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PROJECT OVERVIEW
SP4PHC

• An investment by the Bill & Melinda Gates Foundation (BMGF) implemented by ThinkWell
with country learning partners
• Project duration from 2017 to 2022

Our Goal

• Leverage strategic purchasing to improve primary healthcare (PHC) delivery in 5 countries,
with a focus on family planning (FP) and maternal, newborn, and child health (MNCH)
• Facilitate learning on strategic purchasing for PHC, FP, and MNCH – and the application of
that learning to policy and practice – at the national and global levels

The Philippines

Burkina Faso

Indonesia
Uganda
Kenya
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DECK OBJECTIVES

1 Review Ugandan context in terms of strategic purchasing for PHC, FP, and MNCH
2 Explain SP4PHC strategies
3 Showcase key results and findings to date

Richard Ssemujju,
Strategic Purchasing Advisor

Angellah Nakyanzi,
Country Manager

Tapley Jordanwood,
Senior Technical Advisor

Espilidon Tumukarate,
Result-Based Financing Advisor
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Uganda Country Context

WELCOME TO UGANDA

▪ Uganda is a land-locked country in East-Central Africa.
▪ Uganda’s population is young (47.4% of the population is
below 14 years of age) and population growth is high (3.6%).

▪ The country faces a major existing burden of communicable
diseases and a growing challenge with non-communicable
diseases.

▪ Most of the population (76%) lives in rural areas.
▪ While average annual GDP growth during the last 20 years is
high for the region (6.3% in Uganda, 4.3% in Sub Saharan
Africa), a large portion (41.7%) of Ugandans live in poverty.
Source: World Bank n.d.; Uganda Bureau of Statistics n.d., 2018)

Indicator (2019)
Total population (million)

Value
42.7

Population growth (annual %)

3.6

Urban/rural divide (% of pop.)

24.4/75.6

Population ages 0-14 (% of total)

47.4

Population ages 15-64 (% of total)

50.4

Population ages 65 and above (% of total)

2.2

Life expectancy at birth (years)

62.9

GDP growth (annual %)

6.5

GDP per capita (current US $)

776.7

Poverty headcount ratio at $1.90 USD/day (% of
population)

41.7
(2016)

Human Development Index Rank (2019)

159 (out of 189)

Source: World Bank 2020 (accessed in December 2020)

Uganda
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FP CONTEXT: IMPROVING TRENDS IN UPTAKE, BUT UNMET NEED IS HIGH
Indicator (2019)

▪ Modern contraceptive prevalence (mCPR) is low (29.2%), but
slightly above the regional average (24.5%)

▪ Large mCPR disparities across education, wealth, and
residence groups

▪ Unmet need for FP (32.5%) and total fertility rate (5.4)
remain high

Uganda FP Services Outcomes National Trends

mCPR (all women) (%)

29.2

24.5

mCPR (married or in union) (%)

37.2

29.5

Percentage of women with an unmet need
for modern methods of contraception
(married or in union)

32.5

25.1

Percentage of women whose demand is
satisfied with a modern method of
contraception (married or in union)

53.4

53.6

Adolescent birth rate (births per 1,000
women)

132

101

2018

2017

0
2016

0%
2015

1
2014

5%
2013

2

2012

10%

2011

3

2010

15%

2009

4

2008

20%

2007

5

2006

25%

2005

6

2004

30%

2003

7

2002

35%

2001

8

mCPR (all women)

Africa

Source: Track20 2019

40%

total fertility rate

Uganda

unmet need (married/in-union women)

Source: Uganda Bureau of Statistics 2018, Track20 2019, World Bank 2020

6
Source: Uganda Bureau of Statistics 2018

FP CONTEXT: PUBLIC FACILITIES ARE THE MAIN SOURCE OF FP

▪ While public facilities are the major source of modern contraception methods and account for 58.5% of users, private and
faith-based facilities play an influential role in the provision FP services

▪ The contraceptive method mix is skewed towards short-term methods (71.5%)
▪ Of women using contraception, injectable (51.3%), implant (17.3%), and male condom (11.4%) are the most common
methods.
% of FP method, by source

