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Background 

Kampala has a population of 1.5 million people of whom 1.2 million are urban poor or residents of 
informal settlements. While the private health care sector in Kampala constitutes 98% of all health 

facilities, the provision of maternal and neonatal health (MNH) services is primarily shouldered by 

public health facilities. Public facilities are thus congested beyond the numbers they are designed to 

handle, a situation which compromises the quality of care. Women perceive services at private 

facilities to be of higher quality in terms of cleanliness, care, and timeliness. However, urban poor 
women were concerned by lack of regulatory control on standards and pricing at these facilities. In 

addition, women were concerned that these facilities lacked the skills to manage obstetric and 

newborn complications when they arise, because they often witness cases being referred to national 

referral hospitals rather than being treated.  

To address these issues, Population Services 

International (PSI) Uganda and Kampala 

Capital City Authority (KCCA) which is the 

governing body of the capital city, received 

funding from USAID in 2018 to develop and 

test innovative interventions to address 

barriers that affect access to quality MNH 
care for urban poor.  The Kampala Slum 

Maternal and Newborn Health (MaNe) 

project used an implementation research      
and human-centred design (HCD) approach 

to test interventions that were co-designed 
with stakeholders such as the Ugandan 

Ministry of Health (MOH), development 

partners, and members of the resident urban 

slum communities. The first step of the 

MaNe project was to conduct formative 
research to better understand the supply and 

demand barriers affecting care seeking, referral, and the provision of equitable and quality private 

MNH care. The findings from this study highlighted the lack of readiness and commitment by private 

proprietors to invest in MNH; lack of essential MNH infrastructure, supplies, drugs, and commodities; 

and high MNH service costs for the urban poor. The findings also indicated that women were willing 

to pay a reasonable fee for care in private facilities if they were reassured that the services would be 

high quality.  

The MaNe project held a series of workshops with the key stakeholders to develop potential solutions 

to the formative research findings with the aim of harnessing the public and private facility mix for 

provision of quality MNH care for the urban poor. One gap that the project was particularly interested 

in addressing was how to improve utilisation of private facilities by the urban poor as a means for 
ensuring equitable access to care for all mothers and newborns and decongesting public health 

facilities in Kampala. The proposed solution was the accreditation of private facilities.      

This brief will share MaNe’s experience and lessons learned towards accrediting private facilities for 

provision of MNH services to the urban poor.  
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The Accreditation Process 

In 2018 when MaNe’s work towards 
accreditation started, Uganda had no 

independent health care accreditation body, 

and the MOH had no formal guidance on how 

an accreditation assessment should be 

conducted and by whom. However, they had 
done some work towards this by 

commissioning a review of existing quality 

assessment tools with a view to identifying a 

suitable accreditation assessment tool as 

further described under Step 1. (See Box 1)  

This brief provides an account of the activities 
undertaken as part of MaNe’s implementation 

research to understand how to roll out such an 

intervention in Kampala and similar settings. 

Given that the intervention has proven to be 

feasible, acceptable and beneficial to 
stakeholders involved, the purpose of this 

learning brief is to describe how the MaNe 

team in partnership with KCCA undertook the 

task, so that government entities in other low- 

and middle-income countries (LMICs), 
looking to replicate such an intervention, have 

clarity on the processes, challenges and 

adaptations involved on the road to 

accreditation of clinics for provision of MNH 

services for the urban poor.  

Part 1: Planning and Organizing 

Step 1: Identification of the most suitable tool to be used for accreditation  

To ensure integration and sustainability of the initiative, it was important to identify or develop a user-
friendly assessment tool that aligned with the Ugandan MOH’s broader plans for improving the 

quality of MNH services in the private sector, that would require minimal training for uptake, and that 

KCCA leadership would be willing to use to propagate its vision for improving quality of care (QOC). 

Prior to this process, there were no tools endorsed by the MOH for the accreditation of private sector 

MNH facilities. To gather relevant information to guide the identification of a suitable tool, MaNe 
carried out a desk review of key MOH policies and guidelines including the MOH quality assurance 

framework, and reports related to quality improvement work done in the private sector with and on 

behalf of the MOH by the Uganda Health Care Federation (an umbrella body for private health care 

providers in Uganda). The team also consulted the MOH’s quality assurance department and KCCA 

to identify existing or planned MOH strategies for improving MNH QOC in the private sector.  The 

first key finding of this search was that the MOH had previously commissioned a technical review of 
tools for development of a health care accreditation system in Uganda. The technical review process 

had been undertaken by The Council for Health Service Accreditation of South Africa. It involved a 

comparison across several existing tools including the accreditation tool for results-based financing, 

the accreditation tool used for the Uganda Voucher Plus Activity, safe care standards and 

methodology, and the health facility quality assurance program. The second finding was that the Self-
Regulatory Quality Improvement System (SQIS) tool had been recommended by these independent 

reviewers for accrediting facilities in Uganda. 

