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Introduction

Today more than ever, most countries are reforming their health systems in an 
effort to provide health care that is equitable, affordable, and of good quality. 
This quest for universal health coverage (UHC) is expected to dominate the 
post-Millennium Development Goal (MDG) agenda and is also viewed as being 
central to the attainment of the “right to health”,1 the elimination of extreme 
poverty, and the boosting of shared prosperity. These are collectively necessary 
to promote social inclusion, accelerate socioeconomic development, and enhance 
quality of life, especially for the poor.

UHC aims to guarantee access to health care services without placing an 
extreme financial burden on patients, particularly vulnerable groups. In this 
sense, it protects users from financial ruin or impoverishment. Though noble in 
concept, UHC presents several challenges, including how to broaden access to 
services and health commodities, notably essential medicines.

Without improved access to medicines, UHC will make very limited advance-
ments. This is because medicines—when needed—constitute a large proportion 
of household expenditures. In developing economies, 50 percent of health care 
costs are financed through out-of-pocket expenses. An estimated 68 percent of 
these out-of-pocket health costs are for medicines (Management Sciences for 
Health 2012). Expenditure on medicines therefore has the potential to drive 
households into financial ruin and impoverishment. Yet the World Health 
Organization (WHO) estimates that about 30 percent of the world’s popula-
tion—approximately 2 billion people—still lacks regular access to  essential 
medicines. In the poorest parts of Africa and Asia, this figure rises to over 50 
percent.

Countries are implementing several types of reform and initiative aimed at 
making life-saving medicines readily available and affordable to the poor. One 

C H A P T E R  1

Background
Yvonne Nkrumah and Julia Mensah

The authors wish to acknowledge Richard Crabbe for the extensive research and background informa-
tion that helped shape the initial draft. 
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area of increased focus is strengthening the governance—transparency and 
accountability—of pharmaceutical procurement and supply chain management 
(PSM). This is because PSM entails complex processes, is multifaceted, and 
involves many stakeholders, including government agencies, procurement agen-
cies, manufacturers, distributors, health facilities, and citizens. As a result of this 
complexity, it tends to be especially prone to inefficiency and corruption. Poor 
governance in PSM contributes to overpriced products, leakages, stock-outs, and 
oversupply or waste.

Management Sciences for Health2 notes that five of the 10 leading causes of 
waste in health systems relate directly to pharmaceuticals. WHO also estimates 
that, on average, African governments pay 34–44 percent more for medicines 
than necessary. So, how do countries do more and better with limited resources? 
Could greater transparency and accountability in PSM help reduce waste and 
enhance access to medicines? What is the potential for collaborative action in 
effectively addressing these challenges?

Governance in PSM: A Crucial Role

Governance has been identified as being crucial for universal access to health 
care and for health sector performance. It was defined as a priority area of 
work in the WHO Medicines Strategy 2008–13.3 WHO defines good gover-
nance in pharmaceuticals as “the formulation and implementation of appro-
priate policies and procedures that ensure the effective, efficient, and ethical 
management of pharmaceutical systems, in particular medicine regulatory 
systems and medicine supply systems, in a manner that is transparent, 
accountable, follows the rule of law and minimizes corruption” (Aniello 
2008).

Transparency and accountability are key cornerstones of good governance. 
Lack of transparency and accountability not only results in corruption and the 
waste of scarce development resources, but also severely compromises the qual-
ity and effectiveness of public policy making, planning, and the provision of 
services to meet basic needs. It denies citizens their inherent right to influence 
decisions that directly affect their lives and to hold governments accountable for 
the public resources with which they are entrusted.

Well-performing pharmaceutical procurement systems and supply chains are 
fundamental to ensuring good quality medicines are available, affordable, and 
accessible to patients. To improve lives on a large scale, it is especially important 
that limited resources are fully utilized in order to ensure value for money, and 
to improve access to medicines. Reducing unnecessary expenditure on medicines, 
using them more appropriately and improving quality control could save 
 countries up to 5 percent of their health expenditure (World Health Organization 
2011).

Common governance weaknesses in procurement include a lack of access to 
information, poor enforcement and implementation of policies and regulations, 
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a lack of capacity to formulate reliable estimates, and an inability to ensure that 
proper incentives are in place to lessen the likelihood of corruption at both 
 individual and institutional levels (World Health Organization 2011). Procedural 
weaknesses lengthen procurement lead time and delivery delays. Diversion, leak-
ages, and wasteful mismanagement are also observed in public sector medicine 
supply chains. Despite considerable efforts to identify and remedy poor gover-
nance at national level, countries continue to face major challenges in the reform 
process.

The Case for Collective Action

While government, private sector, and civil society actors acknowledge the chal-
lenges in PSM, each group has tended to address these problems on its own, with 
minimal engagement between them. The direct result of this approach has been 
poorly coordinated efforts leading to unsustainable reforms and the perpetuation 
of poor outcomes in health service delivery—particularly around access to essen-
tial medicines.

Collective action refers to the process through which individuals and groups 
work together toward a shared vision and attaining a common goal (Cabañero-
Verzosa and Garcia 2011). Multistakeholder processes are essential because they 
bring together different actors who have a shared interest in a problem, and 
engage them in dialogue and collective learning that can improve innovation, 
decision making, and action. These processes promote better participatory deci-
sion making by ensuring that the views of key actors—from government, the 
private sector, civil society, and the media—are heard and integrated at all stages, 
through dialogue and consensus building.

Global experience demonstrates that among the available options for col-
lective action and collaborative engagement, building coalitions is one of the 
most effective for achieving common objectives (Cabañero-Verzosa and 
Garcia 2011). Cabañero-Verzosa and Garcia define coalitions as “structures of 
formal collaboration undergirded by a common vision, and facilitate shared 
decision-making, material resources among individuals, groups, and organiza-
tions. They are formed to carry out joint or coordinated activities and can be 
either a time-bound or open-ended partnership to achieve a common pur-
pose” (p. 280).

Cohen, Baer, and Satterwhite (2002) point out that coalitions offer numerous 
potential advantages over working independently. The broader purpose and 
breadth of coalitions make them more powerful than individual organizations. 
They build trust and consensus between people and organizations that have a 
shared vision and common goal. In addition, they reduce suspicion of  self- interest; 
accomplish objectives beyond the scope of any single organization; achieve more 
widespread reach within a community than any single organization could attain, 
and can foster cooperation between grassroots  organizations,  community 
 members, and diverse sectors of a large organization.
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When a change process is needed to address a complex problem, it is 
 necessary to assess what type of multistakeholder coalition-building approach 
would be most appropriate to solve the problem. This calls for identifying the 
right range of processes, mobilizing the various constituents, and supporting 
them through capacity development that would help them achieve their 
objective.

Improving PSM Governance: The Initiative

As part of the drive to increase efficiency in the use of resources and improve 
health outcomes through better governance in PSM, the World Bank Institute 
(WBI) has launched a multiyear capacity-building initiative: Improving 
Governance in Pharmaceutical Procurement and Supply Chain Management. 
This brings together multiple stakeholders involved in PSM to forge consensus 
on governance challenges, identify areas for action and improvement, initiate 
peer-to-peer learning, and facilitate the implementation of measures to 
improve transparency and accountability in pharmaceutical PSM. It approach-
es governance from both the demand and supply sides by focusing on multi-
stakeholder dialogue as a key component of its strategy. Unique to this 
approach is the inclusion and participation of a wide range of stakeholders, 
with a view to developing country level multistakeholder groups (MSGs) that 
can drive change.

The initiative was developed through extensive consultation with clients, 
practitioners, Bank Task Team Leaders, and key development partners to ensure 
synergy with broader efforts to strengthen health systems. It recognizes that 
improving transparency and accountability in PSM is a continuous, long-term 
process requiring technical expertise, leadership skills, and transformative coali-
tion and capacity building. In 2010, WBI launched the initiative in Kenya, 
Tanzania, and Uganda. These countries make excellent candidates for the pro-
gram, as they have been pioneers in reforming PSM processes and have the 
capacity to build on these reforms through collaborative multistakeholder 
engagement to influence policy action.

The initiative provides an innovative solution by bringing stakeholders togeth-
er to prioritize collectively key areas where critical action is required but lacking, 
and supporting them to develop action plans for joint implementation. Working 
through a national convener, coalitions implement a set of activities linked to 
their strategic objectives and defined in their action plans, thereby ensuring incre-
mental progress toward the attainment of their common goals.

The initiative aims to contribute to improving access to essential medicines in 
the three countries by strengthening the capacity of multistakeholder coalitions 
comprising public and private sector actors involved in PSM, and civil society 
organizations (CSOs)—including academia, the media, and faith-based organiza-
tions—to work collectively in improving transparency, accountability, and effi-
ciency in PSM. The goal is to leverage the strengths of different stakeholders by 

http://dx.doi.org/10.1596/978-1-4648-0287-4


Background 5

Accelerating Health Reforms through Collective Action • http://dx.doi.org/10.1596/978-1-4648-0287-4

enabling the creation of comprehensive and unified strategies, facilitating 
 information sharing across interest groups, improving data collection and report-
ing, monitoring public procurement and supply chain systems, and  establishing 
mutual accountability for results. The initiative does not intend to replicate 
efforts by other partners focused on enhancing the technical or institutional 
capacity of medicine procurement agencies. Rather, it seeks to complement these 
efforts by fostering better collaboration between policy makers, service providers, 
and demand-side actors to promote transparency, accountability, and efficiency 
in PSM.

The consultative approach provided through multistakeholder coalitions 
helps ensure broader dialogue on reform priorities, forges consensus around stra-
tegic measures, leverages strengths and expertise (as well as intellectual and social 
capital in the attainment of desired outcomes), and generates greater buy-in and 
ownership of change processes at the country level. This helps ensure greater 
sustainability and the potential for transformative impact.

Through capacity development, WBI has provided the coalitions with cutting-
edge tools to build strong relationships across stakeholder groups, understand and 
manage the political economy of reforms, enhance technical understanding of 
PSM issues, and engage demand-side actors in generating evidence-based data to 
inform policy making. These capacity development components are intended to 
strengthen collaborative action toward reforms and are, in turn, expected 
to accelerate PSM change processes and ultimately improve access to medicines. 
Tanzania, Kenya, and Uganda have initiated country-level processes that have the 
potential to enhance governance in pharmaceutical procurement and supply 
chain management. Through an online community of practice, http://www.
enepp.net, the coalitions share experiences, cross-pollinate ideas, and engage in 
peer-to-peer learning.

Why This Book?

Drawing on these experiences, this book is written primarily by and for practi-
tioners interested in building coalitions for collective action. Chapters 2, 3, and 
4 are authored by representatives of multistakeholder coalitions in Tanzania, 
Kenya, and Uganda, respectively. These chapters provide an insider perspective 
on the processes of developing and sustaining a coalition, as well as leveraging 
resources (human and financial) and galvanizing buy-in to implement collective, 
results-oriented interventions aimed at achieving coalition members’ shared 
vision. The authors provide real and practical examples of opportunities and 
challenges, as well as insightful lessons learned from the process in each country. 
These practical experiences demonstrate that multistakeholder approaches 
require a demanding mix of technical expertise, funding, outreach, and sustained 
commitment to overcome challenges—but they also show that coalitions have 
powerful potential to bring important health system benefits to governments and 
the citizens they serve.

http://www.enepp.net
http://dx.doi.org/10.1596/978-1-4648-0287-4
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Outline of the Book

After this introductory chapter, subsequent chapters are set out to present coali-
tion building in the form of a tree—roots, trunk, and branches. The roots signify 
the origins and initial steps taken to build a coalition and the associated teething 
problems; the trunk represents efforts toward sustaining the organization’s 
 existence and growth; and the branches highlight the collective actions under-
taken by the coalition in fulfillment of its aims and objectives. In preparing this 
book, and based on their unique experiences, Tanzania, Kenya, and Uganda 
respectively focus their chapters on the roots, trunk, and branches. To further the 
tree analogy, each country’s chapter draws parallels or makes comparisons with 
what pertains in the other two countries, to show how they benefit from each 
other in an ongoing knowledge exchange.

Chapter 2 (Putting Down Roots, Tanzania) has three main sections: an 
 overview of the country context and health reform agenda; a discussion of the 
experiences of MSG-Pharma, Tanzania’s multistakeholder body, in setting up a 
coalition, and lessons learned. These outline the reasons leading to the establish-
ment of the multistakeholder group and describe how challenges met during its 
formation stages were overcome.

Chapter 3 (Growing a Strong Trunk, Kenya) provides insights into the 
approaches employed by Kenya’s multistakeholder coalition, the Forum for 
Transparency and Accountability in Pharmaceutical Procurement (FoTAPP), in 
order to sustain the interest and commitment of key stakeholders. It presents a 
brief description of the Kenyan context in relation to the pharmaceutical sector, 
highlighting challenges in the sector, and the importance of a multistakeholder 
coalition amid other reform platforms.

Chapter 4 (Branching Out and Bearing Fruits, Uganda) describes the oppor-
tunities, challenges, and rewards associated with designing and implementing a 
joint intervention in furtherance of the goals of the Medicines Transparency 
Alliance (MeTA), the coalition in Uganda. It also illustrates how the coalition 
has been able to inform policy dialogue and reform efforts in the health 
sector.

Notes

 1. The Universal Declaration of Human Rights encapsulates the most widely accepted 
normative standard for the “right to health”. It declares that each person has the right 
to a standard of living adequate for the health and well-being of themselves and of 
their family. This includes the rights to food, clothing, housing, medical care, and 
necessary social services, as well as the right to the highest attainable standard of 
physical and mental health.

http://dx.doi.org/10.1596/978-1-4648-0287-4


Background 7

Accelerating Health Reforms through Collective Action • http://dx.doi.org/10.1596/978-1-4648-0287-4

 2. Management Sciences for Health (http://www.msh.org) works with health leaders 
throughout the world on global health’s biggest challenges, with a focus on human 
immunodeficiency virus (HIV) and acquired immune deficiency syndrome (AIDS), 
tuberculosis (TB), malaria, chronic diseases, family planning, and maternal and child 
health.

 3. The need for good governance in the pharmaceutical sector: http://www.who.int/
medicines/areas/governance/en/ (accessed April 14, 2014).

http://www.msh.org
http://www.who.int/medicines/areas/governance/en/
http://dx.doi.org/10.1596/978-1-4648-0287-4
http://www.enepp.net
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Introduction

The creation of a multistakeholder group involves several intricate processes that 
have to be managed carefully to ensure broad-based support, as well as long-
term sustainability. This chapter, based primarily on the experiences of the 
Tanzania Multistakeholder Group on Pharmaceutical Procurement (“MSG-
Pharma”), discusses the approach used to develop a local coalition and shares 
some of the key lessons learned from the process. It also draws on the rich experi-
ences of the multistakeholder groups in Kenya and Uganda.

This chapter has three main sections:

• An overview of the country context and health reform agenda
• A discussion of MSG-Pharma’s own experiences in setting up a coalition
• Lessons learned.

These outline the reasons leading to the establishment of the multistake-
holder group and describe how challenges met during its formation stages were 
overcome—a process which yielded several key lessons, as indicated in box 2.1 
below:

C H A P T E R  2

Putting Down Roots
Establishing a Multistakeholder Group and  
Building Consensus: Lessons from Tanzania

Jacqueline Idusso, Joseph Mhando, and Eva Ombaka

Box 2.1 Key Lessons in the Establishment of a Multistakeholder Group: Tanzania

1. Setting up a coalition requires the mobilization of stakeholders with a common under-
standing of the reform agenda and a shared vision for achieving results. Such unified 
 vision establishes an important basis around which different actors—despite their vary-
ing interests—can rally.

box continues next page
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This chapter also discusses challenges related to governance issues in procure-
ment and supply chain management in the pharmaceutical sector.

Tanzania Country Context

Tanzania’s population is predominantly young and rural, and is growing fast. In 
2012, it was estimated at 47.7 million people, with 45 percent aged 0–14 
(Tanzania Demographics Profile 2013). Only 27 percent of Tanzanians live in 
urban areas (UNICEF 2012). The country’s disease burden consists largely of 
communicable diseases, which comprised 78 percent of years of life lost (YLL) 
in 2008. Non-communicable diseases comprised 13 percent of YLL and injuries 
contributed to 8 percent (World Health Organization [WHO] 2014). Malaria 
and human immunodeficiency virus (HIV) and acquired immune deficiency 
syndrome (AIDS) are key contributors to Tanzania’s communicable disease bur-
den. Other such diseases include tuberculosis and neglected tropical diseases 
such as schistosomiasis, soil-transmitted helminthes, lymphatic filariasis, oncho-
cerciasis, and trachoma (WHO Regional Office for Africa 2009).

Mainland Tanzania has 25 regions and 133 local authorities, with health ser-
vices reflecting these administrative divisions. Since the early 2000s, the Ministry 
of Health and Social Welfare (MHSW) has been implementing health system 
reform programs. These have historically focused on decentralization, financial 
reforms, public-private partnerships, and the integration of vertical health pro-
grams into general health services. The most critical health system challenges 
currently facing the country include weak pharmaceutical procurement and 
 supply chain management, resulting in high levels of stock-outs; a human 
resources crisis comprising a shortage of staff and a lack of skills; a fragmented 

Box 2.1 Key Lessons in the Establishment of a Multistakeholder Group: Tanzania (continued) 

2. A thorough stakeholder mapping is always necessary at the formation stage of a coalition 
in order to ensure that the appropriate players—who are credible, legitimate, and 
 influential—are involved and can bring their individual strengths to bear.

3. In voluntary groups, such as the multistakeholder coalitions in Tanzania, Kenya, and Ugan-
da, it can be difficult to sustain membership interest and commitment. Members tend to 
be active around issues directly relevant to their own strategic interests. Coalitions there-
fore need to be flexible and understand the inherently dynamic nature of such a group. 
They should make appropriate provision to evolve their activities and priorities based on 
inevitable changes in membership interests and levels of commitment.

4. Stakeholders must recognize that there is no “one-size-fits-all” coalition. In some contexts 
“networks” may be more appropriate, while in others a more structured process or entity 
is required.

5. It is important to codify the rules of engagement in the coalition so that all members 
 understand clearly what is required of them.
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health information system, and underfunding and poor resource allocation in 
health care financing.

Key Health Issues and the Reform Agenda

The Health Sector Strategic Plan III1

In 2010, the third phase of the government’s umbrella Health Sector Strategic 
Plan (HSSP III) was implemented. Within this were two major programs: the 
Primary Health Services Development Program and the Human Resources for 
Health Strategic Plan. These programs were aimed at improving access to and the 
quality of health services, in order to help Tanzania meet the Millennium 
Development Goals (MDGs). The programs were regarded as key in improving 
the health of the population. In order to support them, the focus of the HSSP III 
was on partnership.

For example, under the government’s Decentralization by Devolution policy, 
Local Government Authorities (LGAs) were in charge of delivering social ser-
vices. The Regional Administration and Local Government department of the 
prime minister’s office was tasked with monitoring and coordinating the LGAs’ 
activities, in line with sectoral ministries’ policies and guidelines. Other minis-
tries, departments, and agencies were also required to support the MHSW in 
improving the population’s health, through education, agriculture, or water sup-
ply, for example. This sector-wide approach (SWAP)2 required the health sector 
to work in partnership with all government institutions responsible for services 
that impact on health.

Partnership with the private sector was also considered necessary to increase 
access to and the quality of health services. In this context, the private sector 
consists of all nonstate actors, including nongovernmental organizations (NGOs), 
faith-based organizations, community-based organizations, and other private 
health providers. The service agreements between the government and private 
service providers offer opportunities for regulated collaboration, while develop-
ment partners provide the health sector with the needed financial and technical 
support. In 2008, a new Memorandum of Understanding (MoU) was signed for 
the Health Basket Fund—a donor-based funding mechanism initiated in 1999 as 
part of the Tanzanian Government’s decision to pursue SWAP in the health sec-
tor. SWAP is well-established in Tanzania and offers all partners an opportunity 
to contribute to better health nationwide. The HSSP III has 11 specific objec-
tives. These mainly target improvements in access to health services, better use 
of resources, and encouragement of public-private partnerships.

Key Challenges in the Pharmaceutical Sector

Access to essential medicines is usually regarded as a key indicator of success in 
health care systems. In Tanzania, as in other parts of the world, medicines have 
variable and often high prices, and are unaffordable for large sections of the 
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population. The high burden of paying for essential medicines falls 
 disproportionately on poor households, resulting in preventable morbidity and 
mortality. However, the issue of improving access to medicines is complex and 
extends far beyond their availability, and even beyond the health care system. 
Many different factors and causes must be taken into account and targeted.

The HSSP III recognizes that the disbursement of funds for medicines and 
supplies has been irregular and less than pledged in budget allocation. Capacity 
to forecast and quantify needs in public health facilities at all levels is low. In 
some facilities, storage conditions for medicines are poor. The shortage of quali-
fied pharmaceutical staff is critical in both public and private sectors, and 
 irrational use of pharmaceuticals and medical supplies remains a challenge. An 
inadequate transport system at district level affects peripheral distribution of 
pharmaceuticals and medicine supplies, as well as management supervision 
(Tanzania Health Sector Strategic Plan III).

Organization of Pharmaceutical Functions
In Tanzania, several agencies have a role in the procurement and supply chain 
management of medicines. The Ministry of Health and Social Welfare (MHSW) 
supervises procurement through its Pharmaceutical Services Unit. The Medical 
Stores Department (MSD) is an autonomous department of the MHSW respon-
sible for the procurement, storage, and distribution of medicines. Regulation to 
ensure the quality and efficacy of medicines is the primary responsibility of the 
Tanzania Food and Drugs Authority (TFDA). The Public Procurement Regulatory 
Authority (PPRA) is an agency vested with oversight of all public procurements, 
including medicines.

The National Essential Medicines List of Tanzania and Standard Treatment 
Guidelines, last published in 1997, were both updated in 2006 and 2013 in order 
to reflect changes in current medical knowledge and practice. They aim to enable 
both MSD and health workers to know what treatments are recommended, at 
which level, and which medicines are considered essential and must therefore be 
procured. MSD is the main supplier of pharmaceuticals to the public sector, and 
the primary supplier to faith-based and other nongovernment, noncommercial 
groups providing health services in Tanzania.

The Role of Local Government Authorities and the Medicine Supply System
In the context of the national health system, Tanzania’s administrative districts 
have been identified as the focal point for ongoing health sector reforms. Since 
2003, the country’s five-year Health Sector Strategic Plans have emphasized the 
district health component as being the level closest to communities and at which 
most essential health services are provided.

The central government allocates operational funds for district-level health 
services based on the number and level of health facilities in each local author-
ity. Government funds for the supply of medicines are deposited at MSD, from 
which health facilities procure medicines by requisition. Complementary funds 

http://dx.doi.org/10.1596/978-1-4648-0287-4


Putting Down Roots 13

Accelerating Health Reforms through Collective Action • http://dx.doi.org/10.1596/978-1-4648-0287-4

for procuring medicines can be made available from a district’s own funds, 
insurance schemes, patient contribution schemes, and multilateral sources (so-
called “basket funds”). According to the Health Sector Public Expenditure 
Review for 2011, complementary health financing continues to grow, and the 
main challenge facing health service funds is to use accumulated monies to 
improve health services, instead of holding large reserves (Pharmaceutical 
Services Unit 2012). Figure 2.1 below illustrates the system.

Challenges in the Procurement of Medicines
Public procurement in Tanzania is currently governed by the Public Procurement 
Act 2004 (revised 2011). This requires the establishment of a procurement unit 
and a tender committee in each procurement entity, such as a local council. To 
enhance transparency in the purchasing process, procurement entities are 
required to publish annual procurement plans at the beginning of each fiscal year. 
Each district has been provided with procurement, stores, and pharmaceutical 
staff deemed sufficient to discharge the relevant procurement functions.