FP Modern Method Mix
LAM
2.2%

Other modern method Sterilization (female)
6.6%
1.1%

Condom (male)
11.4%

Sterilization (male)
0.4%

IUD
4.1%

Pill
5.5
Implant
17.3%

Injectable
51.3%
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Source: Track20 2019

Source: Uganda Bureau of Statistics 2018

MNCH CONTEXT: HIGH MATERNAL MORTALITY REMAINS A PROBLEM

▪ The maternal mortality rate (MMR) remains high at a rate of 375 deaths per 100,000 live births, despite an increasing rate
▪
▪

of births in facilities and ANC and PNC coverage nationwide.
Evidence from the Uganda Hospital and Health Centre Census Survey point to limited-service availability and readiness
within different health facility (HF) levels as contributors of the high MMR.
Where the public sector is unable to meet demand for health services, a private sector of health providers has grown,
particularly in Kampala.

Source: Uganda Bureau of Statistics 2018; World Health Organization 2019
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MNCH CONTEXT: SERVICES UTILISATION TRENDS IMPROVING

▪ Most women receive some form of antenatal care (ANC) from a skilled provider during their pregnancy (97.3%), but rates of
women receiving a minimum of four ANC visits (ANC 4+) is much lower (59.9%).

▪ Over half of women deliver in public facilities, with little difference by wealth group. Deliveries in private facilities are less
common, but it is increasingly common for urban and wealthier women to deliver in these facilities.

▪ There are significant divides across the richest wealth index quintile and other wealth index quintiles in access to postnatal checkups (PNC).
Maternal and newborn health indicators by residence

Place of delivery by wealth index quintile
97%
97%
98%

Women receiving antenatal care from a
skilled provider
60%
58%
65%

ANC 4+ visits

Lowest

60%

Second
Middle

50%

Fourth

40%

Highest

74%

Deliveries by a skilled provider

90%
70%
56%
53%

Newborn's first potnatal check-up in the
first two days after birth

30%
20%

68%

10%

54%
51%

Women with a postnatal check-up in the
two days after birth

67%

0%

Total
Source: Uganda Bureau of Statistics 2018

Rural

Urban

Public facility

Private facility

Home
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PURCHASING LANDSCAPE IN UGANDA: FRAGMENTED ROLES
▪ The Ugandan health system includes multiple purchasers that can be divided into two main groups: public sector purchasers and externally funded health
development partners (HDPs).

▪ Based on allocation decisions at the Ministry of Finance, Policy, and Economic Development (MOFPED), the MOH centrally coordinates the government purchase of
health services. Decentralization reforms over the last few decades resulted in a proliferation of district and municipal governments that manage local health systems;
however, their autonomy is significantly limited in practice.

▪ The second group of purchasers are HDPs that use pooled resources from donor countries or multilateral funders to support service providers, some of which is
channeled through the Government of Uganda (GoU) budget and a majority through separate project-based mechanisms.

▪ Significant utilization at private providers contributes to high out-of-pocket (OOP) spending by individual households.

National Ministry of Health
• Sources of revenue: Allocation of government
resources (including tax revenues, loans, and
grants) to service providers.
• Benefits: Provided to all Uganda residents
based on the Uganda National Minimum
Health Care Package and the Uganda Clinical
Guidelines.
• Facilities contracted: All public facilities and
contracted private-not-for-profit.
• Provider payments methods: Monthly salaries
and quarterly transfers of PHC grants, National
Medical Store provides drugs and supplies, and
performance-based payments to public
facilities, Joint Medical Stores for private notfor-profit facilities (PNFP)
Source: Jordanwood et al. 2020; Ministry of Health Uganda and UNICEF 2020

Health Development Partners
• Sources of revenue: Multi-lateral, bi-lateral,
and private/foundation grants
• Benefits: Supported based on donor priorities
and project scope. Strong focus on HIV/AIDS,
malaria, FP, MNCH, and tuberculosis.
• Facilities contracted: Public, PNFP, private
facilities, and community-based care

• Provider payment methods: Varies widely
from on-budget support, grants to facilities,
direct project support, vouchers, results-based
financing (RBF) to individual salary
supplements and per diems
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2015/16 Health Sector
Expenditures by Clinical Area

