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Abstract
Background  Public health facilities often manage high volumes of HIV clients and face challenges with long wait 
times, poor client satisfaction, and low retention in care. The private sector is a major provider of health services in 
many countries but is a relatively untapped resource for reducing congestion in high-volume public HIV facilities 
and increasing access to HIV services, particularly for clients who already use the private sector as their first point of 
care. Private banks, corporations, and clients themselves can also be a resource for generating additional financing 
for HIV and reducing reliance on donor funding. Through the President’s Emergency Plan for AIDS Relief’s Sustainable 
Financing Initiative (SFI), USAID engaged the private sector to expand access to HIV care and mobilize private 
financing for HIV in low- and middle-income countries.

Methods  SFI worked in 11 countries and two regional programs on private sector activities, including technical 
assistance to financial institutions and private providers on lending to the health sector, facilitating the growth 
of social enterprise models, enabling private providers to offer additional HIV services, and generating and 
communicating evidence to host governments to strengthen the policy and regulatory environment for private HIV 
service delivery. SFI’s impact was estimated through a financial return on investment.

Results  Over 48,000 clients accessed HIV services in the private sector across three countries, and $6.3 million was 
mobilized in private loans to the health sector in Tanzania. Additional successes in policy, evidence generation, 
innovative financing, and service delivery were demonstrated globally.

Lessons learned and recommendations  SFI demonstrated the feasibility of delivering high-quality HIV services 
through the private sector and the high demand for those services; the need for evaluation techniques that 
incorporate patient experience in addition to program costs, benefits, and clinical outcomes; and the need for long-
term strategic donor and government coordination around private sector engagement.

Conclusions  Engaging the private sector in HIV can reduce the burden on public health facilities, provide greater 
opportunities for access to care, and increase domestic financing for HIV without putting clients into financial 
hardship.
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Background
Meeting UNAIDS’ 95-95−95 goals (identifying 95% of 
people living with HIV, putting 95% of those on treat-
ment, and ensuring 95% of those on treatment are virally 
suppressed) by 2025 will require strategies that improve 
client-centered care, reduce barriers to retention in care, 
and ensure adequate and sustainable financing for HIV 
programs. While fourteen countries were able to reach 
the 90-90−90 targets for 2020, failure to reach this tar-
get globally has highlighted deeply unequal success [1]. 
Reaching the populations left behind will require the 
use of innovative client-centered approaches, includ-
ing engaging the private sector to increase convenience, 
quality, and flexibility of care.

Evidence indicates that inconvenient hours, long wait 
times, long distances to reach facilities, and stigma are 
major barriers to antiretroviral therapy (ART) adherence 
[2]. Partnering with private pharmacies and drug shops, 
which are often closer to where clients live and work, 
can eliminate known barriers to adherence and increase 
patient satisfaction.

The COVID-19 pandemic has also increased urgency 
to shift services closer to patients and out of overbur-
dened facilities. Throughout 2020 and into 2021, multiple 
countries faced lockdowns and transportation stoppages 
that made it difficult to travel to facilities for care [3]. 
Health care workers have faced increased demands as 
HIV treatment facilities are often on the front lines of 
the COVID-19 response. Due to fear of contracting the 
virus and the increased risk of people living with HIV 
(PLHIV) to severe COVID-19 [4], patients are less likely 
to access in-person HIV services. Decentralizing antiret-
roviral (ARV) dispensing out of facilities and increasing 
the quantity of medication dispensed to patients through 
multi-month dispensing are two key strategies used to 
increase access to medication. Private pharmacies, which 
are often located in communities, offer a potential solu-
tion for patients to access medication without traveling 
to crowded public facilities.

Most countries with high burdens of HIV have mixed 
health systems in which the private sector - both com-
mercial and nonprofit - plays a major role in health care 
delivery [5]. In contrast, government-run public health 
systems, with support from the President’s Emergency 
Plan for AIDS Relief (PEPFAR) and other donors, are the 
dominant providers of HIV services in low- and middle-
income countries (LMICs). Use of the private sector 
for HIV services varies greatly by country, though it is 
strongly correlated with the use of the private sector for 
other health services. An analysis of Demographic and 
Health Surveys in six high-prevalence HIV countries in 

Africa found that on average, 18% of women and 22% of 
men who received an HIV test did so in the private sec-
tor, similar to rates for STI testing, but much lower than 
the use of private sector for condoms and family planning 
[6]. Private providers, including pharmacies, drug shops, 
clinics, and hospitals, represent a ready supply of infra-
structure and skilled health workers that can be tapped 
into to expand the supply of HIV care.

