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ABSTRACT
Many countries are adopting essential packages of 
health services (EPHS) to implement universal health 
coverage (UHC), which are mostly financed and 
delivered by the public sector, while the potential role 
of the private health sector (PHS) remains untapped. 
Currently, many low- income and lower middle- income 
countries (LLMICs) have devised EPHS; however, 
guidance on translating these packages into quality, 
accessible and affordable services is limited. This 
paper explores the role of PHS in achieving UHC, 
identifies key concerns and presents the experience 
of the Diseases Control Priorities 3 Country Translation 
project in Afghanistan, Ethiopia, Pakistan, Somalia, 
Sudan and Zanzibar. There are key challenges to 
engagement of the PHS, which include the complexity 
and heterogeneity of private providers, their operation 
in isolation of the health system, limitations of 
population coverage and equity when left to PHS’s own 
choices, and higher overall cost of care for privately 
delivered services. Irrespective of the strategies 
employed to involve the PHS in delivering EPHS, it is 
necessary to identify private providers in terms of their 
characteristics and contribution, and their response 
to regulatory tools and incentives. Strategies for 
regulating private providers include better statutory 
control to prevent unlicensed practice, self- regulation 
by professional bodies to maintain standards of practice 
and accreditation of large private hospitals and chains. 
Potentially, purchasing delivery of essential services 
by engaging private providers can be an effective 
‘regulatory approach’ to modify provider behaviour. 
Despite existing experience, more research is needed 
to better explore and operationalise the role of PHS in 
implementing EPHS in LLMICs.

INTRODUCTION
Private health sector (PHS) providers are a 
major actor for provision of health services in 
low- income and lower middle- income coun-
tries (LLMICs). While they operate primarily 
with commercial and market- oriented 
motives, there is an enormous scope for them 
to play a key role in the progress towards 
achieving universal health coverage (UHC) 
in most countries.

According to the WHO, UHC means that 
‘all people have access to the health services 
they need, when and where they need them, 
without financial hardship’.1 Many coun-
tries are using essential packages of health 
services (EPHS) to progressively implement 
UHC. An EPHS ‘comprises those healthcare 
services that the government is providing or 
is aspiring to provide to its citizens in an equi-
table manner. Equity involves equal coverage 
across population groups, adequate physical 
access to services for all and adequate finan-
cial protection, particularly for the poor’.2 
While these packages are mostly designed 
and partly delivered by the public sector, 
the potential role of the PHS that delivers 
a significant proportion of these services is 
still untapped. Increasingly normative and 
practical guidance on the development of 
these packages is available to countries.3 4 
Processes of deliberation for development of 
benefit packages are maturing, and the need 
for institutionalisation of the process at 

SUMMARY BOX
 ⇒ Private sector is a major provider of health services 
in many low- income and middle- income countries, 
yet it frequently operates on objectives that are 
self- guided and market- oriented and is not aligned 
with public sector goals including universal health 
coverage.

 ⇒ In a health system where the private health sector is 
providing a major part of essential health services, 
implementing the essential packages of health ser-
vices without its involvement seems unrealistic.

 ⇒ While there is growing guidance on developing uni-
versal health coverage packages of health services, 
the role of private sector in implementing these 
packages is generally missing. Addressing this gap 
is critical for the transition from package design to 
effective implementation.

 ⇒ Governments need to address key barriers related to 
governance, regulation, accountability and quality of 
services, guided by existing evidence, international 
experience and lessons learnt.
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national and subnational levels is being increasingly 
asserted.5 6 According to Glassman and Chalkidou,7 at 
least 64 low- income and middle- income countries have 
devised explicit EPHS and the number is progressively 
increasing particularly after the endorsement of UHC as 
a target in the Sustainable Development Goals.