HEALTH FINANCING

▪ Donor spending (42%) and OOP payments (43%) comprise large proportions of CHE
and are much higher than government spending (16%)

▪ Government health expenditure heavily committed towards PHC (43%) (WHO 2020).
▪ General government expenditure does not prioritize health as part of government
spending (only 5%) (WHO 2020).
2018/2019 GDP Per Capita

2018/2019 Per Capital Sector Expenditures
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Source: MOFPED, Annual Budget Performance Report 2018/19

Source: MOH, National Health Accounts Report FY 2015/16

HEALTH REFORMS IN UGANDA
▪ Over the past several decades, Uganda has implemented a range of purchasing mechanisms and health reforms, including
the abolishment of user fees, decentralization of health authority, and the scale-up of RBF and voucher programs.

2000

1986

1990

1997

Start of
decentralization
process

Decentralization
reforms

User fees
introduced
through the
Local
Government Act
Start of fiscal
decentralization

Health Policy
Review
Commission
recommends
introduction of
user fees, which
is rejected by
Parliament

1987

Parliament
enacts a new
constitution

1995

Public Private
Partnership
(PPP) Policy,
PHC funds for
private-forprofit (PNFP)
facilities

2009

2016

RBF introduced

RBF pilots and
voucher
programs scaleup

Purchasing
reforms through
the Health
Financing
Strategy (HFS)

UNMHC
Package
released

National Health
Plan introduced
the Uganda
National
Minimum
Healthcare
Package (UNMHC
Package), further
emphasizing
decentralization

1999

2003

User fees
abolished

2001

First voucher
program starts

2008

Government
embezzlement
scandal (point of
fragmentation)

2012

National Health
Insurance
Scheme (NHIS)
bill approved by
cabinet, still
awaiting full
approval into law
by Parliament
and the President
Final voucher
program ends

2019

12

KEY CONSIDERATIONS THAT HAVE INFORMED THE EVOLUTION OF OUR STRAT EGIES

#1
Due to underfunding, the
health sector is heavily
dependent on foreign
assistance, resulting in
fragmentation.

#2

#3

While public facilities
represent the primary
provider of service, private
facilities play an influential
role in service provision.

While district and municipal
governments have authority to
purchase health services, their
autonomy is limited in practice.

#5
A roadmap for how Uganda
will harmonize a range of
purchasing mechanisms has
yet to be articulated.

#6
High OOP expenditures are
significant financial barriers to
care.

#4
The GoU’s purchasing
mechanisms do not
currently engage private
health providers (PHP).

#7
Discussions around moving
NHIS forward have been
ongoing for the last 20 years.
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Uganda: SP4PHC Strategies & Activities

OVERVIEW OF SP4PHC GOALS AND STRATEGIES IN UGANDA

Support the MOH to develop
and implement a more
coherent approach to
purchasing that…
• Strategy #1: Support MOH
to harmonize and
strengthen purchasing
arrangements as per the
2016 HFS
• Generate evidence
• Facilitate dialogue and
collaboration
• Co-create a harmonized
financing plan for PHC

…leverages the full range of
health facilities in order to….

• Strategy #2: Support the
development of an
approach for GoU through
Kampala Capital City
Authority (KCCA) to
effectively purchase FP
and MNCH services from
private providers

…improve
coherence and
effectiveness of
purchasing
arrangements
for FP & MNCH
services at the
PHC level
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Strategy 1: Support the MOH to
harmonize and strengthen purchasing
arrangements as guided by the 2016
Health Financing Strategy

SUPPORT MOH TO HARMONIZE AND STRENGTHEN PURCHASING ARRANGEMENTS
AS PER THE 2016 HFS

CHALLENGES

Strategy 1

SP4PHC ACTIVITIES

Current GoU purchasing mechanisms are
largely passive and fragmented by
decentralization and high levels of donor
project support.

Support to develop and implement a more coherent
and strategic approach to purchasing that draws on
lessons from RBF programs and leads to
harmonization of purchasing mechanisms.

There are unclear links between the features
and results from current project-based RBF
schemes to ongoing government purchasing
reforms.

