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EXECUTIVE SUMMARY

The health sector in Uganda has been overwhelmed by a growing demand for services. Although there
are an adequate number of health units, the services provided in the public sector are often of low
quality. As a result, the private sector has played a growing role in providing health services. However,
the private sector is disjointed and regulatory frameworks for quality are lacking. Further, no
coordination framework exists to support linkages between private and public care. Thus, the significant
number of patients seeking care in the private sector may also receive inadequate care.

Contrary to the popular belief that the poor are unable to pay for health services, there is evidence
showing that when health care is needed, 36% of the population first seek care in private sector facilities
(UNHS!, 2011). To increase the quantity and quality of health care services available, it is critical to
incorporate both the public and private sector in quality improvement initiatives. It is against this
backdrop that USAID made a strategic decision to support strengthening and expansion of services
provided by the private sector as a key intervention.

HIPS is a dynamic project designed to be responsive to the unique demands of supporting the private
sector in Uganda. Under this project, HIPS aims to increase access to and use of HIV/AIDS,
tuberculosis, reproductive health/family planning (FP) and malaria services through mid and large size
employers within the private sector. Working in 57 districts across Uganda, HIPS partnered with over
Il companies and 100 clinics (50% company clinics and 50% private clinics).The strategies HIPS
adopted to achieve this objective included: expanding the number of global development alliance (GDAs)
partnerships; supporting initiatives to strengthen private sector workers’ organizations to support health
initiatives; and to implement innovative approaches to support orphans and other vulnerable children
through the private sector.

USAID/Uganda commissioned the HIPS project final evaluation in August 2012 to assess the
effectiveness of the approaches implemented under the project and identify factors for success.

The final evaluation was designed as a cross-sectional descriptive assessment using mixed methods.
Qualitative data was collected through the use of in-depth interviews (1062) and focus group discussions
with beneficiary groups. Observable findings were recorded. Quantitative data was collected through
exit poll interviews with randomly selected facility clients (343).

Findings of this evaluation indicate that HIPS has largely achieved its overall objective of expanding access
to key services, including: HIV/AIDS, Tuberculosis (TB) and malaria; as well as reproductive health/family
planning by increasing the number of clinics, improving the quality and expanding the menu of services
provided.

e As a result of increased number of HIPS supported private sector facilities providing HIV/AIDS
testing and counseling services (from 29 in 2008 to 100 in 2012) and increased outreach, over
90,824 clients were counseled, tested and received their results in 2012, a significant increase
from 11,441 people tested in 2008.

IUganda National Household Survey (UNHS), 2010; conducted by the Uganda Bureau of Statistics (UBOS)

2The distribution of key informants was as follows: Companies (60); Private Clinics (30); DHOs (8); Ministry of Health (4) and
Collaborating Institutions (4). Collaborating institutions included: Federation of Uganda Employers (FUE), Uganda manufacturers
Association (UMA); Uganda Health marketing Group (UHMG); Johns Hopkins University and Mildmay



e Through the provision of technical assistance, equipment and brokering partnerships with
service providers, HIPS has supported 88 companies to get accredited to provide ART services
and 45 companies to provide TB treatment, a service area previously dominated by the public
service. HIPS partners have registered a 150% increase in the number of clients currently
receiving ART services; from 2,363 in 2008 to 5,916 in 2012. HIPS facilitated referrals to clinics
where employees could be treated through insurance schemes or direct fee-for-service referral
arrangements. The TB case detection rate increased from 30 TB cases in 2008 to 393 TB cases
in 2012, reflecting increased screening of patients among HIPS trained providers.

e The number of clients who utilized family planning for the first time increased from 500 in 2008
to 12,137 in 2012. Couple Years Protection (CYP) during that period increased from 934 in
2008 to 43,868 in 2012.

e Through the HIPS partner outlets, 17,986 insecticide treated nets have been distributed to
citizens’ especially pregnant women and children under 5 years. Free intermittent presumptive
treatment (IPTp) for malaria was provided to all pregnant women, including company employees,
dependents and surrounding communities by HIPS partners.

Peer education and behavioral change communication led by the beneficiary companies and facilities
were effectively used to create demand for utilization of services within the companies and neighboring
communities. Overall, set targets for the expansion of the different health services were achieved and
in many instances exceeded. The absence of comprehensive and up to date data on the scope and
operations of the health private sector and a project specific baseline assessment to inform planning may
have affected the establishment of ambitious project targets. There were missed opportunities during
the two program extensions in 2010 and 2011 to strategically review progress, synthesize emerging
lessons to inform adjustments in the program targets. More could have been achieved if these targets
had been revised.

To protect the health and productivity of their employees, businesses need to address the continuum
between the workplace and surrounding communities. HIPS leveraged private resources to address the
needs of Orphans and Vulnerable Children (OVCs) resident in the surrounding communities. By the
end of the HIPS program, 4,260 OVCs were exposed to opportunities to strengthen skills and explore
improved livelihoods through corporate sponsorship programs (donations to OVC support
organizations to support education and nutrition), supply chain out-grower programs (companies
purchase crops from OVC households), and market access programs (including formation of grower
associations and training to improve quality).

From this evaluation, it is apparent that private companies can and will contribute resources towards
private health care initiatives, when presented with clear and compelling evidence. Using evidence from
a study on costs of ill health on the productivity of companies, HIPS demonstrated to companies the
profitability of investing in health care of their employees. With HIPS support, companies have
developed a clear way of assessing the unit cost of providing health services and are now more aware of
the impact of health on employee productivity. This was coupled with the use of Global Development
Alliance (GDA) as a mechanism for leveraging private sector resources for workplace health programs.
GDA partnerships entailed a I:l financial and in kind contribution from USAID and the company
towards mutual objectives. HIPS increased the number of GDA partnerships from 5 to 52 by 2012
mobilizing over $1.9 million from the companies, 90% more funds than had been anticipated. To date,
83% of these GDAs are currently active. Anecdotal evidence showed that the minimum requirement of
$5000 locked out some potential partners.

Umbrella organizations like Uganda Manufacturers Association (UMA) and the Federation of Uganda
Employees (FUE) are strategic entry points towards mobilizing affiliate companies to commit resources



and sustain health initiatives in the private sector.These organizations represent important sustainability
mechanisms. HIPS has worked with these organizations to build their capacity as lead providers of
workplace health programs to their member organizations. Through their newly established health
business development units, UMA and FUE are mobilizing resources from affiliate companies and other
development partners. These resources will facilitate continuous capacity building for health programs
within the affiliate companies even after the close of HIPS. By 2012, 63% of HIPS active partners were
receiving support formerly provided by HIPS. 30 partners are already paying for services directly from
UMA and FUE which is an indication of their demand for their services. The noted challenge has been
the ability of UMA and FUE to attract long term funding for the workplace activities. FUE and UMA
membership is only limited to companies and excludes some of the private health facilities. This means
that these facilities will not be able to access the support including the capacity building initiatives being
provided by UMA and FUE after the close of HIPS.

Private sector capacity to provide services has been improved as demonstrated by the increase in
services provided to different target groups and the satisfaction of clients with the quality of these
services. This has been achieved through targeted training and mentoring of staff, provision of critical
equipment, brokering of partnerships with service providers and increasing partnerships with the key
service providers. 82% of HIPS supported companies have developed and are implementing HIV
workplace policies that provide a framework and resources for companies to implement workplace
health programs and protect employees against discrimination. Improved reporting of private sector
contribution towards health outcomes is being achieved through a mobile technology platform to report
performance information, monitor stock outs and share health information. New equipment provided
by HIPS on a cost share basis in 57 companies has created ownership and supported the expansion of
menu of services provided and improved quality and utilization of services. 95%of clients interviewed in
the exit polls said they were satisfied with the quality of services received in the company clinics and
private facilities. Only 5% reported dis-satisfaction. Clients of private clinics were more satisfied (65%) as
compared 29% of clients at company clinics. This is evidence of the increasing role of the private clinics
in providing quality health services and justifies the need for continued support.

Staff attrition, irregular supplies of key commodities like ARVs and costs of services are still key
constraints to ensuring a sustained provision and use of services provided by the private sector. Nearly
2 of every 3 company clinics and private facility staff members trained under the HIPS program has left
the job. Drug stock outs of ARVs and TB policy restrictions in 2010-2011 and still occurring
irregularities in drug supply affect service provision and long time commitment of the private sector
facilities to provide some of these critical services. 45% of the accredited companies to provide ARTs
are not doing so partly due to staffing problems and drug shortages. Over 28.5% of clients in the exit
polls determined that cost was one of the barriers to using the services provided by these facilities.