However, guidance on how to translate an EPHS 
through effective implementation into quality, accessible 
and affordable healthcare services is limited. The current 
literature on country experiences tells us little about how 
to align the objectives and interests of various actors, espe-
cially the PHS, to implement EPHS and accelerate prog-
ress towards UHC. The contexts across LLMICs where 
these packages need to be implemented are diverse and 
elude attempts at standardisation of implementation 
approaches. This contrasts with the relatively more stan-
dard approaches now available for designing UHC pack-
ages and deciding on priority health services.8 9

Many LLMICs where EPHS are currently being imple-
mented have complex, mixed health systems. Along with 
a public sector of varying capacity and breadth, these 
countries often have an extensive and heterogenous 
PHS, with varying degrees of governance effectiveness. 
This mixed structure of the health system means that it 
may not be possible to provide universal access to essen-
tial health services without effective involvement of the 
private sector; at the same time, engaging this sector in 
the provision of publicly funded packages raises key ques-
tions of accountability, quality, efficiency, organisational 
capacity and governance,8 10 which are yet to be appropri-
ately answered.

We argue that the delivery of services by the PHS must 
be broadly understood within the context of the overall 
health system rather than just the private providers in 
isolation.11 A comprehensive plan for achieving universal 
access to health services should strategically review the 
role of public and private sectors in service provision so 
that the two complement each other in achieving health 
sector goals not only of universal coverage but also of 

health security learning from the recent experience that 
the world has confronted as a result of the COVID- 19 
pandemic.

In this paper, drawing on existing literature and review 
of country experiences, we explore the role that the PHS 
could play in achieving UHC, present the experience 
of the six countries in engaging this sector and identify 
key areas of concern and how they might be approached 
systematically while implementing EPHS. We conducted 
electronic searches in Medline and Google Scholar, 
performed a forward citation search of studies which 
cited the included articles and included further articles 
after consultation among coauthors based on experi-
ence. The primary theme was to review the role of the 
private sector in provision of essential health services or 
UHC. Our search was limited to publications in English.

TYPOLOGY AND CHARACTERISTICS OF PRIVATE SECTOR 
PROVIDERS IN MIXED HEALTH SYSTEMS
In many LLMICs, a key barrier to a policy approach to 
the PHS is the inability of policy- makers and planners 
to accurately characterise it. This is because the sector 
is often heterogenous and provides a broad array of 
services from small shops selling medicines to inde-
pendent practitioners, including unlicensed providers, 
to large corporate hospitals and private insurers.12 
Different types of providers serve different types of 
populations, provide different kinds of services and 
most importantly require different regulatory strategies 
to better align their activities with the overall goals of 
the health system.11 Strategically leveraging the role of 
the PHS should start with an assessment of the sector’s 
diversity, composition and contribution.13–15 While it is 
challenging to classify private providers in well- defined 
categories in LLMICs, in this paper we have adapted the 
categories of private providers as defined by McPake 
and Hanson11 (Table 1).

Table 1 Typology of private health sector providers in low- income and middle- income countries

Category Description

Unqualified and 
underqualified 
providers

These are sometimes the main providers of health services to poor people. They include outlets such as traditional 
healers, faith healers, non- qualified or unlicensed caregivers, non- formulary- based drugs shops.

Not- for- profit 
providers

This is a heterogenous group of providers that include large non- governmental organisations, faith- based providers 
or donor- funded organisations. These have frequently been contracted to provide services such as family planning or 
primary care in specific locations or to reach out to disadvantaged populations.

