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1.0 EXECUTIVE SUMMARY

This report presents the findings of the evaluation of the USAID/Uganda Private Health Support Program
(PHS). The intent of this evaluation was to comprehensively examine the PHS program over its
implementation period and to determine to what extent the results were achieved and what factors
enabled or hindered the achievement of these results.

The original scope of work for PHS focused on the private-for-profit (PFP) sector with the original aim of
strengthening PFP service delivery to provide better healthcare options for the population of Uganda. The
PHS program conceptualized strengthening of the PFPs by 1) increasing availability of services; 2) increasing
affordability of services and products; and 3) improving quality of services. The initial PHS contract was for
a 5-year period starting in June 2013 with an estimated cost of US$18,649,973. The contract was modified
in September 2015 adding on the Private-Not-For-Profit (PNFP) Health Systems Strengthening (HSS)
component and extending the original programming. Another modification in September 2016 occurred
increasing the estimated funding to US$ 37,396,654 and the period of performance extended to June 2018.
This modification extended the PNFP HSS component and also added on an Orphan and Vulnerable
Children (OVC) element.

The PHS program evolved several times throughout the length of the program, through contract
modifications, a large increase in funding, and differing funding streams causing changing prioritization and
collection of data. Although PHS was very successful in meeting their annual targets and in service delivery
targets specifically, PHS fell short in aligning the added components to their original Theory of Change
(TOC) and results framework (RF), and these numerous changes hindered PHS’s ability to track their
progress towards the IRs because they were increasingly tasked with collecting data around Malaria,
HIV/AIDS, Family Planning, OVCs, and other areas that did not necessarily span the life of the project.

PHS’s quarterly and annual reports show good progress towards many of their defined indicators, but
progress towards the larger IRs was not conceptualized or tracked as thoroughly as it should have been.
PHS was successful in several areas, including in fostering relationships with the councils, in establishing
SQIS protocols, in working with the medical bureaus, in providing OVC support, and in meeting their
service delivery targets. The program fell behind in lowering the prices of drugs, commodities, and services
to the consumer, and in documenting progress or shortcomings towards the IRs across the life of the
program. The evaluation team found that PHS had mixed results in achieving the IRs, but the larger picture
shows that PHS also struggled with the learning and adaptation needed to be able to manage the
competing components as a cohesive program.

The following are the key recommendations from the evaluation:

e USAID/Uganda should ensure that modifications and changes in scope are undertaken in a manner
that does not fundamentally alter the theory of change (TOC) of the program. If the
modification/changes in the scope do alter the TOC, then the program should revise the TOC
including the results framework (result areas) and indicators to respond to these changes.

e Implementing Partners (IPs) should periodically pause and reflect on whether their activities and
the results being achieved are in sync with their TOC and the program objectives as set out in the
task order, including program modifications.

e |Ps should undertake investigations (learning) during implementation intended to establish
impediments to achieving results and objectives with intend to support adaptive management and
decision-making, and not wait for mid and endline evaluations.

e A CLA plan should be developed at the beginning of the program and hiring of a CLA specialist
should be prioritized to ensure continuous application and integration of CLA approaches.



Access to financing for the private health sector requires a phased approach- PHS should first
prepare smaller HCBs to better situate themselves as candidates for loans, through interventions
such as HaaB trainings, business skills development, and financial management, before linking the
HCBs to the banks. Similarly, on the banking side, the IP should prepare partner banks in the
functioning of the DCA mechanism and offer greater incentives for working with infant business
entities. This approach should also be given a realistic timeframe, as these initiatives would take
longer than the initial span of the program.

IPs should initiate other modalities to incentivize HFs to deliver comprehensive health services and
to add additional services to clients, following the cancellation of use of “performance-based
grants” by COP |5 guidance for Program engagement with HIV care and treatment services in the
private sector. IPs need to adaptively manage changing strategic priorities in the private health
sector.



2.0 EVALUATION PURPOSE

The purpose of this evaluation is to comprehensively examine USAID/Uganda’s Private Health Support
(PHS) Program to determine the extent to which expected results were realized, and what program-
related factors may have facilitated or hindered the implementation of the project and/or achievement of

results.

The following evaluation questions and sub-questions were examined, as per the scope of work provided
by USAID to guide the evaluation. The scope of work is attached in Annex | for more details.

I. IRI:
I.1.

2. IR2:

How did program activities help to expand the availability of health services by private providers?
Assess to what extent this project improved access to financial resources (e.g., loans) for the
partner facilities.

. What is the evidence showing that without the DCA support, banks would still be able to lend to

private health sector clients?

