Governance of the private
healthcare sector in low- and
middle- income countries

A scoping review of approaches,
effectiveness, and enablers

J) \, World Health
N uOrganlzatlon

LK
‘\v






Governance of the private
healthcare sector in low- and
middle- income countries

A scoping review of approaches,
effectiveness, and enablers

@ World Health
®9Y Organization

=

LLL<<§\






Governance of the private healthcare sector in low- and middle-income countries: a scoping review of approach-
es, effectiveness and enablers

ISBN 978-92-4-009352-2 (electronic version)
ISBN 978-92-4-009353-9 (print version)

© World Health Organization 2024

Some rights reserved. This work is available under the Creative Commons Attribution-NonCommercial-ShareAlike
3.0 1GO licence (CC BY-NC-SA 3.0 IGO; https://creativecommons.org/licenses/by-nc-sa/3.0/igo).

Under the terms of this licence, you may copy, redistribute and adapt the work for non-commercial purposes, pro-
vided the work is appropriately cited, as indicated below. In any use of this work, there should be no suggestion
that WHO endorses any specific organization, products or services. The use of the WHO logo is not permitted. If
you adapt the work, then you must license your work under the same or equivalent Creative Commons licence. If
you create a translation of this work, you should add the following disclaimer along with the suggested citation:
“This translation was not created by the World Health Organization (WHO). WHO is not responsible for the content
or accuracy of this translation. The original English edition shall be the binding and authentic edition”.

Any mediation relating to disputes arising under the licence shall be conducted in accordance with the mediation
rules of the World Intellectual Property Organization (http:/www.wipo.int/amc/en/mediation/rules/).

Suggested citation. Governance of the private healthcare sector in low- and middle-income countries: a scoping
review of approaches, effectiveness and enablers. Geneva: World Health Organization; 2024.
Licence: CC BY-NC-SA 3.0 IGO.

Cataloguing-in-Publication (CIP) data. CIP data are available at https://iris.who.int/.

Sales, rights and licensing. To purchase WHO publications, see https:/www.who.int/publications/book-orders.
To submit requests for commercial use and queries on rights and licensing, see https://www.who.int/copyright.

Third-party materials. If you wish to reuse material from this work that is attributed to a third party, such as tables,
figures or images, it is your responsibility to determine whether permission is needed for that reuse and to obtain
permission from the copyright holder. The risk of claims resulting from infringement of any third-party-owned
component in the work rests solely with the user.

General disclaimers. The designations employed and the presentation of the material in this publication do not
imply the expression of any opinion whatsoever on the part of WHO concerning the legal status of any country,
territory, city or area or of its authorities, or concerning the delimitation of its frontiers or boundaries. Dotted and
dashed lines on maps represent approximate border lines for which there may not yet be full agreement.

The mention of specific companies or of certain manufacturers’ products does not imply that they are endorsed
or recommended by WHO in preference to others of a similar nature that are not mentioned. Errors and omissions
excepted, the names of proprietary products are distinguished by initial capital letters.

All reasonable precautions have been taken by WHO to verify the information contained in this publication. How-
ever, the published material is being distributed without warranty of any kind, either expressed or implied. The
responsibility for the interpretation and use of the material lies with the reader. In no event shall WHO be liable for
damages arising from its use.

Designed, illustrated and layout by Paolo Piccinini


https://creativecommons.org/licenses/by-nc-sa/3.0/igo
http://www.wipo.int/amc/en/mediation/rules/
https://creativecommons.org/licenses/by-nc-sa/3.0/igo/
https://iris.who.int/
https://www.who.int/publications/book-orders
https://www.who.int/copyright

Acknowledgements

Abbreviations

Abstract

1 Introduction

2 Methods

2.1 Inclusion criteria

2.2 Selection strategy

2.3 Study selection

2.4 Data extraction and analysis

3 Results

3.1 Summary of the literature

3.2 Deliver Strategy

3.3 Enable Stakeholders

3.4 Foster Relations

3.5 Build Understanding

3.6 Align Structures

3.7 Nurture Trust

3.8 Capacities for governance

4 Discussion

4.1 Strengths and limitations of the review methods
4.2 Strengths and limitations of the literature
4.3 Key findings from the literature

4.4 Priorities for further evidence generation
References

Annex 1 Search strategy for published articles
Annex 2 Amendments to the protocol

Web Annex. Key characteristics of the literature
https://doi.org/10.2471/B09140

Table 1. The WHO Governance Behaviours

Table 2. Literature review inclusion and exclusion criteria

Table 3. Characteristics of included studies
Figure 1. PRISMA flow diagram

vii
viii

13
14
15
16
16
19
19
22
25
40
43
46
52
55
61
61
62
63
68
70
78
80

10
15
21
20


https://doi.org/10.2471/B09140

The World Health Organization (WHO) would like to thank the many individuals who contributed to the development
of this scoping review, that was coordinated by the System’s Governance and Stewardship Unit of the Special
Programme on Primary Health Care at WHO, under the leadership of David Clarke.

The assessment was carried out by Oxford Policy Management (OPM), with Louise Allen as Principal Consultant.
The Technical Team Lead was Catherine Goodman; the Technical Experts were Sophie Witter and Mark Hellowell;
the Research Team Lead was Shuchi Srinivasan; and the Research Assistants were Ayesha Burney, Swapna Nixon,
and Debrupa Bhattacharya. Support was also provided by ex-OPM staff Munmun Biswas and Agrima Sahore, who
reviewed the abstracts for this project. WHO likewise thanks the librarians at the London School of Hygiene and
Tropical Medicine and University of Edinburgh for guidance on the search strategy.

At WHO, David Clarke, Anna Cocozza, Gabrielle Appleford, and Aya Thabet from the WHO Special Programme on
Primary Health Care, coordinated the development and finalization of the review, providing valuable input, review
and expert consultations.

Special thanks go to the collaborative efforts of the WHO Methods and Standards Team, led by Lisa Askie. Kavita
Kothari, Lucy Turner, and Ani Movsisyan (Quality Assurance Norms and Standards), provided invaluable support
in refining the methodology of the scoping review and conducting methodological and quality assessments to the
final document.

WHO is grateful to the United States Agency for International Development (USAID) for the generous financial
support to the development of this report. WHO would like to notably thank USAID focal points for their collaboration
throughout the development of this project: Neetu Hariharan (Health Systems Adviser, Office of Health Systems,
USAID), and Scott Stewart (Senior Health Economist, Office of Health Systems, USAID).

In accordance with WHO procedures, all external contributors were asked to declare in writing any competing
interests prior to their engagement in the development of this document. All external contributors completed
and signed a standard WHO declaration of interests (DOI) form and sent it to the responsible technical officers at
WHO. No conflict of interest was identified.



CoVvID Coronavirus disease

CSO civil society organisation

DHIS2 District Health Information System 2

DOTS directly observed treatment, short-course
FBOs faith-based organisations

HIV human immunodeficiency virus

HMIS health management information system
HMO health maintenance organisation

HTA health technology assessment

INGO international non-governmental organisation
JHIC Joint Health Inspection Checklist

LMICs low- and middle-income countries

MeSH Medical Subject Headings

NGO non-governmental organisation

OPM Oxford Policy Management

PFM public financial management

PPP public—private partnership

PRISMA preferred reporting items for systematic reviews and meta-analyses
RCT randomised controlled trial

SDG Sustainable Development Goal

TB tuberculosis

UHC universal health coverage



The private sector’s role in healthcare is growing across many settings. However, the sector remains under-gov-
erned in many contexts, particularly in low- and middle-income countries. Further, the understanding of the evi-
dence base relating to private sector governance remains inadequate, with limited information available on the
effectiveness of various approaches, and factors which facilitate or hinder their functioning.

This scoping review was commissioned by the World Health Organization (WHO) to address this gap by synthe-
sising the available literature on the governance of private healthcare financing and delivery. The review seeks to
answer the following questions:

What are the different approaches adopted to govern the private sector?

How effective are these approaches?

What are the key enablers of, and barriers to, the adoption of these approaches, and what potential avenues
have been identified to strengthen Governance Behaviours across different contexts?

Narrative synthesis was conducted on 108 included studies published since 2010, structured around the three
research questions for each of the six WHO Governance Behaviours (Deliver Strategy, Enable Stakeholders, Fos-
ter Relations, Build Understanding, Align Structures and Nurture Trust), and an additional cross-cutting theme on
capacities for governing the private sector.

This report presents the findings around each Governance Behaviour and provides cross-cutting lessons for those
involved in governance of the private sector and evidence generation in relation to it. The results of the review
have been used to develop a Progression Pathway for the Governance of Mixed Health Systems, to assist countries
in assessing their governance capacities relating to work effectively with the private sector, prioritising actions
to improve governance, and tracking progress over time. The review also highlights important areas for future
evidence generation on this important, but neglected, topic.
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Private sector involvement in healthcare delivery and
financing is substantial and heterogeneous and spans
the healthcare value chain (1)(2). The private sector’s
role is growing across many settings, reflecting arange
of influences on health systems, including urbanisa-
tion, income growth, and increased requirements for
pandemic preparedness, etc. However, the sector re-
mains under-governed in many contexts, particularly
in low- and middle-income countries (LMICs). In many
countries, there is very little interaction between the
public and private sectors: they use different vocab-
ularies, have different core incentives, and are under-
pinned by different business/operational processes
and funding mechanisms. At the same time, the global
burden of disease is increasing, populations are age-
ing, and governments are under ever-increasing fiscal
pressure. In line with the ambitious Sustainable Devel-
opment Goals (SDGs), the combined resources of the
public and private sectors will need to be effectively
and efficiently harnessed to meet this demand (3). This
will not only require formal governance mechanismes,
but also new ways of working, including the two sec-
tors interacting with each other and sharing informa-

tion. Efforts to govern the sector should be grounded
in a rigorous review of theory and practice and should
also take account of the contextual nuances of various
settings, and the fact that these contexts are in them-
selves dynamic and adaptive.

Health systems have been conceptualised as compris-
ing a set of six building blocks that together enable the
production of health products and services (4). Gov-
ernance is one of these building blocks. Multiple defi-
nitions of the term ‘governance’ have been proposed
by multilateral organisations and authors in the field,
with these definitions often overlapping with the relat-
ed terms ‘stewardship’ and ‘leadership’ (5). The World
Health Organization (WHO) has defined health systems
governance as ‘ensuring strategic policy frameworks
exist and are combined with effective oversight, coa-
lition-building, regulation, attention to system design
and accountability’ (4). Other definitions include ‘those
processes that are formally or informally applied to
distribute responsibility or accountability among ac-
tors in a given system’ (5), ‘the rules, processes, and
behaviour by which interests are articulated, resources



Table 1. The WHO Governance Behaviours

Enable Stakeholders Government
acts to influence the operation and

performance of the private health sector
through regulation and financing.

Build Understanding The government
has taken action to ensure access

to comprehensive, up-to-date and
high-quality data on the operation

and performance of the private sector.
This information is used for strategic
and operational decision-making, and
relevant data is shared with the public

Nurture Trust The government protects
patients’ rights and financial welfare
concerning their interaction with the

private health sector and provides
structures to ensure public accountability
/ patient redress.

The Progression Pathway for Governance of Mixed Health Systems .

are managed, and power is exercised in society’ (Eu-
ropean Commission, cited in Barbazza and Tello (5)),
and ‘making, changing, monitoring and enforcing the
rules that govern the demand and supply of health ser-
vices’ (6). While some definitions tend to emphasise a
top-down conception of governance, others argue for a
more bottom-up conception, with desirable attributes
involving processes that are ‘inclusive, transparent,
accountable to all stakeholders, and responsive to the
demands of the governed’ (7).

WHQO'’s approach to governance of the private health-
care sector has evolved over the past 25 years. The
World Health Report (8) first introduced the concept
of stewardship to describe how government actors
should take responsibility for the performance of
health systems in the public interest. The report pro-
vided a practical framework for strengthening health
system performance, focused on the improvement of
health status, financial protection, and responsiveness,
with the intermediate goals of access, quality, efficien-
cy, and equity (8). In 2016, the World Health Assembly
(WHA A63.27) resolved to improve countries’ effec-
tive engagement, oversight, and regulation of private
healthcare providers in recognition of the growing and
largely unregulated role of the private sector in provid-
ing essential health services in many countries.

In 2019, WHO issued a call to action on private sector
engagement, highlighting the need for a more central
role for domestic actors (especially governments but
also private and civic actors) in brokering private sector
engagement, as part of work on the SDG agenda (9).

The same year, WHO established a Technical Advi-
sory Group on the Governance of the Private Sector
for Universal Health Coverage (UHC), to provide ad-
vice on how WHO should approach private sector en-
gagement. The Technical Advisory Group developed
and published a strategy called ‘Engaging the private
health service delivery sector through governance in
mixed health systems’ (10) (Table 1). The strategy
set out six Governance Behaviours, which represent a
practice-based approach to governance and draw on
earlier work from Travis et al. (11) on health system
stewardship subfunctions (3).



. 1 Introduction

However, understanding of the evidence base relat-
ing to private sector governance remains inadequate,
with limited information available on the effectiveness
of various approaches, and factors which facilitate or
hinder their effectiveness (2). A number of literature
reviews have been conducted, covering health system
governance more broadly (5), the governance of front-
line public health services in Asia (12), health systems
governance in conflict-affected states (13), the impact
of governance on healthcare quality in LMICs (includ-
ing engaging the private sector) (14), and governance
related to health security in sub-Saharan Africa (15).
Other reviews cover all types of private health sector
engagement strategies (16)(17), or specific elements
of private sector governance, such as regulation of
health facilities (18)(19)(20)(21), facility accreditation
(22), regulation of pharmacies(23)(24), and contract-

ing of public and private facilities (25)(26)(27)(28).
However, we were unable to identify an existing com-
prehensive review focusing on governance of the pri-
vate health sector.

This scoping review was commissioned by WHO to ad-
dress this gap by synthesising the available literature
on the governance of private healthcare financing and
delivery in LMICs.

The results of the review have been used to develop a
Progression Pathway for Governance of Mixed Health
Systems, to assist countries in assessing their gover-
nance capacities to work effectively with the private
sector, prioritising actions to improve governance, and
tracking progress over time (29).
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We conducted a scoping review based on a system-
atic search of the literature, in order to address three
research questions:
What are the different approaches adopted to gov-
ern the private sector?
How effective are these approaches in governing
the private sector?
What are the key enablers of, and barriers to, the
adoption of the approaches, including governance
capacities, and what potential avenues have been
identified to strengthen Governance Behaviours
across different contexts?

The scoping review methodology was selected to re-
flect the exploratory nature of the research questions,

which covered a considerable breadth of literature.
Scoping reviews typically seek to map the scope of a
body of literature, and summarise evidence, whilst in-
forming future research (28)(29). This approach was
identified as appropriate in order to produce a descrip-
tive synthesis of findings covering both effectiveness
and enablers/barriers for governance of the private
sector across multiple geographies and governance
strategies.

The key steps of the review process are described be-
low. During the development of this output and our on-
going consultations with the core team at WHO, several
changes were made to the original protocol for this re-
view, and these amendments are detailed in Annex 2.
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Defining inclusion criteria for a literature review on this
topic presented several challenges, reflecting the high-
ly heterogeneous nature of private sector involvement
in healthcare, the varied definitions/scope of the term
‘governance’, and the nature of the literature itself. To
address these challenges, we have made a number of
key choices regarding our inclusion and exclusion crite-
ria, as summarised in (Table 2).

First, we focus on private actors involved in the financ-
ing and delivery of health-related goods and services.
Within this definition, we apply a broad perspective, in-
cluding providers that may be considered formal or in-
formal, with any level of qualification or even none, and
which are either for-profit or not-for-profit. Providers
may encompass healthcare facilities, retail pharmacies,
other service providers (e.g. diagnostic labs, telehealth,
information systems), health insurance bodies, as well
as health maintenance organisations (HMOs). We ex-
clude other private actors, such as the manufacturing
sector, social care, training institutions, and producers
of unhealthy commodities (e.g. sugary drinks and to-
bacco). While these excluded actors all have important
impacts on health and require effective governance,
they are considered beyond the scope of this review: (i)
in order to keep the review tractable, and (ii) because
the nature of these actors and their governance mech-
anisms is quite different from those for healthcare fi-
nancing and service delivery.

We adopt WHO's broad definition of health systems gov-
ernance as ‘ensuring [that] strategic policy frameworks
exist and are combined with effective oversight, coali-
tion-building, regulation, attention to system design and
accountability’ (4). To ensure we capture all relevant as-
pects of this broad concept, we refer to the WHO Gover-
nance Behaviours conceptualised in the strategy report
on ‘Engaging the private health service delivery sector
through governance in mixed health systems’ to under-
stand the scope of activities included. We focus only on
national and sub-national governance, excluding issues
related to global/multilateral governance: for example,
the SDGs, Gavi — the Vaccine Alliance etc. (10). We in-
clude papers concerning governance in any LMIC.

We take an extremely broad approach to the inclusion
of studies by study design and publication status. We
include both published and grey literature, recognising
that a significant proportion of recent work on gover-
nance is found in reports from multilateral and techni-
cal assistance agencies. We include quantitative and
qualitative studies, literature reviews, and evidence
syntheses. Evaluations of governance strategies us-
ing randomised controlled trials (RCTs) or similarly ro-
bust quantitative designs are very rare, reflecting the
challenges of randomising many legally based inter-
ventions, and of quantitatively measuring governance
outcomes. However, qualitative studies potentially
provide rich information on the complexities of gover-
nance dynamics. We also include ‘policy’ pieces draw-
ing on the reflections of actors engaged in governance,
recognising that such internal perspectives can be in-
formative. We additionally include purely descriptive
pieces, where these elucidate the types of governance
mechanisms used and underlying capacities, tools,
and processes. For some individual governance mech-
anisms, such as regulation, accreditation, or contract-
ing, there is an extensive literature which could merit
multiple individual reviews; to maintain tractability, we
draw where possible on existing literature reviews or
evidence syntheses on these topics, while also includ-
ing individual empirical papers where suitable reviews
are not available or empirical papers help to elaborate
key issues.

We include studies in all languages, though we rec-
ognise that our use of English search terms may bias
towards the identification of pieces in English. Final-
ly, we include studies published since January 2010
to ensure that the health systems context is relevant
to the present day (while allowing rare exceptions for
seminal pieces).



Table 2. Literature review inclusion and exclusion criteria

Inclusion criteria

Exclusion criteria

- Manufacturing sector for pharmaceuticals, medi-
Papers should concern the private healthcare sector, cal d‘e\.nces, and other commodlt.u.es.
. - Provision of unhealthy commodities (e.g. sugary
defined as follows: .
) . drinks, tobacco).
- Engaged in the delivery or finance of health ser- . -
. . -. - Health promotion activities that go beyond the
. vice-related goods and services (e.g. health facili- .
Private healthcare sector ; . . health sector (e.g. water and sewerage, clean air,
ties, pharmacies, drug shops, telehealth providers,
. green spaces).
health insurance firms etc). - - !
. . . - Social care (e.g. long-term residential care for
- Can be formal or informal, qualified providers, and S
the elderly who need living support rather than
for-profit or not-for-profit.
healthcare).
- Training institutions for healthcare workers.
- Relate to one or more of the WHO Governance Be- — Papers that describe the private sector in terms
haviours (e.g., Deliver strategy, Build Understand- of numbers, utilisation, quality, cost, etc.
ing, Enable Stakeholders, Foster Relations, Align - Governance of multinational private sector en-
Governance . .
Structures, and Nurture Trust) gagement/partnerships (e.g. Gavi).
- Examine governance at national or sub-national - Development impact bonds and other similar fi-
(e.g. state or province) level. nancing mechanisms.
Countries LMICs from all WHO regions.
- Literature reviews (systematic and otherwise). - Commentaries and opinion pieces, unless con-
- Papers that draw on/synthesise a body of empiri- sidered critical sources of information on en-
cal experience. ablers or barriers to effective governance of the
Study type - Empirical studies of any kind or study design, in- private sector.

cluding both descriptive studies and evaluations of
governance mechanisms, using qualitative and/or

quantitative data, and any outcome measure.

Peer-reviewed articles.

Publication status Books.

RN

Il

Date of publication

vance and frequent citation.

Language - All languages.

The search strategy was developed over multiple iter-
ations and discussions with key experts, librarians at
the University of Edinburgh and the London School of
Hygiene and Tropical Medicine, and the WHO team.

An initial systematic search for published studies was
conducted on 29 January 2023 and this was updated

Grey literature (e.g. policy papers, reports).