Formally registered 
small- to- medium 
private practices

In some LLMICs, such practices make up a large proportion of the private health sector. They usually provide fee- for- 
service clinical interventions; however, their quality and cost- effectiveness may be questionable, and they normally 
exclude those who cannot pay. Strategic purchasing or social franchising for special package of services may be 
options for the government to influence the range and quality of services.11 41 42

Corporate 
commercial hospital 
sector

Although rapidly growing, it still plays a minor part in provision of health services in LLMICs, even where it is well 
developed. The cost of health services provided makes them inaccessible for most LLMICs households. While these 
hospitals provide good quality services to the affluent population, their role in achieving universal access to services is 
limited because large- scale purchasing cannot be undertaken.11

LLMICs, low- income and lower middle- income countries.
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THE ROLE OF PRIVATE SECTOR IN IMPLEMENTATION OF EPHS
Much of the existing literature on EPHS focuses on 
package development. Much less information is avail-
able on country experiences regarding implementa-
tion of these packages and even less on the role of the 
PHS, except in certain areas such as health insurance 
and commodity supply.16 More pertinent information is 
available regarding public–private partnerships (PPP) 
through outsourcing of publicly financed health services 
to the PHS, although it is often not specific to the delivery 
of EPHS.17–19 Previous experience on implementing 
EPHS comes mostly from countries that are in crisis and 
those in postconflict states that receive significant donor 
funding for health, such as in Afghanistan,20 Cambodia,21 
East Timor, Mozambique and Uganda.22 Two illustrative 
examples from Afghanistan and Cambodia are briefly 
discussed.

Around the year 2000, Afghanistan had some of the 
world’s worst health indicators and a devastated health 
system. The public health sector was largely dysfunc-
tional, with services delivered by a multitude of national 
and international non- governmental organisations 
(NGOs). In parallel to the development of their EPHS 
(called the basic package of health services) in 2003, 
a decision was made by the Ministry of Public Health 
(MOPH) to contract NGOs to provide these services.20–23 
Despite concerns that health service delivery was a func-
tion of the state, the donors encouraged contracting with 
well- established NGOs for provision of EPHS in defined 
geographic areas.24 The NGOs were paid according to 
budgets they submitted, with full payment depending 
on achievement of agreed- on goals. The institutionalisa-
tion of a grants and contracts management unit within 
the MOPH allowed the Ministry to lead the nationwide 
implementation of EPHS, which was instrumental in 
increasing access especially for women and increased use 
of services for birth deliveries.20

In 1999, in Cambodia, management of public sector 
primary care facilities was contracted out to NGOs in 
five randomly selected districts.21 The contracts spec-
ified targets for maternal and child health service 
improvement. The programme increased the avail-
ability of 24- hour services, reduced provider absence and 
increased supervisory visits. It involved increased public 
health funding and led to offsetting reductions in private 
expenditure as residents in treated districts switched from 
unlicenced drug sellers and traditional healers to govern-
ment clinics. Concurrently, the Asian Development Bank 
piloted two models of contracting for health services: (1) 
contracting out, where contractors had full responsibility 
for delivery of all district health services in accordance 
with the Health Coverage Plan and (2) contracting in, 
where contractors only managed district healthcare 
services, with staff remaining MOH civil servants. An eval-
uation found that contracting to NGOs was feasible, cost- 
effective, high performing and equitable and effectively 
targeted and benefited the poor.25

FEASIBILITY OF ENGAGING THE PRIVATE SECTOR IN 
IMPLEMENTING EPHS: EXPERIENCE FROM SIX COUNTRIES
More recently, the Diseases Control Priorities 3 (DCP3) 
Country Translation Project26 conducted a review of the 
experience of Afghanistan, Ethiopia, Pakistan, Somalia, 
Sudan and Zanzibar27–32 in setting and implementing 
EPHS using the DCP3 evidence and model packages. 
All countries have a mix of public and private providers. 
Formally registered providers operating as individuals or 
small to medium facilities seem to provide the bulk of 
services in the private sector, especially in urban areas. 
Despite its importance, the PHS does not play a major 
role in the delivery of EPHS. As mentioned, Afghani-
stan is an outlier, where most of the essential package of 
health services is delivered by NGOs through outsourcing 
of services. Notwithstanding its short- term benefits, 
outsourcing is unlikely to be sustainable because of the 
unpredictability and increasing scarcity of external aid 
for health.33

There is a wide range of private healthcare providers 
from large tertiary hospitals, qualified practitioners to 
unqualified providers in all six countries. In all countries, 
policy and regulatory frameworks exist to varying degrees 
to govern the PHS, but no country, including those with 
social health insurance programmes, is using this sector 
in the delivery of EPHS.