PEPFAR is the largest international donor for HIV, 
contributing over $85  billion cumulatively since 2004. 
After reaching peak levels in 2010, PEPFAR funding 
has remained relatively flat, and this trend is expected 
to continue in the future [7]. Host country govern-
ments increased funding for HIV by 50% from 2010 to 
2017; however, there was still an estimated funding gap 
of about $7  billion to achieve HIV epidemic control by 
the end of 2020 [8]. At the same time, the global reces-
sion caused by COVID-19 has resulted in decreased 
fiscal space, declining Gross Domestic Product (GDP) 
growth, and high government debt levels that will make it 
even more difficult for countries to make up the shortfall 
needed to control the epidemic.

Host governments and international donors will be 
unable to fund HIV epidemic control without greater 
engagement with the private sector to mitigate market 
distortions. An analysis of four countries in Africa found 
that the large influx of donor funding in the early years 
of the PEPFAR response was associated with a decline 
in corporate contributions for HIV, a decline in private 
corporations and insurance agents making decisions 
about HIV financing, and a decline in funding to infor-
mal private providers. This indicates that donor funding 
likely crowded out the private sector’s contributions to 
the HIV response [9]. Meanwhile, private lending out-
side of health, from both foreign and domestic sources, 
has been on the rise as the primary source of develop-
ment finance. In the past decade, Development Finance 
Institutions have seen year-after-year increases in private 
finance mobilization, growing from $15.3 billion in 2012 
to $48.4  billion in 2018 [10]. Financing HIV epidemic 
control over the long term will require donors and gov-
ernments to engage with the private sector to mobilize 
additional resources and reduce market distortions.

Household contributions are also a viable source of 
financing for HIV services. Evidence indicates a substan-
tial willingness to pay for HIV services among PLHIV, 
particularly when medication is offered for free, and 
patients are only charged a small dispensing fee [11–15]. 
HIV prevalence is also highest among urban, middle, and 
upper wealth quintile populations, who are most likely to 
use the private sector for other health care services and 

Keywords  HIV/AIDS, Private sector engagement, Service delivery, ART, Blended finance



Page 3 of 11Marqusee et al. BMC Health Services Research         (2024) 24:1672 

are more likely to be willing and able to pay for that care 
[5, 16]. As many PEPFAR countries grow economically 
and people become wealthier, willingness to pay for high-
quality private sector care will only grow. Long-term 
financial sustainability may require taking advantage of 
this trend in consumer preference to increase household 
financing of HIV services.

Market segmentation, which identifies the diverse pref-
erences of key demographic groups, can help tailor pro-
grams to different demographic groups to ensure that 
subsidies are well targeted to vulnerable populations and 
that all clients can get affordable care at a location of their 
choosing, whether in the public or private sector. Many 
patients also cycle between the public and private sectors 
throughout their lives. Market segmentation supports 
access to quality-assured and cost-effective commodities 
and differentiated services tailored to patient needs and 
preferences and may therefore promote optimal health 
outcomes in the long term [17–21].

This paper focuses on efforts to engage the private sec-
tor for HIV under the Sustainable Financing Initiative 
(SFI), which ran from 2015 to 2021 as a $48 million PEP-
FAR-funded, USAID-led initiative dedicated to mobiliz-
ing domestic resources for the HIV response in LMICs 
[22]. SFI was organized around three programmatic pil-
lars: engaging the private sector, improving public finan-
cial management, and ensuring financial protection of 
PLHIV [23, 24]. Across these three pillars, SFI focused 
on increasing the efficiency of HIV investments, ensuring 
sustainable funding for HIV commodities, and generat-
ing data and evidence for policy and financing reforms. 
SFI operated in sixteen countries and two regional pro-
grams. This paper outlines the approach and summarizes 
key results and lessons learned from SFI’s implementa-
tion of private sector engagement (PSE) activities, which 
were conducted in eleven countries and two regional 
programs and offers recommendations for the next gen-
eration of private sector engagement for HIV programs.