. Did business skills training employ successful and unique approaches or innovations that can be

scaled up? What were they?

. What changes have there been in comprehensive service availability and provider outpatient

capacity?

How was increased affordability of private health services and products achieved by the

Implementing Partner?

2.1.

2.2.

23.

3. IR3:

3.1.

3.2.

33.

How have functional partnerships been established between health facilities and pharmaceutical
firms?

To what extent have price regulation / standardization of commodities and services been
established?

What is the relationship between newly established partnerships to changes in prices, sales or
distribution of medicines? Have pharmaceutical prices and/or availability changed, and has this
affected the consumer? What is the most important change and how has this made a difference in
their lives?

How did the program result in improvements to quality of private health facilities and services?
How have public perceptions of the private health sector changed? And what evidence is there
that the program has promoted this shift through enhanced the professionalism and technical
capacity of providers?

Have private sector entities improved partnerships with professional councils and supervisory
systems to enhance capacity to ensure professional conduct?

Have acceptable voluntary accreditation standards been developed and adopted by institutions
such as the Medical and Dental Council, Nursing and Midwifery Council, Allied Health Council
and Pharmacy Council of Uganda?

4. Were there possible integrations of PHS Program Goals?

4.1.

4.2.

4.3.

What evidence is there that training provided in regard to professionalism and technical capacity
influenced the public’s satisfaction with services?

Have improvements in self-regulatory functions and policy help to improve professionalism, or
lead to supporting greater capacity in the sector?

Is there evidence that improved professionalism and technical capacity contributed to changes in
public satisfaction with services?



3.0 PROJECT BACKGROUND

The USAID/Uganda Private Health Support (PHS) Program is USAID’s flagship program in the private
health sector in Uganda, built on the successes of USAID’s Health Initiatives for the Private Sector (HIPS)
Project. The initial PHS contract was for the period for a 5-year period starting June 2013 with an
estimated cost of US$18,649,973. The contract was modified in September 2016 adding on the PNFP HSS
component and extending the original programming, and the estimated cost was increased to
US$37,396,654.

The purpose of this program is to contribute towards establishing a viable, cost-effective private sector
option for health services in Uganda by:

I.  Improving the credibility and cohesiveness of the private health sector;

2. Improving the competency and expanding the capacity of private sector providers.

The focus of support is to provide technical expertise, enhance quality standards, improve access to
capital, support accreditation, and provide leadership in the private sector. To achieve this, the Program
had three primary objectives:

* Expanded availability of health services by private providers;

* Increased affordability of private health services and products; and

* |mproved quality of private health sector facilities and services.

PHS had an initial mandate to work with the Private-for-Profit (PFP) healthcare providers, including
pharmacies and drug stores. The intent was to leverage the private health sector, which provides close to
50 percent of health services in Uganda, to advance key aspects of USAID/Uganda’s HIV/AIDS, Health, and
Education (HHE) strategy and expand the private sector contribution to achieving national health goals.
Implementation was to be in the USAID/Uganda HHE focus districts,' to complement District
Development Plans (DDPs) and priorities. Activities under the Inter Religious Council of Uganda (IRCU)
were folded into PHS and the Private-not-for-Profit (PNFP) component was added to the PHS portfolio
after | year and work with Medical Bureaus and their respective 133 HFs were added in Year 4. Thus,
components of Health Systems Strengthening (HSS) with the 4 Medical Bureaus (MBs) and their 130 select
health facilities (HFs) and support to Orphans and other Vulnerable Children (OVCs) and their
caregivers/households were added to PHS.

' Amuru, Amolotar, Apac, Budaka, Bududa, Bugiri, Bukwo, Bushenyi, Busia, Butaleja, Dokolo, Gulu, Ibanda,
Iganga, Isingiro, Kabale, Kalangala, Kaliro, Kamuli, Kamwenge, Kanungu, Kapchwora, Kasese, Kayunga,
Kiruhura, Kisoro, Kitgum, Kumi, Kyenjojo, Lira, Luwero, Mayuge, Mbale, Mityana, Mpigi, Nakasongola,
Namutumba, Ntungamo, Oyam, Pader, Pallisa, Rukungiri, Sironko and Ssembabule



4.0 METHODS AND LIMITATIONS

This section provides evaluation methods that were used to answer the evaluation questions. The section
covers evaluation design, sampling frame, and both sources of qualitative and quantitative data used in the
evaluation. A quasi-experimental approach, using comparative technique — control vs intervention was
applied. The reason for using this approach was the lack of adequate baseline data for the expected
outcomes and specific areas of intervention.