In spite of these arrangements, several challenges affect medicine procurement 
and supply chain management in Tanzania. At the national level, these include 
weak quantification and procurement planning; poor human resource develop-
ment, and deployment; inadequate disclosure of information; weak coordination 
among agencies involved in the procurement process, and weak accountability 
systems. Medicine procurement at district level was in the past restricted to items 
provided by the MSD. However, non-MSD procurement of medical supplies has 
recently become significant due to increased funds being generated through 
health financing schemes: community health funds, national health insurance 
funds, and patient contribution schemes. Unfortunately, at district level, non-
MSD procurement is prone to exploitation, due to inadequate controls and weak 
procedures. Although the Public Procurement Act introduced extensive pro-
cesses aimed at streamlining and directing procurement procedures in all public 

MSD

Other
sources

Central
govt.

District
council

Non-MSD
suppliers

Flow of funds

Medicine requisitions

Alternative orders

Flow of medicines

Figure 2.1 The Medicines Supply System in Tanzania

Source: World Bank.
Note: Arrows indicate the alternative supply route that should be ideally used when stocks are not available at MSD. 
MSD = Medical Stores Department.
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institutions, compliance at district level is still very poor. Key reasons (World 
Bank Institute 2013) include the following:

• Inadequate human resource capacity for procurement units in some districts
• Nonadherence to procurement laws and regulations
• Poor quantification at district level
• Inadequate planning capacity.

The procurement of medicines could benefit from improvements in various 
areas relating to policy and regulatory framework, quantification, procurement 
processes, institutional arrangements, and disclosure of information. Although 
the majority of these areas are being addressed through institutional strengthen-
ing and technical capacity development, third-party monitoring could also play 
a crucial role in ensuring that the procurement of medicines is conducted in an 
efficient and transparent manner, delivering the best value for money and 
improving performance.

Rationale for Setting up a Multistakeholder Coalition

An initial rapid country assessment3 to understand strengths and weaknesses in 
Tanzania’s medicine procurement system validated most of the challenges out-
lined above. The assessment provided a clear picture of the procurement system, 
as well as the mechanisms in place to ensure transparency and accountability, the 
extent to which these mechanisms are used, and their levels of effectiveness. It 
confirmed that problems in pharmaceutical procurement are widespread and 
well recognized, but have proved resistant to piecemeal efforts at improvement. 
At a validation meeting to discuss the findings of the country assessment (attend-
ed by nearly 20 participants from government agencies, academia, the donor 
community, and other stakeholder groups), it became evident that collaborative 
action was necessary in order to solve these complex challenges.

Multistakeholder coalitions are largely recognized for their ability to solve 
complex problems by interactive learning processes. To start the process and spur 
stakeholders into action, participants at the validation workshop committed to 
establishing a multistakeholder group (MSG-Pharma). Several key reasons were 
behind the decision. The magnitude of the problems meant that no single group 
could address them alone, while levels of linkage and possible conflict between 
different players had the potential to derail any attempts to do so. These needed 
to be taken into account through group action.

Working in coalition is also synergistic, drawing on players’ different strengths. 
For example, civil society organizations (CSOs) often know the community well 
and can interact with lay people, while health care providers can interact at insti-
tutional level. The multistakeholder process is also empowering, providing the 
whole group with greater influence, resources, and knowledge based on individ-
ual members’ different strengths. Members are more likely to be heard, 
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as different audiences can identify with different group members and a 
 multistakeholder group does not appear as a sector interest group. It also helps 
members to hold one another accountable, in that actions agreed together are 
more likely to be carried out.

The overall objective of MSG-Pharma is to strengthen transparency and 
accountability in pharmaceutical procurement, in order to increase efficiency in 
the use of resources and help improve access to medicines. Given the country 
assessment findings, the group’s initial focus was on central procurement at MSD, 
but it later opted to concentrate on strengthening the role of CSOs in the inter-
action between service providers and end-users. This implied a shift of attention 
from central to district-level procurement. The choice was prompted by the 
realization that resources for procurement of medicines outside MSD had 
increased significantly at the district level. Monitoring and strengthening district-
level procurement processes would therefore generate more value, more quickly, 
contributing significantly toward increasing access to essential medicines in the 
short term. This shift of attention from central to district-level procurement was 
also more aligned to HSSP III and the priorities of the Public Procurement 
Regulatory Authority (PPRA), which at the time was keen to collaborate with 
CSOs and other stakeholders to monitor adherence to procurement policies and 
procedures at the district level.

MSG-Pharma consequently prioritized district-level procurement of medi-
cines through monitoring procurement inputs (planning), the procurement 
process (contract award and implementation), outputs (price and stock), and 
service delivery (through citizen monitoring). An important component of this 
would be the use of collected information to design interventions to improve 
service delivery.

Multistakeholder Groups and Other Forms of Collaboration  
in Tanzania before 2010

Tanzania emerged from one-party rule in 1995, under which access to informa-
tion and freedom of speech were greatly curtailed. As a result, when the multi-
stakeholder approach to enhancing governance made its debut in the country, 
civil society activity was still nascent. Collaboration between civil society and 
other sectors often involved state sponsorship, political activism, and  international 
patronage. For example, the Tanzania Extractive Industries Transparency Initiative 
(TEITI) was modelled on the principles of the Extractive Industries Transparency 
Initiative (EITI), a global coalition of governments, companies, and civil society 
working together to improve open and accountable management of revenues 
from natural resources. TEITI has an equal balance of participants from govern-
ment, the private sector, and civil society, and was established in February 2009 
by the government, as required by EITI.

Another coalition, the Construction Sector Transparency Initiative (CoST), 
was formed in 2008 to provide for the disclosure of construction project 
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information. The initiative aims to ensure that sufficient information is 
 provided for stakeholders to make informed judgments about the cost and 
quality of construction projects. Disclosures include a description of the proj-
ect, its purpose and location, and summary details of the original and final 
project specifications, cost, contractors, and completion dates. The disclosures 
also include justification for any significant differences between the original 
and final information, as well as project evaluation and completion reports. 
According to the coalition’s website, the champion of CoST is the minister 
responsible for good governance, who is expected “to use her or his strategic 
position to help overcome challenges facing the project”. The CoST multi-
stakeholder group is made up of two members from civil society, four from the 
private sector, and six from the public sector.

These two multistakeholder groups established before 2010 exhibited strong 
elements of state patronage and had calculated civil society engagement. 
However, according to a report published by NGOs in 2011, Tanzania has a 
sizeable civil society made up of cooperatives, faith-based organizations, 
 community-based organizations, informal grassroots organizations, the indepen-
dent media, and issue-based groups (for example, gender, age-based, or repre-
senting people with disabilities). There were also groups active on key social 
issues including poverty, HIV and AIDS, education, and health (Civil Society 
Profile: Tanzania). The most common forms of collaboration among civil society 
groups at that time were associations and networks that fostered cooperation for 
building capacity and enhancing legitimacy. According to the report, there were 
at least 228 networks, 59 percent of which were defined by specific themes, the 
rest more general. At least 170 networks were district specific, while 25 were 
subnational and 33 national. At that time, civil society was perceived as having 
successfully influenced gender rights and human rights, with less influence on 
transparency, one of Tanzania’s major challenges. The global anticorruption 
NGO Transparency International does not have a chapter in Tanzania 
(Transparency International 2014).

Collaborations in the Health and Pharmaceutical Sectors

In addition to civil society associations active in the health sector, development 
partners also played an important role in supporting and monitoring government 
activities while demanding accountability through the Health Basket Fund. The 
basket is funded by a number of development agencies which pool unrestricted 
resources to support the implementation of HSSP III. By 2010 there were seven 
development partners contributing to the Health Basket Fund: Canada, 
Denmark, Ireland, Switzerland, the United Nations (UN) Population Fund, 
United Nations Children’s Fund (UNICEF), and the World Bank (Development 
Partners Group Tanzania).

Channeling resources through such a mechanism confirms a commitment 
toward a more effective and efficient use of aid, in line with both the Paris 
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Declaration and the aspirations of the Tanzanian government, as elaborated in 
the Joint Assistance Strategy. The Health SWAP Committee provides a forum for 
consultations and the exchange of ideas and experiences between the different 
health sector stakeholders. The committee has several working groups, including 
the Pharmaceutical Working Group (PWG), which was added in acknowledg-
ment of the problems facing the pharmaceutical sector in the country. The work-
ing group supports government efforts to achieve the objectives of the National 
Medicine Policy, which aims at “making available to all Tanzanians at all times the 
essential pharmaceutical products which are of quality, proven effectiveness, and 
acceptable safety, at a price that the individual and the community can afford, 
when they are needed to prevent, cure, or reduce illness and suffering” 
(Pharmaceutical Working Group). The working group provides sound advice and 
technical support for sustainable improvement of the pharmaceutical sector. 
Membership is based on institutional representation, with a designated focal 
person expected to participate in group activities.

Learning from Other Countries

Experience in neighboring countries offered the Multistakeholder Group (MSG) 
useful lessons. In Uganda, a precedent was set by the successful collaboration 
between the World Health Organization (WHO), Health Action International-
Africa (HAI-Africa), and the Ministry of Health to monitor the price and avail-
ability of medicines. The Medicines Transparency Alliance (MeTA) is a coalition 
comprising stakeholders from the government (National Medical Stores, the 
National Drug Authority and the Ministry of Health), professional associations 
such as the Pharmaceutical Society of Uganda, the private sector (such as Medical 
Access Uganda Limited, Surgipharm, and Kampala Pharmaceutical Industries), and 
CSOs. The Ministry of Health chose the multistakeholder approach as a means of 
effectively countering the mutual suspicion that existed among stakeholders in the 
pharmaceutical sector, arising from their different interests and leading to a blame 
game. The government was blamed for not doing enough, CSOs were considered 
to be “making noise for no reason”, while private sector players suspected they were 
not being sufficiently involved and that information was not being disclosed to 
them, to their detriment. This necessitated the establishment of a “safe space” to 
foster a meeting of minds in an unambiguous manner, given that the different 
stakeholders had different perspectives on access to medicines and could bring 
their respective competencies to enhance policy dialogue at the Ministry of Health.

MeTA Uganda was established with funding from the United Kingdom’s 
Department for International Development (DFID). A mapping study was con-
ducted by the International MeTA Secretariat to identify stakeholders from the 
private sector—pharmaceutical manufacturers, associations, importers, and dis-
tributors. Once the right people were brought together around the table, admin-
istrative structures were formed. These included the MeTA Council—a wide 
representation of stakeholder voices in the pharmaceutical sector led by three 
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co-chairs drawn from different stakeholder groups on a rotating basis. A  secretariat 
was also established, consisting of representatives from the  government, the pri-
vate sector, and civil society, led by a coordinator.

The benefits of this approach are many. The coalition has provided an umbrel-
la organization for CSOs and a platform for gaining audience with other stake-
holders and for continuous dialogue. This in itself helps build capacity. The CSOs 
are now better organized and coordinated and their capacity has been developed 
to enable them present their issues in a more professional and businesslike man-
ner. The private sector also receives regular communications about issues and 
developments in the sector.

The Need for a Different Multistakeholder Approach in Tanzania

After a review of the situation in Tanzania in 2010 and the learning from MeTA’s 
experience, it became clear that the Tanzanian context was unique, owing to 
several key characteristics:

• Lack of health activism, despite widespread citizen dissatisfaction with health 
service delivery

• Lack of CSO engagement in procurement monitoring
• The existence of state-sponsored collaborations in politically sensitive opera-

tions, for example, mining and construction
• The presence of a development partners’ forum that sought to monitor gov-

ernment activity and control its expenditure pattern by diplomatic means
• Civil society associations that focused on capacity building and legitimacy
• Weak anticorruption activity.

The situation demanded intervention in the form of civil society monitoring of 
health commodity procurement, with relevance and value for money as central 
themes. Such intervention would augment efforts by development partners and 
others to monitor government activity through budget controls. As such an 
approach was pioneering in nature, multistakeholder collaboration was necessary 
to bring together primary stakeholders for dialogue, decision making, and imple-
mentation of solutions to common problems and goals. Monitoring of pharma-
ceutical procurement using simple indicators was considered easy to implement 
and capable of producing quick results that could later be extended to other 
health and nonhealth areas.

Lacking previous experience in the multistakeholder approach, participants 
anticipated challenges such as the following:

• Low appreciation of the benefits of working in a multistakeholder group
• A perceived challenge to existing modes of collaboration
• Lack of internal champions
• Lack of funds.
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Based on the Ugandan experience, it was obvious that many challenges would 
arise when the coalition began to operate, but that these would be far out-
weighed by the benefits. Specific safeguards against these challenges would be 
necessary in deciding the administrative structure and during the implementa-
tion of the initiative.

With this in mind, Tanzania chose a different administrative approach from 
MeTA, establishing a loose coalition, MSG-Pharma, which offers its members 
more freedom to participate depending on current activities. Instead of establish-
ing a permanent formal secretariat, Tanzania chose to work under steering com-
mittees and secretariats hosted by a member organization. This arrangement 
provided the fluidity necessary for a coalition of the willing. It was also a less 
costly administrative structure than a permanent secretariat (Tanzania lacked the 
financial support from DFID and technical expertise from MeTA International 
which Uganda enjoyed).

In Kenya, as in Uganda and Tanzania, several international and national orga-
nizations previously working separately in health care came together to form the 
Forum for Transparency and Accountability in Pharmaceutical Procurement 
(FoTAPP).

From Dispersed Groups to Coalition

The stakeholders knew the issues to be addressed, knew what was needed, and 
knew something of the process. The question remained: how best to start a coali-
tion from scratch?

Mapping the Stakeholders

Once it was clear that a multistakeholder group was a viable option for address-
ing pharmaceutical procurement issues, it became necessary to identify and bring 
together potential members. Unlike Uganda, where MeTA existed, or neighbor-
ing Kenya, where the convener (Transparency International) used its own data-
base to invite potential members to the coalition’s founding meeting, the process 
in Tanzania started with a desk review and interviews of key players. This helped 
to identify which groups and individuals were working on issues directly or indi-
rectly linked to pharmaceutical procurement and gave in-depth understanding of 
the country situation.

The process provided a draft list of stakeholders, which contained diverse 
groups. The first included members with significant political power, including 
government ministries, agencies, or departments such as the Tanzania Food and 
Drugs Authority (TFDA), MSD, and the MHSW procurement unit, as well as 
representatives of the donor community. Although the procurement of medicine 
falls under their mandates, their involvement in the coalition can be limited by 
political changes and the availability of time. For example, during the coalition-
building exercise, the Minister of Health and other key leaders in MHSW were 
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replaced. Consequently, the coordinator paid a courtesy call on the new appoin-
tees as soon as they assumed office and informed them about MSG-Pharma. The 
temporary nature of political appointments would necessitate frequent reestab-
lishment of relationships with policy makers and key decision makers.

A second group was the business community, including suppliers, manufactur-
ers, importers, retailers, and their associations. This group has financial power and 
an interest in maximizing profits legally. The third group comprised professional 
bodies, such as doctors’ and pharmacists’ associations, academic institutions, and 
not-for-profit service providers.

This initial list showed the lack of a major group, civil society. A deliberate 
attempt was therefore made to identify suitable CSOs through an Internet search 
and a review of civil society databases. While rich in potential contacts, the data-
bases were of limited use, with information often out of date or incomplete, pre-
venting identification of the relevant groups or individuals. This made it important 
to ask all stakeholders and contacts for recommendations, which yielded names 
of people and organizations which may otherwise have been overlooked.

Once the CSO networks became aware of MSG-Pharma, local and commu-
nity-based groups whose activities covered only villages, or at most a district, 
contacted the group and asked to be part of it. Although of key importance in 
implementation of activities at local and community levels, such groups pre-
sented a problem in the initial stages of the MSG, as their geographical coverage 
is low and their numbers may be too large for effective coordinated action. This 
was solved by encouraging such groups to link with their parent associations, 
which MSG-Pharma then invited to join the coalition. The small organizations 
were included in the MSG database to receive regular communications and for 
future involvement as appropriate.

A lesson learned early in the process was the value of having an open mind in 
the identification of CSO partners and of seeing possibilities in organizations not 
necessarily directly involved in health or pharmaceutical issues. For example, one 
of the most committed members of the coalition was a teachers’ association 
interested in the issue because it was relevant to members’ roles as community 
leaders and in preparing their students in health issues.

While very advantageous, such a wide variety of membership can also raise 
problems. It was important to present the issues around pharmaceutical procure-
ment in such a way that each stakeholder could see their interest being covered. 
For example, the teachers’ group was able to see the availability of medicines as 
easing the workload for female carers in the family, therefore allowing better 
school attendance by girls. Likewise the regulatory authority saw the availability 
of medicines as important for its work, as this prevents the importation of sub-
standard or illegal pharmaceuticals to cover deficits.

The final coalition that emerged contained 28 organizations: four from the 
public sector (MHSW Pharmaceutical Services Unit, PPRA, MSD, and TFDA), 
three universities, three professional associations, two NGOs, and 16 
 community-based organizations.
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Identifying a Convener

The process of building consensus entails a number of key meetings and regular 
communication with stakeholders. The first step was to convene a broad-based 
stakeholder forum and present the findings from the desk review of the country 
context. This was followed by a brainstorming session in which each stakeholder 
outlined causes of failure in pharmaceutical procurement and supply chain man-
agement (PSM) from their perspective. Following discussion and agreement that 
the situation needed to be addressed, stakeholders gave a general commitment to 
participate in possible interventions. A steering group was then formed, with one 
member acting as the coordinator.

In Tanzania, the election of a convener was a drawn-out process requiring 
several meetings under the auspices of a steering committee. It was quickly real-
ized that the convener had to be an individual in whom people had confidence. 
He or she also needed to belong to a reputable body which could become the 
organizational host or convener. A local university with a pharmacy school, St 
John’s University of Tanzania, emerged as an acceptable host. The university was 
initially contracted to undertake the country study and desk review and, after the 
validation workshop, took the lead in transforming the group of stakeholders into 
the coalition. Consequently, the university representative was elected chairman 
of the coalition. The appointment of the university as convener provided the 
chairman with a stronger executive role—considered important in the formative 
period.

The selection of a convener needed to take into account several factors neces-
sary for success. In Kenya, Transparency International (TI Kenya) convened a 
meeting of potential members. Eventually, when FoTAPP was formally estab-
lished, TI Kenya was nominated as convener by vote. The FoTAPP Memorandum 
of Understanding (MoU) now provides a mechanism for the appointment of a 
convener.

Broad lessons learned in identifying a convener include the following:

• People active in the coalition, such as steering committee members or the 
convener, are not necessarily the top decision makers in their respective orga-
nizations. For example, the convener was from the pharmacy school, but deci-
sions were made by the vice-chancellor, as head of the university. Likewise, the 
representative from MHSW would need to report to the permanent secretary4 
or the minister. It was therefore necessary to inform and convince  senior 
MHSW officials of the importance of the exercise, so that they supported any 
agreed activities and the involvement of their representative on the committee 
or as convener. In Tanzania, senior-level buy-in was achieved by forming teams 
to pay courtesy visits to heads of member organizations. Where possible, per-
sonal links were used to open doors to these senior  officials.

• Convening also involves time and some financial commitment, which can 
present a challenge, especially for smaller organizations. This investment can 
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only be assured if an organization sees that the work of the coalition will in 
the long run support or promote its objectives. For the university, the possibil-
ity of becoming a center of excellence in pharmaceutical procurement was 
sufficient incentive.

• It is important to keep stakeholders informed to retain their interest and build 
ownership of the coalition. The convener must have the skills and facilities for 
effective communication, for example, by phone, email, or travel for face-to-
face meetings. Support systems such as an office with Internet access and 
administrative back-up are also necessary.

Clarifying Responsibilities

In a multistakeholder group, each member must be and feel responsible for 
some aspect of the collaboration. A clear understanding of roles and responsi-
bilities is essential in such a diverse group. It was therefore necessary for MSG-
Pharma to define clearly the role of the convener, the steering committee, and 
other stakeholders. Through a consultative process of meetings and email 
interactions, terms of reference for the convener and the steering committee 
were developed.

An interim leadership made up of steering committee members was appoint-
ed at a members’ meeting. In selecting steering committee personnel, it was 
important to consider representation of different stakeholder groups, as well as 
key skills and knowledge required on the committee. Pharmaceutical, financial, 
and legal expertise needed to be available within the team. It was also important 
to discuss in advance what commitments in terms of time, finance, or other 
resources were required. An organization’s history of participation in previous 
meetings was considered as an indicator of whether its representative would be 
available for steering committee activities.

The leadership was tasked with holding meetings to discuss the most suitable 
structure and mandate for the coalition. It reviewed the structures of similar 
coalitions, such as FoTAPP in Kenya, and drafted organizational tools. These 
included the MSG-Pharma profile, which served as an introduction to external 
parties, as well as an MoU between members and the rules of engagement 
(referred to as the Code of Conduct). With the competing interests and diver-
gent views inherent in multistakeholder groups, an understanding of how mem-
bers would work together was needed. In Tanzania, MSG members prepared the 
Code of Conduct (see appendix D) to address issues such as barriers to consen-
sus building, disruptive behavior, conflict, and negotiating win-win deals. The 
Code of Conduct specified that members would engage in active listening, 
respect the views of other members, disagree without being disagreeable, and 
strive for the greatest possible degree of transparency. A working draft of the 
code was developed using examples from other organizations, comprehensive 
enough to cover the group’s diverse interests, and requirements. These 
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documents were written in simple language that would not be intimidating and 
yet would convey to all members what was expected of them.

MeTA Uganda also has a set of internal rules to help guide members in these 
areas. The challenges it encountered were mainly those of process, including the 
following:

• Variable participation
• Voluntary governance, with no direct incentives
• Mistaken external perceptions—for example, CSOs initially perceived MeTA 

Uganda as a funding organization
• Government sensitivity that disclosure of public sector information should be 

met with reciprocal benefit from the West. This required the packaging of 
information, so that appropriate material was provided to suitable audiences 
who would use it to help the coalition’s cause, for example, through advocacy

• Much information needed by MeTA for its work was still in hard copy or 
simple Excel sheets, due to the lack of automation in various government 
departments

• In some instances the linkage between disclosure and evidence for policy 
change was not clear, as the pilot phase was deemed too short for meaningful 
disclosure and reforms were anticipated in the medium to long term

• Apprehension, owing to a lack of clarity at the beginning, over what value 
some stakeholders would add to the process. It was therefore important to 
gain a shared understanding of different stakeholders’ competencies and to 
train the coalition in multistakeholder processes. This was achieved through:
– A MeTA “champion”—in this case, the MoH Principal Pharmacist, who 

worked closely with the local consultant to secure buy-in from the minis-
try and ensure that a coordinator was hired. This provided an enabling 
environment for the coalition’s launch.

– The availability of funding for workplan activities
– Cooperation from the government on the reform agenda
– A coordinator to facilitate discussions at council meetings and between 

stakeholders
– Oversight, capacity building, and technical expertise from the internation-

al MeTA Secretariat
– A legal framework within which to operate, pertaining to Uganda’s health 

care provision and enshrining accountability in the country’s constitution.

Developing Local Capacity
It was also important to create materials that each stakeholder could understand, 
such as information about the availability of medicines. This meant not only 
using an appropriate language—English or a local dialect—but also making 
 technical information understandable to lay people. To enable this, workshops 
were organized on basic procurement and supply chain management (PSM) 
principles, tailored to civil society representatives. At a preliminary workshop, the 
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coalition in Tanzania identified CSOs to be trained, selecting those likely to play 
a big role in monitoring, advocacy, and training other CSO leaders. Facilitators 
from Kenya, Tanzania, and Uganda conducted the training. Subsequently, the 
coalition groups from all three countries developed a “Training of Trainers” 
manual on PSM, based on the gaps in civil society capacity previously identified. 
The manual was designed to demystify PSM and equip CSOs with skills and 
competencies to monitor service providers and hold them accountable. It was 
also intended to provide a valuable learning resource with vital technical infor-
mation which could help CSOs better engage with practitioners in the public 
and private spheres.

