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Health Programme Organisation Book

Chapter One Programme ldentity, Mandate and Strategic Rationale

The Health Systems and Service Access Programme is established as the UASE programme window
through which health-system continuity, service access, structured referral, applied public-health
support and selected health-enablement functions are organised under one governed institutional
framework. It exists within the UASE alliance as the health-facing programme architecture and forms
part of the permanent programme layer rather than the reserve layer. Its identity is therefore stable,
programmatic and system-oriented. It is not constituted as a hospital chain, not as a single-disease
platform, and not as a temporary emergency mechanism. It is constituted as a health-systems and
service-access programme through which public-purpose health delivery can be stabilised, extended,
enabled and connected to broader social-equity outcomes.

Within the wider multilateral landscape, the Programme reflects a locally adapted combination of
internationally legible health mandate families. Its primary institutional character aligns with the broad
public-health and system-strengthening role associated with WHO, which defines its work around
universal health coverage, health emergencies and healthier lives through science-based policies and
programmes. Its secondary institutional character aligns with the sexual and reproductive health,
maternal dignity and rights-based bodily-autonomy logic associated with UNFPA. Its child-sensitive and
family-continuity dimension aligns with UNICEF’s role in protecting children’s rights and providing
health and nutrition services before, during and after emergencies. The Programme does not replicate
those institutions. It translates those familiar functional streams into one UASE programme window
governed by evidence-backed transition, lean implementation, local adaptation and central-spine
discipline.

Its mandate is defined by access, continuity and structured enablement. The Programme exists to
reduce the distance between health need and health service, between policy presence and practical
reach, and between fragmented service environments and governed systems of referral, continuity and
local delivery. It addresses the health field at the point where social equity becomes operational: where
individuals, families and communities require timely access to essential care, functioning referral
pathways, reliable service points, continuity of treatment, applied prevention, safe maternal and child-
health interfaces, and a health-service environment that does not exclude the poor, the remote, the
displaced, the undocumented or the socially marginalised.

The Programme is strategic because health access is not an isolated social service question. It is one of
the principal determinants of institutional legitimacy, labour participation, household resilience,
educational continuity, women'’s dignity, child development and community stability. WHO describes
health systems in terms of access to quality essential services, sustainable financing, essential
medicines and health workforce capacity. UNFPA frames reproductive and maternal health as a rights-
and-choices issue with direct implications for dignity, survival and bodily autonomy. UNICEF frames
child survival, health and nutrition as a continuing field of action across more than 190 countries.
Within UASE, these streams converge into a single conclusion: health access is a core equity function
and requires a programme architecture of its own.

The Programme also carries a direct relationship to the wider UASE formation layer. PCDE strengthens
the Programme through digital continuity, light health-administration enablement, referral visibility,
structured information flow and service-routing logic. PCPP strengthens the Programme through the
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infrastructure and utilities conditions upon which clinics, outreach points, hygiene systems, community
service environments and continuity of care often depend. PCGG strengthens the Programme through
inclusion, fairness, local legitimacy and the social-governance conditions required where access to care
is shaped by inequality, exclusion or distrust. EUOS strengthens the Programme by demonstrating how
health, food, infrastructure, social continuity and community-level function may be combined in one
integrated environment rather than split into isolated silos. In this Programme, the Legacy Projects
function as the internal method base of health access and delivery rather than as external references.

Its strategic rationale is therefore fixed in three institutional realities. First, health systems frequently
exist in formal terms while failing in access terms. Second, health need frequently overlaps with social
vulnerability, exclusion, poverty, gender inequality, maternal risk, child fragility, displacement and
interrupted local systems. Third, durable health access is not created by treatment alone, but by the
interaction of service points, referral logic, continuity mechanisms, workforce reach, data integrity,
infrastructure reliability and protected financing. The Programme is designed to hold those interacting
conditions together inside one governed operating window.

Its institutional identity may therefore be stated in structured form as follows.

Matter Position

Institutional Permanent UASE programme window for health systems, service access and
character continuity of care.

Primary To organise equitable access to essential health-related services, service-routing
mandate mechanisms and continuity structures within a governed programme framework.

Locally adapted from WHOQ'’s health-systems and public-health mandate family,
complemented by UNFPA’s sexual and reproductive health logic and UNICEF’s child
health and nutrition logic.

Functional
alignment

Public-purpose |[To reduce access barriers, strengthen continuity, support local health-system reach

objective and protect health equity as a practical function of the wider UASE alliance.
Operating System-oriented, access-driven, partner-based, locally adapted and centrally
posture governed through the UASE spine.

The Programme does not operate as an unrestricted hospital system, a disease-
Boundary rule ||specific vertical fund or an unguided humanitarian health platform. It operates as a
governed service-access and health-enablement programme. |,

The Programme therefore records a clear institutional fact. Health inside UASE is treated as a governed
access system, not as a secondary welfare add-on. The Health Systems and Service Access Programme
is the programme expression through which health equity, continuity of care, maternal and child-
service dignity, referral order and public-purpose health enablement are carried into structured
institutional form. It is the health window of the UASE alliance, and it operates as such.
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Chapter Two- Health Systems Access Gap and Service-Delivery

Problem Statement

The problem addressed by the Health Systems and Service Access Programme is not the mere existence
of illness. lliness is universal and continuous. The deeper institutional problem lies in the repeated
failure of health systems to convert formal entitlement, policy presence or nominal service availability
into actual, timely and dignified access for the populations that require care. The access gap is therefore
the central problem of this Programme. It appears where services exist but are too distant, too
fragmented, too under-resourced, too unevenly distributed, too administratively inaccessible or too
socially exclusionary to function as real health systems in the lives of ordinary people.

WHO identifies several of the conditions that shape this problem: the need for primary health care,
access to quality essential services, sustainable financing, essential medicines and health products,
health workforce development and better information systems. These are not abstract policy themes.
They are the practical conditions under which access either exists or fails. Where one or more of these
conditions are weak, the formal system may remain visible on paper while communities continue to
experience untreated illness, disrupted referral pathways, distance barriers, delayed diagnosis,
interrupted maternal care, poor continuity for children, low trust in service points and avoidable
pressure on households.

This problem intensifies in environments where poverty, informality, mobility, gender inequality,
disability, age-related dependency, exclusion or weak local administration shape how people meet the
health system. UNFPA’s description of its mandate makes clear that women, girls and young people
often face barriers tied not only to service availability but also to rights, choices, dignity and protection
from violence. UNICEF likewise frames the health and nutrition field through the needs of children,
especially the most disadvantaged and hardest to reach. The Programme therefore begins from the
fact that the access gap is not neutral. It follows social lines. It becomes sharper for those whose
position in society is already more fragile.

The service-delivery problem is equally structural. Health systems frequently operate as fragmented
chains rather than coherent access environments. Primary care, community outreach, maternal
support, child health, referral services, diagnostics, medicines supply, digital records, administrative
visibility and community trust may each exist in isolation without a stable line joining them together.
Where this occurs, the individual patient carries the burden of system weakness. Families navigate
disconnected facilities, undocumented histories, uncertain payment expectations, weak follow-up,
referral breakdowns and uneven treatment continuity. The institutional problem is therefore not only
lack of service. It is lack of organised service delivery.

A further dimension of the problem lies in continuity. Health needs often unfold over time, but service
delivery is frequently episodic. Maternal health requires continuity before, during and after childbirth.
Child health requires continuity across growth, nutrition and disease prevention. Chronic conditions
require continuity in medicines, review and follow-up. Vulnerable communities require continuity in
access even where geography, poverty or disrupted local systems make regular care difficult. Where
continuity is absent, the health system becomes reactive rather than reliable. The result is avoidable
deterioration, increased household burden and reduced confidence in public-purpose service systems.