4.1 Evaluation Design Matrix

The detailed Evaluation Design Matrix with evaluation questions and sub-questions further informed by
specific indicators and corresponding data sources, data collection instruments, and data analysis plan is
attached as Annex 4.

4.2 Evaluation Methodology
The evaluation team used a mixed methods approach for this evaluation combining both quantitative and
qualitative methods to get answers to the evaluation questions, as described in detail below.

Quantitative methods

Quantitative methods used in the evaluation mainly consisted of descriptive measures and these included
percentages/proportions, trend lines, pie charts, and bar charts. Specific measures and indicators were
identified for each of the evaluation questions and sub-questions and due diligence was exercised in
acquiring data for each of the indicators from primary data and from secondary data review.

Qualitative methods

The evaluation team applied qualitative methods for assessing the strategy, processes, achievements,
challenges and risks in the PHS program. Qualitative methods were used to contextualize the primary and
secondary quantitative data. Qualitative methods entailed review of context and PHS program
information, reports and documents, collection of necessary information from the sampled sites, and
acquiring relevant information from key stakeholders using semi-structured Key Informant Interview (KII)
tools. The intent behind all the above was to gather process information to support the quantitative data
for each indicator. The qualitative methods used in the evaluation included coding and thematic and
context analysis. The evaluation team used Atlas.ti software to analyze qualitative data that was collected
from key program stakeholders.

Sampling Approach

A purposive sampling approach was adopted to select the sites for primary data collection. The reason
behind using this approach was to ensure adequate representation of each of the PHS private sector sub-
groups (PFP and PNFP health facilities, Civil Society Organizations (CSOs), pharmacies/drug stores/outlets,
training institutes) while also ensuring adequate geographical distribution.

PHS provided a list of partner sites — 71 health facilities (54 PFPs and 17 PNFPs), |5 pharmacies and 40
OVC CSOs. Table | details the number and percentage of sites sampled by the evaluation team.



Table I: Sample selected

Type Total No. of | Sample
Units PHS Units Percent Non-PHS (Control)
Health PFP 54 362 67% 22
Facilities PNFP 17 12 71% 5
Medical Bureaus HFs 130 83 6% NA
(PNFP)
Pharmacy I5 9 60% 14
Medical Bureaus 4 4 100% NA
Training Institutes 3 3 100% NA
OVC-CSOs 40 6 5% NA
Health Facility Clients NA 285 (5 per NA NA
HF)
CSO Households NA 30 (5 per NA NA
CSO)

For detailed evaluation methodology and design and sampling approach, refer to Annexes 5 and 6
respectively.

Primary Data Collection

Data collection tools were designed to collect appropriate primary data for each of the indicators.
Secondary data was used to verify and validate primary data using the descriptive/subjective information
and reports from the program.

Provide and Equip (P&E) was contracted to undertake the primary data collection. 27 data enumerators,
including 7 supervisors, were trained over 2 days. Field pilot testing of the tools was conducted with the 7
teams in Kampala across 7 sites. Additional training after the pilot testing was conducted to finalize the
tools. Primary data collection was conducted from December 15, 2017 through January 31, 2018 across 37
sampled PHS program districts. All soft copies of the data files submitted were manually verified with the
hard copies submitted by the field data collection team.

To gather information on client perspective, 5 clients were selected from each of the sampled HFs and
administered a Patient Exit Interview (PEIl) tool. Every 2d/3rd client exiting the Out-Patient Department
(OPD) at the HF was selected using purposive sampling to ensure adequate gender representation and
selection of repeat clients and not new ones. Ultimately 275 clients were interviewed.

For OVC caregivers, five caregivers/OVC households were randomly selected from each of the CSOs for
interviews from each of the 6 CSOs, thus a total of 30 OVC caregivers/households were selected.

All the 4 Medical Bureaus (UCMB, UOMB, UMMB and UPMB) were interviewed using Kll tools to assess
the HSS initiative. Other key stakeholders were interviewed as well, and out of the 40 PHS key partner
organizations identified for Klls, 34 (74%) were interviewed.

2 The original sampling sought to include 37 PFP HFs, but | HF that was selected as part of the sampling could not be
found in the field. This was Matama Medical Clinic in Kasese.

3 The PFP, PNFFP, and Medical Bureau PNFP HFs add up to a total of 56 PHS-supported HFs that were visited for data
collection.



In person meetings were held with each of the PHS activity teams to ensure the accuracy of all the data
and information received.

All primary data collection was done under the purview of ethics approval by TASO Institutional Review
Committee (IRC) and Uganda National Council for Science and Technology (UNCST).

