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General introduction 
 

The issue of contracting between the public and private (not for profit) sector is part and parcel 
of the political situation, public systems and international health programmes of sub-Saharan 
Africa. 

Over the last years, some new and often innovative experiments have emerged, which shed 
a new light on the currently existing corpus of formal reflections on this subject. 
One of the strategic priorities of the Medicus Mundi International (MMI) action plan 2007-
2010 is a repositioning of church-based health facilities within the health systems. Furthermore, 
MMI has always been very interested in developing contracting relationships between faith-
based health facilities and public health authorities in sub-Saharan Africa. They invested heavily 
and put considerable energy into promoting contracting in international health policy circles. 
To this end, in 2003 MMI prepared a technical guide to support private not for profit facilities 
with the development and the set up of such contracting arrangements with the Ministry of 
Health in the various countries. In other words, contracting was and is one of MMI’s priorities. 

Since MMI wished to update its contracting promotion strategies, it asked the Institute of 
Tropical Medicine (ITM) in Antwerp in 2007 to carry out a study in sub-Saharan Africa to 
obtain a better insight in the way contracting policies and operational experiences present 
themselves today in the African private not for profit and public sector. The need for an update 
on the issue had been made clear by regular demands from MMI’s field partners. 
 
This study looks at the results from three different perspectives: 
1. First of all from an operational perspective: to generate new knowledge, allowing a better 

understanding of the phenomenon and the means to grasp it. This will most likely benefit 
MMI, its member organizations and the field actors in sub-Saharan Africa. 

2. An institutional and political perspective: to feed the thought process and help develop 
partnership policies by providing national and local decision makers with an analysis of the 
contractual context and some specific experiences of contracting in their country. 

3. Finally a research perspective: to help feed scientific reflection and thought on contracting 
by shedding new and additional light on the work carried out so far. 
From the very beginning, we opted together with MMI to focus the research on contracting 

experiences between public health authorities and faith-based facilities or organizations in the 
district. We did so because most of the health care in Africa is provided by these organizations 
and because it also provides some consistency to the study. 
 
The subject was approached through a wide range of general questions: 
- Does contracting work?  
- What does this mean for the various stakeholders and field actors involved?  
- If contracting policies work satisfactorily or fail to do so, which elements have then 

contributed to this success or failure?  
- If contracting does not function very well, which obstacles have prevented a harmonious 

development of contracting relationships between church-based facilities and the public 
health authorities?  

- Which lessons can be learnt from this new knowledge? Does it mean that MMI should 
revise the form and modalities of its commitment to contracting? If so, how should this be 
done? Should MMI adjust its support to its partner institutions in the field?  
In an annex, this study also tries to answer the question of dissemination, pertinence and 

use of the Guide to Contracting written by MMI in 2003. The organization wanted an 
assessment of the impact of this publication, as significant costs and effort were involved when 
drafted. 
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The report is based on five case studies, carried out in four different countries: Cameroon, 
Tanzania, Chad, and Uganda. The full report first sets out the research methodology used for 
this study by justifying the selection of the cases and outlining the limitations. The 
characteristics of each case study are presented in Part II. The experiences are described in the 
order mentioned above, i.e. from the most classic to the most atypical example. Two case 
studies were conducted in Uganda; they also are presented in this section. Part III of the study 
is dedicated to the analysis of the study results: it offers a synthesis of the results and then draws 
some important lessons in a cross-cutting analysis going beyond the specific context of the 
countries investigated. 

Our study ends with a series of recommendations to actors in the contracting field (local 
players - public as well as religious - international organizations, donors and NGOs). In addition 
to this report, a separate volume of annexes provides more detail on the participants, interview 
grids, documents collected and copies of the contracts for each of the case studies. 
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Introduction to the country-case report 
 

The present booklet is an excerpt adapted from the full report and intended to provide you 
with quick and easy access to country-specific data. It presents a complete overview of the 
country-case’s results, their summary and a SWOT analysis in table format. The cross-cutting 
analysis section (dealing with the results of all 5 case studies) has been kept but 
recommendations cleared from other countries’ specific data.  

 
You may therefore wish to refer to the full report to access (1) the Executive Summary, (2) 

details on research and case-study methodology as well as (3) to the recommandations and 
bibliography applying to other countries. 

 
That complete version may be freely uploaded from the MMI website 

(www.medicusmundi.org/contracting) or ordered (CD-Rom) from the MMI Executive 
Secretariat in Basel1. Moreover, the MMI website offers the opportunity to access a separate file 
containing both MMI’s foreword as the Executive Summary of the study. The report’s annexes 
are available via the same channel. 

 
 

  
                                                 
1 See contacts on page 2 of the present document 
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Case-study: Uganda 

 

Kabarole 
Hospital, 
Kabarole District, 
Fort-Portal 

St Joseph’s 
Hospital, Kitgum 
District 
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General context  
PLACE OF THE CHURCH IN THE SUPPLY OF CARE 

Up to 30% of care facilities in Uganda belong to the private not for profit sector: 44 hospitals 
(42,3% of the total) and 558 health centres,  the majority in rural, very remote, areas. There are 
furthermore 21 health training centres (60% of the training for health officers: nurses and 
others). The Catholic and Protestant Churches own the majority of the faith-based facilities. 
They are united in denominational health platforms, respectively UCMB and UPMB2 (see 
below). The presence of Muslims in the sector grows steadily, but is still rather marginal. 
 

Figure 1. The PNFP health sector structure in Uganda. 
(Source: UPMB Annual Report 2004/05) 

 

                           
Figure 2. Distribution of the health facilities between the different coordinating PNFP organisations 

(Source: UPMB Annual report 2004-05) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                 
2 Uganda Catholic Medical Bureau (UCMB); Uganda Protestant Medical Bureau (UPMB). 

UPMB
31%

Others
25%

UCMB
37%

UMMB
7%
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PARTNERSHIP AND CONTRACTING CONTEXT AT CENTRAL LEVEL 

The relationship between the public and faith-based sector 
The relationship between the faith-based network and the MOH goes back to pre-colonial times 
but remained rather minimal until the end of the nineties. The collaboration was not 
formalized and consisted mainly of State subsidies3 to the health organisations of the Church4. 
There was however a progressive evolution towards a more structural partnership5. The 
financial difficulties of the faith-based sector, as a result of the gradual decline in funding from 
traditional donors and a substantial decrease in revenue, induced UCMB and UPMB to openly 
ask structural help from the State in order to keep up its services. 

This led in 1997-1998 to a Memorandum of Understanding (MoU) at central level, which 
broadly defined the collaboration between the MOH and the Church and the objectives of the 
support. This document was a first effort to formalize the relationship between the Churches 
and their public partner and led to a considerable increase in the financial support from the 
State6 to the Voluntary Agencies and the signing of a number of operational contracts7 between 
the religious health structures and the MOH. Joint action of UCMB and UPMB led them, in 
2003, to submit to the state an outline of a partnership policy, with the intention of 
establishing a long lasting relationship and a legal framework.  

This partnership and contracting process could not be continued in spite of continued 
lobbying by the Church authorities with the government. The 2003 document never acquired 
official approval and thus all further contracting experiments were halted at peripheral level. 
Since three years this has been a source of intense frustration for the faith-based sector which 
furthermore suffered heavily from the freeze in state subsidies and a serious crisis in human 
resources8. Today, the financial support of the State to the hospitals represents only 15% on 
average of the total revenue of the Church (cf. Figure 8). 

UCMB and UPMB were founded in 19579 to act as a liaison between the Ugandan 
government, the donors and the hospitals of the network, to channel the State grants and 
ensure the development of training for nurses. Today, the organizations have committed 
themselves to supporting health facilities of their respective networks10 and representing the 
network in discussions with the Church and State authorities. 

UPMB and UCMB11 collaborate intensively to meet the challenges faced by the faith-based 
health sector today. Their strategy is aimed at obtaining official12 and formalized recognition of 
the role the Church plays in the health sector. This would lead to a real integration of the 
religious health facilities in the national health system and force the State to look for a 
structural solution for the threats that endanger their survival: 
- The financial crisis which results from the gradual reduction in the support of the 

traditional donors, the fact that the State contributions have remained ‘frozen’13, a decrease 
                                                 
3 “Grants in Aid” voted by the Frazier Commission in the 50s. This system was retained during the post colonial 
period; only during the economic crisis in the middle of the 70s this was not the case. 
4 Voluntary Organisations. 
5Report of the Health Services Review Commission (middle of the 80s); “White Paper” (1991).  
6 The funds allocated increased from 800 million to 17 billion of shillings between 1999 and 2004. 
7 Service Level Agreements (SLA). 
8 A substantial revaluation of the public salaries in 2005 only contributed to worsening the situation. 
9Government Notice N° 672. 
10The UCMB network has 72 hospitals and 234 HC; the UPMB network has 15 hospitals and 241 HC belonging to 
7 different denominations of which the Anglican Church of Uganda (CoU) is one. 
11 And more recently the Uganda Muslim Medical Bureau (UMMB). 
12 Through the approval of the Draft Partnership Policy of 2003. 
13 Their share in financing the health activities of the faith-based sector has dropped from 36 to 32% between 2002-
2003 and 2005-2006. 
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in the user fees14 charged to patients and an increase in the fixed costs of the facilities and 
particularly in human resources15; 

- The crisis in human resources is mainly a consequence of the low attractiveness of the 
salaries in the faith-based sector and the massive recruitment campaign of the MOH. 

 
Figure 3. Structure and division of income from financial contributions to the faith-based health 

sector. (Source: UCMB,UPMB,UMMB, 2007) 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                                                 
14 This decrease follows a request of the State and is a result of the fact that the faith-based sector applies the 
National Health Policy. 
15 HR represent on average 44% of the total costs of the facility. The subsidies of the State do not cover the salaries. 
The Church was forced to increase the salaries as a result of the revaluation of those of the public sector. It is 
interesting that an analysis of faith-based platforms establishes a direct link between the increase in the share of HR 
in the operational costs of the health facilities and the growing strength of “global initiatives” (such as PEPFAR) 
which are not keen on financing the costs of the healthcare system and certainly not the salaries. 
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Figure 4. The contracting process in Uganda 
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PEPFAR and the faith-based sector 
Uganda was one of 15 countries chosen by the President’s Emergency Initiative for AIDS Relief 
(PEPFAR) and has received support for a large number of HIV-AIDS relief, treatment and care 
projects since 2004. The total amount of PEPFAR funds given to Uganda is officially 
estimated16 at 283,6 million dollar (2008). The size of these funds puts PEPFAR in the lead17 of 
organizations helping Uganda with the HIV-AIDS pandemic. Moreover, the initiative vaunts 
the Ugandan “model” of fight against HIV-AIDS and claims it has a significant influence on 
the development of its strategies. 
 

Figure 1. Health funding in Uganda. 
(Source: Oomman N, Bernstein M and Rosenzweig S, 2007) 

 

 
 

The government authorities of the partner countries are not very involved in the 
conceptualization, planning and management of PEPFAR activities. The rules and procedures 
for managing the funds remain specific to the programme and are governed by criteria dictated 
by the American Congress. The management and supervision are also taken care of by US 
representatives18. Finally the beneficiaries are mostly NGOs, often foreign ones. Although there 
is a PEPFAR Board in Uganda, in which the government and the private sector are represented, 
it only allows them limited room for manoeuvring.  

