more broadly, the potential that the fourth
industrial revolution (4IR) holds, in order to transform its
health systems.
9. Africa can leverage the strong civil society ecosystem to
advocate for UHC and to hold governments and other
actors accountable.
10. Africa has a large pool of well-trained and competent
health professionals who have potential to provide the
transformative leadership for UHC, instead of being forced
to run away to greener pastures abroad.
11. The health system strengthening efforts made in response
to COVID-19 provide an opportunity for African countries
to make comprehensive investments in health that will
strengthen the foundation for UHC.
In the face of the challenges discussed in the previous section,
opportunities abound. African countries will, however, have to
be decisive and committed to leveraging these opportunities.

The AU, the WHO’s Regional Office for Africa (WHO AFRO) and other members
of the UN family that have strong convening, advocacy, and resource mobilisation
capacities could be leveraged to provide leadership, governance, political advocacy,
technical support and resource mobilisation for UHC.
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5.0: RECOMMENDATIONS FOR TRANSFORMATIVE CHANGE TOWARDS
UNIVERSAL HEALTH COVERAGE
African countries will need to transform their health systems,
in ways that address their challenges while taking advantage
of prevailing opportunities and building on the rich and positive cultural values to get buy-in and ownership. We highlight
recommendations that are in no way comprehensive, but
rather, illustrative of the task ahead.

PHC systems.

5.1: RECOMMENDATIONS TO AFRICAN
GOVERNMENTS

Strengthen PHC delivery by implementing flexible
models of non-hierarchical multidisciplinary teams
of clinical and non-clinical staff to provide integrated
care to defined empanelled populations, and patients
coming from them.

5.1.1: African governments should address health
sector specific challenges by:
1. Re-orienting health systems and health system priorities to respond to population health needs
Reorient health sector priorities beyond curative
care and to encompass preventive and promotive
care. This will require investments in public health and
the financing of public goods for health.
Prioritise resources to high-burden disease areas
that continue to plague the continent. These include
addressing the causes of maternal, child and neonatal deaths, and high-burden infectious diseases (e.g.
HIV/AIDS, TB, Malaria).
Adapt service delivery models to provide long term
and continuous care, in line with the emergence of
non-communicable diseases.
Increase investments in strengthening emergency
preparedness and health security.
2. Re-orienting health systems to prioritise and
strengthen primary health care (PHC) as the foundation for UHC
Prioritise primary health care and health-n-all policies at the highest level of government as an integrating concept for a developmental approach to decentralised government.
Reallocate existing health system resources and increase investments to prioritise the strengthening of
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Strengthen the role of primary healthcare facilities
as the first point of contact for healthcare needs. This
includes increasing physical access to primary healthcare facilities, employing mechanisms to explicitly
assign population groups to primary healthcare units,
and implementing robust referral systems.

Implement integrated care models of service delivery, contracting, and reimbursement. This will entail developing primary care networks that integrate
horizontally across several healthcare providers at
the same level and across services to span promotive, preventive, curative, rehabilitative, palliative care,
and community health systems, including traditional
medicine providers; diagonally with various priority
programmes; and vertically with secondary healthcare facilities.
3. Investing in strengthening health system inputs, especially in primary healthcare
Invest in boosting the number of skilled health
workers through education and skilling, addressing
motivation and retention, and ensuring equitable distribution of health workers with a focus on rural and
marginalised regions.
Address health infrastructure gaps with a focus
on improving both the availability and quality of care,
while focusing on equitable access.
Boost investment and implement policies to support the availability of essential health commodities in
public health facilities.
Strengthen health information systems to monitor
and track UHC progress, as well as to provide infor-

mation for health sector decision making and performance improvement.
4.

Investing in system-wide approaches to improve the
quality of healthcare delivered to people
Develop and implement a governance framework
that articulates a vision, and accountability, for quality
health systems.
Address health workforce constraints that impact
quality of care.
Address resource constraint that impact quality of
care.
5. Reforming health financing systems in contextually
appropriate ways to support UHC
Progressively increase domestic financing of the
health sector to an adequate level. This should be
guided by an assessment of the resource needs to
deliver needed healthcare services to the population.
This will require increasing the fiscal space for health
in feasible ways such as improving taxation efficiencies and enhancing efficiency in the use of existing
resources.
Restructure health systems to reduce fragmentation of pooling arrangements. Doing this will require
considering feasible and context-appropriate pooling
mechanisms. For instance, there is overwhelming evidence that voluntary health insurance contributions
do not work because of the high informality of African
labour markets. Predominantly task-financed health
systems offer better promise but only if the fragmentation of public finance is addressed.
Implement strategic purchasing reforms that include
implementing evidence-based, transparent and inclusive mechanisms for defining service entitlements for
populations, and reforming contracting and payment
mechanisms to incentivise accountability for quality
and efficiency.
Reform public finance management systems to reduce operational inefficiencies and align with health
system goals.
Identify and address the causes of inefficiency in