Methods
USAID defines PSE as “a strategic approach to plan-
ning and programming through which USAID consults, 
strategizes, aligns, collaborates, and implements with the 
private sector for greater scale, sustainability, and effec-
tiveness of development or humanitarian outcomes” 
[25]. As an agency, USAID’s approach to PSE focuses 
on partnering with the private sector to solve develop-
ment challenges more sustainably, with an emphasis on 
market-based approaches. SFI’s PSE approach focused 
on market-based or commercial approaches and broader 
partnerships with the private health sector to expand 
access to free or highly subsidized HIV services. SFI 
engaged a broad array of private-sector actors, includ-
ing for-profit and nonprofit organizations involved in 

any aspect of the health system, such as service provid-
ers (e.g., pharmacies, community-based organizations, or 
for-profit clinics), banks, private employers, and supply 
chain actors. Priority activities included service delivery 
and financing activities. Countries were selected to par-
ticipate in SFI based on the presence of an active pri-
vate sector and interest from government counterparts, 
USAID mission staff, private stakeholders, and clients. 
Activities were planned and implemented in alignment 
with routine PEPFAR Country Operational Plan (COP) 
processes, an annual strategic planning process in which 
country-level budgets and targets are approved for the 
upcoming year. SFI was designed to fund innovative 
or untested ideas that would not have been approved 
through COPs. After proof of concept, the goal was to 
continue or replicate successful activities through COP 
funding.

Data were collected and analyzed through routine 
monitoring approaches and systems using PEPFAR’s 
standard indicators and custom indicators collected by 
implementing partners. Standard indicators include HIV 
clinical measures related to HIV prevention, testing and 
counseling, initiation and retention on ART, and viral 
load coverage and suppression. Data on financial invest-
ment and returns were collected and analyzed through 
specialized analyses of donor funding levels, implement-
ing partner budgets and expenditures, and implementing 
partner work plans and reports.

In the Results section, we have reported on the activity 
designs, clinical outcomes, and financial outcomes of a 
selection of private service delivery and financing activi-
ties that are representative of the private sector work of 
SFI.

Private service delivery
SFI’s private service delivery activities were divided into 
three typologies. In the first, private providers were used 
as a channel to distribute donor or government-funded 
commodities and services at no cost to patients. In these 
fully subsidized models, private providers were incen-
tivized to participate by donors. In the Results section, 
we describe one such activity in Zambia. In the second 
typology, care was fully commercial (i.e., privately deliv-
ered and financed), where clients voluntarily purchased 
HIV products and services as part of a sustainable mar-
ketplace, as occurred in Nigeria. In the third typology, 
care was privately delivered, and most costs (usually 
medication) were paid by donors or governments, and 
clients paid a small, voluntary service fee to make the 
program more sustainable. Examples of these blended 
models from Tanzania and Nigeria are described further. 
For programs where patients paid for services or com-
modities, analyses were first conducted to ensure that 
there was willingness and ability to pay these fees, that 
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participation was fully voluntary, and that free alterna-
tives existed in the public sector. Activities in support 
of private service delivery included data collection and 
analysis; policy and strategy development; stakeholder 
engagement; and capacity building to providers. A full 
list of all SFI activities is included in Additional file 1.

Private financing
Financing activities sought to mobilize resources from 
private companies, banks, and households through two 
strategies. First, blended finance approaches used U.S. 
government-backed loan guarantees and capacity build-
ing to incentivize greater private lending to the health 
sector, which was implemented in Tanzania using a 
Development Credit Authority guarantee. Second, SFI 
provided capacity building to nongovernmental orga-
nizations (NGOs) to launch revenue-generating social 
enterprises, which was implemented in the Dominican 
Republic.

Outcome metrics
SFI placed a unique emphasis on quantitative outcome 
reporting and linking health system-wide gains back to 
HIV-specific gains. Quantitative outcomes were mea-
sured in terms of both clinical and financial metrics. 
Clinical outcomes focused on the number of clients 
accessing care, and when data were available, other out-
comes, such as the percent of cases testing positive linked 
to treatment and the percent of clients retained in treat-
ment. Clinical data were provided by implementing 
partners who routinely collect and report these data as 
standard indicators on a quarterly basis through PEPFAR 
data systems.

Financial returns were calculated as a return on invest-
ment (ROI), which is the net financial benefit of an 
intervention divided by the initial investment to imple-
ment that intervention. SFI activity budgets, inclusive of 
program management costs, were used to represent the 
investment amount and were unadjusted to present dol-
lars for simplicity. The financial benefit of service deliv-
ery activities was calculated from the perspective of host 
governments as the cost of care avoided by the public 
sector as a result of moving patients to the private sector, 
using available literature on the unit cost of care in the 
public sector. This assumed that reducing patient load 
in public facilities frees up staff time, supplies, and other 
resources that can be used for other purposes. Financial 
benefits were calculated as the total number of services 
(e.g., self-test kits, ARV refills, or viral load tests) deliv-
ered in the private sector multiplied by the estimated 
variable unit cost of service delivery in the public sector. 
The variable unit cost was taken from published litera-
ture on the variable unit cost of a service (e.g., HIV test-
ing, ARV refill visit, or viral load testing). User fees and 

other opportunity costs incurred by the patient were not 
included in this analysis but may account for additional 
benefit. More details on the source data behind these cal-
culations are available upon request to the authors.