The PEPFAR policy generally favours a direct link with the peripheral level which partly 
explains the weak involvement of the central level19. Recipients and sub-recipients are mainly 
selected on the basis of their ability to achieve the targets set out and spend the funds allocated 
as quickly as possible. In general, the PEPFAR system is extremely strict20 and the financial data 
are not very transparent: thus only the budgets allocated country per country to the recipients 
are made public21. The figures about field programme results are also very difficult to access.  

 
                                                 
16 2008 Country profile, Uganda. Consulted on www.PEPFAR.org  
17 In 2006, 73% of the available funds in the context of the fight against HIV-AIDS in Uganda came from PEPFAR. 
See also the figures below. 
18 Through the Office of the Global Aids Coordinator (OGAC) in the US, and in the field through Embassies and 
Agencies such as USAID and CDC. 
19 Capacity strengthening and institutional support are far less important objectives for PEPFAR than for the Global 
Fund and the World Bank. 
20  Earmarking of the funds. 
21 Financial data on the real payments made are not accessible to the public, the recipient governments or even some 
of PEPFAR’s staff members. The data about the distribution of funds by programme area and the list of funds 
allocated to the sub-recipients are collected by PEPFAR but are again not accessible for the public. 



15 
 

Figure 2. System for the distribution of PEPFAR funds. 
(Source: Oomman N, Bernstein M and Rosenzweig S) 

 

 
 
It seemed important to present also three of PEPFAR’s main recipients in Uganda: the 

Catholic Relief Services22, the Uganda Program for Human and Holistic Development 
(UPHOLD)23 and The Aids Support Organisation (TASO)24. All three are signatories of 
contracts which interest us in the context of this study. 

CRS is the official relief and development agency of the US Episcopal conference and a 
member of Caritas. It has been operational in Uganda since 1965. The organisation was put at 
the head of the consortium responsible for the AIDS Relief programme of PEPFAR and 
implements most of its activities in Uganda under this label. CRS supports 18 care facilities in 
11 districts25.  

The UPHOLD programme is very well represented in the field in Uganda26. This 
programme was launched in 2003 as an initiative of the American organisation John Snow 
Incorporated (JSI). The programme focuses on strengthening community and institutional 
participation in the development of better quality education and health services, in particular in 
the context of the fight against HIV/AIDS. From 2005 on, the activities have been placed 
under PEPFAR, which became the major financing source for the programme. UPHOLD 
works closely together with the local district governments. 
                                                 
22 www.crs.org 
23 www.uphold.jsi.com 
24 www.tasouganda.org 
25 According to figures provided by CRS, its activities care for more than 62.400 people, of which 21.000 people are 
on ART. 
26 At the peak of its activities it covered 34 districts. The creation of the Northern Uganda Malaria AIDS & 
Tuberculosis Program (NUMAT) has led UPHOLD to withdraw from the North of the country, leaving the number 
of districts supported at 28. 
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TASO (1987) is the leading Ugandan organisation and one of the most important African 
organisations involved in the support of people living with HIV-AIDS (PLHIV). It works in 
close collaboration with the Ugandan government27 and is obviously a major partner for 
PEPFAR and one of its main recipients. The activities carried out for the PEPFAR programmes 
in the districts are ‘sub-contracted’ to competent institutions or facilities28. 

The partnership context has to be looked at on two levels in this study: the partnership 
between PEPFAR and its representatives on the one hand and the State and the Church on the 
other hand.  We were unable to get an interview with the PEPFAR representatives at the US 
Embassy and USAID, so we have very little information on the links between the state of 
Uganda and PEPFAR, also because information was scarce at the MOH. We were not able to 
get hold of a copy of the agreement protocol signed between PEPFAR (Washington) and the 
Ugandan State for the launch of the programme: we were not able to find a trace of the 
document and we believe therefore that the document is classified. 

There is no convention moreover at central level between PEPFAR and faith-based 
platforms in spite of the fact that many facilities of the network are involved in the 
implementation of the programme. The contacts between the Ugandan faith-based sector and 
PEPFAR happen on central level through an interreligious body: the Inter-Religious Council of 
Uganda (IRCU). This body, chosen by PEPFAR to coordinate most of its interventions with the 
faith-based sector, had in origin a spiritual mission. It is not very legitimate in the eyes of 
UCMB and UPMB as they are not represented in this council and IRCU does not bother to 
communicate with them. 

Of the three recipients we studied, CRS is the only one to have a relationship (not 
formalised) with UCMB and UPMB. TASO and UPHOLD communicate exclusively with 
IRCU and largely ignore the fundamental role played by the faith-based health platforms. As a 
result UCMB and UMPB have only scant information about the number of contracts actually 
signed by “their” hospitals with IRCU or other PEPFAR recipients. This lack of information is 
aggravated because often the facilities themselves are also reluctant to communicate on the 
subject. The efforts made by UCMB and UPMB to get a dialogue going with IRCU and obtain 
answers to their preoccupations have remained largely unheeded up to now. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                 
27 The MOH and the National AIDS Commission (NAC). 
28 Sub-recipients such as for example the District of Kitgum or Kabarole Hospital. 
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Characteristics of the cases selected 

Figure 3. Kitgum District. 
(Source: www.coreinitiative.org) 

 

 
 

St. Joseph’s Hospital (SJH) 
 
St. Joseph’s Hospital is located in Northern Uganda in the district of Kitgum. The facility was 
founded in 1942 as a health post by the Italian Sisters of Comboni. It became a hospital and 
was handed over to the Diocese of Gulu in the beginning of the 70s. Today the facility has 350 
beds and operates in a very poor region which suffered badly from twenty years of civil war29. 
SJH is accredited by UCMB and boasts an excellent reputation.  

The hospital is situated nearby a district public hospital (Kitgum Hospital, 200 beds), only 
two kilometres away. SJH unofficially plays the role of district referral central, attracting not 
only patients from the district but also from further away. Part of the explanation for this 
situation lies in the civil war: SJH stayed in business throughout the war and continued to look 
after an ever increasing number of patients30 to the detriment of the almost moribund district 
hospital (HD). The years of conflict also explain the large presence of international NGOs and 
the extensive external support which SJH received at that time31. These relationships are or 
have often been underpinned by contracts (AVSI32, UE, WFP). The hospital benefits 
furthermore from solid technical support from UCMB. This support seems to be rated as more 
                                                 
29 The civil war started in Northern Uganda in the beginning of the 80s. The conflict opposing the Lord’s Resistant 
Army (LRA) and the Allied Democratic Forces (ADF) to the Ugandan government was only resolved in October 
2006, when some of the rebels took part in peace negotiations with the government, held in South Sudan. There is 
now a ceasefire but the region has been strongly affected by the conflict with nearly 400.000 refugees, the majority of 
whom are still staying in camps. 
30 Influx of refugees in the cities. 
31 AVSI, Misereor, AGEH, the World Food Program (WFP), the European Union (EU) to cite only the main ones. 
32 AVSI (www.avsi.org) is the most important donor of the hospital and an essential technical resource. The 
organization has set up and takes charge of the management team of SJH. 
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important than the support of the diocese which, although owner and decision maker, is rather 
weak in this field. 

From 2005 onwards, various agreements have been signed in the context of PEPFAR 
financing for the set up of a complete HIV-AIDS care programme33 involving TASO, 
UPHOLD and CRS. The creation of a new aid fund specific for Northern Uganda (NUMAT) 
has led to the withdrawal of UPHOLD and should eventually result in the signing of new 
contracts. 

This external support has not prevented SJH from facing growing difficulties. The funds 
remain insufficient to cover the hospital34 operating costs and especially the wages35. There is 
also a high staff turnover rate36 mainly due to the low salaries. The workload increases regularly 
for the remaining staff and could lead to further turnover37. 

 
Figure 8. Kabarole District. 

(Source: www.coreinitiative.org) 

 

 
 
 
Kabarole Hospital 
 
This hospital is located in West Uganda, in the city of Fort Portal, capital of Kabarole district. 
The area is politically stable. It is owned by the Anglican diocese (COU) of Ruwenzori and 
belongs to the UPMB network. Its relationship with the technical authorities of the district is 
partly formalised. The District Health Officer (DHO) restored the annual signing of the contracts 
                                                 
33 Buddy support and voluntary screening, prevention of mother to child transmission (PMTCT), home-based care, 
antiretroviral treatment and behaviour changing campaigns (BCC). 
34 The hospital budget has been in deficit since 2006-2007. 
35 Its costs increase by 20% annually since 2001. SJH had to reorganize its staff and give up certain activities while 
awaiting new sources of revenue. 
36 17% of the staff left the hospital during 2006-2007. 
37 The usage of services remains high despite the fact that the war refugees gradually leave. 
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which stipulate the access to the fund of the Conditional Grant38 for all health facilities in the 
district. Founded in 1903, Kabarole Hospital is one of the oldest hospitals in the country. In 
1997, the diocese could no longer fulfil its financial obligations and let the building to a private 
practitioner. However, the current bishop reintegrated the hospital in the network in 2000. 
Although battered at the time, the hospital is now slowly rising from the ashes. Kabarole is a 
modest facility (80 beds) and the smallest of the three hospitals in Fort Portal. The provincial 
hospital of Buhinga39 (public) and the Catholic Hospital of Virika are only a few km away from 
Kabarole. 

The structural means of the hospital are mainly confined to user fees and State subsidies40. 
The only external support received comes from the contract signed in 2005 with CRS for the 
AIDSRelief programme. Its input in the hospital budget (50%) is enormous but the funds can 
only be used for programme activities. This heavy dependence on one donor is not without risk 
for such a fragile facility. The budget constraints mean that KH cannot cover the increasing HR 
costs. The wage bill is a heavy burden for KH’s budget and limits its development possibilities. 

Results of the interviews and the documentary analysis 

CENTRAL LEVEL 

We are particularly interested in the way the relationship (or its non-existence) is perceived by 
the different actors in the absence of an identifiable partnership - and a fortiori a contracting 
process - on central level between PEPFAR (or its recipients) and the public and faith-based 
health sector. In general, PEPFAR’s interventions (through its recipients) and hence also the 
contracting activities focus on the district level. This choice explains partly why the visibility of 
the initiative remains rather limited on central level. It also affects the perception and explains 
the (limited) awareness of the public and faith-based health actors. 

The PEPFAR coordination committee, the activities of which are normally set up directly 
with the district, allows the MOH to steer the initiative according to the National Health 
Policy. However, this does not render the day-to-day management of the programmes more 
transparent. The Health Advisory Committee consists of different technical working groups 
that would normally favour sharing information. PEPFAR participates in these groups, for 
example in the Public Private Partnership in Health Group, the Sector Wide Approach Group 
or SWAP Group, the Policy Advisory Committee and some other partnership fora (Annual 
Technical Review Board, the Joint Annual Sector Review). It was very difficult to find out what 
happens in reality as the discourse of public sector actors is often contradictory. 

The participants interviewed at MOH level made a relatively negative analysis of the way 
PEPFAR intervenes in the country. These interviewees included people responsible for 
planning as well as those in charge of the partnership. The MOH considers transparency to be 
the main problem. If information is transmitted, it goes mainly to the Director General and the 
Permanent Secretary for Health at the MOH, and then to the National AIDS Commission 
(NAC). In general, few people know the reality of the field and those who do know seem to 
belong mainly to the President’s inner circle. The result is that PEPFAR gets a ‘political’ 
character.  