Provide recommendations to institutionalize PBF
approaches within PHC grant mechanisms reforms
supported by the Uganda Intergovernmental Fiscal
Transfers (UgIFT) program.

After nearly two decades, legislation for a
NHIS passed cabinet approval. The technical
work of how to initiate and grow NHIS is just
getting started.

The team provides practical inputs to move forward
with NHIS and advocates for a progressive
realization using MNCH and FP services to be first
included in the benefit package.
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STRATEGY 1: LEARNING OPPORTUNITIES
KEY LEARNING AREAS
Harmonization of PHC
purchasing, focused on
FP and MNCH

Harvesting lessons from RBF
to inform future purchasing
reforms

Initiation and progressive
realization of NHIS that
contributes to UHC

LEARNING QUESTIONS
What are
are the
the key
key policies
policies that
that
What
guide health
health purchasing
purchasing in
in
guide
Uganda?
Uganda?
What are the different
purchasing signals PHC facilities
receive? How can they improve?
What lessons from RBF
experiences can be used to
improve availability, equity,
quality, and efficiency?
What can Uganda learn from
regional national health
insurance experiences?
What lessons from the largescale voucher projects could
inform government strategic
purchasing?
What can purchasing from
private sector providers
contribute to access and quality
of FP and MNCH services?

KEY INTERVENTIONS

Catalyze policy discussions using
lessons learned to contribute to
coherent PHC purchasing

Document learnings from the Uganda
Reproductive, Maternal, and Child
Health Improvement Program
(URMCHIP) PBF project and recent
voucher schemes to improve
government purchasing mechanisms.

Contribute to technical planning for
the initiation of the NHIS.
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UGANDA REPORT 1: HOW PHC SERVICES ARE FINANCED IN UGANDA:
A REVIEW OF THE PURCHASING LANDSCAPE (2020)
The Ministry of Health (MOH) coordinates the purchase of
publicly funded health services through central and
decentralized government institutions.
•
•
•

Decentralized local governments have limited autonomy.
Kampala Capital City Authority (KCCA) has greater purchasing power.
Health Development Partners have a substantial financing role.

Uganda’s purchasing mechanisms are input-based and driven
by an annual planning process coordinated by the MOH.
•

•

Largely driven by PHC grants to decentralized local government facilities, MOH
coordinates purchase of human resources, medicines, and operational costs
There are limited purchasing mechanisms with PNFP facilities and not
mechanisms that engage PHP facilities.

Strategy
1
RESULTS

The report answers three key questions:
1. Who purchases health services, and
from whom?
2. What mechanisms are used to
purchase services?
3. What services are purchased
Read our report here.

The MOH established the Uganda National Minimum
Health Care Package (UNMHCP) in 1999 which services as
a reference point to government purchasing.
•
•

Largely driven by PHC grants to decentralized local government facilities, MOH
coordinates purchase of human resources, medicines, and operational costs
There are limited purchasing mechanisms with PNFP facilities and not
mechanisms that engage PHP facilities.
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UGANDA REPORT 1: HOW PHC SERVICES ARE FINANCED IN UGANDA:
A REVIEW OF THE PURCHASING LANDSCAPE (2020)

Strategy
1
RESULTS

Takeaways
•

•
•

•

There is a clear vision and plan for Uganda to transform the purchase of
health services to be more strategic as noted in the 2016 Health
Financing Strategy that include results-based financing, national health
insurance and greater facility autonomy.
Despite evidence generated by the MOH with HDP support, many of
these reforms have not yet been realized.
Insufficient public funding of the health sector has resulted in service
delivery gaps and the private sector has grown to meet unmet demand,
contributing to high out-of-pocket expenditures.
Health development partners have also sought to fill the gap with
project-based activities that have created further fragmentation.

Recommendations
•
•
•
•
•

Increase resource allocations to the health sector.
Evaluate and iterate on the current use of resource allocation formulas.
Institutionalize performance-based financing approaches within
existing government systems.
Develop, test, and scale government purchasing mechanisms for
services provided by PHP facilities.
Continue efforts to establish the National Health Insurance Scheme.
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Read our report here.