With the support of HIPS, the Public Private Partnerships for Health (PPP-H) policy was passed in 2012
to create a more conducive environment for the private sector to contribute significantly to health
service delivery. The newly created PPP unit in the MoH will need ongoing support to ensure successful
operationalization of the PPP-H policy at various levels.

Within the private sector itself, important strides have been made in establishing a coordinating body
and a voice for the sector. HIPS supported the creation of the Uganda Health Federation (UHF) in 201 |
bringing together existing private sector health entities under one umbrella recognized by government.
UHF is now working together with different stakeholders to develop a sound regulatory framework and
standards for quality of care in the private sector. UHF is expected to play a critical role in the roll out
of these standards amongst its members once the process is completed. Sustainability of HIPS supported
initiatives in improving the quality of services in the private sector will be dependent on the capacity of
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the UHF. UHF will continue to need support in expanding its membership and rolling out the self-
regulatory mechanism once completed.

Several important factors facilitated HIPS’ success. First, there was a strong project design from the
outset, which made it easier to secure buy-in from key stakeholders. The design promoted a model
where each party contributes according to their resources and market leverage. Secondly, HIPS
supported existing MoH policies and plans, working to help government achieve goals already outlined in
the national strategic plans. Finally, HIPS had a strong operational focus, working to broker partnerships
as a key strategy, ensuring partners worked together to achieve important project goals.

Key recommendations for future private sector strengthening initiatives in Uganda include:

I. USAID and other developing partners should continue to support both company clinics and
private clinics because of their different, yet synergistic approaches to service delivery. For
example, private clinics largely serve paying clients, mainly in the more urban settings. Company
clinics, on the other hand, mainly serve employees, their dependents, and lower income
members of the surrounding communities, often in rural areas.

2. GDA partnerships to leverage private sector resources were very successful and should be
scaled up in related future programming by USAID.

3. Performance based grants should be introduced for private clinics to ensure full utilization of the
capacity built by programs like HIPS. Within a regulatory structure that promotes quality,
performance based grants ensure that providers continue to expand services while maintaining
national standards for care. In addition, incentives for quality performance can be used to
motivate staff and mitigate staff attrition.

4. To facilitate stronger public-private partnerships at the national level, the MoH together with
USAID and other development partners should strengthen the PPP Unit in the roll-out of the
PPP-H policy at both national and district levels over the coming years.

5. Future programming in health for the private sector should continue to support UHF as a
critical platform to improve coordination and build on current efforts in improving regulation
and quality of care within the private sector.

6. Future projects implemented by USAID should invest in conducting an inventory of private
health facilities and a detailed baseline assessment to establish better the scope and depth of
their interventions to inform more realistic project benchmarks. A cost-benefit analysis (CBA) /
cost effectiveness analysis to establish value for money and return on investment for similar
initiatives would be instrumental in mobilizing support for investments in the health private
sector.



1. BACKGROUND, EVALUATION PURPOSE, EVALUATION QUESTIONS
1.1 Project Background

The health sector in Uganda has been overwhelmed by a growing demand for services. Health service
delivery has been dominated by a strained public sector. Although there are an adequate number of
health units, the services provided in the public sector are often of low quality. As a result, the private
sector has played a growing role in providing health services. However, the private sector is disjointed
and regulatory frameworks for standardizing quality of care are lacking. The situation is exacerbated by
the diverse nature of private sector establishments and weak country systems for enforcing standards of
practice. There is no formal coordination framework to support linkages between private and public
care. Thus, the significant number of patients seeking care in the private sector may also receive
inadequate care.

A Survey of Private Health Facilities in Uganda (2005) reported 2,156 registered private clinics, excluding
drug shops, whereby 68 percent of them are in the central region and Kampala alone, which accounts
for 45 percent of all private clinics in the country. Over 90 percent of private clinics provide outpatient
curative services. Although health infrastructure in the private sector has expanded, the vast majority of
health facilities is not fully functional, lack equipment and staff, and is poorly maintained.

Contrary to the popular belief that the poor are unable to pay for health services, there is evidence
showing that when health care is needed, 36% of the population first seek care in private sector facilities
(UNHS3, 2011). Clearly, the private sector is filling an important gap in provision of health services. To
increase the quantity and quality of health care services available, it is critical to incorporate both the
public and private sector in quality improvement initiatives.

The Ministry of Health (MOH) in Uganda has recognized the significance of the private sector. MOH
acknowledges the role of private sector as a major partner in national health development and service
delivery in the Health Sector Strategic Plan (HSSP) IIl.

It is against this backdrop that USAID made a strategic decision to support strengthening and expansion
of services provided by the private sector as a key intervention point. USAID interventions in the
private sector were first piloted under the BUSINESS PART program (November 2004 to September
2007) partnering with five companies to provide HIV/AIDS services. On October |, 2007, the USAID
Uganda Mission signed a $8,689,764 three year contract, with Emerging Markets Group (EMG) Limited
to engage the private sector through a new Health Initiatives for Private Sector program (HIPS) with the
option of two additional years. This project has since been extended twice to now end on March 31,
2013 bringing the Total Estimated cost (TEC) to $17,189,764.

The goal of the HIPS project is to improve access and utilization of health services. HIPS is a dynamic
project designed to be responsive to the unique demands of supporting the private sector in Uganda.
Under this project, HIPS aims to increase access to and use of HIV/AIDS, tuberculosis, reproductive
health/family planning (FP) and malaria services through mid and large size employers within the private
sector targeting company employees, their dependents and surrounding communities.

3Uganda National Household Survey (UNHS), 2010; conducted by the Uganda Bureau of Statistics (UBOS)



HIPS works in 57 districts across Uganda, partnering with over |1l companies and 100 clinics (50%
company clinics and 50% private clinics). The detailed coverage map is attached as part of Annex |I.

As the first comprehensive health private sector program in USAID/Uganda, HIPS provides valuable
lessons on best practices and approaches that can be integrated in future programming within the
Mission and the Ministry of Health to support national efforts in strengthening the health private sector
to provide accessible and quality health services to the citizens of Uganda.

1.2 Purpose of the Evaluation

USAID/Uganda commissioned the HIPS project final evaluation in August 2012 to assess the
effectiveness of the approaches implemented under the project and identify factors for success.
Specifically, the evaluation aimed to:
a) Assess the effectiveness of approaches implemented under HIPS and factors for success;
b) Document what worked well and what could have been done better, as well as limitations and
challenges;
c) Establish lessons learned and good practices that can be adopted and scaled up; and
d) Generate information to inform the design of future programs by USAID and the Government
of Uganda.

1.3 Evaluation Questions

The final evaluation of the HIPS project answered the following questions:

I. Have the desired results been achieved?

2. Has HIPS effectively addressed the capacity building and service delivery needs of a challenging
private sector environment!?

3. How effective has HIPS been in strengthening existing private sector coordination structures
and partnerships between the public sector and government bodies at the national and district
level?

4. What are the most effective approaches and innovations that should be scaled up? What factors
will contribute to the success of these approaches?

5. What factors have contributed to success or failure of the project — what worked or did not
work?

6. To what extent has HIPS strengthened the sustainability of private companies/entities and their
ability to continue to provide health services after the close of the program?

A detailed SOW is contained in Annex 2.

1.4 Evaluation Methods and Limitations
1.4.1 Evaluation Design

The final evaluation study was designed as a cross-sectional descriptive assessment, analyzing inter-
linkages between program processes, outputs and outcomes.

1.4.2 Methods of Data Collection

The study used mixed methods to collect data. The use of mixed methods was to enable triangulation
of data from different sources hence validating the authenticity of the data.

Qualitative data was collected through the use of in-depth interviews (106) and focus group discussions
(6). Key informants included: the HIPS implementation team, In-Charges of the health facilities (head
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staff); District Health Officers; Ministry of Health Officials; Human Resource Managers of beneficiary
companies; officials of Uganda Manufacturers Association (UMA) and Federation of Uganda Employers
(FUE); and training officers at Mildmay Uganda. Interviews were also conducted with the relevant USAID
staff.

The evaluation team conducted focus group discussions with several groups representing women, men
and youth at the Kakira Sugar Works sites in Jinja and at the Farmers Centre in Lira. Observable findings
were also recorded.

Qualitative data was augmented with quantitative data collected through exit polls with facility clients.
Three hundred forty three (343) interviews were conducted with randomly selected clients at facilities
visited. Primary data from the field was triangulated with information from secondary sources for
comparison purposes and validation. Relevant documents were accessed from the various stakeholders
and reviewed for this purpose.