The available information is mostly limited to the planned resources and the listed 
recipients but without detailing how these resources are used. This makes it difficult to plan for 
resources and interventions. However, it seems that some improvement is underway thanks to 
the efforts of the MOH to obtain additional information (particularly on the availability of 
resources in the medium term) but also thanks to the presence of a representative at the 
                                                 
38 This practice, foreseen by the policy of Primary Health Care (PHC) is no longer used by most districts and is in fact 
a formality. 
39 Buhinga is the provincial referral centre. 
40 In a total budget of 734 million $ in 2007, the contribution of the State amounted to only 80 million of which just 
63 million were really received. 
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American Embassy who is more inclined than his predecessors to collaborate with the Ministry. 
Identifying possible fields of intervention is the responsibility of PEPFAR: the MOH has no say 
in the matter, neither in defining the priorities nor in the distribution of allocated funds. Some 
interventions are identified afterwards through supervision visits to the districts but are 
confined to very visible initiatives such as those of UPHOLD or NUMAT for example, which 
the local authorities handle.  

Besides the question of transparency, there is also the issue of the intervention manner of 
PEPFAR: American legislation does not allow direct financing of other governments; the 
allocated funds are transferred to projects and cannot be included in the MOH budget, 
although Uganda prefers the latter form of support. The MOH just tries to steer PEPFAR so 
that it operates in line with national health policy: the definition of intervention priorities, 
financing matters and the operational level are not overseen. Hence, PEPFAR operates 
autonomously vis-à-vis the central authorities in these areas, so there is no real partnership. 

The MOH recognizes that the initiative is useful and in fact complementary to its own 
mission but emphasizes also the possible limitations. The efficiency of the interventions is 
impossible to verify for the MOH and the overriding feeling of some of the participants is that 
the operating modus of the initiative is more likely to serve the financial interests of the donor 
than those of the beneficiary country41. Finally, if the immediate value of the interventions is 
admitted, the issue of their sustainability continues to worry the MOH: if there is no joint 
planning, how can continuity be ensured if PEPFAR were to withdraw?  

The Ministry admits nevertheless that it is partly to blame for the current situation: it 
acknowledges its ineptitude to impose itself as a real ‘steward’ and full coordinator in the 
sector. It should demand the information needed, impose its priorities and insist on a complete 
formalization of the relationship, as this would allow the Ministry to set demands and supervise 
the interventions. Our interviewees also pointed out the weakness of the local health 
information system as well as its probable incompatibility with the complexity of the data 
gathered by PEPFAR through the Monitoring and Evaluation of Emergency Plan Progress (MEEP) 
project. Furthermore, the system of data collection is not made to include information about 
programmes such as the ones developed by PEPFAR. Hence, the indicators used do only permit 
to capture these data to some extent. 

As is the case for the public sector, no agreement has been signed on central level between 
PEPFAR or its recipients and the faith-based medical platforms, so there is no formalized 
relationship. In fact, the question whether a relationship exists is even more justified than in 
the case of the MOH. Neither UCMB nor UPMB maintain links with PEPFAR and its 
recipients. The top people involved in the initiative (at the US Embassy and USAID in 
particular) never approached these bodies. Relations with the faith-based sector at central level 
developed through IRCU, an institution meant to serve as a contact point for the different 
religious denominations. Hence, UCMB, UPMB and UMMB, the coordinating bodies of the 
faith-based medical sector, have been completely bypassed in favour of one single organisation 
which was originally created to fulfil other tasks. As the different churches expected that other 
funds (such as those from the Global Fund) would later on also pass through one representative 
body, the IRCU was designated officially in 200342 to play this role of receiver and manager of 
the allocated funds. It was nevertheless understood that this body would not be responsible for 
bringing the funds to the peripheral level, in other words maintain contacts with the health 
facilities themselves. 

In the beginning, PEPFAR established a relation with the medical coordination board of a 
number of Ugandan churches. An example is the Anglican Church of Uganda (CoU) which 
until recently had direct contact with PEPFAR through USAID. The Church provided them 
with useful information for identifying possible recipient facilities or programmes and was 
                                                 
41 Reference is made here to the expatriate staff, the number of foreign recipients and in particular Americans and 
the price of antiretroviral drugs (limited recourse to generic products). 
42 By the Churches, i.e. for the Catholics by the Episcopal Conference. 
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responsible for managing the funds allocated to them. However, PEPFAR’s wish to limit the 
number of intermediaries led in 2007 to a review of its individual relationship with the CoU in 
favour of IRCU. The CoU continues nevertheless to provide information and supervise the 
financial side as IRCU is unable to identify facilities. The funds themselves are managed by 
IRCU and paid directly to the beneficiaries without going through the CoU. The medical 
coordination of CoU finds it increasingly difficult to carry out supervisions as it no longer 
receives any information about payments. Because UCMB and the Catholic Episcopal 
conference did not wish to become recipients of the funds, the Catholic authorities decided 
early on to create an Episcopal body which would manage the funds that their health facilities 
received from PEPFAR or other global initiatives through IRCU. Thus, GIFMU (Global 
Initiatives Funds Managing Unit) was founded in 2004. However, PEPFAR decided to formalize 
its relationship with IRCU in order to channel the disbursement of the funds, which amounted 
to 18 million dollar, to the faith-based sector more efficiently. As one of the clauses of the 
contract stipulated that IRCU could not bring in a third party for the payment of funds to 
health facilities, the role of GIFMU became obsolete from July 2007 onwards. 

UCMB, UPMB or the medical coordinators of their member churches thus lost control 
over the programmes set up with PEPFAR funds. The situation was worsened by the 
communication problems and difficult relation with IRCU: the organization communicates 
indeed mainly with PEPFAR/USAID which finances its staff. The same problem crops up with 
other PEPFAR intervention mechanisms and a great number of programmes managed by other 
main recipients: TASO and UPHOLD - to cite examples specific to the case studies of our 
research - have no relationship with the Religious Coordinating Bodies (RCB).  

CRS is the only exception we came across that does not bypass the RCB. At first, it 
operated in the same manner i.e. through a direct relationship with the operational actors in 
the district. Little by little though, CRS adjusted its position and it now maintains links with 
UCMB and UPMB. UCMB organizes regular meetings with CRS to consolidate the 
relationship and progressively get access to the information needed. UPMB was approached to 
help CRS identify the structures to be included in the programme and joint field visits were 
organized. Nevertheless the extent of partnership needs to be put in perspective, since UPMB 
has for example not been informed on the contracts CRS drew up in the field (for instance 
with Kabarole hospital). 

One of the first concerns pertains to the inexperience of the hospitals with contracting 
partnership matters. There are several known cases in which the contracts do not respect the 
required legal rules. The dioceses, legal owners of the hospitals, do in fact not systematically 
sign the documents; the technical managers sometimes sign on their behalf without official 
delegation of this task. These agreements are thus strictly speaking legally invalid but still 
implicate an array of obligations and constraints which they barely grasp. Most PEPFAR 
contracts are in fact based on complex standardized blueprints, drafted according to American 
legislation and to a great extent not negotiable. 

The second major worry lies in the potential distortions caused by contracts which involve 
a lot of money and strongly target facilities with activities other than only HIV-AIDS 
prevention. According to UCMB in particular, the effects of projects and their requirements 
are not really compatible with settings suffering from a serious lack of HR and facing limited 
infrastructures. Unfortunately most of their hospitals operate in this kind of context. The fear 
is that the objectives put forward cannot be achieved without other activities suffering in the 
process. 

Finally our interviewees also expressed a fear that HIV-AIDS care will be carried out 
separately, going against the principle of integration of these activities in the health system.  
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PERIPHERAL LEVEL: ST. JOSEPH HOSPITAL, KITGUM 

 
St Joseph’s Hospital: the HIV clinic and the voluntary counseling & testing centre  
 
Contracting process and analysis of the contracts 
 
CRS 
 
We identified three PEPFAR contracts in SJH: the first one, signed with UPHOLD in 2005, 
ended in 2007 when the organisation withdrew from the region; the second contract, signed 
with TASO in 2005 is still in force and aims to boost HIV-AIDS prevention and improve and 
provide care; the third contract, signed with CRS in 2005, organizes ART treatment and 
voluntary screening. Before PEPFAR, SJH had no direct link with global initiatives. The Global 
Fund and the Multi-country HIV-AIDS Program (MAP) passed mainly through public institutions; 
hence the benefit was indirect and came in the form of donations of medicines and reagents by 
the MOH. 

When PEPFAR arrived through CRS (2004), the district health team carried out an 
evaluation mission in the region in order to select a certain number of facilities likely to benefit 
from the support of the AIDSRelief Consortium. After a thorough inquiry they decided to 
include SJH in the programme. The government’s priority was to treat patients in public 
structures, but as no other organisation before CRS had offered the hospital the means to carry 
out ART treatment, SJH seized the opportunity. However, originally this was a donor initiative, 
of which the district health authorities took control during the sub-recipients identification 
stage. The hospital management team was sent on a visit to Lacore Hospital in Gulu, already a 
beneficiary, in order to assess the programme implications. The team was then invited to 
submit a proposal for support and this was accepted. The first contract was signed in 2005, 
between CRS and the hospital. The diocese was ignored: its signature was not on the 
document. 

The first CRS contract was signed in 2005. The signatories were, on the one hand the 
national representative of CRS, and on the other hand the Chief Medical Officer of St. Joseph 
hospital. In other words, the kind of situation generally denounced at central level by the faith-
based platforms. CRS justifies the situation by saying that it needs to establish a contract with 
the operational partner while SJH invokes the issue of technical skills. The diocese is a moral 
authority, not very familiar with the ins and outs of this type of relationship.  



23 
 

The contract was signed for one year and is dependent on the funds allocated to CRS by 
Washington when the budget is voted. Its renewal is also dependent on the level of 
performance of the structure (achievement of objectives), its respect of the terms of the 
contract, its capacity and the mutual wish of the parties to continue their collaboration. In 
practice, each year the contract has been systematically renewed, since 2005: the standard 
document is reproduced at each occasion and just mentions the changes made. This document 
applies to all contracts signed by CRS in the context of the AIDS Relief programme. It 
emphasizes moreover the strictly autonomous character of the signatory organizations: we are 
here in the framework of a service agreement, there is no intention of a legal partnership.  

The obligations of both parties are only mentioned by referring to the description of the 
programme provided in annex. It provides a brief description of the resources or services 
potentially allocated by the donor and limited to support in kind (drugs and laboratory 
equipment for example). It foresees the conditions under which the funds are paid as well as 
those for paying back funds by the beneficiary. Article 15 is about the conditions for 
monitoring and evaluation, specified on the one hand for the objectives set out (monitoring 
and evaluation of the performance, SEP) and on the other hand for the financial data (SEF). 

Annual independent audits are planned for cumulated funds beyond 500.000 USD or 
250.000 USD on a yearly basis. More structurally, supervision visits (evaluation of the capacity 
and monitoring) and the inspection of the financial administration have to be carried out by 
the donor on the basis of a calendar established by both parties. Some categories of expenses 
need prior agreement of the donor: these include in particular expenses for expensive capital 
equipment, improvements to infrastructure and investments. 

Finally, a last part includes the particular terms and conditions: it links notably the 
payment of salaries and remunerations to the systematic submission of attendance 
sheets/activities; the obligation by the beneficiary to second or recruit the best possible staff for 
setting up the programme; the need to inform on all contact with the media on the programme 
or its activities; the law applicable to the contract (Uganda) and the precedence of American law 
when conflicts need to be resolved. 

