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INTRODUCTION 
While Uganda is on track to meet 90-90-90 targets 
by 2020, the country faces several human resources 
for health (HRH) and financing constraints. 

HRH constraints include inadequate skills mix,  
maldistribution of health workers, high absenteeism, 
and a 36 percent vacancy rate in public facilities. 

Financing constraints include poor macroeconomic 
projections in the short term, low prioritization of 
health in the government budget, and high 
dependency on external donor financing, 
particularly for HIV. 

Given these constraints for HIV scale-up, the 
PEPFAR-funded USAID HRH2030 program assessed 
the capacity and willingness of the government to 
make more strategic investments in facility- and 
community-based HRH for HIV.

 
CONCLUSIONS 
Increasing investment in HRH is essential to reach national HIV goals and 90-90-90 targets by 2020 
and sustain achievements, but the analysis suggests that there are financial and political constraints 
to increasing investment in HIV HRH at least in the short term.
 
Continued/increased funding for HRH (at the facility and community level) from domestic resources 
will be required to offset any decreases from donors in the post-epidemic control maintenance 
environment.
 
Increasing investment in facility-based HRH in line with the government’s recruitment plan is still 
not sufficient to reach national HIV targets; investments in CHWs based on defined roles of 
community-based workers for HIV and efficiency gains are also needed.

The analysis suggests that national rollout of ART DCMs has the potential to improve efficiency to 
allow more people on treatment with fewer facility-based HRH. Further, increasing provision of HIV 
services in the private sector could also help alleviate the burden of HIV service delivery in the public 
sector.
 
The analysis from Uganda has implications for other countries. Many countries likely face funding gaps 
for HRH that jeopardize achievement of national and global HIV targets. In these cases, an 
evidence-based HIV workforce investment case will help provide a better understanding of planning 
requirements and convince key stakeholders to make more strategic investments in HRH for HIV.
 
Limitations of the analysis include exclusion of salary costs for management and support staff; 
incomplete data on staff salaries, particularly in the private sector; and lack of data on CHW 
workloads for delivering HIV services.

 
METHODS 
HRH2030 projected HIV workforce salary costs 
and fiscal space and conducted a political economy 
analysis involving a literature review and interviews 
with 52 stakeholders. 

The cost analysis estimated how many facility- 
and community-based health workers (CHWs) 
are needed and the corresponding salary/stipend 
costs for reaching national HIV targets. HRH2030 
analyzed costs for HIV treatment under two 
service delivery model scenarios: status quo versus 
national rollout of differentiated care models 
(DCMs) for antiretroviral therapy (ART). The DCM 
scenario assumes that stable patients on treatment 
will require fewer clinical visits and laboratory 
monitoring tests than other nonstable patients on 
treatment (Table 1). 

The fiscal space analysis estimated how much 
funding may be available for HIV HRH salaries from 
the government and PEPFAR from 2016 to 2020 
under two scenarios: constant 2015 funding levels 
versus increased government funding in line with 
Uganda’s HRH recruitment plan (Figure 1).

 
RESULTS 
COSTS 
An estimated $20.3 million is needed in 2020 for select facility- and community-based HRH 
salaries to reach national HIV targets under 2016 HIV treatment models (Figure 2). This 
represents a 39 percent or $5.7 million increase over baseline (2015) spending on health 
workers’ time to deliver HIV services. CHWs require the largest increases in funding as 
stable patients are increasingly managed at the community level in Uganda.

Since the majority of HIV services are provided in the public sector in Uganda, the public sector 
requires the majority of financial resources for HIV HRH. Nurses and midwives represent 66 
percent of total facility-based HIV HRH costs in 2020 under the current service delivery model. 

An estimated $1.7 million in HIV HRH salary costs could be saved in 2020 alone if the 
country rolls out ART DCMs nationally and maximizes efficiency under these models. 
Percentage reduction in costs are largest for doctors and pharmacy staff under this scenario.

FISCAL SPACE AND FUNDING GAPS
If the government met its recruitment targets, funding available for facility-based HRH to 
provide HIV services across all funding sources would increase to approximately $14.3 million 
per year (Figure 3).