A purposive sample of 60 facilities involved in the project (30 company clinics and 30 private clinics) was
drawn for collection of facility level data. The main criteria for selection included: location of facilities
(rural/urban), service delivery mix (prevention, treatment, care and support for HIV, TB, malaria &
reproductive health services); and type of health facility (company/private clinics).

Detailed information on the participants in the in depth interviews and focus group discussions, list of
documents reviewed, summary of health facilities sampled can be found in Annex 3-7.

1.4.4 Data Management and Analysis

Different methods of data analysis were used. These included: content analysis (for secondary sources);
thematic analysis (for key informant interviews and focus group discussions); and descriptive analysis (for
client exit interviews).

1.4.5 Limitations of the Evaluation

e Busy schedule of key informants at the health service delivery points
Key informants interviewed as part of this evaluation were often the in-charges of the health
facility or service point. The health facilities had a backlog of patients waiting to be seen. As a
result, health workers divided their available time between the patient and our interviewer. This
limited the interview time available. To address this limitation, the evaluation team followed-up
by phone when interviews could not be completed at a single sitting.

e High staff turnover, resulting in difficulty in tracing health workers that were trained under HIPS
Two out of three health workers trained under HIPS had changed employers by the time the
project was complete. The turnover was reportedly due to better opportunities elsewhere. The
consulting team endeavored to locate the respondents who had changed work places, but this
was not always possible, as contact information (such as cell phone numbers and primary
residence) had changed.

e Stigma related to HIV and TB led many clients to decline interviews or limit their responses.
Consequently, 343 clients out of the originally planned 480 clients were interviewed. To address
this challenge, the team worked to build a stronger rapport with clients before asking sensitive
questions.

These limitations notwithstanding, the consulting team obtained sufficient information for the evaluation.



2. FINDINGS
2.1. Were the Desired Results Achieved?

The core objective of the HIPS project was to increase access and uptake of key health services, HIV,
tuberculosis, reproductive health, family planning (RH/FP) and malaria)through medium and large size
employers within the private sector. To achieve this objective, HIPS project sought to undertake the
following tasks:
i) Expand and strengthen access to and utilization of health and HIV/AIDS services in the private
sector;
ii) Expand the number of Global Development Alliance (GDA) partnerships;
iii) Support initiatives to strengthen the capacity of private sector organizations to support health
initiatives;
iv) Implement innovative approaches to support orphans and other vulnerable children through the
private sector

2.1.1 Expanding and strengthening access to and utilization of health and HIV/AIDS
services in the private sector.

Unlike the previous Business PART program that focused on only HIV/AIDS, the HIPS approach
towards expanding access of services provided by private sector was to enable them provide a holistic
package of preventive and curative care (including palliative care)centered around HIV, TB, malaria and
RH/ FP. By 2012, over 80% of the supported health facilities were providing an integrated health care
package comprising: HIV treatment and care services; TB screening and/or treatment; malaria
prevention and treatment for pregnant mothers; and RH/family planning services. HIPS provided a
combination of training and capacity building support, equipment, brokering of partnerships and linkages
with relevant service providers all geared at enabling the partner company clinics and private for profit
facilities provide accessible and quality health services.

a) HIV/AIDS
HIV Testing and Counseling

By 2012, 100 of the HIPS supported facilities were providing testing and counseling services, up from 29
sites in 2008. Over 90,824 clients have been

counseled, tested and received their results, a ) .

significant increase from 11,441 people tested Fig.2.1: Individuals conselled and tested for HIV

in 2008. 51% of the clients were male, 49 % 100,000

female. Over 90% off the clients were over 50,000 /—99,824

I8 years. Some focus has been made over | _ 0000

the years to target most at risk populations g 70000 69,770

like fishing communities, truck drivers and bar % 60,000 - 7 000
workers. These results are reflective of 2 >0,000 L E000745,000 )
similar improvements in HCT from the 201 | 2 fg'ggg W —4=Targets
Uganda Aids Indicator Survey that showed | = 20000 / / —l-Achievements
that the proportion of women age 15-49 that 10,000 _‘ 1,441 /

have ever been tested for HIV and received 0L 08¢ 2,500

results has increased from 13% in 2004/5 to 2008 2000 2010 2011 2012

66% in 2011 and for men from 11% to 45%.

Counseling and  testing  achievements Programme Years

exceeded the performance management plan



targets annually. The HIPS project facilitated the training of 289 counselors by the AIDS Information
Centre. The high level of achievement was also enabled by VCT outreaches in the surrounding
communities conducted by company supported clinics.

HIV treatment
Uganda has experienced high HIV prevalence levels over the past twenty years, increasing from 6.4

percent in 2004/5 to 7.3 percent in 201 1. This heavy burden demands substantial investment in ART
treatment to reduce the HIV related

mortalities. Prior to 2008, provision of ART Fig.2.2:  Adults and Children Currently on ART
services was the domain of the public sector.
: .. . 7,000
With the MoH already accrediting private 6,000
facilities to provide HIV/AIDS services, USAID 6,000 5,265
has invested in strengthening capacities of the 2 5,000 i 4,500 5,916
private companies to build their eligibility for > 2000 13150 4,300
accreditation and thereby ability to provide z /3/500 4,326
services. HIPS trained staff and supported | & 3000 o ——Targets
clinics to secure equipment and infrastructure £ 2,000 4,363 3~ Achievements
necessary for provision of quality services in 1,000
accordance with the national standards. By
2012, HIPS had expanded the number of 0
accredited facilities to 100 (63% company 2008 2009 2010 2011 2012
L o - .
clinics, 37% private clinics) from 19 achieved ProjectYears
by BUSINESS PART to provide ART.

Accreditation also implies access to free drugs from government. This significantly increased access to
quality HIV/AIDS treatment services that meet national standards. ART sites accredited with HIPS
support are located across 57 districts of Uganda. These initiatives supported existing MoH plans to
accredit private clinics.

HIPS-supported facilities registered 134.5% increase in the number of adults and children who had ever
started on ART over the course of the program. The number currently on ART increased from 2,363 in
2008 to 5,916 in 2012 including HIV positive women who received ARVs for Prevention of Mother to
Child Transmission (PMTCT) services. This reflects a 150% increase in the number of clients currently
receiving these services among HIPS partner clinics over the course of the project. In order to increase
access to HIV treatment services, HIPS facilitated linkages between companies with small or no on-site
treatment clinics to organizations that could manage or provide these services. Insurance agencies like
IAA and Microcare took over management of health services of selected companies i.e. KCCL, RVZ,
Hima Cement, and UGACOF. Similarly, HIPS has helped companies identify clinics for companies to
refer their employees to, sometimes involving insurance schemes or direct fee-for-service referral
arrangements.

Currently, only 55% of the accredited company clinics / private facilities are providing ART due to the
unreliability of ARVs and loss of trained staff. This has affected the availability of services. More on these
issues is discussed in subsequent sections.



b) Tuberculosis (TB)
In Uganda, the authority to approve facilities to dispense TB drugs is provided by the National
Tuberculosis and Leprosy Program of the MOH (NTLP) and thus the need for accreditation. Between
2008 and 2012, HIPS  supported
accreditation of 45 private and company

Fig2.3: New smear positive cases on DOTS

clinics to offer TB-DOTS services in 400

accordance with national standards. The 350

program experienced challenges during @« 300

some periods (2009-2011) in achieving its 2 250

targets due to policy restrictions from the E—, 200

NTLP that affected the supply of TB drugs g 150 —4—Targets

to private sector facilities and thus affecting E 100 —B-Achievements
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45 facilities are accessing drugs from the 5

public sector. Nevertheless, during the
period 2008-2012, 20,773 HIV positive
clients were screened for TB in HIPS Project Years
partner clinics and 1,057 clients who tested
smear positive for TB received treatment through DOTS as illustrated in Fig.2.3. TB case detection
increased from 30 TB cases in 2008 to 393 TB cases in 2012, reflecting increased screening of patients
among HIPS trained providers.

2006 2009 2010 2011 2012

c) Malaria

HIPS partnered with the Presidential Malaria Initiative to provide intermittent preventive therapy (IPT);
rapid diagnostic tests (RDT); and insecticide treated mosquito nets (ITNs). HIPS linked partner
companies to UHMG and PACE, for procurement of subsidized ITNs that were then either distributed
or sold to company employees. The number of ITNs distributed increased from 685 in 2008 to 17,986
in 2012 (. Pregnant women and children under 5 years were targeted to receive ITNs.