With potential stakeholders identified and trained, the next question was how 
MSG members would coordinate themselves.

Making the Coalition Work

To give the coalition the joint goals that would hold it together, the first activ-
ity was to develop and agree shared mission and vision statements. These 
were to be included in a broad-based profile of the coalition that would be 
used to introduce it to external organizations. A small task force was created 
to review the multistakeholder philosophy in the context of country condi-
tions and expected activities, and develop the mission and vision statements. 
These statements were later presented to a full meeting of MSG-Pharma for 
approval.

This approach contrasts with that taken in Uganda, where MeTA Uganda 
adopted a set of guiding principles, rather than mission and vision statements. 
These principles were formulated by the International MeTA Secretariat and 
embraced by all stakeholders:

• Governments are responsible for providing access to health care, including 
access to essential medicines.

• Stronger and more transparent systems and improved supply chain manage-
ment will increase access to medicines.

• Increased equitable access to medicines improves health and enables other 
human development objectives to be achieved.

• Improved information about medicines can fuel public debate and provide a 
basis for better policy.

• A multistakeholder approach that involves all sectors—private, public, and 
civil society—will lead to greater accountability by all.

In Uganda, trust was built over time as the different stakeholders engaged 
with a common purpose and contributed their specific competencies and exper-
tise. It was understood that despite their various perspectives, all were working 
toward a common goal and that this could be done synergistically. The World 
Bank, in the role of facilitator, sponsored a capacity-building event in 
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 multistakeholder processes, which was instrumental in helping build trust. This 
workshop gave participants an understanding of the internal dynamics of 
 complex social and organizational networks by explaining systems theory and its 
application to the coalition. Through coordination sessions and meetings of the 
secretariat to discuss implementation of the workplan, a shared vision and mis-
sion to increase access to medicines were developed. Different views on how best 
to achieve this were discussed until members reached consensus through a 
majority vote (one vote per member). The coalition’s approach was subsequently 
reviewed regularly to ensure the continuing relevance of its actions.

Multistakeholder groups are instruments of the communities in which they 
operate. Their visibility is therefore important in gaining community attention. 
In Tanzania, a high-profile launch was needed to announce the birth of the coali-
tion and capture the notice of the public. The launch was officiated by the chair-
person of the Parliamentary Committee for Social Services, a figure with a 
national profile, in the presence of each coalition member, health sector dignitar-
ies, and the national media. A centerpiece of the launch was the signing by all 
members of the MoU to establish the coalition.

Members decided to prioritize the monitoring of procurement and stocks of 
medicines, in response to the government reform agenda of decentralizing and 
strengthening service delivery at LGA level. Through stakeholder analysis they 
identified key coalition players (such as PPRA and MSD), as well as partners 
outside the coalition (such as officials at the district level where monitoring was 
to take place) to undertake different roles during the monitoring exercise.

The monitoring was to involve three major groups: pharmacists, procurement 
officers, and civil society members. In order to make sure there was common 
understanding of the task and procedure, and to build technical capacity, MSG-
Pharma held training and debriefing workshops on contract monitoring, attended 
by civil society monitors, district officials, and government bodies such as 
MHSW, MSD, and PPRA.

Collaboration between coalition members required a mechanism for sharing 
information and providing feedback, for example, on draft documents. A system 
was agreed, including responding to emails or giving feedback within a specified 
time, attending planned meetings, or confirming referrals and contacts details. To 
ensure open lines of communication, contact information was kept by the con-
vener and made available to all MSG members. A group mailing system ensured 
communications reached every member.

Owing to the differing strengths of MSG members in terms of influence, 
resources, and knowledge, there was a need to ensure every voice was heard. This 
was addressed by giving each category of stakeholder representation on the steer-
ing committee or any subcommittee. Group members also made sure stakeholder 
capabilities were fully leveraged by allocating tasks according to strengths. For 
example, the PPRA was tasked with providing samples of contract monitoring 
tools which could be adapted for use in the MSG-Pharma study to assess phar-
maceutical procurement practices at district level, with a focus on  compliance 
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with the Public Procurement Act. Academic institutions led in the development 
of tools and resource materials, government members helped obtain consent for 
the study from district authorities, and civil society led in monitoring. Every mem-
ber was asked to make use of their contacts whenever possible so that relation-
ships could be leveraged within and beyond the coalition.

This contrasts with the experiences of MeTA Uganda, whose members soon 
realized they had an uneven playing field. It had been envisaged that information 
asymmetry could be tackled through training for CSOs, coordination meetings 
with rotating cochairs and a separate secretariat able to follow up various stake-
holders, who had a platform on which to present their issues. Each member’s 
available resources were made known publically. Through Information and 
Communications Technology (ICT) platforms, discussions were often initiated 
online, and recommendations ended up in council meetings for decisions to be 
taken. In order to leverage stakeholders’ respective strengths, there was represen-
tation of each member at council and secretariat level.

With the execution of the MeTA Uganda workplan, training workshops on 
multistakeholder coalitions, and expansion of the MeTA Uganda agenda (to 
include transparency and accountability in public pharmaceutical supply chain 
systems), there was consensus that some important stakeholders were not repre-
sented on the council. These missing voices were eventually co-opted, including 
the Public Procurement and Disposal Authority, the media, and academia. The 
work on monitoring the medicine supply chain system was also integrated into 
the broader MeTA Uganda agenda during the expansion phase, as it sought to 
diversify its resource base and enlist more partners for sustainability.

Lessons Learned

Understand the Reform Agenda
A multistakeholder coalition is a social tool used to enhance a reform agenda. It 
draws its strength from its members, who have vested interests in particular 
reforms. For this reason, the reform agenda must be well articulated and all mem-
bers must have a similar understanding of prevailing issues. A detailed study and 
report—as carried out in Tanzania—can help define relevant issues for all 
stakeholders.

Such an initial study or desk review is a situational analysis, not focused on a 
particular agenda, but aimed at helping members determine which agenda they 
should focus on. The study must therefore be broad based and detailed, reflecting 
familiarity with the sector under review.

In some cases, the reform agenda might have been set by parties external to a 
coalition, as was the case for groups in the mining and construction sectors in 
Tanzania. Even under such circumstances, a detailed study of the forces underly-
ing the decision to form a coalition is necessary. Without this, members might 
differ in their understanding of the issues addressed by the coalition. Situational 
analyses help define the terms of reference for an MSG.
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It is also important to remember that reform is fluid. A situation described in 
a particular review will at some stage be surpassed by events and become irrel-
evant. It is essential to undertake frequent surveys after a coalition has been 
formed—as carried out by MeTA Uganda and FoTAPP in Kenya—in order to 
determine whether any issues have evolved. The aim of such studies is similar to 
the initial study conducted in Tanzania—to understand the prevailing reform 
agenda in order to decide whether to continue or alter a course of action.

Consult Stakeholders Appropriately
For an MSG to position itself correctly and attract credible members, an exten-
sive stakeholder consultation must be undertaken before the group’s establish-
ment. In Tanzania, health care reforms targeted service delivery at local authority 
level, but stakeholders interested in the multistakeholder process came from 
national institutions helping to guide the agenda (for example, the Program 
Support Unit and MSD) or monitor its implementation (for example, PPRA). 
However, before these key stakeholders were identified, a very wide net was cast, 
with the initial process including private sector health providers, business people, 
professional associations, and academia. These potential stakeholders subse-
quently dropped off when the group focused on activities not immediately cen-
tral to their interests.

The absence of CSOs in the consultation process was notable and was due to 
the fact that none were active in the area of reform at the time. Under normal 
circumstances, relevant CSOs would be identified in the desk review and conse-
quently invited to consultation meetings. Depending on context, there are widely 
varied definitions of which organizations constitute civil society, but it is impor-
tant that such definitions remain the prerogative of individual coalitions. The 
broadest definition of civil society as given by NGO associations in Tanzania 
includes cooperatives, faith-based organizations, community-based organizations, 
and informal grassroots organizations. The key to a particular definition adopted 
by a coalition must be to include those organizations that are not represented 
among its membership in other ways. For example, in Tanzania, faith-based orga-
nizations and professional societies were not included in the definition of civil 
society, and the term was used to describe community-based organizations only.

Allow Flexible and Constructive Stakeholder Engagement
The activities to be monitored by an MSG may be either preconceived (as in 
Tanzania’s mining sector coalition, whose membership was determined by the 
government) or developed in the process of setting up the coalition. The latter 
was the case for MSG-Pharma, which started with over 60 stakeholders, although 
only 24 signed the final MoU to launch the coalition. This demonstrates a stake-
holder attrition rate that is unavoidable—as well as healthy.

MSGs driven by voluntary participation are the most prone to membership 
attrition, due to the variety of interests in the MSG’s particular agenda. A com-
mon purpose alone is not sufficient to maintain interest throughout the lifecycle 
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of the coalition. It is important to expect attrition and to make provision for 
members to leave or return, depending on the agenda advanced by the coalition 
at any particular moment. Allowing members to come and go is healthy for a 
voluntary organization, providing for the presence at any one time of members 
with the high interest and expectations necessary to channel the coalition’s energy 
towards achieving its objectives. While a sizeable membership is an asset, a large 
number of participants can also bog down deliberations and decision making.

An MSG should not wait for the group to grow in number before starting its 
activities, but should start with the few members who are committed. Even just 
two or three people ready to participate should be encouraged to start taking 
action. Others who are lukewarm will join when they begin to see results. To this 
end, the group should start with something easily achievable—gathering the 
“low-hanging fruit”.

It is important to be aware that the existence of a coalition may raise expecta-
tions, and to prepare in advance for how to prevent or handle these. For example, 
in Tanzania, MSG-Pharma trained CSOs in the pilot region to monitor. However, 
after carrying out work using their new skills, they did not receive the report on 
the outcomes as soon as they had expected, and asked repeatedly why the dis-
semination of the final report was delayed. Regular communication to inform 
them about progress was necessary. An MSG should also know how to commu-
nicate sensitive information, especially if it is negative about a stakeholder. The 
most effective way of working is not “tell and shame” but “show and help”, so that 
stakeholders are supported to improve their performance or approach, rather 
than condemned.

Choose the Most Appropriate Type of Coalition
The three coalitions working in East Africa’s pharmaceutical sector have differ-
ent approaches with regard to stakeholder collaboration. In Tanzania and Kenya, 
members opted for loose coalitions—almost networks—with no legal mandate. 
These coalitions are hosted by conveners, who provide secretarial and legal 
capacity. Such arrangements relieve members of the legal obligation of running a 
coalition, in favor of voluntary obligations. On the contrary, in Uganda, a secre-
tariat was established with a full-time coordinator charged with the day-to-day 
administration of MeTA Uganda. This was possible due to financial support from 
donors—which also necessitated the creation of a legal body for accountability 
purposes. Both arrangements have proved successful, but both require a cham-
pion (an influential person who advocates on behalf of the group) to maintain 
momentum when the process seems to be stalling. Such a champion sustains the 
interest of members and promotes the objectives of the coalition at a very high 
level.

Cement Ways of Working through Formal Documentation
MSG-Pharma and FoTAPP have MoUs, while MeTA Uganda has a memoran-
dum of association. These two documents have different implications. Generally, 
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MoUs are not legally binding, but they carry a degree of importance and mutual 
respect, stronger than a gentlemen’s agreement. They are used to embody the 
understanding of the parties in principle without creating any right or obligation 
of binding nature enforceable by a court of competent jurisdiction, allowing 
more room for members to come and go as they see fit. Conversely, memoranda 
of association are guided by law, requiring formal admission and greater commit-
ment. However, both forms have worked well so far.

Select the Right Convener
A good MoU or memorandum of association is important for laying down the 
framework for collaboration (see box 2.2). However, this framework will not be 
successful if the convener is weak or not wholly convinced of his or her role or 
the coalition’s mission and vision. A convener must:

• Be knowledgeable of the reform agenda addressed by the coalition
• Have adequate resources to carry out the role
• Have strong connections within the sector
• Be strongly committed to the coalition’s vision.

A convener can be an individual or an institution. For a coalition with a full-
time secretariat arising from a memorandum of association, the convener would 
most likely be an individual employed in that capacity. In such cases, the recruit-
ment process must be technically sound in order to select a candidate of suitable 
caliber. Remuneration may be significant in obtaining such an individual, so the 
coalition must consider its resources before taking this approach.

Box 2.2 Essential Elements of an MoU for a Multistakeholder Group

Regardless of an MoU’s simplicity, it must address several key areas:

• The coalition’s objectives
• Membership criteria and obligations
• Provisions for a code of conduct (see box 2.3) or internal rules
• Management structure and election of a chairperson and steering committee members
• Role of convener
• Ownership of property, products, and publications
• Defining and providing for declaration of conflicts of interest
• Limiting members’ liability
• Resolution of disputes
• Duration and terms of the MoU
• How to amend or dissolve the MoU.
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Box 2.3 What Should a Code of Conduct Cover?

A Code of Conduct addresses ethical and moral issues relating to the terms of association. It 
can be very helpful in enabling all voices in a coalition to be heard. Basic issues that should be 
addressed include the following:

• Prevention of discrimination
• Observance of the law
• Truth and honesty
• Mutual respect between all members
• Being a model of transparency and accountability
• Equality in participation
• Gender equality
• Joint accountability
• No political affiliations
• Self-respect and self-confidence
• Service to the public
• Unity and focus on the coalition’s objectives
• Using information collected by the coalition for intended purposes only
• Declaration of conflicts of interest.

An institutional convener will appoint one of its employees to perform the 
role. The institution must be a member of the coalition and must have adequate 
resources to support the coalition in emergencies. As coalitions can have very 
fluid membership, the institution that hosts the secretariat must be among the 
most strongly committed members.

Where the coalition is based on an MoU, the host organization will be 
required to provide the legal front for the coalition. In most cases, this will 
require support from the organization’s top management and agreement in writ-
ing. An exchange of commitment letters may be necessary to guarantee this 
obligation. Where possible, relationships should be allowed to develop gradually, 
to provide members with time to get to know each other and assess the 
situation.

It is important to understand that by agreeing to be under the legal umbrella 
of the host institution, the coalition will automatically be subject to that organi-
zation’s financial controls, as required by various laws. For example, legislation 
relating to tax payment will not distinguish between payments made for the 
coalition and those of the host organization. Such consequences must be under-
stood and acknowledged before the final agreement is reached.

The person appointed by the host organization to lead the coalition secretariat 
must be committed, of high integrity and widely respected in the sector. In most 
cases this individual would be the institution’s representative in the coalition and 
would be well known to other members. If the appointee is not a representative 
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in the coalition, its members should define the candidate’s desirable  qualifications 
and characteristics before the appointment by the host association. The convener 
will be required to work very closely with the coalition leadership, so it must be 
consulted before a candidate is formally appointed.

Define and Focus on Priorities
It is important to realize that results are what will give the coalition a profile and 
sustain its existence. Understanding the reform agenda will help the coalition 
choose which issues to address. However, this alone will not produce results. The 
coalition needs to build financial and human resource capacity and needs specific 
strategies to mobilize such resources. This requires strong management skills. The 
coalition should adopt the latest planning and monitoring techniques—for 
example, management by results—to prepare, adopt, and implement action 
plans. “Quick wins”—activities that bring quick results in a short time—are 
 particularly important in building confidence and gaining visibility.

Finances are crucial, but a coalition should also seek other types of support, 
such as political will. Tanzania’s MSG-Pharma enjoyed the support of the 
Dodoma regional authorities, which opened doors in the health facilities being 
monitored. For sustainability, a coalition must continuously seek to diversify its 
resource base and partnerships, yet for credibility it must also maintain its inde-
pendence. For this reason, MeTA Uganda declined government funding at the 
end of the pilot phase. An independent stance, anchored in the coalition’s objec-
tives, must be maintained throughout its duration.

Notes

 1. Health sector strengthening programs have also been taking place in Kenya and 
Uganda.

 2. Tanzania World Bank Project Appraisal Document (2011): The sector-wide approach 
(SWAP) was initiated in 1999 in the health sector in Tanzania. It provides the frame-
work for collaboration among the stakeholders, MHSW, regional administration and 
local government departments, the Ministry of Finance, civil society, the private sector, 
and development partners. It coordinates financing, planning, and monitoring mecha-
nisms and aims at creating synergies while reducing transaction costs. Central in the 
SWAP is the implementation of health policies and the HSSP.

 3. In 2010, the World Bank Institute (WBI) conducted rapid country assessments to 
determine governance issues in pharmaceutical procurement in Tanzania, Uganda, 
and Kenya through four activities: a desk review, consultations with key informants, a 
benchmarking assessment of each country’s medicine procurement agency, and an 
in-country validation meeting.

 4. Permanent secretaries are the nonpolitical civil service heads of government depart-
ments, who generally hold their position for a number of years at a ministry, as distinct 
from the changing political ministers of state to whom they report and provide advice.
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Introduction

Coalitions involve joint action by their members toward the sustainable attain-
ment of shared goals. Nourishing and strengthening relations between these 
members require different strategies and continuous responding to each orga-
nization’s needs, according to their purpose for being in the coalition. This 
chapter describes the experience of Kenyan stakeholders in sustaining the 
Forum for Transparency and Accountability in Pharmaceutical Procurement 
(FoTAPP), a coalition whose main objective is to monitor the procurement of 
pharmaceuticals in the country, in order to improve citizens’ access to essential 
medicines.

The chapter focuses on key lessons learned in sustaining multistakeholder 
coalitions. Once a coalition has been set up—its mission and vision established, 
stakeholders mobilized, rules of engagement drawn, and a set of activities 
agreed—there is a need to invest in efforts that strengthen it and provide a plat-
form for implementing transformative programs. Without interventions that 
build trust and solidify stakeholder commitment, maintaining momentum will 
be difficult.

The chapter also provides insights into the approaches employed by FoTAPP 
in order to sustain the interest and commitment of key stakeholders. It presents 
a brief description of the Kenyan context in relation to the pharmaceutical sec-
tor, highlighting challenges in the sector and the importance of a multistake-
holder coalition amid other reform platforms. Strategies key to making a coali-
tion sustainable are outlined, including the following:

• Mobilizing resources effectively (both financial and in terms of members’ time)
• Harnessing members’ expertise, contacts, and access to information
• Pegging coalition activities onto members’ existing activities

C H A P T E R  3

Growing a Strong Trunk
Nourishing and Sustaining the Coalition Tree
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• Creating a leadership structure that provides effective oversight of activities, 
gives guidance, neutralizes tensions, and overcomes stalemates

• Nominating member organizations as project champions, according to their 
expertise

• Providing platforms for constructive dialogue
• Ensuring transparency in the use of coalition funds and project status
• Creating ownership among members, for example, by equal involvement in 

decision making
• Giving members strong incentives, for example, capacity building, networking
• Acknowledging member’s contributions and celebrating results and achieve-

ments.

FoTAPP’s experience reveals vital lessons for developing and nurturing 
 successful coalitions, as outlined in box 3.1.

Kenya Country Context

Overview of Pharmaceutical Sector
In its latest census (2008–09) (Kenya Demographic and Health Survey 2010), 
Kenya had a population of 39.4 million. With an estimated percentage increase of 
2.8 per year, the country is estimated in 2014 to have over 40 million people. The 
demand for medicines in the domestic market is driven by a number of related 
factors, such as disease incidence and type (for example, human immunodefi-
ciency virus [HIV] and acquired immune deficiency syndrome [AIDS], malaria, 
tuberculosis), procurement and distribution, exports, and health insurance.

Box 3.1 Key Lessons in the Establishment of a Multistakeholder Group: Kenya

1. Build relationships proactively within the coalition—Ensure strong leadership that can 
nurture relationships, balance each member’s needs, and constantly direct members 
 toward the coalition’s common mission.

2. Ensure members’ organizational commitment at the highest level—This helps gain quick 
approval of the coalition’s decisions, strengthens its credibility, and ensures members 
 remain engaged in coalition work when an individual representative leaves a member 
organization.

3. Have a clear coalition agenda—Ensure all members understand the coalition’s purpose 
and scope, to prevent individual organizations introducing their own agendas.

4. Ensure sustainable financial resources—The coalition must remain continuously mindful 
of the need to be sustainable, for example, engaging support from its target audience for 
an initiative.

5. Emphasize the common goal—This will help the coalition through potentially challeng-
ing situations, for example, if it is required to monitor a member’s performance.
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Kenya has a decentralized system of governance created by the Constitution 
of 2010. The new structure comprises two levels of government: 47 county 
administrations and the national government. The public delivery system for 
health care is organized in a conventional pyramid structure, with dispensaries 
providing first-level care, health centers and subcounty hospitals at the next 
level, followed by county hospitals. At the apex of the pyramid are two referral 
hospitals, the Moi Teaching and Referral Hospital in Eldoret and the Kenyatta 
National Hospital in Nairobi. These referral hospitals are the only health facili-
ties that remain under the direct supervision of the national Ministry of Health. 
Public health facilities account for 48 percent of all health facilities in the 
country, while those owned by faith-based organizations and nongovernmental 
organizations (NGOs) account for 14 percent, and 38 percent are privately 
owned.

Kenya is currently the largest producer of pharmaceutical products in the 
Common Market for Eastern and Southern Africa (COMESA), supplying about 
50 percent of the region’s market (KAM Pharmaceutical & Medical Equipment 
Sector 2014). However, the pharmaceutical sector is a complex one, involving 
many different players, including manufacturers, national regulators, government 
ministries, wholesalers, distributors, retailers, and consumers. Kenya has increas-
ingly realized that to create the environment in which the pharmaceutical indus-
try can flourish requires concerted action across these stakeholders. Only then 
can the sector realize its full potential as an asset to economic and social 
development.

The Procurement and Distribution of Medicines
In Kenya, the supply of pharmaceuticals to public health facilities is the preserve 
of the Kenya Medical Supplies Agency (KEMSA). By law, KEMSA is responsible 
for procurement, warehousing and distribution of medicines and medical sup-
plies to such facilities across the country. This near-monopolistic arrangement has 
experienced challenges that affect access to medicines and medical supplies. 
A multistakeholder coalition, FoTAPP, was set up to focus on transparency in 
pharmaceutical procurement as one of the means by which access to medicines 
and medical supplies could be improved.

It has been estimated that KEMSA’s purchases constitute 30 percent of all 
prescription drugs in the Kenyan market. The pharmaceutical distribution sys-
tem in Kenya can be classified into public (government), NGO, and private chan-
nels. Public sector procurement in Kenya is both centralized and decentralized, 
both options managed by KEMSA. KEMSA also procures medicines for some 
donor partners.

Another bulk procurer of medicines is the Mission for Essential Drugs and 
Supplies (MEDS), a not-for-profit organization which purchases medical items 
for faith-based organizations (FBOs) and some donors. Private sector procure-
ment and distribution is handled by various pharmacies and private health 
facilities.
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Legal Framework
The main legislation for control of the pharmaceutical sector in Kenya is the 
Pharmacy and Poisons Act, Cap 244. Its main purpose is to regulate the profes-
sion of pharmacy and to control the manufacturing, trade, and distribution of 
pharmaceutical products.

The recently enacted Kenya Medical Supplies Agency Act, 2013, provided 
autonomy to KEMSA to procure, warehouse, and distribute medicines, medical 
supplies for prescribed public health programs, and the national strategic stock 
reserve. KEMSA is equally mandated to support county governments to establish 
and maintain appropriate supply chain systems for medicines and medical 
supplies.

Other relevant laws include the following:

• Industrial Property Act, 2001. Popularly known as the “Patent Act”, this 
 provides for the promotion of innovation, to facilitate the acquisition of 
technology by granting and regulating patents, utility models, inventions, 
and  industrial designs. Kenya acceded to the Trade-Related Intellectu-
al Property Services (TRIPS) agreement by enacting this legislation in 
2001.

• Anti-Counterfeit Act, December 2008. This prohibits trade in counterfeit 
goods, including pharmaceuticals.

• Kenya Public Procurement and Disposal Act, 2005. This establishes the pro-
cedures for public procurement.

