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where no strong community institutions exist, ARY sets up enrollment booths for a limited 
time each year.
Multiproduct and high-quality coverage. •	 Wide-ranging benefits from ARY—health insur-
ance, free outpatient consultations, and discounted pharmaceutical products—are distrib-
uted through an accessible healthcare provider network. ARY has targeted easy-to-access 
areas to build a defined presence for its brand and thereby attract demand. Beneficiaries may 
seek care at any provider within the network of high-quality hospitals.
Expanding the retail distribution network. •	 ARY conducts retail sales of insurance through 
locally visible organizations as well as through new, proprietary clinics that serve both 
insured and uninsured patients for simple outpatient care and drug sales. At inception, 
ARY’s cost of retailing insurance was close to 40% of the price of the premiums, but this has 
gradually been reduced with the construction of low-cost clinics in the slums and suburbs 
of Bangalore.
Medicine cost reduction. •	 ARY provides generic medicines at special rates through Biocare 
pharmacies as a result of backend subsidies on pharmaceuticals provided by the Biocon 
Foundation.
Prepaid risk-pooling.•	  ARY uses a prepaid risk-pooling approach, providing surgical treat-
ment for more than 1,600 types of surgeries using a 100% cashless facility for surgical treat-
ment and medical admissions up to the covered amount.

Impact
Increasing community awareness of and access to high-quality healthcare services and •	
products.
Ensuring affordability of treatment for the rural and nonrural poor by reducing distance •	
traveled to receive healthcare.
Increasing capacity to administer programs at the community level.•	
Improving the health of the underserved in rural and nonrural areas by providing access to •	
essential healthcare services and health protection products.

Resources
People consulted:

Rani Desai, Head, Biocon Foundation and ARY Trust•	
Website: www.arogyarakshayojana.org
Source: Results for Development
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ACCREDITING PRIVATE DRUG-DISPENSING OUTLETS

Program	� Accredited Drug-Dispensing Outlets (ADDO), Tanzania

Description	 A regulated system of independent accredited retail drug dispensing outlets that 
provide affordable, quality drugs and services in rural and periurban areas where 
few or no registered pharmacies exist.

Stage	 Established (launched in 2003).

Reach	 The program was piloted in the Ruvuma region, with scale-up now complete in 
three additional regions—Morogoro, Mtwara, and Rukwa. Scale-up in another 
six regions is underway, with plans for coverage by 2011.

Implementer	 Government. The initiative was established by the Tanzania Food and Drug 
Authority and regional and local government authorities in collaboration with 
Management Sciences for Health through its Strategies for Enhancing Access to 
Medicines program.

Funding	 The Bill & Melinda Gates Foundation funded the conceptualization, pilot, 
and evaluation of the initiative. To date, scale-up in additional regions has been 
funded by the Danish International Development Agency, the Global Fund to 
Fight AIDS, Tuberculosis, and Malaria, the government of Tanzania, and the 
U.S. Agency for International Development. The Bill & Melinda Gates Founda-
tion and the Rockefeller Foundation have provided additional funding for pro-
gram review and strengthening.

Situation
In rural and periurban areas, where almost 70% of Tanzanians live, access to health services through 
public health facilities is often limited because of poor infrastructure, long travel distance, and fre-
quent stockout of basic medicines at public health facilities, among other factors. This has caused 
health-seeking behavior for basic medicine for common diseases to lean toward small community-
based drug shops, known as Duka la dawa baridi (DLDBs). An estimated 35%–40% or more of the 
population use DLDBs for this purpose.

The DLDBs complement government efforts to improve access to quality medicines and phar-
maceutical services for high-risk patients, but they face operational problems. In 2001 the Tanza-
nian Ministry of Health and Social Welfare in collaboration with the Strategies for Enhancing 
Access to Medicines program found severe problems with the country’s 4,600-plus government 
authorized private drug stores, including ongoing stockouts of essential medicines at public health 
facilities, limited access to medicines in rural areas, poor dispensing practices, fragmented knowl-
edge and competence, substandard medicines, illegal provision of prescription medicines, and inad-
equate regulatory framework and resources.

Program
In response to the problems outlined above, rather than closing the community-based drug shops, 
the Tanzania Food and Drug Authority leveraged the existing system by creating accredited drug-
dispensing outlets. With support from public and private sector stakeholders, the initiative employs 
a holistic approach to change the behavior and expectations of individuals who buy from, own, 
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regulate, or work in retail drug shops by building on existing infrastructures, developing new regu-
lations and standards of practice, and introducing a combination of training, appropriate incentives, 
consumer pressure, monitoring and supervision, and regulatory coercion, with efforts to affect cli-
ent demand.

Key program components include:
Broad-based stakeholder support.•	  The initiative uses a participatory approach in designing 
and implementing the program, including identifying the “owner” of the initiative as well as 
involving national and local authorities and professional and commercial associations.
Provider accreditation program. •	 The initiative introduced an accreditation program for 
community-based drug shops based on Ministry of Health’s standards and regulations and 
in accordance with the goals of the National Health Policy and Health Sector Reforms 
Program. Inspectors conduct mapping and preliminary preaccreditation inspections of 
community-based drug shops to assess individual needs. The initiative aims to develop qual-
ity standard requirements and build stewardship and governance capacity at the local and 
central levels.
Provider training and consumer awareness.•	  The initiative provides training in business skills, 
documentation, and recordkeeping and commercial incentives such as loans to drug dispensers 
In addition, it promotes customer awareness of the quality of medicines and services through 
public education and marketing efforts (such as posters, flyers, billboards, and radio spots).
Monitoring and evaluation. •	 Ward and district inspectors conduct monitoring and evalu-
ation inspections, and the initiative is working to strengthen local regulatory capacity. It 
also aims to ensure the availability and quality of products dispensed by requiring accurate 
recordkeeping and regular supervision of shop operations.

Impact
Improving rural and periurban communities’ access to quality, safe, effective, and affordable •	
medicines.
Increasing rational drug use through adherence to requirements for dispensing prescription •	
drugs.
Creating reliable employment and income-generating opportunities for owners and •	
dispensers.
Creating a skilled pool of trainers, dispensers, and inspectors.•	
Improving the referral system for patients who first consult drug outlets participating in the •	
initiative.
Establishing a reliable system for applying for and repaying loans through microfinancing •	
institutions.
Ensuring access to medicines through health financing schemes such as the National Health •	
Insurance Fund and Community Health Funds.

Resources
People consulted:

Keith Johnson, Management Sciences for Health•	
Romuald Mbwasi, Senior Technical Advisor, Management Sciences for Health•	
Edmund Rutta•	

Source: Results for Development Institute
Website: www.tfda.or.tz/Addopage1.html
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REGULATING THE MARKET FOR DRUGS 
AND HEALTH PRODUCTS

Program	� National Agency for Food and Drug Administration 
and Control (NAFDAC), Nigeria

Description	 An independent government agency that regulates quality standards for imported 
and locally manufactured food and drug products.

Stage	 Established (established in 1993, restructured in 2001).

Reach	 NAFDAC has three special zonal offices in Aba Abia State, Kaduna State, and 
Onitsha Anambra State, and it maintains 37 inspectorate and 6 zonal offices 
throughout Nigeria.

Implementer	 Government. NAFDAC was established in 1993 as a state-owned enterprise of 
the Nigerian Ministry of Health.

Funding	 NAFDAC is supported by the Nigerian government.

Situation
Drug counterfeiting in Africa tends to be cruder and more widespread than in other parts of the 
world, with drugs such as painkillers and antibiotics common targets. Nigeria has struggled with 
adulterated and counterfeit drugs for decades. In 1989, 150 children died as a result of a drug for-
mulation error, and thousands more have suffered from the negative side effects of counterfeit phar-
maceuticals, including kidney failure, liver damage, heart failure, and other organ dysfunctions as 
well as worsening of chronic disease conditions, such as hypertension. In the 1980s and 1990s the 
problem was so serious that some neighboring countries banned imports of Nigerian drugs.

In 1993 NAFDAC was established in response to the 1988 World Health Assembly resolution 
calling for increased control over pharmaceuticals in the country. Despite improvements in the reg-
ulation and control of drugs, Nigeria continued to have one of the highest rates of fake and counter-
feit drugs. The drug distribution system in the country was chaotic: there were no reliable statistics 
on fake drugs, and Nigerian companies did not conform to requirements of good manufacturing 
practice. Many imported drugs were registered without overseas factory inspection. Counterfeit 
drugs thereby eroded public confidence in healthcare systems, healthcare professionals, genuine 
drug suppliers and sellers, the pharmaceutical industry, and national drug regulatory authorities.