Additionally, in partnership with the MoH and district government, HIPS scaled up intermittent
presumptive treatment (IPTp) for malaria among partner ANC clinics. The clinics provided free IPTp
services to all pregnant women, including partner company employees, dependents and surrounding
communities. HIPS also procured commodities for IPT Program including Fansidar tablets, disposable
cups, water vessels and aqua safe tablets that were used at the ANC clinics. Further, partner facilities
were monitored to ensure presence of sufficient stocks. The number of women who received 2 or
more doses of IPTp increased from 685 in 2008 to 17,986 among clients in partner clinics.

d) Reproductive Health/Family Planning

The number of clients who attended family

. . .. Fig.2.4: New acceptors of family planning services
planning sessions at HIPS partner clinics and

. . . . . 14,000
received information on birth spacing,

. . . 12,000 ,137
method choices, and available products with © 10000 9,401/1417? w00
proper instructions for use increased from H S )

850 in 2008 to 35,270 by 2012. The number | & _ /S /

. o1s . . s 6,000 39 —4—Targets
of clients who utilized family planning for the £

. . . £ 4,000 - 2,350 g ——Achievements

first time increased from 500 in 2008 to 2000 | 500
12,137 in 2012. This huge shift confirms the 0 00
large unmet need for family planning and 2008 2009 2010 2011 2012
reproductive health services in Uganda, Project Years

estimated at (41%) in 2011 (Reproductive
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Health Uganda, 2011). Couple Years Protection (CYP4) during that period increased from 934 in 2008
to 43,868 in 2012.

Achievements in service utilization have greatly been affected by the peer education. Company clinics
provided peer education which created demand among surrounding communities. Peer education was
done through community volunteers and company peer educators to sensitize employees and
communities to:

i) seek services

ii) reduce HIV/AIDS and TB related stigma;

iif) accept VCT and TB treatment.

The demand created by peer education for services was evidenced during in-depth interviews among
clients. For example:

At first, | did not want to be identified as a PLWHIV until | was helped by my colleague at work,
who encouraged me to test and be able to receive treatment (ART) in case | was found HIV
positive. — employee of Kakira Sugar Works Clinic, September 2012

For me, | contracted TB but had not known of my status. | was advised to undertake TB
screening which | did after a long time of denial. | was tested and that is when | found that had
contracted TB. | am very happy that | received treatment. | now encourage people to test and
know their status since they will receive free treatment. —client of Mpanga Growers’ Tea Factory
Clinic

The peer education strategy was very effective because it was cheaper for the companies as the peers
were workers who acted as volunteers. Workers opened up more easily to their friends/peers about
their health than they would, to unknown people. The peer educators convincingly advised their affected
colleagues to seek services. Peer education, therefore in most cases, led to increased utilization of
services. A study® conducted by HIPS in 2011 among ten (10) partner companies found a strong
correlation between peer education and service utilization.

To further increase demand for services, HIPS worked with the companies and clinics to provide
employee and community sensitization on HIV/AIDS, TB, malaria and RH/FP. Recipient companies
predominantly paid for printing of materials while HIPS provided technical assistance. An analysis of
project reports shows that estimated 60,000-170,000 community members were reached annually
through health fairs and exposure to health messages promoting behavior change.

Overall, set targets for the expansion of the different health services were achieved and in many
instances exceeded. The absence of comprehensive and up to date data on the scope and operations of
the health private sector and a project specific baseline assessment to inform planning may have affected
the establishment of ambitious project targets. There were missed opportunities during the two
program extensions in 2010 and 2011 to strategically review progress, synthesize emerging lessons to
inform adjustments in the program targets. This challenge could also have been mitigated through a

4Couple years of protection (CYP), estimated as protection provided by contraceptive methods during a one-year period,
based upon the volume of all contraceptives sold or distributed free of charge to clients
5 Behavioral Change Communication (BCC) Best Practices Study, 201 |
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more in-depth participatory planning process with stakeholders at project inception and a formal mid-
term review to revise targets.

2.1.2 Expanding the Number of Global Development Alliance (GDA) Partnerships.

The Global Development Alliance (GDA) is a market-based business model for partnerships between
the public and private sectors to address jointly defined business and development objectives. Alliances
are co-designed, co-funded, and co-managed by partners so that the risks, responsibilities, and rewards
of partnership are equally shared.

A well-constructed GDA furthers the objectives of the USAID mission while benefiting the business
interests of the resource partner. A partnership is considered a GDA when it meets the following
criteria:

At least |:] leverage (in cash and in-kind) of USAID resources;

Common goals defined for all partners;

Jointly-defined solution to a social or economic development problem;

Non-traditional resource partners (companies, foundations, etc.);

Shared resources, risks and results, with a preference for increased scale of impact; and
Innovative, sustainable approaches to development.

HIPS GDA partnerships were governed by MOUs and/or subcontracting agreements that clearly
articulated each partner’s roles and responsibilities and outlined a cost structure for services, including
each partner’s financial and in kind contribution—with a minimum of |:1 resource matching.

The GDA partnerships approach was modeled on Business PART® that had MoUs with five private
companies. The GDA approach was essentially a way to leverage private sector resources (in addition
to donor funds) for health initiatives targeting not only employees, but also their dependents and the
surrounding communities.

The number of GDA partnerships increased from 5 under Business PART to 55 through HIPS by 2012.
Currently 46 (83%) of the GDA partnerships are currently active’. Through HIPS, $1 million USD was
used to leverage $1.9 million USD from the private sector. However, anecdotal evidence showed that
the minimum requirement of contributing $5,000 (1:1 cost sharing requirement) could have locked out
some potential partners who were unable to meet this criterion. Other partnerships have fallen out
along way due to failure to meet the requirements set out in the MoUs.

Using the disease cost calculator, HIPS was able to demonstrate to private companies that it was more
profitable to invest in health care for their employees, rather than incur financial losses associated with
prolonged absenteeism, death, low productivity and attrition; culminating in constant recruitment and
training of new staff.

7 GDA partnerships are renewed annually based on extent to which mutual obligations are being met including the investing the
minimum requirement of USD 5000
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HIPS conducted research® to establish the actual cost of ill-health to company productivity. The
outcomes suggested that companies with larger numbers of employees were more vulnerable to costs
associated with ill-health, particularly those with many low-cadre workers. In addition, some companies
had stronger ties with the community that made community health a higher priority. For example, most
companies in the agricultural sector had important linkages with communities through out-grower
schemes. Based on the evidence that ill-health among employees leads to higher costs for the company,
businesses were convinced to commit more resources and engage with the HIPS project to improve the
health of employees, their dependents and the community. Through the GDAs, HIPS was able to
leverage 1.9 million from the private sector; 90% more than anticipated.

CEOs and Business Leader days were instrumental in exposing the specific organization leaders to the
array of services their companies could benefit from if part of a GDA and helping them to appreciate the
benefits that would accrue to their organizations. 94 CEOs and 136 members of companies’ top
managements were involved in these events over the years. Indeed, the consulting team found that
CEOs who participated in these days appreciated the role of VCT and supported their organizations to
benefit from HIPS project.

HIPS worked with the Uganda Manufacturers Association (UMA) and the Federation of Uganda
Employees (FUE) to broker alliances with their member organizations and encourage them to enlist for
the GDA partnerships. Both these organizations are extremely strategic as they bring together a wide
membership of private sector organizations and employees in Uganda.

2.1.3 Supporting Initiatives to Strengthen the Private Sector Workers’ Organizations to
Support Health Initiatives

HIPS worked through the Uganda Manufacturers Association (UMA) and the Federation of Uganda
Employees (FUE), the lead employment organizations to build their capacity as lead providers of
workplace health programs to their member organizations. UMA and FUE were seen as strategic entry
points to their affiliate companies. HIPS encouraged partners to affiliate to UMA or and FUE regardless
the companies’ capacity to raise the $ 5,000 contribution to become GDA:s.

Under this arrangement, companies affiliated to UMA (22) and FUE (40) joined the partnership®. (see
Annex |0 for details). The HIPS project emphasized strengthening the institutional, financial and
programmatic capacities of partner organizations for efficient delivery and sustainability of services.

UMA and FUE were strengthened to support workplace health programs in their member organizations.
This has included provision of training in non-clinical services including health promotion and preventive
services for HIV, TB, malaria and RH/FP and other health services. With HIPS support, both
organizations have now established health business development units to mobilize resources for
continued capacity building of member organizations and service delivery after the close of HIPS project.