January 2010 onwards to present date.
Selected earlier studies with substantial signifi-
cance for the evidence base, as assessed by rele-

on 14 July 2023, in response to feedback on the search
terms. These searches were conducted using three da-
tabases (Medline Ovid, Scopus and Web of Science),
which were selected to ensure coverage of both the
health-related literature and that from social science
disciplines, such as sociology, economics, and politi-
cal science. We searched using free text terms, and,
where appropriate, Medical Subject Headings (MeSH)
terms, related to the domains of ‘private sector’ and
‘governance’. Additionally, the domain ‘health’ was in-
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cluded when searching in Scopus and Web of Science,
which are not health-specific. Papers available till 27
January 2023 were retrieved for further screening. The
final search strategy adopted for each of the three da-
tabases is summarised in Annex 1.

To supplement these searches, and particularly to iden-
tify relevant grey literature, we contacted key stake-
holders to obtain their advice on relevant resources, as
well as drawing on our knowledge of the literature. The
stakeholders were identified in consultation with WHO
and included a mix of academics, practitioners, and
staff at multilateral or donor organisations. Additional-
ly, we searched the publication repositories of a range
of websites of large international non-governmental
organisations (INGOs), donor bodies, grant organisa-
tions, and universities, etc. (Results for Development,
WHO, World Bank e-Library, Institute of Development
Studies, University of Sydney, Lee Kuan Yew School of
Public Policy, etc.), using a shorter set of search terms.

Following de-duplication, the titles and abstracts from
the database searches were screened. Given the large
volume of articles, ASReview (https://asreview.nl/) was
utilised to support the screening process. ASReview is
an open-source machine learning tool which learns
from the user’s article prioritisation approach to sug-
gest the next most appropriate article. Four reviewers
piloted the screening of titles and abstracts on a com-
mon set of articles to ensure consistency. The articles
were then equally divided amongst the four reviewers
who screened independently. The reviewers screened
at least 10% of their individual tranches and continued
to screen until they had identified 50 irrelevant articles
in a row (the stopping rule). There is no firm consensus

on what a stopping rule should be when using machine
learning tools, but these decisions are within the rang-
es suggested in the literature (32)(33)(34). All articles
from the database searches passing screening were
then subjected to full-text review, together with those
identified through the web searches and through key
informants.

We noted that many papers, while strictly relevant to
the review, contained very little detail on governance
(e.g. a very brief mention in the results, or just a rec-
ommendation in the discussion). In selecting the final
set of papers for inclusion in the review we therefore
only included articles containing a substantial amount
of useful information on our research questions and/
or information on a topic not widely covered by other
papers. The reviewers regularly consulted with other
members of the review team, and with WHO staff, to
discuss articles for which inclusion was uncertain,
with final decisions reached through consensus.

The reviewers reviewed the abstracts in ASReview (SS,
AB, AS, MB), followed by data extraction (SS, SN, AB,
DB). The reviewers extracted the data from the included
articles using an agreed extraction matrix in Microsoft
Excel, coded according to the three research questions
and tagged per the six WHO Governance Behaviours.
The articles were divided amongst the reviewers and
each article was extracted by one reviewer, with sup-
port from other team members. A narrative synthesis
was conducted, structured around the three research
questions for each of the six WHO Governance Be-
haviours, and an additional cross-cutting theme on ca-
pacities for governing the private sector.


https://asreview.nl/
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Our initial searches identified 13,899 records from da-
tabases, 717 reports identified through the web search,
and 85 papers identified by key informants, before
de-duplication. Following de-duplication and screen-
ing, 338 records were selected for full-text review, of
which 230 were excluded after the review, with a total
of 108 documents selected for inclusion, or 111 items
(as some documents were books with more than one
relevant chapter) (Figure 1).

The characteristics of the included papers are shown
in Table 3. A table showing the characteristics of each
individual study is provided in Web Annex, as a sepa-
rate document.

The largest category of private actors studied was pri-
vate facilities (93 papers), followed by private health
insurance (30 papers), and NGOs (24 papers). Regula-
tion (63 papers) and contracting (47 papers) were the
most common governance tools discussed. In terms
of geographical coverage, papers were identified cov-
ering 102 individual LMICs, including those from all
WHO regions. Concerning the research methods used,
qualitative methods were predominant across all top-
ics (46 papers qualitative only; 19 mixed methods).

Below we present the findings of the review, organised
by governance behaviour.
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Figure 1. PRISMA flow diagram
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Table 3. Characteristics of included studies

Paper characteristics’

Total papers
extracted: 111

Number of papers 111
Private healthcare facilities (hospitals, health centres, clinics etc.) 93
Private insurance companies or HMOs 30
Non-governmental organisations (NGOs) (national and international)/civil society organisations (CSOs) 24
Pharmacies and other retailers 21
Laboratories 7
Regulation/legislation 63
Contracting/purchasing 47
Support/collaboration/guidance 22
Accreditation 8
Taxation 1
Public accountability mechanisms 5
National 89
Sub-national 30
Health and health systems journals 64
Social policy and development journals 11
Reports 27
Other? 9
Qualitative study 46
Quantitative study 3
Mixed methods 19
Reviews (document/literature) 38
N/A3 5

T Many publications include more than one category of private sector actor, governance tool, or data collection method.
2 Other publications include book chapters, policy briefs, and academic theses.
3 These are papers which do not employ any data collection method and which are conceptual in nature.



The Progression Pathway for Governance of Mixed Health Systems .

Deliver Strategy is defined as ‘government has artic-
ulated clear strategic objectives for the health sys-
tem and a clear definition of roles for the private
health sector in achieving these’, and is expected to
be demonstrated by the existence of up-to-date poli-
cies (e.g. legal documents or policy statements) that
define clear objectives for the private sector, in line
with health system goals, and an articulation of how
specific policy mechanisms will be used to influence
the operation and performance of the private sector
in line with these strategic objectives (3).

The literature indicates that including the private
sector within national health sector strategies and
plans is widespread. As far back as 2011, the nation-
al policies of over 85% of African countries covered
the private health sector, though the content varied
from just recognising its role to giving it a prominent
position in achieving the country’s strategic aims
(35). A more recent (2020) assessment of 17 LMICs
with high levels of private sector utilisation reported
that the private sector was mentioned in policies or
strategic plans in all countries assessed (i.e. Albania,
Bangladesh, Cambodia, Dominican Republic, Egypt,
Eswatini, India, Indonesia, Jordan, Kyrgyzstan, Lao
People’s Democratic Republic, Mexico, Nigeria, Pa-
kistan, Philippines, Suriname, Uganda) (2). Further-
more, all 17 countries included specific objectives
on private sector engagement, though the extent
of content on the private sector did vary (ibid.). Al-
most half of the countries outlined the role of the pri-
vate health sector in achieving their national health
goals, though only a few had established a formal
partnership framework to facilitate implementation
(2). A 2022 review of African countries also con-
cluded that most African countries defined roles for
the private sector in their health strategies (specif-
ic countries not stated), although this was said to
mainly focus on faith-based organisation (FBO) fa-
cilities (36). The inclusion of the private sector in na-

tional plans and strategies has also been reported
in Mongolia, Myanmar, Philippines (37), Ghana (38),
Ethiopia (39), South Africa (40), and Afghanistan
(47). For example, Ethiopia’s Health Sector Transfor-
mation Plan 2021-2025 states that ‘Strengthening
the engagement of the private sector in the health
sector priorities is a major strategic area’ (39), while
Afghanistan’s Strategic Plan 2011-2015 identifies
‘regulation and standardization of the private sector’
as a key ‘strategic direction’, and commits the Minis-
try of Health to developing specific policies, regula-
tions, and procedures to support this (41).

Several LMICs also have specific private health
sector or public—private partnership (PPP) policies
or strategies in place, including Uganda, Nigeria,
Philippines (2), Ghana (38), Sudan (42), the United
Republic of Tanzania (43), and Afghanistan (41),
though WHO's 2020 review found that most coun-
tries did not have these in place (2). Uganda’s health
sector-specific PPP policy acknowledges the role of
the private sector in achieving UHC, improving equi-
ty, increasing access, and strengthening efficiency,
and describes the goals for partnerships, and insti-
tutional arrangements for their implementation (2).
Afghanistan’s National Policy for Private Health Sec-
tor provides a vision and principles for government
stewardship, a list of policies needed for each type
of business, and guidelines for developing policies
and regulations (41).

Priority health programmes may also develop their
own private sector engagement policies and strat-
egies: for example, related to human immunodefi-
ciency virus/acquired immune deficiency syndrome
(HIV/Aids); tuberculosis (TB); immunisation; repro-
ductive, maternal, newborn, and child health; or ado-
lescent health (2)(34)(35)(37)(42).

There is consensus across the literature on the im-
portance of a strong strategic policy direction for
private sector governance and engagement (2)(38)
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(40)(42)(43)(44)(45). However, it has been argued
that in many settings inclusion in policy documents
fails to translate into a clear vision for the private
sector’s role, and a lack of implementation (34)(40)
(45). The 2020 WHO review of countries with high
private sector utilisation reports that the formation
of effective partnerships required to translate policy
frameworks into action was not documented in most
countries studied (2). In regard to Mongolia, Tsevel-
vaanchig et al. report that the health sector Strate-
gic Plan 2005-2016 included provisions to estab-
lish an ‘optimal public—private mix of services’, but
detailed policy guidelines had not been developed
to implement the required regulation and financing
reforms (46). However, this narrative of poor imple-
mentation belies the rapid developments in the role
of the private sector that have taken place in recent
decades in many LMICs: particularly the widespread
inclusion of private facilities in purchasing mecha-
nisms for national health insurance described under
Enable Stakeholders, as well as progress within oth-
er Governance Behaviours. For example, in Ghana it
has been argued that the national private sector pol-
icy has been implemented on various fronts, most
prominently with the inclusion of private providers in
the Ghana National Health Insurance Scheme (42).

In sum, there is limited literature covering the specif-
ic impact of including the private sector in national
policy documents on subsequent governance of the
sector, and it would likely be methodologically chal-
lenging to separate the impact of inclusion in nation-
al policy from other drivers of enhanced governance.

We focus here on the enablers of, and barriers to,
the inclusion of the private sector in national policy
documents (enablers of, and barriers to, successful
implementation of such policies are covered under
the other Governance Behaviours).

Particularly in earlier years, a basic barrier to the in-
clusion of the private sector in health sector strat-

egies was that private sector governance was not
seen as a key role or priority of the Ministry of Health
in LMICs, which focused primarily on public sector
provision (39)(46)(47). This reflected the more lim-
ited role of the private sector at the time, together
with mutual mistrust between the public and private
health sectors, a lack of private provider organisa-
tions to interface with, and a lack of relevant skills
and funding for private sector governance (39)(46).
It has also been argued that a focus on delivering a
limited number of priority cost-effective health inter-
ventions through priority health programmes, such
as HIV/Aids and malaria programmes, may have
de-emphasised the government'’s role in managing
broader healthcare provision, and, by contrast, that
greater emphasis on more horizontal health system
issues could encourage a greater ‘whole system'’
perspective (50).

In some settings, a lack of focus on private sector
governance was reinforced by resistance from pri-
vate actors. For example, in India, the private health-
care sector has frequently opposed state regulation
of its activities (49) (see the section on Enable Stake-
holders). Hunter et al. quote a former government of-
ficial explaining the government’s reluctance to take
responsibility for private healthcare regulation: ‘The
argument made by the private sector was that gov-
ernment hospitals were experiencing problems, and
we should first get our own house in order, before
turning attention to others. For this reason, we were
not really pushing for standards in the private sector’
(49).

As the private sector grew, with greater utilisation of
for-profit and non-profit facilities, it was increasingly
the case that governance of the sector could no lon-
ger be ignored (39). This shift was also influenced
by better information on the size and complexity of
the private sector (see the section on Build Under-
standing).

External donors and technical advisers have also
played an important role in moving towards greater
inclusion of the private sector in policy (36)(37)(45)
(47). For example, in Pakistan development partners
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were said to have influenced the instigation of con-
tracting against a backdrop of lukewarm political
support (47). Cross et al. note that in Afghanistan
greater private sector engagement was actively sup-
ported by the United States Agency for International
Development (USAID), the World Bank, and the Euro-

pean Union (41). It is also argued that enthusiasm
for including the private sector in policy increased as
positive results were observed in early engagements
related to immunisation, family planning, emergency
services, and TB (37)(39).
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Enable stakeholders is defined as ‘government acts to
influence the operation and performance of the private
health sector through the use of financing and regu-
latory policy mechanisms’, with the principle focus of
financing being on the design and implementation of
purchasing and/or contracting arrangements with pri-
vate actors (3). We present the literature on the two
broad areas of regulation and contracting/purchasing
in turn.

The legal basis for private healthcare regulation is
typically spread across a wide range of laws. First,
general health legislation covers both the public and
private healthcare sectors, including laws related to
public health, professional regulation, telehealth, data,
and legal redress (45). Secondly, countries may pass
laws specifically related to the private health sector:
for example, focused on facility or pharmacy regula-
tion, purchasing, or private health insurance (39)(49)
(50). Finally, there are laws that apply across multiple
economic sectors, including health: for example, those
related to anti-trust/competition, e-commerce, PPPs,
and public procurement (41)(50).

A core aspect of health regulation is the registration/
licensing of private health facilities, pharmacies, health
NGOs, and allied health services, which is in addition
to the business licensing requirements required for
all commercial enterprises. Both public and private
healthcare professionals also have to be certified/
licensed as individual practitioners (16)(51), and in
some countries health professionals are licensed to
work in the private sector only after they have complet-
ed a minimum period of public service. Responsibili-
ty for licensing premises and individuals may lie with
government bodies or it may be delegated to profes-
sional associations who are expected to self-regulate
(56). Healthcare facilities and retailers are typically

supposed to be inspected regularly to ensure that ap-
propriate licences are in place, they comply with reg-
ulatory standards, and they do not provide services
that are outside of their remit. Failure to comply with
mandatory regulation should lead to sanctions in the
form of warnings, fines, confiscation of equipment or
stock, temporary or permanent facility closure, or even
imprisonment (26)(52)(55)(56).

A principal component of health facility regulation is
minimum quality and safety requirements for market
entry and continued operation, covering staff qualifi-
cations and continuing education, infrastructure, and
equipment, and in some cases some operating proce-
dures (51)(57). While most regulation focuses on such
quality and safety standards, in a minority of cases
governments also regulate the geographical location
of providers: for example, requiring a certificate of
need (CON) to justify the establishment of a new fa-
cility in a given location (46), or specifying a minimum
distance between pharmacies (57)(58). Other require-
ments may include mandatory submission of data to
the government (61), assuring patient rights to emer-
gency services, and restricting advertising (54)(60).

Facility fees or medicine prices are also regulated in
some LMICs (2)(16)(51)(52). For example, in India
price caps are placed on essential medicines and,
since 2017, on hospital charges for cardiac stents and
knee implants (49). During the coronavirus disease
(COVID-19) pandemic, concerns about the affordabili-
ty of treatment and perceived ‘price gouging’ led to the
introduction of additional price caps on COVID-19 test-
ing and treatment in several countries, including the
Philippines, Indonesia, and Sri Lanka (61)(62). A more
indirect approach to regulating price is through compe-
tition (anti-trust) regulations, which exist in most coun-
tries but are rarely applied in the health sector. There
are important exceptions, such as South Africa and
Zimbabwe, where investigations on horizontal and ver-
tical mergers, price collusion, and conflicts of interest
have been undertaken (18).

Private health insurers typically also have to be regis-
tered, though in many countries their regulation is cov-
ered by general rather than health-specific insurance
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legislation (18). Registration is generally on the basis
of financial soundness, though some countries regu-
late aspects of enrolment, the benefits package, and
the extent of risk rating (18). Some countries also re-
quire the registration of brokers who sell insurance to
potential customers, and occasionally there are caps
on brokers’ commissions (18). However, it is argued
that in many LMIC settings the industry is under-reg-
ulated (18). Consumer protection regulation can also
form an important component of the regulatory sys-
tem. This point is further covered under the section on
Nurture Trust.

In addition to statutory rules and self-regulation by
professional bodies, described above, some commen-
tators argue for a broader definition of the term ‘regu-
lation’, encompassing community accountability, con-
tracting arrangements, subsidies, publicly displaying
facility data, and quality improvement or assurance ac-
tivities (53). Within this review these additional activi-
ties are covered in the section on ‘contracting and pur-
chasing’ below, or under other Governance Behaviours
(i.e., Nurture Trust, Align Structures). However, we in-
clude organisational accreditation under regulation, as
it forms a key component of the regulatory systemin a
number of settings. It is worth noting that the term ‘ac-
creditation’ is used differently across contexts. It was
originally conceived as a voluntary external assess-
ment that health facilities, laboratories, or other provid-
ers would undertake to signal their quality standards,
with accreditation bodies operating at an international
level (e.g. Joint Commission International) or national
level (e.g. the National Accreditation Board of Hospi-
tals and Healthcare Providers in India) (14)(47). Over
time, social health insurance programmes have also
increasingly required accreditation for all empanelled
facilities, leading to rapid expansion of accreditation
in some middle-income countries (16), and more re-
cently some social health insurance programmes have
designed their own specific accreditation schemes
(65). Finally, in some countries accreditation by nation-
al bodies is compulsory for all facilities, and therefore
plays a similar function to registration (66).

Evidence on regulatory compliance

There is considerable evidence of poor compliance with
regulations across multiple LMICs and multiple private
provider types, though there are some notable excep-
tions, such as South Africa (42). Reports published
in the earliest part of our review period noted the high
number of unlicensed private providers in many coun-
tries, meaning that governments were often not even
aware of the number and types of providers operating
(40)(54). Some countries have made substantial prog-
ress in this area since that time. For example, in Ken-
ya in 2022 the majority of private health facilities were
said to be registered and included in the Kenya Health
Master Facilities List, which provides details on location,
ownership, and services offered (61). In Mongolia close
to 100% of private facilities were registered in 2015,
though the process was noted to focus mainly on ac-
curate completion of application documents, rather than
meeting quality requirements (46). However, persistent
prevalence of unlicensed providers was reported in the
Indian States of Madhya Pradesh and Delhi in 2010 (67),
and in Karnataka in 2016 (68). In Bagamoyo District in
the United Republic of Tanzania, most private diagnostic
laboratories were found to be unregistered (69). Khan et
al. note that government data on facility registration may
be unreliable: in one (unnamed) country, the government
reported zero unlicensed providers in order to signal the
success of their regulatory policies, although they were
in fact common (70).

There is very limited systematic data on levels of reg-
ulatory compliance by health facilities. An exception is
a baseline survey of private facilities in three Kenyan
counties carried out in 2015, which reported that only 2%
scored at least 60% of the maximum inspection score
(57). Elsewhere in the literature, poor regulatory com-
pliance at LMIC health facilities has been mentioned
in terms of clinicians operating more establishments
than legally allowed, health professionals misrepresent-
ing their qualifications, unregistered persons providing
healthcare, and the provision of unnecessary services
(18). There is also little evidence that regulations limit-
ing geographical location to less well-served areas have
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been effective (46).

Many studies highlight regulatory infringements in re-
tail pharmacies or lower-level drug stores, particularly
related to a lack of up-to-date licences, underqualified
staff, stocking medicines that are not permitted, and,
most commonly, the provision of prescription-only
medicines without a prescription (21)(57). In a 2016
review of retail pharmacy performance, the sale of pre-
scription-only medicines without a prescription was
found to be common in all 14 Asian LMIC countries
studied, ranging from around half of transactions in Pa-
kistan and India, to over 80% in Lao People’s Democrat-
ic Republic and virtually all transactions in Viet Nam
and Malaysia (23). In a study in one Ugandan district,
89% of drug shops could not present an up-to-date li-
cence, and 71.9% reported antibiotics in their top five
most profitable medicines, although their sale was not
permitted (60). In some settings high volumes of med-
icines were reported to be sold by completely unautho-
rised outlets, such as market stalls and itinerant ven-
dors in Niger (59). However, in Colombia, Guatemala,
and Mexico, it has been argued that the enforcement
of prescription laws during the mid- to late-2000s, to-
gether with the expansion of pharmaceutical chains,
drove a widespread reduction in over-the-counter sales
of prescription-only medicines (59).

Countries vary in how permissive their regulations are
on dual practice (concurrent employment in public and
private health sectors). Where this has been restricted
on paper, these rules have been widely flouted in prac-
tice (43)(50)(69). However, the merits of restricting
dual practice have been debated. It has been argued
that it encourages an urban bias in doctor location,
reduces public sector quality due to absent staff, and
gives incentives for public providers to provide poor
quality care in order to shift patients to their private
clinics (69)(70). However, in Thailand permitting dual
practice was said to have been beneficial in stemming
the movement of health workers from the public to the
private sector or overseas, though it also exacerbated
conflict of interest challenges (73).

