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Background 

Uganda’s high maternal mortality ratio of 336 deaths per 100,000 live births and the perinatal 
mortality rate of 43 deaths per 1000 live births are a significant concern in Uganda.1 The 
maternal mortality ratio and neonatal mortality rate far exceed the global targets of 70 deaths 
per 100,000 live births and 12 deaths per 1000 live births respectively, set in the 2030 
Sustainable Development Goals (SDGs).2, 3 Access to and receipt of quality antenatal care (ANC), 

delivery, and postnatal care (PNC) are critical to reduce maternal and neonatal deaths.4  In 

poor urban settings, women and children are particularly vulnerable to adverse health 

outcomes due to limited access and availability of resources and poor-quality care.5  

 
To address these issues, Population Services International (PSI), in partnership with Kampala City 
Council Authority (KCCA)—the governmental body that oversees the provision and supervision 
of health services in Kampala—with funding from the United States Agency for International 
Development (USAID), launched the Kampala Slum Maternal and Newborn Health (MaNe) 
project in 2018. Using an implementation research framework, the goal of MaNe was to improve 
MNH outcomes for people living in Kampala slums by developing and evaluating interventions 
that addressed supply- and demand-side barriers to care seeking and to generate evidence on 
effective and feasible solutions to improve the quality of MNH services for the urban poor.  
 
Findings from the formative research phase revealed that despite limited availability, 
overcrowding, long wait times, and resource shortages, public healthcare facilities were the main 
source of MNH care for the urban poor primarily because services were supposed to be free. 
Women reported, however, that care at public facilities was not always free. In some cases, 
patients found themselves responsible for paying for medical supplies or having to make informal 
payments to providers before they could receive a service. Women expressed interest in private 
healthcare options as they perceived the services to be of higher quality (specifically in regard to 
cleanliness, timeliness, and respectful treatment by providers); but for most, the cost was a 



prohibiting factor.  Many women stated that they would be willing to pay a reasonable fee for 
private healthcare but wanted assurances that they would in fact receive quality MNH services.  
 
Drawing on these findings, the MaNe team along with key stakeholders from KCCA, the 
community, public and private health facilities, professional associations, and academia co-
designed and tested potential interventions that would better harness the public-private sector 
mix in Kampala to improve access to high quality, affordable MNH care for the urban poor. One 
of the resulting interventions was to accredit private facilities as a means of public disclosure of 
provision of quality care (as per MOH recommended standards of care). This would signal to the 
urban poor that these clinics were endorsed by KCCA as places where they could access high 
quality, affordable MNH services. Through the partnership with KCCA, the accredited facilities 
were to be provided with low-cost incentives (e.g., training, supportive supervision) and high-
cost incentives (e.g., Ambu-bag, delivery beds and sets, weighing scales, oxygen cylinders, fetal 
dopplers, drugs, and supplies). In return, private facilities were encouraged to reduce prices for 
MNH care so urban poor women could seek services.  
 

Challenges MaNe faced in identifying an agency to do accreditation assessments  
 

Status of accreditation in health policy 
 
The process of accreditation of private health facilities was not completely new in Uganda as it 
had been done by various partner-supported, output-based, financing initiatives to improve 
access to quality services for the rural poor and had also been done at a large scale for 
improvement of laboratory services. However, as is the case in many sub-Saharan African (SSA) 
countries, there is no independent, government-endorsed healthcare accreditation body. In 
addition, although there was a quality assurance framework that provided guidance in many 
aspects of quality improvement, there was no MOH policy guidance on how accreditation of 
health care should be done.  
 