UGANDA REPORT 2: REPRODUCTIVE HEALTH VOUCHER SCHEMES IN UGANDA:
KEY LESSONS FOR THE FUTURE
Purpose
•

Voucher schemes are one approach Uganda has used for more than a
decade to improve access by the poor to FP and MNCH services.
The latest two voucher initiatives were the Uganda Voucher Plus
Activity (UVPA) and the Uganda Reproductive Health Voucher Project
(URHVP-II).
Both started in 2016, covered approximately half of the country, and
shared many design features.
In early 2020, ThinkWell and the Uganda MOH) collaborated to study
the UVPA and URHVP-II voucher experiences.
The purpose of this effort was to capture how it was implemented,
what had been achieved, and distill what could be taken forward to
future health system purchasing reforms.

•
•
•

•

Methods
•
•
•
•

Literature and extensive project document review.
Operational data analysis.
8 key informant interviews (KIIs) with stakeholders from World Bank,
MOH, UHF, UCMB, Abt Associates, and Marie Stopes Uganda.
9 focus group discussions (FGDs) with district health teams, voucher
community distributors, and service providers from 17 supported districts.

Strategy
1
RESULTS

The URHVP-II was a five-year MOH project
financed by grants from the World Bank led
Global Partnership on Output Based Aid and the
United Nations Population Fund for USD $17.3
million. Implemented by Marie Stopes Uganda,
the project built on an initial pilot in the
Southwest region and was expanded to highneed areas in the Eastern region.

The UVPA was financed by the United States
Agency for International Development through a
five-year USD $24.5 million project awarded to
Abt Associates who led a consortium of partners
which implemented the activity. Focused in the
Northern and Eastern regions of the country,
catchment districts were chosen to avoid
overlaps with URHVP-II and contribute to
national voucher coverage.
21

The report will be published in January 2021.

UGANDA REPORT 2: REPRODUCTIVE HEALTH VOUCHER SCHEMES IN UGANDA:
KEY LESSONS FOR THE FUTURE
•
•

•

•

•

Both projects combined gave
nearly 400,000 women access to
safe delivery services.
Voucher redemption rates were
high, and respondents all agreed
that the voucher benefit package
was well designed.
In the MNCH/FP continuum of
the benefit package, utilization
rates of postpartum FP were
relatively low (3.7%).
Quality improvement efforts by
both projects were successful in
raising quality scores driven by
provider investments in their own
quality from voucher revenues.
Cascade analysis revealed
significant drops in the
continuum of care at each stage,
particularly from delivery to
postnatal care and postpartum
FP.
Source: URHVP-II and UVPA project documentation and operational data analysis

The report will be published in January 2021.

Strategy
1
RESULTS
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UGANDA REPORT 2: REPRODUCTIVE HEALTH VOUCHER SCHEMES IN UGANDA:
KEY LESSONS FOR THE FUTURE
Continue efforts to establish a government-financed demand-side purchasing
mechanism.

Strategy
1
RESULTS

As an enhancement to the financing of the public health system, demand-side
purchase of services from providers of all types (public, non-profit, and private), can
support the realization of coordinated service delivery across the health sector to
achieve health system goals.
Plan to progressively realize a comprehensive benefits package by starting with a
focus on FP and MNCH services.

Recognizing that the start-up of a new demand-side purchasing mechanism
requires intensive effort to establish and refine critical systems, an initial benefits
package of MNCH and FP services are an excellent place to start.
Explore modalities to purchase services from private facilities.

By paying evidenced-based fair rates for well-defined services, a purchasing
mechanism can engage private facilities to extend publicly financed services that
meet government quality standards.
Explore design options for claims management systems that prevent provider
payment delays.
Source: Abt Associates and USAID 2020
The report will be published in January 2021.

Providers can be safely paid a portion of their invoiced claims before the full vetting of
their claim details. Any problems found during the vetting process can be resolved
through deductions or penalties applied to their remaining or future payments.
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LINKING RESULTS-BASED FINANCING LESSONS TO ONGOING REFORMS
Documentation of RBF experiences instituted

Strategy
1
RESULTS

To provide technical assistance to the MOH in their strategic purchasing reform efforts, SP4PHC Uganda is
harvesting and documenting lessons from the PBF scheme of the $165 million Uganda Reproductive,
Maternal, and Child Health Services Improvement project (URMCHIP) that spans across the country.