Pharmaceutical Regulation and Governance
The regulatory authority for Kenya’s pharmaceutical sector is the Pharmacy and 
Poisons Board , established by law under the Pharmacy and Poisons Act, Cap 244. 
The board regulates the practice of pharmacy and the manufacture and trade of 
medicines and poisons. The National Quality Control Laboratory was established 
as the technical arm of the board, to provide for the examination and testing of 
drugs and to ensure quality control.

Organizations governing the sector include the following:

• Federation of Kenya Pharmaceutical Manufacturers (FKPM)
• Kenya Association of Pharmaceutical Industry (KAPI)
• Kenya Association of Manufacturers (KAM)
• Kenya Private Sector Alliance (KEPSA)
• Kenya Health Federation (KHF)
• Pharmaceutical Society of Kenya (PSK)
• Various Civil Society Organizations (CSOs) working in the health sector 

and on governance. (FoTAPP has a membership of 40 CSOs interested in the 
procurement and supply of pharmaceutical and nonpharmaceutical 
 products.)
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The Pharmaceutical Sector and the Reform Agenda
Access to health care and the availability and affordability of medicines are key 
health issues for the poor in Kenya. A study by the Ministry of Health supported 
by the World Health Organization (WHO), Health Action International-Africa 
(HAI-A), and HAI-A partners in Kenya (Medicine Prices in Kenya 2005) high-
lighted factors that contributed to high and variable prices for medicines and 
identified strategies and policies to improve their affordability.

Factors inhibiting access include insufficient health financing, deficiencies in 
human resources, poor physical infrastructure, stock-outs of basic essential medi-
cines, and deficiencies in pharmaceutical commodity supply and management. In 
2012, FoTAPP carried out a citizen satisfaction survey in which staff at partici-
pating facilities expressed dissatisfaction with the timeliness of supplies, the use 
of Information and Communications Technology (ICT) for effective tracking and 
evaluation, and the handling of emergency supplies. Other weaknesses had been 
reported in a KEMSA Customer Satisfaction Report of 2011, including com-
plaint handling procedures, poor information sharing, inefficient drug redistribu-
tion, poor problem solving, poor timeliness of supplies, and stock-outs.

Concerted efforts to approach pharmaceutical challenges in Kenya are as old 
as the industry itself. For example, stakeholders are unified with regard to the 
scourge of counterfeit drugs, which cause huge health problems and threaten 
legitimate manufacturers, who effectively have to compete with substandard 
products. The voice of civil society working in the health sector was loud in dif-
ferentiating counterfeit drugs from generic drugs, believed to be accessible and 
affordable to the majority, ultimately saving lives.

The legal standard for access to health care is set out by Article 43 of Kenya’s 
Constitution, which provides that every individual has the right to the highest 
attainable standard of health, including the right to health care services. Public 
participation is key in attaining this right. Health sector stakeholders (public, 
private, and civil society) are fully aware that reform in the sector needs to tackle 
barriers to access in order to meet the constitutional standard. However, these 
stakeholders need to sit around one table, each bringing their different expertise 
to strengthen governance in pharmaceutical procurement and supply 
management.

Rationale for Setting Up a Multistakeholder Coalition

At the time FoTAPP was established in 2011, Kenya was facing serious account-
ability challenges in public procurement. A lack of transparency was having sig-
nificant consequences for public services, with 30 percent of the national revenue 
being lost in fraudulent procurement (Organization of Economic Cooperation 
and Development [OECD]). Meaningful citizen participation in decision mak-
ing and the reform process was urgently needed. FoTAPP members unanimously 
agreed to concentrate on monitoring pharmaceutical procurement to ensure 
effective service delivery to citizens.
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FoTAPP’s multistakeholder approach includes a wide range of coalition 
 members from various institutions and sectors. These members drive and sustain 
the coalition’s agreed agenda—in FoTAPP’s case, to enhance transparency and 
accountability in pharmaceutical procurement and supply chain management. 
The multistakeholder approach would allow the sharing of diverse expertise, 
knowledge, and experience between members, thereby improving their capaci-
ties. Transparency International Kenya (TI Kenya) was selected as the coalition 
convener.

Moving the Reform Agenda Forward

The multistakeholder approach drove the reform agenda by identifying exist-
ing gaps in the pharmaceutical supply chain and developing appropriate inter-
ventions in response. Working in coalition has improved stakeholders’ 
 knowledge and understanding of pharmaceutical procurement, and enhanced 
monitoring of procurement and supply chain management (PSM) in the sector. 
Key activities included the development of relevant tools to enable standard-
ized monitoring. Coalition members are able to hold each other accountable 
for any problems that arise, not necessarily casting blame but openly discussing 
concerns through a participatory approach and coming up with sustainable 
solutions.

The development and application of monitoring tools provided opportunities 
for joint investment of resources—time, staff, and finances—due to shared objec-
tives among members of the coalition. One such intervention under FoTAPP is 
the mobile drug tracking system that sought to use a mobile application to sup-
port citizens in accessing information on the availability of medicines and on 
health facility drawing rights,1 enabling group chat and registering patients’ com-
plaints. The coalition piloted tracking of pharmaceuticals using information 
technology, through the Mobile-phone Drug Tracking System (MDTS). This 
enables consumers to query the availability or otherwise of medicines along the 
supply chain. Their input was then integrated into the Logistics Management 
Information System (LMIS) unit in the Kenya Medical Supplies Authority 
(KEMSA).LMIS therefore enables facility staff to order products, track consign-
ments, and give feedback using mobile applications. The system was developed 
in collaboration with KEMSA and now resides in the citizen feedback module in 
the E-Mobile platform that KEMSA is currently rolling out to Kenya’s public 
health facilities.

Accountability is also top of the agenda for reforms in the public health sector. 
Through the Ministry of Health (which is represented in the coalition), FoTAPP 
has benefited from the findings and lessons learned from the pilot of the social 
accountability project implemented by the Ministry of Health with the support 
of the World Bank. Through this collaboration, the ministry has included CSOs 
and other partners in the development of a manual on social accountability. It 
has also constituted a technical working group to support the implementation of 
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social accountability mechanisms. This engagement has resulted in the Draft 
National Health Policy for 2014 including components of social accountability.

With support from members such as KEMSA, the Ethics and Anti-Corruption 
Commission, the Public Procurement Oversight Authority (PPOA), and the 
Ministry of Health’s Social Accountability Focal Point, the coalition carried out 
capacity building for Health Facility Management Committees in target facilities. 
This has contributed to an increase in knowledge on the functions of KEMSA 
and PPOA. It is important to note that when FoTAPP was established, the coali-
tion’s added value was not as evident as it is now. There were varying expecta-
tions among members—for example, members of civil society had to step back 
from their role as watchdog to government agencies, instead sitting together with 
them as partners. These government agencies viewed themselves as having the 
sole mandate to address public problems. This positioning had to be addressed at 
the establishment of the coalition, by emphasizing that the sole beneficiary of all 
efforts by the public and private sectors and civil society is the common 
citizen.

In addition, the coalition was established alongside other existing platforms, 
such as government partnerships with some development agencies, and bilateral 
partnerships with private sector players. Such platforms were successful to the 
extent of achieving their specific objectives, but were not able to address the 
larger issue of transparency and accountability in national pharmaceutical pro-
curement. The coalition was, in some instances, viewed as a threat to these exist-
ing agreements, a duplication of efforts or even as simply a “busybody.” 
Government agencies also had other expectations of civil society, expecting 
funding for government projects or strategic plans. This was far from the coali-
tion’s agenda. Initially, other coalition members expected that the government 
would see as obvious the benefits of working through a multistakeholder process. 
However, this was not the case. The coalition had to find middle ground from 
which to address the needs and expectations of each member by agreeing on a 
few priority areas of action beneficial to all members.

Nourishing and Sustaining the Coalition

The overall key to sustaining successful coalitions is the ability to have an impact 
on the target community, creating change and seeing results. This is achieved 
through the ability of the coalition to be flexible and adaptive to environmental 
changes. FoTAPP’s central approach was to remain alert to any concerns arising 
among the membership and to remain continuously relevant to each member’s 
reasons for joining the coalition. The leadership would rotate in order to provide 
new ideas and strategic direction. A coalition also has to deal with new members 
joining at different stages of development of the coalition and existing members 
leaving.

Other factors that helped the coalition toward sustainability included the 
following:
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Mobilizing Resources

Resource mobilization may be defined as a management process that involves 
identifying people who share the same values and taking steps to create relation-
ships with them (Venture for Fund Raising 2000). Mobilizing resources goes 
beyond simply raising funds. It also comprises organizational development and 
management, communicating and prospecting, and relationship building 
(Venture for Fund Raising 2000). Resource mobilization is an important compo-
nent in sustaining coalitions, as it provides nourishment for growth, and solidifies 
relationships and collaborations.

Mobilizing resources for a coalition not only involves financial contributions 
but also includes nonmonetary resources such as time, expertise, and facilitation 
of logistics. For instance, coalition members sacrifice time in participating in 
coalition initiatives, communicating and coordinating, and sharing experiences. 
Members also contribute expertise, including professional advice, research, and 
the development of documents. Contribution of resources also includes cofund-
ing initiatives and covering expenses incurred in coalition work (such as travel 
costs, hosting meetings, and stationery) or other project funds. The soliciting of 
these contributions has been vital in ensuring that the coalition meetings and 
activities are undertaken with adequate contributions from members.

Like MSG-Pharma in Tanzania, FoTAPP at its initiation received seed funding 
and technical support from the World Bank Institute. This aimed at bringing 
together partners and introducing the concept of the multistakeholder approach. 
The funds also supported the formulation of governance structures, the develop-
ment of work plans, and resources to implement activities once the coalition was 
mobilized. Although it lacked the substantial funding from the UK’s Department 
for International Development (DFID) enjoyed by the Medicines Transparency 
Alliance (MeTA) coalition in Uganda (which significantly reduced the task of 
resource mobilization for MeTA), FoTAPP and Tanzania’s Multistakeholder 
Group on Pharmaceutical Procurement (MSG-Pharma) both managed to aug-
ment their resources to allow for successful implementation of their work plans, 
as discussed below.

Time as a Resource
To facilitate the implementation of various coalition activities, members of each 
coalition agreed on periodic meetings. FoTAPP agreed to meet every last 
Thursday of the month for at least three hours, and equivalent to approximately 
US$240 in consultant’s fees.2 Tanzania and Uganda coalitions met every two 
months. These scheduled times did not preclude the convener from calling for 
ad hoc meetings according to need, as was the case during the formative stage of 
the coalition.

The meetings were aimed at discussing the progress of the coalition, following 
up on previously agreed actions, providing new ideas, and distributing responsi-
bilities for action. Prior to these meetings there were various e-mail discussions 
over thematic areas and decision making over key issues. Time allocated to 

http://dx.doi.org/10.1596/978-1-4648-0287-4


Growing a Strong Trunk 41

Accelerating Health Reforms through Collective Action • http://dx.doi.org/10.1596/978-1-4648-0287-4

 participate in such discussions was acknowledged as a key resource, since each 
member organization contributed staff time3 to do so.

Expertise
The coalition comprised various institutions that contributed professionals in law, 
health, media and communication, political science, supply chain management, 
human resource management, research, environmentalism, and statistics, among 
others. All these individuals contributed specialist opinions on issues pertaining to 
their expertise, which would otherwise have been paid for. For instance, in Kenya, 
legal opinion would on average cost $500 per pronouncement. This expense was 
saved by having lawyers on board who provided this advice at no cost. As a result, 
FoTAPP was able to draft various tools and reports at minimal cost by harnessing 
the expertise of coalition members and eliminating the need for consultants. Such 
expertise was similarly used to train members for free.

Accessing research documentation was equally made easy and faster, saving 
time and funds. All three countries had government partners in the coalition, 
which enabled prompt access to relevant unpublished government documents. 
The same applied to development partners and specialized civil society and pri-
vate sector members.

Financial Resources
Finances were crucial to the success of the coalition work. Seed funds were 
needed to initiate the first meetings, sell the idea to stakeholders, and establish 
strong governance systems. Where finances are not directly given for coalition 
activities, a coalition has to leverage existing initiatives that are already funded.

FoTAPP identified several methods for obtaining funds:

• Cofunding by stakeholders—Coalition partners identified budget lines in 
their ongoing activities to contribute to the coalition’s activities. For example, 
the use of data to enhance transparency and accountability in the health sec-
tor is a key strategic area for the National Taxpayers Association (NTA),4 one 
of the coalition members. NTA therefore contributed money from its project 
funds to support data collection for the baseline health sector survey that 
would guide the work of the coalition.

• Proposals to development partners—FoTAPP successfully bid for funding 
from the World Bank Civil Society Fund, receiving US$100,000 to collect 
data to evaluate citizen satisfaction with health service delivery (among other 
activities). As the coalition convener, Transparency International Kenya (TI 
Kenya) led in drafting the proposal and had three other organizations sign it. 
Applying for the funds as a coalition increased the chances of winning fund-
ing, because the coalition was able to take advantage of the credibility of its 
member organizations with a proven track record in a particular area of focus.

• Riding on stakeholder project activities—Coalition members pegged some of 
their activities on fellow member organizations’ activities. Most frequent was 
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capacity building. For example, the Tanzania Public Procurement and 
 Regulatory Authority (PPRA) had funds to train stakeholders in contract mon-
itoring. The Tanzania coalition benefited from this training fully funded by 
PPRA. In Kenya, TI Kenya had incorporated the health sector in its strategic 
plan and had previously launched the health sector report gauging the sector’s 
levels of transparency and accountability. It had resources for enhancing trans-
parency and accountability in public procurement using ICT solutions, so it 
contributed toward the Mobile Drug Tracking System steered by the coalition.

• Leveraging relationships—The coalition has used its portfolio of members 
and their expertise to profile its members and attract funding by including the 
profiles in proposal documents and highlighting the relationships that exist 
with the target institution. It has also developed funding proposals that lever-
age its partnerships with members to highlight its broad range of strengths 
and skills.

An example is the pilot of the Mobile Drug Tracking System5—the mobile 
phone-based technology that allows members of the public to query the avail-
ability of medicines in target facilities. The existing relationship between the 
coalition, the Ministry of Health, and KEMSA was a key factor in tipping the 
scale for the pilot, as the system could only be developed in collaboration with 
KEMSA (due to heavy reliance on its logistics management system) and the 
Ministry of Health (for the extraction of consumption data for public health 
facilities and physical access to the target facilities). This led to the system’s being 
integrated into the KEMSA M-health platform (based on mobile technology).

The coalition also identified members as key partners in the implementation 
of a major funding proposal (discussed below). In order to secure funding for the 
citizen satisfaction survey, it developed proposals to facilitate the customization 
and validation of tools, highlighting the skills of key member organizations 
renowned in the field of social research.

Leadership

Leadership is a key component in the coordination of a coalition and in sustain-
ing its momentum. A coalition’s success requires mutual respect, with leadership 
as the cement that binds the support of others in the accomplishment of agreed 
objectives. Leaders organize, provide guidance, and can neutralize tensions and 
break stalemates in a coalition. There is therefore need for a clear governance 
structure that reinforces the legitimacy of the convener and defines the relation-
ship between members.

Leadership Structures
Leadership of a coalition is determined by its members. In Kenya, the coalition 
has formalized its governance structure by concluding a Memorandum of 
Understanding (MoU) that guides the interactions of its members and assigns 
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roles and responsibilities. The initial formation of the Kenya coalition was 
through the selection of key stakeholders working on issues related to access to 
medicines and health service delivery. This process was led by TI Kenya which 
convened the maiden meeting that brought together all the key actors in this 
area. This was followed by the nomination of the convener by consensus. The 
MoU defines the convener’s leadership role to include the following:

• Coordinate representation of the coalition at various forums in and outside 
Kenya

• Oversee project implementation and provide feedback to the group, including 
appropriate reports. These functions would involve:
– Supporting and undertaking resource mobilization efforts
– Communicating on behalf of the coalition
– Acting as custodian of joint funds and being accountable for expenditure
– Acting as custodian of administrative documents including minutes, the 

MoU, and any other agreements
– Overall coordination of the coalition, including updating the list of mem-

bers.

The convener also has a role in moderating coalition meetings and giving gen-
eral strategic direction. This clarity in roles has helped keep the coalition focused 
on agreed issues and facilitated smooth implementation of its projects, with 
active participation from members.

Identifying Champions
The coalition nominates member organizations to lead and act as champions in 
the implementation of components of its work. The selection process is based on 
the area of focus and the expertise of the institution, allowing different members 
the opportunity to take leading roles in various coalition activities. With support 
from the convener, lead organizations have responsibility for coordinating coali-
tion members to ensure that a task is completed on time. Activities members 
have championed include:

• The development of social accountability and procurement assessment tools
• Data collection and report preparation
• Capacity building.

In some instances, lead organizations team up with the convener to function 
as a technical working group. Organizations with the required skills or expertise 
are selected by the coalition to support the implementation of specific activities. 
Members contribute in their area of expertise, enabling the coalition to benefit 
from their intellectual input at minimum or no cost. This has created a sense of 
ownership, as members have an intimate understanding of the coalition’s project 
and tools.
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In Uganda, the coalition succeeded in securing support from the Ministry of 
Health, as one of the institutions invited to its formative meetings. Through col-
laboration with the Ministry of Health representative (the principle pharmacist), 
MeTA Uganda has succeeded in embedding the coalition within the ministry’s 
structures, giving it official recognition and allowing it to contribute to the 
reform agenda at key levels.

Using Effective Communication Strategies
To disseminate information, the coalition has employed various modes of com-
munication, including social media, emails, meetings, as well as telephone calls, 
press, and publications for updates and reports. Most information and strategic 
documents are disseminated via email and discussed during meetings to ensure 
that even those members absent from meetings are able to access vital informa-
tion, contribute to discussions, and remain engaged.

Facilitating Ongoing Dialogue and Promoting Transparency
Open, continual dialogue and the ongoing promotion of transparency are critical 
to a coalition’s success in terms of recruitment and retention of its membership. 
Transparency and information sharing are at the core of good governance, pro-
moting a sense of ownership, facilitating resource mobilization, sharing between 
members, and reducing resistance and opportunities for conflict. Stakeholder 
dialogue is generative; it discourages blaming for the past and creates a shared 
future.

• Promoting dialogue: The coalition was able retain and grow a membership 
beyond the initial members by facilitating platforms for constructive dialogue 
through the following:
– Meetings: FoTAPP held monthly meetings, giving members an opportunity 

to contribute opinions and comment on various interventions. This meant 
that activities met little resistance and were actively supported by members.

– Validation and review: Meetings for these purposes have served as key 
communication tools for collating feedback from members and other 
stakeholders. Periodic email updates and text messaging have been used to 
sustain interest and participation in coalition affairs.

– Capacity building in communication: Coalition building requires tackling 
a complex array of challenges, one of which is getting the communication 
dimension right. Coalition members received training in effective commu-
nication and subsequently developed a communication strategy for the 
coalition. Allies and opponents of the reform agenda were identified 
through targeting strategies. A power analysis matrix was used to assess the 
relative power relationships among groups and individuals in favor or 
against the reform agenda to inform appropriate messaging. Uganda ben-
efited from similar training. Its coalition has used its strategy to create 
broad-based  understanding of the “crisis” of ineffective and wasteful health 
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service  delivery at the facility level, and mobilized both supply-side and 
 demand-side actors to address implementation hurdles identified through 
a citizen satisfaction survey, which covered more than 200 health facilities 
nationwide.

  Through the coalition, members received social media training to equip 
them with skills to make use of new avenues of communication. In  Uganda, 
the media practitioners were trained in proactive online reporting on 
 access to medicines. This brought greater visibility and corresponding 
 action on the availability of medicines, leading ultimately to the establish-
ment of a medicines’ monitoring unit in the office of the president.

• Promoting transparency: FoTAPP’s MoU contains accountability clauses in 
the section on the roles of the convener, specifically stating that the convener 
is accountable for funds spent and should render accounts accordingly. The 
MoU ensures transparency is upheld by stating that the convener must allow 
members unfettered access to all coalition documents. Transparency is further 
enhanced through the circulation of reports, tools, and work plans, which are 
discussed and approved at monthly meetings. The coalition also promotes 
transparency and accountability by giving status reports on project imple-
mentation and financial accountability at each meeting.

Creating a Sense of Ownership

To sustain a successful relationship, members need to have a continuous sense of 
ownership of the coalition’s processes and results, and to consider themselves as 
core partners. A sense of ownership is often more a psychological feeling than a 
legal position. This feeling of ownership is more critical in a coalition, giving 
contentment that each partner’s opinion counts, creating trust, and reducing 
conflict.

The three country coalitions had different approaches to promoting a sense of 
ownership among members, including the following:

Purpose of the Coalition
The goal of the coalition has to largely fit into the agenda or strategic direction 
of each individual member. Among FoTAPP’s teething problems was the need 
to agree on the coalition’s key objectives and priority activities. After several 
consultations, members unanimously agreed to work on the overall supply 
chain of pharmaceuticals to ensure effective service delivery to citizens, rather 
than concentrating only on the procurement process. This harnessed a sense of 
belonging, contributing greatly to the retention and active engagement of 
members.

Governance and Selection of Leadership
A key component of ownership is involving members in the process of establish-
ing the coalition’s governance structure and leadership. The leader must be 
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generally acceptable to all members in order to provide effective direction. The 
Ugandan coalition agreed on a governance structure that comprised a governing 
council and a secretariat. Tanzania has a steering committee and a convener, 
whereas Kenya has only a convener. The point here is to explore and decide 
which approach best works for a particular coalition; no one structure fits all.

Inclusion and Equal Participation of All Members
The three country coalitions achieved this through group emails to keep every 
member informed about coalition activities. As far as possible, roles were also 
assigned to each member. Without opportunities for service, members’ interest 
may wane; they may also feel side-lined and neglected. The more members par-
ticipate, the more integrated they become into the coalition.

Constant Communication
Regular updates by the conveners or secretariat keep members informed, and 
help members feel recognized and valued. To ensure that all members are 
catered for, a variety of communication methods may be used: texting, emails, 
and publications such as newsletters.

Decision-making Processes
Consensus building was the most common method used in arriving at favorable 
decisions. This avoided the division of members by creating a “winners versus 
losers” scenario, which is a major cause for the ineffectiveness or breakup of coali-
tions. Every member needs to feel equally that their ideas are incorporated in the 
coalition’s processes.

Ownership of Benefits and Results
The word “we” has a magic effect in any coalition. Joint ownership of processes, 
benefits, and results—regardless of the amount of contribution by each mem-
ber—creates a strong sense of ownership by the general membership. This 
includes taking collective responsibility for failures.

Providing the Right Incentives

Responsiveness to the Needs of Member Organizations
While coalitions do not offer monetary incentives for members, they maintain 
their interest by identifying activities relevant to members’ organizational objec-
tives, which in turn inspire contribution and participation. This was demon-
strated by the ease with which all three coalitions were able to identify projects 
that could support their mandates. For example, Tanzania’s Public Procurement 
Regulatory Authority (PPRA) was pleased to support a national monitoring 
group aimed at helping PPRA achieve its objectives. The authority fully funded 
the training of the Tanzania coalition in contract monitoring, as this would sup-
port its work. This arrangement was also a great incentive for PPRA to remain a 
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member of the coalition. In Uganda, the Public Procurement and Disposal of 
Assets Authority (PPDA), an equally active member of MeTA Uganda, took a 
similar approach.

Capacity-Building Opportunities
Various training activities arise out of coalition building. Organizations focusing 
on training are attracted to coordinated groups of stakeholders, as they provide an 
opportunity to reach program implementers at the basic facility level, influence 
implementation, and ensure concrete actions take place, based on lessons learned. 
Development partners also provide learning opportunities by supporting mem-
bers to attend forums that are beneficial to the work of the coalition. For example, 
the World Bank Institute (WBI) sponsored some members of the Kenya coalition 
to attend the fifth Latin American conference on Innovative Solutions toward the 
Achievement of the Right to Health, held in Brazil. Participants learned about 
Brazil’s devolved system of health care governance. Given Kenya’s own transition 
to a devolved governance system, the insights acquired through this knowledge 
exchange were shared with other FoTAPP members. The coalition has since 
developed various concepts for the implementation of best practices.