Few studies touch on the regulation of healthcare
NGOs or CSOs (34)(72)(73). In the Indian State of Uttar
Pradesh, NGOs were registered and engaged in infor-

mation sharing and state planning meetings, but there
was limited enforcement of requirements for regular
reporting to the state government (74). A 2022 WHO
review of African countries found that these types of
organisations sometimes fell outside of regulatory
oversight altogether, with many local CSOs not regis-
tered with Ministries of Health or other regulatory bod-
ies (36). INGOs were described by one respondent as
‘more accountable to their donors than their minister
of health’, which was viewed as particularly problem-
atic in fragile and humanitarian contexts (36). This
could lead to a form of power imbalance whereby gov-
ernments are reliant on the additional resources that
INGOs bring, but with INGOs having little accountability
to them, as described at the district level in Ghana, for
example (75).

Despite the widespread evidence of imperfect compli-
ance with statutory constraints described above, it has
been argued that in most settings regulation has an ef-
fect on the ordering of private sector provision, and in
preventing degeneration into an ungoverned free mar-
ket (59). For example, in many (though not all) settings,
most providers have some form of health qualification,
and the sale of medicines is often restricted to specif-
ic outlet types (59). Nevertheless, in view of the wide-
spread evidence of poor compliance, the identification
of strategies to address this is crucial. We turn next to
evidence on the effectiveness of these strategies.

Evidence on the effectiveness of introducing or en-
hancing regulation

There are only a limited number of robust quantita-
tive studies on the effectiveness of introducing or en-
hancing regulation (18)(19)(21). In Kenya, a package
of reforms was tested through a large-scale RCT in
three counties, through a collaboration between the
Kenyan Government and the World Bank Group (57).
The reforms covered both public and private facili-
ties, involved the harmonisation of facility regulations
across all of the different regulatory bodies under a
Joint Health Inspection Checklist (JHIC), greatly in-
creased the frequency of facility inspection, and linked
the time to re-inspection to facility performance. This
led to a substantial increase in inspection scores (57),
at an annualised economic cost of US$ 311 per inspec-
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tion completed (76). Data were not presented on the
impact on clinical quality of care. While the improved
inspection scores could be argued to be good value for
money, national scale-up would require significant ad-
ditional investments by the ministry of health. No other
robust studies of strategies to enhance facility regula-
tion were identified.

A Cochrane review on public stewardship of private
providers identified four studies in the early 2000s on
interventions to improve pharmacy regulation in Thai-
land, Viet Nam, and Lao People’s Democratic Republic.
The review concluded that a combination of increased
visits, information provision, and sanctions, combined
in some studies with training and peer influence, im-
proved regulatory performance in three of the four
trials (77)(78)(79) ; all cited in (21). For example, the
study of a purely regulatory intervention in Lao Peo-
ple’s Democratic Republic documented increases in
the availability of essential dispensing materials, phar-
macy ‘orderliness’, and information given to custom-
ers, and a decrease in the mixing of drugs in the same
package (21). No more recent pharmacy-focused eval-
uations were identified.

Turning to the effects of introducing voluntary accred-
itation or certification programmes, a 2016 Cochrane
review on external inspection of health facilities iden-
tified one LMIC study meeting their strict inclusion
criteria: a 2003 South African study which showed
increased compliance with accreditation standards
but no impact on clinical quality of care (20). Similar
results were obtained in a more recent RCT of the Safe-
Care step-wise certification of private facilities in the
United Republic of Tanzania, which found a small in-
crease in compliance with certification standards but
no improvement in clinical quality of care in terms of
correct case management or compliance with infec-
tion prevention and control procedures (80). A 2016
review with less restrictive inclusion criteria found
multiple studies on accreditation, with most showing a
positive effect on quality measures in health facilities
and laboratories, though a minority found no effects

(16).

There is relatively little evidence in the literature on the
effectiveness of private health insurance regulation.

However, the few papers that do address this topic
emphasise its importance for the development of the
whole health system over time (71)(76)(77)(78). In
South Africa the deregulation of private health insur-
ance in the early 1990s to allow risk-based premia and
open competition for enrolment was said to have led
to ‘dramatic unintended consequences’ in terms of
private sector growth, increased costs, and discrim-
ination against people with high risks of poor health
(16)(77). Subsequently, South Africa developed ex-
tensive legislation around open enrolment, minimum
benefit packages, and community rating to address
these concerns (82), but a 2015 review found that pri-
vate health insurance regulation seldom addressed
these equity-related issues in other east African and
southern African countries (18). Harris and Libardi
Maia contrast the private health insurance regulatory
choices in Brazil and Thailand, arguing that in Thailand
private health insurance development was constrained
by strict underwriting of requirements, reducing its af-
fordability and growth (73). Together with the use of
participatory governance fora and sustained invest-
ment in the public health sector, this led to the devel-
opment of a heavily controlled private healthcare sec-
tor. They contrast this with Brazil, where private sector
development was fuelled by a combination of limited
regulation and tax breaks for private health insurance,
together with contracting practices favouring the pri-
vate sector. As a result, the Brazilian private sector has
been able to exert a much stronger influence on policy,
reportedly leading to the ‘withering of Brazil's Unified
Health System?’, while Thailand has achieved much
greater progress towards achieving UHC (73). Lobato
et al. also discuss the challenges with private health
insurance regulation in Brazil, including the transfer of
private patients to the public sector for complex and
expensive procedures, competition for beds between
publicly and privately funded services, and particularly
poor regulation of less expensive ‘C Class’ insurance
policies for lower income groups (84).

Similar themes are raised in the literature on medical
tourism, with concerns that the unregulated develop-
ment of this sector could have negative consequenc-
es for the broader health system, leading to tensions
between ministries of commerce and health. Medical
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tourism has grown rapidly in many LMICs, including
India, Thailand, Brazil, Mexico, Tirkiye, Costa Rica, Ma-
laysia, and Ecuador, with estimates that it accounts
for up to 30% of private hospital and specialist clinic
revenues in South-East Asia (64). Domestic regulation
of the medical tourism sector has often been very lim-
ited, based on the perception that the care of visiting
patients is primarily safeguarded through international
accreditation bodies (85). For instance, the situation
in Guatemala has been described as a ‘regulatory vac-
uum'’ (86). However, concerns have been raised about
the potentially distortionary impacts of the medical
tourism sector on the national health system - for
example, if it attracts scarce health workers from the
public sector or incentivises the development of ter-
tiary services at the expense of primary healthcare,
worsening inequalities (71)(80)(82). This has led to
arguments for greater taxation and regulation (86).
For example, it was suggested that Guatemala should
consider the types of regulations instituted in Israel on
earmarking medical tourism tax revenue for the pub-
lic health system, and limits to international patient
numbers based on waiting times and capacities (86).
However, no evidence was identified on the implemen-
tation or impacts of such strategies in LMICs, while
concerns were expressed about their potential effect
on the competitiveness of a country’s medical tourism
sector (71)(81).

Multiple barriers to effective regulation have been
raised in the literature, including gaps or overlaps in the
legal framework, limited inspection and enforcement,
and under-resourcing, as well as structural challenges
related to the nature of the private market, and politi-
cal challenges reflecting the role of vested interests.
These are described below, before turning to potential
enablers.

Gaps and overlaps in the legal framework

The multiple laws that apply to the health sector can
create a complex legal environment, a situation which
is compounded by rapidly changing health technolo-
gies, potentially leading to gaps, overlaps, and discrep-
ancies between laws (39)(43)(50)(83). For example, in

Mongolia and Yemen the content of legal documents
was said to be weak and imprecise (50)(70). In Egypt a
2014 review found that one law allowed a private doc-
tor to own multiple private clinics, but a second law
prohibited this (). In Ukraine licensing guidelines con-
tained outdated requirements that were misaligned
with current treatment protocols (28). In many coun-
tries regulatory mechanisms are said to be duplicative,
leading to inefficiencies and increasing compliance
costs for providers. For example, in Kenya health fa-
cilities were required to register with the Medical Prac-
titioners and Dentists Board, but also with radiology,
pharmacy, and laboratory boards, requiring payment
of multiple licence fees (65). In Ghana considerable
overlap was reported between the regulatory and na-
tional insurance bodies, which both required licences
and inspections (65), while the United Republic of Tan-
zania was reported to have more than five regulators
involved in regulating health insurers (18).

In some settings ‘informal’ and ‘traditional’ health sec-
tors are inadequately covered by legal frameworks,
sometimes because they are considered illegal. For
example, 2014 reviews in Egypt and Yemen found that
regulations mainly ‘ignore the informal sector’ (defined
as traditional providers and non-medically qualified cli-
nicians), despite these services being widely available
(50)(84). In contrasts, in the Indian State of Karnataka,
laws on facility regulation also covered non-allopathic
systems of medicine (Ayurveda, Unani, homeopathy,
Yoga, naturopathy, Siddha, acupuncture, acupressure,
and integrated medicine) (68).

Limited implementation of regulations

There is considerable evidence, particularly in lower-in-
come settings, that regulation is poorly implemented:
there is limited follow-up post-registration, with in-
spections rare or sporadic, and sanctions are often not
applied (2)(16)(40)(50)(51)(57)(65)(68)(70)(83). For
example, in Kenya prior to the JHIC intervention only
4% of private facilities were inspected annually (57). In
Iraq and Pakistan, despite the existence of regulatory
policies, there was said to be 'no evidence of regula-
tion’ in practice (45). Hunter et al. describe a regulatory
system in India in which the state is ‘both conspicu-
ously present and absent’, making detailed demands
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on private providers but enforcing these sporadically
and conducting minimal assessment of the appropri-
ateness of care provided (49). Similarly, Putturaj et
al. describe the law regulating private facilities in the
Indian State of Karnataka as ‘toothless’, reflecting a
failure to implement sanctions (68). In general, it is
argued that enforcement is complicated by the over-
lapping regulatory mandates of multiple national and
local public bodies, and the coordination required with
police and judicial offices where enforcement of pen-
alties is required (40)(65). Poor implementation can
also indicate a lack of incentives for frontline inspec-
tors, their imperfect access to information (59), and
under-resourcing, to which we turn next.

Regulatory bodies are under-resourced

It is very frequently argued that poor implementation
reflects the severe under-resourcing of regulatory bod-
ies, both financially and in terms of personnel and lo-
gistical support, at both the national and sub-national
levels (2)(16)(50)(56)(57)(65)(73). Where responsibil-
ity for regulation is delegated to professional associ-
ations, they too are often very poorly funded (67). A
review of six LMICs found that countries typically had
25-100 staff at a national level focusing on regula-
tion across all regulatory, insurance, accreditation, and
professional association bodies (65). For example, in
Kenya about 35 staff at the Ministry of Health’s Depart-
ment for Standards, Quality Assurance, and Regulation
were responsible for regulation, for a population of 43
million (65). It has been argued that under-resourcing
of regulatory agencies reflects a lack of political prior-
ity historically given to regulation by governments and
their donors, which preferred to focus on funding gov-
ernment-managed service delivery (56). These limited
resources have become particularly stretched in light
of rapidly growing private healthcare markets, and the
fragmented state of this sector, which typically com-
prises a very high number of small to medium-sized
independent organisations, making inspection and en-
forcement difficult and costly (56).

Compatibility of regulatory compliance with the reali-
ties of private provider markets

For regulation to be effective, private actors must be
able to achieve compliance within the economic and

competitive constraints that they face in the market
(51)(57). This starts with the costs of the licensing pro-
cess itself, which it is argued can be high for certain pri-
vate actors, reflecting time-consuming and duplicative
administrative processes and multiple fees (39)(50)
(54)(56)(63), as well as the high cost of accreditation
fees, particularly for international accreditation (59).
More fundamentally, in some contexts it has been ar-
gued that complying with regulatory requirements is
incompatible with breaking even as a business. For
example, in Ethiopia concern that regulatory standards
for private facilities were too strict led to revisions to
make them more realistic for the local context (39).
The enforcement of regulations limiting the geographi-
cal location of new providers to less well-served areas
has faced major challenges, with private providers ar-
guing that it would be hard to survive in lower-density,
poorer locations (46). Similar issues have been raised
in relation to price regulation, with concerns that some
price caps are set below a reasonable rate considering
the costs involved (90). As a result, price regulation is
often not well-implemented, or services end up avail-
able only to those able to pay top-up fees above the
cap (53)(90). It has also been alleged that price caps
lead to the use of lower-quality products and to the
slower development of new products (49). However,
it is difficult to assess the validity of these concerns
given the strong vested interests of some private pro-
viders in resisting price regulation (64).

Hutchinson et al. describe the situation in Uganda,
where drug shop vendors argued that it was impossi-
ble to survive financially while complying with rules on
the medicines they were allowed to stock (60). A spe-
cific example was the stocking of antibiotics and their
sale without prescription, which was said to be a key
component of drug seller income, and filled a gap cre-
ated by underfunding and stockouts of antibiotics in
the public sector. These issues were acknowledged by
district officials, who were seen as a critical source of
information about which rules it was possible to break
without incurring serious punishment. For example,
although drug shops were not allowed to stock antibi-
otics, regulators were said to be uninterested in adher-
ence to this, while in contrast the practice of providing
injections had to be well hidden (60).
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Other authors have noted that regulators in some set-
tings accept that enforcing standards could be coun-
terproductive in removing access to services used by
poor communities, or by increasing the cost of provi-
sion beyond what they can afford (59). This can lead
to a gap between the de jure regulation in the country’s
laws and the de facto level of regulation that inspec-
tors aim to enforce. The resulting divergence between
regulations and common practice provides extensive
opportunities for corruption: for example, in the form
of ‘buying licences’, or making bribe payments to avoid
inspection visits or adverse reports, which sometimes
develop into routine payments (50)(56)(57)(58)(66)
(70)(86).

The role of politics and vested interests

Several authors stress that regulation is inherently a
political process, with regulatory outcomes deter-
mined through the interaction of multiple interests
(53) (an issue covered for governance in general un-
der Foster Relations). For example, Machado and Sil-
va characterise the evolution of the Brazilian system
described above as a decades-long political battle
between a reformist coalition that aimed to introduce
and strengthen the universal health system, and a pri-
vate-sector led, market-oriented coalition supporting
further development of private health insurance, pri-
vate healthcare, and foreign equity investment (92).
Powerful vested interests can lead to regulatory cap-
ture — when legislation and regulations are drafted to
benefit particular interest groups (53). Some private
sector stakeholders are particularly powerful and may
vehemently, and often effectively, resist legislation that
affects their commercial interests. For example, the In-
dian Medical Association opposed the introduction of
the Consumer Protection Act, and successfully cam-
paigned to substantially weaken the terms of the Clini-
cal Establishments Act for facility registration (46)(47)
(65). The South African government has fought several
lengthy legal battles around health insurance regula-
tion, dispensing fees for pharmacists, and restrictions
on geographical location, some of which it has lost
(18). Regulatory capture has been a particular concern
in situations of self-regulation by professional asso-
ciations, which tend to focus on providing leadership

and protection to the medical community, with mini-
mum discipline of members (46)(47)(65). Regulations
may also be undermined by politicians or officials who
themselves have investments in the private healthcare
sector (49). Khan et al. argue that under-resourcing of
regulatory agencies may be deliberate in some con-
texts, where the regulatory agenda does not suit the
interests of influential stakeholders (70).

Private stakeholders do not always oppose regulation:
in fact, some groups may actively campaign for regu-
lation to be strengthened. The private sector is highly
heterogenous, with conflicting interests sometimes
arising between different segments of the private
sector (48). The more formal and medically qualified
segment may support regulation to ban or constrain
the operation of less qualified providers, often argu-
ing that they represent risks to quality and safety (18).
For example, the Indian Medical Association support-
ed legislation on private nursing homes to restrict the
practices of auxiliary nurse midwives in delivery care
(48). However, the less qualified segment of the pri-
vate sector can also wield political power. In India it
was argued by medically qualified providers that the
government could not take action to ban unqualified
providers because of the political clout of the latter
(48). In Uganda a 2016 policy to ban lower-level drug
shops from operating within 1.5 km of a retail pharma-
cy was rescinded in 2018 after the drug shop vendors
formed a lobby group called the National Drug Shop
Advocacy Initiative to challenge this (60). Members of
the public can also wield power against restrictions or
penalties imposed on the providers they use: for exam-
ple, in Uganda inspectors were attacked by community
members when they confiscated medicines from an
unlicensed shop (60).

Enablers of effective regulation

Before describing potential enablers, it should be not-
ed that, given the substantial variation across LMIC
health markets, strategies for effectively strengthening
regulatory outcomes are also likely to vary. Bloom et al.
comment that ‘What works well in health markets with
limited types of formal sector actors and a relatively
well-resourced regulator may be ineffectual in the con-
text of informal markets with a large variety of actors
and an under-resourced regulator’ (Bloom et al., 2014).
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Some general recommendations have been made
in this area, by various authors (16)(40)(63). Sever-
al speak directly to other Governance Behaviours re-
viewed in this report, including (i) clarifying regulatory
objectives as part of an overarching policy towards
the private sector (see section on Deliver Strategy);
(i) developing appropriate databases and monitoring
systems (see the section on Build Understanding); (iii)
increasing the public's understanding of regulation
and their rights (see section on Nurture Trust); or (iv)
strengthening regulatory capacity (see section on Gov-
ernance Capacity). Other specific recommendations
include (i) mapping, reviewing, and harmonising the
various regulatory laws and rules that apply to the pri-
vate healthcare sector; (ii) addressing important reg-
ulatory gaps (with suggested areas including private
health insurance and quality of care); and (iii) reviewing
sanctions to ensure they are set at appropriate levels.
While these recommendations arise from the well-doc-
umented barriers described above, they are not gener-
ally based on robust studies of their implementation
and their impact on regulatory outcomes.

One exception is a qualitative study by Tama et al.
which assessed the factors enabling the successful
implementation of the JHIC intervention to strength-
en health facility regulation in Kenya (91). The authors
note that an inclusive reform development process
had led to high buy-in across regulatory agencies.
Inspections were generally viewed as fair, objective,
and transparent, enhancing their perceived legitimacy.
For example, facilities received a copy of the JHIC in
advance, as well as a summary report explaining the
inspection outcome. In addition, the same regulatory
system was applied to public and private facilities, ad-
dressing a common perception that there are ‘double
standards’ in regulation, with private facilities held to
higher standards than public facilities (42), and sub-
ject to more frequent inspection (65) or more severe
sanctions (39). Under the JHIC, interactions with in-
spectors were described as friendly and supportive, in
contrast to the punitive culture of previous inspections,
in which bribery had been common. High-quality in-
spector training and the use of an electronic checklist
were also seen as key strengths. Tama et al. also high-

light the importance of logistical resources and man-
agement. They conclude that effective facility inspec-
tion involves more than just good ‘hardware’, such as
checklists, protocols, and training: cultural, relational,
and institutional ‘software’ are also crucial for legitima-
cy, and for ensuring the feasibility of implementation
and enforceability, and need to be carefully integrated
into regulatory reform (91).

Other authors provide broader guidance on approach-
es to regulation. Hutchinson et al. argue that poor com-
pliance with regulations is driven by the inadequacies
of health systems, rather than the private interests of
‘immoral individuals’ (60). They suggest that improve-
ments in governance should begin by identifying and
working with actors who are currently rule-breaking
but who have the capacity to become rule-abiding, and
should then proceed to identifying policy changes that
would support them to change and improve their prac-
tice (60).

Authors stress the importance of positive incentives
for regulatory compliance, promoted through links
with purchasing mechanisms, and greater transparen-
cy around private sector performance (16)(63). Bloom
et al. argue that states alone are unable to regulate to-
day’s complex health systems effectively, emphasising
the role of partnerships between the state, market ac-
tors, and civil society in the formulation and implemen-
tation of market governance arrangements (53). Hunt-
er et al. highlight the de facto ‘decentred regulation’ of
health facilities that already exists in India through the
roles of private accreditation bodies, private and public
health insurance organisations, consumer courts, and,
more recently, online marketplace platforms (49). They
note that health insurance organisations have a major
influence on the control of prices and audits of testing
and treatment provided, and that online marketplaces
can potentially restrict which healthcare providers are
listed on their platforms and set rules for providers on
data usage (49). However, they argue that regulation
through these multiple loci can be partial and disjoint-
ed, reflecting a range of vested interests.