Available options for assessment agencies 
 
There were only two bodies at the time that were doing some work around quality of health care 
provided in private clinics and hospitals. These were the Uganda Health Care Federation and the 
Professional Regulatory Councils (Uganda Medical and Dental Practitioners’ Council, Uganda 
Nurses and Midwives Council, and Uganda Allied Health Care Practitioners’ Council). These 
regulatory councils are government entities which control or influence the activities of individuals 
or actors through manipulation of target variables such as quantity, quality, and price.6,7 As is the 
case in several SSA countries, the main thrust of the work that the regulatory councils were doing 
for the private sector in Uganda was licensure of private practitioners and private health care 
facilities.8 Licensure is defined as a “process by which a governmental authority grants permission 
to an individual practitioner or health care organization to operate or engage in an occupation or 
a profession. Licensure regulations are generally established to ensure that an organization or 
individual meets minimum standards to protect public health and safety.”9 



 

Work experience and mandate of the potential assessment agencies 
 
Professional regulatory councils have the government-given mandate to monitor and exercise 
general supervision and control over and maintenance of professional education standards, to 
promote the maintenance and enforcement of professional ethics, to exercise general 
supervision of practice at all levels, and to exercise disciplinary control over practitioners. Up to 
the time of commencement of the MaNe project, the most significant proportion of the councils’ 
scopes of work was in regulation of entry into the health care markets (registration of health 
professionals), licensing of professionals to practice in private sector, regulation of quality of 
service given by health professionals (mainly in form of sanctions for unprofessional behavior 
and requirements for continuing medical education), regulation to promote fair competition 
between privately practicing health professionals, regulation of curricular of training institutions, 
and establishment of some mechanisms for setting process norms and standards for clinics 
(though not extensive).8  
 
On the other hand, the Uganda HealthCare Federation (UHF), a non-profit professional 
association that represents the private healthcare sector in Uganda and provides training 
opportunities to improve quality of health services, was already playing a central role in 
supporting the Ministry of Health to work towards improving quality of care (QoC) in the private 
sector. They had, for example, participated in the development and uptake of the self-regulatory 
quality improvement tool (SQIS+), lobbying for and supporting continuing medical education for 
private practitioners and development of key policy documents like Uganda’s plan for 
reproductive, maternal and newborn health.  
 

Decision made and factors considered in selection 
 
Although the UHF seemed to be a good fit as the agency to support KCCA in doing the 
accreditation assessments for private clinics, the fact that they were not ‘external’ to and 
independent of the private sector rendered them inappropriate due to the risk of having actual 
or perceived bias. Using an external body to conduct the assessments was seen as critical to 
reduce potential biases and enhance acceptance of the results and recommendations.  
 
Since MaNe was looking for scalable interventions, even if they were successful in doing this task 
in Kampala, the innovation could not easily be replicated in other parts of the country because 
of limited presence and activity of UHF there. The regulatory councils, on the other hand, have 
national coverage/presence. Another point considered was that because of their government-
given mandate, regulatory councils are well respected by private practitioners and clinic 
proprietors. Engaging them for the exercise would thus ease the implementation of the 
assessments, given that the clinics could be expected to cooperate with and respect them. 
Additional reasons for selecting the professional councils to do this work were that the 
professional bodies had played leading roles in the development and piloting of the accreditation 



tool (SQIS+), and they understood the intricacies of dealing with private clinic proprietors, leaders 
and staff.   
 
With the above considerations in mind—mandate, externality, commanding respect from clinics, 
and potential for scale up of the innovation—MaNe and KCCA leadership decided that the best 
option for an agency to carry out the accreditation process for the private clinics would be the 
regulatory councils. It was agreed that each facility would be assessed by members of the 
professional council from which they had received a license to practice. 

Implementation challenges and areas for learning 
 
Prior to this initiative, regulatory councils in Uganda were not used to conduct accreditation 
assessments in the private healthcare sector. The decision to engage councils for this work was 
an important innovation given that this type of work fell outside their traditional role as licensing 
bodies. A key takeaway from this phase was the active involvement of KCCA leadership in the 
decision-making process to use regulatory councils as the preferred accreditation body. The 
MaNe team and KCCA leadership worked together, had open communication, and decisions were 
made based on what would potentially be acceptable and scalable. 
 