Program
Determined to solve Nigeria’s persistent counterfeit drug problem, the government restructured 
NAFDAC’s management and reorganized the agency in 2001. New directorates were created for 
registration and regulatory affairs, laboratory services, narcotics and controlled substances, plan-
ning research and statistics, administration and finance, ports inspection, establishment, and 
enforcement. New inspectorate offices were opened in all 36 states, including Abuja, and three spe-
cial inspectorate offices, six zonal offices, and three narcotic offices were introduced. Since then, 
the agency has focused largely on enforcement, including imports and exports, standards specifica-
tions, product registration, and guidelines and relevant data. The agency has also reviewed exist-
ing laws and procedures to ensure that they are in line with global trends. These measures have 
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increased seizures and destruction of counterfeit drugs, raised community awareness, and improved 
regulatory transparency .

Key program components include:
Public enlightenment campaign. •	 NAFDAC runs a far-reaching public awareness campaign 
to inform the public of the dangers of counterfeit drugs and provide guidelines on con-
sumer safety. Public announcements run on radio stations (in English and other regional 
languages), and plans are under way to start a television and radio weekly discussion pro-
gram. The agency also publishes a biannual newsmagazine and consumer safety bulletin and 
organizes regular public awareness workshops that focus on different stakeholders (such as 
water producers, proprietary medicine dealers associations, and the like).
Effective quality assurance system.•	  NAFDAC has launched an effective quality assurance ini-
tiative that engages all major stakeholders in ensuring that good manufacturing practices are 
observed and that pharmaceutical manufacturing facilities comply with established quality 
standards. All inspection and licensing are based on good manufacturing practices issued by 
the World Health Organization. In addition, NAFDAC inspects all overseas manufactur-
ing and quality control facilities prior to granting marketing and importation authorization. 
NAFDAC also periodically publishes a list of blacklisted companies, both local and interna-
tional, that do not comply with good manufacturing practices..
Inspection directorates.•	  NAFDAC has an enforcement directorate and a ports inspection 
directorate tasked with tracking counterfeit products; controlling and regulating the impor-
tation of food, drugs, cosmetics, and medical devices; inspecting all regulated products at 
the point of entry; and compiling guidelines and issuing quality certificates.
Improved working environment.•	  NAFDAC has improved the welfare of its staff by provid-
ing a more conducive working environment (such as generators, computers, air conditioners, 
and the like), introducing car refurbishing loans, and harmonizing the banking system for 
its staff.

Impact
Achieving significant results in the fight against counterfeit drugs by reducing the importa-•	
tion, production, and distribution of illegal products.
Raising awareness of counterfeit drugs not just in Nigeria, but globally.•	
Increasing the production capacities of local pharmaceutical industries 35% in 2002 and •	
reinforcing the confidence of international investors in the industry.
Renewing confidence and increasing patronage of pharmaceutical products produced in •	
Nigeria.

Resources
People consulted:

Dora Akunyili, Former Director, NAFDAC•	
Website: www.nafdacnigeria.org
Source: Results for Development Institute
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LEVERAGING INFORMATION AND 
COMMUNICATION TECHNOLOGY TO MONITOR 
HEALTH CENTERS’ PERFORMANCE

Program	� Yunnan Province Township Health Centers, China

Description	 A program concept proposing to use existing information and communication 
technology to complement government’s monitoring efforts of township health 
centers enrolled in rural health insurance schemes.

Stage	 Concept

Reach	 The pilot program is planned to launch in two Yunnan province counties in 
China.

Implementer	 Nonstate. The concept was developed by Kunming Medical College, the largest 
specialized medical university in Yunnan, China, in partnership with the program 
on Making Health Markets Work Better for Poor People of the Future Health 
Systems Consortium, and the Yunnan Provincial Health Department.

Funding	 Kunming Medical College is seeking funding to test the program.

Situation
Although most rural health centers and hospitals in China are owned by local governments, they 
operate under market conditions, generating up to 95% of their revenue from charges to patients. 
They pay their employees bonuses based on revenue, and they finance investments out of any sur-
plus. In 2003 the Chinese government launched a new rural health insurance scheme financed 
through household contributions and payments by central and local governments, which covered 
equal amounts of subsidy per beneficiary. By 2008 almost all counties had a scheme to which gov-
ernment contributions would be at least 80 yuan (around $12) per beneficiary.

Several studies have illustrated how government healthcare financing and public service pricing 
create perverse incentives to sell more drugs and perform more diagnostic tests and result in rapid 
rises in healthcare costs and high levels of pharmaceutical use. The government has become increas-
ingly aware of this problem and has attempted to control costs through price reforms, routine moni-
toring of hospital performance, and elimination of corrupt practices such as under-the-counter pay-
ments from patients and kickbacks from pharmaceutical suppliers. Despite these efforts, healthcare 
costs continue to rise. In addition, local schemes are under pressure to cover secondary prevention of 
noncommunicable diseases common to aging populations. The Yunnan Provincial Health Depart-
ment is looking for practical strategies for addressing these issues.

Program
The program leverages newly introduced information and communication systems currently used 
to track the diagnoses, treatments, and cost of township health centers in the rural health insurance 
program. The collected information has mainly been used to facilitate billing, but it can also be used 
to monitor differences in prescribing practices across facilities and individual practitioners, making 
it a powerful tool for supervising and influencing the performance of township health centers and 
hospitals.
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Key program components include:
Monitoring and regulation. •	 Kunming Medical College proposes direct monitoring and reg-
ulation of provider behavior by managers of insurance schemes, in collaboration with the 
county health bureau, using detailed computerized information systems.
Information dissemination. •	 Kunming Medical College proposes providing reliable informa-
tion and advice to clients and communities on selected diseases using a variety of media in 
order to better inform the community of appropriate treatments and reduce the opportuni-
ties for health workers to prescribe unnecessary medications.

Impact
Improving the performance of township health centers by reducing perverse incentives and •	
corruption practices.
Enforcing adequate quality of service standards by closely monitoring performance and thus •	
positively affecting health outcomes.
Alleviating the burden of out-of-pocket expenditures among rural communities and reduc-•	
ing healthcare costs for rural health schemes.
Enhancing the accountability of health workers and institutions to clients and •	
communities.
Strengthening the health system as a whole by complementing government’s efforts to •	
improve rural healthcare centers’ performance.
Demonstrating the potential beneficial uses of information and communication technolo-•	
gies in the context of health systems performance.

Resources
People consulted:

Jing Fang, PhD, Professor at the Institute of Health and Development Studies •	
Kunming Medical College

Website: www.kmmc.cn/kmmc/exxzl.html
Source: Institute of Development Studies, www.ids.org, and www.futurehealthsystems.org/
themes/themes2008/healthmarkets/
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INTEGRATING VERTICAL HEALTH SYSTEM INFRASTRUCTURES

Program	� VillageReach, Mozambique

Description	 A program strengthening health systems in developing countries by supporting 
and improving the health services already in place with a focus on service infra-
structure, logistics, and community health worker support.

Stage	 Rollout (launched in 2002).

Reach	 The pilot program operates in the northern Mozambique provinces of Cabo Del-
gado and Nampula and serves 251 clinics covering a population of 5.2 million. 
VillageReach is refining its model for replication in Malawi and other developing 
countries.

Implementer	 Nonstate. VillageReach, a nonprofit organization founded in Seattle, Washington, 
United States, and the Mozambican Foundation for Community Development 
jointly launched the program through a partnership agreement with the Minis-
try of Health. In January 2007 the Foundation for Community Development 
assumed daily operational management of the program, though VillageReach still 
provides technical assistance.

Funding	 VillageReach has received support from the Bayview Foundation, the Bill & 
Melinda Gates Foundation, the BridgeWay Foundation, the Flora Foundation, 
Getty Images, the Mulago Foundation, PATH, the Skoll Foundation, the Stavros 
S. Niarchos Foundation, Thomas Hunter Foundation, World Bank Development 
Marketplace, the Mozambique and Dutch governments, and individuals from 
around the world.

Situation
In Mozambique healthcare delivery in remote areas is plagued by basic infrastructure problems that 
inhibit adequate service provision. Healthcare at this level suffers from gaps in transportation, sup-
ply chain management, and service infrastructure. For example, the challenges in delivering medi-
cal supplies to rural areas are significant due to poor infrastructure (such as roads, energy, and com-
munication) and inadequate supply chain management (such as storage, distribution, and special 
handling). Health workers are thus faced with major challenges in maintaining functioning health 
centers, in part because of limited communication between rural health workers and the Ministry 
of Health.