Some authors have argued that regulation cannot ef-
fectively control low-quality, underqualified providers if
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they are the only credible source of care for large pop-
ulations, even where regulatory capacity is strength-
ened (57)(88). McPake and Hanson argue that in
such settings the only viable solution is to provide a
subsidised alternative of reasonable quality that can
drive out the low-quality element in a process termed
‘regulation by competition’ or ‘beneficial competition’
(93). Such an approach relies on consumer behaviour
to drive change, rather than on command-and-control
structures which may not be incentive-compatible for
providers or patients. They support this argument with
cross-country data showing that in countries where
governments commit a higher share of gross domes-
tic product to health, the reliance on unqualified pro-
viders decreases, and they give Sri Lanka and Thailand
as positive examples of this approach to crowding out
low-quality providers (93).

Finally, there is general agreement that regulatory
strategies must not underestimate the power of lobby
groups to influence the design and implementation of
regulation, and that this must be addressed through
detailed stakeholder analysis, careful alliance-building,
and the establishment of political mechanisms to pre-
vent undue influence by these powerful interest groups
(see section on Foster Relations) (16)(51).

Contracting or purchasing in healthcare refers to a
formal agreement where a government purchases
healthcare services from one or more providers using
public funds, typically (though not always) through a
legal contract (94). In LMICs the practice of contract-
ing from private healthcare providers has grown over
the past three to four decades, involving an expansion
in the government'’s role from service provision to also
include stewardship over contracted providers. Con-
tracting has been used to allow more rapid expansion
of services and to address concerns about the quality,
efficiency, and responsiveness of public provision (59).
In sub-Saharan Africa, historically, one of the most

common forms of contracting has been with faith-
based facilities, as mission facilities form a key part
of service delivery infrastructure, especially to poorer
and rural populations (95). Contracting primary care
provision in a defined geographical area has also been
implemented, most commonly through contracting
NGOs to provide services in fragile and post-conflict
states, such as Cambodia and Afghanistan, typically
with donor support (54)(57)(89). Contracting arrange-
ments can reflect a recognition that private expertise
and equipment can fill a specialised need, such as the
provision of dialysis services or surgical care (44)(57).
While contracting has typically involved service deliv-
ery contracts with privately owned facilities, in some
countries management contracts have been used to
address poor quality in public provision, where a pri-
vate organisation is contracted in to provide services
within existing government facilities, such as has hap-
pened at a large scale in Pakistan, India, Bangladesh,
Cambodia, Brazil, and Afghanistan (60)(89).

Contracts can be used to leverage private funds for
health facility construction or refurbishment, with ex-
amples of this in Brazil, Mexico, Lesotho, and Thailand
(59). Termed ‘private financing initiatives’ or PPPs
(though the latter term is sometimes used to describe
all forms of public—private engagement), these ar-
rangements involve long-term contracts (e.g. 10-20
years), in which the private party is expected to bear
significant risk and management responsibility for
construction, and may have a concession to provide
services for a defined period, after which the govern-
ment takes over control (38)(91)(92)(93).

The past 20 years have seen a substantial increase
in the contracting of private facilities, particularly re-
flecting the expansion of social health insurance
programmes (we use the terms contracting and pur-
chasing interchangeably in this review, though in the
literature the term purchasing is more commonly used
in the context of social health insurance). This involves
a central purchasing agency contracting both public
and private facilities to provide care, either for specific
population groups (e.g. civil servants) or the entire pop-
ulation (99). Under an alternative ‘managed competi-
tion’ model common in Latin America, private insurers
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and HMOs compete to serve the clients of both con-
tributory and subsidised social health insurance pro-
grammes through public and private facilities (83). The
COVID-19 pandemic also led to a specific flurry of new
contracting activity, as governments struggled to pro-
vide and finance adequate levels of testing and treat-
ment, often having to use ad hoc approaches where
established purchasing systems did not already exist
(63) (described in the section on Align Structures).

Engaging in these contracting strategies provides
potentially powerful governance opportunities to in-
fluence private provider behaviour. Historically, these
opportunities have often not been realised as purchas-
ing has been passive, with payments based on past
expenditure or norms, with little consideration of per-
formance or compliance with regulatory requirements
(70)(95)(96). However, in recent decades there has
emerged in global policy discourse a strong emphasis
on ‘strategic purchasing’, defined as involving a proac-
tive ‘continuous search for the best ways to maximize
health system performance by deciding which inter-
ventions should be purchased, how, and from whom’
(McIntyre et al.,, 2016, cited in (53), with the goal of
encouraging efficiency, equity, and quality improve-
ment (101). This includes (i) the selection of facilities
that meet pre-defined quality standards, sometimes
demonstrated through accreditation with an indepen-
dent body; (ii) the development of incentive-compati-
ble payment mechanisms, which may include a mix of
fixed budgets, capitation, fee-for-service, case-based
payments, and pay-for-performance incentives; and
(iii) performance monitoring (43)(64)(70)(88)(94)(95)
97).

We drew on existing literature reviews of contracting
and purchasing to provide evidence on the effective-
ness of these strategies, which are generally evalu-
ated in comparison to government provision. A 2018
Cochrane review on contracting out clinical health
services in LMICs identified only two studies meeting
their study design inclusion criteria (26). The first, a

2006 cluster-randomised trial conducted in Cambo-
dia, compared contracting out district health services
to INGOs with government provision, and a 2015 con-
trolled before-after study in Guatemala evaluated con-
tracting of mobile clinic services to local NGOs. The
Cambodia study found probable effects on reducing
out-of-pocket spending on curative care, but neither
study found an impact on utilisation or service deliv-
ery outcomes (26). An earlier 2009 Cochrane review
with slightly broader inclusion criteria included three
studies and came to similar conclusions (Lagarde and
Palmer, 2009, cited in (26)).

Other reviews with less restrictive inclusion criteria
have been generally more positive in their findings,
though some are quite outdated. In their review of
reviews, Nachtnebel et al. note that non-Cochrane
reviews have found evidence that contracting out im-
proved availability and utilisation of care, especially
by under-served populations, and could be an effec-
tive way to quickly expand coverage (25). However,
they report insufficient evidence to assess the impact
on quality of care or efficiency of provision (25). Zaidi
et al. report consistent evidence that contracting out
has increased utilisation of services such as ante-
natal care, institutional delivery, and urban primary
care, though they find no improvement in immunisa-
tion (62). They find some evidence of improvements
in the availability of infrastructure, staff, and supplies,
and in patient satisfaction, but a lack of evidence on
the impact on clinical quality of care (62). A review by
Thomas et al. cites two more recent contracting eval-
uations, reporting that (i) contracting out primary care
services in Brazil to NGOs increased utilisation and re-
duced hospitalisation for preventable disease (Greve
and Coelho, 2017, cited in (103)), and (ii) management
contracts in Pakistan improved utilisation of maternal
and child health services (Imtiaz et al., 2017, cited in
(103)). They also report several studies on the Chiran-
jeevi Yojana scheme to contract private providers to
provide delivery services in Gujarat, India, which report
conflicting evidence on the impact on institutional de-
liveries and health outcomes (103). Finally, Rao et al.
report mixed evidence on utilisation across a set of
country case studies in Africa and Asia, finding that,
in practice, private providers faced many of the same
service delivery challenges as their public sector coun-
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terparts, including difficulty in recruiting and retaining
health workers, and ensuring service quality (94).

It can be argued that the key question for many govern-
ments is how best to contract, rather than whether to
contract, given that private sector contracting may be
unavoidable due to gaps in public provision, ambitions
for scaling up health coverage, or political realities (23)
(89). The literature provides little quantitative evidence
on the relative effectiveness of alternative contracting
mechanisms. (An exception is the sizeable literature on
the effects of pay-for-performance payment methods,
which we consider beyond the scope of this review as
these approaches are mainly implemented in public fa-
cilities, and only occasionally in FBO facilities, and this
literature has been recently reviewed elsewhere (104)
(105)). More broadly, it is possible to draw on a large,
mainly qualitative, body of literature to understand fac-
tors that may support effective contracting of private
providers. We turn to this in the next section.

Four recent publications synthesise experiences with
purchasing across multiple LMICs, all based primarily
on qualitative interviews and document/literature re-
view (53)(89)(95)(96). A 2023 review by WHO analysed
governance for strategic purchasing in 10 countries in
eastern Europe and central Asia that have all imple-
mented a single purchaser model (Armenia, Azerbaijan,
Estonia, Georgia, Kyrgyzstan, Latvia, Lithuania, Republic
of Moldova, Ukraine, Uzbekistan). All were middle-in-
come countries when their purchasing reforms com-
menced, though some are now high-income countries
(55). Gatome-Munyua et al. synthesise experiences
with purchasing experiences in nine African countries
(Benin, Burkina Faso, Cameroon, Ghana, Kenya, Nige-
ria, Rwanda, the United Republic of Tanzania, Uganda)
based on the Strategic Purchasing Africa Resource
Center (SPARC) framework (100). Hanson et al. draw on
coordinated research studies from seven LMICs (India,
Indonesia, Kenya, Nigeria, South Africa, Thailand, Viet
Nam) (1017), and Rao et al. synthesise findings from
case studies in five LMICs in Africa and Asia (Afghan-
istan, Bangladesh, Ghana, South Africa, the United Re-

public of Tanzania, Uganda) (94). We supplement these
syntheses with a number of individual studies of con-
tracting mechanisms in order to identify key enablers
and barriers. It should be noted that much of the litera-
ture covers mechanisms to purchase from both public
and private sector providers and does not always sep-
arate the governance issues affecting the two sectors.
Contract design and monitoring

To be an effective governance mechanism, contracting
must be based on a carefully considered contract de-
sign that provides appropriate and balanced incentives
to ensure quality, efficiency, and equity. Key elements
of the contract design include clear specification of the
service delivery requirements, payment terms, referral
and gatekeeping guidelines, and mechanisms for re-
dress (100), which should be transparently published
online (55). Honda and Obse discuss the complexity
of setting the payment type and level, which involves
balancing the risks of generating incentives for over-
or under-provision, inefficiency, additional patient
charges, or a failure of private providers to enrol (99).
Fee-for-service payments can provide incentives for
over-provision, or if fees do not adequately cover costs
of service provision it can lead to little care being sup-
plied. Capitation and case-based payments risk lead-
ing to incentives for under-provision and the selection
of less severe cases (83). If payment rates are set too
high, this leads to inefficiencies in terms of unneces-
sary costs to the public purchaser, but if rates are set
too low compared to provider costs, private providers
may decide not to enrol, treat patients covered by the
publicly funded system differently, or charge patient
additional ‘balance-billing’ fees (99). Other unintended
incentives resulting from payment terms may include
encouraging unnecessary admissions (where inpa-
tient and outpatient care are reimbursed differently),
and unnecessary referral of costly patients to alter-
native providers (44)(78). Honda and Obse stress the
importance of transparent processes for determining
payment type and rates that involve all stakeholders,
including provider representatives (99).

As noted above, many contracting arrangements have
been ‘passive’, with little adoption of more high-pow-
ered payment mechanisms and little use of the pur-
chaser’s power to set quality standards and enforce
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them. Gatome-Munyya et al. argue that governance
may be strengthened by including quality or service
delivery targets in contracts (100).

Rao et al. stress the importance of ‘relational contracts’
in some contexts, where the specific stipulations of a
contract are subordinated to building a trusting part-
nership between the parties (94). They give the ex-
ample of contracts with FBO facilities in sub-Saharan
Africa, which have historically been semi-formalised
through collaborative memoranda of understanding
(95), though in more recent years legally based ser-
vice-level agreements have become more common
(94). They note that in some cases the relational na-
ture of contracts is more a reflection of limited mon-
itoring capacity than intentional design, and may lead
to weak accountability (94). However, Whyle and Oli-
ver emphasise that relational agreements with African
FBOs build on their stated motivation to serve poorer
groups, with trust developed through longstanding
commitments (95).

Challenges in monitoring performance and applying
sanctions have been described in multiple settings
(23)(89)(92). For example, in the Indian states of
Punjab and Haryana, the monitoring strategy for pur-
chasing under the national health insurance scheme
for poor households was described as a ‘major gap in
contract design’, being loosely stated in the contract,
without well-defined parameters or monitoring mecha-
nisms, or a specific monitoring budget (88). In Lesotho
a lack of effective monitoring meant that the govern-
ment was unable to impose deductions and penalties
when the performance of the private provider respon-
sible for hospital construction fell short of contract-
ed standards (97). However, the contract included a
‘back-stop’ arrangement whereby, to maintain the con-
tract, the provider had to obtain accreditation with the
Council for Health Service Accreditation of Southern
Africa (COHSASA), providing a powerful motivation to
sustain quality standards (97).

In a number of settings, other types of third-party mon-
itoring have been used to strengthen compliance. For
example, in Afghanistan a third party monitored NGO
performance to inform the government on quality of
care and other service delivery issues, and in South Af-

rica an independent ‘district support partner’ was hired
to manage contract performance (94). In Burkina Faso,
INGOs helped monitor providers contracted through
the publicly funded Gratuité programme by reviewing
claims for discrepancies between services delivered
and amounts paid, with the Ministry of Health adjust-
ing disbursements accordingly (though this scheme
covered only a few private facilities) (100). Investment
in digitised and automated processes was also rec-
ommended to enhance monitoring, as well as being a
strategy to improve efficiency and transparency (53)
(101)(102).

Gatome-Munyya et al. recognise that many African
countries have made ‘pockets of progress’ on contract
design and monitoring, but that in most cases this has
not yet led to large-scale health system improvements,
because of inadequate funding and high fragmenta-
tion across health financing schemes (100). We turn to
these two issues next.

Funding inadequacies and fluctuations

While it is recognised that many countries have tak-
en important steps to strengthen contract design and
monitoring, it is argued that the overall progress in re-
gard to purchasing mechanisms achieving large-scale
benefits has been heavily constrained by chronic un-
derfunding for health services (53)(89)(95). Rao et al.
describe inadequate financing and inconsistent fund
disbursements as an important constraint, which, for
example, had a substantial negative effect on private
provider performance in Bangladesh and in the United
Republic of Tanzania (94). Late payments were very
common (62)(95)(103)(104)(105), and in the United
Republic of Tanzania and Malawi this adversely affect-
ed relationships between private providers and gov-
ernment (104)(106). Inadequate funding was widely
reported to have led to payment rates or tariffs that
did not cover the costs of care and were rarely updat-
ed in line with inflation (55)(111). Inadequate and late
payments were both said to have resulted in additional
costs for patients, either under permitted balance-bill-
ing or through informal charges (53)(95)(106), which
were argued to have a powerful impact on provid-
er incentives (55). It has therefore been argued that,
where possible, governments should mobilise a step
increase in public financing for health at the outset of
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major purchasing reforms to avoid this situation, with
examples of countries where this has been done being
Azerbaijan, Georgia, Kyrgyzstan, and the Republic of
Moldova (55).

In many countries, donors have played an important
role in financing contracting mechanisms and so ad-
dressing funding gaps to some degree (94). The value
of technical advice from WHO and other development
agencies, such as the World Bank, over the past 20—-30
years is also recognised to have been relevant and
helpful in mechanism design and in building capaci-
ty, and to have facilitated intercountry learning (23)
(53). However, the role of development partners also
brought sustainability challenges when funding was
withdrawn (25). Where contracting schemes were do-
nor-led, there could also be a low sense of ownership
by government, and purchasing mechanisms were im-
plemented in parallel, rather than integrated with exist-
ing schemes (55)(100). In some countries, the review
cycle for purchasing agencies was said to be largely
driven by development partners and not connected to
country accountability mechanisms (55). By contrast,
in Afghanistan it was noted that, despite markedly di-
verging views on procurement and contracting prac-
tices, international donors agreed to the Ministry of
Health being the unique, centralised contractor, which
was argued to be an important enabler of the success
of this model (94).

Fragmentation across purchasers

It is argued that fragmentation among purchasers is a
key barrier to effective contracting. Due to the presence
of multiple contracting mechanisms, a given facility
is often contracted by multiple purchasers, including
various national health insurance schemes, voluntary
private and community-based health insurance, occu-
pational health insurance, and donor-funded schemes
(95)(96). For example, 30 schemes were identified in
Cameroon, and over 70 in Kenya, with private facil-
ities typically participating in several of these. This
creates a series of parallel agency relationships that
must be navigated by the provider, and which lead to
uncoordinated provider incentives, as each purchaser
has a different service package and provider payment
mechanism, and different reporting requirements (95)

(96). The fragmented purchasing environment can
also unnecessarily increase administrative costs (99).
Gatome-Munyua et al. suggest that greater consoli-
dation of purchasers would increase the power of the
main purchasing agency in regard to strengthening in-
centives and accountability, citing Ghana and Rwanda
as countries where this has worked well (100). Where
consolidation is not possible, they advocate for great-
er alignment and coordination between purchasers
(100).

Fragmentation in the provider market

Others have argued that a high degree of fragmentation
on the provider side (i.e. a very large number of small
facilities) creates an extremely challenging environ-
ment in terms of the costs and logistics of establish-
ing and monitoring so many contracts (2)(102). In ad-
dition, smaller facilities which may serve poorer users
may struggle to enrol due to financial or bureaucratic
hurdles (102)(103). Itis argued that to address this the
sector needs to become more formally organised or
consolidated in some way (2). Aiyenigba et al. suggest
that intermediaries, such as HMOs or faith-based fa-
cility associations, may play an important role in facil-
itating contracting with government in such fragment-
ed markets (112). For example, in Ghana the National
Health Insurance Authority contracts FBO facilities
through their umbrella body, the Christian Health Asso-
ciation of Ghana, thus reducing the transaction costs
of contracting with each individual facility (90)(95). It
is also suggested that these kinds of intermediaries
can play a role in controlling the behaviour of their net-
worked facilities — for example, through internal qual-
ity assurance mechanisms — though evidence in this
area remains limited (112). In Kenya and Ghana, under
the African Health Markets for Equity (AHME) initiative,
small for-profit facilities were supported by INGOs to
prepare for empanelment in national health insurance
schemes, including help with preparing paperwork, ob-
taining necessary licences, conducting mock inspec-
tions, and facilitating communication with officials,
giving them a ‘hand to hold’ as they pursued their path
to insurance accreditation (102)(103).

The importance of a clear and well-sequenced policy
direction
Clear policy objectives and direction are considered to
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be important enablers of effective purchasing, which
should shape the mindset of all stakeholders involved
(53)(96), but many countries are reported to lack a
consistent vision for system design over time, often re-
flecting political instability (World Health Organization,
Regional Office for Europe, 2023).

Some countries experience long periods of stasis, or
even erosion of progress (55). By contrast, ‘golden pe-
riods’ have also been identified, where there was rapid
progress on multiple reform pillars, reflecting the pres-
ence of strong leadership with a strategic vision, good
Ministry of Health—purchaser cooperation, a shared
vision with the broader government, and support from
external development partners (55).

However, in some contexts there has been concern
that progress was too rapid, with a rush to implemen-
tation, sometimes in response to political imperatives
(72)(88)(111). In India, the Rashtriya Swasthya Bima
Yojana (RSBY) national health insurance scheme was
announced just before a general election, to signal a
pro-poor policy agenda, and, as a result, organisation-
al structures and implementation procedures were
not well developed when implementation began (88).
Challenges from rapid implementation were also seen
in Malawi, where a lack of clear systems, guidelines,
policies, procedures, and roles among stakeholders
was reported to have negatively affected contracting
performance, with the lack of adequate preparation
overwhelming providers, institutions, and stakehold-
ers (111). The use of pilots was recommended before
nationwide roll-out, accompanied by evaluation to re-
solve practical issues and ensure effective sequencing
of reforms (55).

‘Task networks’ with clear roles and responsibilities

Hanson et al. argue for clearly delineated responsibili-
ties across a ‘task network’ of organisations, to support
strategic purchasing (101). They give the example of
the task network in Thailand, where the purchaser, the
National Health Security Office, is supported by the fol-
lowing organisations: the Health Intervention and Tech-
nology Assessment Programme, which sets the ben-
efits package; the Healthcare Accreditation Institute,
which accredits public and private healthcare providers;

departments of the Ministry of Public Health, which
are responsible for service quality; the National Health
Commission Office, which supports civil society involve-
ment; and the Thai Health Promotion Foundation, which
supports all sectors in health promotion (101).
However, in many contexts roles across agencies have
been described as unclear (55). For example, when
the social health insurance scheme was introduced
in Indonesia in 2014, implementation was negatively
affected by confusion among the central-level public
purchaser, the Ministry of Health, the District Health
Offices, and local government about who would su-
pervise the central purchaser, who would pay primary
healthcare providers, who would monitor healthcare
providers, and to whom public providers were account-
able (107).