In the case of SJH there was no real negotiation on this contract: the model was submitted 
for approval and was then signed. 
 
UPHOLD 
 
In the case of UPHOLD, the selection of beneficiary districts was carried out beforehand, 
through an agreement between the Ugandan government and USAID. UPHOLD received a 
list of 20 districts in which it was supposed to set up resource allocation mechanisms and help 
identify likely candidates in the civil society for inclusion in the programme: Kitgum was part of 
these. In all cases, the terms, selection criteria and rules that apply to the contracts are specific 
to UPHOLD but to a large extent controlled by PEPFAR via USAID. PEPFAR stipulates in 
advance clear targets and defines the services to be set up. On the basis of all these criteria, 
UPHOLD carried out the selection of sub-recipients in Kitgum District who had put in their 
candidacy. 

The UPHOLD contract is largely comparable to the CRS contract in its formalization level 
and standardization. This is definitely the case for the general rules applying to the contract i.e. 
reference to legal texts from the donor and the allocated funds, general conditions governing 
the payments made, conditions of monitoring and evaluation (financial and technical reports), 
authorized expenses, conditions applicable to accounting, the audit and the financial 
administration, the rules applicable to the payments of advances and reimbursements, 
conditions for termination, suspension and amendments of the contract and the resolution of 
conflicts. However, the UPHOLD contract is more flexible than the CRS contract: the 
contracting process implies drafting a detailed proposal by the beneficiary, which is then 
discussed with the donor. The priorities are thus jointly defined.  
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The SJH contract defines two important objectives: the provision of decentralized services 
for voluntary screening and advice to a specified number of adults from 4 sub-counties and the 
county of Kitgum-city; the provision on the other hand of care and accompaniment of a 
specified number of people living with HIV in the same zones. Each of these objectives is 
described in detail with the activities that have to be carried out, and all of them are 
accompanied by quantitative objectives. As for CRS, the UPHOLD contract was signed by the 
chief medical officer of the hospital and - again - not by the diocese. 

For both UPHOLD and TASO, the signed contracts include detailed obligations and 
require an important commitment on the part of the beneficiary in terms of skills and time. 
Besides the activities that need to be undertaken, reporting duties are an essential and detailed 
part of the documents. If these reporting obligations offer the guarantee, at least theoretically, 
of excellent monitoring conditions, the constraints which result, weigh particularly heavy on 
SJH. The hospital had to manage simultaneously three distinct monitoring and evaluation 
systems, until UPHOLD’s withdrawal. The details of the TASO obligations are unknown to us 
but we found out through the interviews that they put even more strain on SJH, bearing in 
mind that the funds allocated remain rather modest in comparison to those of CRS. 

 
TASO 
 
TASO Gulu identified possible recipients, focusing on a limited number of structures 
(governmental or faith-based) that have a public service orientation. A field mission was carried 
out in the districts and the hospitals of the region to identify possible gaps in existing 
programmes and analyse the needs (based on statistics). The District of Kitgum was first 
selected, and then SJH was chosen (within this district). This is obviously a very participatory 
context, far removed from the principles implemented for AIDS Relief. The final contract is 
the result of negotiations held specifically with the hospital, operational partner of TASO for 
the implementation of its programme. 

The TASO contract is in fact a simple Memorandum of Understanding (MoU). Of the 
three documents studied, it is the least precise one. The way it is formulated and its particular 
characteristics are similar to the contracts we have analysed for the three other case studies of 
this research. But unlike these, it is, on paper, the one that details most completely the 
involvement of the different categories of actors of the area: in fact, the MoU officially links 
TASO to the Kitgum District but with SJH as principal actor of the agreement. This means that 
the three entities are signatories of the agreement. Two representatives of the district authorities 
(Chief Administrative Officer (CAO) and the Director of Health Services) and a representative 
of the hospital (the Chief Medical Officer) signed. These three representatives are regrouped 
under the label “Local government of Kitgum District”. For TASO, the Executive Director 
(Central Level) and the regional manager for Northern Uganda signed. As in the case of CRS, 
the diocese as a legal entity was ignored by the agreement. If the district is the entity officially 
designated by the MoU, the real partner is the hospital.  

 
Contracting instruments/partnerships (monitoring, evaluation) 

Because of their level of precision and detail, the contracting documents are the first 
instrument for managing the relationship: they are real and complex sources of information 
and serve as a reference for the facility for monitoring the obligations and regulations governing 
the relationship. The second instrument is the monitoring offered by the donors. Supervision 
visits are often organized by CRS staff to check the technical aspects of the contract. They are 
seen as an essential part of the relationship and allow SJH to benefit from direct support in 
managing, monitoring and evaluating of the activities planned in the contract. Annually, an in-
depth financial inspection is also carried out. Finally (and especially during the start-up phase), 
other members of the AIDSRelief Consortium came and still come to supervise the activities.  



25 
 

Besides the contact with the main representatives of the donors, the hospital benefits from 
the proximity of the regional offices of TASO and UPHOLD in Gulu and the CRS office in 
Kitgum. CRS furthermore organises a local partners forum in Kampala every three months which 
is attended by all the facilities involved in the AIDSRelief programme in Uganda; this allows 
the different hospitals to exchange their respective experiences and thus contributes to capacity 
building of the people in charge. 

Finally, regular training of the actors in the programme enables the facility to acquire the 
skills needed for achieving the set targets and for following up on the donor’s specific 
procedures.  

The reporting and data collection obligations, typical of each contract43, ensure that the 
facility remains critical of itself and holds a regular self-evaluation of the programme activities. 
Overall, the ability to identify relevant data, analyse and anticipate activities, all of them skills 
acquired in the context of PEPFAR contracts, have a positive effect on the level of monitoring 
and evaluation of the hospital’s core activities. The skills thus acquired can be exploited in 
more ways than just for the specific activities of the contracting agreements. 
 
Perception of the relationship and implications 

The public sector 
 
In general the public sector has a positive impression about the contracts signed by SJH; it is 
clear however that the knowledge of public actors of these contracts is rather limited. 
CRS, in particular, that visited the region in the identification phase of beneficiary structures, 
has no longer any contact with the district (AIDS focal point). The same is true for TASO even 
though there is a joint agreement, contacts are limited to SJH, visits to the district are rare and 
the donor submits no annual report to the district health authorities. The situation is better for 
programmes such as UPHOLD (and more recently NUMAT): they have direct contact with the 
district, and keep it informed about their activities.  

The district is also a recipient of funds. However, the money SJH received from UPHOLD 
was transferred directly, without going through the district. NUMAT has since taken over and 
all funds are now channelled through the district.  

Nevertheless, different instruments offer possibilities for exchange: SJH (unlike, it seems, 
other faith-based facilities) regularly supplies copies of its reports to the district. This 
information is however not always exploited. Another exchange opportunity lies in the 
representative and decision-making bodies, in which both public and religious actors 
participate. The district management team also has to carry out regular supervisions of the 
hospital; joint three monthly supervisions (by the technical and the political committee for the 
fight against HIV-AIDS) are scheduled. In reality, they are not very frequent though, and there 
is no formal feedback to SJH.  

The local government also provides financial and material support to the hospital: although 
these contributions amount to only 30% of the budget (far lower than the 52% obtained from 
external donations), they nevertheless allow the hospital to pay part of its expenses. 
Finally, sometimes SJH, the district and the district hospital collaborate informally: SJH’s skills 
in the fight against HIV-AIDS are regularly called upon; the facility is invited to delegate some 
of its specialized staff to train their counterparts of the public sector. There are regular 
exchanges and interactions in fields not specifically related to HIV-AIDS: exchanges of 
specialists, equipment, even occasional assistance in the supply of drugs.  

Generally speaking, the patients themselves prefer to go to SJH rather than to the 
public health centres nearby or to the district hospital. The quality of care, skills, reception and 
quality of the management are mentioned as main reasons for this, on top of the shortage of 
                                                 
43 See copy of the contract in annex, Vol. II, 5. 
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district resources in comparison to SJH (drugs, laboratory facilities). This resource gap creates 
some tension and the emergence of double standards of care. 

However, nothing seems to indicate that both parties are really in competition with each 
another, not even for access to resources. What is deplored is the absence of a three party 
agreement which would allow the local government to fully exercise its coordination and 
supervision tasks. 

 
The faith-based sector 
 
The feeling of SJH about its relationship with PEPFAR differs greatly from the perceptions at 
central level. This indicates first and foremost that hospitals are not really equal in these types 
of contracts: the difficulties encountered by some facilities of the Catholic network are not 
necessarily experienced in the same way by other catholic facilities.  

The first category of benefits identified by the hospital concerns the set up of the activities: 
the resources and means proposed by the PEPFAR recipients fill needs such as treatment for 
PLHIV44. The public provision of this treatment is considered unreliable, incomplete and thus 
not an acceptable alternative for SJH. PEPFAR’s support through AIDSRelief/CRS includes 
ART drugs and treatment of opportunistic infections, equipment (including a CD4 meter) and 
laboratory reagents. This support, related to the number of patients in the programme, has 
allowed SJH to come up with a complete package of care, this in addition to the community 
activities, voluntary screening, counselling and accompaniment which were already on offer 
thanks to grants from other programmes. The PEPFAR support thus constitutes an essential 
improvement in terms of access to care. 

The second category of benefits is without any doubt the most important one: the technical 
level of support by the donor. The hospital refers here to the obvious benefit it gains from 
supervisions, initial and continued training, regular contacts as well as reporting requirements. 
Furthermore, the hospital mentions the technical support for example for managing difficult 
medical cases (CRS) and the joint search for solutions to the problems met. The quality of the 
support, the availability of the donor and overall the existence of a true day to day partnership 
are much appreciated. This is particularly the case for UPHOLD and CRS.  

The quality of the data collected gives the facility solid arguments in its negotiations with 
other donors. The use of programme data is therefore encouraged to fill the identified gaps. 
Furthermore, the interventions partly alleviate SJH’s financial burden. 

More negative aspects of the contract are largely downplayed by the staff. They admit that 
the extra work that came with the programmes was a heavy burden in the initial stages. Staff 
instability and turnover and SJH’s need to cut staff due to a lack of sufficient resources have 
doubtlessly aggravated the consequences of the mobilization of some staff for specific tasks of 
the contract.  

There is also the issue of staff and their remuneration. The information we obtained was 
contradictory, as two schools of thought emerged. A first category believed that there is no 
difference between the salaries inside and outside the programme. SJH has been able to impose 
its own salary scales to the donors. Others said that some donors - in particular CRS - refuse to 
deviate from their own procedures. This leads to sometimes important differences in salary for 
similar jobs.  

This leads us to a point of discussion already touched upon in our analysis of public sector 
perceptions i.e. the flexibility of the donors. We have to distinguish, on the one hand, the 
elaboration phase of the contracts on the one hand, in which SJH was apparently not actively 
involved (see the analysis of the contracts), and on the other hand, the monitoring of the 
activities. 

The matter of the flexibility of the programmes concerns mainly one question: that of slots 
allocated to the hospital by the contracts and which determine the number of people that can 
                                                 
44 People Living With HIV-AIDS. 
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be included in the programme (CRS) as objective to be achieved over a specific period: these 
are difficult to negotiate, because they are dependent on the available budget.  