Program
VillageReach’s program establishes an integrated platform between parallel, vertical systems in the 
country, addressing the health system in the last mile and a social business that addresses gaps in 
community infrastructure. The health system component improves the management, reliability, 
and quality of the public health system, ultimately enabling the government to maintain the sys-
tem without outside support. The social business component seeks to fill unmet gaps in the health 
system, including transportation, energy, communications, or other services needed by the Minis-
try of Health and underserved communities. VillageReach activities have four phases: assessment, 
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implementation, transition to local ownership, and technical support. The VillageReach program 
in Mozambique is expected to be fully transitioned to local authorities by 2022. The Mozambican 
Ministry of Health has requested that the program expand nationally.

Key program components include:
Improving service infrastructure. •	 VillageReach improves service infrastructure by imple-
menting a management information system to manage data processing, introducing  an 
effective waste management system, outfitting health centers with alternative energy sources 
(such as propane-powered lamps and burners), providing radios to facilitate communication 
with the Ministry of Health and district hospitals, and providing bicycles and motorcycles 
for community outreach. Infrastructure improvements have increased the number of chil-
dren fully immunized each year in participating districts of northern Mozambique by 40% 
and reduced stockout rates to 2%, down from 80%.
Supply chain management.•	  VillageReach improves  the overall functioning of the health 
system’s supply chain by tracking medical supplies to limit waste, improving forecasting 
and reporting throughout the entire supply chain, managing inventory, and maintaining 
equipment.
Community and health worker support.•	  VillageReach supports community health workers 
by introducing supportive supervision and ongoing training at all levels of the health sys-
tem. As part of this strategy, VillageReach introduces proper protocols and procedures for 
all staff and conducts trainings for logistics officers and pharmacists.
Data analysis.•	  VillageReach recognizes that medical logistics and delivery systems require 
reliable data to make informed decisions and ensure quality services. In Mozambique Vil-
lageReach implemented a system to track nine key indicators to track vaccine stockouts and 
engaged field staff in useful data analysis.
Social businesses.•	  VillageReach establishes for-profit businesses that create positive social 
impact by filling critical infrastructure gaps. These businesses are not healthcare specific 
(such as propane providers and restaurants), but may be linked to the health system through 
contractual agreements that benefit the system while expanding their customer base. Social 
businesses become locally owned once they establish their commercial sustainability.

Impact
Improving the quality of health services by building local capacity, improving infrastructure •	
and management, and using data for informed decisionmaking.
Improving access to and reach of health services by strengthening the last mile of the health-•	
care service delivery channel.
Increasing trust and use of health services among the community.•	
Ensuring sustainability by actively planning a transition to local ownership, engaging commu-•	
nities to broaden ownership, and filling infrastructure gaps by supporting social businesses.

Resources
People consulted:

Allen Wilcox, President, VillageReach•	
John Beale, Director External Affairs, VillageReach•	

Website: www.villagereach.org
Source: Results for Development Institute
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BUILDING USER-FRIENDLY RURAL INFORMATION CENTERS

Program	� E-Choupal Health (E-Choupal), India

Description	 A network of rural kiosks that use information technology tools to cooperate with 
local doctors to provide information and communication–based health services 
for India’s rural and farm-based populations.

Stage	 Rollout (launched in 2005).

Reach	 E-Choupal targets farming households in 10 Indian states—Andhra Pradesh, 
Haryana, Karnataka, Kerela, Madhya Pradesh, Maharashtra, Rajasthan, Tamil 
Nadu, Uttarakhand, and Uttar Pradesh—and covers more than 17 million house-
holds or more than 85 million people. E-Choupal plans to expand to five more 
states.

Implementer	 Nonstate. The E-Choupal network is implemented by the International Business 
Division of ITC Limited, a for-profit private sector firm in India.

Funding	 E-Choupal is supported by ITC Limited and additional funding from the Indian 
government, donations from partner organizations, and user contributions.

Situation
Most of India’s rural population is engaged in agricultural activity. Rural areas lack many of the 
amenities of urban centers, including adequate healthcare facilities. The limited reach of healthcare 
infrastructure poses significant challenges to rural communities, whose populations are often not 
only poor but also illiterate, which further exacerbates the information asymmetries of the health-
care market.

Program
The E-Choupal model was originally introduced in 2000 to allow farmers direct access to markets, 
as an efficient and transparent alternative to the traditional intermediaries for marketing their farm 
produce. By 2005 the E-Choupal network extended to providing basic primary healthcare services. 
The E-Choupal model engages local human resources, creates information technology networks, and 
operates delivery centers. E-Choupal uses innovative technology to build rural information centers 
that serve about five villages, connecting them to a single district hub called a Choupal Saagar (rural 
mall), which is equipped with a clinic, a pharmacy, and an automated laboratory. The E-choupal 
network provides access to three services: preventive primary healthcare at the E-choupals (which 
serve as a central point of knowledge dissemination and communication); consultancy, diagnostic, 
and pharmacy services at the Choupal Saagar (a physician, good-quality affordable basic diagnostic 
services, and a well stocked institution-managed pharmacy a short distance from the Choupal vil-
lage); and secondary and tertiary healthcare (through a telemedicine service that provides access to 
qualified doctors and specialists).

Key program components include:
Illiteracy-tolerant information technology. •	 E-Choupal uses information technology for pre-
ventive and curative health disorders. E-Choupal radio broadcasts information on preven-
tive health measures and simple remedies for localized ailments. The message is delivered by 
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a doctor and is accessible to illiterate people who can listen but cannot read. Through the 
telemedicine service, villagers are able to interact directly with specialists using videoconfer-
ence for curative purposes.
Leveraging non-electricity-based technology.•	  E-Choupals are equipped with computers pow-
ered by solar-charged batteries and installed in the network kiosks with a VSAT Internet 
connection in selected villages. The computers can function regardless of the usual troubles 
of power and telecom facilities in rural areas.
Training and deployment of community members.•	  E-Choupal combines technology (facili-
tated through the E-Choupal infrastructure) with a community interface in the form 
of Sanchalak. The Sanchalak’s revenue is based on interaction with the community. The 
Sanchalak is an opinion leader chosen from the village who identifies a village health cham-
pion from the community to facilitate use of the E-Choupal network. The village health 
champions are responsible for mobilizing the community, treating common ailments, con-
ducting household surveys, monitoring health profiles, and improving public education and 
awareness. They are equipped with medicines and first aid kits, a kit for basic diagnosis, and 
a bicycle. They are screened and trained in social skills and communication skills, use of 
handheld devices, basic clinical service, recording and reporting protocols, and conducting 
public health interventions.
Access to affordable services. •	 The telemedicine service provides affordable access to specialists 
and allows villagers to avoid trips to cities or towns, which frequently involves loss of pay, 
food expenses, and the like. Patients gain inexpensive access to professional health special-
ists and receive regular follow-up through the telemedicine service.

Impact
Increasing community awareness of and access to high-quality healthcare services and •	
products.
Ensuring affordable treatment for the rural poor by reducing distance traveled to receive •	
care.
Improving the quality of healthcare by training and educating community members and •	
engaging them in service delivery.
Improving the health of the underserved in rural areas by providing communitywide access •	
to essential healthcare services and health protection products.
Creating reliable employment and income-generating opportunities for the rural poor.•	
Leveraging available information technology infrastructure in innovative ways that appeal •	
to community members.

Resources
People consulted:

Kavitha David, Manager of Rural Health and Education Services, ITC Limited Interna-•	
tional Business Division

Website: www.itcportal.com/sets/echoupal_frameset.htm
Source: Dalberg, www.dalberg.com
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CONTRACTING THE PRIVATE SECTOR 
FOR DELIVERY SERVICES

Program	� Chiranjeevi Yojana (CY), India

Description	 A government-organized, quality-driven voucher program contracting private 
obstetricians and gynecologists to provide delivery services to women who live 
below the poverty line to reduce maternal and infant mortality rates.

Stage	 Rollout (established in 2005).

Reach	 CY was launched in five poor districts of the state of Gujarat and has been 
extended to the entire state, with 892 participating providers who have performed 
294,635 safe deliveries.

Implementer	 Government. CY was established by the government of Gujarat, with support 
from the Indian Institute of Management Ahmedabad and Sewa Rural–Jhagadia 
and facilitation by GTZ.