8A study (The Impact of ART on Employer Costs Related to AIDS) by Paul Bukuluki, 2009found that the average annual cost of
ART to a partner company is 0.13% % of the total annual cost of labour, compared to 0.14% (of the total annual cost of labour)
attributable to worker attrition

9 Note that a partner company was free to affiliate to either UMA or FUE or both.
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As indicated in Table 2.1, both FUE and

UMA have generated USD 63,056 and Table 2.1: Revenue from FUE and UMA

Workplace Health Activities

42,504 respectively from workplace

health activities throughout the project Year Organizations Revenue (US $)
life. HIPS also built capacity of partner FUE UMA
organizations to attract funding from 2008

other development partners for health 2009 5,292
activities. For instance, FUE generated 2010 12,240 6,080
USD 141,280 in grants over the final 3 201 1 24,426 7,738
years of the project; GTZ (7,680); 2012 26,390 23,394
Uganda AIDS Commission (46,880); | Total 63,056 42,504

Respond (62,400); and ILO (26,400). The
developed capacity of FUE and UMA helps build sustainability beyond the life of the HIPS project.

However, the FUE and UMA membership is only limited to companies and excludes some of the private
health facilities. This means that these facilities will not be able to access the support including the
capacity building initiatives being implemented by UMA and FUE after the close of HIPS. The Uganda
Health Federation (UHF) described later becomes an entry point then to rolling out support to the
private for profit facilities.

2.1.4 Innovative Approaches to Support Orphans and other Vulnerable Children through
the Private Sector

To protect the health and ensure productivity of their employees, businesses need to address the
continuum between the workplace and surrounding communities. Recognizing the value in this
comprehensive view of corporate citizenship, HIPS engaged companies to sponsor disease awareness,
prevention, testing and treatment activities in the surrounding communities. Further, HIPS extended
OVC programs to the communities where employees and their families live. Since companies source
their labor from these surrounding communities, better health for the community means better health
for employees and their dependents.

HIPS involvement in care and support for OVCs focused on using partnerships with private companies
to leverage resources through Corporate Social Responsibility (CSR) strategies. HIPS developed three
models for implementing OVC programs: corporate sponsorship, supply chain and market access
models. In each model, HIPS identified community-based organizations to implement the planned OVC
activities, ensuring that appropriate strategies were used to reach beneficiaries.

HIPS provided matching grants to corporate donations for implementation of OVC activities. In addition
HIPS provided technical direction and capacity building for implementing organizations. HIPS monitored
the activities to ensure quality service delivery and compliance with the National Strategic Program/ Plan
of Interventions for OVC.

By 2012, 4,260 OVCs have been exposed to opportunities to strengthen skills and explore improved
livelihoods. With increased household incomes, OVCs may be better able to access services from
private health facilities and improve household nutrition. Each of the models is described in more detail
below.
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a) The Corporate Sponsorship Model

The private sector partners provide cash and in-kind support to OVC implementing organizations as
part of their corporate social responsibility (CSR) program. HIPS then provides matching grants to
leverage the private sector resources. HIPS matched those corporate contributions |:1. This
arrangement enhanced access to education and nutrition services for 3,273 children, of whom 1,599
were male, while 1,674 were female. Education assistance included the purchase and distribution of
scholastic materials, and follow up of OVC at school to ensure regular school attendance and to
minimize school dropout, hence improving children’s access to education. Food and nutrition
interventions focused on enhancing access to food, improved farming methods, school feeding programs
and setting up demonstration gardens at school and in the community. In addition, OVC were provided
with psychosocial support, health care services, and apprenticeship skills training.

Partners used sports, debates, poems and one—to-one peer support to reach vulnerable children.
Through these approaches, the children were able to develop their communication skills, learn more
about sexual and reproductive health, decision making, and HIV and AIDS.

HIPS built the capacity of || partners in basic financial management, resource mobilization and project
planning and management among others: Kakira Sugar Works (KORD), Cornerstone Development
(African Children’ Mission), Kinyara Sugar Ltd (Kinyara Client Group), Bead for Life, Caring Hands,
Mpongo Company Ltd (Fishing Communities Health Initiatives), and Farmers’ Center. Capacity building
for organizations supporting OVC helps build sustainability beyond the life of the HIPS project.

b) Supply Chain Out-growers Model

The supply chain out-growers model

worked well for smallholder farmers who Table 2.2:  Revenue earned by Out growers

through KORD

produce raw materials for industries. The

company worked through established Year Revenue (USD)
infrastructure, such as farmer associations 2008 88,113

and out grower associations to help identify 2009 123,585

OVC households. The model links | 2010 137,283
individual farmers who produce raw | 2011 136,679
materials into the company’s supply chain, [ 20]2 113,547

thereby keeping more small-scale farmers [T o¢al 511,094

in  business while supplying needed

materials to companies. Out growers associations (544 members, 26| males/283 females) supported by
KORD earned USD 511,094 from sales over the project life as indicated in Table 2.2. Farmers also
received key information on income generating activities to improve their livelihoods.

To further improve the economic independence and livelihoods of OVC families, HIPs has through the
farmer and out grower associations’ encourgaed OVC caretakers to form Village Savings and Loan
Associations (VSLA) to increase access to credit for income generating activities and addressing other
socio-economic needs. By 2012, 42 VSLA have been established under the program. These groups have
managed to mobilize total savings of Uganda Shillings 18, 68,600 (HIPS Annual Report 2012). At the
KORD, an out-growers youth group acquired a jaggery mill and a maize mill; while the women out
growers group bought a 6-acre piece of land with profits from the village savings and loans association
(VSLA).Box 2.1 narrates the success story of Kyabaja Tobona group that benefited from OVC programs
implemented Kakira Out-growers Rural Development (KORD).
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Kyabaja Tobona’ group was supported under the Kakira Sugar Works/KORD Partnership. With 30
members, the group began its first round of activities in April 2010 after receiving training in VSLA.
During weekly meetings, members contribute UGX 200 for to the welfare fund and UGX 1,000 as
mandatory savings with a maximum of UGX 5,000, which is counted as shares. Each share of UGX
1,000 is stamped into the pass book with a total of five shares maximum per member.

By the end of the I** cycle, the group had collected UGX 320,000 as welfare funds and UGX
6,426,750 as savings. With support from the Community Development Officer, the shares due to each
group member were calculated and recorded, and the members decided not to share out, but to use the
savings to buy a younsel mill worth Ushs 4,500,000. The younsel mill was to be used to add value to the
sugar cane they produce by making molasses. The group decided to use the balance of the funds to rent
10 acres of land for six years - an undertaking that cost them UGX 3,000,000. The group had planted
sugarcane and intercropped it with maize on this land.

The group was in the process of registering a CBO under the name “Busalaama Sugarcane Growers
Association”. This, they said, would enable them access funding and support as a group. The group
commenced the second cycle of saving and loans in June 201 |, and had saved UGX 1,487,700. The
group’s future plans included buying a lorry to transport their sugar cane and production of molasses for
which they had ready market in Lira. The group also nurtured two other groups - “Tibakwina” and

“Kibike Kiryamugenzi” - each with 30 members, who were also engaged in VSLA activities.

These achievements (jaggery mill, maize mill, land and an established VSLA) will be sources of financial
sustenance for their programs. In addition, to economic empowerment, HIPS used these groups to
disseminate health messages. These included messages on prevention of HIV/AIDS, VCT, prevention and
mitigation of child labor-.

c) The Market Access Model

The market access model was focused on helping OVC households develop capability to produce for
the markets as a way of strengthening the social economic security of the household. Over the 5-year
grant, 1,458 OVCs formed associations which negotiated for higher prices for their goods. The role of
the private sector companies was to provide technical assistance, training in quality standards, and link
OVC households to local and international markets including the companies themselves. The
implementing partner, in turn, worked directly with OVC households to build their capacity to produce
for the market including training and monitoring. HIPS provided technical direction and capacity building
for the implementing organizations, monitored the activities to ensure quality services delivery, ensured
compliance with the National Strategic Program/ Plan of Interventions for OVC and provided a matching
grant to implement the OVC activities.

Through the Market Access Model, Bead for Life has doubled the price paid for shea nuts collected by
women in Otuke County from USD 0.24 (UGX 600) to USD 0.48 (UGX 1,200) and this has increased
the amount purchased and thereby improving sales and incomes of OVC households

Caring Hands has also supported OVC households to improve on the quality of beads produced by the
OVC’s which they sell on the international market. The quality and quantity of beads bought from the
bead makers improved and the OVC caretakers realized an increase in average take home in sales from
USD 96 (UGX 240,000) to USD 104 (UGX 260,000).
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The effectiveness of these models is highly dependent on the organizational capacity of the implementing
organization, the extent to which the members of the community (target beneficiaries) felt ownership
and confidence and trust in it. This may partly explain why some implementing organisations like KORD
which is fully owned by the sugar cane out-growers were apparently more successful than others. Other
challenges to the supply chain and market access model are on the capacity and thereby long term
sustainability of the groups and associations, as is common with many community based groups.