Assuming the government meets its recruitment targets, the funding gap for facility-based 
HRH for HIV in 2020 would be under $1 million (Table 2). However, this funding scenario 
may not be realistic due to poor short-term macroeconomic projections and limited political 
will to invest in HRH. Further, CHWs still face a large funding gap ($2.9 million in 2020) since 
CHW stipends are currently exclusively funded by donors in Uganda.

POLITICAL ECONOMY ANALYSIS
Generally, interview participants did not expect government priorities to shift from investments 
in infrastructure and energy toward health and HRH without significant pressure to do so.

Uganda has faced challenges in transitioning PEPFAR-supported health workers to the 
government payroll. Although the national government has agreed to absorb PEPFAR- 
supported health workers within a certain time frame, local governments make the hiring 
decisions and have to date shown varying commitment. Misaligned cadre structures and 
salaries between PEPFAR and the government was also one of the most common barriers 
cited for absorbing PEPFAR-supported workers.
 
The ability to phrase the argument for HRH investment in economic terms was highlighted as 
a critical strategy and piece of evidence for convincing the Ministry of Finance and Economic 
Development to increase budget allocations for HRH. An overall better coordinated budget 
advocacy strategy for HRH is also needed.

Note: PMTCT = Prevention of mother-to-child transmission, VL = viral load

Figure 1. Government of Uganda HRH Recruitment Plan Targets, by Year and Cadre

Figure 2. Estimates of Facility- and Community-based HRH Costs for Providing 
HIV Services, 2015 vs. 2020

Table 2. Estimated HIV HRH Funding Gap in 2020 Across Cost and Fiscal 
Space Scenarios

Note: CHWs = community-based health workers, PNFP = private not for profit sector, 
PFP = private for profit sector
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Table 1. Assumptions for Each Cost Scenario

Service  
Delivery 
Model

Type of 
Service

New Adult  
Patients

Stable Adult 
Patients

Unstable 
Adult 

Patients

Pediatric 
Patients

Pregnant 
Mothers

Scenario 
I: 
Current 
model 
(2013 
addendum 
ART + 
PMTCT 
guidelines)

Clinical 
visits

9/year 4/year 9/year 9/year 9/year

Pharmacy 
pick-up

9/year 4/year 9/year 9/year 9/year

Lab 
monitoring

VL or CD4 
– 1/year

VL or CD4 
– 1/year

VL or CD4 
– 1/year

VL or CD4 
– 1/year

VL or CD4 
– 1/year

Scenario 
2: 
Increased 
efficiency
(2016 new 
ART guide-
lines)

Clinical 
visits

6/year 2/year 6/year 4/year 12/year

Pharmacy 
pick-up

6/year 4/year 6/year 4/year 12/year

Lab 
monitoring

VL – 1/year 
CD4 – 1/

year
VL – 1/year

VL – 1/year
CD4 – 1/

year

VL – 
2/year

VL – 
2/year

Pharmacy Staff

Lab Staff

Clinical Officer

Nursing Staff

Medical Officer

CHWs

Facility-based (PNFP)

Facility-based (PFP)

Facility-based (Public)
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Figure 3. Potential Funding Available for Funding Facility-based HRH for HIV
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Scenario 1: Constant Funding Scenario 2: Increased Gov’t Funding

HIV HRH Financial 
Space Scenarios HIV HRH Cost Scenarios

Scenario I: 
Contant funding levels 
(all sources)

Scenario 1: Current service 
delivery models

Scenario 2: Increased efficiency 
(ART differentiated care model)

Facility-based HRH: $2,827,296 gap
Community-based HRH: $2,877,424 gap

Facility-based HRH: $1,167,494 gap
Community-based HRH: $2,877,424 gap

Scenario 2: 
Increased government 
funding

Facility-based HRH: $987,667 gap
Community-based HRH: $2,877,424 gap

Facility-based HRH: $672,135 surplus 
Community-based HRH: $2,877,424 gap
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