Funding	 CY is financed by the government of Gujarat, with support from the central gov-
ernment under the National Rural Health Mission.

Situation
Like many other emerging economies, India suffers from a very high maternal mortality ratios and 
infant mortality rates. As many as 25.7% of global maternal deaths occur in India. Gujarat sees more 
than 5,000 maternal deaths every year, mainly because of poor access, especially among low-income 
communities (whether urban or rural) to qualified health attendants and emergency obstetric care. 
India has more than 22,000 obstetricians and gynecologists, but fewer than 1,300 of them work in 
the public sector. Public health facilities (such as community health centers and district hospitals) 
often lack professional gynecologists and pediatricians trained to provide emergency obstetric care.

As many as three-fourths of registered doctors (approximately 17,738, of which 2,000 are gyne-
cologists) work in the private sector, and many operate in low-income areas. But the availability of 
such care, especially to poor and tribal people, is limited by prohibitively high costs. Addressing avail-
ability of and access to services is important to India as it strives to meet the Millennium Develop-
ment Goal targets of reducing its maternal mortality ratio from 389 per 100,000 live births in 1998 
to 100 by 2010 and reducing its infant mortality rate from 60 per 1,000 live births to 30 by 2010.

Program
CY was created to significantly reduce maternal and infant mortality by harnessing the existing 
private sector and encouraging it to provide delivery and emergency obstetric care at no cost to 
families living below the poverty line. Under the scheme the government contracts private providers 
that volunteer to render their services by signing a memorandum of understanding with the district 
government. In return, they receive an advance payment to commence services and are compensated 
at about $4,500 per 100 deliveries (normal, caesarean, or with other complications). Any qualified 
private provider with basic facilities, such as labor and operating rooms, and access to blood and 
anesthetists can enroll in the program after a thorough orientation. CY beneficiaries are enrolled 
through their family health workers. The scheme uses the existing cards issued to families living 
below the poverty line by the rural development department of the state government to access ser-
vices. In the first six months since the launch of the scheme, each provider performed 116 deliveries 
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on average. The institutional delivery rate has increased to more than 81% from about 54.7% in 
2005–06. CY’s long-term goal is to achieve an institutional delivery rate of 95% by 2012.

Key program components include:
Benefits package.•	  CY uses demand-side financing to provide families living below the pov-
erty line with access to a comprehensive benefits package that covers both direct and indirect 
costs, including free delivery (with no condition exclusions), free medicines after delivery, 
and transport reimbursement. In addition, it offers support to the attendant in exchange for 
lost wages. The payment method and formula encourage providers to reach a certain volume 
of work, avoid complicated transaction costs, and create a disincentive for unnecessary Cae-
sarian sections. The provider compensation package is designed to account for all potential 
complications during delivery (estimated at 15% of cases).
Contract management.•	  CY’s district management authorities require participating doctors to 
maintain a case file for each patient they serve. Weekly records of the deliveries conducted by 
the providers are submitted to local authorities and the block (subdistrict) health officer, who 
regularly visits beneficiaries to monitor service quality and addresses grievances. Payment 
to providers is also made through block health officers based on instructions from district 
authorities. All districts send a monthly report to state authorities for review and feedback.
District management capacity. •	 CY employs a decentralized management model that engages 
health officials at four government levels (state, district, block, and village) as facilitators and 
organizers of health services. To implement the scheme statewide, officials at various levels play 
interlinked and overlapping roles. These roles are divided into state level (statewide planning, 
implementation, and monitoring of the scheme), district level (districtwide implementation, 
provider enrollment and orientation, provider compensation, and report collection), block level 
(registration of beneficiaries, bill collection from providers, and overall supervision), and village 
level (motivating expectant mothers to use institutional delivery and facilitating their visit).

Impact
Reducing maternal and neonatal deaths and significantly increasing newborn life expec-•	
tancy in Gujarat.
Enabling families living below the poverty line to access services at no cost, promoting •	
health-seeking behavior, and empowering the community to exercise purchasing power in 
selecting a service provider.
Widening the network for skilled services during delivery by involving private practitioners •	
in the healthcare delivery system.
Retaining qualified medical providers within their original area of operation to ensure com-•	
munity access to an essential workforce.
Developing health markets in rural areas and making remote areas attractive for private •	
health care provides.
Expanding the range of services offered by private providers to include screening and coun-•	
seling for HIV/AIDS and cervix cancer as well as carrying out sterilizations.

Resources
People consulted:

Amarjit Singh, Principal Secretary, Family Welfare and Commissioner Health, Govern-•	
ment of Gujarat.

Website: www.gujhealth.gov
Source: HLSP, www.hlsp.org
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CONTRACTING FOR BASIC HEALTH SERVICES

Program	� Performance-Based Contracting, Afghanistan

Description	 A government- and donor-led contracting program that uses performance-based 
partnership agreements with nongovernmental organizations to deliver a basic 
package of health services to underserved populations.

Stage 	 Established (launched in 2003).

Reach	 As of 2007, the program operates in 34 provinces of Afghanistan and reaches 82% 
of the population, according to World Bank estimates.

Implementer	 Government. The program is implemented by the Afghan Ministry of Public 
Health through national and international nongovernmental organizations.

Funding	 The program’s major donors are the European Commission, the U.S. Agency for 
International Development, and the World Bank.

Situation
Following the collapse of the Taliban in 2001, Afghanistan was among the countries with the worst 
health indicators in the world (for example, under-five mortality was 256 per 1,000 births). Years of 
civil war had left the country’s healthcare system severely weakened and unable to address the health 
needs of the population. To prevent a humanitarian crisis, many domestic and international nongov-
ernmental organizations, supported by donor funding, assumed the role of healthcare providers.

Even after the election of a new government in 2002, the public health system remained limited 
in capacity and ability to retain qualified professionals. The nongovernmental organizations con-
tinued to provide basic healthcare services to most of the population, but there was very little coor-
dination between their activities, and the distribution of services was chaotic and unequal. These 
inefficiencies combined with the lack of agreement on key priorities resulted in a shortage of health 
workers in remote areas, difficulty holding anybody accountable for specific catchments areas, and 
a focus on clinics rather than community services. While the nongovernmental organizations pro-
vided important services that the public system was unable to deliver, there were serious inequalities 
in access to services between urban and rural areas.17

Program
To assert its stewardship role and address the serious challenges of the Afghan health system, the 
Ministry of Public Health and its development partners established a formalized contracting pro-
gram that works with nongovernmental organizations to deliver a basic package of health services. 
The ministry and donors agreed on the specific provinces to facilitate coordination and established 
a special grants and contracts management unit to independently manage the contracting process 
and channel donor funds. The nongovernmental organizations enter into performance-based agree-
ments with the Ministry of Health or donors after being recruited based on availability of personnel 
and adequate facilities, quality of patient-provider interaction, staff knowledge, and patient satisfac-
tion. Nongovernmental organizations are expected to provide a mix of preventive and promotive 
services for a nominal fee. The Ministry of Health retains responsibility for program planning and 
monitoring, while UN agencies provide substantial material support and technical assistance.
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Key program components include:
Basic package of health services. •	 The basic package of health services was developed in 2003 
with the assistance of the World Health Organization and includes the services likely to 
have the most impact on the population and to be cost effective and equitable (deliverable 
to urban and rural areas equally). They include: maternal and newborn health, child health 
and immunization, public nutrition, communicable diseases, mental health, disability, and 
supply of essential drugs. The package will be expanded in 2009 to cover additional services, 
including community care for the disabled and mental health.
Performance-based contracts.•	  Performance-based partnership agreements were designed 
based on Cambodia’s experience. The agreements operate in 34 provinces, with the World 
Bank supporting 8 of them, the European Union supporting 10, the U.S. Agency for Inter-
national Development supporting 14, and other donors supporting 2. Providers are expected 
to cover a defined population and provide specified services. Nongovernmental organiza-
tions using the facilities of the public health ministry are free to recruit staff from within or 
outside the country.
Monitoring and evaluation.•	  Progress reports and site visits are part of all contracts. A 
third-party (Johns Hopkins University and the Indian Institute of Health Management 
Research) has been hired to undertake household surveys, inspect facilities, and conduct 
interviews using a balanced scorecard that rates facilities on a scale of 0 to 100. The assess-
ment has been carried out annually since 2004, with more than 600 facilities sampled each 
year. The report of the third round of sampling (2006) found that in most provinces, the 
health system had improved between 2004 and 2006, including increased availability of 
services and products.