This capacity of the hospital to respond to the need of care of the population depends in 
an initial stage on the budget effectively awarded to CRS. The slots of SJH have seen a regularly 
increase since 2005, but in 2007 CRS had to lower its initial subsidy forecasts for the 
beneficiaries of the region because of a reduction in funds allocated by Washington (and in 
favour of NUMAT). Although SJH did not have to reduce the number of patients taken on, it 
had to revise downward the number of additional patients initially foreseen. 

This example brings us to the matter of continuity of the programmes. If the donor were to  
pull out, the state would not be in a position to fill in for the CRS’s intervention mode (based 
on the principle of excellence in the quality of care) in the same manner, because of the cost of 
a programme (among other reasons).  

Overworked staff in facilities swamped with patients tries to convince the patients to turn 
to the public hospital or other nearby health centres. But generally, the patients boycott these 
facilities because they have a dodgy reputation.  
 

PERIPHERAL LEVEL: KABAROLE HOSPITAL, FORT-PORTAL 

 

 
Kabarole Hospital: view of the HIV Clinic and the voluntary counseling & testing centre 
(Source: www.kabarolehospitalmission.org) 
 
Kabarole was identified thanks to an initiative of CRS. In 2004, a survey by questionnaire was 
carried out among the care facilities of the Protestant network, with the help of and via UPMB. 
It was on this base and after some field visits that KH was selected. A first contract was signed 
in July 2005 between CRS and the Diocese for the set up of an ART treatment programme and 
the organisation of community activities (voluntary screening and care).  

As in the case of Kitgum, the contract follows a standardized model with some slight 
modifications, sent to the diocese and the state: no real negotiations took place, the contract 
was pretty much signed in the form it was presented. Only the annex (of the programme 
description, including the budget) authorizes a few amendments if necessary. The contracting 
process proceeded rather swiftly and activities could start almost immediately: at the time the 
patients were already looked after by a support group of the diocese. 

Kitgum’s only contract is the one signed with CRS for the AIDSRelief programme. We can 
refer here to the analysis of the CRS contract with SJH, as the documents are very similar. One 
major difference however is the involvement of the bishop. He is a signatory of the contract and 
designated by the contract as the authority in charge, respecting in this way the legal status of 
the hospital. In Kabarole the AIDSRelief programme does not only cover the treatment of the 
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patients but includes a community prevention component, palliative care (all patients) and 
voluntary screening (for non TB patients only).  

The contracting instruments for KH are the same as those for SJH. They include the 
contracting document and the different manuals provided by the donor to carry out the 
activities, the training available, the technical supervisions of the CRS focal points, the financial 
supervision, the participation every three months in the Local Partners Forum in Kampala where 
representatives of the 18 programme sites get together, the proximity of and access to the local 
managers at the regional CRS office in Fort Portal, day to day communication by telephone or 
email and the technical and financial reporting requirements (with the drafting of specific 
reports). 

The situation in Kabarole district is different from the situation in the Kitgum: our analysis 
shows that there are also discernible differences in the degree of involvement of public actors 
and their perception of the partnership experiences between the PEPFAR recipients and the 
faith-based hospitals. There are three hospitals in the town of Fort Portal, capital of the District, 
two faith-based facilities and one regional hospital (Buhinga). There is no district hospital, so 
the referral/counter-referral system is based in the regional hospital. Unlike in Kitgum, the 
public hospital here is an operational facility with a strong reputation; attendance rates are 
high. The confessional hospitals, for their part, also attract many patients.  

The three facilities live together in relative harmony although the functioning of the 
referral/counter-referral system leaves a lot to be desired. Indeed, somehow many more patients 
tend to be referred to the regional hospital. The HR crisis in the two confessional facilities 
(Catholic and Protestant), and acknowledged by the public actors45 would explain this 
phenomenon. The fact that PEPFAR settled in the district is important and there are three 
main organisations involved: JCRC46, EGPAF47 and CRS. A large number of public facilities 
benefit in one way or another from this support. In this sense, the information disseminated by 
the District on these initiatives seems a lot better than in Kitgum. Finally, the technical 
managers of the District (DMO, HIV Focal point) display a real willingness to cooperate and 
coordinate with other actors: substantial efforts are made towards integration of private48 
facilities in the district and information is gathered with inputs from various actors. 

As a beneficiary, the public sector is also invited to participate in the meetings organised by 
the donors. The collaboration conditions are in principle therefore better guaranteed than in 
Kitgum, even if the ability of the district to boost the partnership remains limited due to lack of 
resources. In Kabarole, the donors are for example required to present their projects to the 
district before implementing them on site. An annual action plan (that establishes the priorities 
for a local intervention) has to be presented and approved by the district authorities. This is 
after an agreement (MoU) is signed between the donor and the local government. The funds 
are paid directly to the faith-based facilities without passing through the district. 

In general, the district health authorities feel that the PEPFAR activities are set up with 
their full involvement, in fact they could almost claim that PEPFAR operates in their name. 
There are some slight nuances however about the degree of synergy reached according to the 
organisations. An annual district conference forms the occasion to collect the budgets of the 
different partners. In addition, there are more informal exchange opportunities but according 
to the district it is really the central level which is the place to discuss issues like for example the 
respect for the National Health Policy. 

The funds allocated to the public sector are managed according to the procedures of the 
donors, and often go against central government regulations49. The active involvement of the 
                                                 
45 Chief Medical Officer of the regional hospital. 
46 Joint Clinical Research Centre. 
47 Elizabeth Glazer Paediatric Foundation. 
48 The current DMO restored the systematic signing of agreements with health facilities (hospitals, health centres) 
which benefit from government support.  
49 Each donor requires the opening of a specific account to transfer its funds, while the government pleads in favour 
of only one account. 
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district authorities in the implementation stage of the projects leaves a lot to be desired: not 
only do they play no role in the supervision of the projects but up to now they also did not have 
the means of exercising this prerogative.  

There are also some reservations about the partial involvement of health staff of the 
programme facilities: this practice leads to unequal treatment of staff in the same institution, to 
demotivation of staff that is not integrated and might lead in the longer term to a 
discontinuation of the programmes. The district of Kabarole seems to have obtained that the 
donors respect the salary scales of the public servants.  

Overall, PEPFAR programmes are considered to play a positive role in the district, 
especially as their funds permit the implantation of activities that the government is unable to 
set up. One does not make a distinction here between PEPFAR and other initiatives such as 
those of the Global Fund. This shows that the programmes are so well integrated that the local 
government does not feel bypassed and that the interventions are seen as complementing those 
of the public sector; the programmes contribute moreover to the generation of health data 
which are communicated to the Ministry of Health; they allow to partially compensate for the 
HR losses of faith-based facilities thanks to secondments and the take over by the donor of 
some health staff which can then be used more flexibly. The list of priorities that could be 
improved includes the continuity of the programmes, the implementation of fall-back strategies 
and more flexibility in the funds awarded50, furthermore harmonization of procedures and 
complete and full information. 

We observed some interesting differences in the perception of the faith-based sector in 
Kabarole as compared to Kitgum. Although the recipients’ analysis is positive in general, they 
tend nevertheless to be more critical than their counterparts in Kitgum. It is clear however that 
the CRS programme in Kabarole is set up in a very different context than the one of SJH. The 
hospital was only recently taken over by the diocese and is still recovering from some difficult 
times in which it lost quite some credit with the patients51. It has to work next to two other fully 
operational hospitals in its direct neighbourhood. The hospital has limited means, and these 
are mainly provided by user fees and state subsidies. Infrastructure is limited and the total 
capacity (70 beds) is far smaller than in the case of SJH. HR are few and there is a high turnover 
as a result of the low attractiveness of the salaries in comparison to the public sector.  

In spite of the unfavourable conditions and high demands of the programme, KH has been 
able to obtain each year a renewal of its contract with CRS since 2005 and it saw the funds and 
slots allocated increase progressively during this same period. The programme staff represents 
21% of the total KH staff. The advantages identified are largely similar to those mentioned by 
Kitgum. They are first of all: the opportunity offered by the programme to take care of the 
population in the fight against HIV/AIDS in an area where the prevalence rate is about twice as 
high as the national average52. 

Secondly, the quality of the support in terms of monitoring: the staff working on the 
programme is trained systematically and training is also offered to hospital departments which 
have an important support role for the programme53. CRS carries out regular (financial and 
technical) supervisions. Reporting requirements have allowed the staff to develop their analytic 
skills, to anticipate and manage and the skill to identify and collect data which they can also use 
for the general activities in the hospital. However, the rather inflexible attitude of the donor 
leads to the same worries in KH as in SJH but these are voiced more strongly and confront the 
hospital with the limitations of its bargaining power. 

These shortcomings show also the differences in interpretation of some of the problems 
encountered. CRS does not accept to pay the hospital costs of patients in care; the hospital 
                                                 
50 There is a conflict between the priorities of the donors and those of the recipients; restrictions imposed on 
expenses for infrastructures, obligatory use of specific suppliers.  
51 The “private” episode of KH has tarnished its reputation in terms of access and quality of care. 
52 11,6 against 6,2 
53 CMO and administrator, clinical staff, financial unit, laboratory, pharmacy and warehouse. 
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considers this an aberration in view of the limited resources of the population. Generally 
speaking, the rules of the contract are considered as far removed from the realities in the field.  
Another issue which cannot be discussed with the donor is the requirement to justify the 
working time of each employee. If the employee works (far) more than the 40 hours foreseen, it 
is left to the hospital to decide whether or not it has the means to pay for this supplementary 
work, as overtime is not paid by the donor.  

The question of salary scales remains difficult to resolve. Other participants mention an 
important salary gap between the salary of hospital and programme staff; this tends to lead to a 
perception of the HIV clinic as a structure 'segregated' or separate from the hospital. Another 
issue is the potential development of double quality standards that set the programme activities 
apart from general activities. The staff fully realizes that there are major differences resulting 
from the disproportion in available funds. This problem will be gradually resolved as new 
appointments allow filling the gaps initially created by the secondment of qualified staff to the 
programme. These new recruitments are however carried out at the expense of the diocese, thus 
somewhat balancing out the decrease in costs brought about by the payment by CRS of part of 
the programme staff's salaries. 

The share of the allocated funds and the dependence of KH on only one donor raise the 
question of the continuity of the project. The recent guarantee ensures the theoretical 
continuation (just like in the case of Kitgum) of the programme for another five years. Besides, 
CRS makes the hospital a partner in looking for alternative solutions54. The level of support 
provided and the standards applied to the quality of care55 by the programme reinforce these 
difficulties and lead to a wide discrepancy with the standards used at national level: the 
Ugandan state is unable, due to a lack of resources, to adopt the same principles56. 

Generally, the introduction and quality of services have led to an increase in attendance 
rates as the standing of the facility with the patients improved. Staff numbers have more than 
doubled. It is however difficult to say what role the programme has played in these trends: the 
take over of the hospital by the diocese played a positive role as well.  
Nevertheless, this positive effect is accompanied by some tensions since the level of activity 
exceeds the capacity of the infrastructure. The important mobilization of personnel by the 
programme, the volatility of the staff employed for the general activities and the difficulties in 
recruitment contribute furthermore to an increase in the workload. It is clear that this situation 
can in the long term only have a negative influence on the quality of services. 

The strict character of the allocated slots and the refusal to provide treatment to some 
patients who tested positive give the hospital a bad name: a relative drop in attendance of the 
screening centre seems to confirm this trend. The problem appears more crucial since the 
number of PLHIV continues to increase in a district that already has a high prevalence rate. 

