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How to harness the private sector for universal health coverage 

Universal health coverage (UHC) is a global goal that enjoys near universal support and is supported by a strong body of evidence.1,2 That battle has been won. What UHC means in reality is, however, less clear. Many countries have health systems that are fragmented and short of funds. If we are to realise the goal of delivering safe, high-quality care to as many people as possible every available resource must be used. That includes private providers. 
Health systems in many low-income and middle-income countries  are  dependent on private providers.  They administer more than half of all health care in Africa, if informal providers are included.3The private sector plays a substantial role in countries such as Thailand4  and Turkey5 that have made advancements towards UHC.
[bookmark: _GoBack]There are, however, concerns about the role of private providers, with justification. There is rarely enough accountability to protect patients and health systems. The 2016 Lancet Series, Universal Health Coverage: Markets, Profit and the Public Good,6‒9 explored the challenges of mixing public and private provision. The task is to identify how to secure the best and most progressive outcome from this mixed provision, encouraging practices that promote equity and quality aligned to the UHC agenda. 
However, little is known about the operation of private providers and assessing their contribution is difficult, as the Lancet series showed.6 In response to this challenge, CDC Group, the UK Government’s Development Finance Institution that has a development-focused mission to build businesses and create jobs in Africa and South Asia, commissioned us to develop a framework to measure the effect that private providers have on their patients and the health systems in which they operate. The new framework10, which has been tested in a real-world setting at Narayana Health, a private hospital chain in India, will be launched on June 28, 2017. 
 The problems presented by the private sector are well known—eg, inadequate regulation, insufficient access for the poor, increased risk of inappropriate treatment that that maximises provider profit, and over-reliance on public sector trained staff.11  But there are also opportunities for the private sector to add value. While governments should invest first in primary care and prevention to achieve UHC, in some settings the private sector can fill in the gaps in secondary and tertiary care provision. The role of the private sector must be complementary, integrated with the local health system, and it must be prepared to work on areas of common concern such as medical education or communicable disease strategies. 
 Although examples of the private sector supporting public sector efforts exist,12,13 the evidence available is not robust. The absence of credible, well evidenced case studies that meet the criteria of our framework underlines the need for this effort.  That private sector initiatives are not in general delivering against different countries’ health-system objectives may partly be due to a lack of expectation that they should, and partly to an absence of rigorous, independent evaluation of private sector initiatives. 
   Our framework involves first assessing whether a private provider is serving its patient population well, delivering care that is safe, effective, and of high quality and highly rated by patients.  The second dimension of our framework examines access—ie, the extent to which financial, organisational, geographical, and cultural barriers are minimised for patients to promote equal access to care for those in need. One way in which commercial providers might achieve equitable access is by charging higher-income patients and subsidising services for poor, rural, or ethnic minority populations. 
 The next dimensions of the framework address the effects of private providers on the broader health ecosystem. This often neglected issue is a key requirement to ensure that private providers contribute in a positive way to countries’ health-care provision.  The framework’s third dimension assesses the availability of a properly trained workforce with the requisite numbers of staff. Private providers often draw their workforce from the public sector and it is therefore vital that they compensate by training clinical staff and adding to the workforce pool.  The fourth dimension of our framework assesses stewardship and the extent to which private providers partner with government, regulatory, and accreditation organisations to strengthen oversight and raise standards. Such partnerships can involve complementing existing systems by addressing unmet needs, showing leadership in spreading innovation, and participating in health promotion activities, such as reducing overuse of antibiotics.  
We hope that the framework can be used by investors, policy makers, and private providers themselves to clarify their strategy, monitor performance, and leverage their impact. The incentive for private providers is that being able to show their positive effect on patients and the wider health system will boost their brand, give them a competitive edge, reassure patients, and inspire their staff.  In that way, the private sector could improve access, raise standards of care, and contribute to the achievement of UHC. 
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