Box 1: 13 Step Accreditation Process 

Part 1: Planning and Organizing 

Step 1: Identification of the most suitable tool for accreditation  

Step 2: Selection of private facilities to participate in one-on -

one orientation of the proposed intervention  
Step 3: Informing proprietors/leadership of private facilities of 

the intervention inviting them to apply for 

accreditation 
Step 4: Working with clinic teams to establish and strengthen 

quality improvement processes 
Step 5: Identification of the most suitable team to conduct the 

assessments for accreditation  

 
Part 2: Implementation of the Accreditation Process 

Step 6:  Execution of the accreditation assessments  
Step 7:  KCCA in-house meeting to determine final position 

   on facilities to be accredited 
Step 8: Communication of assessment findings to proprietors 

and leadership of facilities  
Step 9:  Designing the logo for accredited facilities  
Step 10: Signing of MOUs between KCCA and facilities  
Step 11: Development of plans to support non-accredited 

facilities to progress towards accreditation  
Step 12: Continued accreditation assessment of new facilities 

and re-assessments for adherence to accreditation 

standards  

Step 13: Institutionalisation of accreditation. 
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The Self-Regulatory Quality Improvement System (SQIS+) tool1 was selected as the most suitable 

tool to be used for this exercise for several reasons.  First, it had been piloted in 36 private clinics 
within Kampala and was found to be simple and easy to use.  It had been developed by the 

USAID/Uganda Private Health Support program with extensive stakeholder involvement including 

the professional regulatory bodies in alignment with existing MOH standards and guidelines and 

policies. Many of the standards within the SQIS tool were in line with the basic needs of a healthcare 

facility.       
 

The SQIS had been identified by the professional regulatory bodies as one of the tools used for 

licensing private facilities. As such, aligning with what they already have would ensure the 

sustainability, continuity, and scalability of such an innovation beyond the life of the project.  Finally, 

and most importantly given their involvement in its development and their familiarity with using it 
(having participated in piloting it in Kampala), the KCCA leadership regarded it as the most 

appropriate tool for this purpose.   
 
 

Step 2: Selection of private facilities to participate in one-on-one orientation on the proposed 

accreditation intervention 
 

A total of 29 facilities were invited to an orientation on the accreditation intervention. Facilities 
needed to meet the following eligibility criteria to participate in the process:  

1) Operated in and around MaNe project sites (in slum areas/informal settlements or within 3 km 

of the informal settlements). 

2) Provided basic or comprehensive emergency obstetric and newborn care (minimum of 5 

deliveries per month) 

3) Previous exposure to self-assessment using the SQIS tool  

Having participated in the MaNe co-designing processes the previous year was an added advantage as 
they were already knowledgeable about the ongoing MaNe implementation research effort and what it 

was trying to achieve.      

The MaNe project hired senior house officers (SHOs), who are medical officers pursuing 

postgraduate studies in obstetrics and gynaecology at Makerere and Martyrs Universities in Kampala, 

to visit the selected facilities above over a ten-day period and have one-on-one engagements with the 
facility leadership. The objectives of the visits were to: 

1) Introduce the concept of accreditation, the assessment process, and parameters to facility 

proprietors/leaders. 

2) Discuss the facility’s performance scores in their previous self SQIS+ assessment and the 

gaps to be addressed.  

3) Brainstorm Quality Improvement (QI) efforts needed for the facility to achieve accreditation.  

4) Seek the proprietor’s approval to work with his/her team towards assessment for 

accreditation. 

In total, 29 private facilities were invited to participate in the accreditation process. In preparation for 

the forthcoming vision sharing and casting23 meeting (Step 3 below), the SHOs also worked with 

MaNe staff to orient proposed participants on use of information technology (IT) for smooth 

participation in the meeting. 