Overall, the medium-term prospects and situation of the hospital seem fragile, unless new 
financing sources are found. It will become more and more difficult for KH to continue to 
subsidize user fees in the absence of a substantial improvement in the participation of the state. 
The recruitment crisis - without solution currently - adds to the vulnerability of the facility. The 
search for structural solutions appears therefore essential. 
 
 
 
 
                                                 
54 In 2008, the programme financed a consultancy mission with the intention to find possible alternatives. 
55 Branded medicines of which the cost was too high for the great majority of patients if they had to pay for these 
themselves. 
56 The problem is mainly the start-up criteria (viral load) of the treatment for the people living with HIV-AIDS. 
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Conclusion 

 
 
 
 
 
 
 
 

The analysis of the contracting relationships that exist in the context of the PEPFAR 
programmes does not completely confirm the negative a priori perception that surrounds 
these set ups: the important differences in perception between the central and peripheral 
level show at the very least that a more nuanced analysis is necessary. The comparison 
between KH and SJH shows that although there are definitely risks hidden in the existing 
contracts, their importance largely depends on factors that have no absolute link with the 
nature of the PEPFAR contracts nor with the approach that characterizes them: 
- The “solidity” and importance of the benefiting structure; 
- The type of previous experiences; The negotiation ability of the people in charge and 

their grasp and command of the contracting process; 
- The degree and quality of the implication of the legal owner; 
- The availability of alternative sources of finance; 
- The flexibility of the structure, in particular in terms of infrastructure; 
- The capacity of the local government. 
 

The differences in perception, understanding and knowledge of the system are proof of 
the dysfunction of the communication mechanisms that exist between the central and 
peripheral level. This can be directly attributed to the decentralised health system. The 
compartmentalization and fragmentation of the different intervention levels make clear that 
the decentralization process was never fully implemented. Besides, the different PEPFAR 
programmes can not all be considered completely equivalent: the system is characterized in 
fact by multiple intervention mechanisms. The way of operating of programmes such as 
UPHOLD, CRS and TASO shows important differences: 
- in their degree of cooperation with the local authorities; 
- in their degree of flexibility; 
- in their degree of involvement of beneficiaries in the definition of the objectives; 
- in their knowledge and understanding of the local situation. 
 

Furthermore the arrangements proposed include potentially important benefits for the 
structures that have to implement them: 
- The acquisition of general monitoring skills; 
- The skills acquired lead to a change in professional culture which could well have a 

positive influence on the management of the general activities of the facility; 
- The quality of the health information system set up is bound to increase the credibility 

of the structure and provides extra arguments when lobbying with donors for new 
resources; 

- The set up of (new) activities seems to attract more patients and will thus also increase 
general attendance rates of the hospitals; 

- A certain degree of security due to the predictability of the arrangements.  
 

A few risks remain however; they are specifically linked to the nature of the politics 
governing the programmes, the importance of the programme priorities and the “power” 
that the sheer amount of the provided funds grants to the donor: 
– The weight of PEPFAR’s contribution to the prevention of HIV-AIDS in Uganda 

results in the central authorities allowing the development of autonomous strategies 
that are largely dominated by the priorities of the donor; this is even more the case for 
the peripheral level;  
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- The legal framework of the agreements is decided outside the country they are 
implemented in, and is not negotiable. It considerably reduces the bargaining power 
and influence of the field actors; 

- The extreme fragmentation of the system, its complexity and lack of transparency of 
its organs make it difficult to get an overall picture. Both the actors of the faith-based 
and the public sector testify that their knowledge and understanding of the situation 
is incomplete; 

- The policy of excellence preached and practiced by the programmes leads to the 
creation of double standards in terms of norms, costs, and quality;  

- The low reproducibility of the systems results in the problem of sustainability, all the 
more crucial as the programme is mostly short and medium term whereas the nature 
of the activities is often long term. 

 
The fact that the faith-based health platforms are systematically bypassed in these 

arrangements endangers the quality of the relations which they maintain with the 
facilities of their respective networks. It diminishes the role they could play in the 
coordination and guidance of the hospitals, and so prepare them for the signing of such 
contracts and train them to anticipate the risks inherent in this set up. The reticence of 
some hospitals to provide their organisation with information on the contracts signed 
bilaterally with the donors is an indication of a breakdown which should not be ignored. 

Finally, the relative success of the contracting arrangements with PEPFAR on 
peripheral level could well bode ill for the already uncertain future of the partnership 
between the MOH and the faith-based sector in Uganda. The worsening human and 
financial resources crises and the absence of a real response from the public sector are 
likely to undermine the basis for a continued partnership: they could well induce faith-
based facilities to progressively shed the partnership project pursued at the central level by 
UCMB and UPMB, and might lead to a multiplication of direct relations with the donors 
instead. Indeed, the latter offer instant and operational solutions to the immediate 
survival needs of the facility. If they can deliver what they promise, this might prove to be 
the more tempting option.  
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Analysis  
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Summary of the results  

CROSS CUTTING FINDINGS 

We made an overview of the different case studies to summarize our observations and prepare a 
cross-cutting analysis. Two tools were used to make this summary:  
- The main characteristics of each case were put next to one another in a synoptic table (cf. 

Table 2) and divided into 3 main categories: i) the results at central level, i.e. specific to the 
national framework of the contracting relationship investigated; ii) the results at peripheral 
level and finally; iii) the aspects specific to the scope of the contracting relationship. Within 
each of these categories, a certain number of large sub-categories have been retained.  

- A SWOT (Strengths, Weaknesses, Opportunities, and Threats) analysis of the case study was also 
carried out and its results have also been summarized in a table (cf. Table 3). 

 
From these analysis tools emerge a number of constant factors:  

- In spite of the large variety of contexts and experiences, the different case studies show the 
great difficulties with contracting between the public and faith-based sector in the district. 
This is the case for all denominations and for all the contracts we investigated. 

- It is mainly the faith-based sector which mentions these problems, so the malaise is only 
'one way'. 

- The problems met concern mainly the issue of financial and human resources, 
fundamental stakes in a setting where internal and external resources are already limited. 
The contracts that “work” are the « resourceful » contracts, as is proved by the first contracts 
in Chad or a fortiori the examples of PEPFAR in Uganda. 

- The quality of the contracts themselves is systematically questioned, and in particular their 
incompleteness, the absence of any revision or renewal and the resulting gap with the 
national health policy, more specifically the partnership and contracting framework at 
central level. 

- It is not always evident to distinguish between the contracting relationship and the effects 
related to the context: the context of poor governance, institutional weakness and tension 
created by a lack of resources, that applies to all the different cases, certainly weighs on the 
success (or failure) of the contracts.  
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SPECIFIC RESULTS: UGANDA 

Table 1. Synoptic grid of the results 
 

 
GENERAL CONTEXT (national) 

 
 
Context 

- The partnership and contracting process between the MOH and the Church is frozen since 2003. 
- The faith-based sector is faced with a financial and human (resources) crisis.  
- Difficulties at the Ministry of Health (MOH) and a limitation of the heallth budget. 
- Large but ever growing PEPFAR financing of activities related to HIV-AIDS prevention since 2004.  Limited PEPFAR visibility on central level. 
- The relations between PEPFAR and the faith-based sector bypass the health platforms. 
 

 
Contracting Process  
 

- Not applicable for PEPFAR: the contracting process happens on peripheral level, relations are set up directly with the operational actors in the district. 
 

 
Objectives/ Motivations 
 

- The faith-based sector wants a formalized relationship with the Ministry of Health as a survival strategy. 
- At PEPFAR level, there is no national partnership as such outside the general agreement signed with other State authorities: the partnership and contracting process is 
concentrated on operational level (district). 

  
National framework of 
the relationship 
 

- The general agreement protocol between PEPFAR and the central public authorities is not accessible and the public actors at MOH level do not know its content. 
- There is no framework agreement between the MOH or the faith-based sector and PEPFAR or its recipients. 

 
Tools 

- There are no tools on national level. The PEPFAR Board does not seem to participate in improving the MOH information and the faith-based platforms about the on-
going activities.  
 
 

 
Perception 

- The MOH and the Church leaders distrust the PEPFAR programme because they feel bypassed. The opaqueness of the system and the lack of communication 
reinforce this feeling. This situation reduces the management and planning opportunities of the MOH. 
- With the exception of Catholic Relief Services (CRS), the PEPFAR recipients we interviewed do not recognize the role of the faith-based health platforms and talk mainly 
with the Inter Religious Coordination Unit (IRCU). The role of ’IRCU (ecumenical organ) in the PEPFAR programme is questioned by the faith-based platforms. In fact 
there is no communication between IRCU and these platforms about the activities that are implemented 
-The religious actors worry about the effects of the programmes on the facilities, more particularly in terms of a distortion of activities. 
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SPECIFIC CONTEXT: case-studies 

 St Joseph Hospital (SJH) Kabarole Hospital (KH) 
 
Context 

- SJH is located in an area which has known 20 years of civil war. It is near a 
public district hospital but fulfils in fact the role of referral facility, attracting 
patients from the district and beyond. 
- The area attracted a large number of donors which currently are leaving 
because of the political stability. 
- As the area is not very attractive, the quantity and quality of public staff 
ensues. This is shown by the difficulties of health institutions (district hospital, 
district management team).  

 

- The hospital is quite old and has known many ups and downs. At the moment it 
is being renovated. It is the smallest of three facilities (public, Catholic) all situated 
near one another. 
- This is a relatively dynamic district  

 
 

 
Contracting Process 

- The identification of the facilities was an initiative of the donor. The selection was made on the basis of their pre-existing and proven ability; in both cases it rests on 
the identification of the skills to fulfil the task assigned to them.  
- The contracting approach varies according to the type of PEPFAR recipient involved, mostly bypasses the district authorities on an operational plan. Nevertheless in 
the case of Kabarole, the district and public hospital keep up relations with some of the recipients 
- The contracts are mostly prepared in advance and leave very little room for initiative by the beneficiary facilities: the negotiation phase is as good as non existent. 
- The diocese, owner of the facilities, is not necessarily involved, not even in the signing of the contracting documents. The target interlocutor is not the legal authority 
but a skilled operational body. 
 

 
Objectives/ Motivations 

- The common objective for the different contracts is the set up of targeted activities for the fight against HIV-AIDS. The PEPFAR recipients pinpoint the facilities best 
equipped to carry out the programmes within the timing and with respect of the objectives set out.  
- The involvement of the faith-based facilities in the contracts stems from a concern for treatment of PLHIV. This response is not provided by the State (or only with poor 
quality guarantees); there is no alternative for the PEPFAR proposals and their scope.  
- The objectives of the two parties are therefore well targeted. 
 

 
Framework of the 
relationship 

- SJH has 3 ‘PEPFAR’ contracts:  Two are signed with international partners 
(CRS, UPHOLD), one with a local organisation (TASO) 
- In this particular context, the owner (bishop) has not signed the document 

- KH has only one contract, with CRS 
- The bishop has signed the contract. 