As opposed to licensure, accreditation by definition91should be designed to encourage 
continuous quality improvement efforts within the accredited organization to achieve not just 
the minimum but optimum standards. It is often a voluntary process (not required by law and 
regulation) and is usually carried out by a non-governmental organization. Facility licensing 
inspectors generally focus on the organization’s compliance with the minimum regulation 
required, and unlike accreditation surveyors, do not see their role as one of consultation and 
education. Sharing of best practices from other health facilities/organizations or innovative ways 
to meet standards and improve organizational processes is typically not encouraged in the course 
of licensing inspections. In accreditation, however, the on-site survey/assessment process is 
often consultative and educational as well as evaluative in nature. Assessors/surveyors are often 
able to offer recommendations regarding ‘best practices’ at other similar organizations or clinics 
or make suggestions on quality approaches that the organization may want to adopt in the 
future.  
  
Given that the councils had hitherto mainly done work in licensure not accreditation of private 
clinics, the challenge that MaNe faced was to understand whether the innovation to use the 
councils to carry out the accreditation assessments on behalf of KCCA would be feasible, 
acceptable, and replicable. The rest of this paper describes the process that MaNe undertook to 
engage the councils, the success and challenges, lessons learned and the implications for the way 
forward regarding replication/scale up of this innovation. 

 
9 Accreditation is a formal process by which a recognized body assesses and recognizes that a health care 
organization meets applicable pre-determined and published standards. Accreditation standards are usually 
regarded as optimal and achievable; they are designed to encourage continuous improvement efforts within 
accredited organizations. An accreditation decision about a specific health care organization is made following a 
periodic on-site evaluation by a team of peer reviewers, typically conducted every two to three years. [9] 



 

Process working with health professional regulatory councils to carry out accreditation 
assessments  
 
The MaNe team met with the leaders of the Uganda Medical and Dental Practitioners’ Council 
(UMDPC) and subsequently the Uganda Nurses and Midwifery Council (UNMC). During the 
meetings, the team explained the idea for private facility accreditation and why regulatory 
councils were the appropriate choice to conduct the accreditation assessments. They leveraged 
the fact that it was within the council’s government mandate to exercise general supervision of 
medical and dental practice at all levels, and that this opportunity would provide them the 
opportunity to expand council engagement for even better quality of care in the private 
healthcare sector. 
  
Following these conversations, the UMDPC had internal consultations and engaged sister 
councils in discussions. The councils agreed to participate as the accreditation surveyors and 
nominated members to carry out the task. Since this was the first-time councils were engaging 
in this activity, senior members who had vast experience working with private sector and who 
had participated in various quality assurance efforts in different regions of the country (including 
development of the SQIS tool) were selected to carry out the assessments. Implementation of 
the accreditation intervention and the responsibilities of the regulatory councils as assessors is 
documented in the MaNe Project Learning Brief on Accreditation.  
 

Lessons learned and challenges working with regulatory councils 
 

Successes 

● Council members were familiar with the accreditation assessment tool and conducted the 
assessments with minimal oversight and within the stipulated time. 

● Council members found the accreditation process highly informative and felt that 
learnings from this process would be help them develop the national health insurance 
accreditation process.   

● Engagement of senior council members provided an opportunity for further review of the 
tool and realistic feedback on its suitability for use by other cadres as work progressed 
toward scaling up the intervention. They gave useful insights into how it could be 
improved. 

● The cut-off mark that senior members of the council set for accreditation (a score of 80% 
or higher) was discussed and endorsed. 

 

Challenges 

● According to some facility proprietors, some council members who conducted the 
accreditation assessment approached the task more as an inspection rather than a 
supportive learning and QI process, which could have negative implications on future 



participation by proprietors. The council has since worked with its members to promote 
a peer learning process for inspection rather than the older mechanisms that were less 
friendly and more threatening and intimidating.  