Financial returns for financing activities were calcu-
lated as the amount contributed by private banks, com-
panies, or foundations in loans or grants as a result of 
the intervention. An ROI was not calculated for activities 
that lacked quantitative outcomes or strictly focused on 
policy development or data analysis. ROI for both ser-
vice delivery and financing activities also did not factor 
in cost-share by host governments or other USAID fund-
ing streams outside of SFI, apart from the Zambia service 
delivery activity, where other USAID co-funding was a 
significant portion of the total funding.

Results
Additional file 1, attached, includes a description of PSE 
activities for all countries, major results, and available 
financial ROI over the life of SFI. More detailed results of 
activities highlighted in the previous section are included 
here.

Service delivery results
Over 48,000 clients accessed testing, treatment, or viral 
load testing services across Zambia, Nigeria, and Tan-
zania. Clinical outcomes were as strong, or better, than 
outcomes in the public sector across these three country 
programs.

In Zambia’s Ndola district, a high-prevalence area with 
approximately 48,000 clients on ART, SFI supported the 
expansion of a Central Dispensing Unit (CDU), which 
centralized the packing, labeling, and distribution of 
publicly- funded antiretroviral medication (ARVs) to a 
network of decentralized pickup points, including pri-
vate pharmacies, electronic lockers, and other commu-
nity-based locations. In this program, clinically stable 
clients at any of seven public facilities in Ndola district 
were able to access six-month refills of medication from 
decentralized pickup points at no cost. PEPFAR-funded 
partners managed logistics of medication to dispensing 
points, and private pickup points were compensated by 
PEPFAR to incentivize participation in the program [16]. 
The CDU streamlined the distribution of commodities 
by directly servicing last mile pickup points, bypassing 
higher tier health facilities.

Sixteen thousand, six hundred sixty-five clients 
enrolled in the CDU program, representing over half of 
those eligible in participating health facilities, and 97% of 
CDU clients were retained after 36 months [26].

In Nigeria, SFI supported the creation of a network of 
private community pharmacies. Each private pharmacy 
was paired with a public “hub” facility to serve as satel-
lite dispensing points for publicly funded ARVs. In this 
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model, clinically stable clients who chose to refill their 
ARVs at a private pharmacy (generally for three months 
of medication) paid a small dispensing fee of 500-1,000 
Naira ($1.22–2.43 USD) to compensate the private phar-
macies for their time. These consultation fees increased 
the program’s sustainability by reducing the need for 
donor funds to incentivize private providers to partici-
pate in the model. Pharmacists were responsible for col-
lecting ARVs from the hub facilities, distributing them 
to clients, counseling, and reporting [27]. Among clients 
accessing ARV refills from private pharmacies in Nigeria, 
97% were retained on care after 12 months, compared to 
74% in the public sector. They also experienced shorter 
average wait times of 30  min compared to 2.3  h in the 
public sector. The success of this program encouraged 
USAID/Nigeria to replicate it in additional districts and 
for other USAID missions to adopt it as a model.

Nigeria also piloted market-based approaches where 
SFI supported private outlets to develop commercial HIV 
services. This included a partnership with two private 
labs to help them lease PCR testing equipment for HIV 
viral load testing and then sell viral load testing services 
to clients at market rates. A second market-based activity 
negotiated with local HIV self-testing (HIVST) distribu-
tors to enable private pharmacies to purchase HIVST kits 
at reduced rates and retail them to interested clients.

Uptake of the viral load testing and HIVST activities 
in Nigeria was limited due to competition from lower-
priced alternatives elsewhere. As a result, these activities 
were not continued or replicated.