- With the exception of the TASO contract, all contracts signed are standard contracts and the only issues that are negotiable are the amounts allocated and the nature 
of the beneficiary structure. The budget detail and the timeframe of the activities are mentioned in a work plan that is specific to the structure. These contracts, 
American in origin, are only partly adapted to the specific setting where they are implemented and are difficult to access for these kinds of actors. 
- An important place is given here to the steering of the relationship and the means for monitoring 
 

 
Tools 

- The tools are provided by a strict framework of preliminary and continued training, audits and external supervisions as well as reporting requirement for the beneficiary 
structured. 
- The level of definition of the obligations is very high and their monitoring strictly set out and respected. There is no participation of the district in this and the lessons 
learnt by all this are not communicated to them 
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Perception 

- The beneficiary facilities have an overall positive view of the contracting relations with PEPFAR, which are far different from the ones they keep with their overarching 
platforms. They are not aware that the latter are often excluded from these contracts. and are not in the loop  
- The potential adverse effects of the contracts, linked to their focalisation and the importance of the resources at stake, are not denied but largely tempered by the 
benefits that come with these contracts.  
- The district authorities have a pragmatic approach in this. They tend to approve the initiatives which are beneficial for the district in as far as these contribute to an 
improvement in the HIV-AIDS care.  
- It is clear however that the district only has a fragmented knowledge of the programmes that are implemented in non-government settings, and they do actively 
approach the donors and beneficiaries to remedy this situation. They are not aware that the MOH is not involved at central level. 
 

 
SCOPE 

 
 
Effects, quality 

- The contracts achieve their targets thanks to the means (monitoring, evaluation, and accompaniment) in force. 
- They have important side effects which are linked to the amount of funds put in; the package of measures for monitoring and evaluation; the focus of the activities and 
the strict nature of the contracts; the important input of skilled human resources required to achieve the targets. 
- The negative effects are:  
i) the development of double standards in the facility and the district which causes problems for the integration of the hospitals in the local health system but also for the 
units and staff that care for HIV-AIDS patients within these facilities ;  
ii) a very substantial financial dependence from external sources ;  
iii) a mobilisation of qualified hospital staff in a setting with a chronic shortage of skilled HR for the routine activities of the hospital ;  
iv) the resulting increase in the administrative workload caused by the monitoring and evaluation activities;  
v) the lack of flexibility in the use of the funds;  
- The positive effects lie, besides the set up of a system of HIV-AIDS care, especially in the positive general impact of the contracts on the beneficiary structures: 
i) in terms of training for some members staff ;  
ii) development of analytical, anticipation and management skills which can also be used for the routine activities of the hospital;  
iii) appeal for the population ;  
iv) improvement of credit worthiness of the facilities with other potential donors  
 

 
Level of awareness and 
information 

- The State (MOH) and the Church are badly informed about PEPFAR and know almost nothing about the contracting relations that exist on peripheral level. 
- This is explained by 3 factors:  
i) The specific approach and opaqueness of the PEPFAR system; 
ii) A lack of leadership at the MOH ;  
iii) The fragmentation of the contracting experiences (bilateral relations) whereby information is withheld from the beneficiaries even; 
- The peripheral level only has scant information, mainly focused on its specific experience. There is no participation of the district health authorities in the relationship we investigated. 

 
Future of the contracting 
relationship 

- The beneficiary facilities want the relationship to continue, especially with contracts which cover treatment. They would however prefer greater flexibility. They are aware of the major risk 
which a breakdown of the contracts would have on the continuation of the ongoing activities. In this context, the MOH is never seen as a viable alternative. At the moment the continuity of 
the biggest contract is ensured medium term. 
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Table 2. SWOT Analysis of the case studies 
 
 
 

 
STRENGHTS                        

 
- Dynamic religious and professional platforms 
- Substantial financial PEPFAR means 
- The efficiency of the programmes implemented at peripheral level in achieving their objectives 
- Excellent monitoring and evaluation mechanisms 
- The ability of the programmes to get their staff  interested and committed 

 
WEAKNESSES                    

 
- The absence of a partnership and contracting relationship between the MOH and the Church. 
- The MOH and the Church at central level are not involved. 
- The selection of an ecumenical interlocutor at central level who is legitimized by the faith-based platforms.  
- The information disseminated by the faith-based sector at public level (and in particular through reports) does not reach the central level. It is proof and symptom of the 
dysfunction of the health decentralization.  
- The burden the PEPFAR contracts impose on the facilities in terms of workload and input of skilled staff. 
- The inflexible and largely foreign nature of the contracts. 
- The development of double standards in the hospitals and more widely in the district health system: means, methods, quality of care. 

 
 
OPPORTUNITIES                

 
- Positive contamination effect of the contracts on the general activities of the hospital: change of the professional culture, development of the skills of the staff; get 
legitimacy (HIS) with new donors. 

 
 
THREATS                             

 
- The risk of a distortion of hospital activities to the detriment of routine tasks.  
- Tendency of some beneficiary facilities to not communicate with their main platforms about the contracts signed with PEPFAR and other important donors. 
 
- The effect of a comparison at peripheral level between the PEPFAR contracts and the difficulties encountered in the relationship with the MOH can worsen the 
detachment of the hospitals from the partnership and contracting projects of the faith-based platforms.  
 

 



 39

Results of all 5 case studies  
Cross-cutting analysis 

 
The contracting experiences between public sector and faith-based facilities all display 
(or show) substantial difficulties 
 
The research team was shocked by the extent and seriousness of the crisis that affects the 
contracting process between the State and the faith-based health sector; this sorry state of affairs 
pertains more or less to all the countries in this study, at least to some extent. This situation is 
even more paradoxical as it occurs within a general partnership consensus context. The 
inevitable character of the collaboration, the added value of its formalization are not only 
admitted but demanded by both sectors and all levels of the hierarchy. 
The seriousness of the matter is in part due to its discrete, almost hidden nature: either there is 
no general awareness on central level (Uganda) or the awareness manifests itself mainly on an 
operational implementation level (districts). In any case, the awareness remains largely confined 
to the faith-based sector and is more evidence of a shaky partnership. 
The size and escalation of the crisis are worrying: without rapid intervention, the existing 
experiments might fail in the medium or even short term. Hence, the crisis could no doubt call 
into question the efforts57 put in at central level in most countries. 
 
The crisis of the partnership and contracting experiences fits in with the general 
crisis in the faith-based sector and continues to feed it 
 
The financial crisis is accompanied everywhere by a crisis in human resources. Although the 
state admits that these difficulties exist, the current contracting experiments provide at best a 
very inadequate answer. The awareness of this crisis is greater than the awareness of a 
partnership but nowhere is the crisis dealt with satisfactorily. In fact to the outside world, the 
Church’s health system seems to be a stable feature in the landscape, an asset, a system that 
works: but this feeling is partly an illusion covering up the real problems. 
 
The State insufficiently respects its partnership commitments   
 
Whatever the development stage of a contracting framework on central level, the service 
agreements all have this problem, albeit to different degrees. This issue has a particular 
influence on financial resources and equipment which are so needed by the faith-based facilities 
in crisis. The support of the State remains structurally insufficient and grapples with a number 
of difficulties: losses, leakage, delays, weighty procedures, etc. The public sector actors and 
managers are honest and straightforward about these problems but they do not fully 
comprehend the scope of the shortcomings. Although they are aware that problems exist, this 
does not result in (sufficient) remedying actions. 
 
Monitoring mechanisms and their performance leave a lot to be desired 
 
If the crisis in Church-State contracting experiences in health matters is largely ignored 
(certainly its size), it is because the existing agreements are not or badly followed up. There is a 
systematic absence of operational monitoring and evaluation mechanisms: specific supervision 
of the contract and its obligations is missing and contracting tools that might have been 

                                                 
57 Definition of specific policies: set up of formalized cooperation frameworks; development of partnership for a. 



 40

planned58 in this respect do not function properly; at best, difficulties are recognized but no 
structural solution is put forward. This situation reflects form problems which mark all service 
agreements we investigated on peripheral level, but also capacity and resource problems: 
monitoring and evaluation is a weak area for public facilities, not just with respect to 
contracting relationships with the private not for profit sector. 
 
Contracting experiences develop in a setting full of limitations and unequal 
distribution of knowledge 
 
We were surprised to discover the lack of preparation that characterizes the development of 
most contracting arrangements. Often the public and private actors are very ignorant when 
starting the formalization of the relations. Specific training, when it is given, generally comes 
later rather than before the set up of the experiment, it also targets mainly the central level 
managers. 
 
Generally, the development and implementation of contracting partnership policies 
and initiatives do not fully draw the lessons of the past 
 
The lessons of the past are not really learnt and are largely ignored when it comes to the 
development of partnership policies, resulting in all cases in the coexistence of often 
contradictory models. The contracting landscape is diverse, composed of diverse historical strata 
which were never synthesised. In addition, the circulation of experiences and knowhow in this 
area remains very limited. In short, there is no collective, centralized and institutionalized 
record: the knowledge and the documentation itself of the fragmented and burgeoning 
experiences59 remain the work of individuals. The risk is that when the individuals disappear 
from the scene, the information goes with them. 
 
The balkanization of the contracting landscape and the dysfunction of the formal 
partnership experiences at peripheral level expose the imperfection of a 
decentralization process 
 
The difficulties met are a result of the poorly functioning communication and authority lines 
between central, intermediate and peripheral level. The decentralization policy started in all 
countries around the end of the 90s, early 2000s but was undermined by the fact that it was 
never fully implemented. This poor implementation is reflected by bickering between the 
various levels of authority, the persistence of relationship mechanisms inherited from the 
centralization period and the difficult information flow. At worst, the regulatory frameworks 
and the discourse coming from the central level are just rhetoric, an empty shell, when put next 
to the real level of knowledge, assimilation and implementation at peripheral level. The 
contracting experiences at the peripheral level are directly affected by this situation; the 
dichotomy between central and peripheral level greatly weakens the follow up opportunities of 
the arrangements and the set up of structural solutions for the difficulties met. It creates 
confusion about the identity of the legal authorities responsible for managing the relationship 
for the public part. 
This context of institutional weakness explains the predominant role played (in a positive or 
negative sense) at all levels by individuals. In general, the quality of the partnership, the 
resolution or (in other cases) aggravation of difficulties all depend on the degree of involvement 

                                                 
58 Steering committees, in particular when they exist. 
59 In none of the cases researched, there is an exhaustive database which gives access to all the regulations, models 
and contract documents signed or in force. 
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and leadership of the respective actors of the faith-based and public sector, as well as on their 
networks. Also the quality of the relations between them is a relevant factor. 
 
The particular case of Uganda and the analysis of contracts between PEPFAR and 
the faith-based hospitals provide a valuable and contrary point of reference 
 
It is quite important to stress first the negative aspects of these bilateral contracts: the 
opaqueness of the systems and mechanisms which govern them, their exogenous nature and 
their targeting on peripheral level are all obstacles to the appropriation of these experiences by 
the central public and faith-based sectors. This appropriation is also hampered by the power or 
even impunity of the donors due to the huge amount of resources involved. 
The importance of these resources, the fact that these interventions apply strict targeting 
methods as well as their mobilization of a substantial amount of human and material resources 
of beneficiaries could certainly distort matters. All this is even more serious because the targeted 
facilities are weak and jeopardized by the global crisis in the faith-based health sector. Besides, 
these demanding excellence contracts generate double standards that are likely to have a 
negative influence on the integration process of beneficiary structures in the national health 
system. 
In spite of all this, faith-based hospitals tend to look favourably upon these contracts: they 
appreciate their degree of specificity and predictability, the provision and quality of monitoring, 
steering and evaluation mechanisms and activities which characterize them. Their efficiency and 
the donors’ respect of commitments are other aspects which are highly valued by the 
beneficiaries. The set up usually leads to local capacity strengthening which (in spite of the 
focalization of the arrangements) tends to have a positive contaminating effect: all the activities 
of the facilities are often positively affected over time. 
 