2.2 Effectiveness of HIPS in Addressing Capacity Building and Service Delivery Needs in
a Challenging Private Sector Environment

2.2.1 Introduction

The HIPS project was designed to develop the organizational and institutional capacities of the company
clinics and private providers to expand access and availability of quality health services. Capacity building
needs were identified at the company and facility level to enable provision of HIV, TB, malaria and RH/FP
services to employees, their dependents and the surrounding communities. Umbrella organizations
(UMA and FUE) facilitated the identification of needs among their affiliate companies. The institutional,
programmatic and financial capacity needs are presented in Table 2.1.

Table 2.1: Capacity Gaps Identified, Interventions to close the gaps and the results

realized
Capacity Gaps | Interventions to close the gaps and the results realized
Institutional

e Companies did not have workplace | ¢ 82% of HIPS supported partner company clinics have developed
HIV/AIDS  policies, which affected HIV/AIDS workplace polices. These have helped to protect
employee comfort level in accessing employees against discrimination. Records show that no
services employee has been dismissed on health grounds since the

e Weak / absence of a regulatory policies came into effect.
framework for enforcement of standards | ¢ HIPS supported creation of the Uganda Health Federation (UHF)
for quality care in the private sector to advocate for recognition of private health sector contribution.

e Many clinics had weak internal record UHF was established in 201 | to bring together existing private
keeping systems sector health entities under one umbrella recognized by

e Private clinics’ contribution to health government'®. HIPS is now supporting UHF and the Ministry to
sector indicators was not captured by develop a sound regulatory framework and standards for quality
the HMIS; yet, studies (UDHS, 2011) of care in the private sector. UHF is expected to play a critical
have indicated increasing utilization of role in the roll out of these standards amongst its members once
private health facilities the process is completed.

e Limited opportunities for staff | ® Provision of mobile access, training and roll out of use of the
professional development in the private national Health Management Information System (HM|S) have
sector improved reporting'' of private sector contribution toward

e Government gives low priority to national health performance indicators.
accreditation of the private sector to | ® HIPS built capacity of partner clinics to meet accreditation

10In the past two years, UHF has experienced substantial growth rate, both in organization, membership and reach. It hosted
the inaugural East Africa Healthcare Federation in Uganda, which has further propelled its reach in the private health sector,
not only nationally but regionally. Activities on a local and regional basis for instance include representation on the PIRT
(Presidential Investor’s Round Table) and continues to have sustained and direct communication path with top level
government officials in the ministry of health.

I"Partner clinics sent data to HIPS and the latter relayed it to MoH.
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Capacity Gaps

Interventions to close the gaps and the results realized

provide ART and TB services.

criteria. 88 clinics are now accredited to provide ART services
and 45 clinics to provide TB treatment.

Programmatic

e Partner clinics lacked staff with
specialized skills in delivery of ART and
TB services, including safe male
circumcision for HIV prevention

e Private clinics were not allowed
dispense ARVs and provide TB services

e Private clinics lacked important medical
and diagnostic equipment, affecting its
ability to provide specialized services.

HIPS has trained and equipped private sector health workers
with skills to provide specialized services including delivery of
ART (929) and TB services (363) in accordance with the national
standards.

57 HIPS supported facilities were equipped with necessary
medical and diagnostic equipment to enable them provide quality
services.  Equipment included CD4 machines, hematology
analyzers and others. (See Annex || for details). Partner clinics
are meeting the operational and routine maintenance costs of
the equipment. The equipment has expanded the menu of
services and improved quality and subsequent utilization of
services.

Financial

e Company clinics did not have long-term
commitment of resources for health
care of employees.

e Private clinics did not have sufficient
resources to invest in: medical and
diagnostic equipment such as CD4
machines, hematology analyzers.

e Limited access to low interest credit by
private health facilities to finance
investment in health infrastructure and
equipment.

Companies have made long-term commitments to finance health
programs for employees, their dependents and surrounding
communities through annual budgets. For example, Rwenzori
Commaodities in Kabarole had an average budgetary provision of
USD 2,400 (UGX 6 million) per month.

HIPS provided equipment and appropriate infrastructure using a
50:50 cost sharing model.

HIPS has brokered access to credit for private health facilities
through Centenary Rural Development bank though clinics are
yet to receive the funding. HIPS is providing technical assistance
to potential loan beneficiaries within the private sector using the
USAID loan guarantee through the Direct Credit Authority
(DCA) mechanism.

Improvements in the capacity of the
private sector health service providers
has resulted into improved quality!2 of
HIV, TB, RH, and malaria services for
pregnant women. The majority (96%)
of clients interviewed in the exit polls
(comprising of very satisfied and
satisfied) said they were satisfied with
the quality of services received. Only
4% reported non-satisfaction.

12Quality of services comprised availability and utilization of diagnostic equipment, shorter time for diagnosis and care as
revealed by clients interviewed, observed national standards and guidelines in diagnosis and treatment in the visited facilities.
Other quality indicators included: lead time from arriving at clinic to receiving sought service; privacy during diagnosis and
treatment; counseling or guidance accorded to the client
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Further analysis of these results revealed differences in the perceptions of quality of health care among

different types of clients. Clients of
private clinics were more satisfied
(65%) as compared 29% of clients at
company clinics. This is evidence of the
increasing role of the private clinics in
providing quality health services and

justifies the need for continued
support. Indeed majority of clients
(68.5%) in urban settings

(predominantly private clinics) also
expressed high satisfaction level. On
gender, females (63%) more than the
males (28.4%) were satisfied with the
services received. This underscores the

relevance of the HIPS menu of services to women particularly malaria and family planning services.

The reported improvement in quality of services is consistent with the findings of the Afro barometer
Survey Round 5 in which 78% of the population acknowledged improvements in services provided by
private sector facilities (Afrobarometer Survey, March 2012).

2.2.2 Continued Challenges

Despite the investments and results of the capacity building interventions, high staff attrition remains a
major deterrent to ensuring sustained access and provision of quality services at private health facilities.
On average, 2 out of 3 employees at the 60 partner clinics visited who had benefitted from HIPS training
had left organizations under which they were trained'3. This issue is not surprising given that wages are
not regulated in the Uganda health sector, resulting in significant differences in remuneration for the
same set of skills. It is likely that health workers that trained under HIPS found opportunities with other

clinics that offered better pay and benefits.

It was reported that despite the capacity
built with HIPS assistance to provide
quality services and scale-up, there still
existed low demand for their services
due to lack of ability or willingness to pay
for the services at private clinics. This
information is confirmed in the exit polls
that determined that the major barrier
to use of private facilities is cost and
distance to the facility.

While HIV/AIDS workplace policies have
been developed in most of the GDA

Barriers to accessing Services

Fig.2.7:

Cistance from home
Cost of services
Inadequate Equipment
Less concerned Staff
Lack of Privacy
lack of skilled staff

Inadequate testing services

Perceived Barriers to Access and Utilization of Services
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partners, these policies have not been translated into appropriate dialects (to reach the majority of the

13The scope of this study did not allow the team to establish the whereabouts of the trained staff that had left the organizations

under which they were trained.
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workers). This has limited employee participation in operationalization of the HIV workplace policies in
some companies.

2.3 Effectiveness in Strengthening Coordination and Partnerships.

HIPS used a public private partnership model to strengthen coordination and partnerships between the
private health sector and government. HIPS sought to strengthen health systems in the private sector
and improve coordination with government by focusing on improving provider performance within the
core components of Health Systems Strengthening (HSS) including: healthcare delivery system; health
workforce; health information system; procurement, supply chain management and logistics system;
health financing system; leadership and governance system.

a) Leadership and Governance

Recognizing that private providers play an important role in raising the quality of health care in Uganda,
HIPS worked closely with government to develop a clear policy around public-private partnerships for
health (PPP-H). The aim of the PPP-H policy was to formalize and streamline the relationship between
government and private sector health providers. To address this gap, HIPS partnered with the PPP-H
unit at the MoH to advocate for full development of the policy that was eventually adopted in 2012, the
final year of the HIPS project. Currently, implementation of the PPP-H policy is still underway, with key
players working to drive the private sector health agenda at both national and district levels.

b) Service Delivery

Among private sector providers, quality of care was variable and in some settings, access to key services
was limited. To address this, HIPS facilitated the accreditation of 88 private sector clinics to offer ART
and 45 clinics to offer TB services. Regular joint monitoring and supervision of the newly accredited
facilities by the MoH, the District Health Officer and HIPS helps improve the visibility of the private
sector and is also a positive step towards harmonization of the private and public sector.