The purpose of the documentation is to generate lessons to inform future initiatives by providing an overview
of how RBF was supposed to work, how it really worked, and what were the key success and challenges.

Methods identified
Documentation of RBF experiences involves multiple approaches:
Description of design and implementation of operational processes (i.e. prequalification, tracking
performance indicators, verification, etc.)
Catalogue the stages of RBF (i.e. inception, receipt of start-up grants, submission of quarterly invoices to
District Health Management Teams, performance monitoring, etc.)
Examination of RBF invoice and reimbursement cycles
Analysis of RBF utilization and quality assessment data
24

MULTI-LEVEL RBF SYSTEM OVERVIEW
PRELIMINARY FINDINGS FROM A DOCUMENTATION OF URMCHIP EXPERIENCES

Strategy
1
RESULTS

URMCHIP RBF Component System Process Overview

MOH Dept.
of Planning

Ministry of Finance,
Planning, and Economic
Development
Reporting and
information sharing

District
Level

Expanded District
Health Monitoring
Teams (EDHMTs)

Facility
Level

• The national RBF unit is responsible
for overall stewardship for the
scheme. Delays in realization of
regional RBF units have created
administration bottlenecks in other
levels of the RBF system.

MOH National RBF
Unit

Regional
Level

based on the National RBF
Framework, which is used across
RBF programs in Uganda to reinforce
compliance with service delivery
standards and promote
accountability for results in a
decentralized service delivery
context.

National
Level

• Design of the RBF component was

PHC Health Facilities
and essential Referral
Hospitals

Independent
External
Verification
Agency (BDO)

Verification, oversight,
and quality assurance

Financial flows
Capacity building and
training
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MIXED IMPROVEMENT IN HEALTH SERVICE DELIVERY
PRELIMINARY FINDINGS FROM A DOCUMENTATION OF URMCHIP EXPERIENCES
• Facilities have utilized RBF income to invest in operation capacity (60% of RBF income) and to incentivize health workers to

Between January 2017 and December 2019, there was a
25% increase in health facility deliveries in phase 1
facilities.

Supported RBF facilities have increasingly delivered
quality ANC (+7%), IPT2 (+16%), and caesarean sections
(+14%) from 2016 onwards in Phase 1 districts.

Trends in births in RBF facilities, 2017-2019 (n=323)

Trends in RMNCAH Services in RBF Facilities (n=323), 2016-2019
100%

90000

90%

85000

80%
70%

75000

60%

70000

50%

%

80000

Children >1 PCV3
Immunized

4,850,000
4,800,000
4,750,000

HC IVs offering caesarian
sections

4,700,000
4,650,000

Pregnant women who
received IPT2

4,600,000
4,550,000

Audited maternal
deaths

2017

Source: MOH HMIS/DHIS2

2018

Oct-Dec

Jul-Sept

4,350,000

Apr-June

10%
Jan-Mar

50000

Oct-Dec

4,400,000

Jul-Sept

20%

Apr-June

55000

Jan-Mar

30%

Oct-Dec

60000

Jul-Sept

40%

Apr-June

65000

2019

Performance-based financing starts

4,500,000

Women receiving ANC

95000

Jan-Mar

Number of deliveries in a RBF-supported health facility

deliver quality RMNCAH services (40% of RBF income). This use of income is designed to improve health service delivery in
supported facilities.
• RMNCAH service utilization data is limited to Phase 1 districts. An analysis of available data is limited to a select number of
service indicators in 323 out of 1258 facilities nationwide due to a lack of data.

Strategy
1
RESULTS

4,450,000

0%

4,300,000
FY 16/17

FY 17/18

Fiscal Year

FY 18/19
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Strategy 2: Support the development of
government purchasing FP and MNCH
services from private providers

SUPPORT THE DEVELOPMENT OF GOVERNMENT PURCHASING FP AND MNCH SER VICES FROM
PRIVATE PROVIDERS

CHALLENGES

SP4PHC ACTIVITIES

In Kampala, the health system is largely
composed of private providers who are not
contracted by the government. Public facilities
offering free services are overburdened and
service delivery is highly congested.