In Tanzania, SFI supported private nurse and midwife-
run health facilities, which previously had offered HIV 
testing and PMTCT services to pregnant women and 
adolescents, to offer HIV treatment services for a wider 
population, including men. Medication was offered for 
free, and patients were charged a standard service fee, 
ranging from 2,000 TSH (approx. $0.90) to 5,000 TSH 
(approx. $2.25), depending on the service. SFI supported 
a demonstration project with one private facility through 
stakeholder engagement; provider capacity building 
on HIV treatment, referrals, and reporting; supportive 
supervision and ongoing mentoring for quality improve-
ment; and establishment of a referral network for com-
plex cases. Following the success of the demonstration 
project, SFI supported the creation of standard operating 
procedures to be used to replicate the model in other pri-
vate facilities throughout the country. 7,412 clients at the 
nurse and midwife-managed clinics received HIV testing 
services, and 61 clients (100% of those who tested posi-
tive) were linked to care.

A second market-based activity in rural Tanzania 
piloted community-based distribution of ARVs to clients 
willing and able to pay a delivery fee of 10,000 TZS (about 
$4 USD). Clinically stable adult clients at two facilities 

were given the option to receive two-month refills of 
ARVs drugs in the community; this revenue was designed 
to cover transport and staff time for the program and 
would be reinvested in expansion of other community-
based services. 200 clients received ARV refills during 
the first month of the program and 148 in the second 
month, after which the pilot was put on hold due to chal-
lenges with fee collection and requests from clients for 
additional services, such as treatment for opportunistic 
infections, viral load testing, and ARV refills for fam-
ily members who did not meet the eligibility criteria of 
being clinically stable.

The financial ROI from service delivery activities was 
limited, with minor or negative ROI reported across 
several activities due to the large upfront investment 
required for health systems activities and the short time 
horizon of the analysis. Zambia, in particular, incurred 
high capital costs and lower than anticipated uptake. 
A program evaluation found that while the CDU had 
enrolled over half of eligible clients in seven partner facil-
ities, this represented far less than its projected capac-
ity, resulting in high per-patient costs. Nigeria’s private 
lab strengthening activity also generated negative ROI 
and lower than anticipated uptake due to the high cost 
of viral load testing and low willingness to pay. However, 
Nigeria’s private pharmacy program generated a posi-
tive ROI of 45% over a three-year period. This figure only 
reflects an estimate for cost savings to the government 
and does not factor in contributions from clients in the 
form of dispensing fees. The Tanzania private nurse-led 
clinic activity generated negative ROI, likely because of 
the short time horizon of analysis. Finally, ROI from the 
Tanzania community-based ART distribution program 
was not available. Lessons learned and limitations of ROI 
as a metric for health systems activities are discussed fur-
ther in the lessons learned section.

In addition to their quantitative outcomes, many of 
these activities had positive results in terms of patient 
experience that can only be captured qualitatively. In 
Nigeria, clients accessing ART from private pharma-
cies expressed high satisfaction. One interviewed client 
stated, “I like the program of community pharmacy. It 
has more privacy. It saves time. I want to continue.” In 
Tanzania, the community-based ARV distribution pilot 
demonstrated high demand for community-based HIV 
services, with over twice the registered clients request-
ing ARV refills on the first scheduled pickup day. How-
ever, this pilot was put on hold in part because many of 
these clients were not clinically eligible to participate, 
were returning to care after interruptions in treatment, 
or needed comprehensive HIV services, such as viral 
load testing and management of opportunistic infections, 
which were not available through the pilot.
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Cost sharing also improved program sustainability. 
Following a PEPFAR transition in 2019 that caused SFI’s 
implementing partner in Nigeria to transition out of Riv-
ers State, the program continued to operate without SFI 
involvement through the existing partnership between 
the public facility and private pharmacy network. The 
Tanzania nurse and midwife-led clinic activity was also 
highly sustainable; following SFI’s demonstration project, 
this model was scaled to an additional 69 facilities with 
additional USAID funding. While it is estimated that 
about one-third of trained facilities no longer offer the 
comprehensive set of services due to turnover in trained 
staff, the model continues to operate for most facilities 
that received training and commodity support.

Financing results
In Tanzania, USAID had an existing Development Credit 
Authority (DCA) agreement with CRDB bank to guaran-
tee private loans of up to $2.8 million to the health sec-
tor that had not been used for two years. SFI provided 
technical assistance to private health facility applicants 
and responded to CRDB clarification questions, with the 
result that the DCA was fully utilized within two years. 
CRDB publicly stated that the private health sector would 
be a priority investment area for the bank and sought a 
follow-up DCA. In April 2021, an $8.8 million DCA was 
established to cement CRDBD’s commitment to financ-
ing the private health sector.