HIPS also helped establish the health umbrella organization UHF to develop private sector regulatory
standards and framework. These standards are expected to be rolled out among the private sector
health providers, to establish a way to evaluate the quality of private sector care. Sustainability of HIPS
supported initiatives in the roll out of the standards is dependent on the capacity of the UHF, which is
still a relatively new organization.

c) Medicines and Technologies: Procurement, Supply Chain Management and
Logistics System, Diagnostics

One barrier to quality care in both the private and public sectors is lack of access to drugs and other
health commodities. Additionally, lack of robust drug logistics management systems led to stock outs of
ARVs and other important drugs. Some providers in the private sector lacked critical laboratory
services for quality diagnosis of HIV/AIDS, opportunistic infections and HIV treatment monitoring. To
address these gaps HIPS brokered partnerships between the private sector and several key
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organizations, including: Securing Ugandans Right to Essential Medicines (SURE)'4, a USAID project; Joint
Medical Stores (JMS); Africa Affordable Medicine (AAM); Uganda Health Marketing Group (UHMG);
MoH/GF and PACE to improve the supply chain of ARVs, HIV test kits, FP supplies and other health
commodities. The HIPS accredited facilities are now on the government’s master list to receive free
ARVs. This has improved access to ARVs and other commodities in HIPS partner clinics (more analysis
on access to ARVs is contained in Section 2.4.1). Under a partnership between the SIMS medical center
and Central Public Health Laboratory (CPHL), HIPS funded the establishment of the private sector HIV
reference laboratory'>which is expected to be operational by early 2013.

d) Health Information Systems

There was inadequate reporting by the private sector on key health service provision performance
indicators to the district and national HMIS. As a result, the MoH was not able to quantify the private
sector contribution to health performance. In January 2012, HIPS piloted Mhealth partnerships'é: a
platform to collect and analyze data using cost effective smart phone-like devices (Mi-Fones) and user
friendly tailored SMS based platforms to report patient data, program results and commodity inventory.
Results of the pilot indicated significant improvements in reporting of all key indicators—70 partners
were able to share timely and complete data within eight months of introducing the system. This has
improved accuracy, efficiency and cost effectiveness in reporting data to HIPS and eventually to MoH. It
is not clear how this information will continue to be relayed to MoH after the close of HIPS. Mobile
technology is also being used by 8 HIPS supported partners under a pilot phone referral program to
facilitate critical health information exchange between community-based peer educators, private health
clinics, and the AIDS Treatment Information Center (ATIC). The challenge is going to be around
meeting the costs of this system after the close of HIPS.

e) Health work force

Private sector had limited skilled and motivated staffs that were responsive, fair and efficient in providing
HIV/AIDS, TB, malaria and RH/FP health services. Health workers in the private sector lacked
specialized training in management of ART and TB according to national standards. HIPS, in partnership
with Mildmay and AIC has provided training to health workers in the private sector in HIV and TB
management. In order to ensure that partners continue accessing services, HIPS and Mildmay designed a
training package for the private sector and HIPS disseminated it to partners. Furthermore, in partnership
with UHMG and PACE, private sector providers were trained in family planning and reproductive health.
As noted in earlier sections, issues of attrition especially where people are moving into the public sector
or other forms of employment affects the capacity of the private sector work force.

14 The overall goal of the SURE project is to ensure that the population of Uganda has access to adequate quantities of good
quality essential medicines and health supplies (EMHS) by strengthening the national supply chain for essential health
commodities

150nce the HIV reference laboratory is complete and operational, it will undertake the following activities i) providing HIV
laboratory diagnosis and treatment monitoring among private sector ART clinics; ii) training in laboratory skills and
management among laboratory staff in private sector and iii) conduct operational, laboratory and clinical research, and
surveillance of HIV Drug Resistance.(HIVDR) in private sector clinics.

16The pilot demonstrated that private sector health actors can overcome obstacles to data flow of health indicator data on time
and help clinics, donors and MoH monitor potential drugs stock outs in the private sector
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f) Health Financing

Prior to HIPS, accessing funds for development was a major challenge to private health providers. This
was because of high financing requirements for health related investments. These financing gaps
manifested differently depending on the nature of the private health facility:

e Company clinics were reluctant to provide long term HIV and TB services which were expensive
and yet with no direct returns. On the other hand, companies perceived reproductive health
services as mandate of the public sector or a personal issue. HIPS used the disease cost calculator to
demonstrate the relevance a comprehensive health care package for company staff.

e Private clinics lacked sufficient resources to invest in expensive medical and diagnostic equipment.
To address these gaps, HIPS advocated for insurance companies to list HIV/AIDS on their health
premium. Furthermore, HIPS brokered a partnership with Centenary Bank to provide long term
credit!? to private health providers and secured USAID guarantee.

2.4 Most Effective Approaches and Innovations for Scale Up

The evaluation identified the following as the most effective approaches and innovations under HIPS for
replication and scale up.

2.4.1 Accreditation

Accreditation of private sector health facilities for ART and TB related services was the most effective
approach for expanding access and utilization of services. Before HIPS, only few private sector clinics
were accredited to provide ART and TB care. With accreditation, there has been increased access and
utilization of health services (HIV/AIDS, TB, Malaria and RH/FP) as indicated in Figures 2.1-2.4.
Accredited facilities are entitled to free ARVs from government stores thereby improving availability of
drugs for clients at free or minimal costs. Accreditation provides a good standard platform for ensuring
quality services as it makes provisions for regular supervision visits by the MoH and the DHO.

Unfortunately the over-reliance on drugs from the public sector has caused disruptions in service
delivery since 2010 when there was a breakdown in supplies. Findings of a study conducted by the HIPS
program on frequency of stock outs in 2012 revealed that only 13.3% of companies reported that they
have never experienced stock outs. 50% have borrowed drugs from neighboring hospitals or
government health centers when stocks are low. These clinics also refer clients to government health
centers. 28.5% have purchased drugs during stock outs from 2010 to date amounting to USD 7,317
(UGX 18,292,376). Though companies are establishing own mechanisms for dealing with stock outs in
the short run, a long term solution is required to ensure regular provision of ART in the private sector
for all kinds of clients and thereby enable a regular provision of services.

2.4.2 Use of the Disease Cost Calculator in Expanding GDA partnerships

The most effective approach used in expansion of GDA partnerships was the use of the disease cost
calculator!8 in helping private companies understand the cost implications of employee illness on their
business. With HIPS support, companies have developed a clear way of assessing the unit cost of

I7The program for accessing credit facilities by private sector health providers is yet to be launched.
18 In terms of determining the losses incurred by the company due to poor health of employee
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providing health services and are now more aware of the impact of health on employee productivity.
The disease cost calculator empowered private companies to appreciate health of employees as an
economic commodity. Since HIPS began, 46 companies established GDA partnerships and now have
annual budgets that include their contributions to health service provision to employees.

2.4.3 Support to Existing MOH Policies aand Plans

The project was in line with the national Health Sector Strategic Plan (HSSP), strategic plans for HIV,
tuberculosis and laboratory development. The project supported the development of the national PPP-H
policy and made important contributions to national health indicators. Subsequently, the MoH was
willing to embrace private sector initiatives under the HIPS project. The National AIDS Control
Program (ACP) and the National Leprosy and Tuberculosis Programme (NLTP) offered support for
ART and TB accreditation and participated in joint supervision of private sector facilities.

2.4.4 The Supply Chain /Out growers model

HIPS rolled out three models to support OVC i.e. corporate sponsorship, supply chain/out-growers
model and market access models. Within the project, the most widely recognized and appreciated
model (by companies and OVC alike) was the supply chain/out-growers model. This model benefited
smallholder farmers who produced raw materials for industries. For instance, at Kakira Sugar Works the
company encouraged and supported OVC and their households to produce cane as out-growers and in
return, companies bought the cane. The company provided additional support including: training and key
inputs such as improved seed through the farmers associations. Under this approach, a total of 935
OVCGCs benefitted (HIPS Final OVC Report, 2012). For example, HIPS supported the formation of the
Kakira Out-growers Rural Development (KORD) group to organize OVC households involved in
outgrowing. To leverage their new-found income from outgrowing, the KORD women’s group started
a Village Savings and Lending Association (VSLA), and then used their pooled savings to buy a six acre
piece of land which they are using for income generating activities. Similarly, the KORD youth group has
acquired a jaggery mill and a maize mill which create an ongoing source of income for group members.