country health systems. This will not only unlock additional resources for the health sector, but also enhance health outcomes.
6. Strengthening governance and accountability for
health
Reaffirm political commitment to health as a social
goal in which top-level political leadership is committed to improving the health of the people, with demonstrated and visible leadership from the head of state
and government. This is the foundation of the statement that “UHC is a political choice”.
Positioning health as priority crosscutting development strategy in all their sectorial plans.
Develop and implement comprehensive legal and
policy frameworks to guide UHC implementation in
countries.
Invest in leadership development of the health sector. This should be focused on the identified leadership gaps, which include complex systems thinking,
soft skills and political management, and the use of
evidence to inform decision making. Further, the role
of governments and ministries of health should be
strengthened through dedicated capacity development for health ministers and senior government officials.
Develop and implement stakeholder management
plans for UHC reforms. An initial starting point will be
to carry out stakeholder analysis to identify the actors,
their interests, and influence. Governments should develop skills and capacity to work with an ever-increasing array of players in health including civil society
organisations, academia, private sector, development
partners, among others, as effective stewards of the
health of the population.
Develop and implement a framework to strengthen
and govern multisectoral action in addressing health
challenges. A multi-sectoral action framework should
also be leveraged to address the social determinants
of health.
Develop and implement a framework to govern and
leverage public-private partnerships for health. Such a
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framework should clearly define the role of the private
sector, ensure that these roles and inherent incentives
are aligned with overall health system goals, and govern this arrangement to promote the public good.
Develop and implement anticorruption strategies to
address corruption and strengthen transparency and
accountability in the health sector.
Strengthen community communication, accountability, and engagement mechanisms to promote
people-centred and responsive health systems.
Develop and implement a framework to mainstream
equity, gender and intersectionality in all health policies and programmes. African governments should
be intentional about addressing inequities in financing
and access to health services across all social stratifiers (wealth, gender, age, sexual orientation, location,
etc.). This will involve identifying and addressing both
structural determinants of these inequities and nurturing cultures that promote equity and fairness for all.
7. Investing in health technologies and take advantage
of the fourth industrial revolution (4IR) to enhance
the performance of all health system functions
Invest in the physical infrastructure to support the
development and adoption of 4IR technologies in the
health sector.
Invest in country capacity to drive and support innovations and create an enabling business environment.
Develop and implement a comprehensive policy
and regulatory framework to govern the adoption of
digital and other technologies in the health sector.
Leverage digital health solutions to develop and implement UHC reforms.
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5.1.2: African governments should address the
broader contextual challenges by:
8. Reflecting on, and addressing the undesirable legacy of colonisation and embark on a programme to
decolonise health policy and reforms
Recognise and integrate the traditional health system with the formal health system.
Reclaim its rightful role as the leader and steward
of health policy and reforms. Ensure that policy and
reform priorities are country-led and context-appropriate, with external actors playing a supportive rather
than leadership role.
Nurture a change of mindsets from donor dependence to progressive self-reliance and self-determination.
Restructure health systems to empower decentralised levels to effectively contribute to healthcare
delivery.
De-verticalise health systems: African countries
should take advantage of planned donor transitions
to reintegrate existing vertical programs with the rest
of the health system in ways that improves efficiency
while guarding the gains made.
9. Investing in the manufacturing of healthcare commodities within the continent to increase access to
affordable healthcare commodities
Invest in education and human capital development
for the manufacturing of healthcare commodities.
Invest in research and development in health.
Improve the infrastructure (such as energy, transport and technology).

Improve policy and regulatory barriers to local manufacturing.
Leverage the AfCFTA to negotiate regional markets
and promote pooled procurement to create markets
that can incentivise and sustain local manufacturing.
10. Implementing policies that take advantage of the
demographic dividend
Strengthen investments in adolescent, youth and
women health, including sexual and reproductive
health, family planning.
Invest in education for adolescents, youth and
women. Achieving the demographic dividend requires
that over 60% of the population have attained good
quality tertiary education.
Promote economic policies that target the expansion of employment opportunities for youth and women.
11. Developing policies and investing in the implementation of the Paris agreement on Climate action
Develop and implement a framework for mitigating
the emission of greenhouse gases.
Develop and implement a framework for adapting health systems to make them resilient to climate
change.
12. Support research and development broadly, and in
the health sector
Prioritise and increase domestic funding for research and development for health
5.2: Recommendations to non-state actors
1. The Africa Union Commission (AUC), Regional Economic Communities (RECs), professional associations,
civil society organisations (CSOs), academia, and private sector in Africa should popularise and scale up
the campaign to re-capture and restore the spirit of the
independence movement, self-confidence, ambition

and the mindset that is required to generate and sustain political will and social action for achievement of
UHC in Africa.
2. The WHO, the UN Family and other actors should
translate Universal Health Coverage in simplified operational language within the principles of Primary Health
Care as articulated in the Alma Ata Declaration and reconfirmed in Astana.
3. The AUC and WHO should provide leadership to all
actors to maintain the visibility of PHC principles and
balance the current pre-eminence of commoditisation
of UHC.
4. All actors should promote and monitor UHC, and update its indicators emphasise people ownership and
participation using available resources at the various
stages of economic development of societies.
5. The AUC, RECs, professional associations, CSOs, academia, and private sector in Africa should organise
structured capacity development programs for health
and other ministers and senior government officials to
provide them with stewardship, leadership and governance and accountability competencies. Such programs should be conducted in Africa and near where
they live and work.
6. African professional associations and other CSOs,
through their members should be socially accountable
for applying their knowledge and skills to pursue equity and social justice; demonstrating leadership for
excellence; and rejecting unethical, intolerable social,
economic and political situations, rather than ignoring
and accepting them as “normal” without comment or
outrage from African experts and their populations.
7. Civil society should advocate for the prioritisation of
UHC, increased inclusivity, dialogue, and accountability
that puts the people at the centre of UHC reforms.
8. Private sector should play a complementary role to
governments, and increase investments in expanding
access to services, and local manufacturing of healthcare commodities.
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