The problem also includes the operational environment of care. Clinics and community points do not
function in isolation from water, sanitation, electricity, digital visibility, supply continuity, staff reach
and community confidence. A health programme cannot be reduced to medical interaction alone if the
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surrounding delivery environment is unstable. This is precisely where the Legacy Projects become
relevant. PCPP addresses the physical and utilities conditions that shape service reliability. PCDE
addresses the digital and administrative continuity that shape referral logic, documentation and
structured visibility. PCGG addresses legitimacy, fair access and the social conditions that allow people
to trust and use services. EUOS demonstrates that health continuity becomes stronger where service
environments are integrated into wider community function rather than isolated from it. The access
gap is therefore inseparable from the system environment in which health services operate.

The principal dimensions of the problem may be summarised as follows.

Problem Field Operational Consequence

Weak primary and local access |[Essential care exists in principle but remains too distant, irregular
pathways or administratively inaccessible to function as real access.

Fragmented referral and service |[Patients move through disconnected service points without

chains continuity, follow-up or reliable route management.
Maternal, reproductive and Women, girls and young people face service barriers linked to
youth health vulnerability bodily autonomy, safety, dignity and continuity of care.

Children, especially the most disadvantaged, experience
Child health and nutrition gaps ||preventable loss of health continuity, nutrition support and
timely care.

Health access is undermined by gaps in staff reach, physical
conditions, utilities, medicines availability and continuity
platforms. |,

Weak workforce, infrastructure
and service environments

Vulnerable or marginalised groups remain less able to enter,

Social exclusion and trust deficits . e
navigate or rely on the health system in dignified form.

The Programme therefore records a precise institutional diagnosis. The health-system problem is not
only one of resources. It is one of organised access, structured continuity and governed service delivery.
People are excluded not only when no facility exists, but when the path to care is broken, the referral
chain is unclear, the local service point is unstable, the maternal or child-health interface is weak, the
documentation flow is absent, the care environment is unreliable or the system does not treat
vulnerable populations as reachable in practical terms. The Programme is created to resolve those
failures through one integrated programme structure.

Chapter Three- Core Service Lines and Applied Health Service Modules

The Health Systems and Service Access Programme operates through a defined service architecture
that converts health equity into governed operational form. Its core service lines are arranged around
access, continuity, referral order, maternal and child protection, community reach, workforce support
and service-environment reliability. In institutional terms, the Programme is the UASE health-access
window through which essential health-related services are stabilised, extended and connected to
durable systems. Its design is locally adapted from the broad public-health and system-strengthening

info@eusl.eu www.eusl.eu +46 10 585 04 59


mailto:info@eusl.eu
http://www.eusl.eu/
https://www.who.int/
https://www.who.int/about/structure
https://www.who.int/about/who-we-are/
https://www.who.int/about/structure
https://www.who.int/
https://www.unfpa.org/frequently-asked-questions-about-unfpa
https://www.unicef.org/
https://www.who.int/about/structure
https://www.who.int/

European Social Label

logic associated with WHO, complemented by the maternal, reproductive and dignity-centred logic
associated with UNFPA and the child-health and nutrition continuity logic associated with UNICEF.

Its first service line is primary access and essential service continuity. This line carries the basic function
of entry into the health system. It includes community-near service points, triage and first-contact
routing, continuity of essential care, basic diagnostics interfaces, safe referral onward and the reduction
of distance between households and the system that serves them. The Programme treats primary
access as the foundation of health equity because formal policy commitments do not become real
health protection until they are translated into reachable service pathways. This corresponds directly
with the health-system access logic reflected in WHQO’s emphasis on primary health care and quality
essential services, and it aligns internally with the SLUC health programme logic in HIRC, which
identifies facility networks, primary care and digital health as central features of resilient health
delivery.

Its second service line is maternal, reproductive, newborn and child-health continuity. This line carries
the protected health functions that most directly affect dignity, survival, life-course development and
intergenerational equity. It includes antenatal and postnatal continuity, reproductive health access,
safe service interfaces for women and girls, newborn and infant continuity, child-health follow-up,
nutrition-linked referral where relevant and the reduction of avoidable disruption in care across
vulnerable life stages. The Programme treats this field as central rather than peripheral because the
health system is judged most clearly at the point where vulnerability is highest. This line reflects the
mandate family associated with UNFPA and UNICEF and is fully consistent with SLUC’s own equity-and-
inclusion doctrine, which places women, youth and marginalised groups at the centre of interventions
across the portfolio.

Its third service line is community health outreach, prevention and health literacy. This line carries the
Programme beyond the walls of fixed facilities and into the social field where access is often won or
lost. It includes community-level prevention pathways, local outreach, structured health information,
household-facing guidance, early identification of health risk, continuity support through community-
based personnel and light service activation in settings where people do not meet the health system
through formal appointments alone. The Programme thereby treats community-level delivery as part
of the health system itself rather than as an auxiliary layer. This is also consistent with the SLUC portfolio
logic, in which HIRC is framed not merely as infrastructure but as a resilient community health system,
and in which SDEP serves as the operating backbone that translates diagnostics, technology and skills
into sustained local service function.

Its fourth service line is digital continuity, referral management and service visibility. This line organises
the information pathway through which the Programme maintains order across access points, referrals,
care continuity, service routing and administrative visibility. It includes light digital records, referral
tracking, service mapping, continuity alerts, structured patient movement across care levels and the
use of controlled information systems to reduce fragmentation. This service line is anchored internally
in PCDE, which provides the UASE logic for digital public systems, administrative visibility and service
routing. It is reinforced externally by the health-system and digital-governance orientation reflected in
WHO and by the digital health and data-system emphasis already present in the SLUC HIRC model.

Its fifth service line is diagnostics, medicines continuity and essential supply integrity. This line
addresses the fact that access fails not only when the patient cannot reach the system, but also when
the system cannot reliably support treatment once the patient arrives. The Programme therefore
includes structured support for diagnostics interfaces, medicines routing, stock continuity, safe supply
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logic and service reliability where essential products and operational inputs determine whether care
remains meaningful in practice. This field is linked internally to PCPP, because utilities, water, energy,
storage and service-environment stability often shape whether diagnostics and treatment continuity
can be sustained. It is also alighed with WHO’s emphasis on essential medicines and health products
as part of a functioning health system.

Its sixth service line is health workforce enablement and continuous competence support. This line
carries the Programme’s workforce function across facility staff, outreach personnel, mid-level cadres,
community health workers, digital-health operators and other applied service roles. It includes
workforce routing, training interfaces, competence reinforcement, practical supervision, digital
enablement and structured continuity between service design and the people who must deliver it. This
field is strengthened not only by the UASE Skills logic in general, but also by the SLUC portfolio where
HIRC identifies workforce pipelines as a core feature of resilient health systems and where SDEP
provides the skill-training backbone through accredited and structured capacity-building pathways. It
also connects naturally to EVHEI and EEN within the SLUC family, since education, vocational
development and continuing competence are direct feeders into reliable health delivery.

Its seventh service line is safe facility, utilities and hygiene support environments. This line recognises
that a health service cannot remain safe or credible where the surrounding environment is unstable.
The Programme therefore includes the operational conditions that sustain care in practice: water,
sanitation, power continuity, clean service environments, safe outpatient settings, functional
equipment contexts and place-based support conditions for community or facility delivery. This field is
anchored internally in PCPP and is reinforced by the SLUC portfolio through ETI and SDEP, both of which
connect service reliability to infrastructure systems, technology enablement and operational
continuity.

The core service architecture may therefore be summarised as follows.

Internal UASE / Legacy

Service Line

Institutional Function

Anchor

Relevant SLUC Anchor

Primary access and
essential service

Converts formal health
entitlement into
reachable first-contact

UASE-HP as the
permanent health-
access window; PCGG

HIRC strengthens facility
networks and primary

newborn and child-
health continuity

sensitive care pathways
across women, girls,
newborns and children. ,

for integrated family
and community
settings.

continuity care, triage and supports fair access and ||care access.
continuity pathways., legitimacy.
Protects the most dignity-||PCGG for inclusion and
Maternal, .\ .
] sensitive and life-stage- ||protected access; EUOS [HIRC as the health-
reproductive,

resilience anchor within
the SLUC portfolio.