All countries, except Ethiopia, have policy frameworks 
that support PPP. The predominant mechanism for 
engagement of the PHS is contracting. PPPs are being 
used in Afghanistan, Pakistan and Somalia to enhance 
delivery of services. There is only limited use of social 
marketing and franchising in delivery of the EPHS, 
except for services such as family planning in Pakistan 
and family planning and nutrition in Afghanistan, but 
they are being actively considered in Zanzibar. Out- of- 
pocket expenditure as a percent of total health expendi-
ture is substantial in all countries except Zanzibar, where 
it is less than 20%.

Table 2 summarises the feasibility of engaging the 
private sector in the implementation of EPHS and pres-
ents information on related health financing and service 
use indicators in the six focus countries.

KEY CHALLENGES TO ENGAGEMENT OF THE PHS: 
IMPLICATIONS FOR EPHS IMPLEMENTATION
There are multiple challenges to engaging the private 
sector in providing high- quality services as part of EPHS 
implementation. The first is incomplete information to 
understand the complexity and heterogeneity of private 
providers, which is a prerequisite for devising a clear role 
for these providers in implementing an EPHS. Second, 
private health providers are part of complex mixed 
health systems and need to complement the public sector 
without operating in isolation. The various roles that the 
private sector play in mixed health systems are elaborated 
in box 1.12
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Third, equity and population coverage become a chal-
lenge when the PHS is left to its own choices. Without 
any public subsidy, it generally provides only a limited 
set of services and crucial public health services are 
neglected. Private providers therefore are not geared to 
provide universal coverage of needed services even at the 
primary level without clear financing mechanisms, addi-
tional incentives and performance monitoring.11 Fourth, 
there are challenges related to quality and performance. 
It is often asserted that people use health services from 
the private sector because of better perceived quality 
compared with the public sector.34 However, perceived 
quality is often confused with technical quality and 
patient outcomes. In many cases, overall services are of 
low quality in both public and private sector.35 The final 
challenge relates to system inefficiency. Private health 
services may add to the overall costs of care through, 
for example, overuse of diagnostic services and expen-
sive medications leading to waste of resources and other 
system inefficiencies such as antibiotic resistance. For 
routine and simple ailments, the public sector is more 
efficient by limiting overuse of resources and treatments 
and by providing preventive and public health services.35

LEVERAGING THE PRIVATE SECTOR TO ACHIEVE UHC: WHAT 
CAN GOVERNMENTS DO?
There is no denying the importance of engaging private 
health providers in the implementation of UHC packages 

in the context of LLMICs. What is less clear is how to do 
so, as the evidence is rather limited. Summarised below 
are the associated challenges and opportunities based 
on country experiences and possible options for govern-
ments to consider while implementing EPHS in partner-
ship with the PHS.

Characterising private providers is essential to under-
standing their composition, characteristics and contri-
bution to the overall provision of healthcare and in 
determining how the private sector will behave and 
respond to regulatory tools, incentives and disincen-
tives, and market supply and demand dynamics. In 
systems where the public sector is inadequate and/or 
of low quality, engaging the private sector in delivering 
EPHS seems a realistic option—at least in the short to 
medium term—for rapidly improving access to essential 
health services and enhancing financial protection.36 37 
Such engagement has its challenges related to gover-
nance issues, such as dual practice of health providers,34 
poor quality of care, regulatory compliance and limited 
number of private service providers creating a barrier to 
the rapid increase in access to services.