  

 
1 Self-Regulatory Quality Improvement System (SQIS): Tool for Quality Improvement in the private sector, Uganda 3 rd 

Edition, February 2017. https://pdf.usaid.gov/pdf_docs/PA00THFV.pdf  
2 Casting a Clear Vision in Uncertain Times. https://www.johnmaxwell.com/blog/casting-a-clear-vision-in-uncertain-times/  
3 Managers Who Lead: A Handbook for Improving Health Services. https://msh.org/resources/managers-who-lead-a-

handbook-for-improving-health-services/ 

https://pdf.usaid.gov/pdf_docs/PA00THFV.pdf
https://www.johnmaxwell.com/blog/casting-a-clear-vision-in-uncertain-times/
https://msh.org/resources/managers-who-lead-a-handbook-for-improving-health-services/b
https://msh.org/resources/managers-who-lead-a-handbook-for-improving-health-services/b
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Step 3: Formal communication and casting the 

District leadership’s vision on accreditation to 
proprietors/leaders of private clinics with an 

invitation to apply for accreditation  

Due to the COVID-19 restrictions at the time in 
which large gatherings were not allowed, the 

KCCA Director for Public Health and Environ-

ment (DPHE) held a virtual meeting with the 

proprietors of the facilities that had expressed 

interest in being accredited by KCCA. During this 
meeting, proprietors were informed that 

accredited facilities would be seen as an extension 

of KCCA facilities and would thus be afforded 

benefits described in Box 2. The vision cast in this 

meeting was to ultimately operate as one mixed 
(public and private) health system providing 

quality care. KCCA was not going to charge facilities for the assessment, and their participation was 

voluntary.  Out of the 29 facilities that had expressed interest in attending, 16 participated in the virtual 

meeting. MaNe found out that IT challenges was responsible for the low turn-up, especially among 

midwives. However, the virtual meeting was very effective in casting the KCCA vision of accreditation.  
From this, the team learnt that virtual meetings are possible and useful, even when they can be done in 

person. However, this would require a pre-orientation on how to use virtual technology and direct 

support for real time issues.  

 

Step 4: Working with facility teams to establish and strengthen quality improvement (QI) processes 

Prior to the accreditation assessment, most facilities did not have any QI team or ongoing QI 

processes. Following the meeting with the KCCA DPHE, several private facilities invested in  

improving their quality of care. Facilities 

interested in being assessed implemented 

action plans with MaNe technical support to 

address gaps identified in the pre-accreditation 
self-assessment that would prevent their 

accreditation.  

To meet the prevailing need for antenatal care 

among slum dwellers during the COVID-19 

lock down and also use the opportunity to 
encourage facilities to invest in MNH care and 

prepare to enrol in the accreditation assessment, 

the MaNe team and KCCA collaborated with 

MTN (a mobile telephone company), the 

association of Radiologists of Uganda, Mulago      
Specialised Women’s Hospital, and Makerere 

University Department of Obstetrics and Gynaecology (which provided financial and human resources 

as well as ultrasound equipment). They supported facilities interested in accreditation to conduct 

antenatal care (ANC) outreach activities in poor urban communities. This would serve as a preview of 

working in close collaboration with KCCA (government) as per the vision that had been cast by the 

DPHE in Step 3. Twelve facilities participated in these outreach activities. As a result of this activity, 

the number of mothers attending ANC at the participating private facilities increased, demonstrating to 

the proprietors the potential benefits of being affiliated with and endorsed as an accredited facility by 

KCCA. The activity motivated facilities to further address their gaps and reduce the cost of MNH 

services. Some proprietors were inspired to make major investments in infrastructure (e.g., 

reconstructed surgical theatre), equipment (e.g., ultrasound scanner), and recruitment of more human 

resources, although they were yet to witness returns out of the venture.  

 

Box 2: Benefits of Accreditation 

➢ Supplied with materials to provide free services 

to communities  
➢ Subsidized prices for some drugs and sundries 
➢ Affiliated with surrounding public facilities and 

able to benefit from the Results Based Financing 
mechanisms as well as supportive supervision 

and training 
➢ Demand generation through KCCA 

communications to the public that the accredited 

facilities were guaranteed to provide quality 
services at affordable prices 

➢ Recipient of outsourced services from the 

government 

 Quote from Facility proprietor  

The proprietor of a private facility in Rubaga division, said the 

accreditation process helped him to identify faults in service 

delivery that he has deliberately dealt with to improve the care 

experience of his clients. He adds that the accreditation 

assessment reminded him that keeping the required standards 

was key to serving his clients well.  