Community
outreach,
prevention and
health literacy

Extends the health
system into the
community field and
reduces distance

PCGG for community
trust and inclusion.

SDEP as the operational
backbone; WYEH as a
supportive social-access
environment where
relevant.
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between people and
service. ,

HIRC and SDEP both
Maintains order across PCDE as the primary identify digital health,
routing, records, referrals ||digital and monitoring and scalable
and continuity of care. , |[administrative anchor. (jtechnology as core
delivery elements.

Digital continuity,
referral
management and
service visibility

Diagnostics, . HIRC through supply

.. Preserves meaningful o . ) .
medicines . PCPP for utilities, site integrity and
treatment continuity

continuity and reliability and maintenance logic; SDEP
) once access has been ) L

essential supply . operational continuity. |[through systems

. . achieved. ,

integrity backbone.

Health workforce

HIRC, EVHEI, EEN and
enablement and Sustains the people who ||UASE Skills logic; PCDE

SDEP together form the

continuous carry the health system in||for digital competence
competence rac»;ice ’ su ogrt " main SLUC workforce
P P ' PROTE. feeder line.
support
Protects the physical PCPP as the
Safe facility, utilities . Py infrastructure and ETI and SDEP provide the
. conditions that make care|| . . .
and hygiene support . utilities anchor; EUOS ||closest SLUC analogue for
. safe, credible and . . .
environments as the integrated place- ||continuity environments.

continuous. based model

Taken together, these service lines define the Programme as an applied health-systems and access
architecture rather than a narrow clinical instrument. They bind public-health logic, dignity-sensitive
care, community reach, digital order, supply continuity, workforce capability and infrastructure
reliability into one governed programme form. In that structure, the Programme becomes more than
a health chapter within UASE. It becomes the institutional means by which access to care is translated
into continuity, and continuity into a more legitimate and resilient health system.

Chapter Four- Relationship to Public Health Systems, Workforce

Structures and Community-Level Delivery

The Health Systems and Service Access Programme operates inside the public health field as a system-
enablement and access-organising instrument. It does not stand outside public health systems, and it
does not replace them with a separate institutional order. Its relationship to public authorities, service
networks, workforce structures and community-level delivery is direct, structured and constitutive. The
Programme exists to strengthen the pathways through which public-purpose health care becomes
accessible, reliable and socially legitimate. That position places it within the operating space ordinarily
occupied by ministries, local health authorities, service providers, public-health planners, community
networks and workforce pipelines, while preserving its own identity as a UASE programme window
governed through the central spine.
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Its relationship to public health systems is one of organised reinforcement. The Programme works
through the structures that already carry health legitimacy: ministries of health, district systems,
municipal authorities, public facilities, community clinics, referral chains, outreach units, regulated
partner providers and health-administration platforms. It strengthens access where the public system
is thin, restores order where the service chain is fragmented, increases continuity where follow-up is
unreliable and improves reach where formal structures exist but practical service remains too distant
or too weak. In that respect, the Programme sits close to the health-system logic described by WHO,
and it mirrors the SLUC health programme HIRC, which frames resilient health delivery around facility
networks, primary care, digital health, workforce and maintenance systems. , ,

Its relationship to workforce structures is equally direct. The Programme treats workforce capacity not
as an auxiliary issue but as one of the actual carriers of service access. It therefore operates in relation
to clinicians, nurses, midwives, community health workers, public-health officers, digital-health
operators, administrators, maintenance-support cadres and other applied roles that sustain continuity
of care. The Programme does not merely consume workforce capacity; it organises, strengthens and
connects it. It does so through referral order, competence support, digital enablement, structured local
role definition and alignment with wider education and skills pathways. This relationship is reinforced
by the SLUC portfolio, in which HIRC identifies workforce pipelines as part of resilient health systems
and SDEP provides the evidence, technology and skill-training backbone through which such workforce
continuity becomes scalable and durable. EVHEI and EEN further strengthen this feeder line by
supplying vocational, academic and foundational education pathways relevant to the health field.

Its relationship to community-level delivery is constitutive rather than secondary. The Programme does
not treat the community as an external beneficiary group waiting at the edge of the formal system. It
treats the community as one of the operating environments in which the health system is made real.
Community health workers, outreach teams, maternal and child-support pathways, household-facing
prevention, locally anchored service nodes, literacy functions, women-and-youth access channels and
socially trusted referral points all form part of the Programme’s delivery field. This makes the
Programme internally consistent with UNICEF’s child-sensitive field posture and with the SLUC
portfolio’s own insistence on equity, inclusion and the centrality of women, youth and marginalised
groups. It also creates a natural interface with WYEH where women- and youth-facing service
environments intersect with health literacy, dignity, livelihood stability and safer access to care.

The Programme’s relationship to these three fields is reinforced by the Legacy Projects that already
underpin UASE. PCDE provides the method for digital continuity, records order, service visibility and
structured routing inside public systems and across referral chains. PCPP provides the method for clinic
environments, water, sanitation, energy continuity and the operational settings within which health
services remain safe and functional. PCGG provides the method for legitimacy, inclusion, fair access
and the social confidence required when health access is shaped by inequality or institutional distrust.
EUOS provides the integrated place-based model through which health, food, infrastructure, learning
and community stability can be held together in one environment rather than managed as isolated
fragments. In the Health Programme, these Legacy Projects do not appear as parallel projects. They
appear as the internal architecture through which public health systems, workforce structures and
community delivery are made interoperable.

The Programme also carries an explicit relationship to the SLUC Programme Portfolio, and most
particularly to the relevant SLUC health project. HIRC — Health Initiative for Resilient Communities is
the clearest programmatic analogue inside the SLUC family. HIRC is framed around facility upgrades,
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digital health, workforce strengthening, maintenance and data continuity, and it sits within the primary
programme cluster of the SLUC portfolio as the dedicated health systems resilience programme. SDEP
functions as the operational backbone of that same portfolio through pre-study diligence, technology
enablement and skill training, and the portfolio map expressly ties HIRC to technology and skill-training
emphasis. For the present UASE Programme, that means the SLUC relationship is not decorative. It is
constitutive of method. HIRC provides the closest thematic bridge. SDEP provides the common
operational chassis. Together they create the most relevant SLUC lineage for the Programme’s

relationship to public health systems, workforce structures and community-level delivery.

This relational structure may be stated in more formal terms as follows.

Relational Field

Institutional Position of the
Programme

Primary Legacy
Anchor

Relevant SLUC Anchor

The Programme operates as a
service-access and continuity
instrument within ministries,

district systems, facilities,

PCDE for service
visibility and routing;

HIRC as the primary

level delivery

pathways, maternal and child
continuity, literacy and
structured community referral
mechanisms. ,

Public health . . health-system resilience
referral chains and regulated PCPP for facility
systems L. analogue; SDEP as the
partner structures. It continuity; PCGG for .
. operational backbone.
strengthens reach and order fair access.
without displacing public
legitimacy. |,
The Programme operates
through the people who carry |[UASE Skills logic,
service continuity in practice supported by PCDE HIRC, EVHEI, EEN and
Workforce .
and strengthens workforce for digital competence||SDEP form the relevant
structures .
order, competence, digital and PCGG for SLUC feeder structure.
enablement and local delivery |linclusive participation.
roles.
The Programme operates HIRC for resilient
through outreach, trusted local |[PCGG for inclusion community health logic;
] access points, prevention and legitimacy; EUOS |[WYEH where women-
Community-

for integrated place-
based community
function.

and youth-facing access
channels are relevant;
SDEP for operational
continuity.

Cross-system
interoperability

The Programme holds public
systems, workforce pathways
and community delivery within
one governed health-access
architecture rather than
allowing them to drift into
separate silos.

PCDE, PCPP, PCGG and
EUOS together form
the internal
interoperability
method.

The SLUC portfolio map,
and especially HIRC
under SDEP, provides the
relevant external
programmatic parallel.
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The Programme’s relationship to public systems, workforce and community delivery is therefore fixed
as a matter of institutional design. It is not a freestanding provider model, not a detached clinical
platform and not a temporary social project. It is a governed access-and-continuity instrument that
strengthens public health systems, orders workforce capability and extends legitimate care into the
community field. Through the Legacy Projects, it gains method. Through the SLUC health lineage, and
especially through HIRC and SDEP, it gains a directly relevant programme parallel.