The analysis of the positive aspects of these new types of relationships sheds negative 
light on the contracting relationships between the faith-based facilities and the state 
 
The aspects which, in the eyes of the beneficiary structures, explain the efficient functioning of 
the PEPFAR contracts might provide interesting avenues for a rereading and improvement of 
the contracting relations between the Church and the State in the health sector. 
The contracting approach is very different for the two types of relations. In the case of contracts 
between the public health sector and the faith-based facilities, great efforts are made during the 
preparation stages of the set up but these seem to stop when the real relationship begins. The 
PEPFAR contracts on the contrary keep up the logic of the contracting process, and the 
relationship is continuously encouraged and stimulated: once the contract is signed, the 
collaboration efforts do not stop but they are continued and strengthened, notably by the day 
to day monitoring, guidance and critical evaluation of the relationship and the objectives 
assigned. 
 
The existing arrangements confirm a factual situation rather than creating conditions 
for development and strengthening of the relationship on the basis of innovative 
objectives 
 
The formalized relations are often static. For the Church, what matters is basically only the 
recognition of the role its institutions play in the national health system. The relationship 
appears imbalanced as the arrangements bring far more relevant benefits for the State (respect 
of the national health policy, inclusion of faith-based facilities in the national health map and 
ensuring of coverage in the areas concerned). In more extreme cases, the set up of real 
development projects (Chad) takes place so that the State benefits while not participating. 
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The situation displays the real risk of disintegration of the partnership between the 
public and faith-based sector in health in Sub-Saharan Africa in the future 
 
Due to the difficulties met, none of the parties involved boast about the partnership: the public 
authorities are aware of their shortcomings and admit that much can be improved. The 
religious actors tend to become very bitter; the difficulties experienced often lead to a certain 
degree of mistrust, in certain cases even bitter disillusionment and resignation. These 
disappointing experiences sometimes make the religious actors in the district prefer bilateral 
relations with external donors - with direct but sometimes not sustainable results; this 
preference is accompanied by a trend to distance themselves from the central religious 
coordination platforms that are involved in the development of partnerships with the state; the 
breakdown of relations already means that certain peripheral facilities or organizations move 
away from signed contracts because they do not bring in enough resources to ensure 
implementation and hence worsen the effects of the crisis in the sector. Certain churches 
already call into question the very notion of partnership or else the conditions set by the 
partnership for participating in the health sector: in Uganda, the risk of a break up as a result of 
the freeze of the partnership process is very real. 
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Recommendations for all 5 case-studies 

For international actors: donors and NGOs 
 
The past should not be overlooked when preparing for the future. The partnership between 
the public and faith-based health sector60 should be strengthened through the set up of an 
institutional collective memory: this should synthesise the current situation and provide a 
centralized historical archive of the frameworks, contracting documents and expertise of each 
country. Such an approach should be planned in the near future to prevent documents and 
testimonies that are key to the understanding and analysis of earlier experiences61 from 
disappearing. Documentation and information centres could be created where all actors from 
the Public Private Partnerships are represented on a pluralistic and unbiased basis. These 
centres should have a very broad mandate, associating public and private not for profit actors62 
and giving them the legitimacy needed for “open and exhaustive” access to the relevant data. 
They should be given a mission of public interest and have a legal status and guarantee of 
independence against possible interference, all of whom would help to ensure total 
transparency and access to the collected data for the greater public63. In addition, collaboration 
with local academic institutions64 could open interesting research possibilities. 

In a more distant future, these country resource centres could form the basis of a Pan-
African information and exchange network for PPP and contracting. They could act for 
example as an internet forum such as E-Drugs and E-Med65 in the field of medicines and 
include and international database. Before this can be set up, country databases have to be 
created on the basis of more or less compatible models and systems. 

It remains essential as for now to respond to the specific training needs of the field 
actors. Contracting workshops could thus be regularly organized upon request. They should 
have a content adapted to the local situation and the level and role of the participants in the 
contracting process. The set-up of such workshops could benefit from the input from local 
faith-based platforms66. It is also essential that they are organized in consultation with the 
Ministry of Health and systematically involve public and religious actors: moreover, besides a 
training opportunity, these events could also become a platform for dialogue and participate in 
the dissemination of experiences and their perception. 
 
For the field: public and religious actors 

 
The streamlining of the contracting landscape should be a priority in all the study countries. 
The monitoring and evaluation, and eventually the success of existing contracting experiences 
requires that they be adapted to a coherent and legible framework at all levels of the health 
system. Besides the integration of all the existing relationships in the national framework 
developed (contracting policy, framework agreement models and service agreements), this 
harmonization should be an ongoing process, through regular revisions of the contracting 
documents. This approach, not pursued at the moment, is one of the means to overcome the 

                                                 
60 And more extensively, the private not for profit sector. 
61 Tanzania, in the 70s. 
62 At different levels of the hierarchy. 
63 Public and private decision makers, operational actors, national coordination facilities and external support, 
researchers. 
64 The Schools of Public Health of local public and/or faith-based universities could constitute interesting networks. 
Makerere School of Public Health in Uganda is such an example. 
65 cf. www.essentialdrugs.org  
66 Organizations such as AMCES in Benin, UCMB and UPMB in Uganda, CSSC in Tanzania, UNAD and 
BELACD in Chad are very experienced in training actors of the faith-based networks (and often also of the public 
sector). Their links with the field make them indispensable networks for the definition of needs to consider. 
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gap between the framework of contracting relations and developments in the health policy. In 
the short term the harmonisation of the experiences would allow to redefine unambiguously 
the competent levels of authority for the contracts that are rather blurred now as a result of the 
decentralization process. 
 

Specific recommendations: Uganda 

The research team found that in Uganda one of the main difficulties in the contracts between 
the faith-based health sector and the PEPFAR recipients lies in the actors’ ignorance of one 
another. This can be observed at all levels of the health sector and is also the case between the 
State, the Church and the donors. This lack of mutual understanding is a result of the 
opaqueness of the donor’s implementation mechanisms, the focus on the operational level of 
the district, the lack of a sufficiently high degree of professionalism of the facilities and the 
Church authorities in the district and the fact that the decentralisation process is not yet 
completed. 

It seems thus essential that the faith-based medical platforms continue to look proactively 
for a way of getting together, if not with the higher echelons of the PEPFAR representations, 
then at least with the main recipients effectively involved in the contracting relations with 
the health facilities of the various Church networks. It seems clear that quite a number of 
PEPFAR’s principal recipients are not aware of the scope and the real importance of the role 
played by the different bureaus in the health facilities. The benefit of such a rapprochement is 
shown by the specific case of CRS: the set up of a dialogue with the faith-based platforms has in 
fact permitted to partly reorient the approach of the donors and show some consideration for 
the preoccupations of the sector. These closer relationships would no doubt lead to a greater 
understanding by the faith-based platforms of the real benefits that their facilities can draw 
from their relationship with PEPFAR. It would allow them to steer these and exploit them in 
the larger partnership context of the MOH and the Church in health. 

But these platforms also have a preventive role to play with the facilities of the network, 
in order to limit the real risk of ‘bilateral’ contracts signed with PEPFAR: in particular by 
integrating - with full knowledge of the facts - the aspect of technical support to the hospitals in 
this type of contract. This support could be translated into specific and regular training in the 
contracting process and through more specific activities for the development of the facilities’ 
negotiation skills. The example of Virika Catholic Hospital in Fort Portal shows in fact that the 
hospitals benefit from a certain room for negotiation when such contracts are set up (with CRS 
in this instance), but only on condition that they can hold solid and well-argued discussions 
with the donor. The development of specific skills certainly has to be integrated in the policy of 
capacity strengthening and professionalism of the sector in which UCMB and UPMB are 
already involved; it also has to involve the Church authorities and encourage the development 
of professional and functional diocesan coordination bodies, able of efficiently guiding the 
implementation of possible contracting arrangements in the facilities.  

Furthermore, in the specific case of PEPFAR arrangements, it is also imperative that a 
successful dialogue between the MOH and the faith-based platforms be restarted. This should 
unblock the contracting process. Hence, the public authorities need to become aware very soon 
of the financial and human resources crisis that the faith-based sector is facing. The research 
team hopes that this study will make a contribution to this and support the case that the 
Medical bureaus have been making for several years now. Not only the survival of a sector is at 
stake here, but also the preservation and further development of the national health coverage.  
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General conclusion: take-home messages 

 
1. Contracting between faith-based district hospitals and public health authorities in Africa 
faces a crisis. In spite of the wide variety of contexts and experiences, the different case studies 
show that contracting between the State and faith-based district health sector has run into great 
difficulties. 

To make matters worse, there is no general awareness of the crisis, certainly not among the 
public sector actors. Unless correcting measures are taken, this almost hidden crisis risks to 
jeopardize in the medium-term the important contribution which the faith-based facilities make 
to the provision of care in Africa. 
 
2. The dysfunction of the contracting experiences can be explained by a number of factors: the 
lack of information and inadequate preparation of the actors, the almost systematic absence of 
support mechanisms adapted to the reality and needs of the field, the lack of monitoring and 
evaluation systems for the contracting experiences and the fact that a management culture, that 
would integrate the lessons of the past in matters of contracting in current policies and tools, is 
lacking. Finally, the State does not always respect its commitments. 
 
3. The contracts between the Presidential Emergency Plan for Aids Relief (PEPFAR) and the 
faith-based hospitals in Uganda provide a valuable and contrary point of reference. Although 
we do not underestimate the risk of a selective and vertical approach in contracting, nor do we 
intend to hide the fact that public and faith-based central government structures in health are 
mostly bypassed by PEPFAR, these contracts offer interesting avenues for improving “classic” 
contracting relations between the public and faith-based sector. Indeed, these contracts are 
characterized by a great extent of specificity and predictability, by the quality and sustainability 
of the monitoring, steering and evaluation mechanisms, and, last but not least, by the donor’s 
respect for commitments. The management of the district faith-based hospitals appreciates 
these positive aspects. 
 
4. The results of this study should be presented in each country (Cameroon, Tanzania, Chad, 
Uganda) if we want to achieve relevant and sustainable changes in the field. This dissemination 
process should be well prepared and steered and has to involve actors from all sectors and 
levels: the public and religious health authorities at central and peripheral level, the care 
providers and the community representatives. 
 
5. Generally the field actors involved in the contracting processes feel the necessity for steady, 
close and personalized support, adapted to the local context. Without any doubt, this 
observation can also be made in other than the countries and cases studied. Consequently, the 
elaboration of technical manuals, such as the one developed by Medicus Mundi International 
(MMI) in 2003, is not very useful. 
 
This report is based on a complete but non exhaustive analysis of collected information. The 
scope of these data largely exceeded the expectations of the research team. It quickly became 
obvious that it was impossible to analyse all data within the deadline set for the report unless 
we limited the number of hypotheses to be tested and the methodology applied. The recourse 
to specific software for qualitative analysis, which was initially foreseen, also had to be 
postponed.  

We are faced with a wealth of promising data. It would be regrettable if this corpus was cast 
aside after this report. Hence, we plan to further exploit this information in the months and 
years to come. Several avenues are open to us: either more systematic data collection for one of 
the study countries (monograph), or adding other experiences likely to shed new light on the 
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case studies, or also processing the data with other methods, etc. These research lines and the 
feasibility of the project will be explored in 2009. 
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