Data Preparation and Analysis Plan
All the primary and secondary data was first verified and validated. The secondary data was also
triangulated between different program reports, information, and data.

Excel was used to collate and analyze the quantitative data, while Atlas.ti software was used to collate and
analyze the qualitative data.

4.3 Limitations/Challenges

Some of the limitations and challenges that the evaluation team encountered during data collection and
verification were:

=  Training institutes refused to grant interviews citing absence of any collaboration with PHS
O Mitigation measure: Interview was scheduled with the Uganda Private Health Training
Institutes’ Association (UPHTIA) but the interview could not be conducted due to
scheduling conflicts
=  Some control HFs received HaaB training and this may have positively influenced their results,
although they are categorized in this evaluation as controls since they were not included on the list
from PHS
0 Mitigation measure: This is stated clearly in the report so that analysis can take this into
consideration
= |nability to secure correct contact information for the PHS partner facilities
0 Mitigation measure: The evaluation team sought the assistance of PHS field supervisors to
locate the facilities and get introduced to the facility in-charge
= Delays in securing visit dates with the facilities in regions and districts
0 Mitigation measure: Assistance was sought from the PHS senior management to secure
visit dates from the facilities
= Physically finding the sites in the districts due to incorrect location information and getting correct
contact information for the person in charge at the HFs, for example Matama Medical Clinic
(MMCQ) in Kasese District, which was sampled from the PHS list — could not be traced
0 Mitigation measure: Strategy was adopted wherein the PHS field supervisors would help
the data collectors to locate the facility and also introduce the data collectors to the
facility in-charge; PHS supervisors were not allowed to be present during the actual
interviews with the informants. Despite this PHS support the MMC in Kasese could not be
traced
= Selecting matching control HFs
0 Mitigation measure: The data collectors were advised to randomly select non-PHS HFs
with broader guidance on selecting matching level of facilities (HC II, I, IV and Hospitals),
wherever possible
= Getting sector-wise loan disbursement data from DCA and non-DCA banks
O Mitigation measure: The evaluation team tried to secure this data from the banks by
providing an excel template using PHS team facilitation, but the required data was not
provided



Denial of the administrator at Katureebe Pharmacy in Ntungamo District to be interviewed stating
that the pharmacy had not benefitted from PHS intervention

0 Mitigation measure: The evaluation team sought PHS support, but was still denied
Getting information from the MBs on implementation of various trainings and HSS initiatives

across their HFs was not possible
0 Mitigation measure: Lack of this information did inhibit the team’s ability to understand the

extent of HSS through each MBs HF network but it didn’t affect the conclusions drawn as
both PHS and the MBs informed that many of the trainings and initiatives were being rolled
out/planned to be rolled out in the HFs as it has been just 7 — 9 months since the
inception of PHS’s HSS initiative with the MBs



5.0 FINDINGS

5.1 Implementation

The PHS program started as a smaller initiative at its onset in 2013, focused on PFP HFs mostly in Wakiso
and Kampala districts. But in 2014 the program was modified to support access to HIV/AIDS services
through PNFP providers, previously supported by USAID through the Inter-Religious Council of Uganda
(IRCU) which was folded into the PHS program. In 2016 another modification took place. PHS integrated
PFP sector interventions designed to strengthen regulatory systems, improve reporting and financing, and
build public-private partnerships, into the faith-based sector. This modification added on a large OVC
component in addition to previous PFP and PNFP programming, increased the funding of the program from
its initial US$ 18,649,973 to US US$37,396,654. Although the program always had an OVC component, this
modification increased this area. There were several modifications over the life of the program, showing
different priority areas based on funding streams. These baskets of funding gave additional resources to
Malaria, HIV/AIDS, Family Planning, and others but did not necessarily cohesively fit into the program’s
strategic plans, resulting in fragmented data collection, incoherent tracking of the IRs, changing reporting
mechanisms, lack of focus, and lack of management. The evolution of PHS shows a program that expanded
outside of its manageable interests and was tasked to take on activities based on availability of funding
streams rather than alignment to its original objective but was successful in achieving its service delivery
targets.

The changes to the original scope were significant, and the evaluation team did not find documentation to
show that these changes were accompanied by a revised theory of change or revisions to realign the IRs
and program goal to the newly specified indicators and funding streams. The two major modifications
(Modification in 2014 adding on the PNFP component and Modification in 2016 adding on much larger
OVC and HSS components) shifted the focus of the program to service delivery, as is seen in the program
indicators focused mainly on service delivery areas. These changes and the shifting priorities to meet
PEPFAR and other specific funding requirements were met with success in achieving annual targets, but
seemed to have caused the program to lose sight of their result areas. This made it difficult to evaluate
PHS because the evaluation team was tasked with evaluating the program from their original scope and
against their results framework, and not against their point-in-time requirements based on funding streams
or specified indicators.