Impact
Expanding the Ministry of Health’s capacity and strengthening its role as a steward of the •	
health system.
Providing a basic package of health services to the majority of the population and improving •	
Afghanistan’s poor health indicators.
Increasing the number of functioning health facilities in the country.•	
Increasing the number of skilled female health workers, thereby increasing female patients.•	
Achieving large improvements in the quality of care provided through performance-based •	
partnerships arrangements, including increased availability of essential drugs and services, 
improved quality of patient care, and upgraded skills of health workers.

Resources
People consulted:

Emanuele Capobianco, Health Specialist, World Bank, South Asia Region•	
Source: HLSP, www.hlsp.org
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CONTRACTING PRIMARY HEALTH SERVICES 
TO THE PRIVATE SECTOR

Program	� Initiative on Primary Healthcare (IPH), Pakistan

Description	 A government-led contracting program that transfers the management of all basic 
health units in a pilot district to a local nongovernmental organization with the 
goal of restructuring and significantly improving the quality of primary health-
care services in rural Pakistan.

Stage 	 Established (launched in 2003).

Reach	 The program was initially launched in one district of Punjab, with a population of 
3.3 million, and was later expanded to 12 other districts in the state. The approach 
is currently being expanded nationally.

Implementer	 Government. The program was implemented by the government of Rahim Yar 
Khan through the Punjab Rural Support Program, a public sector nongovern-
mental organizations operating in 20 districts of Punjab.

Funding	 The program is financed by the government of Pakistan, with external donor sup-
port provided only for its evaluation.

Situation
For years Pakistan’s health status has been characterized by a high population growth rate and high 
incidence of low birthweight babies and maternal mortality. The country’s health indicators depict a 
dismal picture when compared with other countries at the same level of development. This situation 
is due largely to a long-lasting focus on developing high-end medical facilities in urban areas, while 
the primary healthcare and rural health services were ignored for years, leading to a high rural-
urban disparity in health outcomes.

The major challenge facing the primary healthcare system is the lack of human resources and 
financial capacity in district health units (for example, shortage of staff (particularly managers, 
doctors, nurses, and female health workers), laboratory equipment, and drugs). Most of Pakistan’s 
5,308 basic health units were not functional for years due to widespread absenteeism, poor quality 
of services, and corruption. Despite a massive network of public primary and secondary health facil-
ities, coverage of basic health services remained low. As a result, the poor suffered from protracted 
illnesses and were forced to use costly private providers, pushing families deeper into poverty and 
leading to a rapid rise in rural poverty during the 1990s.

Program
Recognizing the urgent need to strengthen the primary health system in rural areas, the government 
of Punjab launched a pilot project in the district of Rahim Yar Khan to restructure primary healthcare 
services by transferring the management of 104 basic health units to the Punjab Rural Support Pro-
gram, a local nongovernmental organization. The initiative’s goal was to drastically reorganize the sys-
tem by employing innovative management techniques and performance-based incentives, while leaving 
basic health unit budgets the same. The program introduced several innovations, including recruiting 
personnel (managers and doctors) at market salaries, enhancing administrative supervision, improving 
the drug supply, and actively involving the community through support groups. After the encouraging 
results in Rahim Yar Khan, the project has been replicated in 80 more districts (out of 120).

Key program components include:
Innovative management. •	 The program organizes all basic health units in a district into clus-
ters of two or three to ensure that the distance within a cluster is manageable (no more than 
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15–20 kilometers). The doctor is the administrative head of a cluster (rather than a single 
basic health unit) allowing for a higher salary (12,000–30,000 rupees per month), incentiv-
izing the doctor to reside at the focal basic health unit, which is chosen based on residen-
tial facilities for the doctor and availability of electricity and water. Doctors also receive 
an interest-free loan of 100,000 rupees to buy a vehicle that allows them to visit each basic 
health unit in their cluster according to a timetable. Doctor are responsible for the overall 
discipline, records, and betterment of their cluster. A project management unit is established 
in the district and led by a project director and support staff. The project management unit 
is responsible for stocks and budget and for support and guidance to the doctors. A district 
support unit is established in the district and led by a district support manager and support 
staff. The district support unit is responsible for stocks and budgets received from the dis-
trict government and for providing necessary supplies, ensuring staff discipline, establishing 
executive justice, and coordinating with line departments.
Customized services. •	 The preventive and curative health services that basic health units are 
already designated to provide address local health needs, targeting poor women and chil-
dren especially. Increased outpatient attendance reflects relevant services to the local health-
care needs. With the introduction of female doctors into the service and additional clinical 
facilities, the quality and scope of the services have been revitalized.
Monitoring system. •	 A monitoring system independent of the district health office is the essence 
of the initiative. The district support unit is responsible for monitoring, supervising, and col-
lecting data. Each health facilities is visited at least once a month by the district support man-
ager and executive monitoring. During a visit the doctor and the staff are motivated, patients 
are asked about the working of the basic health unit, and all records and stocks are inspected.
Community mobilization and education.•	  Mobilizing and educating the community is an 
integral component of the initiative. Support groups for all basic health units have been 
organized with 20–25 people that meet monthly. These groups have played a commend-
able role in organizing preventive and promotive activities, solving local issues concerning 
basic health units, and providing routine maintenance of basic health units. Their feedback 
helps the medical officer understand the functioning of basic health unit and its outreach 
staff. Community health education sessions in the community and at basic health units are 
regularly organized, and healthcare providers visit schools to impart health education to 
children. Doctors also talk to groups of women and children to provide health tips.

Impact
Improving the quality of services provided by basic health units, with impact on health out-•	
comes, patient satisfaction, and out-of-pocket payments.
Achieving measurable impact on health Millennium Development Goals.•	
Improving the physical condition of the basic health units and significantly reducing absen-•	
teeism (by as much as 96%).
Increasing use of services, especially among women and children under age five.•	
Decreasing rural populations’ use of nonqualified, informal providers.•	
Reducing the financial burden that families face in paying for healthcare outside of the pub-•	
lic sector.

Resources
People consulted:

Ijaz Munir, Program Director, Punjab Health Sector Reforms Programme•	
Tahir Ali Javed, Provincial Minister for Health, Punjab•	

Source: HLSP, www.hlsp.org
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Service delivery
William A. Haseltine Foundation for •	
Medical Sciences and the Arts, United 
States and India
Sofi Bergkvist and Hanna Pernefeldt  
Institute of Development Studies and •	
Future Health Systems Consortium, 
United Kingdom 
Gerald Bloom, Claire Champion, Henry 
Lucas, David Peters, and Hilary Standing  
University of Toronto, Canada •	
Onil Bhattacharyya, David Dunne, and 
Anita McGahan

Risk-pooling 
Results for Development Institute, •	
United States
Gina Lagomarsino and Sapna Singh 
Kundra 

Government and selfregulation
Thai Ministry of Public Health, Inter-•	
national Health Policy Program, 
Thailand 
Viroj Tangcharoensathien 
London School of Hygiene and Tropi-•	
cal Medicine, United Kingdom

Dina Balabanova, Kara Hanson, and 
Valeria Oliveira-Cruz 

Supply chain
Massachusetts Institute of Technology–•	
Zaragoza, United States and Spain, and 
Dalberg, United States
Daniella Ballou-Aares, Edwin Macha-
ria, and Prashant Yadav
Supporting partner: JSI Logistics Ser-•	
vices, United States

Purchasing and contracting
Broad Branch Associates, United •	
States; Center for Global Development, 
United States; and University of Cali-
fornia, Berkeley, United States
Rena Eichler and Ruth Levine with con-
tributions from Paul Gertler   
HLSP Institute, United Kingdom•	
Roger England 
University of Zambia, Zambia•	
Bona Chita, Abson Chompolola, Chris-
topher Mapoma, Dale Mudenda, and 
Webby Wake 

Appendix A.  Technical partners
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Location Mechanism Program Description Website

Madagascar Service delivery Top Réseau Top Réseau was launched in 2001 by PSI/Madagascar as a franchise network 
of youth-friendly private clinics. The franchise aims TO prevent transmission of 
sexually transmitted infections and unwanted pregnancies by improving sexually 
transmitted infection case management and promoting consistent condom use 
and modern family planning methods among sexually active youth. Top Réseau 
clinics are promoted among young people looking for confidential, quality, 
affordable, and youth-friendly services.