Chapter Five- Delivery Model, Provider Partnerships and Referral Logic

The delivery model of the Health Systems and Service Access Programme is access-led, system-oriented
and centrally governed through the UASE spine. It operates by organising the path between the
individual, the community, the first service point, the referral chain and the wider health system. The
Programme therefore does not define delivery as the isolated provision of treatment. It defines delivery
as the ordered movement through which need is identified, access is secured, continuity is preserved
and care is transferred through appropriate levels of service without fragmentation or loss of
accountability. Its institutional character remains permanent and programmatic, and its delivery
identity is that of a governed health-access architecture rather than a loose provider network.

In practical terms, the Programme delivers through a layered model. Community-facing entry points
carry prevention, literacy, outreach and first-contact routing. Primary and local service points carry
essential access, continuity and case handling. Higher-level facilities carry advanced care, specialist
referral and stabilised continuity where the first layer is insufficient. Digital and administrative systems
connect these levels through visibility, route management and continuity of records. The Programme
thereby creates one service pathway across multiple delivery settings rather than allowing each setting
to function as a disconnected access island. This is consistent with WHQO’s emphasis on primary health
care, essential services, workforce support and health information systems, and it mirrors the SLUC
health model in HIRC, where facility networks, primary care, digital health and workforce capacity are
treated as one integrated resilience architecture.

The provider structure is arranged around institutional function. Public health authorities and
regulated facilities remain the principal carriers of legitimacy and long-term absorption. Community-
based personnel and local service channels extend reach into the household and neighbourhood field.
Digital-health, diagnostics and continuity-support partners provide the connective layer that keeps care
visible, referable and administratively ordered. Training institutions and workforce feeders sustain the
competence base required for stable service. Infrastructure and utilities partners support the physical
environment within which safe care becomes possible. Each of these provider fields performs a distinct
role, and the Programme binds them together under one access-and-referral logic instead of allowing
them to operate as unrelated programme fragments.

The internal Legacy Projects remain materially present in this delivery structure. PCDE anchors the
digital layer through referral visibility, routing order, service mapping and continuity of information.
PCPP anchors the service environment through water, sanitation, energy continuity, safe facility
conditions and operational reliability. PCGG anchors inclusion, legitimacy and fair access where health
delivery touches inequality, vulnerability or distrust. EUOS anchors the place-based integration logic by
showing how health, food, infrastructure, learning and community life may be stabilised together
inside one coherent setting. These Legacy Projects do not sit outside the Programme as historical
references. They constitute the method by which delivery becomes governable across different service
levels and provider types.
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The SLUC lineage is equally relevant. HIRC provides the closest thematic precedent for the Programme’s
delivery model because it is expressly structured around phased facility upgrades, telehealth and
electronic records deployment, community health-worker training, maintenance systems and supply-
chain reform. SDEP provides the operating backbone through baseline diagnostics, technology
enablement and skill training, and the SLUC portfolio map identifies HIRC as a programme whose direct
execution depends on facility upgrades, digital health and workforce strengthening, with technology
and skill training as its principal emphases. For the present Programme, these features confirm that
health delivery is not treated as an isolated medical activity but as an integrated service architecture
built on diagnostics, technology and skills.

The delivery chain may therefore be expressed in structured form as follows.

Delivery Layer

Institutional Function

Primary Internal
Anchor

Relevant SLUC Anchor

Identifies need, extends
prevention and literacy,

PCGG for trusted

HIRC community health
and outreach logic; WYEH

line service.

Community . . access and inclusion;

supports first-contact routing . where women- and
entry and L EUOS for integrated .

and preserves early continuity . youth-facing access
outreach local service

close to households and . channels strengthen

o environments.
communities. reach.
Carries essential access, triage PCPP for service
[ , triage, ) .
Primary and L. . & environments; PCGG ||HIRC as the direct health-
. continuity of care, routine i i .
local service o . for equitable entry; service analogue within
. treatment and stabilised first- .

delivery PCDE for continuity SLUC.

support.

Referral and
higher-level
care

Connects first-line delivery to
secondary or specialist care
through ordered transfer,
administrative visibility and
continuity of responsibility.

PCDE as the primary
anchor of referral
order, routing and
record continuity.

HIRC digital health and
service-network logic
under SDEP.

Diagnostics,
medicines and
continuity
support

Preserves reliable treatment
pathways through essential
supplies, basic diagnostics
interfaces and continuity of
operational inputs.

PCPP for utilities and
storage environments;
PCDE for
administrative
visibility.

HIRC supply integrity and
maintenance logic; SDEP
for systems backbone.

Workforce and
competence
support

Sustains the service chain
through training, competence
reinforcement, digital
enablement and local
workforce continuity.

UASE Skills logic
supported by PCDE for
digital-health
enablement.

HIRC, EVHEI, EEN and
SDEP together form the
relevant health workforce
feeder structure.

The Programme’s provider partnerships are organised accordingly. Public-sector institutions remain the
principal delivery partners because they carry lawful health authority, population reach and long-term
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absorption capacity. Regulated non-state providers, digital-health partners, diagnostics and supply-
chain operators, training institutions, community organisations and technical service partners enter the
Programme where they strengthen continuity, access, quality or efficiency inside a clearly governed
framework. Their place in the Programme is therefore functional, not incidental. Each partner field is
used because it performs part of the access-and-continuity chain, and each remains subject to central-
spine governance, data order, safeguard rules, procurement integrity and referral discipline. This
structure aligns with the SLUC portfolio’s wider implementation doctrine, which is explicitly built on
REC and national coordination, PPP structures, independent QA/QC, civic oversight and transparent
operational roles.

The referral logic of the Programme is one of the decisive elements of its delivery model. Referral is not
treated as a clerical afterthought once the service interaction has ended. It is one of the actual
mechanisms through which access becomes meaningful. The Programme therefore maintains defined
referral pathways between community entry, primary service points, higher-level facilities, maternal
and child continuity interfaces, diagnostic routes and follow-up mechanisms. Each transfer of the
individual through the system remains visible, attributable and connected to continuity responsibility.
This gives the Programme a system character rather than a facility character. It also reflects the digital-
health logic present in HIRC and the wider UASE commitment to monitoring, interoperability and
shared delivery discipline. ,

Chapter Five therefore records the Programme’s delivery identity in fixed terms. The Health Systems
and Service Access Programme delivers through a layered service path, a function-based provider
network and a governed referral chain. It works through public systems, extends through community
channels, is made visible through digital continuity, is sustained by workforce structures and operates
inside safe service environments. Through HIRC and SDEP it has a clear SLUC parallel. Through the
Legacy Projects it has a clear internal method. Through UASE it acquires permanent programme form.

Chapter Six- Financing Model, Affordability Doctrine and Sustainability
Logic

The financing model of the Health Systems and Service Access Programme sits inside the wider UASE
capital doctrine and is therefore structured, layered and protected rather than open-ended or
dependency-driven. The Programme is financed as a permanent health-access and continuity window
under the UASE alliance. It does not rely on an indefinite grant posture, and it does not treat public-
purpose health access as incompatible with disciplined capital architecture. The governing financial
principle remains the same as elsewhere in UASE: capital is organised around operational purpose,
ring-fenced where necessary, protected through treasury discipline and linked to measurable service
function. Private and partner capital hold a primary role in the wider architecture, while public
contributions and stabilising finance retain an important but secondary position inside the overall
hierarchy.

Within the health field, this financing model takes a blended and function-specific form. Public budget
participation, development-finance support, provider partnerships, results-based disbursement,
service contracts, technology partnerships and lifecycle maintenance funds all have a place within the
Programme, but they do so under a single affordability and sustainability doctrine. This is consistent
with the SLUC portfolio and particularly with HIRC, whose financial model is expressly described as
blended finance supported by development-bank instruments, PPP clinical services and results-based
disbursement, with efficiency gains reinvested into maintenance and workforce retention. It is also
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consistent with the wider SLUC finance architecture, which relies on public budgets, development
finance, PPP structures, lifecycle O& M endowments and revolving funds across the programme family.