In a context of weak-quality regulation of health facili-
ties in many countries, roles related to the assessment
and assurance of quality standards has become a par-
ticular concern for purchasing agencies (55). A delay
in developing quality standards and regulation by the
Ministry of Health or accreditation bodies can result in
pressure to contract unassessed or even sub-standard
providers, or to force the purchasing agency to devel-
op their own criteria and standards, which may lead
to role overlap and conflict with the Ministry of Health
(55). Delays in the implementation of healthcare pro-
vider information systems can also limit the scope for
the purchaser to monitor quality, or to introduce perfor-
mance-related payments into contracts.

Political interference and vested interests

Concern has been expressed about undue political in-
terference and the influence of vested interests in pur-
chasing and contracting mechanisms (55)(94). Stud-
ies in Afghanistan, in the United Republic of Tanzania,
and in Bangladesh identified political interference in
the selection of areas to be serviced and facilities to
be contracted, and in human resource decisions (94).
Among some of the eastern European and central
Asian countries, powerful, politically connected private
interest groups were reported to have a dispropor-
tionate influence on appointments to the purchasing
agency, increasing the role of private health insurance
companies, biasing the selection of private providers,
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over-pricing tariffs, and pushing for greater deregula-
tion (55). In Nigeria HMO representatives were said to
have had a substantial influence on the development
of a proposed national health insurance scheme (as
described in the section on Foster Relations) (81).
Governance arrangements for purchasing agencies

It is argued that the way in which purchasing agencies
are established and monitored has an important im-
pact on their performance and alignment with health
sector goals (55)(100). Among the eastern European
and central Asian countries in the WHO review there
was consensus on the need for the Ministry of Health
to have stewardship over the purchaser, but for the
purchaser to be an independent legal entity, with some
autonomy over technical and operational matters and
its own budget (55). The appropriate degree of auton-
omy was debated. Excessive external control over the
purchasing agency, particularly where the Ministry of
Health is the owner of public facilities in the purchas-
ing network, was argued to inhibit the development
of strategic purchasing, such as the introduction of
output-based payment strategies, and enforcement
of quality standards (55). On the other hand, subordi-
nation to the Ministry of Health may make it easier to
coordinate purchasing with other health sector strate-
gies. Some interviewees who contributed to the review
also recommended caution about giving the purchaser
a high level of autonomy in countries with low capacity
and weak public financial management (PFM) (55).

The governance structure for independent purchasing
agencies varied among this group of eastern Europe-
an and central Asian countries (55). In some cases, the
chief executive officer (CEQ) and management team
were accountable to a supervisory board, while in oth-
ers they were accountable to the Ministry of Health,
with advisory boards or councils established for con-
sulting stakeholders and advising the Ministry of Health
and the purchaser. The review’s authors concluded that
either model could work (55). However, despite being
more independent in theory, in practice supervisory
boards sometimes lacked effectiveness, partly due to
a cultural context of personalised accountability of the
CEO to the president, bypassing the board (55). What-
ever the governance structure selected, it was argued
that it is important for purchasing agencies to be sub-

ject to a clear accountability framework, specifying the
strategic goals, the governing laws and regulations,
financial controls, transparency requirements, and a
monitoring framework (55). It was argued that senior
purchasing staff should also be protected from undue
political pressure through having civil service status or
through specified appointment procedures and terms
of office (55).

Little information is provided on governance arrange-
ments for purchasing agencies in the rest of the liter-
ature reviewed, an exception being the description of
the establishment of a governing board for the Abia
State Health Insurance Agency in Nigeria (102). It was
noted that appropriate PFM rules were central to ac-
countability but should allow sufficient autonomy and
flexibility to facilitate strategic purchasing (55)(100).
It was stressed that Ministries of Health and purchas-
ing agencies should work closely with ministries of fi-
nance in the design and implementation of purchasing,
to ensure alignment between PFM and public admin-
istration systems and health purchasing mechanisms
(55).

There is unanimous consensus that capacity within
purchasing agencies was frequently inadequate, in
terms of both technical and managerial capacity and
staff numbers, at central and lower administrative
levels (25)(55)(94)(97)(98)(101)(107). This topic is
covered in more detail in the section on Capacity for
Governance.

Finally, a lack of effective engagement with citizens
and patients is highlighted as an important challenge
(101), i—
as cov-
ered in
the sec-
tion on
Nurture
Trust.
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Foster relations is defined as the ‘government has
established inclusive policy processes, in which a
broad range of stakeholders (including the private
health sector, but also other actors) play an active
role’ (3).

The literature covers a variety of approaches to pub-
lic—private dialogue, interaction, and collaboration.
Some studies focus on donor-driven platforms es-
tablished to support the delivery of specific program-
matic objectives (44)(45)(113), such as enhanced
services for maternal and newborn health. For ex-
ample, in Kakamega County in Kenya, a donor-fund-
ed one-year project supported the development of a
multi-stakeholder forum to enable dialogue between
public, private, and non-state actors. This was ob-
served to increase private sector representation in
the county’s strategic planning processes (113). In
cases where policy processes have been led by do-
mestic stakeholders, this has often occurred in con-
nection with the implementation of reforms in which
the private sector is implicated: for example, the
introduction of contracting arrangements (47)(88)
(100)(106)(109), PPPs (38)(43)(69), and regulatory
changes (49)(66)(70).

Most of the engagement structures covered in the lit-
erature focus on health facilities, and in some cases
private health insurance entities/HMOs (and there is
coverage of pharmaceutical manufacturers, though
governance mechanisms for this sector are outside
the scope of this review). In addition, one example
of public—private dialogue focused on telehealth in
the Philippines is covered (114). No examples are
mentioned in the literature about fora for other cate-
gories of private sector stakeholders, such as phar-
macies. In general, there is a lack of detail across the
coverage. For example, there is very little evidence
on the composition of such platforms, the frequency

of meetings, specific remits, or rules/procedures for
management of conflicts of interest.

As noted, many dialogue structures are established
by donors, in support of their programmes. Studies
suggest that donor involvement can generate bene-
fits — especially the financial resources and technical
expertise that donors can provide (109). However,
this can also generate challenges in the long term:
for example, dialogue structures may not be sustain-
able beyond the life of an individual programme (36).
In the Kakamega County case, the role of the donor’s
implementing partner in supporting the stakeholder
forum was found to be critical to its activities, rais-
ing questions about its sustainability in the absence
of such support (113). The evidence indicates the
importance of ensuring that public—private dialogue
is embedded within the domestic policy context.

More generally, public—private dialogue is consid-
ered to be a positive component of governance, be-
ing key for information exchange, building trust, and
balancing interests (36). However, many authors
note the potential for such structures to enable pri-
vate entities with interests in a given policy area to
influence the content of reforms in their favour - in-
cluding in ways that compromise the government’s
strategic objectives (3)(34)(53)(66)(76). For exam-
ple, in Ukraine, private providers have aimed to mod-
ify rules that preclude them charging co-payments
on top of payments made by the public payer (‘bal-
ance-billing’), which, if successful, would be likely to
increase financial barriers to needed health services,
and expose patients to financial exploitation (28).

The dialogue structures covered in the literature
include both for-profit and non-profit actors. It has
been observed that dialogue with for-profit entities
can be complicated: in some cases, it is character-
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ised by low levels of trust, and competitive or ad-
versarial relationships at the national (52) and local
levels (37)(41)(108). It is suggested that dialogue
with non-profit entities, such as FBOs, can be easi-
er for governments, as the public sector and FBOs
are perceived as sharing similar social goals, includ-
ing a commitment to serve poor people (90)(104).
It has also been observed that FBOs' representative
associations tend to be better organised and have a
clearer leadership structure than others — providing
policymakers with a defined point of contact. Histor-
ically, such representative associations have been
less common for for-profits (42). However, in recent
years the number of private sector associations has
grown: for example, over 25 such ‘healthcare federa-
tions’ had been established in Africa by 2022, often
with donor support (36).

It is generally considered desirable for governments
to engage with such organisations, rather than indi-
vidual private actors (42). Alternatively, professional
associations that represent private entrepreneurs/
employees have played this role (49). Howeuver,
where professional bodies exist, they are often un-
der-resourced, and may operate only at a national
level (36).The literature indicates that it can be chal-
lenging to ensure that such organisations are rep-
resentative of the full range of private sector stake-
holders, with small-scale primary care providers,
including those in rural areas, likely to be excluded
(36). More generally, it can be challenging to ensure
that the information, perspectives, and interests of
diverse stakeholders are considered in policy formu-
lation, rather than only those of the most powerful
stakeholders (47)(66). A message that emerges
from the literature is the importance of ensuring that
policy processes are open, inclusive, and transpar-
ent. For instance, where policy dialogue takes place
‘behind closed doors’, this can create risks of state
capture, bias, and corruption (41)(76)(92)(104). This
is a particular challenge in countries where there is
a disproportionate influence of private economic
interest groups spanning multiple sectors that are
well-connected to the political system and/or polit-
ical party financing (the problem of state capture).
Non-transparent influence of such interests (e.g. in

the areas of service provision orinsurance) can result
in undue influence on policymaking, to the potential
detriment of UHC (55). For example, in the domain
of state purchasing/contracting, such influence may
distort policy decisions in relation to, for example,
benefit package design, eligibility criteria, contrac-
tual specifications, pricing, and the regulations, if
any, on co-payments (balance/extra billing) (55). In
Nigeria, HMO representatives, politicians, and senior
bureaucrats with interests in the HMO industry be-
came dominant in policy processes relating to a pro-
posed national health insurance scheme (81). This
allowed HMOs to influence the reform process, such
that HMOs were ultimately given the status of inter-
mediary operators of the scheme, replacing State
Health Insurance Boards, which had initially been in-
tended to play this role. This ultimately led to a loss
of support for the national health insurance scheme
among the states, which, given the decentralised na-
ture of service delivery in Nigeria, undermined its re-
alisation. Overall, the authors concluded that a lack
of deliberate management of stakeholders by policy-
makers enabled elites to distort the policy process
to serve their own narrow interests.

To mitigate such risks, it has been observed that
governments need to develop mechanisms for en-
gaging with the private sector that are broadly rep-
resentative, directed at the public interest, and avoid
conflicts of interest (55). In addition, without the
inclusion of other interests, including inter alia pa-
tients, social insurance recipients, CSOs, etc,, it is
difficult for state authorities to balance legitimate
stakeholder interests. Hunter et al. describe private
sector interest group opposition to regulation of pri-
vate hospitals in Maharashtra in India (49), as de-
scribed above under the heading ‘Regulation’. This
resulted in the Maharashtra government’s failure to
adopt a Clinical Establishments Act, despite this be-
ing a federal act that required adoption by individual
state-level governments. Opposition exerted through
lobbying and other actions (including national pro-
tests conducted by parts of the medical profession)
was cited as the main reason for non-implementa-
tion of the Clinical Establishments Act.
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However, it has also been noted that power imbal-
ances can, in some cases, favour the public sector
vis-a-vis the private sector (38). In Uttar Pradesh in
India, non-state partners, such as NGOs, were includ-
ed in fora, but were not given reciprocal information
or real roles in planning (74). In addition, in the Unit-
ed Republic of Tanzania a lack of effective private
sector representation was reported in district health

governing bodies and strategic planning, to the det-
riment of such actors (69). A separate study on the
United Republic of Tanzania found that private pro-
viders had been included in planning fora, but were
said to feel ‘overpowered by government bodies’,
and to lack trust that decisions would take their in-
terests into account (43).
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Build understanding is defined as ‘government has
taken action to ensure that it has access to compre-
hensive, up-to-date and high-quality data on the op-
eration and performance of the private sector, that
this information is used for strategic and operation-
al decision-making, and that relevant data is shared
with the public’ (3).

Most LMIC governments have limited data on what
the private sector does, for whom, on what terms,
and at what level of quality (115). However, the lit-
erature documents multiple efforts by governments
and other stakeholders (notably donors and their im-
plementation partners) to encourage private sector
entities to provide information. Studies from coun-
tries including India, Burkina Faso, Kenya, Egypt, the
United Republic of Tanzania, and Lebanon document
a range of mandates obliging private facilities and
providers to collect and share data with state author-
ities at the national and sub-national levels (40)(42)
(50)(66)(101).

In many LMICs, licensure and registration processes
generate information on health facilities — including
private facilities. For example, in many countries in
sub-Saharan Africa, master facility lists contain in-
formation on the location, ownership, facility type,
and services offered: for example, inpatient, outpa-
tient, pharmacy, laboratory, etc. (116). However, this
information is not always complete or up to date.
Where this is the case, the scope for more advanced
data collection processes — e.g. inclusion of the pri-
vate sector in national health information systems
(HMIS) — may in some cases be curtailed. For exam-
ple, in Senegal, it was necessary to update and con-
solidate a directory of private facilities by conduct-
ing a private sector census before inclusion of the
private sector in the national HMIS (District Health
Information System 2 (DHIS2)) could proceed (116).

Even where government datasets are reasonably
complete, the format of the information (or updates
to the information) may be non-standardised (as in
Ukraine (28)), in which case it is difficult to aggre-
gate the information to establish, for instance, the
extent of private sector capacity in a given service
area.

In addition to information provided through the li-
censing process, it is common - but not universal
- for the licensing criteria to include a requirement
for the private sector to provide data of various kinds
(115). In particular, in some countries (e.g. Ethiopia),
private facilities are required, as a condition of their
licence, to provide information on matters of public
health importance, including reportable epidemic
diseases, vertical programmes related to (for exam-
ple), HIV, malaria, and TB, and family planning utili-
sation (117).

The literature indicates that reporting on service de-
livery in general can be limited, even in settings in
which the private sector accounts for a significant
proportion of service provision. For example, Gauth-
am et al. (2016) report that in Uttar Pradesh in India
the private sector provides 18% of institutional de-
liveries in the state. However, a health facility survey
carried out during 2013 in 25 districts of the state
reported that half of the 731 mapped private facil-
ities providing institutional deliveries did not main-
tain any relevant records — and thus had no reliable
data to share with state authorities (118).

Many LMIC governments do not have the data they
need to inform their approach to governance (115).
Even where government datasets are reasonably
complete, they are often not organised in a way that
facilitates evidence-based policy analysis and deci-
sion-making (117). In addition, government agencies
often lack sufficient capacity to use the information
in such ways (61).
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One study suggests that, where information sharing
is voluntary, compliance can be variable. For exam-
ple, in India private facilities have been reluctant to
bear the costs of voluntary data sharing require-
ments, resulting in inadequate reporting (68). In ad-
dition, Ministries of Health can support electronic
reporting to a national DHIS2 platform in the private
sector (116).

There is some evidence that the situation is improv-
ing, in part due to technological developments (36).
In many settings, data can be reported electronical-
ly, through DHIS2 modules or other HMIS. Howev-
er, given the challenges and costs associated with
collecting and submitting data, levels of compliance
are usually limited, unless encouraged by financial
incentives: for example, if such information is nec-
essary for reimbursement under state purchasing
arrangements, compliance with reporting rules can
increase substantially (97). Additional pressure to
provide data — or to put in place the digital systems
required to do so — may also come from accredita-
tion processes, which may be linked to eligibility cri-
teria for state purchasing. However, such measures
may generate a material improvement only if a sig-
nificant proportion of private clinics and hospitals
decide to accept state-funded patients (115).

Most countries have limited data on private entities
other than health facilities. However, countries such
as Uganda, Eswatini, and Nigeria have, under donor
influence and for specific programmes, attempted to
extend their information systems to include private
pharmacies, reflecting the significant role played
by such providers in related patient pathways (66).
Yet gaps in data remain, impeding understanding of
care-seeking levels, inequities in care-seeking, and
access to specific sources of care (66).

Data collection challenges are driven by a lack of
trained personnel, high staff turnover rates, the
burden of paper-based reporting (which remains
common in LMICs), and uncertainty and/or misun-

derstanding about the purpose or value of reporting
(37)(59)(111). In many countries, the flow of data
is ‘one way'’: the private sector shares data with the
public sector but does not receive informative data
about their clinic or catchment area in return, partic-
ularly when reporting is paper-based. Standardised
reporting forms are often designed for larger public
facilities that offer a suite of generalised services.
This makes reporting complicated and cumbersome
for smaller facilities (116).

Studies also point to a lack of interoperability be-
tween data systems as akey challenge across LMICs.
One study in China found that the different informa-
tion systems in different hospitals, with non-stan-
dard clinical case records, resulted in diverse data
standards, making data difficult to analyse (119).
The integrity, accuracy, and timeliness of healthcare
data were also difficult to manage. Other data usage
challenges included a lack of standardised quality
indicators (113). In some cases, reports from private
facilities were merged with those from the public
sector at the sub-national level, making it impossible
to analyse the private sector’s contribution separate-
ly in HMIS dashboards or reports (39).

Other challenges documented in the literature in-
clude providers’ perceptions that there are risks as-
sociated with information disclosure (118), includ-
ing the risk of weaknesses in data systems being
exposed, and commercial interests being compro-
mised if, for example, data on service coverage, vol-
umes, and prices are shared. In many such cases, a
lack of trust remains a key barrier to the exchange
of data between the public and private sectors (66).

However, Gautham et al. suggest that, while private
facilities fear information disclosure and the addi-
tional burden of reporting, they are willing to share
data if asked officially, provided the process is sim-
ple and they are assured of confidentiality (118). It
is notable, also, that during the COVID-19 pandemic,
platforms for encouraging increased frequency and
quality of information were achieved in several cas-
es (e.g. in Kenya, according to Tolmie et al. (2021))
(108)(113). This may indicate that the levels of trust



required to facilitate improved information-sharing
can be built under pressures created by health emer-
gencies.

A more comprehensive approach to addressing cur-
rent barriers is proposed by Mangone and Romorini,
who suggest, on the basis of experience in several
countries in sub-Saharan Africa, that a significant
increase in reporting performance among private

sector entities in LMICs can result from a combi-
nation of the following: (i) equitable distribution of
reporting tools for all registered facilities; (ii) flexi-
ble arrangements for submission of paper reporting
forms; (iii) the development of digital reporting tools
to facilitate reporting; and (iv) the simplification of
forms so that they are shorter, less complex, and
more directly reflective of how service provision is
organised in a given service domain (116).
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Align structures is defined as ‘government has estab-
lished the organisational structures required to achieve
its identified strategic goals and objectives in relation
to the private health sector’ (3). This includes the gov-
ernment taking action to ensure alignment and coordi-
nation between the private sector and the public sector
in service delivery, which covers three areas — how the
government acts to:

include the private health sector in all relevant

quality of care initiatives;

include the private health sector in all relevant pub-

lic health programmes; and

ensure that the private health sector is included in

all relevant referral networks (3).

These three areas are described individually in this
section, although they share some overlapping fea-
tures and lessons.

Quality of care initiatives

Support for the use, and enforcement, of clinical guide-
lines, standards, and protocols is one approach that
has been taken to support quality of care in the private
sector. This is often linked to other areas of interven-
tion, such as contracting and inclusion in health insur-
ance programmes and essential healthcare packages.
In the National Health Insurance Fund of the United
Republic of Tanzania and Kenya’s National Hospital In-
surance Fund, for example, contracts include require-
ments to adhere to service guidelines and protocols,
which are then used for assessing claims prior to
payment, and for performance monitoring of provid-
ers through medical audit of claims (100). Regulatory
approaches can include creating and supporting the
work of independent quality regulators (see the sec-
tion on Enable Stakeholders).

The literature also highlights network-based approach-
es, often led by private for-profit or not-for-profit organ-
isations, that provide incentives for quality: for exam-

ple, through social franchising and social marketing
that include training on and monitoring of quality stan-
dards (54)(57)(107). However, as these are typically
not government-led, we do not focus on them here.

To encourage the use of standard treatment guide-
lines and improve access, the inclusion of private pro-
viders in free or subsidised publicly funded training
programmes is common. This arrangement is pre-
mised on the assumption that the main reasons for
inadequate care relate to the inadequate knowledge
of private providers, which can be addressed through
short, focused training sessions (59). PPP focused on
tackling specific issues, such as reducing antimicro-
bial resistance, can also be a vehicle for developing
and applying clinical guidelines to the private sector.
In India, for example, professional societies from both
the public and the private sector were engaged in the
Kerala PPP, which developed state-wide antibiotic clin-
ical guidelines, revised the post-graduate and under-
graduate medical curriculum to include them, and im-
plemented a training programme covering all general
practitioners within the state (120).

Inclusion in priority health programmes

In this section we examine approaches to ensuring
that the private sector contributes to public health
goals, through implementing reciprocal arrangements
within specific health programmes such that private
providers engage in specific services or activities with-
out receiving direct payment but benefit from elements
such as training or the provision of supplies and equip-
ment. These arrangements can be enacted through
memoranda of understanding that are non-binding but
which clearly state the intentions and contributions of
the parties (36).