“At the time of the assessment, we did not have certain things 

necessary for the smooth service delivery at the facility, things 

like maintaining a duty roster for workers, having a clients’ 

charter and standard operating procedures were never paid 

attention to. However, we were prompted to work on all these 
during the accreditation process and these were rectified as 

well.” 
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Step 5: Identification of the most suitable team to conduct the accreditation assessment 

Given that at the time Uganda had no independent health care accreditation body, MaNe held a meeting 
with KCCA leadership to identify a suitable team to carry out the accreditation assessment of private 

facilities. It was decided that the best option and approach to assessing the quality of private clinics 

using the SQIS+ tool was to do this through professional councils since as part of their government-

given mandate, they are responsible for assessing adherence to standards and licensing the facilities. 

This would therefore cause the clinics to cooperate and respect them during the assessment exercise. 

Using an external body to conduct the assessments was also seen as a way to reduce potential biases 

and enhance acceptance of the results and recommendations. Additional reasons for selecting the 

professional councils to do this work were that the professional bodies had played leading roles in the 

developing and piloting the SQIS+ tool and were therefore familiar with it, had generally had vast 

experience in assessing private clinics, and understood the details of dealing with private clinic 

proprietors, leaders and staff.  It was agreed that each facility would be assessed by members of the 
professional council from which they had received a license to practice medicine. The Uganda Nurses 

and Midwifery Council and the Uganda Medical and Dental Practitioners’ Council (UMDPC) were 

identified as the entities that would provide members to conduct the accreditation assessments.  

One concern voiced by stakeholders was that regulatory councils would more naturally fall into a 

‘policing’ role, rather than forming partnerships to support improvements toward accreditation. MaNe 
and KCCA leadership emphasised the need for a supportive quality improvement approach to the 

assessment exercise rather than a policing, punitive one.  

 

Part 2: Implementation of the Assessment  

Steps 6: Execution of the accreditation assessments and presentation of findings and 

recommendations to KCCA 

The registrars of the two councils were approached to nominate suitable individuals to assess the 

respective health facilities. The MaNe team then held meetings with the selected assessors from the 
different councils to ensure that there was clarity on the scope of work and the terms of reference. For 

the team to be able to properly coordinate the process, the assessments were done in a phased manner 

beginning with those under UMDPC over a 10-day period. The respective assessors were officially 

introduced to the clinics they would assess by members of the MaNe or KCCA teams. Given that 

measurement of performance on some aspects in the SQIS+ tool used at the time were prone to more 
subjectivity in scoring than others, a pair of assessors jointly visited the facilities and walked through 

the different SQIS assessment areas together but gave scores independently. At the end of the 

assessment, the pair of assessors would then discuss any significant disparity in their independent scores 

and reasons for it, with the ultimate goal of reaching consensus on what the objective score would be. 

A quick exit discussion was then held immediately with the facility proprietors or leaders to give them 
preliminary feedback on how they had performed and to highlight areas for urgent attention, if any. For 

future reference, the assessors were required to submit copies of their respective independent 

assessments for the project records. 

Following the initial round of assessments, the assessors and council leaders met to discuss the process, 

the scores, the cut off point for recommendation for accreditation, and salient findings to include in the 

report for each facility.  It was agreed that to qualify for accreditation, facilities needed to obtain a score 

of 80% in the assessment. Given their findings, assessors also proposed that KCCA consider additional 

factors like the facilities’ willingness to address identified gaps. Their specific performance under the 
maternal services-related domains were given more weight in making the final decision on who should 

be accredited. Ultimately, from the first round of assessments, the assessors gave recommendations to 

accredit 15 facilities.  
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Step 7: KCCA decision making on facilities to be accredited for provision of MNH services.  

Representatives from the assessment teams presented their findings and recommendations to KCCA 

and the MaNe project staff. The project team together with the DPHE, the KCCA quality improvement 

team, and the KCCA division medical officers participated in a one-day meeting to make final decisions 

on facilities to be accredited. Having considered the Councils’ recommendations, it was agreed that the 

facilities recommended for accreditation be subjected to scrutiny under four additional parameters:                      

1. Facility willingness to address identified gaps      
2. Number of deliveries attended to per midwife 4 

3. HMIS reporting, and 

4. Proprietor’s ownership of the premises as a measure of sustainability and interest in investment 

in MNH.  