The Programme’s financing model is therefore composed of five linked layers. The first layer is public-
purpose baseline finance, which supports foundational health-access obligations, local service
continuity, core referral structures, essential staffing interfaces and the public-system elements that
cannot be credibly carried through episodic or purely transactional funding alone. The second layer is
development and catalytic finance, which supports scale-up of facilities, digital-health infrastructure,
workforce build-out, community-service expansion and structured system improvement where upfront
capital is required to move from thin service presence to credible access. The third layer is provider and
service-partnership finance, which supports regulated PPP and contracted delivery arrangements
where non-state actors strengthen continuity, technology, diagnostics, maintenance or service quality.
The fourth layer is lifecycle and maintenance capital, which protects the Programme from
infrastructure decay, digital obsolescence and service interruption by ring-fencing continuity resources
over time. The fifth layer is revolving and reinvestment capital, which captures efficiency gains,
recurring service income or other lawful programme revenues and directs them back into
maintenance, expansion, training or service improvement.

The internal Legacy Projects again shape this model in direct terms. PCDE reduces administrative
friction and lowers continuity costs through digital routing, records order, service visibility and better
information flow. PCPP converts capital into reliable service environments through water, sanitation,
energy continuity, site readiness and infrastructure logic. PCGG protects the legitimacy of allocation
and the fairness of access, which is indispensable in any health programme claiming public-purpose
character. EUOS demonstrates the efficiency of integrated environments in which health,
infrastructure, community function and other public systems can be financed together rather than as
isolated budget lines. In financial terms, the Legacy Projects act as cost-discipline instruments as much
as delivery instruments.

The SLUC health lineage reinforces this same structure. HIRC expressly identifies public budgets, AfDB-
related facilities, PPP structures, lifecycle endowments and revolving funds as the principal
components of its resource model. SDEP similarly treats blended finance, lifecycle cost controls,
modular technology deployment and workforce development as the operating chassis of programme
sustainability. For the present Programme, these precedents confirm that health finance must be
organised across the full lifecycle of the system—diagnostics, deployment, training, service continuity,
maintenance and renewal—rather than concentrated only on first-phase capital expenditure.

The financing structure may therefore be stated in formal terms as follows.

Primary Internal /

Financing Layer |Institutional Function Affordability Role
SLUC Anchor

Supports foundational access [|Preserves continuity in the

] obligations, local service parts of the system that  [|UASE treasury
Public-purpose . ] . )
) . continuity, referral order and ||must remain stable doctrine; HIRC public
baseline finance . .
essential public-system regardless of short-term (|budget component.
interfaces. market or donor volatility.

info@eusl.eu www.eusl.eu +46 10 585 04 59


mailto:info@eusl.eu
http://www.eusl.eu/
https://euslfoundation-my.sharepoint.com/personal/daniel_berma_eusl_eu/Documents/Microsoft%20Copilot-chattfiler/SLUC%20-%20Major%20and%20Supporting%20Programme%20Merged.pdf
https://euslfoundation-my.sharepoint.com/personal/daniel_berma_eusl_eu/Documents/Microsoft%20Copilot-chattfiler/SLUC%20-%20Major%20and%20Supporting%20Programme%20Merged.pdf
https://www.who.int/about/what-we-do/
https://euslfoundation-my.sharepoint.com/personal/daniel_berma_eusl_eu/Documents/Microsoft%20Copilot-chattfiler/SLUC%20-%20Major%20and%20Supporting%20Programme%20Merged.pdf
https://euslfoundation-my.sharepoint.com/personal/daniel_berma_eusl_eu/Documents/Microsoft%20Copilot-chattfiler/SLUC%20-%20Major%20and%20Supporting%20Programme%20Merged.pdf

European Social Label

Reduces upfront barriers
Development _y . to system build-out while ||HIRC blended-finance
. facilities, digital systems, . . .
and catalytic keeping financing tied to |[logic; SDEP as
outreach structures and

finance ) measurable service deployment backbone.
workforce strengthening. function

Funds scale-up of health

Supports regulated PPPs, . . HIRC PPP clinical and
Provider and PR & Expands service quality . . .
digital-service logic;

contracted services, digital-

service- . ) and capability without
] health platforms, diagnostics . . PCDE and PCPP as
partnership . L abandoning public- .
. interfaces and continuity- internal method
finance purpose control.
support partners. anchors.
. Prevents service HIRC lifecycle
. Protects health infrastructure, . :
Lifecycle and . L deterioration and lowers |lendowments; SDEP
] digital systems, utilities .
maintenance . the long-run cost of lifecycle controls; PCPP
. support and operational . . . .
capital . . interruption, replacement ||service-environment
continuity across time. . L
and system failure. continuity.

Recycles lawful revenues,

] efficiency gains or structured |[Turns performance gains ||HIRC revolving-fund
Revolving and

. service returns into into sustained programme |{logic; PCDE efficiency
reinvestment . .. . . -
. maintenance, training, capacity rather than gains through digital
capital ) . o o
expansion and continuity dissipated surplus. continuity.
improvements.

The Programme’s affordability doctrine is fixed around three principles. The first is that health access
must remain socially reachable. Cost cannot be allowed to become the hidden mechanism through
which formal entitlement is turned into practical exclusion. The second is that affordability is protected
as much by system design as by subsidy. Efficient referral, digital order, stable workforce deployment,
reliable service environments and controlled procurement all lower the cost of care and the cost of
system failure. The third is that affordability must be compatible with durability. A service that is cheap
only because maintenance, workforce retention, digital renewal or supply continuity have been
deferred is not an affordable service in institutional terms. It is an unstable one. These principles are
fully consistent with the SLUC portfolio’s emphasis on lifecycle affordability, 0& M endowments, results-
based disbursement and protected maintenance funding.

The Programme’s sustainability logic follows directly from that doctrine. Sustainability is not treated as
a general aspiration attached to the Programme after the financial model has already been defined. It
is built into the financing structure itself. Baseline finance protects essential continuity. Blended and
catalytic finance support scale where scale is justified. Provider partnerships increase service capability
within a regulated framework. Lifecycle funds preserve system reliability. Reinvestment mechanisms
convert gains back into continuity and renewal. At the same time, workforce development, digital
enablement, local ownership and monitored service quality protect the non-financial conditions of
sustainability. This is the same logic visible in HIRC, where workforce retention, asset management,
maintenance systems and digital continuity are treated as part of financial durability rather than as
unrelated operational matters.
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In UASE terms, Chapter Six therefore records a settled financial position. The Health Systems and
Service Access Programme is financed through a structured, blended and lifecycle-aware model
governed by the UASE capital architecture. Its affordability is protected through access-sensitive
design, cost discipline and continuity funding. Its sustainability is secured through ring-fenced
maintenance logic, workforce support, digital order, provider discipline and reinvestment of gains into
long-term function. Through HIRC and SDEP it has a clear SLUC financing lineage. Through the Legacy
Projects it has an internal method for cost control and continuity. Through UASE it becomes a
permanent and governable health-access programme rather than a temporary health initiative.

Chapter Seven- Governance and UASE Central-Spine Dependencies

The Health Systems and Service Access Programme is governed as a permanent programme of UASE
and does not exist as an autonomous health institution outside the alliance. Its mandate, delivery
boundaries, financing logic, reporting obligations, safeguard posture and institutional authorities are
all held within the wider UASE constitutional and operational structure. The Programme therefore
operates through delegated authority under the UASE central spine rather than through independent
programme sovereignty. That position is fully consistent with the UASE register, which places
programme architecture, governance discipline, risk controls, monitoring systems, procurement rules,
private-sector engagement and compacting arrangements within one integrated top-organisation
framework.