Drawing on lessons from vouchers and RBF,
Thinkwell supports the Kampala Capital City
Authority (KCCA) to link public facilities with
private sector providers of PHC services to
solve service delivery bottlenecks

The GoU has limited mechanisms to use public
funds to purchase services from private
facilities. An enabling environment is needed
to tap into the capacity to work with private
providers, particularly in the COVID-19 era.

ThinkWell works with local purchasers, like
KCCA, to set up scaffolding in order to engage,
contract, and strategically purchase services
from private providers in Kampala.

KCCA authorities lack the necessary landscape
data on service availability from private
providers to create potential purchasing
arrangements that would relieve congestion.

ThinkWell is facilitating the formalization of existing
KCCA relations/partnerships with the private sector
to create a public-private service delivery purchasing
model
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STRATEGY 2: SUPPORT THE DEVELOPMENT OF GOVERNMENT PURCHASING FP AND MNCH
SERVICES FROM PRIVATE PROVIDERS
▪ PHPs account for 94% of the facilities in Kampala. An estimated 2% of facilities are government-owned and an additional
4% are PNFPs.

▪ The city’s government has a greater autonomous purchasing role with public and select PNFP facilities, which are very few
among the city’s vast numbers of PFP facilities
▪ District and municipal authorities lack the information about contracting and availability required to create potential
purchasing arrangements with most private providers in Kampala.
Kampala Facility Distribution by Ownership
0
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Source: Kampala Capitol City Authority 2019
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STRATEGY 2: LEARNING OPPORTUNITIES
KEY LEARNING AREAS

LEARNING QUESTIONS
What are relevant stakeholders
in this space working on and how
can they be leveraged?

Congestion of MNCH and FP
services in public facilities
and how purchasing
arrangements with PHP
providers can relieve the
overburdened public health
system.

What is the capacity of private
providers to deliver accessible
and quality of PHC services in
Kampala?
What are the MNCH and FP
service delivery issues in facilities
experiencing congestion
challenges?
What are options to contract
private healthcare providers in a
hybrid public-private purchasing
network?
What private providers within
the vicinity can provide these
services?

KEY INTERVENTIONS

Landscape MNCH and FP service
delivery issues in Kampala

Formalize existing KCCA
relations/partnerships with the
private sector

Support existing efforts to create
systems for purchasing

Establish a public-private service
delivery purchasing model
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STRATEGY 2: ROADMAP

Step 1: Landscape MNCH and
FP service delivery issues in
Kampala
•
•

Step 3: Build scaffolding for
purchasing

Conduct an analysis of MNCH and FP service
delivery bottlenecks in public facilities
Based on bottleneck analysis, determine
availability of required services from PHP facilities

•
•

Step 2: Formalize existing KCCA
relations/partnerships with the private
sector
•
•

Conduct financial analysis of potential
purchasing solutions
Support stakeholder engagement to build
consensus towards contracting for required
services

Support existing registration, licensure and
quality efforts to create systems for
purchasing
Broker relationships for functional integration
of SQIS into KCCA processes

Step 4: Establish a public-private
service delivery purchasing model
•

Develop function design for the service
delivery network model
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Pivoting to the Pandemic
As the COVID-19 pandemic rapidly spread around the world in 2020, the SP4PHC project pivoted to
incorporate activities to respond to the crisis even as it continued to work towards its original mission.
In all five project countries, ThinkWell staff responded to government requests for support and more
information on our COVID-related activities and learnings can be found here.

To stay updated on all the latest insights and events from the SP4PHC team, visit our Latest News page.

Recommended Citation: ThinkWell Strategic Purchasing for Primary Health Care. 2020. “Uganda:
Strategic Purchasing Strategies and Emerging Results.” Washington, DC: ThinkWell.
SP4PHC is a project that ThinkWell is implementing in partnership with government agencies and local
research institutions in five countries, with support from a grant from the Bill & Melinda Gates
Foundation. For more information, please visit our website at https://thinkwell.global/projects/sp4phc/.
For questions, please write to us at sp4phc@thinkwell.global.

Asante Sana!
Thank you!