Many LMICs have established public health pro-
grammes of national importance, and a number of
these programmes engage with private health provid-
ers, as they are often the first point of contact for dis-
eases or prevention services. Many have set up referral
and notification systems from private health providers
to the public sector, especially for infectious diseases
(66). Another common point of engagement is with na-
tional immunisation and family planning programmes,
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which provide commodities and equipment to facili-
tate provision of services, with clear reporting require-
ments (66). These approaches share some features
with the details discussed in the section above, in that
engagement in priority programmes can include ca-
pacity building, monitoring, and also the requirement
to comply with government guidelines (121). Employ-
ment-based occupational health and private health in-
surance can also implement health programmes, link-
ing to national guidelines, as exemplified in Ghana and
South Africa.

Much of the experience of engaging the private sec-
tor in public health programmes relates to TB. In 18
LMICs reviewed by one study (66), national TB control
programmes were noted to most commonly establish
formal partnerships with the private sector. In India,
NGOs can collaborate with the TB programme and
undertake activities as large as running testing labs
or running a sputum collection centre. Private practi-
tioners can refer suspected TB cases for sputum sam-
ples to designated microscopy centres and, if willing,
can act as Directly Observed Treatment, Short Course
(DOTS) providers for patients diagnosed with TB (56).
These partnerships often aim to strengthen the referral
systems between the public, private, and NGO sectors
(linking to the third component of Align Structures, see
below) in order to reach out to more patients and pro-
vide standardised diagnosis and treatment (122). In In-
dia, private providers can get involved in a single activ-
ity or in multiple activities, depending on their capacity
and interest, and the requirements of the programme.
DOTS providers are expected to ensure follow-up spu-
tum collection and late patient retrieval, as well as to
maintain records for patients, and to permit on-site
monitoring by TB programme supervisory staff, as per
their guidelines. Referring providers refer TB suspects
for diagnosis and treatment, irrespective of whether
the client is diagnosed as having TB in a private lab or
not. DOTS providers refer suspected cases and treat
them, receiving an honorarium for each successful-
ly completed case (with the payment depending on
whether the TB is multidrug resistant or not) (122).

Some studies highlight the role of the private sector
in contributing to immunisation programme goals in

disrupted settings, such as Darfur in Sudan (123). For
more than two decades, the private sector in Sudan,
including NGOs and for-profit providers, have worked
with the states’ immunisation programmes, receiving
training in vaccination and disease surveillance and be-
ing incorporated in annual district immunisation plans.
The agreements that the providers enter into with state
governments necessitate that they are licensed (meet-
ing quality standards to obtain and maintain their li-
cence), follow the national immunisation policy and
reporting and supervision requirements, use the vac-
cines supplied by government, and offer vaccinations
free-of-charge. The private sector is fully integrated in
monthly district review meetings, and receives regular
supervisory visits to ensure that quality standards are
met (e.g. in vaccine and cold chain management, and
vaccine administration), along with cold chain equip-
ment in some cases. The providers must submit their
monthly reports to the district immunisation officer be-
fore they can receive the next month’s vaccine supply,
and licences are withdrawn if quality standards are not
met, or if providers are found to have been charging pa-
tients for immunisation (123). Private health facilities
are included in the mapping of services that the im-
munisation programme undertakes each year as part
of the states’ annual needs assessment (123). If gaps
in the coverage of vaccination services are found in a
geographical area, the programme may ask a private
provider to establish immunisation services within its
existing facilities or to set up a new outreach site. The
facilities are then responsible for providing immunisa-
tion services in their designated catchment area — un-
der the supervision of the district immunisation officer
— as well as other routine immunisation programme
activities, such as default tracking and social mobili-
sation. While this process most often involves NGOs, a
few for-profit facilities, such as private maternity hos-
pitals in under-served areas, have also become part of
this collaborative arrangement. In addition to routine
immunisation service delivery, national and interna-
tional NGOs have conducted immunisation campaigns
(e.g. for polio and measles) in conflict-affected areas,
in coordination with the district immunisation officer.
Moreover, several private hospitals and paediatric clin-
ics serve as sites for the country’s vaccine-preventable
diseases surveillance system.
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Similar examples have been identified in Benin, Ma-
lawi, and Georgia, where the Ministries of Health pro-
vide vaccines, injections, and other supplies to private
providers (faith-based, NGO, and for-profit), along with
training and supervision and the requirement for re-
porting on national immunisation programme-support-
ed vaccinations (124). Facilities need to be qualified
and willing to offer the services, and the public sector
must have a defined need for additional access to vac-
cination services. In Georgia, if a health facility wants
to provide vaccination services, it must notify the State
Regulation Agency for Medical Activities and it must
have a vaccination room that meets all of the govern-
mental requirements, such as storing vaccines at rec-
ommended temperatures (124).

There is a smaller literature on engagement in other
health programme areas with target populations, such
as adolescent health. Azzopardi et al. highlight ex-
amples from three countries, including a partnership
between mining companies and the United Nations to
support adolescent reproductive health in Mongolia,
and a partnership between government, an NGO, and
a private mall to provide an adolescent health clinic in
the Philippines (37).

There is now a growing literature on the COVID-19
experience, which looks at the contribution of private
sector engagement, which is seen as one factor sup-
porting effective responses to the pandemic (63). The
Indian federal government constituted a task force on
private sector engagement, which was replicated in
many cases at state level (90). The federal government
developed clinical guidelines and protocols, accredited
private laboratories for testing, prescribed tariffs, and
facilitated access to private healthcare facilities for pa-
tients covered under government-supported insurance
schemes. The federal government also focused on
mobilising the private sector to improve the supply of
COVID-19 tools, as well as co-investment in research
and development for vaccine development (90).

Referral systems
Much of the discussion of referrals in relation to gov-
ernance of the private sector relates to managing re-

ferrals from the public sector to the private sector -
and the potential for this to be distorting, corrupting,
and profit-maximising (68). Studies also focus on the
management of referrals within private networks: for
example, in India and Mexico (112).

As described above, encouraging referrals from private
providers is a key component of some of the strategies
for engaging private providers in vertical programmes.
Of 18 LMICs studied, seven included private sector re-
ferral policies for TB, compared to six for immunisa-
tion and four for malaria (2). One study reported on a
training programme with private pharmacies in Viet
Nam to deliver reproductive health services for youth
and to identify possible TB cases. PATH and the Minis-
try of Health established a referral system between the
private pharmacies and local health facilities through
referral slips or coupons, and regular workshops were
organised to promote healthcare networks (10). How-
ever, studies examining approaches to improving pri-
vate sector integration into public referral systems (be-
yond the vertical programmes described above) are
limited.

Evidence on the effectiveness of approaches is limit-
ed, and most of the studies focus more on technical
lessons relating to the mechanisms, rather than on the
governance of these mechanisms.

Quality of care initiatives

In many contexts, clinical guidelines, standards, and
protocols are part of a wider legal and regulatory
system for licensing and accreditation, which also in-
cludes continuing professional development. Evidence
on the effectiveness of these wider interventions is
considered under the Governance Behaviour, Enable
Stakeholders. Quality criteria relating to healthcare
processes are noted to be generally absent, though
some countries, such as South Africa, have introduced
comprehensive quality criteria that are applicable to
both public and private facilities (18). However, if there
is no routine process of inspection or monitoring, the
incentive to comply with evidence-based guidelines is
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limited or negligible (28).

Inclusion in vertical programmes

The case studies of private sector contributions to
immunisation in Malawi, Benin, and Georgia (124)
revealed that service quality at private facilities was
mixed, a finding that is similar to the findings of oth-
er studies on private sector vaccination. The three
countries varied in how well the Ministries of Health
managed and supervised private sector services. The
majority of private facilities reported that they stored
vaccines, ranging from 60% in Benin to 98% in Geor-
gia. Among the private facilities that stored vaccines,
most had cold chain equipment that met the nation-
al standards. The percentage of facilities that did not
meet standards was lowest in Benin (17%) and highest
in Malawi (29%), and waiting times at facilities were a
source of dissatisfaction among clients.

Private providers have made an important contribution
to Sudan’s improved vaccination coverage, which went
from 62% for diphtheria-tetanus-pertussis third dose in
2000 to 95% for Penta3 in 2017 (using WHO-UNICEF
estimates). Moreover, private facilities in Sudan partic-
ipate in ‘cost sharing’, by providing the venues, health
personnel, and some of the cold chain and running
costs. Without the private sector, the government
would need to significantly increase its capital invest-
ment in health facilities and recurring personnel cost,
to fill gaps in services, especially in states like Khar-
toum (123). Private health providers of immunisation
services are seen as critical in filling the gaps in gov-
ernment services in hard-to-reach or conflict-affected
areas and among marginalised populations in Sudan,
and thus in reducing inequities in access (Ahmed et
al., 2019). At the time of the study by Ahmed et al.
(2019), 55% of private health facilities (411 out of 752)
provided immunisation services, with 75% (307 out of
411) based in Khartoum state and the Darfur region.
In 2017, private providers administered around 16% of
all third doses of pentavalent vaccines to children. It
is believed that private health facilities have leveraged
this partnership with the federal and state immuni-
sation programmes to promote their health services,
and subsequently increase their client base. However,
there have been no studies or evaluations to substanti-

ate this assertion (123).

In one study of adolescent health services (37), the pri-
vate sector was perceived as enabling improved and
reliable access to commodities, such as contracep-
tion. Improved physical facilities and environments of
private clinics were identified, particularly in Mongolia.
Some participants in the study identified the private
sector as being ‘closer’ to adolescents, and therefore
in a better position to advocate for their needs. Partic-
ipants across countries also identified that the private
sector could provide services (such as contraception
and testing/treating for sexually transmitted infections
and HIV) that were more accessible and efficient, and
less judgemental, working through schools and other
settings that adolescents frequent. The private sector
was able to fill gaps in public care, in staffing, skills, and
technology, but also to address needs that the public
sector was restricted in tackling (e.g. in the Philippines
a Temporary Restraining Order prohibited the public
sector — but not necessarily the private — from provid-
ing contraceptive pills and implants). For the private
sector, strengthened linkages with the public health
system were seen to improve their public image and
potentially increase corporations’ market share. For
private clinicians, stronger engagement with the public
sector was seen as a means of recognising their role in
and contribution to adolescent health, and of improv-
ing the quality of care they provided through linkages
with broader services, but also access to training and
guidelines (37).

In relation to the COVID-19 response, Thailand’s en-
gagement of the private sector was facilitated by a
near-seamless integration of public and private care
prior to the pandemic (63). Building on previous expe-
rience with SARS-CoV-1 and other infectious disease
outbreaks, the country’s Ministry of Public Health
moved quickly to expand its cooperation and capaci-
ties across government ministries and the private sec-
tor. For instance, the Department of Disease Control
produced guidelines and a protocol for case manage-
ment that applied to both public and private hospitals.
As part of this, private hospitals were required to report
cases daily to the Centre for COVID-19 Situation Ad-
ministration, chaired by the Prime Minister.
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In other countries (Bangladesh, Nepal, and Sri Lan-
ka), the pandemic exposed limited public—private en-
gagement and governance mechanisms (63). In these
cases, engagement of the private sector appeared to
have been hampered by a lack of trust as some govern-
ments initially refused to allow private hospitals to pro-
vide COVID-19-related care, due to fears of profiteer-
ing. However, with a surge in demand and low testing
rates, many governments were left with little option but
to engage the private sector to expeditiously expand
access by leveraging existing private testing and treat-
ment facilities and resources. In Bangladesh, Sri Lan-
ka, and Nepal, a small number of private hospitals were
allowed to provide COVID-19 testing, subject to tight
restrictions, and this number gradually expanded over
time. In India, reports suggest that the state’s ability
to engage private providers was constrained by limited
regulatory and purchasing capacity. Despite this, the
national flagship health insurance scheme AB-PMJAY
vastly increased the number of hospitals empanelled
under the scheme to provide free COVID-19 tests and
treatment. The National Health Authority introduced a
Hospital Empanelment Module Lite, a new online sys-
tem for rapidly on-boarding hospitals. Of the total facil-
ities (20, 257) empanelled under the scheme in 2020,
40% were private for-profit and 4% were private not-for-
profit entities.

Relatively little information was identified on adher-
ence to regulations around referral practices and
emergency care (see also the section on Enable Stake-
holders). One study in the United Republic of Tanza-
nia noted that private facilities often bypassed estab-
lished referral systems and failed to follow regulations
on treating emergency patients, regardless of their
ability to pay, citing resource constraints (43). Equally,
in India, the Karnataka Private Medical Establishments
Act says that no private health facility can insist on
advance payment for initiating emergency treatment
and, in the event of the death of a patient, must hand
over the body of the deceased immediately without a
demand to pay the dues; however, this has been hard
to enforce (68).

Quality of care initiatives

Enabling factors for ensuring compliance with clinical
guidelines and standards overlap with those of regu-
lation, in terms of incentives, subsidies, and sanctions
(such as disclosure for poor performers) (53). In regard
to the ongoing Kerala Antimicrobial Resistance Strate-
gic Action Plan, it is highlighted that the intensive co-de-
velopment and implementation process is contributing
to its success, along with engaging multiple partners
and champions at multiple levels, including from the
private sector (120). The engagement of private hospi-
tals, professional bodies, and medical colleges is high-
lighted as an important part of the action plan. These
partners in turn are tasked with sensitising medical
practitioners, pharmacists, and other stakeholders re-
garding the short-term and long-term objectives of an-
tibiotic stewardship. Key strengths of the PPP include
the collaborative work of 18 professional medical soci-
eties to formulate clinical guidelines on antibiotic pre-
scription. Training curricula have also been developed,
and a task force constituted to monitor the ongoing
work. In addition, the authors highlight the importance
of structural measures to ensure accountability. Ca-
pacity building at both public and private institutions
is seen as important in order to address practical im-
plementation challenges, and sharing of best practices
though international and national platforms is high-
lighted as a key to success (120).

The main challenges noted for this initiative include
the following: the effort required to bring the various
groups (public and private) together; initial criticism of
the initiative, as there was no data to support the cause;
changes in political leadership, which have delayed the
programme; a lack of dedicated funding; and a lack of
dedicated staff in the public and private sectors to work
on the initiative (120).

Inclusion in priority health programmes

While the government is responsible for setting policy
and norms for vaccination, it can improve public—pri-
vate engagement by involving private sector providers
in decision-making on policies that affect vaccination
programmes (124). For example, private sector provid-
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ers can be invited to participate in discussions about
vaccination policy, paediatric association meetings,
or during training sessions. The experience of Sudan
demonstrates the importance of making private pro-
viders feel that they are part of, or have ownership in,
the delivery system, and are accountable to it, through
taking part in regular planning, training, review, and
decision-making activities, to ensure their compliance
with immunisation guidelines and the overall quality of
services (123). In Sudan, for-profit providers and NGOs
were represented on both state-level technical immuni-
sation committees and health coordinating task forc-
es. Representatives of national and international NGOs
served on the country’s Interagency Coordinating Com-
mittee/National Health Sector Coordinating Commit-
tee, which oversees immunisation activities at the na-
tional level, while the national immunisation technical
advisory group included representatives of profession-
al associations (123).

High-quality data on adolescent health needs, as well
as on sectors, their current activities, and their capacity
to respond, have also been identified as important for
informing effective partnerships in adolescent health
(37).

To ensure that private providers are offering quality ser-
vices, governments should guarantee adequate train-
ing on improving vaccination service delivery in private
facilities (Levin et al., 2019). It is particularly important
that they provide clear guidance on how to purchase
appropriate cold chain equipment for vaccine storage,
and information on how to maintain the cold chain. To
the extent possible, national improvement plans should
also frequently supervise the private facilities that pro-
vide vaccination services, to ensure high-quality ser-
vices. Governments should engage in monitoring the
quality of private sector service provision by requiring
annual licensing, or at least some type of monitoring of
quality metrics that is tied to government provision of
vaccines (124). It is also important to monitor charging
by providers, to ensure that households are not being
charged for national vaccination services (123).

Across all programme areas, having clear incentives
for all actors involved is identified as foundational (37).

These incentives may be different for different sectors,
but nonetheless they need to be articulated. In Ethiopia,
for example, some for-profit providers showed a lack of
enthusiasm in continuing certain services, such as TB
treatment, due to a perceived lack of incentives. The
implementation of the Public—Private Mix (PPM) TB
guidelines initially provided opportunities for capacity
building and attracting more patients to private health
facilities, but additional costs and uncompensated
staff time may have discouraged the long-term reten-
tion of TB patients (39). Delays in funds and lack of rec-
ognition of their contribution are demotivating, as high-
lighted in relation to NGOs working on TB in India (122).

Challenges in accessing training for adolescent health,
and difficulty in accessing regulations and policy doc-
uments relating to it, have been highlighted as barriers
for private providers in a number of settings (37).

Referral systems

No studies were identified which discuss enablers of,
and barriers to, strengthening the role of the private
sector in referral systems.
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Nurture trust is defined as ‘government takes action to
safeguard 'patients’ human rights, health and financial
welfare in relation to their interaction with the private
sector’ (3).

A range of mechanisms have been used to strength-
en the voice of the public in private sector governance,
to address patient complaints, and to provide oppor-
tunities for legal redress. Many of these mechanisms
concern accountability across both the public and pri-
vate sectors, although some are specific to the private
sector.

In some cases, these mechanisms are underpinned
by patients’ rights charters or laws (66)(70)(105). For
example, the Indian federal government developed a
Charter of Patients’ Rights encompassing 17 rights,
including the right to a second opinion, to transparen-
cy in fee rates, to choose the source when obtaining
medicines and tests, and ‘to be heard and [to] seek re-
dressal’ (49).

Opportunities for patient voice may occur through
participation in annual general meetings of social in-
surance organisations, by including patient represen-
tatives on hospital boards, or through other public
consultation fora, such as Thailand’s National Health
Assembly (60)(64)(71)(95). Gatome-Munyya et al. re-
port that in several African countries members of the
public have been consulted in the design of purchas-
ing arrangements, including benefits specification,
selection of providers, and performance monitoring
(95). For example, in Kenya the Health Benefits Advi-
sory Panel included patient groups (100). Other patient
voice approaches include patient feedback surveys or
review apps (95)(97).

Patients can make complaints and seek their resolu-
tion through various structures. This may involve con-
tacting the healthcare provider or insurer concerned

directly, or it may involve external bodies, such as pro-
vider organisations or regulators, sometimes through
a telephone hotline or patient complaints portal (51)
(96). For example, in Brazil there was a complaints
procedure for users to raise concerns about health in-
surance companies, which the regulator was required
to respond to (125). In some settings complaints are
addressed through a hospital ombudsman or ombuds
office (2)(66)(105). For example, in Malawi in 2018 the
Ministry of Health created a new role of hospital om-
budsman in public hospitals and in hospitals run by
FBOs (110).

Patients may also choose to address their grievances
through the legal system by suing providers in con-
nection with adverse experiences and outcomes (51)
(57)(60). There have also been cases of medical negli-
gence suits being brought through suo motu action by
legal courts as a result of judicial activism: for exam-
ple, in Pakistan (62).

The identification in the literature of examples of pub-
lic voice and complaints mechanisms that were per-
ceived as well-functioning was relatively rare, with
concerns that appropriate mechanisms were often ab-
sent, non-functional, or not trusted, or that they had low
levels of public participation (50)(70)(121). In Brazil
‘health councils’ at federal, state, and municipal levels
were said to have been unable to address inequalities
in access and quality, despite having 50% beneficiary
membership (84). Low and diffuse public participation
was also noted in social accountability mechanisms
relating to Brazil's private health insurance market, in
contrast to the active and organised participation of
insurance agencies and healthcare providers (126).
In Malawi there was little public awareness about the
charter of patients’ rights, and any implementation of
these rights was described as ad hoc (110). In Mongo-
lia it was reported that the Consumer Rights Protection
Law 2003 covered only basic consumer rights, without
any specific rights related to health, and it was report-
ed that although the law gave consumers the right to
seek redress, there was no health sector mechanism
in place to facilitate this (72). Hanson et al. drew on ex-
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perience with purchasing mechanisms across multiple
countries to argue that, while citizen and civil society
representation can help take account of beneficiary
preferences, in practice engagement is often ad hoc
and ineffective: one example being a complaints and
feedback telephone number for Kenya's National Hos-
pital Insurance Fund that was not functional (101).