Its governance identity is fixed by three structural facts. First, the Programme forms part of the standing
UASE programme layer and therefore sits inside one alliance rather than beside it. Second, its execution
is dependent upon central-spine oversight because health access intersects with digital systems,
infrastructure continuity, workforce logic, capital mobilisation, inclusion safeguards and local
implementation discipline across several UASE domains at once. Third, its operating legitimacy derives
from the fact that it is governed through shared UASE instruments rather than through ad hoc sector
discretion. In this sense, governance is not a procedural wrapper placed around the Programme after
its creation. Governance is the constitutional form through which the Programme is allowed to exist at
all.

The UASE central spine holds the Programme together across mandate control, legal discipline, capital
use, data integrity, safeguard enforcement, partner management and transfer into adjacent
programme fields where required. This structure prevents health access from drifting into an isolated
sectoral silo. It also ensures that the Programme remains aligned with the UASE doctrine of evidence-
backed transition, lean architecture, shared services, non-duplication rules and disciplined programme
boundaries. The Health Programme therefore functions as the health-facing operating window of a
larger institutional order rather than as a self-contained ministry analogue.

This central-spine dependence is reinforced by the wider mandate families to which the Programme is
externally legible. WHO describes its work in terms of universal health coverage, health emergencies,
essential services, sustainable financing, workforce support and information systems. UNICEF describes
its role as protecting the rights of every child while providing health and nutrition services, especially
to the most disadvantaged. UNFPA describes its health mandate in terms of sexual and reproductive
health, maternal safety, rights and choices. The present Programme does not replicate those
institutions, but it does organise a locally adapted health-access architecture that is recognisable
because it is governed, bounded and functionally coherent in a similar way. |, , |,
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The Legacy Projects provide the operative dependencies through which this governance structure
becomes practical. PCDE carries digital continuity, referral visibility, controlled information flows and
administrative order. PCPP carries the infrastructure and utilities logic upon which safe service
environments, hygiene continuity and facility reliability depend. PCGG carries legitimacy, inclusion, fair
access and the social confidence required where care pathways are shaped by inequality or institutional
distrust. EUOS carries the integrated place-based governance logic that shows how health, learning,
food, infrastructure and community function can be held within one operating environment without
dissolving accountability. These dependencies are not descriptive analogies. They are the actual
internal anchors through which the Programme remains governable in cross-sector form.

The same pattern is visible in the relevant SLUC lineage. The SLUC portfolio is governed through REC-
level coordination, National Implementation Units, independent QA/QC, PPP structures, civic
oversight, grievance mechanisms and open-data transparency. SDEP functions as the operational
backbone through diagnostics, technology enablement and skill training, while HIRC is expressly
described as a health-resilience programme built around facility networks, primary care, digital health,
workforce pipelines, quality oversight and transparent procurement. The Health Systems and Service
Access Programme therefore inherits not only a thematic parallel from HIRC, but also a governance
parallel in which strategic oversight remains central, national execution remains structured and
independent oversight remains active throughout the service lifecycle.

The Programme’s principal governance dependencies may be stated as follows.

Governance Domain ||Institutional Position of the Programme

Programme identity, mandate boundaries, major scope changes and any
material reconfiguration remain under UASE central authority and are
interpreted through the wider programme architecture of the alliance.

Mandate and scope
control

Financing layers, reserve discipline, affordability rules, ring-fencing, lifecycle
maintenance logic and any major capital release remain subject to the
UASE capital and treasury doctrine rather than programme-level discretion.

Capital and treasury
control

Provider agreements, PPP instruments, service contracts, confidentiality
rules, procurement structures, data clauses and remedies remain tied to
the UASE legal and contracting framework.

Legal and contracting
control

Service visibility, referral order, data governance, programme KPIs,
evaluation routines and dashboard logic remain dependent on the UASE
monitoring, evaluation, learning and data architecture.

Data, reporting and
learning control

Inclusion, non-harm, vulnerable-group protection, complaints, audits,
procurement integrity, whistleblowing and remedial action remain tied to
the UASE safeguards and integrity framework.

Safeguard and
integrity control

Interfaces with digital systems, infrastructure continuity, workforce
pathways, community delivery and capital mobilisation remain under
central-spine coordination to preserve non-duplication and shared
discipline across UASE.

Cross-programme
interoperability
control
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The field expression of the Programme is therefore operational, but its institutional control remains
central. Public systems, provider partners, community channels, workforce structures and digital
systems all participate in delivery, but the Programme’s constitutional order is not dispersed across
them. It is held by UASE. This is what allows the Programme to remain both flexible in service form and
disciplined in institutional character. Without that central-spine order, health access would quickly
dissolve into fragmented provider arrangements, loosely governed technology deployments,
duplicated community structures and unprotected financing flows. With it, the Programme remains
one governed health window inside one alliance.

Chapter Seven therefore fixes a clear constitutional position. The Health Systems and Service Access
Programme is a permanent UASE programme governed through the central spine, dependent on
shared legal, financial, data and safeguard architecture, and reinforced internally by the Legacy Projects
and externally by a directly relevant SLUC lineage through SDEP and HIRC. It operates in the health
field, but it is not governed by the field alone. It is governed by UASE.

Chapter Eight- Clinical Safety, Ethics, Data Protection and Inclusion
Safeguards

Clinical safety, ethics, data protection and inclusion are not secondary compliance layers surrounding
the Health Systems and Service Access Programme. They are constitutive operating conditions of the
Programme itself. The Programme does not merely deliver services and then measure whether those
services were lawful or safe. It carries health access through safeguarded clinical practice, protected
information handling, inclusion-sensitive service design and explicit ethical discipline from the outset.
This position is consistent with the UASE framework, which places human rights, vulnerable groups,
non-harm, investigations, remediation, data architecture and disclosure standards inside the core
institutional order rather than outside it.

The Programme’s clinical safety posture is fixed around the protection of the person in the service
encounter. It requires safe triage, responsible routing, continuity-aware follow-up, safe maternal and
child-service interfaces, reliable referral transfer, essential supply integrity, protected service
environments and workforce roles that remain commensurate with training and competence. WHO
frames its work around quality essential services, health workforce support, access to health products
and strong information systems. The Programme translates those elements into an operating rule: care
is not treated as accessible unless it is also safe, clinically ordered and sufficiently supported to avoid
preventable deterioration inside the service chain. |,

Its ethical posture is equally direct. The Programme treats health access as a public-purpose function
governed by dignity, fairness, proportionality and protected treatment of vulnerable populations.
UNFPA’s mandate makes clear that bodily autonomy, maternal safety, reproductive health and
protection from violence belong within the health field. UNICEF’'s mandate makes equally clear that
children’s rights, protection and access to health and nutrition services require special attention,
especially for the most disadvantaged. Within this Programme, these principles are not annexed values.
They become operational rules. Women, girls, children, older persons, persons with disabilities,
displaced persons, undocumented households and socially marginalised groups are treated as
populations whose interaction with the health system requires heightened care in access, referral,
confidentiality, continuity and non-exclusion. , , [unocha.org

The Programme’s data-protection posture is particularly important because health access is
inseparable from sensitive information. Referral routes, reproductive health information, maternal
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records, child-service continuity, diagnostics, medicine history, access barriers, case notes and
community-level continuity indicators all contain personal or sensitive data that cannot be handled as
ordinary administrative material. The Programme therefore treats data as a protected service asset
held for a defined health purpose, routed through controlled visibility, limited to authorised need, and
governed under strict continuity and confidentiality rules. This position is reinforced by the UASE data
architecture and legal framework, and internally strengthened by PCDE, which supplies the method for
digital continuity, controlled routing, access discipline and system visibility without turning health
information into an ungoverned data pool.

Its inclusion safeguards are equally central. Health access gaps often track social inequality rather than
medical need alone. Women and girls may face dignity and safety barriers; children may depend on
continuity of care across fragile household conditions; rural and marginalised populations may remain
distant from formal service points; and poor households may be administratively visible only after
conditions have already worsened. The Programme therefore designs inclusion into outreach, entry
routes, referral logic, staffing, communication and continuity. This corresponds with the SLUC
portfolio’s explicit emphasis on women, youth and marginalised groups as central to all interventions,
and it is directly relevant to the health field through HIRC’s equity focus and WYEH’s role in
strengthening women- and youth-facing service environments.