It was agreed that use of a ‘pass or fail’ approach would be demoralising to the clinics that had shown 

interest, and therefore a grading system would be employed in which facilities were categorised in 

different stages on the road to being accredited.  The team arrived at the four-category accreditation 

scale detailed below in Table 1. Based on KCCA’s discretion, all 20 facilities that underwent the final 

accreditation assessment5 were grouped into the four categories based on their readiness for 

accreditation. Ultimately, 15 facilities were recommended for accreditation by assessors following 2 

rounds of assessment (10 months apart), and KCCA accredited 11 facilities based on the additional 

criteria described above.  

Table 1. Four-category accreditation scale 

Category Description Number of 

facilities 
Round 1 

Number of 

facilities 
Round 2 

0 Not accredited 

● Did not pass assessment or critical aspects of MNH assessment 
 

These facilities would like to participate in the program and eventually get 

accredited, have the trust of their communities , and deliver significant 

numbers of babies (number of deliveries vs number of midwives) but are 

unlikely to get accreditation unless major investments are made in all the 

assessed domains with significant support from KCCA and partners. 

4 1 

I Not accredited 

● Performed poorly in the assessment at every critical aspect of 
most domains on the SQIS tool 

● For later assessment of continued interest while they address the 
QI gaps that were identified in the assessment exercise 
 

These facilities were allowed continued participation in the program and 

advised to start providing immunisation services.   

6 
 

 

1 

II On probation 

• Despite high scores, have low number of pregnant mothers seen 
monthly 

● Lacked HMIS data on number of deliveries / ANC attendance 

● Recommended to work towards addressing the gaps identified 
in the assessment 

5 

 

6 

III Accredited 

● Based on MNH score, high ANC attendances and deliveries 

5 11 

 
4 The premise was that women would flock to areas where they are treated better or have a better experience of care.  

Facilities meeting all or most standards in SQIS may not be good at other aspects of experience of care like respectful care 

which is not well assessed in SQIS. Therefore, high scoring facilities on SQIS with unexplained low numbers of deliveries 

and ANC attendance were less prioritised for accreditation . 
5 Nine of the original 29 facilities did not conduct a self-assessment using the SQIS tool, submit it to the MaNe team, and 

voluntarily apply for the assessment by the assessors. They were, thus, not eligible for the final accreditation assessment. 



June 2022 

MaNe Project by PSI and KCCA funded by USAID 

 

Step 8: Communication of assessment findings to proprietors and leadership of facilities 

Ideally, the KCCA decision making meeting described above was supposed to be followed closely by 

an official communication to clinics (in the form of a letter from KCCA) on their performance and that 

would be immediately followed by the signing of Memoranda of Understanding (MOUs) between the 
accredited facilities and KCCA. However, the clearance of the MOUs by KCCA amidst the COVID-

19 related challenges and reprioritization of tasks was significantly delayed. Official communication of 

accreditation status to clinics was therefore also significantly delayed. To manage the emerging mistrust 

by the facilities caused by the delay in receiving official communications and to ensure that work with 

the accredited clinics could proceed as had been planned (except for support such as high-cost incentives 
like delivery beds, caesarean section and delivery sets), the project team worked with the DPHE to draft 

a letter that the clinics could sign with KCCA in the meantime which would serve as a basis for their 

collaboration.   

In the interim period, prior to the official results, members of the project team verbally communicated 

the findings to participating facilities and discussed improvements (where necessary) and explained the 

forthcoming MOU with KCCA. During these visits, the team highlighted areas for improvement to 

achieve better scores in subsequent assessments.  

Step 9: Designing of the logo for accredited facilities  

The MaNe team used a co-design process with 45 proprietors from 29 private 

facilities to develop a draft logo to brand private facilities accredited from 

provision of MNH services. Development of a ‘Tuzaalisa’ logo to signify 

accreditation by KCCA alleviated initial concerns, sensitivities regarding the use 

of KCCA colours in some communities, and the concerns about the need to 

clarify to the public that the accreditation was for provision of maternal and 

newborn health services. Following the challenges faced by KCCA and the MaNe team in securing 

funding to produce and install a logo that would identify accredited facilities, the majority of 

proprietors volunteered to cover the costs associated with branding their facilities. 

Step 10: Signing of memorandum of understanding between KCCA and facilities 

MaNe worked with KCCA DPHE to draft an MOU which was presented to the legal department of 

KCCA. Approval of the MOUs was delayed about 12 months due to legal, regulatory and 

bureaucratic processes, changes in staff and leadership, and COVID-19 related interruptions in work. 