Generally, all the country coalition members benefited from WBI-facilitated 
training on topics such as the concept of a multistakeholder approach, under-
standing the basics of procurement, and effective communication. On successful 
completion, participants received certificates, which have boosted their career 
portfolios. Such capacity building opportunities remain a key incentive for 
membership.

Networking Opportunities
Coalition meetings provide space for members to share experiences, meet 
experts from different spheres, and interact beyond coalition activities. For 
example, coalition members helped the Procurement and Supply Chain Students 
Association of the University of Nairobi to finance its annual activities through a 
fundraising dinner.

Celebration and Acknowledgment of Shared Achievements

FoTAPP has achieved many successes, large and small, all facilitated by members’ 
participation. An important part of maintaining momentum for the coalition has 
been members’ celebration of these achievements. This begins by recognizing and 
acknowledging individual members for their intellectual contributions and any 
other form of support to the coalition. This is done internally during meetings 
through citing contributions made, or more formally through recognition in pub-
lished materials. The coalition also holds events to share successes with stakehold-
ers and acclaim the achievement of objectives. In Uganda, MeTA goes further by 
ensuring beneficiaries and stakeholders that participate in implementation are 
recognized and that the government makes commitments on identified issues.
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At meetings, members are also able to publicize upcoming events that may 
require attendance by other members. This way, the respective institutions mem-
bers belong to (in their regular jobs) can support each other and celebrate the 
achievements of fellow members. This has promoted cohesion within the 
coalition.

Challenges and Lessons Learned

Working in coalition allows members to achieve better results than working 
alone, but inevitably requires greater commitment and effort. Every coalition is 
different, but the East African experience reveals key lessons applicable to all:

1. Build relationships proactively within the coalition. For the sustainability of the 
coalition, it is important to address members’ concerns continuously and to 
create a purpose that each member can support or identify with. Members’ 
individual goals need space in the coalition agenda if they are to feel useful. 
Ignoring concerns can lead to a revolt within the coalition. However, giving 
any member more space or attention than others can upset the coalition. The 
convener requires strong leadership skills to balance this need and direct the 
membership constantly toward the coalition’s common mission. This is the 
“give and take” concept of any relationship.

2. Ensure members’ institutional commitment at the highest level. FoTAPP’s mem-
bership is institution based. This has posed a challenge in the implementation 
of decisions, as every decision must be further discussed at individual institu-
tion level before approval, resulting in significant delays and sometimes stag-
nation where a quorum cannot be achieved. FoTAPP also suffered setbacks 
when a member’s representative left that institution, taking with them the 
institutional memory. This requires an effective induction for the new repre-
sentative, and the time required for them to understand how the coalition 
works sometimes causes projects to stall.

There is a need for balance, in which institutions commit to the coalition 
and have more than one employee engaged in its work. This strategy, which 
enhances participation in the coalition’s activities, is achieved through win-
ning buy-in from the member’s top management. This then cushions the co-
alition so that when an individual representative leaves a member organiza-
tion, the transition is made smoother through replacing the outgoing 
representative with another employee of the member institution who was 
already aware of the coalition’s work. Having institutions as members, as op-
posed to a coalition of individuals, also has the benefit of bringing credibility 
to a coalition and attracting recognition by other stakeholders.

3. Have a clear coalition agenda. Where the participation of an organization is 
checkered, its representatives may not understand the mandate and the scope 
of the work. This can result in attempts to introduce individual organization’s 
mandates into the coalition mandate or delays in arriving at consensus on an 
issue.
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4. Ensure sustainable financial resources. The coalition has to continuously 
 remind itself of the need to be sustainable, with or without external financial 
support. One way is to engage with beneficiaries (such as the relevant depart-
ments within the Ministry of Health, citizen groups, etc.) on the impact of the 
coalition’s work. This has strong potential to achieve their buy-in.

5. Emphasize the common goal. It is important to remain aware that the multi-
stakeholder approach may be difficult for partners outside the coalition to 
understand. Questions may include how the coalition can work with a mem-
ber partner whom it is meant to monitor. This issue was addressed through 
continuous emphasis of the beneficiaries of the coalition—Kenya’s citizens—
and ensuring that all work undertaken was geared toward improving the pop-
ulation’s health rather than “correcting” any member organization’s faults. 
Keep reminding members about the greater goal that all are working to 
achieve: access to medicines at affordable prices for the country’s citizens.

Notes

 1. In Kenya, under the National Health Sector Strategic Plan II (2005–2012) the govern-
ment (Ministry of Health) has established virtual “drawing rights” for health facilities 
to move toward the “pull” system of supply, in which facilities order their required 
supplies and commodities based on actual need rather than receiving centrally deter-
mined numbers of medicine kits (referred to as the “push” system of supply). See 
Ramana, Gandham N. V., Rose Chepkoech, and Netsanet Walelign Workie. 2013. 
Improving Universal Primary Health Care by Kenya: A Case Study of the Health Sector 
Services Fund (UNICO Studies Series 5). Washington DC: The World Bank. http://
www-wds.worldbank.org/external/default/WDSContentServer/WDSP/IB/2013/02/
04/000425962_20130204110301/Rendered/PDF/750020NWP0Box30ry0Health0
Care0KENYA.pdf (accessed June 3, 2014).

 2. Calculated at the average pay for short-term consultants, $250 per day.

 3. Staff related costs such as salary, revenue generated, transport costs.

 4. The National Taxpayers Association (NTA) is an independent, nonpartisan organiza-
tion focused on promoting good governance in Kenya through citizen empowerment, 
enhancing public service delivery, and partnership building. One of its key objectives, 
linked to FoTAPP’s goals, is to ensure that taxpayers’ money is used to deliver quality 
public services for all Kenyans.

 5. The Mobile-phone Drug Tracking System (MDTS) was piloted as part of KEMSA’s 
e-mobile system. This system allows KEMSA to inform customers and health care 
stakeholders more accurately and efficiently about the amount of essential medicines 
and medical supplies being consumed nationwide, and the stock levels, in order to 
serve all Kenyans equally. The use of mobile technology allows each facility to send 
orders to KEMSA and report on consumption data, thereby facilitating proper plan-
ning and forecasting of commodities.

http://www-wds.worldbank.org/external/default/wdscontentserver/wdsp/ib/2013/02
http://dx.doi.org/10.1596/978-1-4648-0287-4
http://www-wds.worldbank.org/external/default/wdscontentserver/wdsp/ib/2013/02
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Introduction

The test of any coalition is its ability to work on concrete initiatives directly 
linked to the attainment of its objectives. In the context of health reforms, suc-
cessful coalitions are those able to leverage their members’ respective competi-
tive advantages to design interventions that catalzye change.

This chapter describes Medicines Transparency Alliance (MeTA) Uganda’s 
experience in working collaboratively to generate the evidence necessary to 
inform policy making. It outlines the key steps taken, including approaches for 
setting priorities, developing civil society capacity, and implementing country 
action plans and joint initiatives. From these activities valuable lessons emerged 
in sustaining collaborative action, most notably:

• The importance of maintaining coalition cohesion
• The centrality of the coalition’s credibility and legitimacy in creating the 

space for it to contribute to reforms
• The need for high-level political buy-in
• The opportunities that obstacles can present for innovation and creativity
• The need to recognize and respect stakeholder sensitivities in order to estab-

lish an enabling environment for cooperation.

MeTA Uganda has accomplished much as a coalition since its inception in 
2009. However, this chapter gives more prominence to the World Bank Institute 
(WBI)-facilitated interventions, as this publication is primarily intended to share 
experiences based on WBI’s support for coalition building at country and 
 regional levels.

C H A P T E R  4

Branching Out and Bearing Fruits
Deciding and Implementing Coalition Activities: 
Collaborative Action in Uganda

Emmanuel Higenyi, Jacqueline Idusso, and Robinah Kaitiritimba
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The Ugandan Context

Uganda is classified as a Least Developed Country by the United Nations and a 
low-income country by the World Bank (United Nation 2004). The country’s 
economy is predominantly agricultural, although the service sector constitutes a 
significant portion of gross domestic product (GDP) (Mangeni 2012). 
Approximately 80 percent of the population lives in rural areas with limited 
access to health care services, potable water, and sanitation facilities. The United 
Nations Children’s Fund (UNICEF) estimates that 38 percent of the population 
(that is, over 12 million people) survives on less than US$1.25 a day.

Health Sector Structure and Key Actors
The Ugandan health system is generally public-sector driven, with a very strong 
private nonprofit component whose service delivery model mirrors that of the 
public sector. Services and commodities in public health facilities are generally 
free, while private nonprofit health facilities provide services and commodities 
on a cost recovery basis.

The provision of health services is decentralized, with districts and health 
subdistricts playing a key role in the delivery and management of health services 
at local levels. Health facilities are structured into national and regional referral 
hospitals, general hospitals, health centers (levels II–IV), and village health teams 
(health center level I).

There are three levels of supervision: (i) central level institutions such as the 
Ministry of Health (MoH); (ii) local governments, such as District Health 
Offices; and (iii) hospitals and lower level health units. While systems for super-
vision, monitoring, and evaluation exist, there are enormous challenges associat-
ed with monitoring and supervision. For instance, Area Team visits (officer 
appointed by the Ministry of Health and based at regional hospitals) have been 
irregular due to the late release of funds, insufficient funds, and inadequate trans-
port arrangements. They have also been ineffective due to insufficient feedback 
to the districts (Uganda Health Sector Strategic Plan III 2010/11–2014/15).

The key actors within the health sector are as follows:

The Ministry of Health: The managerial and service delivery activities within the 
health sector are based on the mission, vision, policies, and strategic plans ar-
ticulated by MoH. The ministry takes the lead in policy formulation, resource 
mobilization, program implementation, and monitoring overall performance 
of the sector. In delivery of its mandate, it recognizes the contribution made 
by civil society organizations (CSOs) and the private sector, which participate 
in the formulation of health policies and strategic plans under the Public-
Private Partnership for Health (PPPH).

Civil Society Organizations: CSOs perform a monitoring role in the budgeting 
process and implementation of government commitments. In so doing, they 
promote downward accountability, and mobilize and sensitize health  consumers 
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and politicians regarding key health matters. Some achievements in the sector 
have been attained through civil society involvement, such as  increased fund-
ing for maternal and child medicines, as well as recruitment of more health 
workers. These successes highlight the importance of collaboration.

Health Unit Management Committee: For management and governance, each 
health facility has a Health Unit Management Committee (HUMC) or 
 Hospital Board, in addition to the head of the facility. Committee or board 
members are elected by the community, while the committee or board secre-
tary is the facility head. The HUMC or board acts as the voice of the com-
munity within the health facility, and is responsible for holding health facility 
management teams accountable for the efficient use of medicines and other 
resources. Among its duties is the verification of medicines arriving at a facil-
ity. These governance structures also act as redress mechanisms for commu-
nity members on issues related to service quality and the availability of 
 medicines.

Private Sector: The private sector also works in partnership with the public sector 
to deliver services such as medicine distribution and immunization. The 
PPPH, approved by the cabinet in 2011, facilitates the coexistence of both 
public and private sectors in a manner that is integrated and coordinated.

Development Partners: Development partners play a key role by providing policy 
and implementation support. Through initiatives like the Sector Wide 
 Approach (SWAP), they coordinate efforts to better leverage respective 
 comparative advantages in order to improve health outcomes.

Health Sector Hurdles and Opportunities

Uganda’s health system faces a variety of challenges. Three core issues reflected 
in the current Health Sector Strategic Investment Plan (HSSIP) are as follows: 
(i) access to essential medicines; (ii) human resource constraints, and (iii) health 
care financing.

Access to Medicines: Access to essential medicines is an important priority for 
the Ugandan government. The National Health Plan seeks to “ensure that essen-
tial, efficacious, safe, quality and affordable medicines are available and used 
rationally at all times in Uganda”. Achieving this goal requires, among other 
things, the suitable pricing of essential medicines at public facilities to ensure that 
the poor can obtain lifesaving medicines; strengthening of the supply chain to 
ensure that medicines are readily available to meet patients’ needs; the develop-
ment and maintenance of infrastructure to transport and store medicines in line 
with international best practice; and the training of a workforce to manage the 
pharmaceutical supply chain.

Despite recent reforms to enhance access to essential medicines, the health 
sector still faces significant challenges, including high stock-out rates in public 
health facilities—with an average duration of 72.6 days compared with 7.6 days 
in mission facilities (HSSIP). The HSSIP indicates that only 30 percent of the 
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Essential Medicines and Health Supplies list required for the basic health 
 package is provided for in the national budget; global initiatives provide the bulk 
of resources needed for malaria, human immunodeficiency virus (HIV) and 
acquired immune deficiency syndrome (AIDS), tuberculosis, vaccines, and repro-
ductive health. Delays in procurement, poor record-keeping, and poor quantifi-
cation and late orders by facilities contribute to a waste of medicines in the 
public sector. The cost of medicines also remains too high for many citizens—
particularly the poor. Medicines in private facilities are estimated to be 3–5 times 
more expensive than in public facilities.

Human resource constraints: Like many developing economies, Uganda lacks 
an adequate, skilled health care workforce to support a growing disease burden. 
The 2012–13 Report of the Parliamentary Committee on Health indicates a 
doctor-to-patient ratio of 1:24,725 and nurse/midwife-to-patient ratio of 
1:11,000. On average, Uganda has a health worker to patient ratio of 1:818 com-
pared with the World Health Organization (WHO) benchmark of 1:439 
(Namaganda, McMahan, and Oketcho 2012). The report also shows that only 58 
percent of health care positions are filled: Absenteeism and the inability to retain 
health workers—particularly at the lower levels of care—are contributing 
factors.

Health Financing: Out-of-pocket health care financing represents 54 percent 
of total health expenditure in Uganda (MeTA 2010; Parliament of Uganda 
2013). The government makes a contribution toward the delivery of health care 
services; however, the budget allocation for the health sector is significantly 
below the threshold of 15 percent stated in the Abuja Declaration. In the 2013–
14 fiscal year, for instance, Uganda allocated 8.7 percent of the national budget 
to health (directly through the MoH).

The proportion of the population covered by some form of health insurance 
is also very small, at 3 percent (United Nations 2004), meaning that payment for 
health care is made at the point of need. Given the large proportion of Ugandans 
living below the poverty line, high health care costs directly impact their ability 
to access quality health services, including medicines.

To address health sector challenges and accelerate the country’s efforts to 
achieve the targets of the Millennium Development Goals, several reforms have 
been put in place. These include efforts to achieve quality, equity, efficiency, and 
effectiveness by (i) bringing health services closer to citizens with the creation of 
more health centers; (ii) devolving health services to local government authori-
ties in order to increase community participation, promote social accountability, 
and enhance responsiveness to local needs; (iii) promulgating new policies 
including the National Health Policy and the HSSIP; and (iv) subsidizing the cost 
of primary health care services with initiatives such as the abolition of user fees.

In line with the broad reform agenda, the HSSIP II (which covers 2010–15) 
is aggressively targeting (i) scaling up critical interventions already underway 
(such as initiatives linked to maternal and child health); (ii) improving access to 
and demand for health services (including essential medicines); (iii) accelerating 
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quality and safety improvements; (iv) improving efficiency and budget 
 effectiveness; and (v) deepening health stewardship through strategic partner-
ships and collaborative initiatives.

The Pharmaceutical Subsector

Uganda has an established policy and regulatory framework for pharmaceuticals, 
implemented by the National Drug Authority (NDA). The authority is respon-
sible for regulating the pharmaceutical market, licensing premises, issuing drug 
information, pharmacovigilance, quality assurance, import permissions, and dis-
posal of expired medicines. However, it has a limited capacity with insufficient 
outreach (HSSIP II).

The National Medical Store (NMS) is a parastatal organization responsible for 
procuring and storing medicines and distributing them to public health facilities. 
The Joint Medical Store (JMS) procures and distributes to faith-based and other 
nonprofit health facilities. A number of private distributors and wholesalers sup-
ply medicines to private service providers. Other stakeholders include the parlia-
mentary committee on health; the Ministries of Health and of Finance, Planning 
and Economic Development; local districts; health facilities; civil society; and 
development partners.

According to HSSIP II, approximately 940 billion Ugandan shillings (UGX) 
is required to cover the national need for pharmaceuticals, health supplies, and 
commodities annually. Of this amount, 65.5 percent would be spent at commu-
nity and district level—primarily on HIV and AIDS, as well as malaria medica-
tion and commodities. Essential medicines and health supplies take up 12.5 
percent of total costs.

The pharmaceutical subsector has also undergone several reforms in recent 
years. These include the centralization of medicine procurement and distribution 
through the NMS; increased funding for essential medicines and health supplies; 
the embossment of medicines to ensure authenticity; and establishment of the 
Medicines and Health Services Monitoring Unit. The sector has also adopted an 
“informed push” system for medical supplies, based on standard kits developed 
by district health officers in consultation with health facility heads, and issued 
from the center to lower-level health facilities. A “last mile” delivery system1 has 
been introduced for consignments, which is intended to reduce delays and opti-
mize the use of transportation resources.

Several challenges remain, however, including issues such as the absence of 
price control regimes for the private sector, inadequate legal controls or incen-
tives, and no standard operating procedure for public procurement agencies vis-
à-vis their interactions with suppliers (MeTA 2010). In addition, inadequate 
infrastructure for quality control testing of medicines at ports of entry also com-
promises the effectiveness of the drug regulatory authority, leading to delays in 
the release of medicines and medical supplies to market, which affects availabil-
ity and accessibility. Public facilities, especially at the district level, lack the 
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capacity to collect, analyze, interpret, and use logistical and other health 
 information effectively for pharmaceutical procurement and supply chain man-
agement (PSM) processes (MoH 2012). All these challenges are exacerbated by 
inadequate sharing and analysis of logistical, demographic, and epidemiologic 
information among the various actors in the pharmaceutical sector.

The inability to share information and work effectively through a unified 
approach makes it increasingly difficult to develop sustainable solutions to per-
sistent challenges and to hold service providers accountable.

An Opportunity for Collaboration: The Existing Multistakeholder 
Landscape

As part of its reform agenda, the Government of Uganda has prioritized the need 
to engage several stakeholders in the process of formulating health policies and 
monitoring their implementation. It recognizes that addressing the system fail-
ures inherent in the sector will require the mobilization of various resources 
(technical and human), and the exploration of new approaches to solving peren-
nial issues. The HSSIP underscores the need for the MoH to strengthen inter-
agency collaboration, as well as engage the private sector and civil society in 
resolving sectoral challenges. Existing examples of government-led multistake-
holder initiatives include the PPPH, the Health Policy Advisory Committee, 
Technical Working Groups, and Regional Stakeholders Fora. These groups debate 
a variety of issues, ranging from agreeing the strategic priorities of the sector to 
coordination of health service delivery at district level.

Within the area of pharmaceutical procurement in particular, the MoH has a 
track record of partnering with CSOs and development partners such as the 
World Health Organization (WHO), the Danish International Development 
Agency (DANIDA), and Health Action International (HAI). Joint activities 
include designing health policies, monitoring access to essential medicines, and 
leading advocacy efforts. While these interventions have enhanced collaborative 
engagement, they have tended to be ad hoc, focused on specific issues and activi-
ties. This meant that there was clear opportunity for the creation of a multistake-
holder process that would be both sustainable and that would be actively 
involved in the entire value chain of reform processes—from design and imple-
mentation to monitoring and evaluation.

The Medicines Transparency Alliance (MeTA)
MeTA is an international multistakeholder initiative which operates in seven 
countries, including Uganda, and whose aim is to “improve access, availability and 
affordability of medicines for the one-third of the world’s population to whom 
access is currently denied.” Centered on information sharing and collective 
action, the initiative is premised on a theory of change which holds that open 
publication, discussion, and analysis of information about the medicine supply 
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chain by three major stakeholder groups—the government, the private sector, 
and civil society—will lead to a better understanding of problems, create greater 
incentives to pioneer change, and promote greater responsibility and account-
ability among those needed to instigate these changes (“Medicines Transparency 
Alliance: A Review of the Pilot”). The anticipated result is increased access to 
medicines for the most vulnerable sectors of society. This theory of change is 
illustrated in figure 4.1.

MeTA Uganda
MeTA Uganda (“the coalition”) was launched in 2009, becoming one of the 
first multistakeholder initiatives to focus solely on improving access to medi-
cines at the country level (MeTA Uganda Workplan [2012–15]). Prior to the 
coalition’s creation, the MoH had collaborated with agencies such as DANIDA 
to enhance the rational use of medicines, and participated in a tripartite group 
to monitor access to medicines, along with WHO and HAI Africa (represented 
at the country level by the Coalition for Health Promotion and Social 
Development [HEPS], a health rights organization that advocates for increased 
access to affordable essential medicines for poor and vulnerable people in 
Uganda).

The initiative was the first to bring together a multiplicity of actors and stake-
holders including the MoH, medicines agencies, wholesalers, manufacturers, 
faith-based organizations, CSOs, and academia (MeTA Uganda Phase 2). The 
MeTA Uganda initiative was innovative in its narrow focus on access to medi-
cines, and emphasis on generating evidence, facilitating the disclosure of informa-
tion and building the capacity of CSOs to lead advocacy efforts. It also had much 
broader stakeholder participation than existing groups, which were primarily 
coordinated through the MoH and tended to be dominated by the public sector. 
Given MeTA’s independence, the stakeholder group could take a more critical 
perspective on reform issues and could also exercise greater flexibility in its 
choice of priorities and activities. The coordination provided by both WHO and 
HAI Africa allowed knowledge exchange and peer-to-peer learning with other 
countries undergoing similar health sector reforms. It also elevated the coalition’s 
activities to a global level, providing important visibility and recognition for 
efforts implemented at country level.

Robust and relevant
information

(Transparency)

Multisector data
sharing and analysis

(Accountability)

Routine data collection

Better policies and
implementation

(E�ciency)

Improved access
to medicines

Figure 4.1 The Medicines Transparency Alliance Model

Source: MeTA 2010.
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MeTA Uganda’s goal is to increase access to essential medicines, especially for 
the poor and vulnerable. The initiative has a 12-member governing council, a 
three-member secretariat (representing the public sector, the private sector, and 
civil society), and a coordinator. The council is the governing body and is respon-
sible for overseeing all the management and financial activities of participating 
stakeholders, as well as MeTA Uganda’s national secretariat. The secretariat con-
sists of the MoH, the Uganda Pharmaceutical Manufacturers Association, and 
HEPS. The chair of the MeTA council is rotated between these three representa-
tive groups, and the coordinator of MeTA Uganda appointed by the council on 
contract to assist the national secretariat.

MeTA also includes representation from the NDA, NMS, Makerere 
University (a public university in Kampala training graduate pharmacists), the 
Pharmaceutical Society of Uganda (an umbrella body for pharmacists), HEPS-
Uganda, the Private Pharmaceutical Manufacturers Association, the Uganda 
National Health Consumers Organization (UNHCO), JMS, and Medical 
Access Uganda Limited. The WHO, the World Bank Group, and DANIDA are 
also members of the multistakeholder group.

Working Together: Setting Priorities for Initial Steps

Setting Priorities—MeTA Phase I
While MeTA’s broad objective was defined at the global level, each country had 
to design a work plan independently and set priorities in line with its own reform 
agenda. For Uganda, Phase I of MeTA’s activity (2008–10) meant demonstrating 
the capacity of multiple stakeholders to work together effectively; providing 
input on legislative reforms; advocating the disclosure of information, and build-
ing CSO capacity to understand technical issues, as well as to acquire skillsets in 
communication and third-party monitoring (MeTA Phase 01 Pilot).