One of the key take- aways is that while private providers 
have an important role to play in these contexts, they are 
not a panacea to the problem of limited, poor- quality 
access to healthcare services.12 37 For instance, the 
current evidence is mixed whether financial protection 
will be provided when services are offered by the private 
sector as part of a publicly funded benefit package.34 36 
Although the private sector may play a significant role 
in the delivery of a publicly financed EPHS, concurrent 
improvement in the quality of public sector healthcare 
delivery in strategic and planned ways is an impera-
tive. Whatever strategies are used to involve the private 
sector in the delivery of UHC packages, it is necessary to 
pay attention to the issues of performance and quality. 
Various regulatory tools such as credentialing, accredita-
tion and use of key performance indicators in purchasing 
interventions from the private sector along with regular 
monitoring and enforcement will be needed.37

Several strategies can be used for regulating private 
providers such as better statutory control to prevent unli-
censed practice, self- regulation by professional bodies to 
maintain professional standards of practice, and accred-
itation (especially of large private hospitals and chains). 
Additionally, purchasing delivery of essential services by 
engaging private providers can serve as an effective ‘regu-
latory tool’ to modify provider behaviour.

Large- scale purchasing of interventions has mainly 
been used in postconflict situations. While this may be 
a useful strategy to quickly increase access to services, 
its long- term sustainability is questionable, especially as 
donor interest fades over time.33 36 In Lebanon, the key 
challenges to contracting were a weak enabling environ-
ment, weak clinical governance and poor marketing and 
promotion of the package.36 In Egypt, PPPs have been 
used to deliver services for the basic package of health 
services for child and maternal care, primary care and 

Box 1 Categories of mixed health systems in low- income 
and lower middle- income countries and the role of the 
private sector

1. In countries such as India and Nigeria, health systems are char-
acterised by dominant private provision in primary and secondary 
care accompanied by high out- of- pocket (OOP) expenditure. Public 
expenditure on health is low, thus fees and other charges in the 
public sector create an additional access barrier prompting peo-
ple to turn to private services, which include low quality unlicensed 
providers.

2. Countries such as Tanzania, Nepal, Ghana and Malawi show a strat-
ified private health system with high OOP expenditure driven by 
private hospitals and clinics for the better off and extensive use of 
medicine selling in private shops by the poor. The public sector is 
characterised by varying levels of reliance on fees, which acts as a 
barrier to access, especially for the poor.

3. Countries such as Argentina and South Africa have a high- cost pri-
vate health sector (PHS) used predominantly by affluent patients, 
which is largely financed by private health insurance. The poor 
generally rely on the public sector, where there is little reliance on 
service charges.

4. In Sri Lanka and Thailand, the private sector complements a univer-
salist public sector. Well- funded, high- quality public health systems 
limit the private sector to a complementary role. This keeps OOP 
costs in check, which are mainly related to use of private services.

5. In transitioning systems, such as China, there is a small PHS. 
Traditionally, there is high private expenditure due to a commercial-
ised public sector, but this is falling due to ongoing reforms.
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laboratory services, directly managed by a Family Health 
Fund. In Pakistan, contracting with private providers has 
been used to improve access to services in remote areas 
or to improve the functionality of existing public sector 
facilities.34 However, the evidence for whether such efforts 
improve access and quality of services is mixed even for 
small portions of services.17 For contracting to be sustain-
able requires building capacity of the local governments 
to take over, having collaborative planning and review 
processes and involving key partners including commu-
nity stakeholders in planning and monitoring.38 Further, 
assessment of cost- saving and value- for- money is key for 
financial sustainability, and should be part of monitoring 
and evaluation frameworks of such interventions.39 Given 
the unpredictability of global aid flows for health, govern-
ments in LLMICs need to increasingly rely on generating 
domestic revenues and using them efficiently.

Evidence for financial protection is also not clear. In 
Nigeria and Argentina, the adequacy of funds has been a 
problem, only a limited set of services could be provided, 
and financial sustainability of purchasing interventions 
has been questioned. In addition, most contracting 
initiatives in many LLMICs have not had a pro- poor 
focus, which suggests inadequate emphasis on equity.34 
Therefore, given the evidence so far, it is not clear that 
large- scale purchasing could be an effective, efficient 
or sustainable strategy to provide the larger number of 
services included in an EPHS.