● Councils were not designed or organized to provide ongoing follow-up with clinics to track 
implementation of QI projects in working towards accreditation. 

● The councils employed senior members to conduct the assessments. Some senior council 
members were more used to telling people what to do rather than following instructions 
from others. In some cases, this led to council members not adhering to the reporting 
processes as instructed by the project team.    

● Some members found the procurement process and the related requirements tiresome 
and time consuming as they had not previously been contracted as a council for such 
work. 

● Delayed payment to the council due to their lack of fulfillment of contractual obligations 
created tensions between KCCA, the MaNe team, and the councils. It was recommended 
that the council nominate individuals who would do such work on its behalf, but the 
contractual agreements would be made between the individuals and KCCA rather than 
with the council. This way, members who fulfilled the contractual obligations could get 
paid.  

● Because MaNe was an implementation research project, adjustments to the accreditation 
processes were made throughout the implementation process. For example, it was 
decided by KCCA leadership that in addition to the accreditation assessment, other 
factors (e.g., the number of deliveries per month, HMIS reporting, willingness to address 
gaps, and proprietor ownership of the facility) should be considered in the final 
accreditation determination. Council members expressed frustration with the adaptive 
and changing nature of the interventions that came with using an implementation 
research framework. 

● Some council members took the liberty of communicating results from the accreditation 
assessment directly to the facilities rather than waiting for final accreditation 
determinations were to be made by KCCA with due consideration of other non SQIS-
related factors. This caused contention, especially in the cases where proprietors received 
final results that were different from what they had been told by the senior members of 
council they had met during the assessment.  

● Although the council as a government entity has a role and mandate to perform tasks 
such as these, they do not have the budget for this kind of work. Thus, engaging council 
members for this work required that MaNe cover the costs of transportation, meals, 
accommodation and honorarium. This was an added expense for the project, especially 
because the senior council members came from different regions in the country. 

● There was a conflict of functions during the accreditation assessment process in one case 
in which a clinic was assessed, and the council representatives moved to close the clinic 
based on the absence of key requirements for licensing. This was a mixture of tasks where 



the assessor put on his ‘inspector/licensor’ hat rather than that of a QI officer working 
with the clinic to assess its readiness for accreditation. This, though not incorrect, could 
mar the proprietors’ view of accreditation by making it seem like a policing process. The 
clinic might then not be willing to apply for accreditation. 

 

Lessons learned, recommendations and next steps 
 
Overall, the process of working with regulatory councils to serve as accreditation surveyors of 
private health facilities was regarded as a success. Using councils was a feasible and acceptable 
option in this situation where no formal independent accreditation body for health services 
existed.  
 
All involved parties recommended that other districts in Uganda that want to introduce stringent 
quality improvement processes and accredit private clinics for the provision of MNH services 
consider using regulatory councils to carry out the assessments as well as to work with the private 
health facilities and supportive supervision teams to improve the quality of their services.  
 
The UMDPC has stated that their willingness and availability to continue the activity with 
appropriate partner and district support (where there is interest in the districts to accredit private 
facilities) as they have the necessary structure to scale up the intervention nationwide through 
their regional offices.  
 
The learnings from the accreditation work that MaNe has done have been shared widely in the 
country, and there has been some indication from one partner of the intention to work towards 
scale up of the intervention. However, it is worth noting that success largely depends on the 
district leadership as such interventions are not initiated or managed by the regulatory councils 
but by the local district governments and the Ministry of Health.  
 
Given that engagement of the councils to do this work comes with a cost, for sustainability and 
scale up of the accreditation work in Kampala, KCCA has chosen to build its internal capacity to 
continue the accreditation work by having the council members who served as assessment 
surveyors train an in-house accreditation team (mainly comprised of individuals that have been 
serving on the quality improvement teams at facility, division, and district levels). KCCA is also 
exploring negotiations with private facilities proprietors to pay a fee for the accreditation 
assessment.  
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