These priorities were agreed for three main reasons: (i) they represented “low-
hanging fruit” where the initiative could achieve some early wins and successes; 
(ii) the development of critical health sector policies at the time (notably the 
National Health Policy II, HSSIP II, and the National Pharmaceutical Sector 
Strategic Plan II) provided an excellent opportunity for MeTA Uganda to provide 
input on policy reforms; and (iii) the initiative recognized that civil society lacked 
the capacity to engage effectively on technical pharmaceutical issues and would 
therefore have to be trained in order to participate more constructively in policy 
dialogue, advocate information disclosure, and monitor sector performance.

With high-level support from the MoH, which was a primary stakeholder in 
the coalition, MeTA Uganda was able to achieve important successes during 
Phase I, which would help set the agenda for Phase II. Key achievements includ-
ed the following:

1. Provision of a platform for broadened multistakeholder engagement and inclusive 
decision making: MeTA Uganda facilitated the inclusion of different  stakeholder 
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groups in the MoH planning process. For the first time, the ministry invited 
the private sector and CSOs to participate in the weeklong review of the first 
National Pharmaceutical Sector Strategic Plan (NPSSP I), the outcome of 
which informed the development of the five-year NPSSP II (2009–10 to 
2013–14).

2. Disclosure of information: MeTA Uganda supported the NDA in making the 
database of registered medicines available on its website. It advocated en-
hancements such as a search feature, which has allowed citizens to query the 
database for information on the registration status of a medicine, pharmacy, 
retailer, or manufacturer.

3. Increased advocacy: The prominence given through MeTA to issues affecting 
the availability of medicines, and the coordinating role the initiative has 
played, have help galvanize CSOs to advocate for improved access to essen-
tial medicines. With capacity building and the strategic partnerships offered 
through MeTA, CSOs have been able to gain entry into relatively insular 
public institutions, as well as gain the technical expertise to lead efforts such 
as the “Stop Stock-Outs” campaign.

These achievements were very important for MeTA Uganda, helping to dem-
onstrate an increasing willingness to work through collaborative mechanisms. 
They also strengthened relationships with key stakeholders (in the public sector, 
the private sector, and civil society), as well as helping to build credibility and 
legitimacy for the new coalition. However, it became evident that for MeTA 
Uganda to have a more sustained impact on the policy agenda, it would be 
important for it to undertake projects that could generate evidence for informed 
decision making and policy reform. This would require additional time, financial 
and technical resources, the commitment of all stakeholders, and agreement on 
the kinds of data to collect.

Setting Priorities Phase II
In 2010, as MeTA Uganda was completing Phase I of implementation, the 
World Bank Institute (WBI) approached its membership to discuss a proposed 
new initiative, Improving Governance in Pharmaceutical Procurement and Supply 
Chain Management. The proposed initiative aimed to “improve access to essen-
tial medicines by promoting transparency and accountability in pharmaceutical 
procurement and supply chain management”. WBI sought MeTA Uganda’s 
input on the proposed initiative as part of a comprehensive country-level stake-
holder mapping exercise.

There were clear synergies between MeTA Uganda’s priorities and the focus 
of the new WBI-led initiative. However, although focused purely on PSM issues, 
the initiative was more action oriented and leveraged World Bank Group capa-
bilities in technical assistance on broad governance issues, including social 
accountability and third-party monitoring.
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MeTA Uganda saw clear value in collaborating with WBI. This would allow it 
broader scope to tackle PSM issues, viewed as central to addressing the chal-
lenges in access to medicines. WBI could provide capacity development to help 
MeTA Uganda better address the political economy of reform and design the 
robust communications strategy necessary to promote change and mobilize 
resources. It could also help MeTA Uganda design and implement results-orient-
ed action plans to advance its overall objectives. The collaboration would prevent 
the duplication of efforts, while building on successes achieved so far.

In April 2011, a few months after the consultations with WBI, MeTA Uganda 
participated in a World Bank-led regional workshop in Nairobi, Kenya. Its objec-
tives included helping multistakeholder coalitions established in Kenya, Tanzania, 
and Uganda develop country action plans that would guide their activities over 
the short and medium term. Facilitated discussions on challenges in the pharma-
ceutical supply sector helped to reinforce the value of multistakeholder processes 
and to percolate ideas on how to overcome barriers to change effectively. The 
workshop included thought-provoking presentations organized within the 
Flagship Framework,2 an integrated approach to help countries think and debate 
in new ways about how to improve performance and efficiency in health systems. 
Given its utility and broad usage, the framework was adapted within the context 
of pharmaceutical PSM. Importantly, the workshop exposed participants to inno-
vative Information and Communications Technology (ICT)-enabled interven-
tions designed to help stakeholders to better track medicine availability. These 
innovations struck MeTA Uganda as offering a clear opportunity to accelerate 
PSM reforms.

In addition, the workshop provided critical tools and resources, such as the 
Rapid Results Approach3 framework, to guide coalitions in identifying priority 
areas of joint intervention and to develop action-oriented plans for attaining 
short-term targets. It also facilitated the development of a regional community 
of practice that could share insights, experiences, and lessons on implementation 
challenges, as well as codevelop ideas on new approaches for accelerating PSM 
reforms.4

Key MeTA Uganda stakeholders participated in the Nairobi workshop, includ-
ing MoH, NMS, NDA, JMS, the Public Procurement and Disposal Agency, civil 
society groups, and the media. For this core group, the workshop provided a 
valuable opportunity to expand the scope of MeTA’s work program. The group 
developed a prototype action plan focusing on three main elements: (i) an ICT-
enabled tracking system for monitoring medicine availability at the health facility 
level; (ii) improving information flow about PSM issues; and (iii) empowering 
citizens through targeted capacity development on social accountability.

These priorities were a logical follow-up to Phase I, an assessment of which 
had shown the need for more focused interventions that could generate an evi-
dence base for policy dialogue. ICT-enabled monitoring would generate data, 
while increased advocacy around information flow, as well as citizen engagement, 
could place pressure on service providers to be transparent and accountable.
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Capacity Development
Capacity development was delivered through a combined effort by MeTA 
Global, MeTA Uganda, and the WBI. MeTA Uganda recognized civil society 
capacity development as integral to facilitating the design and implementation of 
joint activities. Civil society groups tended to lack the technical PSM knowledge 
necessary to contribute effectively to the coalition, balance asymmetries of infor-
mation, achieve more equality between coalition members, and facilitate con-
structive engagement with technical agencies such as MoH or medicines institu-
tions. MeTA Uganda envisioned a role around social accountability and third-
party monitoring, and therefore viewed it as necessary to train and equip CSOs 
appropriately. Technical training would also be needed in order to enhance the 
legitimacy and credibility of CSOs, many of which would be leading advocacy 
efforts around access to medicines.

MeTA Uganda therefore trained civil society groups in multistakeholder pro-
cesses, transparency, accountability, research approaches, advocacy campaigns, 
communications, and negotiation. Given the nature of government-CSO rela-
tions, which in some contexts could be tense, it was important to guide nonstate 
actors in approaches that would encourage rather than prevent partnership with 
the public sector. Media engagement strategies helped CSO groups to lead advo-
cacy efforts around the rational use of medicines, while training in communica-
tion guided the development of briefs on ongoing policy debates.

These capacity development efforts were complemented by workshops on 
the roles and responsibilities of different agencies in the pharmaceutical sector. 
Designed in partnership with medicines institutions such as NMS, these work-
shops covered topics including access to medicines, and their pricing, availability, 
and promotion. MeTA Uganda played an important facilitator role, both by invit-
ing additional CSOs into the coalition and by introducing them to the key medi-
cines institutions.

The MeTA global secretariat also facilitated peer-to-peer learning and coach-
ing between the various MeTA pilot countries in order to enhance knowledge 
exchange on approaches that were proving successful for CSO capacity develop-
ment. Field visits to agencies such as the NDA, JMS, local health care facilities, 
and private facilities complemented the training, providing invaluable learning 
about internal processes, as well as health care delivery platforms.

At the regional level, a select number of civil society groups also participated 
in a Training of Trainers (ToT) workshop in Tanzania, convened by WBI and 
focused on using social accountability mechanisms to enhance PSM governance. 
Civil society groups which had participated subsequently trained additional 
groups at country level, with guidance from a ToT manual. To sustain capacity 
development as a core feature of the regional coalition-building initiative, WBI 
continued to organize annual regional workshops focused on tackling implemen-
tation challenges facing the coalitions. These addressed issues such as effective 
stakeholder mapping, strategic communications, and the political economy of 
reform. This frequent and consistent training helped MeTA Uganda and the 
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coalitions in Kenya and Tanzania to stay on course, as well as enabling them to 
quickly address any emerging challenges.

In May 2011, MeTA Uganda hosted a policy dialogue with representatives of 
medicines institutions, notably NMS, MoH, and JMS. The event served as an 
important forum for candid conversation between government and civil society 
groups on the opportunities and challenges associated with PSM. It also intro-
duced monitoring tools already tested in the health sector (such as community 
score cards, public partnership expenditure monitoring tools, citizen report cards, 
social audits, and budget analysis). The dialogue, the first of its kind, was espe-
cially well received by NMS, which requested follow-up consultations in order 
to keep the conversation open and promote the free flow of information. During 
the discussion, the NMS General Manager noted, “It’s a shame that I am meeting 
some of the most active health sector CSOs for the first time. We should have a 
regular meeting at NMS from now on—that is my offer.” These comments rein-
forced the NMS commitment to working through the MeTA framework to 
address PSM reforms, and also provided the space for broader engagement with 
CSO groups.

These activities have been critical for strengthening civil society capacity 
within MeTA Uganda. However, it must also be acknowledged that capacity 
development efforts have—by their nature—been ongoing and issue driven, and 
have involved a variety of other interventions such as peer-to-peer learning.

Putting Plans into Action
The priority areas for intervention identified at the Nairobi workshop (ICT-based 
tracking of medicines, citizen empowerment, and information disclosure) were 
in alignment with broader MeTA objectives and HSSIP. However, it was impor-
tant to follow the workshop with specific country-level interventions. Firstly, it 
was essential to secure broader buy-in from all key stakeholders for implementa-
tion of these priorities. This would involve a series of consultations to generate 
country ownership of the plan. It was then essential to reach out to high-level 
policy makers—such as the permanent secretary—to gain the necessary political 
support for the planned activities. Finally, it was critical to mobilize resources for 
a new set of activities which had not been budgeted for previously.

Over the course of several months, MeTA Uganda was able to make important 
advancements in implementing its stated priorities. To increase citizen empower-
ment, it participated in the ToT workshop on PSM and Social Accountability 
(referenced above). Using the ToT manual, the coalition trained CSOs at country 
level, strengthening their capacity to understand fundamental technical PSM 
issues and the need to monitor the supply chain, as well as learning about the 
tools and resources available for community-led and citizen reporting. Efforts 
around information disclosure had already been initiated through MeTA Uganda 
Phase I. Having gained traction in pushing reforms in this domain, the coalition 
sought to continue its work, albeit with a broader cross-section of stakeholders 
such as NMS.
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However, it proved challenging to implement the first priority identified in 
Nairobi: the design and use of a standardized, innovative ICT platform for track-
ing medicines, which could also be institutionalized in the MoH. A primary step 
to achieving this priority was to understand the ICT landscape in the health sec-
tor. This meant determining how many initiatives were eHealth5 and mHealth6 
focused and how MeTA Uganda could leverage what existed to help achieve its 
own objectives. The coalition conducted a scan of the sector, which coincided 
with the Ministry’s own investigation of eHealth and mHealth initiatives.

It quickly became apparent that the fragmented and large number of existing 
ICT-related initiatives in the sector first needed to be reviewed and harmonized. 
This step would be necessary before MeTA could begin to design and develop an 
ICT platform for tracking medicines. In the interim, in January 2012, the MoH 
placed a moratorium on all new eHealth and mHealth initiatives, to allow time 
to develop a National eHealth Policy to better harmonize ICT-enabled efforts, as 
well as provide some coherence to their development and sustainability. While 
the rationale for this decision was sound, it would ultimately impact MeTA 
Uganda’s ability to move quickly in implementing the key priority in its action 
plan. As a result, the coalition, after careful consideration, dropped ICT as one of 
its focus areas.

In April 2012, WBI convened a regional workshop in Kampala to respond to 
implementation challenges facing all three coalitions. MeTA Uganda now had to 
identify an alternative to ICT-enabled interventions, which until that point had 
been central to its action plan. The workshop had four main objectives: to (i) 
share implementation experiences, challenges, and lessons learned; (ii) explore 
potential solutions to implementation barriers; (iii) reprioritize areas for action 
in each country; and (iv) build skills in adaptive leadership, strategic communica-
tion, and negotiations.

For MeTA Uganda, the workshop had two main advantages. It reinvigorated 
members of the coalition, providing new perspectives on dealing with challenges 
in the political economy, and equipping stakeholders to secure buy-in from 
actors whose support would be critical for program success. It also allowed a re-
examination of coalition priorities, emphasizing the need to generate evidence 
for informed policy debate.

During the workshop, MeTA Uganda reinforced its commitment to empow-
ering citizens and promoting information disclosure. The coalition agreed, how-
ever, that while it was important to leverage ICT-enabled technology to generate 
evidence, in the short term, more traditional mechanisms would be expeditious, 
more politically palatable and cost effective.

Generating Evidence to Inform Policy

Identifying the Gaps
The process towards generating evidence to inform policymaking was multifac-
eted and systematic. It was an advantage that all three coalitions in Kenya, 
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Tanzania, and Uganda had prioritized data collection as a core activity. This 
allowed WBI to leverage both technical and financial resources to support the 
coalitions in designing and testing relevant tools.

The first phase of the data collection process involved a thorough and exten-
sive desk review of monitoring tools available in the public domain and which 
would be relevant for the kinds of PSM monitoring activities that the coalitions 
envisioned. Recognizing that data collection had to be responsive to the needs of 
the sector, each coalition worked with stakeholders to customize the tools. For 
this reason, while the coalitions used similar tools, ultimately the data collected 
served different purposes in line with health sector priorities in each country. 
MeTA Uganda had three main areas of focus in data collection:

• Client Satisfaction with Health Services: The prioritization of data collection 
coincided with the MoH review of its monitoring and evaluation plan as part 
of the broader strategic planning process for 2010/11–2014/15. The review 
process revealed a gap in data on client satisfaction with health service deliv-
ery. While the ministry had extensive data collected from sources such as the 
Demographic and Health Surveys, it specifically sought data from citizens—
viewed as an important outcome indicator for gauging the efficacy of ongoing 
reforms.

While health service delivery was not MeTA Uganda’s primary focus area, 
the coalition recognized that it was important to be both opportunistic and 
responsive to the needs of the Ministry. By broadening the scope of the data 
collection exercise to cover client satisfaction with health services, the coali-
tion could both build social capital within the MoH, as well as gain buy-in for 
other efforts linked specifically to access to medicines.

• Pharmaceutical Supply Chain Management: Given MeTA Uganda’s mission, 
data collection would naturally have to examine pharmaceutical supply chain 
management issues, as well as medicine availability at the facility level. As the 
NMS had recently implemented reforms, including improvements to medi-
cine delivery schedules, it was important to follow up these efforts to deter-
mine their efficacy, as well as to elicit feedback from both demand- and sup-
ply-side clients. With NMS, JMS, and the Public Procurement Disposal of 
Public Assets Authority (PPDPA) as key stakeholders, this was also an area 
where data collected would have a clear use and could directly inform en-
hancements to bureaucratic and administrative processes.

• Citizen Empowerment: MeTA Uganda had a track record in community-level 
engagement. Two strong CSOs—the Uganda National Health Consumers/
Users Organization and the Coalition for Health Promotion and Social De-
velopment—had initiated several studies in the past on access to medicines 
and client satisfaction. Given their extensive experience at community level, 
the coalition believed that any type of joint activity would also need to focus 
on assessing citizen empowerment and designing interventions that could 
empower clients to advocate for better health service delivery and to hold 
providers accountable.
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In Tanzania, the Multistakeholder Group on Pharmaceutical Procurement 
(MSG-Pharma) prioritized data collection around compliance with public pro-
curement processes. This decision was based on the strong relationships with the 
Public Procurement Regulatory Authority, which was a key stakeholder in the 
coalition and had a particular interest in assessing how districts were procuring 
medicines. Given high levels of stock-out rates, the coalition also sought to moni-
tor stock levels at district hospitals, hoping to triangulate data from the hospital 
level with that from the district procurement offices to determine whether there 
were any linkages between procurement processes and outcomes in medicine 
availability.

In Kenya, the focus of the FoTAPP coalition was on citizen monitoring of 
health services, as well as FoTAPP monitoring stock levels of essential medicines. 
There was also a unique opportunity to join forces with the Health Sector 
Services Project, managed through the Ministry of Health. This project had 
implemented a variety of social accountability measures in selected pilot sites. It 
was useful to the coalition’s data collection efforts to follow up with these sites 
to determine the efficacy of the interventions. As a result, Kenya’s data collection 
focused strongly on examining citizen knowledge of rights related to health ser-
vices, comparing data from sites where the project had implemented interven-
tions with data from control sites.

In designing tools for data generation, all three coalitions leveraged opportuni-
ties not only to work together as partners but also to learn from their respective 
experiences. A conscious division of labor ensured that each coalition developed 
a set of tools for which it had technical competency. Tanzania developed the 
supply-side tools, such as the procurement monitoring tool and stock monitoring 
tools. In Kenya, FoTAPP developed the citizen monitoring tool, while MeTA 
Uganda created the citizen empowerment tool. The data collection activities 
were also staggered, to allow coalitions to learn from the experiences and insights 
of their peers. This ongoing learning helped coalitions avoid some of the common 
pitfalls such as logistical challenges, while use of the online community of prac-
tice, http://www.enepp.net, helped facilitate the shared development and tailor-
ing of ideas.

Designing the Tools
In October 2013, representatives of all three coalitions convened in Tanzania for 
a Technical Working Group meeting hosted by WBI. The meeting aimed to (i) 
develop an appropriate monitoring and evaluation (M&E) framework to guide 
the data collection process; (ii) review, revise, and finalize a consolidated tool; and 
(iii) devise a strategy for the rollout of the tools, agreeing on sample size, pilot 
sites, duration of data collection and analysis. The meeting generated a completed 
M&E framework, along with a finalized Client Satisfaction Survey and 
Procurement Monitoring Tool, and a draft Stock Monitoring Tool.

At country level, MeTA Uganda finalized these tools in consultation with 
other coalition members—notably MoH, NMS, and JMS. Through the leadership 
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of UNHCO, the coalition also piloted the tools and trained personnel to 
 administer them during a full launch. In recognition of the local priorities, MeTA 
Uganda developed a citizen empowerment tool which sought to determine the 
extent to which users of health services provided feedback (in particular, filed 
complaints) on poor health care delivery, and their knowledge and usage of exist-
ing redress mechanisms and accountability structures. It also created a key infor-
mant questionnaire to interview several stakeholders within the Ministry of 
Finance, NMS, JMS, and development partners, to gather information on the 
challenges associated with PSM and potential opportunities for implementing 
sustainable solutions.

The test pilot proved successful, gaining endorsement from the MoH and the 
medicines institutions, and approval from the MeTA council for the coalition to 
proceed with putting together a team that could manage the design and delivery 
of the data collection exercise. Key stakeholders from both government and civil 
society committed to providing technical resources in the form of skilled person-
nel to administer the surveys. This way, the coalition leveraged the knowledge 
and expertise of its own membership, drawing on JMS and ministry staff to 
develop a draft methodology for the survey.

However, MeTA Uganda was concerned about two main issues regarding the 
data collection exercise: (i) how to make the results acceptable to key stakehold-
ers such as NMS, MoH, service providers, and local government authorities; and 
(ii) how to incentivize relevant stakeholders to implement recommendations 
emerging from the exercise. In response, it was agreed to include all stakeholder 
groups in every stage of the data collection process—from design and administra-
tion to validation and dissemination of findings. This intense level of collabora-
tion was necessary to ensure the credibility of the exercise, acceptance for the 
study rationale and results, and stakeholders’ commitment to implementing 
remedial actions.

Harness Skills for an Effective Team
A distinctive feature of the data collection exercise in Uganda is that it was 
truly participatory. While the ministry and medicines agencies had histori-
cally collected data and performed diagnostics on a number of medicine-
related issues, this was the first time that all the agencies along with CSOs 
had designed and administered a survey of such breadth and depth. From 
training data collectors to administering the survey, validating the findings, 
and sharing the results publicly, all the key stakeholders were actively 
involved.

The design team consisted of NMS, JMS, MoH, HEPS, UNHCO, and the 
Africa Freedom of Information Center (AFIC). The criteria for joining the design 
team were technical expertise in PSM; research experience and the ability to 
collect data from the field effectively; the availability of skilled personnel to par-
ticipate in training and supervise data collection over a two-week period; and 
legitimacy and credibility within the socio-political sphere.
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Each member of the core team held a comparative advantage: both NMS and 
JMS brought technical expertise in PSM issues and could provide guidance on the 
design and administration of the stock monitoring tools and key informant inter-
view. The NMS general manager facilitated the training of data collectors, explain-
ing pharmaceutical supply chain functions, the roles and responsibilities of MoH, 
NMS, and JMS, and how to verify medicine consignments by checking informa-
tion such as batch numbers, expiry dates, dosage forms, and units of measure.

Both MoH and NMS were strategic partners from a policy perspective, able 
to leverage the findings to inform ongoing policy debates, as well as incorporate 
recommendations in midterm review processes. Their participation also contrib-
uted legitimacy and credibility to the entire exercise.

UNHCO and HEPS had wide recognition at the community level and broad 
experience leading citizen-oriented monitoring activities linked to access to medi-
cines and health service delivery. Both organizations had just completed a client 
satisfaction survey (UNHCO and HEPS 2012), which was well received and may 
have, in part, laid the groundwork for the more extensive exercise envisioned by 
the coalition. UNHCO also had strong links with community groups nationwide 
and could more easily deploy its partners to conduct data collection in remote 
areas, reducing costs, and leveraging district-level capacity to conduct the surveys.

Given UNHCO’s track record in designing and administering field surveys, 
the CSO group was given primary oversight of the data collection exercise. This 
role would be shared with AFIC, which was viewed as having a comparative 
advantage in performing rigorous data analysis.

Collectively, the team shared responsibility for designing the study protocol, 
data collection methods, analytical framework, field test plan, sampling design, 
data collectors training manual, and field operational plan. Stakeholders also 
volunteered for specific roles such as coordination and logistics (UNHCO), cen-
tral technical team leadership (JMS), and field supervision (MoH, NMS, HEPS). 
The roles and responsibilities of each team member were articulated through 
Terms of Reference.

In order to sustain team cohesion and avoid tensions over the emerging find-
ings of the data collection exercise, it was important to reinforce repeatedly the 
collective benefits derived from the initiative. Team members were also encour-
aged to discuss their concerns and any emerging issues openly, and norms were 
established to ensure democratic decision-making processes. It was critical that 
the team accepted ownership and responsibility for all of the findings—both 
positive and negative—that emerged from the data collection exercise. Emphasis 
was given to focusing on understanding the sector challenges so that the coalition 
would be better placed to help address them as a collective. This way, “blaming 
and shaming” of partners was strongly discouraged. The process of creating a safe 
environment where all actors felt protected during the data gathering proved one 
of the most difficult challenges. However, without team cohesion and a sense of 
a shared mission and trust, it would have been virtually impossible to embark on 
an activity as sensitive as data gathering on contentious issues.
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Validating the Data
In May 2013, MeTA Uganda successfully collected data from 10 districts (see 
table 4.1; representing 10 percent of all districts), 200 households, 202 health 
facilities, 20 focus groups, 3,040 patients, and 486 key informants. This repre-
sented one of the most comprehensive data collection exercises conducted 
 collectively by Uganda’s public and private sectors and civil society. (See 
 appendix E for summary of findings and infographic.)