The program indicators found in quarterly and annual reports (select indicators and data can be found in
Annex |2) show progress based on quarterly and annual indicators, focused mainly on service delivery
targets. These indicators show that the focus was on meeting service delivery targets, and not necessarily
on how those indicators contributed to the IRs. This skewed measurement of progress toward the results
because although the program reports show positive progress towards targets, the contribution of those
targets to the IRs is missing. The evaluation team notes that management, strategy, and prioritization were
important parts of the program that are not easily captured when answering the evaluation questions and
sub-questions as presented.

The findings of the evaluation are presented below, organized by Program IR and by the Evaluation
Questions and Sub-Questions.



5.2 IRI: How did program activities help to expand the availability of health
services by private providers?

Overview of PHS Activities Under IRI

It is clear when reviewing PHS’ annual and quarterly reports that they undertook many different activities
and were mostly successful in achievement of their programmatic targets. Under IR |, the PHS program
focused on strengthening service delivery at all of their supported PFP and PNFP HFs, with particular focus
paid to strengthening and sustaining access to HIV/AIDS prevention, testing, and treatment services. In
Year |, the program focused on identifying private sector companies to participate in HIV prevention
services, among other interventions. The program sought to support the delivery of comprehensive quality
services by integrating HIV, tuberculosis (TB), voluntary medical male circumcision (VMMC), family
planning (FP), malaria, maternal, newborn, and child health (MNCH) and prevention of mother-to-child
transmission (PMTCT), and other services. Integration of these services was achieved through on-site
training, mentorship, and coaching which emphasized identification of patients as well as quality treatment.

PHS also did OVC household economic strengthening activities under this Result area, though it is unclear
how these fold up into the IR to improve availability of health services specifically. The program conducted
trainings to OVC caregivers on business management, financial management, and conducted household
vulnerability assessments. There are many activities within this sub-IR, including trainings on nutrition and
food security, trainings on child protection and legal support services, payments for school fees, and
support for HIV-positive OVCs to access care and treatment services.

Evaluation of PHS’ Progress Toward IRI

The program originally defined expanded availability of health services by private providers in terms of
growth in number of HFs offering comprehensive health services, resulting in increased total outpatient
capacity at these HFs. This is also how the evaluation scope of work defined this result area. To enable
these HFs to expand the health services they provided, their access to financing (commercial loans) was
enabled through the global USAID DCA mechanism. The HFs were also supported in strengthening their
business and finance management through business strengthening trainings under Health as a Business
(HaaB) strategy. PHS did not have any specific interventions to improve physical infrastructure and/or
expand human resource capacity at the partner HFs. The DCA mechanism was supposed to have
encouraged rural HFs to improve their infrastructure, and the trainings provided on business management
and clinical skills were supposed to have improved the capacity to expand the availability of health services
provided at these HFs.

The DCA mechanism was met with both successes and shortcomings, and there is a lack of evidence to
show that it improved banks’ attitudes towards lending to smaller HCBs and/or HCBs outside of the
Central Region, which was a result area of the program. The global USAID DCA mechanism was
introduced in Uganda with Centenary Bank and Ecobank, and the focus was to provide easier access to
loans to HCBs outside of the Central Region from these banks. The DCA mechanism also provided a risk-
sharing safety net to banks to encourage them to loan to smaller HCBs which were seen as higher risk.
Centenary Bank has used much more of their available loan allocation than Ecobank, but neither fulfilled
the intent of the project. Although it should be noted that Centenary Bank performed much better than
Ecobank to the point where the evaluation team was informed that Ecobank will no longer be participating
in the program. Centenary Bank had strong utilization of its DCA and reportedly expanded its overall
lending to the health sector. Loans to new clients — an indicator to show change in attitude of the banks to
entertain HCBs beyond the established entities — has increased by only 9% over the life of the program.
Female borrowers were 51% in a 2015 Centenary Bank study and have reduced to 13% in 2018, of which
4% are HCB:s jointly owned with males. Loan disbursement to rural HFs has been 54% but only 14% of



these have been new clients. Since it was difficult to obtain data from the individual banks, data collected
by the evaluation team was used as a proxy. This is true everywhere except where noted otherwise.

To respond to Evaluation Question |, we reviewed the t