The Legacy Projects remain practically significant in this safeguard architecture. PCDE protects
confidentiality, controlled case visibility and digital order. PCPP protects the physical safety of service
environments through utilities continuity, hygiene-support settings and basic operational reliability.
PCGG protects legitimacy, fair treatment, non-exclusion and the social conditions under which
vulnerable persons are willing and able to enter care. EUOS protects integrated community settings by
showing how several public-purpose systems can reinforce dignity and continuity together. In the
Health Programme, these internal anchors are not background references. They are the method
through which clinical safety, ethical order, data protection and inclusion are sustained in real delivery
conditions.

The same logic is visible in the SLUC lineage. HIRC is described as a programme built around facility
resilience, digital health, workforce development, maintenance systems, public reporting, grievance
redress and independent quality assurance. SDEP is described as the operational chassis for
diagnostics, modular technology and skill training, with transparency, QA/QC and community feedback
loops built into its model. The SLUC governance and implementation doctrine therefore gives the
present Programme a directly relevant precedent for treating safety, ethics, digital systems and
inclusion as inherent conditions of health delivery rather than as discretionary add-ons.

The main safeguard fields may be stated in structured form as follows.

Safeguard Field Institutional Rule of the Programme

Access is carried through safe triage, protected service environments, lawful
Clinical safety role allocation, continuity-aware referral and reliable support conditions for
treatment and follow-up. |, ,

Care is carried through fairness, dignity, non-exploitation, proportionality and
Ethics and dignity heightened protection where maternal, child, reproductive or otherwise
vulnerable health pathways are engaged. |,
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Health information is purpose-bound, access-controlled, minimally shared,
securely routed and held only to the extent required for care continuity,
accountability and lawful system function.

Data protection and
confidentiality

Service design, outreach, communication and referral order are structured so
that vulnerable or marginalised populations are not left outside the practical

reach of the Programme. [unwomen.org],

Inclusion and non-
exclusion

Complaints pathways, public accountability, independent quality review and
corrective action are maintained so that service failure, misconduct or
exclusion can be surfaced and addressed in governed form.

Complaints, review
and remediation

The Programme’s complaints and remedial posture completes this safeguard structure. A health-access
programme that routes vulnerable people into care but offers no lawful means to surface harm, poor
treatment, exclusion, data misuse or provider misconduct would fail its own public-purpose standard.
The Programme therefore carries complaint pathways, review mechanisms, audit interfaces and
corrective action as standing features of the service chain. This is fully consistent with the UASE
integrity and safeguards doctrine, and it is directly reinforced by the SLUC portfolio’s use of grievance
redress, independent QA/QC and open-data transparency across programme implementation.

Chapter Nine- Financial Outlook and Growth Logic

The financial outlook of the Health Systems and Service Access Programme is structured around
permanence of mandate, elasticity of deployment and continuity of care. It does not follow the logic
of a short-cycle intervention model, because the Programme is part of the permanent UASE
programme layer and exists to sustain access to essential health-related services over time rather than
to finance one-off service episodes. Its outlook is therefore neither emergency-bound nor
institutionally open-ended. It is disciplined, staged and linked to measurable service function across
access, continuity, referral order, workforce support and safe delivery environments. |,

The Programme’s financial profile rests on a dual posture. In structural terms, it remains permanent. In
expenditure terms, it scales by service maturity, territorial reach, provider integration, digital depth
and the strength of referral continuity. This gives the Programme a stable institutional identity with a
variable operational envelope. Baseline finance remains fixed around the obligations that preserve
access, visibility, workforce continuity and safe service environments. Growth finance expands where
facilities, community channels, digital systems, supply integrity and service pathways are being
extended into wider populations or deeper service functions. This is consistent with the UASE capital
doctrine, which links financing to operational purpose, disciplined treasury control, ring-fencing and
protected growth rather than uncontrolled expansion.

The Programme’s growth logic is driven by four principal vectors. The first is territorial deepening,
through which the Programme extends access into underserved areas, rural settings, marginalised
populations and weakly connected service geographies. The second is service thickening, through
which access points become more clinically capable, more continuous in referral logic and more reliable
in safe treatment support. The third is system integration, through which digital continuity, workforce
capability, facility reliability and community outreach are brought into tighter operational alignment.
The fourth is institutional absorption, through which improved service pathways become embedded in
public health systems, regulated provider fields and longer-term UASE programme functions. Growth
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is therefore not measured simply by budget increase or site count. It is measured by how much of the
health-access chain becomes more real, more stable and more governable over time. |, ,

This outlook is reinforced by the relevant SLUC lineage. The SLUC portfolio identifies HIRC as the health-
resilience programme within the primary programme cluster and describes its financial model in terms
of blended finance, public budgets, development-finance participation, PPP structures, results-based
disbursements, lifecycle maintenance logic and reinvestment into workforce retention and service
continuity. SDEP functions as the portfolio backbone through diagnostics, technology enablement and
skill training, and its own finance model is built around blended capital, lifecycle cost control, modular
deployment and long-term O&M logic. The present Programme follows the same structural reasoning
in UASE form. Health growth is financed through staged system-building rather than through episodic
health spending alone.

The Legacy Projects further clarify the Programme’s growth logic. PCDE improves scale efficiency
through referral visibility, digital continuity, administrative order and lower-friction service routing.
PCPP makes growth physically credible by securing utilities, hygiene continuity, facility support
conditions and place-based reliability. PCGG protects the legitimacy of expansion by ensuring that
growth does not reproduce exclusion, arbitrary access patterns or public distrust. EUOS demonstrates
that health-system strengthening becomes more durable where it grows inside integrated community
environments rather than as an isolated service silo. Together, these internal anchors turn growth from
a budgetary ambition into a governed expansion path.

The Programme’s financial outlook may therefore be expressed through five linked growth conditions.

Growth o L . . . .
. Institutional Expression Financial Meaning
Condition
Essential access, referral order, workforce . .
. - . ) Fixed and protected expenditure
Baseline stability and core service environments L
.. . ) preserves continuity before
continuity remain funded as standing health-access L
. expansion is undertaken.
obligations.
. Additional communities, districts or Growth capital is used to extend
Territorial .
expansion vulnerable population groups are brought |[access pathways and reduce
P into reliable health-service reach. , geographic or social exclusion.
Existing service points gain stronger referral . L .
. . - . Capital deepens existing service
Service logic, broader continuity capacity, safer

quality and continuity rather than

densification ||support conditions and more stable . o
merely multiplying low-capacity sites.

diagnostics and supply interfaces.

Digital order, workforce support, facility Growth finance reduces
System continuity and community-level delivery are |[fragmentation and lowers the long-
integration held together inside one governed service |[run cost of service failure and
chain. duplication.
Institutional iy ilised service pathways are absorbed Financial sustainability increases as
embedding into durable public systems, regulated continuity functions move from
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partnerships and long-horizon programme ||provisional strengthening into stable
structures. institutional form.

The Programme’s growth logic is therefore cumulative rather than speculative. Early phases strengthen
access and referral order. Middle phases deepen continuity, digital visibility, workforce capability and
facility reliability. Mature phases convert these gains into embedded public-system function and more
durable financing logic. In this structure, each layer of improvement lowers the cost and instability of
the next layer. The Programme thereby becomes more efficient as it matures, because administrative
disorder, referral leakage, supply interruption and preventable exclusion are progressively reduced.
This is the practical financial expression of the UASE doctrine of evidence-backed transition and
institutional compression. ,

The financial outlook of the Programme is thus not defined by indefinite scale for its own sake. It is
defined by disciplined growth in the service chain of health access. Baseline obligations remain
protected. Expansion remains linked to measurable service function. Lifecycle continuity remains
funded. Workforce and digital order remain treated as capital-protective conditions. Public legitimacy
remains preserved through inclusion and fair access. In those terms, the Programme’s financial outlook
is both stable and expandable, and its growth logic remains fully aligned with UASE, the Legacy Projects
and the SLUC health lineage represented by HIRC and SDEP.