To secure broad buy-in and mitigate the risks of the data being rejected by dif-
ferent stakeholder groups, MeTA Uganda organized a validation meeting where it 
explained the study rationale, the findings, and proposed recommendations. While 
this meeting exposed some of the tensions between agencies, in general the find-
ings were broadly accepted. It was agreed that stakeholders would work together 
to address the emerging issues, rather than place blame on specific agencies. Such 
an approach would prove more constructive both in the short and longterm.

An additional opportunity to validate the findings of the data collection came 
through a strategic partnership with UNICEF, which allowed MeTA Uganda to 
leverage existing short message service (SMS)-based technologies (e.g., texting) 
called mTrac and U-report, directly linked to the MoH’s Resource Centre.7 
Through mTrac, health facility workers can send government reports by SMS, 
including real-time data, to map facility stocks with the aim of avoiding stock-outs 
and ensuring transparency and accountability for drug supplies. U-report is a user-
centered social monitoring tool based on simple SMS messages (including poll 

Table 4.1 Assignments for District Data Collection

Team leader Districts Supervisor

Africa Freedom of Information Center (AFIC)
Uganda National Health Consumers/Users’ 

 Organization (UNHCO) WAKISO UNHCO

Uganda Debt Network (UDN) MBARARA WACSO

UNHCO NWOYA UNHCO

Coalition for Health Promotion and Social 
 Development (HEPS)

PALLISA Pallisa Civil Society Organizations’ 
Network (PACONET)

Ministry of Health (MOH) KASESE Kabarole Research & Resource 
Center (KRC)

Action Group for Health Human Rights and  
HIV/AIDS (AGHA)

NEBBI NEBBI NGO FORUM

National Medical Stores (NMS) OYAM UNHCO

UNHCO SOROTI Mama’s Club

UNHCO KAPCHORWA KACSO

Joint Medical Store (JMS) IGANGA UNHCO

Source: MeTA 2014.
Note: Table shows the division of labor and responsibilities by district for the data collection exercise. In the spirit of 
collaboration, this was done to involve as many MeTA members as could undertake the task.
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questions and survey results) and designed to strengthen community-led 
 development and  citizen engagement. Leveraging this strategic relationship, MeTA 
Uganda worked closely with UNICEF to translate the survey questionnaire used 
in the field into short text that could be sent via SMS. This was then deployed 
through the U-report and mTrac platforms to gather data on client satisfaction 
with service delivery and challenges associated with pharmaceutical PSM.

The impact these tools had on MeTA’s data collection can be summarized as 
reach, speed, and cost efficiency. Through these technologies, the coalition had 
access to more than 16,000 Ugandans (three times the number of citizens sur-
veyed at community level using traditional survey instruments) and 2,100 health 
facilities (10 times the number of facilities surveyed through traditional chan-
nels). It could poll these in a matter of minutes, for less than two US cents per-
SMS message. Achieving such reach at such speed with very little cost was a step 
forward for the coalition. Within the context of the data collection exercise, these 
technologies supplied a rapid and cost-effective way to map general sentiments 
on specific issues, further enabling the coalition to fine-tune the findings of its 
data collection, as well as to gain increased visibility for its work.

A Strong Initial Impact
MeTA Uganda disseminated its findings at a high-level policy workshop in 
February 2014. Chaired by MoH, it raised important issues about the efficacy of 
reforms, notably the delivery of medicines to health facilities, and the role of local 
government authorities and CSOs in better monitoring health service delivery. In 
terms of impact, the study accelerated a review of NMS delivery schedules and 
has prompted appropriate changes and modifications. Other outcomes include 
the following:

1. The findings of the study fed into the midterm review of HSSIP II, as well as 
the Annual Health Sector Report (2012–13), providing an important evi-
dence base for policy debate.

2. Civil society actors were trained in 10 districts nationwide and can, on a peri-
odic basis, collect data on health service delivery, citizen empowerment, and 
medicine availability.

3. A national baseline was established around the three main areas of focus, 
from which reform efforts can be measured over time and assessed. These 
three main areas of focus are client satisfaction with health service delivery in 
public facilities, the availability of medicines in health facilities, and levels of 
citizen empowerment in advocating better service delivery at health facilities.

4. New tools were created that can be used and customized not only by mem-
bers of the coalition but also by global practitioners through an online com-
munity of practice.

5. Coalition actors developed and demonstrated their capacity to work together 
on a discreet initiative, to surmount traditional barriers to collaboration and to 
take joint ownership for system failures and for catalyzing reforms.
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Lessons Learned

Based on the experiences of working together to achieve a common objective, 
MeTA Uganda drew several key lessons, as outlined in box 4.1.

Box 4.1 Key Lessons in the Establishment of a Multistakeholder Group: Uganda

1. Maintaining cohesion—Multistakeholder coalitions present many advantages, but also 
pose several challenges. The major advantages are the diversity of knowledge, resources, 
ideas, and tools contributed by members, as well as the strategic partnerships formed. 
 Nevertheless, as is natural in any grouping of varying interests, tensions are bound to exist. 
To manage these tensions, it is important to recognize existing sensitivities and to make 
every effort to address concerns, as well as to mitigate potential conflicts. In this regard, 
there is a clear role for the coalition leadership (the national convener) to communicate 
effectively with members, constantly clarify goals and objectives, and set clear  expectations.

   Multistakeholder coalitions are more likely to be effective when they create changes in 
both demand- and supply-side behaviors. It is the “sum of the parts” rather than the indi-
vidual capabilities that enhance the quality, strength, and cohesion of the coalition. Actors 
must therefore view themselves as a unified force, working toward a shared goal. This will 
give interventions more traction in areas collectively viewed as important.

2. Demonstrating credibility—Multistakeholder interventions seem to have greater pros-
pect for success in places where the national conveners are seen as authoritative, legiti-
mate, and credible. MeTA Uganda was fortunate to have both global support—through 
the UK’s Department for International Development, WHO, HAI Africa, and the World 
Bank—and domestic support through MoH. It also demonstrated competency and ca-
pacity through high-level studies and community-led interventions endorsed by a variety 
of stakeholders.

3. Mobilizing high-level commitment—High-level commitment is integral to coalition suc-
cess, particularly if the objective of the group is to accelerate the reform agenda. MeTA 
Uganda found that while representatives of the various agencies sat on its council, it was 
also important that high-level policymakers were aware of its activities, endorsed them, 
and provided the space for MeTA’s input into policy reforms. It helped that members of the 
council also participated in other forums, convened by the ministry, through which the 
coalition could advance its agenda.

4. Roadblocks can be a pathway to innovate—The best laid plans often go awry. It is impor-
tant to recognize that there is no standard roadmap or series of steps guaranteed to en-
sure success. Rather, coalitions have to view the process of collective action as one requir-
ing the ability to adapt to evolving realities on the ground, as well as a process that is 
context driven. An approach to coalition building or tackling a particular issue that may 
work in Kenya would not necessarily be relevant in Uganda. Acknowledging these differ-
ences allows coalitions to be more flexible when faced with emerging challenges and 
obstacles, and better prepared to innovate.

box continues next page
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Box 4.1 Key Lessons in the Establishment of a Multistakeholder Group: Uganda (continued)  

5. Respect for stakeholder sensitivities—When working with stakeholders, it is important to 
nuance language in order to prevent “putting them off”. Words like “corruption,” for in-
stance, tend to elicit defensive responses from government. Rather, it is important to em-
phasize cooperation, collaboration, and partnership, words that suggest working together, 
rather than accusation or blame—but also working together to address emerging chal-
lenges for a common objective, as opposed to pointing fingers. A high premium should 
also be placed on diplomacy as well tact in presenting potentially negative or controver-
sial issues. When success is achieved by any partner, it is always important to celebrate 
together and give credit to the collaboration.

6. Celebrating individualism and independence—One of the biggest fears in the coalition is 
the possibility of “being swallowed up” or “losing identity”. There will be members who are 
outspoken and others who may feel left out. Cohesion depends on being accommodating 
and on the leadership reaching out to members who may not be as imposing as others. A 
level playing field should be created so that everybody feels empowered to participate 
and maintain independence.

7. What’s in it for me?—A partnership is considered successful, and will be sustainable, only 
if all members are satisfied that the benefits are worth the investment. This is particularly 
true for the private sector. It is important to keep checking and ensuring that everybody is 
happy and committed.

Notes

 1. Last-mile delivery is the only link in the supply chain that directly touches the 
 customer.

 2. The Flagship Framework comprises a set of analytical tools that are combined into an 
overall, structured methodology for developing, adapting, and implementing reform 
proposals. It also includes a comprehensive review of reform alternatives and a system-
atic review of their strengths and weaknesses in various situations. It is helpful for 
developing reform proposals and has been used by a number of countries to analyze 
their situations and develop reform plans. Roberts, Marc J. and Reich, Michael J. 2011. 
Pharmaceutical Reform: A Guide to Improving Performance and Equity. Washington, DC: 
World Bank.

 3. The Rapid Results Approach is a methodology that empowers teams to achieve 
results quickly—in 100 days. It is also a way of approaching bringing about large-scale 
change step-by-step through smaller initiatives.

 4. A highlight of the workshop was the launch of the online community of practice, 
http://www.enepp.net.

 5. WHO defines E-health as the transfer of health resources and health care by elec-
tronic means. It encompasses three main areas: The delivery of health information, for 
health professionals and health consumers, through the Internet and telecommunica-
tions; Using the power of IT and e-commerce to improve public health services—for 
example, through the education and training of health workers; and the use of e-com-
merce and e-business practices in health systems management. See http://www.who.
int/trade/glossary/story021/en/ (accessed June 24, 2014).
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 6. The Global Observatory for eHealth (GOe) defines mHealth or mobile health as 
medical and public health practice supported by mobile devices, such as mobile 
phones, patient monitoring devices, personal digital assistants (PDAs), and other wire-
less devices. See Global Observatory for eHealth series—Volume 3, 2011 available at 
http://www.who.int/goe/publications/goe_mhealth_web.pdf (accessed June 24, 
2014).

 7. The MOH Resource Centre was established by the Ministry of Health in 1999 with 
the mandate “to develop an enabling environment for, and undertake activities to sup-
port, effective and efficient management of information of the entire health sector”, 
in collaboration with existing information services (for example, local government and 
others). The overall goal of the center is to establish and maintain a comprehensive 
source of routine health information for planning, implementation, and evaluation of 
health care. See http://health.go.ug/mohweb/?page_id=396 (accessed June 16, 2014).
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In the last four years, the World Bank Institute (WBI) has accelerated the 
 formation of multistakeholder coalitions in Kenya, Tanzania, and Uganda. 
Working closely with actors in the public sector, private sector, and civil society, 
WBI has helped to transition these stakeholders from disparate groups working 
in silos to multisectoral groupings working together toward the attainment of 
shared objectives. While each coalition has had to face many challenges along 
the way, they have also succeeded in achieving important milestones. These 
early successes have not only strengthened the coalitions, but have also dem-
onstrated the potential for collective action—when sustained and nurtured—to 
catalyze reform processes. This epilogue provides an important summary of the 
major achievements made and looks ahead at what the future holds for the 
coalitions.

Kenya: The Forum for Transparency and Accountability  
in Pharmaceutical Procurement

In May 2013, the Kenya Forum for Transparency and Accountability in 
Pharmaceutical Procurement (FoTAPP) conducted a survey intended to gather 
data on: (1) citizens’ and health providers’ satisfaction with health service 
 delivery; and (2) the availability of essential medicines at the health facility level. 
As the Ministry of Health, a member of the coalition was also—at the time—
implementing several social accountability interventions at the facility level, the 
survey also provided an opportunity to track progress on these efforts. The 
 coalition collected data from 20 facilities (including nine pilot sites of the MoH 
project), which represented nine counties.

The data collection exercise, along with stakeholder consultations to discuss 
issues and recommendations, enabled the coalition to gain both visibility and 
credibility in policy dialogues around social accountability in the health sector. 
As a result, Transparency International (TI) Kenya1—the convener of FoTAPP—
is now a permanent CSO representative on the Ministry of Health’s Technical 
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Working Group for Social Accountability. Furthermore, the organization has 
contributed to the development of the Ministry of Health’s new Social 
Accountability manual. FoTAPP—at the request of the sector—has also pro-
vided substantive comments and recommendations on the Draft Health Bill. In 
this vein, the coalition—in accordance with its goal for greater openness and 
inclusiveness in the sector—has provided recommendations on how to better 
incorporate the principles of transparency, accountability and citizen participa-
tion in the Bill. These principles are also viewed as critical to realizing the 
constitutional Right to Health and efficiency in the health sector as a whole. 
Through donor support,2 TI Kenya will also be scaling up the Mobile Drug 
Tracking System3 (MDTS) to include a web-based portal where citizens can 
readily access information on medicine availability at health facilities nation-
wide. The portal will also include a Medicines Price Reference Guide, intended 
to enhance transparency in the procurement of medicines, especially within the 
context of Kenya’s newly devolved health system, where several suppliers will 
compete for business at the county level rather than at the central level. The 
MDTS has also been adapted for use in other sectors beyond health, notably in 
education.

Tanzania: The Tanzania Multistakeholder Group on Pharmaceutical 
Procurement

In Tanzania, the coalition has completed a regional procurement monitoring 
exercise in all six districts of Dodoma. In this exercise, the coalition worked 
closely with the Public Procurement and Regulatory Authority to monitor the 
region’s compliance with the Public Procurement Act, as well as to determine 
the capacity and performance of the pharmaceutical supply chain. The exer-
cise was aimed at piloting tools and procedures that could be implemented 
throughout the country to observe technical aspects of the pharmaceutical 
procurement and supply chain. The pilot was conducted in Dodoma because 
it addresses downstream activities of a complementary donor-supported proj-
ect on health system strengthening also being undertaken in Dodoma. The 
coalition also conducted a stock monitoring exercise of selected tracer medi-
cines at district hospitals in the region. As a direct follow-up to this work, the 
coalition is exploring scaling up to other districts in partnership with donors 
who have expressed an interest in building on the coalition’s pioneering 
efforts.

Uganda: The Medicines Transparency Alliance

In Uganda, following the dissemination of the coalition’s report on Client 
Satisfaction with Services in Uganda’s Public Health Facilities, the National 
Medical Stores (NMS) and the Ministry of Health have initiated remedial 
actions intended to address some of the emerging issues. The NMS, for instance, 

http://dx.doi.org/10.1596/978-1-4648-0287-4


Epilogue 75

Accelerating Health Reforms through Collective Action • http://dx.doi.org/10.1596/978-1-4648-0287-4

is reevaluating its delivery schedules with a view to improving the last mile 
distribution of lifesaving medicines. The work of MeTA Uganda has  strengthened 
its relationship and partnership with the Ministry of Health, beyond the 
Pharmaceutical Department. Specifically, the success of the data collection 
served as a critical illustration of the potential for state and non-state actors to 
track reforms in the health sector. Consequently, the coalition—under the 
 auspices of the Uganda Health Systems Strengthening Project (UHSSP)—is 
carrying out an extensive monitoring initiative to track progress in the imple-
mentation of certain components of the Health Sector Strategic Investment 
Plan. Specifically, the coalition—represented by the Uganda National Health 
Consumers’/Users’ Organization—will pilot an ICT-enabled community score-
card and client satisfaction survey in two districts, in order to obtain citizen 
feedback on health service delivery with a focus on reform areas. Furthermore, 
it will also monitor the reporting of maternal and perinatal deaths at the facility 
level. Additionally, the coalition will complement the facilities’ routine report-
ing with a community-focused system—managed by Village Health Teams—
that reports on deaths occurring outside the facility. The coalition will also 
continue to routinely monitor medicine stockouts at health facilities to com-
plement the ongoing reforms led by the Ministry, the NMS and the Joint 
Medical Stores.

Looking Ahead

After nearly five years of building coalitions—from scratch—to advance reforms 
in the health sector, actors are beginning to appreciate the value of working col-
lectively. While there has always been an understanding of the importance of 
collaboration, stakeholders now have the tools, the evidence base, and the experi-
ence necessary to facilitate cooperation and joint interventions.

The coalition building approach, however, does not present a panacea, but 
rather presents a complementary approach to solving complex challenges in the 
health sector. Transformative change in the sector will require an iterative process 
of trial and error. If sustained and nurtured, coalitions could begin to unlock some 
of the difficult challenges facing the sector and help countries potentially realize 
goals such as Universal Health Coverage at a quicker pace.

The next few years are going to be critical for the coalitions in East Africa. To 
be successful, actors will need to leverage their knowledge and experiences—in 
working collectively—to set in motion reform processes that are deep-rooted in 
shared goals for tangible advancements in health service delivery. It is not only 
important to focus on incremental achievements and milestones, but also to 
develop mechanisms for distilling and sharing insights on “what works”. In that 
regard, the authors view this book as only one step toward a longer-term effort 
of experimentation and learning. We therefore invite practitioners to share their 
experiences and to explore ways of adding to the knowledge on the impact of 
collective action in accelerating reforms.
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Notes

 1. TI Kenya is leading on many of the coalition’s follow-up activities for three main 
reasons: It serves as the national convener for the coalition and is thus mandated to 
lead all coordination and implementation of activities; as FoTAPP is not a legal entity, 
it cannot receive funds from donors or other sources, hence, TI Kenya serves as a sec-
retariat for channeling resources intended to support coalition activities; the coali-
tion’s activities are closely aligned with some of TI Kenya’s existing programs, thereby 
making it easier to leverage the organization’s own resources—such as staff, transport 
vehicles, stationery—to support coalition activities.

 2. The global consortium Making All Voices Count (http://www.makingallvoicescount.
org/), has awarded Transparency International Kenya—as convener of FoTAPP—140,000 
GBPto scale up the MDTS and develop the Medicines Price Reference Guide.

 3. The MDTS was designed and piloted by FoTAPP in close collaboration with the 
Kenya Medical Supplies Authority in 2012.

http://dx.doi.org/10.1596/978-1-4648-0287-4
http://www.makingallvoicescount.org/
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Appendix A
Using a Multi-Stakeholder Approach to Improve 
Governance in Pharmaceutical Procurement

Implementation Progress: Uganda, Kenya, Tanzania
According to the European Health Care Fraud and Corruption Network and the World Health 
Organization, annual global health expendi ture stands at about US$ 5.3 trillion. Of this out-
lay, US$ 750 billion (18%) is spent in the pharmaceutical market (World Health Organization 
[WHO] 2013), while consumers lose about US$ 300 billion more to human error and corruption 
(European Healthcare Fraud and Corruption Network 2010). Together, total expenditure for 
pharmaceuticals and corruption combined exceeds US$ 1 trillion, or approximately 1/5th of 
what is spent globally on health care. 

Pharmaceutical procurement is particularly prone to poor governance, as it entails complex 
processes which involve many stakeholders, including government ministries, manufacturers, 
hospitals, and other distributors. When pharma ceutical procurement and supply chain sys-
tems work effectively, they offer high levels of quality, cost-effectiveness, product availability, 
transpar ency, accountability, and value for money in the use of public funds. 

The effort to improve these systems is especially critical in emerging markets, where phar-
maceutical spending is 20–30% higher than the global average (Lu et al. 2010). International 
reference prices and cross-country knowl edge-sharing are thus critical to low-income countries 
obtaining fair prices on the global pharmaceutical market. 

As part of the drive to increase resource efficiency and improve health outcomes through 
better governance in pharmaceutical markets, the World Bank Institute (WBI) has initiated a 
multi-year capacity-building initiative which will bring multiple stakeholders involved in the 
procurement process to forge consensus on governance challenges, identify areas for action 
and improvement, initiate peer-to-peer learning, and facilitate the implementation of mea-
sures to improve transparency and accountability in pharmaceutical procurement. 

The initiative targets three countries in Africa—Tanzania, Kenya, and Uganda. These 
countries make excellent candidates for this program as they have been leaders in reforming 
pharmaceutical procurement processes and they possess the capacity to further capitalize on 
these reforms through knowledge exchange and further policy action. The initiative focuses on 
five main dimensions of governance: (i) Legal and regulatory framework; (ii) Poor quan tification; 
(iii) Process gaps; (iv) Institutional arrangement; and (v) Disclosure of information. Corruption is 
implicit in each category as a symptom, factor, or cause of poor governance. 

The initiative has recently entered its final Phase, Phase IV. This document briefly describes 
the initiative’s progress thus far.

A p p e n d i x  A

Using a Multi-Stakeholder Approach to 
Improve Governance in Pharmaceutical 
Procurement
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Phase I

Objective: Determine governance issues and build consensus among stakeholders at the 
country level
Phase I leveraged a multi-pronged approach to understanding the strengths and weak-
nesses of the procurement processes in each country through four activities: a desk review, 
consultations with key informants, a benchmarking assessment of each country’s medicines 
Procurement Agency, and an in-country validation meeting. This effort brought together 
diverse stakeholders with procurement and policy expertise from the public and private sec-
tors, civil society organizations, development partners, and academia.

Desk Review and Informant Interviews: Phase I began in January 2010 with a rigorous desk 
review of literature from each country. WBI gathered this literature from key informants, devel-
opment part ners, references and footnotes from relevant docu ments, unpublished “gray” 
literature, and electronic research. Following the desk review, WBI conducted interviews with 
a number of stakeholders from each country using a unique tool which was tailored to gather 
knowledge on the procurement process. The tool is distinct from the standard WHO tool for 
measuring transparency and governance in pharmaceutical procurement in three ways: (i) WBI 
tailored the questionnaire to procurement, rather than generalizing the questionnaire to the 
entire supply chain; (ii) the tool delves more deeply into procurement practices and procure-
ment-related activities, as it contains a greater number of questions; and (iii) the questionnaire 
employs a more open-ended approach, using questions that describe situations and practices 
instead of questions that garner yes/no responses. The questionnaire contains 51 questions on 
the procurement process, most of which incorporate sub-questions. 

Benchmarking Exercise: WBI built upon knowledge gathered from the interviews with a 
systematic benchmarking exercise that assessed the standard operating procedures, orga-
nizational structure, institutional capacity, and functioning of each country’s medicines 
Procurement Agency. The tool used a 170-point questionnaire which probed nine dimensions 
of procurement-related gover nance, rating compliance on a scale of 0 to 3; the dimensions 
included Agency resources (mainly IT and personnel), Procedures and Processes within the 
Procurement Cycle (the advertisement and evalua tion of bids, the use of pre and post-quali-
fication, contract award and administration, etc), Transpar ency (processes, records handling, 
etc), Support and Control Systems (internal and external audits), record Keeping (semi-annual 
and annual reports detailing bidding process and contract administra tion), risk Assessment 
(corruption and compliance control), Assessment by Private Sector Suppliers (transparency and 
accountability), and regional Col laboration and Information Sharing (pricing, practice, and 
peer-review). 

Validation Workshops: This groundwork cul minated with a meeting of stakeholders in each 
country to validate the findings of the Phase I research, seek consensus on the most criti-
cal areas for improvement, prioritize areas in which to take action, and draft a country report 
detailing the Initiative’s findings from Phase I. The meetings, which took place in October and 
November of 2010, were productive and lively: each brought together nearly 20 participants 
from government agencies, academia, the donor community, and other experts who represent 
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significant stakeholder groups or who had participated in the Phase I interview process. The 
country teams validated initial research findings: that the legal and regulatory frameworks, 
procure ment monitoring, contract management, disclosure of information, and quantification 
were some of the challenges facing stakeholders in participating countries. 

The careful research gleaned from each stage of Phase I provided a clear picture of each 
country’s procurement system, as well as the mechanisms in place to ensure transparency and 
accountability in each, the extent to which these mechanisms are used, and their levels of 
effectiveness. Phase I analyses also assessed procedural gaps and challenges in procurement, 
country-wide efforts to improve pharmaceutical procurement practice, and the good practices 
each country currently employs. 

What We’ve Learned: Common Challenges and Best Practices in Each Country

General ObservatIOns

•	 major efforts are already underway to upgrade pharmaceutical procurement procedures 
in each country, either through the restructuring of medicines procure ment agencies, legal 
reform, or technical training. 

•	 There is a great need for regional collaboration and information-sharing: this was 
consistently the weakest dimension for each country, according to the results of the 
Benchmarking Exercise.