Some notable exceptions appear in the literature, with
some cases of positive experiences being reported. In-
donesia’s LAPOR! (REPORT!) platform was reportedly
widely used by citizens to voice their views and submit
complaints about public services, including health, and
was said to provide a means to monitor performance of
government authorities (65). In Thailand the annual Na-
tional Health Assembly was described as a ‘participato-
ry governance mechanism’, which provided a forum for
the public to voice concerns and influence policy. Harris
and Maia argue that the Assembly has constrained the
influence of the private sector on policy, for example,
leading to the elimination of a tax subsidy for private
hospitals that was perceived to undermine the national
healthcare system (73). Thailand was also said to have
robust systems for involving patient interest groups on
particular diseases, and a well-functioning telephone
helpline for social health insurance members (101).

Experience with legal redress is variable across coun-
tries. In some contexts, consumer litigation has be-
come a prominent regulatory tool (49), with a medi-
co-legal fraternity developing in countries such as India
and Thailand, in line with that observed in the United
States (62). In India, the application of consumer pro-
tection laws has been said to be a significant concern
for private healthcare providers, and many complaints
have been lodged under the 1986 Consumer Protection
Act (47)(65).

While litigation provides financial redress for some pa-
tients, a number of potentially negative consequences
are also noted. Fear of being sued could lead to increas-
ingly precautionary and ‘defensive’ medical practices,
with incentives to over-test and over-intervene pushing
up costs for patients (47)(60). It has also been argued
that such mechanisms emphasise individual rights and
claims, potentially side-lining considerations of social

equity (49).

In the absence of effective mechanisms for redress,
patients and their families may use more direct routes.
Disgruntled users may share their grievances through
social or press media, and, worryingly, violent attacks
on healthcare workers have become a concern, with
examples cited in the literature from India and Yemen
(47)(50). In 2019 doctors in India even went on strike
to protest against this violence, and some have felt the
need to enhance security at their facilities (49).

An underlying barrier to public accountability in health-
care is the inherently imperfect and asymmetric infor-
mation held by providers and patients, with patients of-
ten lacking good-quality information or understanding
about the need for and quality of healthcare (53). In ad-
dition, patients often have limited information on their
rights, on healthcare regulations, and on the account-
ability mechanisms that exist (101). To counter this,
it has been argued that there should be a concerted
effort to inform the public about rights and regulations
(65). For example, in the Indian State of Karnataka
the Private Medical Establishments Act requires that
health facilities display the patient rights and responsi-
bilities charter and contact details of the facility owner
(68). Information on care quality can also be provided
to users through facility scorecards or surgical out-
come comparisons, though their use in LMIC contexts
is still limited (2)(57).

It can be particularly challenging to reach the poorer
and more vulnerable consumers with enhanced in-
formation (53), and these consumers may also lack
physical access to accountability mechanisms. In Ye-
men it was found that most complaints mechanisms
were centralised at the Ministry of Health, and it was
unclear how accessible they were to the vast majority
of the rural population (52). A potential solution where
rates of internet access are high is to take the mech-
anisms online. Indonesia has used a platform known
as eParticipation to engage citizens in regulatory activ-
ities across multiple sectors, with the aim of increasing
transparency and inclusiveness, as well as using the
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online LAPOR! platform described above for managing
complaints (65).

CSOs, NGOs, and patient groups can also play a key en-
abling role in representing a diffuse public, facilitating
interaction between community members, healthcare
providers, and government, and in some cases they
have been given official monitoring roles (2)(95). How-
ever, there is considerable variation in how well differ-
ent communities are represented, and the capture of
such mechanisms by local elites is possible (53).

The independence of complaints procedures is also
mentioned in the literature as having a potential influ-
ence on the effectiveness of mechanisms. For exam-
ple, in Malawi it was seen as an advantage that hospital
ombudsmen were new recruits and not current or pre-
vious Ministry of Health staff, thus implying a degree
of impartiality, but this was felt to be limited as they
still reported to the District Health Officer, meaning it
was ‘very difficult for the subordinates to play watch-
dog over their seniors’ (110).

Legal redress requires that citizens have sufficient re-

sources to pursue claims, or that class action is possi-
ble, and is dependent on relating cases of harm to spe-
cific health products or services (53). India’s Consumer
Protection Act is designed to enable accountability be-
cause it operates through dedicated district-level con-
sumer courts, which should have resulted in quick and
local resolution of consumer complaints (62). Howev-
er, in practice the process could be lengthy and costly
for consumers, with some arguing that outcomes were
weighted in favour of the clinicians (57)(65).

While the Thai examples of public accountability mech-
anisms were described as being well-functioning and
effective (see above), the papers in the review provided
little detail on why these mechanisms had worked well.
However, their very existence and the commitment to
their functioning perhaps reflects the sustained politi-
cal commitment to a predominantly publicly financed
and provided health service, and to UHC, in Thailand, as
well as reflecting the Ministry of Health's willingness to
take on the role of ‘arbiter’ between the interests of the
private sector and civil society (73).




o 3 Results

A strong theme that emerges across all of the Gover-
nance Behaviours is the capacity of both the public
and private sectors to effectively operationalise gov-
ernance mechanisms, with the skills and human and
financial resources for governance within the public
sector almost always described as inadequate.

Specific skills and knowledge mentioned as necessary
for contracting include legal, contracting, clinical and
financial risk management, claims data analysis, clini-
cal coding and pricing, contract management, and per-
formance monitoring and enforcement (34)(40)(43)
(45)(54)(60)(66)(79)(96)(101)(104)(105)(122)(123). A
2015 review of reviews across Asian-Pacific coun-
tries found that public sector governance capacity
was inadequate, despite it being a key factor in the
operation and success of voucher schemes and pur-
chasing arrangements, particularly when rolled out
at scale (25). Similarly, a 2018 study looking at con-
tracting of non-state providers across Africa, Asia,
and eastern Europe found that government’s capaci-
ty to monitor contractual arrangements is critical for
the success of contracting and, without this, these
arrangements can experience many of the resource
and management challenges of public sector deliv-
ery (94).

Specific skills mentioned in relation to regulation
and accreditation include facility registration, facil-
ity inspection, accreditation and enforcement (42)
(68)(72)(102)(110)(129), and quality improvement/
assurance (43)(45)(102)(129). A 2017 study looking
at the emergence of private hospitals in a post-Sovi-
et mixed health system found that the government’s
lack of technical and financial resources to conduct
a facility needs-based assessment resulted in du-
plication of providers and services, particularly in
urban areas where facilities were more financially
viable. This lack of capacity, together with perverse
incentives, saw a concomitant shift towards more
expensive inpatient care (46).

A WHO review of governance for strategic pur-
chasing across 10 countries in eastern Europe and
central Asia that have undergone health financing
reforms highlights that in addition to the technical
and analytical skills mix listed above, higher-order
management and leadership skills are also import-
ant enablers for governance across both the public
and private sectors, such as the ability to weigh up
options and make good-quality decisions, and the
ability to innovate and manage change (55).

The literature focuses not only on the human re-
source skills required, but also the underlying or-
ganisational processes, systems, and standard
operating procedures needed to enable regulatory
mechanisms (34)(40)(41)(43)(45)(101)(105)(123).
A 2011 review across 45 sub-Saharan African coun-
tries found that while most countries had explicit
policies in relation to the private sector, the majority
of these countries did not have the capacity for pol-
icy implementation, or to enforce regulation (42). A
recent 2022 landscape analysis across five African
regions found that the public sector lacked techni-
cal skills in drafting private sector policy, but that
even where such a policy existed, it had not been
implemented, monitored, or evaluated (36). The re-
view found stronger public sector capacity to govern
the private sector within some vertical disease pro-
grammes, supported by additional resources from
external funding. Although these programmes were
found to fragment service delivery, the finding does
suggest that capacity may manifest with focused
implementation and ongoing monitoring support,
as well as additional financial and human resources
(36). This is borne out by a similar finding from a
WHO landscape analysis of countries with well-de-
veloped engagement with the private sector, noting
that programme-specific learnings could be applied
to system-wide initiatives (2).

In addition to a lack of skills and organisational pro-
cesses, common public sector capacity challenges
include high staff turnover, the lack of succession
planning, and the loss of institutional memory (66)
(105). For example, an Indian case study looking at
sub-national implementation of private facility regu-
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lation found that government officials shifted posi-
tions frequently, and the loss of institutional knowl-
edge, especially in the absence of regular training
on the implementation of the regulation, meant that
newly appointed staff were left to ‘learn on their own’
(68).

The literature highlights that local public actors face
a number of specific challenges when operationalis-
ing governance in decentralised contexts. One issue
is the lack of appropriate skills at the local level: in
the United Republic of Tanzania responsibility for
service agreements with FBO facilities rested with
district authorities but their staff were said to lack
the ability to oversee the delivery of quality health
services in the contracted hospitals (109). In Brazil
it was argued that local public managers should be
recruited and trained to ensure they have a good un-
derstanding of contracts, and the ability to discuss,
debate, and question the relationships with the pri-
vate sector (128). Local regulatory entities, although
empowered to regulate, almost always report insuf-
ficient human and financial resources to effectively
implement, monitor, and enforce private sector regu-
latory mechanisms (2)(5)(50)(52)(68)(71)(74)(104)
(116). Another challenge is insufficient or absent
training on the policy or regulation itself: local actors
are distanced from the policy intent, are not involved
in policy development, and sometimes do not even
clearly understand policy objectives, and they are
not in themselves regulators but rather administra-
tive or clinical staff, and hence may not be invested
in the policy, or have little incentive to be invested in
it (2). This distance may also render local actors vul-
nerable to undue influence from local relationships,
which are far more ‘present’, and may result in power
imbalances during contracting and compliance, as
discussed in the section on Foster Relations (2)(53)
(56)(71)(116). An evaluation of regulatory failures
in two Indian states recommends the separation of
the public health and regulatory functions at the lo-
cal level, as they require distinct skill sets, as well
as a fundamentally different relationship with local
providers (67).

Capacity constraints also affect private sector ac-

tors themselves, and their ability to engage with
governance mechanisms. Private sector capacity
challenges are most often described in the litera-
ture in relation to small, individual, or rural providers,
who lack the financial and time resources to com-
ply with regulatory requirements (2)(9)(53)(96)(104)
(123). These private providers report not receiving
training on government reporting systems and pro-
cesses, and lack the capacity to collect, maintain,
and share mandatory data with regulators (38)(104)
(125). Experience in Ethiopia indicates that despite
public-led training of private facility staff in clinical
and administrative procedures, ongoing mentorship
and ‘supportive oversight’ was required (39). Simi-
larly, in Kenya a national quality improvement and
accreditation programme reported that facilities
needed training on the accreditation framework, and
additional guidance throughout the process (129). A
donor-funded initiative in Kenya sought to address
this through the use of intermediary organisations
to assist less formal private providers to navigate
onerous National Health Insurance Fund accredita-
tion requirements (107). A 2021 qualitative evalua-
tion found these organisations helpful in reducing
‘street-level bureaucracy’ and improving efficiency
and consistency in application (107).

Historic mutual mistrust between the sectors and
a lack of collaborative capacity emerges within and
between both the public and private sectors (38)(46)
(104). An Ethiopian case study highlights that despite
required skills, processes, and resources, intentional
efforts and ‘persistent advocacy’, supported by a do-
nor-funded public—private engagement programme,
was still required to pursue activities that required
working together, to start shifting perceptions (39).
A study in Kenya evaluated a facility inspection re-
form and found that in addition to the inspection
tools, operational processes and skills, ‘Cultural, re-
lational and institutional “software” are also crucial
for legitimacy, feasibility of implementation and en-
forceability, and should be carefully integrated into
regulatory reforms’ (91). Effective governance was
reported as requiring trust, cooperation, and collab-
oration capacity not only across the sectors but also
between the different health and financing agencies,
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networks, civil society, and communities (23)(65).
An Indian case study recommends that implemen-
tation of cross-sectoral regulation with a diverse set
of stakeholders should be accompanied by informa-
tion sessions for public sector staff to explain the
objectives of the regulation and foster collaborative
capacity (68).

At one time there was a strong emphasis on creat-
ing PPP units within Ministries of Health, and these
were set up in multiple sub-Saharan African coun-
tries and Afghanistan, mainly during the 1990s and
2000s, though in Ethiopia this occurred as recently
as 2018 (37)(39)(116). PPP units typically comprise
three to six staff, with expertise in business, law, or
economics, serving as a focal point for engaging the
private sector, and as an internal Ministry of Health
resource for data, technical assistance, capacity
building, and general oversight of private sector en-
gagement (121). In Ghana a PPP unit was set up at
municipal level (38). In the United Republic of Tan-
zania it is argued that the national PPP unit led to
strong technical coordination of PPPs (69). Howev-
er, in some cases the units are said to be small and
under-resourced (34)(36). In Ghana, the unit was
reportedly positioned at a low level in the adminis-
trative hierarchy and was said to lack sufficient staff
and funding (38). In Ethiopia stakeholders noted
that the PPP unit was not integrated into the Minis-
try of Health organogram, nor well-coordinated with
private sector engagement activities in specific dis-
ease areas, meaning that the approach to the private
sector remained fragmented (39). ‘While some au-
thors continue to advocate for the establishment of
such units (45), there is increasing emphasis on the
role of designated agencies in handling healthcare
regulation, accreditation and/or strategic purchas-
ing’ (70)(97). Several papers stress that these agen-
cies should be strong and have clear independence
from the Ministry of Health, to avoid ministerial in-
terference, and conflicts of interest where the bodies
are responsible for governance of/purchasing from
public as well as private facilities (43)(45)(70)(97).

Efforts to enhance governance capacity described
in the literature generally involve some kind of do-

nor-supported technical assistance programme. Na-
tional programmes to strengthen governance with-
out donor support are not described in the literature,
though this could be because externally funded
programmes have greater resources for evaluat-
ing and writing up their work. Four donor-support-
ed programmes are described. In Afghanistan, the
Ministry of Population Health’s and private associ-
ations’ stewardship-building activities were largely
supported by external aid agencies (mainly USAID).
This included subsidising salaries, equipment, and
communications, training programmes and operat-
ing costs, as well as technical assistance and train-
ing (41). In Ethiopia the USAID-funded Private Health
Sector Programme implemented a series of PPP
projects from 2004 to 2020, including in the areas
of TB, malaria, HIV/Aids, and family planning (39).
Cisek et al. describe the implementation of the ‘total
market approach’ to strengthen governance practic-
es across family planning services in Mali, Uganda,
and Kenya (44). The approach emphasises multi-
sectoral coordination and private sector engage-
ment, and has been supported in several contexts by
USAID, the United Nations Population Fund, and the
government of the United Kingdom of Great Britain
and Northern Ireland. (44). Finally, the Strengthen-
ing Mixed Health Systems project was implement-
ed in Kakamega County in Kenya, with funding from
MSD for Mothers, with the aim of ‘integrating quality
private maternity care into government stewarded
health systems’ (113). Interventions included the
formation of a private sector association, setting
up a stakeholder forum, increasing private sector
representation in county planning, and building the
capacity of the County Health Management Team to
engage with the private sector (113).

All four of the aforementioned papers describing do-
nor support to capacity report improvements in var-
ious dimensions of governance, as well as ongoing
challenges (it is notable that the authors of at least
some of these papers are from the technical assis-
tance teams implementing the projects). None of
the papers provide information on the cost of the ca-
pacity strengthening activities or the impact on UHC
outcomes. Concerns are raised about the vulnerabil-
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ities to reductions in aid which such donor-funded
activities could engender (41). In Ethiopia, the fed-
eral and regional governments faced challenges in
independently implementing and effectively engag-
ing the private sector at a large scale without donor
support (39). Concerns have also been raised in the
literature about the degree of public ownership in
governance strategies that have had strong external
input, as highlighted in the section on contracting.

Whilst donor-funded initiatives may have had some
success in increasing government capacity, in

LMICs the cost to fully capacitate government en-
tities to effectively govern the private sector may be
prohibitive. This has led to proposals for, or de facto,
reliance on alternative approaches, such as self-reg-
ulation, consumer-based regulation, incentives, and
subsidies (see the sections on Enable Stakeholders
and Nurture Trust), as well as taking advantage of
possible regional regulatory capacities, while rec-
ognising that large-scale public health application
of such alternative mechanisms will have their own
capacity requirements, and may not be feasible in
low-income contexts (16)(51)(57).

A strong theme that emerges across

all of the Governance Behaviours

is the capacity of both the public

and private sectors to effectively
operationalise governance mechanisms
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This review aimed to synthesise the literature on gover-
nance of the private sector in mixed health systems in
LMIC contexts. Its objectives were to describe the ap-
proaches that have been used under each of the WHO'’s
Governance Behaviours, assess the available evidence
on their effectiveness, and synthesise the literature on
the enablers of, and barriers to, their effective imple-
mentation. In this discussion section we first consider
the strengths and limitations of our review methods,
before turning to an assessment of the nature and
quality of the literature identified. We then summarise
our findings in relation to each of the Governance Be-
haviours, before concluding with the key cross-cutting
lessons for those involved in governance.

A strength of the review was the inclusion of a very wide
range of literature in terms of study design, data collec-
tion methods, types of private sector actors, and both
journal articles and grey literature or reports. While it
is common for reviews to involve tighter methodologi-
cal inclusion criteria, for this topic we were aware that
valuable evidence may come not only from rigorous
research studies but also from outputs that describe
practical policy implementation, or that reflect and syn-
thesise the views and experiences of actors who have
been directly engaged in the practice of governance.

A principal methodological challenge for the review
was defining the boundaries of the topic area. The
term ‘governance’ has multiple definitions. In the con-
text of the private sector in mixed health systems, it
can be considered very broadly to cover anything that
state authorities do to influence the operation and
performance of the private health sector (including
the specific policy mechanisms employed to do so),
or more narrowly as high-level oversight of these ac-
tivities. This means that it is hard to draw the bound-
ary between what falls strictly under ‘governance’ and
what falls under a potentially broader understanding of
‘private sector engagement’. This inclusive approach
to study selection presented some practical challeng-
es, particularly for reviewing the Enable Stakeholders
literature on regulation and contracting, as these are
two extremely broad areas that could merit multiple in-
dividual reviews on aspects of these topics alone. To
maintain feasibility, we drew where possible on exist-
ing literature reviews or evidence syntheses on these
topics, while also including individual empirical papers
to elaborate key issues.

A second methodological challenge was that the na-
ture of the topic and terms used in relation to gover-
nance meant that it was not possible to define a very
specific, well-targeted search strategy. In fact, using
terms related to the two domains of ‘private sector’
and ‘governance’ led to the initial identification of over
11,000 articles. We considered restricting the search
by also requiring at least one mention of terms relat-
ed to specific Governance Behaviours but found that
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this led to the omission of some key documents. We
employed machine learning technology to order the
screening of the papers, meaning that in practice we
manually screened 2,052 articles. We cannot rule out
the possibility that relevant articles were not screened
before our stopping rule was reached but note that we
supplemented database searches with articles identi-
fied by key informants who are well-versed in the gov-
ernance and private sector literature, leading to some
degree of confidence that the most significant articles
have been included.

The literature has considerable breadth, particularly
geographically, and covers a high number of different
LMICs, and with at least some literature on most types
of private actors in the financing and service delivery
domains, though the main focus was on health facili-
ties. Some gaps were notable. There was very limited
evidence on governance of the private sector in fragile
and conflict-affected states. Some topics were rela-
tively under-covered, particularly regulation of private
health insurance, taxation policy, and public account-
ability mechanisms, though these could all be extreme-
ly important governance levers. It was also notable
that there was little coverage of more recent market
developments, such as telemedicine, perhaps reflect-
ing the fact that these developments typically precede
the strategies to govern them (131), which may there-
fore be in their infancy in many LMIC settings. Exam-
ples include medical tourism, digital health, growth of
chain providers, and private equity investment in the
health sector (51)(127). It is also worth noting that in
drawing on the literature (rather than, say, key infor-
mant interviews), the findings may reflect practices at
the time of the studies, which go back to 2010, and
may miss some of the most recent developments and
innovations that have not yet been written up.