Chapter Ten- Implementation Roadmap

The implementation roadmap of the Health Systems and Service Access Programme is phased, system-
oriented and anchored in orderly absorption into durable health-service function. The Programme does
not begin as a free-floating delivery idea. It begins as a governed programme architecture within UASE
and moves from structural readiness into mapped access expansion, service integration, system
deepening and institutional embedding. Its roadmap therefore follows the same logic that defines the
Programme itself: access is established, continuity is stabilised, referrals are ordered, service
environments are secured, workforce pathways are strengthened and the full chain is held inside a
more coherent public-purpose health system. , |,

The first phase is the programme readiness phase. In this phase, the Programme exists in fully
constituted form within the UASE architecture. Mandate, governance, capital logic, data order, legal
instruments, provider categories, safeguard conditions and internal Legacy Project dependencies are
all fixed before external expansion occurs. This phase preserves programme integrity by ensuring that
health delivery is not improvised through fragmented pilots without a settled institutional frame. It
also aligns with the SLUC method, in which SDEP provides the operating chassis through pre-study
diligence, technology enablement and skill training before wider scale is undertaken.

The second phase is the access-mapping and service-entry phase. In this phase, the Programme
establishes the health-access terrain into which it will operate. Service gaps are mapped. Population
barriers are identified. Referral pathways are examined. Facility reliability, outreach capacity, maternal
and child continuity, workforce conditions, digital readiness and service-environment constraints are
all brought into one operational picture. This phase translates the general health mandate into a
practical access map and establishes the Programme’s first governed line of intervention. It
corresponds closely with the health-diagnostics logic described in HIRC and with WHO's emphasis on
access, workforce, essential services and information systems as the foundations of health-system
function. ,
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The third phase is the service activation and continuity phase. In this phase, the Programme begins its
full operating expression. Community entry routes, local access points, referral mechanisms, maternal
and child continuity pathways, digital visibility, basic diagnostics interfaces, workforce support and
service-environment reliability are brought into active relation. Delivery is no longer defined by one
element in isolation. It becomes a governed access chain. This phase gives the Programme its real
practical form and corresponds to the phase in the SLUC health model where facility upgrades, digital
health deployment, community-worker training, maintenance systems and service continuity come
into active operation.

The fourth phase is the system integration and deepening phase. In this phase, the Programme moves
beyond first-line access into greater reliability, deeper interoperability and stronger institutional order.
Referral chains become more stable. Data becomes more continuous and protective. Workforce
competence becomes more structured. Diagnostics and supply pathways become more dependable.
Safe service environments become more consistent. Community-level delivery becomes more tightly
linked to formal systems. The Programme thereby shifts from access-building alone into sustained
system-shaping. This is also the phase in which the internal Legacy Projects become especially visible
as method anchors: PCDE for digital continuity, PCPP for facility and utilities reliability, PCGG for
inclusion and legitimacy, and EUOS for integrated place-based function.

The fifth phase is the institutional embedding and expansion phase. In this phase, the Programme’s
improvements are absorbed more fully into public systems, regulated provider relationships, workforce
pipelines and adjacent programme interfaces. Access routes become more normalised. Referral order
becomes more permanent. Provider roles become more stable. Digital and physical continuity systems
become more regularised. Additional territories or population groups may be brought into the
Programme’s reach on the basis of proven function rather than abstract ambition. In this phase, the
Programme grows by institutional embedding rather than by temporary operational surge. This reflects
the UASE doctrine that permanent programme windows are the stabilised operating layer arising from
validated formation logic.

The sixth phase is the consolidation and learning phase. In this phase, the Programme remains active,
but its implementation posture becomes more reflective and system-maintaining than expansionary.
Monitoring, evaluation, service-quality review, financial performance analysis, public accountability,
workforce adaptation and improvement planning become the dominant instruments through which
the Programme preserves legitimacy and relevance over time. This phase is consistent with the UASE
data and learning architecture and with the SLUC implementation doctrine, which ties programme
maturity to continuous monitoring, open dashboards, independent verification and rolling
improvement logic.

The roadmap may therefore be stated in structured form as follows.

Implementation

Institutional Content Primary Internal / SLUC Anchor
Phase
Mandate, governance, finance, safeguards, .
. g : & UASE central spine; SDEP as the
Programme legal instruments and internal )
) . . relevant operational precursor
readiness dependencies are fixed under the UASE

logic.
spine before outward scale begins. -
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Service gaps, referral weaknesses,

Access mapping and ||population barriers, workforce conditions
service entry and delivery environments are mapped
into one governed access picture.

HIRC health diagnostics logic;
PCDE and PCPP for visibility and
service-environment mapping.

Access routes, local services, referrals, HIRC operational deployment
digital order, workforce support and model; PCDE, PCPP and PCGG as
continuity systems begin active operation. ||method anchors.

Service activation
and continuity

Referral, diagnostics, supply integrity, All four Legacy Projects become
System integration ||workforce capability, digital continuity and ||visible as system-shaping
and deepening safe service environments become more |[anchors; HIRC and SDEP remain
stable and more interoperable. |, the closest SLUC parallels.

Proven access pathways are normalised

Institutional ) . ) UASE permanent programme
] into public systems, provider frameworks . -
embedding and . . logic; HIRC as health-resilience
) and broader territorial or population
expansion precedent.

reach.

Monitoring, review, adaptation, public
Consolidation and |jaccountability and rolling improvement UASE MEL architecture; SLUC

learning preserve programme relevance and long- ||portfolio MEC and QA/QC logic.
run legitimacy.

The implementation roadmap is therefore not a generic sequencing note. It is the institutional path
through which the Programme takes form over time. It records where the Programme begins, how it
establishes access, how it deepens continuity, how it becomes more integrated, how it grows and how
it remains accountable as it matures. Through this roadmap, the Health Systems and Service Access
Programme is not merely stated as a policy ambition. It is organised as a governable health-access
architecture capable of moving from design to durable function in a disciplined manner.

Final Word

The Health Systems and Service Access Programme establishes the point at which UASE treats health
not as a peripheral welfare theme, but as a formal and permanent programme of institutional action.
It records a clear position: health equity becomes real only when access, continuity, referral order,
workforce capacity, service environments, digital visibility and protected treatment are held together
inside one governed system. The Programme is the UASE expression of that system. It converts health
need into ordered service pathways, fragmented delivery into continuity, and vulnerable contact with
the health field into a more legitimate and durable public-purpose architecture. |, |,

Its internal strength comes from the wider UASE formation layer. PCDE provides digital continuity and
controlled service visibility. PCPP provides the physical and utility conditions that make safe care and
reliable service possible. PCGG provides legitimacy, fair access and inclusion discipline. EUOS provides
the integrated place-based logic in which health can be held together with other determinants of social
function rather than treated in isolation. These Legacy Projects are not external references attached
for context. They are the internal method through which the Programme gains coherence across the
health field.
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Its external and programmatic lineage is equally clear. Within the multilateral field, the Programme
stands closest to the health-system and public-health mandate family associated with WHO, with direct
maternal, reproductive, child-health and dignity-sensitive reinforcement from UNFPA and UNICEF.
Within the SLUC lineage, HIRC provides the clearest thematic parallel and SDEP provides the
operational backbone. This gives the Programme an unusual degree of clarity: it is internationally
legible in function, internally anchored in validated UASE logic and directly paralleled by a relevant
health programme in the wider SLUC family. , ,

Read as a whole, this document fixes one settled institutional fact. The Health Systems and Service
Access Programme is the permanent UASE window through which health access is organised,
safeguarded, financed, governed and expanded. It begins with governed readiness, enters through
mapped access, operates through layered delivery and referral order, deepens through system
integration, matures through institutional embedding and remains legitimate through protection,
inclusion and public accountability. In that respect, it is not simply a health programme. It is the formal
health architecture of the alliance.
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