One view is that a package can be a tool or instrument 
of systematising and aligning the interests of private 
providers with the overall goals of the health system. In 
turn, the package can be leveraged as a coordination 
tool for organising the healthcare system and its compo-
nents, such as financing, purchasing, provider payments 
and the organisation of service delivery, conceptualising 
the role of the private sector within this framework. The 
explicit nature of the package also facilitates negotiation 
and conditions of contracts between providers and the 
government.40

While incentives to providers are not always explicitly 
aligned with EPHS, in some countries there is evidence 
that purchasing strategies are used to ensure quality and 
efficiency in delivery of the packages. For instance, in 
Argentina, resources are linked to prioritised services 
and the outcomes obtained by the providers. Whereas in 
Mexico, where resources to providers are not linked with 
the services in EPHS, providers have limited incentives to 
provide services included in the package.40

Given the urgency to meet the UHC goals, what can 
governments do to navigate the challenges of imple-
menting EPHS and progressively achieving UHC, and 
enhancing health security in the postpandemic scenario, 
while dealing with the uncertainty that is inherent in 
working with large, heterogenous, insufficiently docu-
mented and poorly regulated PHS? First, policy- makers 
need to characterise and understand the PHS in terms of 
service mix, health expenditure, distribution of services, 
as well as its interactions with the public sector as a 

prerequisite to its involvement in implementation of the 
EPHS. Second, attention must be paid to the supply side, 
especially the availability of health providers of various 
categories as that can limit their role in rapid expansion 
of service delivery. Third, a systematic preassessment of 
private providers and facilities should be conducted to 
identify any shortfalls in infrastructure and personnel 
needed to provide the services included in the EPHS.16 
Delivery of EPHS will not be realised unless these gaps 
in health systems are systematically identified and 
addressed.3 Fourth, investment and capacity building 
will also be needed in developing high- quality contract 
management monitoring and enforcement systems. 
Finally, increase in overall health expenditure is a must 
for effective engagement of the private sector in EPHS 
implementation.

The health systems in three of the six countries assessed 
have been devastated by conflict, political instability and 
underinvestment. They face unique challenges of coor-
dinating and dealing with the fragmented aid system 
accompanied by large number of NGOs supported by 
donors who come with different approaches to planning, 
financing, implementing, monitoring and evaluation. 
The governance system in those countries has either 
collapsed or been severely weakened and financing 
healthcare largely depends on foreign aid. Yet, opportu-
nities also exist to rebuild their health systems, including 
the options on models of service delivery, for example, 
the adoption of public financing and private provision. 
Recent experience in these countries shows that policy- 
makers are more receptive to positive change than one 
would expect to encounter while transforming rigid and 
unyielding health systems.

CONCLUSION
In systems where the PHS currently provides a substantial 
proportion of services and where public sector is inad-
equate and/or of low quality, providing EPHS without 
involvement of the PHS is unrealistic at least in the short 
term. It is in these systems that institution and reliable 
delivery of EPHS through the involvement of the PHS is 
most likely to be of benefit in rapidly improving access to 
essential services and financial protection.

While PHS involvement in UHC is inevitable, the chal-
lenges that surround its engagement need to be taken 
into cognisance before a coherent strategy is formu-
lated by the countries towards PHS engagement. More 
research will be needed to better explore the role of 
the PHS in implementing EPHS. Some of the recom-
mended options can be operationalised by developing a 
guide for engaging the PHS, which can be adapted to the 
local context; and by piloting EPHS implementation at 
small subnational administrative levels, for example, by 
conducting a cluster randomised trial in a district and 
assessing impact and providing recommendations for 
scaling up implementation of EPHS for UHC.
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