www.psi.org

Cameroon Service delivery 100% Jeune 100% Jeune is a multichannel communication program that aims to motivate 
and enable sexually active, urban youth to use condoms consistently or to not 
have sex. The program targets approximately 600,000 youth ages 15–24 in the 
country’s two largest cities, Douala and Yaoundé. Linked by the 100% Jeune 
brand, all communication activities are designed to promote images of youth 
who challenge social norms to protect their health.

www.reglo.org

India Service delivery Narayana Hrudayalaya 
(NH) Heart Hospital

Narayana Hrudayalaya is located in Bangalore and is one of the world’s largest 
pediatric heart hospitals, performing approximately 24 open heart surgeries and 
25 catheterization procedures a day, almost eight times the average at other 
Indian hospitals. NH is able to keep treatment costs low and quality of care 
high by implementing cost-saving methods, such as increasing the volume of 
patients served and accepting donations.

www.
narayanahospitals.
com

Rwanda Service delivery Phones for Health Phones-for-Health is a $10 million private-public partnership, which brings 
together the mobile phone industry, ministries of health, global health 
organizations, and other partners to use the widespread and increasing mobile 
phone coverage across developing countries to strengthen health systems. 
The system allows health workers to report data from the field which are 
made available to health authorities. The technology can also be used to order 
medicines, send alerts, and download guides.

www.pepfar.gov/
press/80384.htm

Uganda Service delivery Nsambya Hospital Nsambya is a tertiary referral hospital that aims to provide quality medical care 
to all at minimum cost without compromising the economically disadvantaged. 
It has a capacity of 361 beds. It is involved in patient care, research, and 
teaching.

Not available

Nepal Service delivery Tilganga Eye Care 
(TEC)

TEC is the implementing body of the Nepal Eye Program, a nonprofit, 
community-based, nongovernment organization that manufactures intraocular 
lenses locally and simplifies surgical techniques. Cost recovery is through 
cross-subsidization. TEC is taking training programs to different parts of the 
world.

www.tilganga.org

South Africa Service delivery On-Cue Compliance On-Cue uses SMS text messages to remind patients with chronic conditions 
(including HIV and tuberculosis) to take their medication. The technology used 
to send out these messages is extremely low-cost; computer servers access 
the patient database every half hour to send messages to patients.

www.kiwanja.net/
database/document/
report_tb_
compliance.pdf

Uganda Service delivery International Hospital International Hospital uses a cross-subsidization model that provides free care 
to the poor in the Hope Ward, a 25-bed charity wing, funded by donors.

Not available

Various Service delivery Partners In Health 
(PIH)

PIH combines clinic- based care (hospitals and health centers) and community-
based care (home visits and prevention campaigns) to bring quality healthcare 
to extremely poor, rural areas. It also engages in advocacy to change policy at 
top levels. In order to speed implementation in a new country, PIH adapts its 
model to be country specific.

www.pih.org

Appendix B. � Extended landscape 
of innovative models

(continued)
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India Service delivery Bhagwan Mahaveer 
Viklang Sahayata 
Samiti (BMVSS)

Bhagwan Mahaveer Viklang Sahayata Samiti (BMVSS), Jaipur, was set up in 
1975 as a nongovernmental organization that helps the physically challenged, 
particularly the financially weak among them. BMVSS provides artificial 
limbs, calipers, crutches, ambulatory aids such as wheelchairs, hand-paddled 
tricycles, and other aids and appliances free of charge to the physically 
challenged.

www.jaipurfoot.org

Ethiopia Service delivery Biruh Tesfah Biruh Tesfah is a social franchise in Ethiopia with the mission of increasing 
access to reproductive and family planning services among women ages 10–19 
who live away from their parents. It is a joint project of the Ethiopian Ministry 
of Youth and Sport and the Addis Ababa Youth and Sport Commission, with 
technical assistance from the Population Council and support from the Turner 
Foundation, the U.K. Department for International Development, and the United 
Nations Population Fund.

www.popcouncil.org

India Service delivery VisionSpring (formerly 
Scojo Foundation)

VisionSpring serves tens of thousands of poor customers in developing 
countries with affordable eyeglasses. Together with its partners, including some 
of the world’s largest nongovernmental organizations and the most innovative 
base-of-the-pyramid organizations, VisionSpring is providing sustainable jobs 
and access to vision care to the world’s poorest, most remote communities.

www.visionspring.
org

Bangladesh Service delivery Jibon Tari The Jibon Tari (Boat of Life) is a fully equipped hospital on a boat THAT takes 
medical care and surgery to restore sight, movement, and hearing to the very 
poorest people in remote communities of rural areas and offshore islands of 
Bangladesh.

www.
impactfoundationbd.
org/case_studies.
html

Ghana
South Africa

Service delivery AngloGold Ashanti 
Health

AngloGold Ashanti sets up programs for employees that deal with the 
debilitating regional health threats: HIV/AIDS and tuberculosis management 
programs (identification, diagnosing, treatment, monitoring, and quality 
assurance) and malaria and cholera management. Treatment is free of charge.

www.ashantigold.
com/default.htm

Nigeria Service delivery Mucas Hospital A group practice combining several general practitioners and specialists based 
on an integrated network model (similar to Clinic Africa).

Not available

Peru Service delivery Redplan Salud The program focuses on nurse-midwives and physicians to serve 30,000 
women and their families living in five low-income districts of Lima. A network 
of midwives provides reproductive health products and services in an affordable 
and accessible way and receives free training.

www.inppares.org.
pe/doc/Mrps.PDF

South Africa Service delivery Tsilitswa The Tsilitwa Telehealth Project is a government-sponsored program that allows 
rural nurses to consult remotely with doctors on challenging cases by speaking 
and sending pictures through wireless telephony.

Not available

Tanzania Service delivery Nufaika Nufaika combines pharmaceutical distribution with other consumer goods. It 
covers more than 5,000 outlets every month.

Not available

Various Service delivery Doc-in-a-Box Doc-in-a-Box taps into the unrealized potential of nearly universally deliverable 
steel and aluminum containers and turns them into an instant primary care 
outpatient clinic, staffed daily by one or two paramedics drawn from the local 
community.

www.cfr.org/
content/meetings/
global_health_rt/
doc_in_a_box.pdf

Various Service delivery Adopt-A-Doctor The program aims to retain experienced physicians (reverse brain drain of 
doctors) in the poorest areas by increasing doctors’ salaries, contingent on their 
agreement to stay in the country for at least seven years, and by providing a 
worldwide network through which doctors can access resources directly from 
donors. Donors are individuals and local community organizations.

www.adoptadoctor.
org

Tanzania Service delivery APOPO APOPO uses trained sniffer rats to detect tuberculosis bacteria-containing 
human sputum samples. A rat can evaluate 40 samples in 10 minutes, equal 
to what a skilled lab technician, using microscopy, can do in one day. Pilot 
research started in 2003.

www.apopo.org

India Service delivery Barefoot College Barefoot College leverages the population and teaches young men and woman 
skills that are aimed at providing the basic health services that villagers need. 
Barefoot trains medical staff to assist and deliver care in remote areas. It also 
helps to implement health camps that address specific health needs. More than 
200 health centers serve villages throughout India.

www.
barefootcollege.org
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Ghana Service delivery CareShops CareShop is a franchise of licensed chemical sellers (retailers of over-the-
counter drugs) designed to improve the quality, accessibility, and affordability 
of essential medicines across Ghana. Individual franchisees operate as profit 
centers, contractually bound by clearly defined, strict regulations on diagnosis, 
quality, and pricing of a specific list of drugs.

www.nextbillion.
net/archive/files/
CareShop%20
Ghana.pdf

Kenya
Rwanda

Service delivery CFW (Child and Family 
Wellness)

The HealthStore Foundation’s CFW model is a network of micro pharmacies and 
clinics whose mission is to provide access to essential medicines to marginalized 
populations in developing countries. The CFW outlets target the most common 
killer diseases, including malaria, respiratory infections, and dysentery, among 
others. They also provide health education and prevention services.

www.cfwshops.org/
overview.html

Uganda Service delivery Clear Seven Clear Seven is a prepackaged treatment kit for men with urethral discharge in 
Uganda (contains a 14-day dose of tablets, condoms, partner referral cards, 
and an information leaflet in accordance with the Uganda sexually transmitted 
disease management guidelines). It promotes full-course treatment of sexually 
transmitted infections, supports condom use, strengthens partner referral, and 
provides health education.

www.who.int/
inf-new/aids2.htm

Uganda Service delivery Clinic Africa Clinic Africa is an integrated network of clinics providing primary and secondary 
care in both urban and rural areas in Uganda. Clinics are centrally owned but 
individually operated by local physicians. Physicians retain most profits (a small 
portion of urban clinics’ profits are paid to cover in-country nongovernmental 
organization operations).

www.clinicafrica.org

Tanzania Service delivery Comprehensive 
Community Based 
Rehabilitation Tanzania 
(CCBRT)

CCBRT is a rehabilitation program based on a public-private partnership with 
the government. The government provides the land and pays the salaries. 
CCBRT manages the hospital and attracts international partners. Currently, 
90% of patients are from very poor backgrounds.

www.ccbrt.or.tz

India Service delivery DISHA The DISHA project is the first mobile telemedicine initiative conceived in India, 
combining imaging and medical diagnosis with satellite connectivity to offer 
online consultation. DISHA aims to improve the quality of family planning 
services by expanding the choice of contraceptive methods and improving 
the technical competence of personnel and promoting family planning by 
broadening support among leadership.

www.disha-india.org

Rwanda Service delivery D-Tree International D-Tree provides healthcare workers with handheld devices to collect medical 
information and prescribe treatment.

www.d-tree.org

Honduras Service delivery Honduran Family 
Planning Association

This is a social marketing program that repackages and sells contraceptives to 
wholesalers who then redistribute products to pharmacies.