In contrast to service delivery activities, the DCA-
backed financing activity generated $6.3  M in private 
loans to the health sector and an ROI of 1,468% (or a total 
$16 for every $1 invested by USAID) due to the relatively 
low implementation cost to USAID. This work also dem-
onstrated the feasibility of lending to the health sector 
without a credit guarantee. Despite the availability of the 
DCA, only $1.8 million of the loans were issued under the 
DCA credit guarantee. The technical assistance provided 
by SFI incentivized CRDB bank to issue the remainder, 
$4.5  M in loans, without a credit guarantee. Many of 
these funds were used by health providers to purchase 
equipment to expand their HIV testing capacity. Among 
17 of the loan recipients, there was a 35% increase in HIV 
tests following the loans [28].

In the Dominican Republic (DR), PEPFAR has histori-
cally funded several NGO providers to deliver HIV ser-
vices at no cost to clients. To ensure the sustainability of 
these NGOs as PEPFAR funding declines, SFI supported 
them to develop business plans aimed at increasing their 
operating efficiency, generating new revenue sources to 
cross-subsidize HIV services, and improving their mar-
keting and outreach to PLHIV.

As a result, one of these organizations opened a new 
dermatology center. Under this plan, additional revenue 
from the new dermatology services would help subsidize 

routine HIV services. Uptake of dermatology services 
was slow during the initial years of the COVID-19 pan-
demic. However, this organization is now in the process 
of transferring their services to a new location where they 
anticipate demand will be higher [29]. Financial ROI for 
this activity was not available at the time of publication.

Lessons learned and recommendations
The SFI’s PSE work generated multiple lessons learned 
and recommendations, including the potential to scale 
quality HIV services in the private sector to improve 
access to care and reduce the burden on the public health 
system; the need to use additional outcome metrics 
beyond ROI; the necessity of government ownership for 
policy reform; the need for strategic donor coordination 
to expand private sector engagement; and opportunities 
for innovation to transform healthcare.

There is high demand for quality HIV services in the private 
sector and interest in integrating HIV with other health 
needs
SFI’s service delivery work demonstrated the high 
demand for HIV services in the private sector and, in 
many cases, high willingness to pay for this care. SFI-
funded surveys and focus groups indicated that patients 
were interested in receiving ARVs in private pharmacies 
and clinics. This ranged by country for the four countries 
that conducted client needs assessments, with 12% of cli-
ents in Cameroon preferring private pharmacy models 
compared to 61% in Botswana [30, 31]. More detail on 
the activities conducted in Cameroon and Botswana can 
be found in Additional file 1.

SFI’s private service delivery programs demonstrated 
high quality of care and high patient satisfaction. These 
results were used as justification to scale and replicate 
these approaches in additional regions and countries. 
As of 2022, USAID was implementing ARV refill pro-
grams through the private sector in at least 23 countries. 
In Mozambique, which is adopting a private pharmacy 
model like the SFI-supported model in Nigeria, an inter-
viewed client explained its perceived advantages:

“Now I have to ask my boss for time off from work 
to go to the hospital, and it takes all day to be seen, 
and my boss doesn’t like it. When somebody asks 
the boss [for time off] sometimes it takes two days to 
authorize and I might be without any medicine left. 
To pick up at the private pharmacy would be good 
because it’s close and I wouldn’t have to ask my boss 
anymore because service isn’t delayed there” [32].

Current private sector models could be strengthened by 
integrating ARV distribution with other HIV services 
(e.g., viral load testing and treatment of opportunistic 
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infections) and chronic care services (e.g., tuberculosis, 
diabetes, and heart disease) and creating eligibility crite-
ria that allow families with multiple members living with 
HIV to coordinate their care together. Integrating chronic 
medicines and care coordination into these models will 
likely increase their long-term sustainability. Other coun-
try models, such as the South Africa Central Chronic 
Medicine Dispensing and Distribution (CCMDD) pro-
gram, demonstrate that it is feasible and cost-effective to 
integrate other chronic medications into ARV distribu-
tion programs through private pharmacies [33].

Consider alternative metrics of success in addition to ROI, 
which does not fully capture the impact of service delivery 
work
As shown in Additional file 1, many service delivery 
activities experienced small or negative ROI over the 
period of analysis. New service delivery models often 
have high upfront costs due to the need for extensive 
policy, planning, stakeholder engagement, and capacity 
building, as well as the occasional need for capital invest-
ments, as in the case of the Zambia CDU. The social 
enterprise models started in the DR are also designed to 
generate revenue far into the future. Over a longer time 
horizon, it is likely that many of these activities would see 
growing ROI along with increased client uptake. In par-
ticular, market-based approaches in which clients, rather 
than donors, pay dispensing fees are much more likely to 
recoup upfront costs quickly. Future efforts to calculate 
ROI of health systems activities should consider longer 
time horizons of analysis or projecting long-term effects 
into the future.