As previously described, MaNe engaged KCCA leadership to develop a letter of collaboration to 

serve as the interim working document. The letter highlighted the different commitments of KCCA to 
the facilities (within and beyond the life of the project provided they maintained their accredited 

status) and promised provision of low-cost interventions like training and supportive supervision. 

Meanwhile, the equipment was reserved for a later period when the MOU had been signed.   

When the MOU was eventually cleared by all the responsible KCCA top leadership, it was signed 

exclusively with facilities graded as Category III after the two rounds of accreditation assessment. 
Upon signing of the MOU, the accredited facilities received catalytic equipment such as an Ambu-

bag, delivery beds and sets, weighing scales, oxygen cylinder, foetal doppler, drugs, and supplies to 

incentivize price reductions for MNH services. They were branded with a ‘Tuzaalisa’ logo, advised 

on how to initiate client savings and deposits for MNH services, and provided with linkages to the 

KCCA emergency referral transport system. They also continued to benefit from supportive 
supervision, training, and mentorship from MaNe. The support offered to facilities depended on the 

gaps identified during the assessment. 

Step 11: Development and implementation of plans to support non-accredited facilities to progress 

The project recognized the importance of also improving facilities that had not achieved Category III 

accreditation but still had a significant number of clients. Some of the support provided to Category 
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III facilities was thus cascaded to Category II and 0 facilities. Category I facilities worked as controls 

with no catalytic support. This was accomplished through a hub-and-spoke model6 implemented by 
KCCA with support from the MaNe project team. This support included: supportive supervision, 

exchange visits, mentorship and joint service provision with midwives and clinicians from KCCA 

public facilities, rollout of client deposits/savings mechanisms, access to the call centre and the 

interfacility mobile ambulance application, and implementation of negotiated prices for ANC and 

childbirth. Thus, all non-accredited facilities benefited from accreditation interventions on the 

principle of improving QOC in all facilities and motivating facilities to invest in future accreditation 

efforts. 

Step 12: Continued accreditation assessment of new facilities and re-assessments for adherence to 

accreditation standards 

Ten months after the first assessment,7 all 20 facilities (12 doctor-led and 8 midwife-led) that applied 

for Round 2 assessment were re-assessed using the SQIS+ tool regardless of their initial assessment 

score. From the second round of assessment, 11 facilities qualified for accreditation (category III). Re-

assessment was conducted for continuous QI and adherence to accreditation standards for the 

accredited facilities and assessment of the progress towards accreditation for non-accredited facilities. 

In cases in which accredited facilities no longer met accreditation standards during the re-assessment, 

they were removed from the accreditation network, and the accreditation logo/signage was revoked. 

In cases in which non-accredited facilities met accreditation standards, they were elevated to Category 

III and provided associated benefits. Due to the high desire to be accredited, failure by some to 
achieve accreditation demoralised the clinic proprietors. Ensuring a close collaborative working 

relationship and re-assurance of the rationale for accreditation to clinic proprietors proved to be 

important to maintain momentum and motivation to enact improvements towards accreditation. 

 

Step 13: Institutionalisation of accreditation 

To ensure sustainability, KCCA identified an in-house accreditation team that was trained by the 

members of the regulatory councils that had done the previous assessments and had subsequently 

taken over implementation and management of the accreditation assessments. The in-house team 
developed a road map for accreditation of other facilities. In addition, KCCA is also exploring sources 

of funding, including levying an assessment fee on private facilities that apply to be accredited. 

Proprietors of private facilities have indicated willingness to pay for accreditation assessments. 

 

Conclusions 

The MaNe Project’s implementation of the accreditation 

intervention suggests that accreditation is feasible and 

acceptable to proprietors of private facilities, their MNH 

care providers, clients, KCCA officials, and professional 

councils. Accreditation is prompting private facilities to 

invest in improving MNH services.  This successful 
experience has resulted in KCCA leadership and 

officials advocating to partners (e.g., USAID Uganda’s 

MCHN activity) to secure scale-up of the accreditation 

process beyond MaNe’s coverage areas. The MaNe 

project is documenting and sharing best practice   
guidance and tools to support the scale up or adaptation 

of private sector accreditation interventions in other 

contexts. These resources are found in PSI website. 

 
6 The hub and spoke model is a concept in which a central hub (‘KCCA facilities’) are connected  to the private facilities (‘the 

spokes’). The hubs are supported to ensure improved quality in MNH services is offered by the spokes.                 
7 The plan had been to do assessments every six months, but this was greatly affected by COVID related interruptions to 

work. 