Not available

Tanzania Service delivery Kilombero and Ulanga 
Insecticide-Treated Net 
Project (KINET)

KINET is a social marketing scheme to promote the use of an sexually 
transmitted infection self-treatment kit (Clear Seven). The distribution system 
relies on the use of small retail outlets that are normally licensed to sell over-
the-counter drugs but not antibiotics. 

www.mimcom.org.
uk/ifakara/KINET.
htm

Uganda Service delivery Nsambya Hospital Nsambya hospital was founded in 1903 as a Catholic Mission hospital providing 
specialist services in surgery, internal medicine, pediatrics, and obstetrics and 
gynecology. It pays special attention to women and children. It is a high-volume, 
low-cost practice with both general and private patient facilities.

Not available

Indonesia Service delivery PATH PATH has developed a Uniject autodisposable injection device for vaccines 
(Hepatitis B) that is easy to use and has a one-way valve to expel the 
medicament and prevent uptake of other contents. Midwives are trained to use 
the vaccines in remote villages.

Not available

Various Service delivery Phones-for-Health Phones-for-Health uses mobile phones to enter medical data, which allows 
governments to respond quickly to epidemics and help patients receive medical 
treatment faster. It takes advantage of Africa’s surprisingly good mobile phone 
coverage. The data is used to build up national health information systems.

http://rwanda.
usembassy.gov/
feb_21_2007.html

Bolivia Service delivery ProSalud PROSALUD’s network of health services serves a population of 500,000 in nine 
periurban areas of Bolivia. The PROSALUD healthcare high-volume, low-cost 
delivery model can be described as a network of decentralized, multipurpose, 
and permanent clinics that provide integrated, comprehensive and continuous 
care.

www.pro-salud.org

(continued)
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Nigeria Service delivery R-Jolad Hospital R-Jolad is a nonprofit, fully self-sustainable, physician-owned organization, 
including a hospital and clinic in Lagos. The hospital has high service volume, 
and its mission is to “serve the masses.” 

http://
rjoladhospitalnig.
com

Brazil Service delivery Saude e Alegria (SA) Saude e Alegria is a floating hospital that travels from village to village with 
a team of doctors, engineers, environmental experts, agronomists, and 
communications specialists. Using health as an entry point, SA began helping 
16 communities improve their lives through solar-based electrification, 
environmental education, and access to information technology. It creates 
a health patrol in each community and trains individuals identified by the 
community in basic primary healthcare.

www.saudeealegria.
org.br/portal/index.
php

Uganda Service delivery Uganda Health 
Information Network

The network provides practitioners with real-time access to vital information 
through the use of personal digital assistants connected via the local GSM 
cellular telephone network. Provides consultation, real-time ordering of 
medicines, and access to medical journals.

http://pda.healthnet.
org

Philippines Service delivery Well Family Mid-Wife 
Clinic

A network of private midwifes who own and operate private midwife clinics. The 
clinics are mostly located in urban areas. Continuing training is provided to the 
providers.

www.wfmc.com.ph

India Service delivery Ziqitza Healthcare 
Services (1298) - 
Ambulance Access 
for All

Ambulance Access for All is an organization working to save lives by increasing 
awareness and education about the importance of emergency medical services. 
1298 is the easy-to-dial number associated with this service. Patients are 
charged based on their ability to pay, and fees are cross-subsidized assuring 
financial sustainability

www.
acumenfund.org/
investment/1298.
html

Bangladesh Service delivery
Risk-pooling

BRAC The BRAC Micro Health Insurance for Poor Rural Women in Bangladesh (BRAC 
MHIB) started as a pilot project at Madhabdi in Narshingdi District in July 2001. 
Membership is open to all poor families living in its two areas of operation. 
The BRAC’s Health Program offers beneficiaries access to three tiers of care: 
community health workers, a cadre of health paramedics, and a network of 
health clinics.

www.brac.net

Bangladesh Service delivery
Risk-pooling

Gonoshsthaya Kendra GK provides a range of people-oriented healthcare services: their mobile clinics 
provide primary and school healthcare to rural communities; the 150-bed 
hospital provides a wide range of medical services for patients covered by 
GK’s income-based health insurance program and the general public. The use 
of highly qualified paramedics ensures the delivery of health services to poor 
people living in rural areas

www.gkbd.org/
aboutus.htm

India Risk-pooling BAIF BAIF is a community-based health insurance scheme covering 1,500 women 
members living in the 22 villages around Uruli Kanchan Town. BAIF is the 
insurer and membership is voluntary.

www.baif.org.
in/aspx_pages/
recagnition.asp

India Risk-pooling DHAN DHAN is a community-based health insurance scheme with 19,040 members, 
mostly poor women members of the community banking scheme and living in 
the villages of Mayiladumparia block. Membership is voluntary, and the scheme 
is community-managed.

www.dhan.org/
adhan.htm

India Risk-pooling Advasi Munnetra 
Snagam

Adivasi Munnetra Sangam is a community-based health insurance scheme 
covering the population of a federation of village collectives initially formed to 
advocate land rights. First villagers contributed 2 rupees a year, then 4, then 8. 
By 2003 volunteers were able to collect 22 rupees a year.

Not available

India Risk-pooling Vimo SEWA Vimo SEWA is an integrated insurance program aiming to provide social 
protection for SEWA members to cover their lifecycle. Vimo SEWA offers three 
different integrated insurance packages, which include coverage for death, 
sickness, and loss of assets. Under the hospital tie-up program, Vimo SEWA 
selects multispecialty hospitals run either by the government or by registered 
trusts. Private hospitals are included only after careful scrutiny of the quality of 
services provided.

www.
sewainsurance.org

India Risk-pooling Shri Kshetra 
Dharamshala

The health insurance scheme was started by the Shri Kshetra Dharmasthala 
Rural Development Project, a local nongovernmental organization that had 
launched thousands of grassroots self-help groups. The scheme covers 77,000 
people.

Not available
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Pakistan Risk-pooling Adamjee Adamjee, a commercial insurer, partners with National Rural Support 
Programme community organizations to provide hospital coverage to 500,000 
rural poor. Adamjee brings size and experience to negotiate prices with 
hospitals. NRSP uses community institutions to market and deliver health 
insurance product.

www.
adamjeeinsurance.
com/contact_
us.aspx

Peru Risk-pooling Servi Peru ServiPeru is a former mutual insurance company that was forced to reinvent 
itself due to regulatory changes. Since it could not meet the higher capital 
requirements, it created a brokerage firm and a service delivery company 
(providing healthcare and funeral services).

www.serviperu.com

Uganda Risk-pooling The Cooperative 
Insurance CIC

CIC has partnered with the National Hospital Insurance Fund to provide 
a family package for inpatient services only in private, government, and 
mission hospitals. The CIC product is a comprehensive package that includes 
compensation in case of death and a weekly income for two years in case of 
total disability. 

www.cic.co.ke

Uganda Risk-pooling Kadic Hospital A 32-bed private hospital with approximately 5% profit margins serving middle-
income patients in Kampala. It also serves low-income patients, primarily 
through outreach programs. Kadic first established an in-house insurance 
program to help patients finance healthcare at a time when most patients had 
no external source of insurance. 