The ROI methodology employed here did not account 
for qualitative benefits or economic benefits to patients, 
which may be significant. Economic evaluations of dif-
ferentiated care models, including those that use private 
pharmacies for ARV distribution, show that these models 
are often cost saving to clients due to reductions in clinic 
visit times and travel times, but occasionally represent 
additional costs to providers, donors, and governments 
[34, 35]. For example, an SFI-funded study found that 
Nigerian patients could save between $22–52 annually 
by switching to differentiated care models that reduce 
the number of annual visits required. This would offset 
out-of-pocket spending on consultation fees (of approxi-
mately $5–10 per year) at private pharmacy models [36].

Finally, it is methodologically challenging to report the 
ROI of public health activities accurately. For activities 
that were co-funded with other financing streams, ROI 
may be overestimated due to the lack of accounting for 
investments outside of SFI that contributed to program 
success, including other USAID funding streams and 
direct or in-kind support from host governments. To 

address this limitation, ROI for the Zambia intervention 
was calculated including other USAID co-funding, which 
was substantial, but data on co-funding from other pro-
grams was not available. For financing activities, it can 
also be difficult to directly attribute financial returns to 
the USAID investment. These efforts by SFI should be 
seen as a significant contribution to the results, rather 
than a direct and exclusive attribution. Focusing pri-
marily on ROI as a key measure of success (or failure) 
of health systems activities may give short shrift to the 
importance of policy reform and stakeholder engagement 
that are inherently difficult to quantify.

Given the limitations with ROI, additional analysis is 
needed to identify the most cost-effective models of pri-
vate sector care. Where there is evidence of willingness 
and ability to pay for services, private sector models that 
include a cost-sharing component with clients (such as 
service fees or pre-payment of insurance premiums) may 
be the most sustainable without ongoing donor support, 
provided they are voluntary, ensure financial risk pro-
tection for PLHIV, and align with domestic universal 
health coverage and health purchasing policies and pri-
orities [37–39]. Future PSE programs should consider 
using metrics that demonstrate the financial sustain-
ability of service delivery models (e.g. dollars generated 
or break-even status) or the replicability/scalability of 
these models (number of clinics adopting a new model or 
number of clients accessing services at new locations), as 
was demonstrated in both the Tanzania nurse-led clinic 
model and the Nigeria private pharmacy model.

Government ownership sets programs up for success 
through enabling policies and strategic leadership
Much of the success of private sector activities is enabled 
by political will and a supportive policy environment. 
In Nigeria, extensive engagement with state and federal 
government and private provider associations contrib-
uted to a sense of local ownership and led to successful 
implementation of the ARV distribution programs. These 
programs also demonstrated success by piloting innova-
tions at the state level and using those results to advocate 
for national expansion. SFI’s private pharmacy program 
began in Lagos and Rivers states before scaling to two 
additional states (Akwa Ibom and Cross River) after one 
year and further states after the end of SFI. In contrast, 
SFI’s efforts to facilitate private pharmacies’ access to  
HIVST at reduced rates in Nigeria were hampered by 
a lack of donor and government coordination. After 
two years of engagement with private pharmacies and 
HIVST distributors, USAID worked with the govern-
ment to re-engage a government working group on 
HIVST which is now dedicated to setting a private sec-
tor pricing strategy.
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Donors need to develop and implement long-term 
coordinated strategies for private sector engagement
SFI’s efforts to increase the sustainability of HIV pro-
grams by growing commercial markets and social enter-
prise models were occasionally undercut by a lack of 
donor coordination. In the DR, social enterprise activi-
ties were designed at a time when PEPFAR signaled that 
funding to NGOs was likely to decrease. Instead, fund-
ing increased in subsequent years, undercutting the per-
ceived need for sustainable models and disincentivizing 
NGOs from generating revenue.