An important observation concerns the nature of the
methods used in the papers, and the nature of the ev-
idence produced. We did not perform a formal quality
assessment of articles to determine their inclusion,

as we wanted to be as inclusive as possible of differ-
ent approaches to this topic, and different disciplines
(which have different reporting customs), and to en-
sure we included the perspectives of those actually
involved in policy and practice, even where these were
not based on formal research approaches. However,
some of the limitations in the literature overall merit
careful discussion. First, the reviewed papers were
nearly all primarily based on qualitative interviews and/
or document review, typically including interviews with
high-level stakeholders discussing their perceptions
of governance. While most included some description
of governance mechanisms, they typically lacked ev-
idence on the intensity of their implementation (e.qg.
number of meetings, frequency of inspections, compli-
ance with requirements, sanctions implemented, etc).
There was a considerable body of evidence on the per-
ceptions of stakeholders about problems with existing
governance approaches, but rather less evidence on
how these could be improved (despite many opinions
on this being presented). There was a particular lack of
guantitative data on effectiveness in terms of impact
on governance (no quantitative measures of gover-
nance were presented), or in terms of quantitative out-
comes related to the operation of health systems or
UHC. There were exceptions, such as two recent RCTs
on facility inspection (57) and facility certification (80),
but such studies are unusual. In some ways, the nature
of the literature reflects the challenges of conducting
research in this area. Governance is a difficult concept
to define, let alone measure in a rigorous and mean-
ingful way, and some would likely argue that quantita-
tive measurement of governance may be difficult. In
addition, there are challenges in conducting controlled
evaluations of legal changes or health system reforms
that cannot be easily piloted or withheld from compar-
ison/control groups. Any governance changes that do
occur often happen at the same time as multiple other
health system and contextual changes, making their
impact on UHC outcomes hard to isolate. While these
factors may explain the limited number of quantitative
evaluations, there was also a lack of rigorous studies
that draw on in-depth qualitative methods and careful
triangulation with process data, with some exceptions.
Some papers had a very limited description of meth-
ods, or none at all. The literature emphasises the im-
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portance of considering the costs as well as the ben-
efits of governance mechanisms, such as regulation
(57)(103), but only one paper providing any rigorous
cost data was identified (associated with the RCT on
facility inspection (76)).

Most studies drew on interviews with stakeholders,
yet there are potential challenges in interpreting these
data in the light of social desirability bias. Private pro-
viders and their representatives may want to be seen
as good corporate citizens, and their responses may
be strategic: for example, they may have a strong in-
terest in claiming that regulation is too strict, or tariffs
for social health insurance reimbursement are too low.
Government staff may want to be seen as performing
their governance roles well, or at least as not being
blameworthy for any shortcomings; and donor-fund-
ed technical assistance staff supporting governance
will want to be seen as effective. In a number of cases
government and technical assistance actors were also
authors of the papers in the review. Having a well-in-
formed, insider perspective can be very valuable in un-
derstanding the complexities of governance but could
also be a further source of bias. The views of the pub-
lic or patients or their representatives were much less
frequently included, perhaps reflecting the challenges
of asking them about upstream processes that may
not be visible to them. However, having acknowledged
the potential for social desirability bias, it is notable
that the literature is heavily focused on the problems
of governance strategies, and some papers where au-
thors were implementers appear to take a balanced
approach to their assessments. In sum, considerable
care is needed in interpreting the literature to identify
what credible evidence there is of ‘what works well’, as
opposed to the claims of those involved in implemen-
tation or the many opinions on offer of what could be
improved.

With those provisos, we now turn to identifying the key
findings that can be taken from the literature in terms
of the effectiveness, enablers of, and barriers to, each

Governance Behaviour, and the recommendations that
can be drawn from this.

Deliver Strategy: An important positive finding is that
the practice of including the private sector in nation-
al policy is already very common, and many countries
have specific policy objectives on private sector en-
gagement. This reflects substantial changes in recent
decades, in response to the growth and development
of the private sector, a shift in mindset on the govern-
ment’s role in private sector governance, and, in some
cases, donor influence. There is broad consensus on
the importance of a strong strategic policy direction
for the private sector, though it is likely that in many
cases the mere inclusion of private actors in policy
falls far short of clearly articulating the role of the pri-
vate sector in achieving health system objectives, and
how government policy will enable that. In fact, there
are frequent reflections in the literature on failures to
develop a clear vision for the private sector’s role, and
a lack of implementation. Having said that, a growing
role of the government in private sector governance is
evident in many contexts, particularly as a purchaser
of care, though it is unclear how well this is linked to an
overarching policy vision to ensure that private sector
operations are aligned with national healthcare objec-
tives.

Enable Stakeholders: There is considerable evidence
of poor and uneven compliance with regulations across
multiple countries and private provider types, with
widespread infringements reported in health facilities
and retail pharmacies in many contexts. This does not
imply that regulation is entirely ineffective in imposing
some basic minimum standards/compliance, though
this may be well below the standards officially listed in
regulatory documents. Given its central role in private
sector governance, strengthening regulation should be
considered a priority area for greater intervention and
research. However, studies on strategies to improve
regulation are rare; a few RCTs indicate that it is pos-
sible to improve compliance through a package of re-
forms, though the generalisability of these findings to
situations without substantial external support is yet
to be demonstrated.
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The literature suggests that improving regulation could
begin with a careful mapping of all relevant laws and
rules, in order to identify gaps, contradictions, and ar-
eas for potential reform. Other potential enablers in-
clude appropriately resourcing regulatory bodies to
reflect the scale of the private sector; streamlining
licensing and inspection processes; enhancing the
perceived legitimacy of regulation through greater
transparency and fair application of rules; and shifting
from a punitive culture to one providing greater sup-
port for compliance. Much can be learnt from insights
relating to responsive regulation, risk-based regulation,
and smart regulation, which are rarely discussed in the
LMIC literature (86)(128)(129). However, the literature
indicates the need to go beyond a focus on greater
enforcement of existing standards to apply a systems
perspective to regulation that acknowledges the eco-
nomic realities of operation in private markets, wider
cultures of corruption and informal payments, and the
role of powerful vested interests. Moreover, effective
enforcement is only likely to be possible when afford-
able (likely subsidised), reasonable quality alternatives
to non-compliant providers are available.

Contracting mechanisms are potentially powerful op-
portunities to influence private provider behaviour:
for example, through requiring minimum quality stan-
dards, use of incentive-compatible payment mecha-
nisms, and performance monitoring. Studies compar-
ing contracting with public sector provision indicate
that contracting can increase utilisation, and poten-
tially patient satisfaction, and reduce out-of-pocket
payments, though the impact on clinical quality of care
is unclear. However, given that a substantial increase
in contracting is taking place, particularly associated
with the expansion of social health insurance, atten-
tion is increasingly focused not on whether to contract,
but how best to do it. Drawing on an array of experienc-
es across multiple countries, the literature provides a
range of credible, though rarely evaluated, recommen-
dations. These include well-defined policy objectives,
and clear roles across a ‘task network’ of government
actors at a central and devolved level. They also con-
cern detailed consideration of the incentives from
payment mechanisms; the inclusion of quality and ser-
vice targets in contracts; coordination — or preferably

consolidation — among purchasers, and potentially
facilities; and investment in digitised and automated
processes. The importance of well-functioning gov-
ernance mechanisms and enhanced capacity for pur-
chasing agencies is also stressed. As with regulatory
strategies, contracting cannot be understood outside
of the dynamics of the broader health system, with
some of the most important influences on contracting
outcomes being the overall funding of the purchasing
mechanism, the coordinated development of purchas-
ing with complementary policies on quality and financ-
ing, and the containment of vested interests in influ-
encing policy.

Foster Relations: In much of the literature, inclusive
policy processes are considered to be a positive com-
ponent of governance, being key for information ex-
change, building trust, and balancing interests. It is
critical that such policy platforms are purposeful and
are institutionalised, such that they can be sustained
beyond the timeframe of any specific health pro-
gramme. In addition, it is important that steps are tak-
en to ensure that policy processes are open, inclusive,
and transparent. In particular, where such processes
take place ‘behind closed doors’, this can create risks
of state capture, bias, and corruption - including in
ways that compromise the government'’s strategic ob-
jectives.

From this perspective, it is generally considered desir-
able for governments to engage with representative pri-
vate sector associations, rather than individual private
actors — albeit this depends on whether such associa-
tions exist. For example, the literature indicates that it
can be challenging to ensure that such organisations
are representative of the full range of private sector
stakeholders, with small-scale primary care providers,
including those in rural areas, likely to be excluded - to
the potential detriment both of their specific interests
and the success of policies and programmes. More
generally, without including other interests, such as pa-
tients, social insurance recipients, and CSOs, etc, it is
difficult for state authorities involved in the governance
of the policy process to balance legitimate stakeholder
interests. It is therefore perhaps better to emphasise
the importance of multi-stakeholder policy processes,
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rather than public—private dialogue, on matters related
to mixed health system governance.

Build Understanding: The evidence shows that many
LMIC governments have limited data on what the pri-
vate sector does, for whom, on what terms, and at what
level of quality. Even in countries where the data avail-
able to government are reasonably complete and up to
date, they are often not organised in a way that facili-
tates policy analysis and decisions — being fragmented
across datasets and not easily accessible to Ministries
of Health or sub-national health authorities. In addition,
government agencies often lack sufficient capacity to
use the information for policymaking purposes.

Although there is some evidence that the situation is
improving, in part due to technological developments,
more and better data are needed to enable stronger
governance of mixed health systems. Efforts are need-
ed to strengthen enforcement of regulations that re-
quire the private sector to provide data, but barriers to
compliance also need to be addressed. Government,
sub-national state authorities, and other stakeholders
(including donors) can make compliance less costly,
complicated, and burdensome, including by adopting a
flexible approach to data submission, investing in digi-
tal reporting tools to facilitate reporting, and providing
feedback and support.

Align Structures: The inclusion of the private sec-
tor in quality of care initiatives is commonly linked to
regulatory and contracting approaches, including for
participation in social health insurance. In addition, to
encourage the use of standard treatment guidelines,
the inclusion of private providers in free or subsidised
publicly funded training programmes is common. PPPs
focused on tackling specific issues, such as reducing
antimicrobial resistance, can also be a vehicle for de-
veloping and applying clinical guidelines to the private
sector. Many disease programmes have also set up re-
ferral and notification systems from private health pro-
viders to the public sector, especially for infectious dis-
eases. Another common point of engagement is with
national immunisation programmes, which provide
vaccines and sometimes cold chain equipment to facil-
itate provision of services, with clear reporting require-

ments and also rules about charging (making services
free to clients). Lessons are also emerging on similar
partnerships for adolescent mental health and tackling
COVID-19. Encouraging referrals from private providers
is a key component in some of the strategies used to
engage private providers in vertical programmes, espe-
cially for TB. However, the literature on engagement of
the private sector in more general referrals is limited.

In general, if there is no routine process of inspection or
monitoring (e.g. through regulatory or contractual ap-
proaches), the incentive to comply with evidence-based
guidelines is limited or negligible. For inclusion in ver-
tical programmes, the evidence is mixed but suggests
that the private sector can contribute, particularly in
areas where public sector capacity is low (e.g. in con-
flict-affected areas) or where attention to particular
user groups is needed (e.g. to reach adolescents).
Overall, the literature indicates that initiatives to Align
Structures need to be clear and transparent about the
incentives for both sides to participate, as well as es-
tablishing good engagement of all stakeholders, mak-
ing roles clear, and providing regular material support,
training, monitoring, and supervision.

Nurture Trust: Approaches for enhancing public ac-
countability encompass voice mechanisms for eliciting
patient views, complaints mechanisms, and opportuni-
ties for legal redress. Most approaches are not specific
to the private sector, and indeed from a patient’s per-
spective one would want to see similar opportunities
for accountability across all sectors. Although these
strategies are strongly advocated, the identification of
well-functioning examples is rare, with more frequent
reports of mechanisms that are non-functional, or have
low public participation. While a couple of examples
of mechanisms said to be well-performing were iden-
tified in the literature reviewed, greater information on
how this is achieved would be needed to learn from
these examples. The wider literature suggests possible
strategies around improving provision of information
to patients, increasing the accessibility of complaints
portals, ensuring the independence of complaints pro-
cedures, and greater involvement of civil society, NGOs,
and patient groups, all of which merit greater testing
and rigorous study.
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Several cross-cutting lessons emerge from the literature:

Optimise

synergies between Governance Behaviours. Governance mechanisms can be strengthened by cre-
ating synergies between them, such as linking contracting mechanisms with regulatory compliance
or accreditation, or including in eligibility criteria for licensing or contracting contingent requirements
for timely submission of data. Effective use of data and multi-stakeholder dialogue, highlighted under
Build Understanding and Foster Relations, can be considered as foundational to all governance mech-
anisms.

Consider

the devolution/decentralisation context. A clear take-home message is the importance of the devolu-
tion/decentralisation context in designing effective governance. While there are many possible options
for allocating decision space and governance powers across levels, this must be carefully articulated
to avoid either over-centralisation of roles or delegation of roles to levels that lack the capacity to per-
form them.
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Design

governance mechanisms that are robust to the influence of powerful vested interests. A message that
emerges from the literature is the importance of ensuring that policy processes are open, inclusive, and
transparent. Where public—private dialogue takes place ‘behind closed doors’, this can create risks of
state capture, bias, and corruption — and can undermine core health system goals, such as primary
healthcare and UHC. To mitigate such risks, and to enable state authorities to balance legitimate stake-
holder interests, the focus should be on multi-stakeholder platforms (rather than public—private dialogue
alone) and including patients, social insurance recipients, CSOs, in purposeful deliberation.

Be mindful

of path dependence. A final cross-cutting lesson is that governance choices shape not just the current
behaviour of private actors, but also the future development of the health system as a whole. Once a
large and powerful constituency of private facilities or health insurers has developed, it can be par-
ticularly challenging to make progress towards UHC. Conversely, sustained effective governance can
shape market development in line with health system goals.
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The findings from this review have been used to inform
the Progression Pathway for the Governance of Mixed
Health Systems — which, in turn, is intended to provide
a standardised qualitative approach for assessing a
country’s current governance arrangements in relation
to the private sector in health, informing policies and
prioritisation, building institutional capacity, and scal-
ing up existing examples of effective governance prac-
tice. Tracking progress against the Progression Path-
way and the narratives that accompany it will generate
important data on current and needed governance ap-
proaches.

In terms of future research priorities, this whole field
deserves further investigation, as gaps were identified
in the evidence base under all Governance Behaviours.
The review has acted as a spotlight, revealing areas
where evidence falls short and where further research
is needed. By learning from countries’ best practices
and addressing specific country needs, future research

can bridge these gaps and foster more robust and re-
sponsive frameworks for the governance of the private
sector in health. In particular, there is a need for rig-
orous quantitative and qualitative methods to provide
a detailed understanding of specific mechanisms, es-
pecially those deemed to be successful to some de-
gree. Consultation with country stakeholders during
the introduction of the Progression Pathway could
help to prioritise specific areas that are of most rele-
vance to them in facilitating progress in governance.
These could then be explored through purposive lit-
erature searches drilling down on specific topics in
more detail than was possible in this scoping review.
Given the limitations of the available literature in these
areas, this would best be accompanied by key infor-
mant interviews with actors with in-depth experience
and expertise in these areas, and focused primary data
collection to document and validate these narratives.
It will be important in undertaking these case studies
to consider a range of settings as different approach-
es may be needed in fragile settings, for example, and
across low-income, lower middle-income, and upper
middle-income countries.
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A.1 Medline Ovid
S.No. Theme
1 Private sector

0 N o a ~» W N

Limit
Governance
Limit
MeSH terms
Limit
MeSH terms
Limit

(2 OR 6 OR 8) AND 4

A.2 Scopus

S. No.

ga H» W DN

Theme

Private sector

Governance
Health specific
Limit

(1 AND 2 AND 3) AND 4

Search terms

private healthcare OR private health OR Private sector OR informal sector OR for-profit OR not-for-
profit OR public-private OR faith-based OR non-governmental organisation OR retail OR charity OR
private organisation* OR profit-driven OR privatisation OR private provider OR private health insur-
ance OR private medical insurance OR private hospital* OR private clinic* OR private pharmac* OR
drug shop* OR drug seller*

2010- Present

Governance OR stewardship OR regulat* OR engagement OR oversight
2010- Present

Public—private sector partnerships/

2010- Present

Private sector/

2010- Present

Private sector (including MeSH terms) and governance

Search terms

( TITLE-ABS ({private healthcare} OR {private health} OR {private sector} OR {informal sector} OR
{for-profit} OR {for profit} OR {not-for-profit} OR {not for profit} OR {not for-profit} OR {public-pri-
vate} OR {public private} OR {faith-based} OR {faith based} OR {non-governmental organisation}
OR {non-governmental organisations} OR retail OR charity OR {private organisation} OR {private
organisations} OR {profit-driven} OR {profit driven} OR privatisation OR {private provider} OR {pri-
vate providers} OR {private health insurance} OR {private medical insurance} OR {private hospital}
OR {private hospitals} OR {private clinic} OR {private clinics} OR {private pharmacy} OR {private
pharmacies} OR {drug shop} OR {drug shops} OR {drug seller} OR {drug sellers} ) )

(TITLE-ABS ( governance OR stewardship OR regulat* OR engagement OR oversight ) )
( TITLE-ABS ( health OR medical ) )
PUBYEAR > 2009 AND PUBYEAR < 2023

Private sector and health and governance



A.3 Web of Science
S.No. Theme

1. Private sector

2. Governance

3. Health specific

4. Limit

5. (1 AND 2 AND 3) AND 4

. Annex 1 Search strategy for published articles

Search terms

(TI= (“private health*” OR “Private sector” OR “informal sector” OR “for-profit” OR “for profit” OR
“not-for-profit” OR “not for profit” OR “not for-profit” OR “public-private” OR “public private” OR
“faith-based” OR “faith based” OR “non-governmental organisation*” OR retail OR charity OR “pri-
vate organisation*” OR “profit-driven” OR “profit driven” OR privatisation OR “private provider*” OR
“private health insurance” OR “private medical insurance” OR “private hospital*” OR “private clinic*”
OR “private pharmac*” OR “drug shop*” OR “drug seller*” )) OR (AB=("Private sector” OR “informal
sector” OR “for-profit” OR “for profit” OR “not-for-profit” OR “not for profit” OR “not for-profit” OR
“public-private” OR “public private” OR “faith-based” OR “faith based” OR “non-governmental organ-
isation*” OR retail OR charity OR “private organisation*” OR “profit-driven” OR “profit driven” OR pri-
vatisation OR “private provider*” OR “private health insurance” OR “private medical insurance” OR
“private hospital*” OR “private clinic*” OR “private pharmac*” OR “drug shop*” OR “drug seller*” ))
(TI=(Governance OR stewardship OR regulat* OR engagement OR oversight)) OR (AB=(Gover-
nance OR stewardship OR regulat* OR engagement OR oversight))

(T1= (health or medical)) or (AB= (health or medical))
Manually install in 2010-2023 limit

Private sector and health and governance
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During the development of this output and our ongo-
ing consultations with the core team at WHO, several
changes were made to the original protocol for this re-
view, as follows.
Review type: The original commission was for a
systematic review, and a protocol was developed
on this basis. As the work progressed, and our un-
derstanding of both the nature of the literature and
WHQ'’s evidence needs evolved, it became clear
that the topic was not suitable for a systematic
review, as it was much broader than the specific
focused questions which systematic reviews typi-
cally address. Rather, it was agreed that a scoping
review would be more appropriate for the three re-
search questions, including a description of gover-
nance approaches and enablers/barriers to imple-
mentation, as well as assessment of effectiveness
on any outcome type.
Assessing papers for relevance: On assessing
papers for eligibility, we noted that many papers,
while strictly meeting the inclusion criteria, con-
tained very little detail on governance: for example,
just a couple of general sentences on governance
within the results, or a general recommendation for
better governance but with no empirical evidence
or detail on this topic. In selecting the final set of
papers for inclusion, we therefore decided to only
include articles containing a substantial amount of
useful information on our research questions and/
or information on a topic not widely covered by
other papers. This was done in consultation with
the screening team and the senior authors, with
the support of the WHO core team members.

Expanded set of extraction categories: The proto-
col proposed to extract information from articles
on the following: study type/design, geographical
setting, governance mechanism, types of private
actors, data collection dates, data collection meth-
ods, design and implementation of mechanisms,
effectiveness of mechanisms, enablers, barriers,
study limitations, recommendations, and other
notes. Subsequently, this was expanded to also
classify studies by the WHO Governance Behaviour
covered.

Geographical coverage: The original protocol
did not specify any geographic limitations to our
search. However, it was decided to focus the syn-
thesis on LMICs only, as most of the relevant lit-
erature identified was from LMICs, and given the
major differences in the nature of health systems
across income levels it was challenging to extract
lessons from the available high-income country lit-
erature for LMIC contexts.

Quality assessment: The protocol proposed the
use of the Mixed Methods Appraisal Tool (MMAT)
to assess the methodological quality of individual
studies. Given the wish to include a very wide range
of study designs, some of which are more descrip-
tive and some more evaluative, and which also in-
clude policy pieces drawing on the reflections of
actors engaged in governance, we concluded that
it would be challenging to conduct a meaningful
quality assessment, and this was not pursued. To
note: a quality assessment is not a requirement for
a scoping review.
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