www.kadichealth.
org

Kenya Risk-pooling CFC Life CFC Life offers indemnity insurance with general insurance to the rural poor 
in Kenya with the aim of creating an insurance culture among the uninsured, 
informal sector. CFC believes that if properly scaled and managed, it can force 
efficiency gains within the network of service providers.

www.cfclife-kenya.
com

Various Risk-pooling FINCA/AIG In partnership with AIG, FINCA provides hundreds of thousands of clients with 
credit-life insurance. FINCA and AIG are exploring ways to bring other demand-
driven products to clients such as health insurance and asset insurance.

www.villagebanking.
org/site

Pakistan Risk-pooling Naya Jeevan for Kids NJFK acts as intermediary between corporations and insurers in major urban 
areas. The model leverages existing distribution channels., driving down costs 
for corporations and end-users. Money goes into a large fund managed by an 
asset management company, making the model self-sustaining. The model 
allows corporations to enhance employee productivity and showcase corporate 
social responsibility.

http://njfk.org

India Risk-pooling Society for Elimination 
of Rural Poverty 
(SERP)

Under the SERP umbrella, there are a number of poverty reduction programs 
serving 630,000 members in India—these are community-based programs 
“run by the poor for the poor.” While there are several common threads that 
span the community programs, each community works to leverage the existing 
environment it faces.

http://203.200. 
212.139/SHG/

Rwanda Risk-pooling Mutuelles de Sante To promote universal access to healthcare in post-genocide Rwanda, the 
government designed and implemented district-based health insurance 
schemes known as mutuelles de santé to raise revenue for health services for 
rural populations in a way that the population can afford. Services are provided 
through public, contracted facilities, and public providers are paid by mutuelles 
directly, either through monthly capitation rates, on a fee-for-service basis, or 
via (recently introduced) performance-based payments.

www.moh.gov.rw

Colombia Regulation Unified Accreditation 
System

The Colombian Ministry of Health established a registration system and 
later the Unified. Accreditation System to improve quality and regulate the 
growing private medical sector. Law 100 modified health delivery in Colombia 
by changing subsidies to the supply side for a demand subsidy, which was 
proposed as a goal to attain universal coverage by 2001.

Not available

Zambia Regulation National Hospital 
Accreditation Program

Zambia is one of the first countries in Sub-Saharan Africa to launch a national 
hospital accreditation program. The country has successfully developed 
hospital standards that are relevant and potentially achievable by its hospitals. 
Half of Zambia’s 79 hospitals have received educational surveys, and 12 have 
also received the full accreditation survey.

www.qaproject.
org/pubs/PDFs/
zambiahosp.pdf

(continued)
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West Africa Regulation West Africa Drug 
Regulatory Authority 
Network (WADRAN)

The National Agency for Food and Drug Administration and Control of Nigeria 
has initiated the establishment of West African Drug Regulatory Authorities 
(WADRAN), with the aim of combating counterfeit drugs on a regional level 
through the exchange of information and strategies between countries and the 
creation of regionally harmonized regulatory efforts.

www.nafdacnigeria.
org

Botswana Supply chain Sample Transportation Sample Transportation aims to improve the logistic efficiency for laboratory 
testing (such as early infant HIV diagnosis and CD4 counts) by transporting 
samples to a central lab and faxing back results.

Not available

Ghana Supply chain Curatio Curatio leverages excess capacity of other consumer product supply chains 
to reduce logistics cost of delivering to rural pharmacies that are set up in 
a franchise model. It also aims to deliver better margins at points of sale by 
providing an optimized mix of private labeled, generic, and branded products.

N/A

Ghana Supply chain Cell phone–assisted 
payment

Cell phone–assisted payment would enable people or organizations to make 
and receive payments without transporting money. This is particularly powerful 
when coupled with broader systems like national health insurance schemes for 
the purchase of goods and services and subsequent aggregation of money for 
transfer along the supply chain.

Not available

South Africa Supply chain Agent model for 
product registration

The program offers product registration services to pharma companies 
looking to access a particular market. It is able to build relevant knowledge of 
requirements as well as relationships.

Not available

South Africa Supply chain Disease monitoring 
and control hub

The disease monitoring and control hub would help identify trends and 
outbreaks and address them effectively by engaging both public and private 
sector health providers in South Africa. 

Not available

South Africa Supply chain Allpay The Allpay system (which uses a fingerprint reader and is currently used for 
the pension payouts) can be introduced in pharmacies as the system to identify 
the critically ill patients. It has the potential to improve monitoring of programs 
for critically ill people (such as distribution of antiretroviral drugs) and decrease 
traffic at hospitals.

Not available

Uganda Supply chain Vine Pharmacy Vine Pharmacy is a growing pharmacy chain in Uganda with five outlets in 
urban Kampala and Entebbe. Vine Pharmacy is building a profitable chain and 
projects to grow at 23% a year over the next three to five years. Expansion to 
date has been largely internally financed.

Not available

Various Supply chain Riders for Health Riders for Health is a nongovernmental organization providing healthcare 
to rural villages using motor vehicles. It employs 200 people in Africa and 
runs more than 1,000 vehicles, enabling health workers to reach more than 
10 million people in rural areas. It runs in Gambia, Kenya, Lesotho, Nigeria, 
Tanzania, and Zimbabwe.

www.riders.org

Various Supply chain Affordable Medicines 
to Africa (AFMA)

AMFA operates as a social outreach program partner with Hollard Insurance 
Group, South Africa’s largest independent insurance company. The results of 
AFMA’s reduced lead times are less product obsolescence and lower inventory 
costs.

www.amfa.co.za

Bangladesh Contracting Urban Primary Health 
Care Project I & II 
(UPHCP)

UPHCP promotes improved access to and use of efficient, effective, and 
sustainable good-quality primary healthcare services for the poor in urban 
areas covered, with a particular focus on women and girls. Approximately 2.8 
million clients (2.1 million female and 0.7 million male) attended UPHCP-II 
clinics from the start of the second phase in July 2005.

www.adb.org/
Documents/
Reports/Validation/
BAN/in212-08.pdf

Cambodia Contracting Basic Health Services 
Project

This project is located in Cambodia’s Kampong Cham Province and works with 
the Cambodian government to provide basic healthcare services in the districts 
of Memut and Cheung Prey. The project pilots two models for health service 
provision, allowing a comparison of two management styles: contracting out 
in Memut, where it recruits, manages, and trains all district health staff, and 
contracting in in Cheung Prey, where it trains and manages the district health 
staff already employed by Cambodia’s Department of Health. 

www.adb.org/
Documents/
PCRs/CAM/pcr_
cam_27410.pdf
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Notes

Private health sector 1.	 is defined as all non-
government actors in healthcare, including 
individuals and organizations engaging in 
nonprofit or for-profit work.
Nishtar 2007.2.	
The longer list of landscaped programs is 3.	
included in appendix A.
Montagu 2002; Hanson 2004; Marek et al. 4.	
2005; Berg 2000; Berg and Meeker 2005; 
Ruster, Yamamoto, and Rogo 2003; Brown 
and Chruchill 1999, 2000; Prata, Mon-
tagu, and Jefferys 2005; Huntington, Sulz-
bach, and O’Hanlon 2007; Brugha and Zwi 
1998; Preker, Harding, and Travis 2000; 
Loevinsohn 2002; England 2004; Preker 
and Dror 2002; Bishai et al. 2008; PSP-One; 
HLSP Institute; CGAP Working Group on 
Microinsurance; and others
Brugha 2003; Loevinsohn 2006; Hanson 5.	
2004; Montagu et al. 2005; PSP-One; The 
Global Fund; PEPFAR; and others
Nonstate6.	  refers to all nongovernmental 
actors: domestic and international not-for-

profit and for-profit organizations, profes-
sional organizations, bilateral and multi-
lateral donor agencies, and civil society.
The companion report further explores how 7.	
achieving these goals can support govern-
ment stewardship.
w w w. c e n s u s i n d i a . g o v. i n / C e n s u s _8.	
Data_2001/India_at_glance/rural.aspx
WHO 2004.9.	
BRAC University, James P. Grant School of 10.	
Public Health, 2009.
w w w.unicef.org/infobycountry/india_11.	
statistics.html#62
www.who.int/whosis/mort/profiles/mort_12.	
searo_ind_india.pdf
w w w.unicef.org/infobycountry/india_13.	
india_statistics.html#24
w w w.unicef.org/infobycountry/india_14.	
india_statistics.html#24
Van der Gaag and Wright, 200815.	
WHO 2006.16.	
Loevinsohn 2008.17.	
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