Several countries also saw lower uptake of commercial 
services because of competition from fully donor-funded 
services of comparable quality. For example in Nigeria, 
ready access to PEPFAR-funded viral load testing sup-
pressed demand and willingness to pay for this service at 
private labs, which in turn resulted in low volume and a 
high unit cost. Similarly, efforts to grow the commercial 
market for HIVST in private pharmacies were undercut 
by the provision of subsidized HIVST by USAID and 
other donors at many of the same pharmacies. During 
SFI’s implementation of community-based ART for a 
fee, Tanzania had also begun a fully subsidized program 
of comprehensive care integrated with viral load sample 
collection, tuberculosis, and family planning in neighbor-
ing districts, which suppressed willingness to pay a fee for 
the SFI-supported program. In these cases, coordination 
across different donors and long-term strategic engage-
ment could have resulted in better targeting of subsi-
dies so as not to crowd out market-based approaches. 
SFI’s experience shows that PSE is most successful when 
donors, implementing partners, host governments, and 
the private sector are engaged early and often and com-
mit to transparency and coordinated strategic planning.

Expand innovation with a focus on blended finance and 
digital technology
SFI’s use of credit guarantees to encourage greater lend-
ing to the private health sector was successful and gen-
erated a large ROI. However, use of credit guarantees by 
USAID for HIV has been rare to date. Tanzania’s suc-
cess in this area may be explained by the existence of a 
champion at CRDB bank who was personally commit-
ted to helping health clinics apply for loans. By partner-
ing with the U.S. International Development Finance 
Corporation, which uses multiple debt and equity tools 
to finance the health sector and has field-based staff who 
are dedicated to identifying and developing financing 
deals, USAID and PEPFAR can expand credit guarantees 
and other blended finance tools to reduce interest rates, 
reduce risk to lenders, and increase the financial capacity 
of both lenders and borrowers to support broader health 
sector development without relying on donor funds. The 
use of credit guarantees and other blended finance tools 

may help mobilize funds from local financial institu-
tions to help strengthen private sector service delivery by 
addressing the financing needs of private providers.

The need for social distancing during COVID-19 has 
also underscored the importance of harnessing digital 
technologies for HIV and other health services. The pri-
vate sector has led innovation in telehealth, digital health 
information systems, and financial technologies. Many 
of these technologies can be used to increase the qual-
ity, efficiency, and effectiveness of HIV programs. Inno-
vators increasingly deploy technological solutions to 
address long-standing public health challenges, coupled 
with financially viable business models and early-stage 
capital. Several locally owned and led companies use 
information technology and data systems as the back-
bone to transform pharmacies as the “community front 
door” for patients to access comprehensive primary care. 
In the next phase of the HIV response, there is an oppor-
tunity to ensure HIV services are available at pharmacies, 
affordable, and enabled by efficient digital technologies.

Greater government and donor engagement with the 
private sector may also ensure that innovative tools and 
technologies are developed and adopted strategically to 
increase interoperability with national electronic medical 
records systems and public health surveillance platforms. 
Interoperability supported by common data architecture 
and standards is a key opportunity where the private sec-
tor may be able to support national pandemic prepared-
ness and response systems.

Discussion
The aim of this paper is to inform the next generation 
of investments in private sector engagement within the 
global HIV response. This paper highlights program 
examples from USAID’s experience implementing activi-
ties under the PEPFAR-funded SFI. Other examples of 
private sector engagement activities exist beyond those 
mentioned here, both funded by PEPFAR and other 
sources. In the future, additional comparative analyses 
of these different approaches and their success factors 
would likely generate new insights and data to inform 
future investments. Further, regional, cross-sectional 
analyses may generate new lessons and insights based 
on the variation in private sector engagement activities 
across geographic regions and in different epidemio-
logical contexts. Finally, additional research is needed 
to address the paucity of high quality, uniform, and sys-
tematically available data on private health sector access, 
utilization, and financing, including routine data on the 
number and type of private providers operating in a given 
area, the average cost of services, the uptake of services, 
and upstream market data on wholesale pricing and dis-
tribution options. Addressing these data gaps may allow 
host governments and donors to accelerate private sector 
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engagement activities and more rapidly address issues of 
health equity.

Conclusions
SFI’s activities over a multi-year period demonstrate the 
potential impact that engaging the private sector has 
on achieving and sustaining HIV epidemic control. Ser-
vice delivery activities that trained private providers, 
increased their access to affordable HIV commodities, 
and improved logistics and information systems suc-
ceeded in increasing access to affordable, convenient HIV 
care for clients in the private sector. Financing activities 
decreased donor dependence through increasing private 
providers’ access to private loans and revenue genera-
tion opportunities. These approaches can be replicated 
in other LMICs to increase client-centered care and 
improve the financial sustainability of the HIV response. 
In the future, greater strategic planning and engagement 
between donors, governments, and the private sector 
can ensure that the private sector’s capabilities are har-
nessed to meet the 95-95−95 goals and control the HIV 
epidemic.
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