2.5 Sustainability of Health Service Provision through Companies

2.5.1 HIPS Sustainability Goals

The main objective of HIPS was to build the capacity of partner originations to expand access and
utilization of health services and carry on the provision of those services beyond the close of the HIPS
program. In the context of this evaluation, sustainability was assessed at the following levels institutional;
programmatic and financial management.

Ultimately, sustainability was also measured by the level of ownership of interventions and ability to
carry them on without HIPS support

a) Institutional

HIPS facilitated partner companies to develop HIV/AIDS workplace policies. These policies are
operational in 82% of the companies surveyed. The work place policies lay out commitments from
the employer in the form of health services and benefits and financial resources that will be allocated
to health programs within the company. The HIV/AIDS workplace policies have helped to protect
employees against discrimination.

HIPS strongly supported the completion of the PPP-H policy, which had been in the process of
approval for more than 10 years. The policy provides a regulatory framework through which the
private and public sectors collaborate in the provision of health services. The MoH has established a
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unit to effectively coordinate private sector health activities. The PPP desk at the MoH has limited
capacity to support private sector activities independently. This MoH body will need ongoing
support to ensure successful operationalization of the PPP-H policy at various levels.

HIPS built the capacity of partner clinics to meet accreditation criteria through provision of medical
training for staff, mentoring, provision of equipment and tools. Subsequently, 88 partner clinics were
accredited to offer ART and TB services. The accredited partner clinics have expanded access and
utilization of services and are expected to continue to provide these services after the HIPS
program.

HIPS-supported umbrella entities like UMA, FUE, and UHF are key sustainability platforms.

HIPS made a strategic decision to work with and strengthen UMA and FUE, local membership
organizations to provide health services to their respective members. UMA and FUE already have
large memberships and appropriate mechanisms for continuing to mobilize members and provide
ongoing support. Both organizations have benefitted from technical, institutional and organizational
development support to become leaders in provision of workplace health programs. Through their
newly established health business development units, UMA and FUE are mobilizing resources from
affiliate companies and other development partners. These resources will facilitate continuous
capacity building for health programs within the affiliate companies. By 2012, 63% of HIPS active
partners were receiving support formerly provided by HIPS from the two organizations. 30
partners are already paying for services directly from UMA and FUE which is an indication of their
demand for their services. The noted challenge has been the ability of UMA and FUE to attract long
term funding for the workplace activities and thereby affecting income flow and long term financial
standing of the associations. Most of the grants received so far support implementation of initiatives
of activities for no more than 12 months.

HIPS supported the formation of Uganda Health Federation (UHF) as a key cornerstone of private
sector sustainability and the organization is already serving a significant group of stakeholders. HIPS
support of UHF initiatives in developing a self-regulatory mechanism for the private sector signifies an
investment in ensuring standards of quality care even after the close of HIPS. There is need to recognize
that UHF is still a new organization and will continue to need support in expanding its membership and
rolling out the self-regulatory mechanism once completed.

b) Programmatic Strengthening

Sustainability created through HIPS was analyzed at two levels: company clinics and private provider
clinics, as the two types of clinics provided services under different arrangements. Whereas company
clinics provided services to employees, their dependents and the surrounding communities; private
clinics were open to any member of the public willing to pay for services.

i) Company Clinics

HIPS supported companies to train staff and provided equipment to raise the quality and
scope of services provided. Additionally, HIPS supported companies to develop HIV/AIDS
workplace policies which link with the National HIV/AIDS Policy and Strategic Plan. Further,
HIPS brokered partnerships between private companies and umbrella organizations (UMA and
FUE) and other collaborating institutions (JMS, MoH, UHMG, Mildmay and PACE). These
partnerships are key for sustainability of health-related activities. HIPS brokered additional
collaborations between partner clinics and the Central Public Health Laboratory for quality
assurance, quality control and training of laboratory technicians. This is an ongoing relationship
that will continue to grow after the HIPS project has closed.
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ii) Private Provider Clinics

HIPS initiated a collaborative arrangement with private clinics on a 50:50 cost-sharing basis.
Because private providers were expected to match HIPS funds, a greater sense of ownership
was created while allowing clinics to purchase needed equipment they could not afford on
their own. All 30 private clinics visited had undertaken service maintenance and met
operational costs of equipment—for example, partners like Wagagai clinic and Sims Medical
Centre that acquired hematology analyzers were meeting the operational and maintenance
costs. Due to the 50:50 cost sharing, the beneficiary clinics provided the HIPS menu of
services at subsidized rates.

c) Financial Management Strengthening

Establishment of health business development units within UMA and FUE will help to sustain resource
mobilization for planned health initiatives in the coming years. These organizations have already had
success in mobilizing resources and are poised to continue raising funds to cover ongoing costs needed
to sustain programs.

HIPS has also provided initial support to the roll out of a Direct Credit Authority (DCA) facility that will
improve access of finances for private sector facilities. Under this arrangement, partner clinics will
receive funding from Centenary Rural Development Bank. HIPS will provide technical assistance to
potential loan beneficiaries within the private sector using the USAID loan guarantee. Subsequent
reviews on investments in the private sector should assess the effectiveness of this facility in
strengthening access to finance and improving access to services provided by the private sector.

3. CONCLUSIONS

The main objective of the HIPS project was to improve access and utilization of HIV/AIDS, TB, malaria,
and reproductive health/family planning services within the private sector. The strategies HIPS adopted
to achieve this objective included: expanding the number of global development alliance (GDAs)
partnerships; supporting initiatives to strengthen private sector workers’ organizations to support health
initiatives; and to implement innovative approaches to support orphans and other vulnerable children
through the private sector.

From the findings of this evaluation, HIPS has largely achieved its overall objective. The initiative has
expanded access to key services, including: HIV/AIDS, TB and malaria; as well as reproductive
health/family planning by increasing the number of clinics and expanding the menu of services provided.
Further, services were being utilized by the intended beneficiaries. More could have been achieved in
the expansion of services if more realistic targets had been set and or re-adjusted over the course of the
program.

Accreditation of company and private clinics has increased access to health services amongst employees
and surrounding communities.

Private companies can and will contribute resources towards private health care initiatives, when
presented with clear and compelling evidence. Coupled with a renewed positive attitude towards staff
health, GDAs have proved to be an important mechanism for the leveraging of private sector resources
to provide workplace health programs

Umbrella organizations like UMA and the FUE are strategic entry points towards mobilizing affiliate
companies to commit resources and sustain health initiatives in the private sector. Capacity building
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services and work health program support provided by these organizations will be critical in sustaining
initiatives started by HIPS. Mechanisms for ensuring long term financial independence of these
organizations need to be identified.

Private sector capacity to provide services has been improved as demonstrated by the increase in
services provided to different target groups and the satisfaction of clients with the quality of these
services. Staff attrition, irregular supplies of key commodities like ARVs and costs of services are still key
constraints to ensuring a sustained provision and use of services provided by the private sector.

Peer education was an effective strategy for creating demand for use of services among company
employees. The use of company employees as peers and the willingness of workers to open up to their
peers made it easier and cheaper to mobilise employees to utilise services.

The PPP-H policy has been rolled out and this creates a conducive environment for the private sector to
contribute significantly to health service delivery. The capacity of the newly created PPP unit needs to be
strengthened to ensure successful operationalization of the PPP-H policy at various levels.

Further, the UHF provides a regulatory framework to ensure provision of quality health services within
the private sector. UHF will continue to need support in expanding its membership and rolling out the
self-regulatory mechanism once completed

The rationale of the OVC component was to empower the OVCs to improve their livelihoods. This

proved true as the former OVCs had established income generating activities and are now able to even
access health services from the private sector.

4. RECOMMENDATIONS

On the basis of conclusions drawn from the evaluation and the lessons learned; the following
recommendations are made to guide the designing of similar programs in future.

ACTION RESPONSIBLE
PARTY
. Brokering partnerships to improve service delivery is an excellent model | USAID, MOH,

that should be adopted and scaled up by programs aiming to expand | other
service delivery in the private sector. As a platform for implementation, | development
the partnerships created confidence, interest, commitment, and improved | partners
coordination among partner organizations.

2. Continue to support both company clinics and private clinics because of | USAID, other
their different, yet synergistic approaches to service delivery. For example, | development
private clinics largely serve paying clients, mainly in urban settings. | partners
Company clinics, on the other hand, mainly serve employees, their
dependents, and lower income members of the surrounding communities,
often in rural areas.

3. GDA partnerships to leverage private sector resources were very [ USAID
successful and should be scaled up in related fu