•	 There are legal and regulatory foundations framing pharmaceutical procurement in each 
country, but implementation remains a challenge. 

•	 moving forward, all countries generally prioritized collaboration amongst multiple stake-
holders and capacity-building as the main focus for action.

COuntry-sPeCIfIC ChallenGes and best PraCtICes

In Tanzania

•	 Challenges include weak civil society involve ment, a surfeit of quantification tools and 
methods, weak coordination in procurement planning, lack of accountability mechanisms, 
poor disclosure of information, and capacity con straints at the national and decentralized 
levels, and necessary improvements to the legal and regulatory structures surrounding 
procurement. The country has prioritized several areas for action, including national-level 
quantification and procurement planning, facility-level quantification, the role of CSOs 
in the interaction between providers and end-users, human resources development and 
deployment, multi-stakeholder relations (especially public-private partnerships), regional 
collaboration and sharing of information, private sector supplier assessment, and the 
improvement of general risk assessment methodologies.

•	 Best practices include Tanzania’s Public Procure ment Act of 2004, which is a successful 
working model for decentralized public sector procure ment, supported by a strong 
Public Procurement regulatory Authority that has carried out very effective training for 
procurement entities. Other strengths include the examples Tanzania’s medical Stores 
Department (mSD) Procurement management Unit (PmU), which exemplifies a number 
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of best practices, including the Contract management Flow Chart, which acts as a useful 
guide to contract manage ment, and the Vendor rating Tool, which provides an unbiased 
way of recording and rating vendor performance to ensure that inefficient and unreliable 
suppliers are identified and avoided in future transactions. Finally, mSD’s planned use of 
the Enterprise resource Program (ErP) will be a ground-breaking initiative from which 
other procurement professionals can learn. 

In Kenya

•	 Challenges include the need for more coordina tion among the civil society organiza-
tions (CSOs) working in this area. Even though there are well-established institutions and 
regulations to guide procurement, their practical implementation and adherence is not 
well-coordinated. Coordination could perhaps be improved by increasing the transparency 
of information to ensure efficiency and compliance to regulation; specifically, making the 
post-bid opening stage of procurement information formally and officially accessible would 
increase transparency. Other challenges that remain include delays in pharmaceutical deliv-
ery, product stock-outs, and insufficient quantities of essential medicines. Finally, KEmSA 
continues to lack independence with respect to budget expenditure. 

•	 Best practices include well-established institu tions and regulations to guide Kenya 
medical Supplies Agency (KEmSA) to efficiently purchase, receive, store, manage and 
distribute pharma ceuticals and health products. The institutional configuration within 
the pharmaceutical sector is also notable in Kenya. Other strengths include the vibrant 
array of CSOs in Kenya, such as HAI Africa, which support improved health outcomes 
through pharmaceuticals in their mission to pro mote access to and safe use of essential 
medi cines in Kenya. Furthermore, Kenya has made strides to reform the legal framework 
regulating pharmaceutical procurement, efforts which include the revision of Chapter 244 
of the Pharmacy and Poisons Act, the establishment of The Public Procurement Oversight 
Authority, the reorganization of the Kenya medical Supplies Agency, and the reworking of 
both the Kenya Essential medicines List (KEmL) and the Standard Treatment guidelines 
(STg) in June of 2010.

In Uganda

•	 Challenges include the failure of practitioners to effectively apply the provisions of the 
procure ment law in procurement of medicines, weak coordination between the govern-
ment agencies involved in the procurement process, and supply chain management gaps. 
Additionally, public sector procurement is burdened by an overly-bureaucratic system 
which has not yet successfully operationalized procurement law. remaining process gaps 
include the transparency of contract and supply chain management, the cumbersome 
nature of the appeals process, the procedures and regulations surrounding account-
ability mechanisms and audits, the need for inter-departmental coordination between 
governmental agencies regulating procurement, and the process by which information on 
procurement is disclosed. 

•	 Best practices include successful multi-stake holder collaboration through medicines 
Transpar ency Alliance Uganda (meTA); meTA has used collaboration and discourse to 
promote cross-sectoral information sharing, the disclosure of information on volumes 
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and values of medicines imported into Uganda, and pursued the amend ment of the 
Procurement Act and Anti-Counter feit goods Bill. Other strengths include the participa-
tion of CSOs such as The Coalition for Health Promotion and Social Development (HEPS), 
which promote increased access to affordable essential medi cines through advocacy. 
Additionally, the establishment of several key pieces of legislation passed in the last 
decade is also noteworthy; this includes the passage of the National medicines Policy and 
the Public Procurement and Disposal of Public Assets Act. Other best practices include the 
release of information regarding the results of bidding processes on the part of NmS, and 
Uganda’s efforts to collaborate with other regional partners.

Phase II 

Implementing What We’ve Learned Round Table: On February 24, 2011, the Initiative 
convened a round Table meeting on “Using a multi-Stakeholder Approach to Improve 
governance in Pharmaceutical Procurement;” the round Table brought together policy mak-
ers, representatives from government, civil society organizations, international development 
agencies (including the World Bank), academia, and other major players to engage in dialogue 
and offer responses and critiques to WBI’s Initiative. The round Table offered participating 
policy-makers and practitioners an opportunity to forge new alliances and investigate collabor-
ative strategies to propel the Initiative forward in its mission to strengthen and institutionalize 
accountability and transparency in pharmaceutical procurement. The day’s discussions gained 
a new dimension following the presentation by the Asociación Nacional de Empresarios de 
Colombia, which demonstrated the requirements for creating a successful multi-stakeholder 
platform, a major end-goal of WBI’s Initiative. This diverse group engendered a lively and 
insightful discussion, and produced a wealth of ideas to propel the Initiative forward and care-
fully examine health delivery systems in an integrated manner. 

Regional Workshop (Nairobi): The Initiative continued to add momentum to the dialogue that 
the round Table generated through a regional knowledge-sharing workshop, held in April 
2011 in Nairobi, on the topic of “Pharmaceutical Procurement and governance in East Africa.” 
The workshop brought together 51 key stakeholders from Tanzania, Kenya, and Uganda to 
engage in “collective action learning,” a process which involves interactive knowledge-sharing 
and exchange, reflection, and action planning—crucial steps toward solving many of the 
thorny, obstinate issues surrounding pharmaceutical procurement, which have been able to 
flourish due to a lack of transparency and dialogue. 

The workshop objectives converged around stimulating collective action to promote 
accountability, transparency, and sustainability in pharmaceutical procurement processes; 
they included (i) Creating multi-stakeholder country coalitions committed to improving the 
governance (transparency & accountability) of procurement and supply chain management 
(PSm) of pharmaceuticals in Kenya, Tanzania and Uganda; (ii) Assembling draft action plans for 
strengthening transparency and accountability in pharmaceutical procurement; and (iii) Bring-
ing together a regional network and introducing and launching an e-platform to facilitate 
peer-to-peer learning.

Over the course of the workshop, participating stakeholders were introduced to a wealth of 
tools, topics, and approaches to develop robust and transparent pharmaceutical governance 
processes through workshop presentations and plenary discussions. These sessions allowed 

http://dx.doi.org/10.1596/978-1-4648-0287-4


82 Appendix A

Accelerating Health Reforms through Collective Action • http://dx.doi.org/10.1596/978-1-4648-0287-4

74 ACCELErATINg HEALTH rEFOrmS THrOUgH COLLECTIVE ACTION

country teams to discuss their unmet needs, diagnose pressing problems in procurement, and 
draft country action plans that address procurement issues within their country.

The workshop presented participants with a valuable opportunity to share a wealth of 
experience and learn from one another. The invaluable nature of this learning experience 
was reflected by participants in anonymous evaluations, which were tremendously positive. 
In the evaluations, participants highlighted the relevance and usefulness of the discussions 
and presentations by workshop facilitators, with especially high ratings for each. There 
was strong agreement that the workshop objectives had been met and collaboration with 
WBI in the future would be an essential element in galvanizing change in pharmaceutical 
procurement.

Electronic Platform to Host the Network of Pro curement Practitioners (e-NePP): The Nairobi 
Workshop included the exciting and much-anticipated launch of E-nepp, an electronic 
information-sharing and capacity-building tool for procurement practitioners. Since the plat-
form’s launch, over 100 procurement professionals have registered, 3 country groups had been 
formed (Kenya, Tanzania and Uganda), and a vibrant, ongoing dialogue that started with the 
workshop has continued on the platform. 

The platform includes relevant and useful documentation for practitioners and policy-mak-
ers, such as texts and presentations from the Workshop, as well as medicines price information 
data for the 3 participating countries. In the longer-term, the price data will be extended to 
also include price information from the private sector procuring for faith-based organizations. 
The access to comparative price information could help procurement agencies better negoti-
ate contracts and ensure competitive prices as well as share information on supplier perfor-
mance. At the same time, it will enable civil society groups to have a better sense of market 
prices to more effectively monitor the sale and distribution of these products. 

Action Plan Progress: Each of the participating countries has already made strong headway 
with their respective Action Plans. Issues common to all three countries include: (i) the legal 
status of their multi-stakeholder groups (ii) the training of CSOs to build capacity and (iii) 
developing an ICT Platform. 

Tanzania: The country has developed an action plan, with concrete implementation steps, 
for the following 3 activities at the country level: (i) strengthen multi-stakeholder coalitions 
(ii) empower CSOs in good governance and (iii) employ mobile tracking technology. 

Uganda: The following 2 activities will be implemented as part of Uganda’s Action Plan to 
improve the quality and availability of medicines: (i) engage multi-stakeholder groups through 
a debriefing meeting and (ii) operationalize project team management of draft concept notes 
on (i) building CSO capacity and (ii) improving information flow. Additionally, the ministry is 
including the ICT project in its work program and final year work plans. 

Kenya: Kenya will implement the following 3 activities as part of its Action Plan: (i) establish 
a multi-stakeholder group with a clear mandate (ii) agree on roles and responsibilities and 
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(iii) identify projects and project teams. For the first quarter, project teams have been identified 
for the following areas: (i) ICT (ii) governance and (iii) public education.

Training of Trainers (ToT) Manual: The mSgs—with support from the World Bank Institute has 
developed a Training of Trainers manual for civil society organizations (CSO). This manual is a 
first step toward equipping CSOs with the necessary tools to more effectively monitor pharma-
ceutical PSm processes. The manual is a training guide and a “living document” that can be 
updated as experiences are acquired and lessons learned. Its design facilitates adaptation to a 
variety of sectors and settings.

Training of Trainers Workshop: In December 2011, the World Bank Institute hosted forty rep-
resentatives of CSOs from all three countries, at a regional Training of Trainers (ToT) Workshop, 
held in Dar es Salaam, Tanzania. The objective of the workshop was to review the fundamental 
principles of pharmaceutical procurement and supply chain management (PSm), as well as 
train these CSO representatives on the use of social accountability tools in monitoring PSm 
practices, procedures, and processes. Workshop participants also reviewed a draft of the ToT 
manual and provided feedback for its finalization. The manual has been finalized, and as of 
July 1, will become available as an online resource. 

‘Quick Win’ Projects: In February 2012, the World Bank Institute provided resources to the 
multistakeholder coalitions. This funding is intended to support short-term, high-impact 
projects, called ‘Quick Win’ projects. These Quick Win activities will help catalyze the imple-
mentation of the country action plans, developed by the multistakeholder coalitions in April 
2011. Through the WBI funding, the coalitions have initiated critical activities around three 
main areas: CSO empowerment through training on PSm; the use of ICT in monitoring medi-
cine availability in health facilities; and research and analysis on gaps in PSm processes at 
the country level. All these activities will be completed by June 30; findings from these initial 
activities will help inform the scale-up of longer-term coalition activities and the mobilization of 
resources to support such expansion moving forward. 

Regional Workshop (Kampala): In April 2012, the World Bank Institute hosted its third 
regional workshop in Uganda, Kampala. The theme of the workshop was “Strengthening 
Multistakeholder Coalitions through Leadership Action’. Its objective was to: (i) examine 
multistakeholder group progress in implementing their country action plans; and (ii) provide a 
structured leadership course tailored towards providing specific tools to enable the coalitions 
better overcome implementation challenges. Over the course of 5 days, the workshop partici-
pants acquired tools around Adaptive Leadership, Strategic Communication & Negotiation, 
Coalition Building, rapid results Approaches, and Self mastery. The insights form these 
courses provided critical frameworks for developing reprioritized action plans, with 100-day 
milestones. The reprioritized action plans underscored the importance of continuing activities 
around CSO empowerment and data collection. The workshop also led to a renewed focus on 
strengthening relationships with government. 
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High Level Policy Makers’ Meeting: During the April 2012 workshop, WBI also hosted a one-
day high-level policy makers meeting. The objective of the meeting was to explore strategies 
for better integrating the multistakeholder coalitions in national PSm reform efforts. The meet-
ing, attended by 11 senior ranking officials from ministries of health, procurement agencies, 
and faith-based organizations, underscored the importance of collaboration and also empha-
sized the role that multistakeholder coalitions can play in serving as a critical bridge between 
government and the citizens. Through this meeting, government officials committed to more 
active participation in the multistakeholder coalitions and identified tangible opportunities for 
engagement, particularly around the use of mobile technology in enhancing citizen feedback 
mechanisms on the effectiveness of PSm. Since the meeting, both the coalitions in Kenya and 
Tanzania have partnered with the Kenya medicines Supplies Agency (KEmSA) and the Tanzania 
Public Procurement regulatory Authority respectively. In Kenya, the partners are rolling out a 
mobile system for tracking medicine availability and in Tanzania; they are training CSOs on the 
use of selected tools to monitor PSm processes in pilot sites across the country. 

Phase III

Capacity Building: The April 2012 WBI regional multistakeholder meeting in Kampala identi-
fied critical capacity gaps in addressing communication challenges in procurement and supply 
chain management reforms. To address this capacity constraint, the coalitions requested WBI 
technical assistance to develop country specific communication strategies. These communica-
tion strategies will help the coalitions to: (i) better identify sources of external support; (ii) rec-
ognize and address opposition to reform and; (iii) proactively engage different stakeholders to 
understand the underlying interests that can be tapped for supporting reforms and increase 
collaboration.

In may 2013, WBI sponsored workshops in Kenya and Uganda to discuss, develop, and 
finalize communication strategies for FoTAPP and meTA respectively. FoTAPP’s communication 
objective is “To increase citizen participation in using mobile Drug Tracking System (mDTS) in 
tracking the pharmaceutical commodities at Level III health facility.” meTA’s communication 
strategy aims: “To create broad based understanding of the ‘crisis’ of ineffective and wasteful 
health service delivery at the facility level and mobilize both ‘supply-side’ and ‘demand-side’ 
actors to address implementation hurdles.” 

Data Collection Tools: In October 2012, a regional team of experts representing government 
and civil society from Kenya, Tanzania and Uganda refined, standardized, and finalized data 
collection tools developed and pre-tested by the coalitions. The technical working group of 
experts also developed a monitoring and evaluation framework to guide the refinement, final-
ization and rollout of the tools. They identified the need for two supplementary data collec-
tion tools: a Citizen Empowerment Tool to determine the existence of and assess the efficacy 
of grievance redress mechanisms in receiving and responding to citizen feedback on health 
service delivery, as well as a Stock monitoring Tool to track stock levels of tracer medicines 
in selected health facilities in all three countries. The set of harmonized tools will aid cross-
country comparison and analyses to gain a broader picture of citizen satisfaction with health 
services, access to medicines and citizen empowerment across the region.
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WBI facilitated the technical working group meeting to refine, standardize and finalize the 
data collection tools, as well as develop supplementary tools and outline an appropriate m&E 
framework. 

Surveys: Also in October 2012, the multi-stakeholder group on Pharmaceutical Procurement 
in Tanzania con ducted a procurement and stock monitoring exercise in all six districts of the 
Dodoma region. The study found that all districts have procurement struc tures in place, but 
revealed wide variations in pharmaceuti cal procurement activities, including:

•	 Some districts’ human resource capacity is compromised by leave granted to procurement 
staff.

•	 Only one district (Chamwino) floats tenders for pharmaceutical supplies. 

•	 ‘Shopping’ (procurement by quotation) is the most common method of procurement for 
items not available at the national medical Stores Department (mSD).

•	 All districts had fair levels of 28 tracer medicines in stock, although Bahi and Dodoma 
municipality had stock levels of less than 80 percent for these items. At the regional level, 
only 32 percent of tracer items were available in all district hospitals at the time of the 
monitoring exercise.

•	 Procurement from non-mSD sources has an important cushioning effect on stock levels.

Tanzania’s survey tools could also be used to assess the quality of medicines in stock (such 
as their source, batch numbers and expiry dates), which will help curb the circula tion of coun-
terfeit medicines.

In Kenya, the overall goal of FoTAPP’s survey, carried out in January 2013, was to provide 
a platform for citizens to more actively monitor PSm and health services, as well as to provide 
an evidence base for advocating policy reform in the health sector—with an an emphasis on 
improved access to essential medicines. Of the 20 health facilities selected in the nine counties 
surveyed, nine of the facilities (one in each county) targeted for the survey had participated in a 
social accountability (Sacc) project carried out by the ministry of Health in partnership with the 
World Bank Country Office. The eleven other facilities from the same counties (one from each 
county except Nairobi and Homabay counties that had two) had not participated in the Sacc 
project. 

In December 2013, the medicines Transparency Alliance (meTA) in Uganda carried out a 
study, “Client Satisfaction with Services in Uganda’s Public Health Facilities,” in 10 districts and 
202 health facilities across the country, and more than 3,000 patients as well as nearly 500 front-
line service delivery personnel and policy level staff. Survey tools were designed on the basis 
of theory that when citizens are empowered, they can advocate effectively for and demand 
quality services and accountability at various levels of government. The objectives were to: 
(i) determine the level of client satisfaction with health service delivery in public health facilities 
in Uganda; (ii) establish the availability of medicines in these health facilities; and (iii) determine 
the level of citizen empowerment in advocating better service delivery at health facilities. This 
was to establish a baseline in each of these three areas and to identify opportunities where 
collaborative interventions could accelerate reforms. The key findings reveal challenges in 
client satisfaction with health service delivery (especially at lower levels of care), low citizen 
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empowerment to advocate better service delivery, and significant bottlenecks in access to 
laboratory supplies. 

They include the following: 

•	 The level of satisfaction with services in public health facilities was rated at 47 percent. 

•	 generally, the nearer patients were to the nation’s capital, the higher their satisfaction with 
health services. 

•	 Satisfaction increased through levels of care, with the highest at referral hospitals.

Included in a comprehensive list of recommendations for various stakeholder groups were: 

•	 District Health Teams should better monitor stock status at facilities to trigger, facilitate and 
inform stock transfers between facilities or back to the National medical Stores for wider 
redistribution.

•	 The ministry of Health, along with its partners, should develop tools for continuous moni-
toring of clients’ satisfaction in all health centers across the country.

•	 The National medical Stores should propose and pursue necessary amendments to the 
rules and regulations in the Public Procurement and Disposal of Assets Act, to enable the 
agency to use local partner agencies for procurement.

Uganda’s Commissioner of Community Health Services launched the report in February 
2014 on behalf of the minister for Primary Health Care, and pledged the government’s commit-
ment to work together with meTA and key stakeholders to implement the report’s recommen-
dations in order to improve services.

Phase Iv

Moving ahead: meTA’s report sparked a broad multistakeholder conversation on specific roles 
of government, civil society, and the private sector in addressing some of the key findings 
emerging from the study. As a result of the study, meTA—at the request of the ministry of 
Health and other partners—has been tasked with implementing some of the recommenda-
tions in two selected districts. meTA will: 

•	 meet with all relevant political and technical stakeholders at the national and district 
level to explain the findings of the study, and obtain critical buy-in for a pilot of 
recommendations. 

•	 Strengthen the capacity of Local government Authorities (LgAs) to better monitor 
health service delivery at the facility level. This will entail training members of Health Unit 
management Committees as well as Village Health Teams on their roles and responsibili-
ties vis-à-vis health service delivery monitoring. meTA will also assist these local authorities 
to gain a better understanding of the rights Based Approach to health, an underlying 
principle of service delivery. 

•	 Design and implement a comprehensive community score card program in selected com-
munities to monitor health service delivery and enhance performance in specific health 
facilities. This will involve identifying and training local facilitators, sensitizing local com-
munities, and developing a score card that incorporates the necessary indicators linked to 
the findings of the study. 
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•	 Sensitize local communities on the use of grievance redress mechanisms. The sensitiza-
tion process will include a thorough review of redress and complaint-handling mechanisms 
to ascertain what is currently offered to the public, what works well, what does not, what is 
missing and what should be available. The review should highlight improvements needed 
and how they can be integrated into health facility operations. 

•	 Design and implement a community-based program to allow health facilities and LgAs 
to better disseminate information on issues such as health facility expenditures, medicine 
schedules, patient charter, etc.
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Appendix B
Cases of Mapping Outcomes: Improving Governance 
in Pharmaceutical Procurement and Supply Chain 
Management in Kenya, Tanzania and Uganda

Goal
Improve citizen access to essential medicines in Kenya, Tanzania and Uganda.

Problem
Challenges in pharmaceutical procurement and supply chain management—such as poor coordina-
tion between varied actors, inefficiency and misallocation of public resources—result in waste and 
limit citizens’ access to essential medicines at affordable prices and of good quality.

Objective
Strengthen transparency, accountability and efficiency in government pharmaceutical procurement 
and supply chain management to promote value for money and achieve more with less.

Since 2010, Kenya, Tanzania and Uganda have made significant progress in strengthening 
multi-stakeholder engagement to facilitate greater transparency, accountability and efficiency 
in Pharmaceutical Procurement and Supply Chain management (PSm). The increased collabo-
ration between state and non-state actors, which has emerged as a result of this engagement, 
is integral to improving access to essential medicines, the goal of WBI’s Improving governance 
in Pharmaceutical Procurement and Supply Chain management Initiative.
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Cases of Mapping Outcomes: Improving Governance 
in Pharmaceutical Procurement and Supply Chain 
Management in Kenya, Tanzania and Uganda

Goal
Improve citizen access to essential medicines in Kenya, Tanzania and Uganda.

Problem
Challenges in pharmaceutical procurement and supply chain management—such as poor coordina-
tion between varied actors, inefficiency and misallocation of public resources—result in waste and 
limit citizens’ access to essential medicines at affordable prices and of good quality.

Objective
Strengthen transparency, accountability and efficiency in government pharmaceutical procurement 
and supply chain management to promote value for money and achieve more with less.

Since 2010, Kenya, Tanzania and Uganda have made significant progress in strengthening 
multi-stakeholder engagement to facilitate greater transparency, accountability and efficiency 
in Pharmaceutical Procurement and Supply Chain management (PSm). The increased collabo-
ration between state and non-state actors, which has emerged as a result of this engagement, 
is integral to improving access to essential medicines, the goal of WBI’s Improving governance 
in Pharmaceutical Procurement and Supply Chain management Initiative.
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In January–march 2013, WBI mapped the outcomes1 of this initiative using a customized 
outcomeharvesting tool.2 This visual map (figure B.1) presents the sequence of outcomes 
achieved by change agents—the leaders, coalitions and organizations involved in the process. 
The map illustrates how the outcomes connected and built on each other over time to form 
multi-actor, institutional processes for change to address the initiative’s objectives and goal.

WBI team members identified and formulated the outcomes, presenting an explanation 
of their significance and how WBI had contributed—directly or indirectly, in a small or big way, 
intentionally or not—by catalyzing or empowering the change agents to take new actions. 
Then, roughly 20% of the outcomes were independently substantiated for credibility in the 
mapping exercise.

Background
According to the European Health Care Fraud and Corruption Network and the World Health 
Organization, annual global health expenditure stands at about US $5.3 trillion. Of this outlay, 
US $750 billion (18%) is spent in the pharmaceutical market, while consumers lose about US 
$300 billion more to human error and corruption. Together, total expenditure for pharmaceu-
ticals and the cost of corruption combined exceeds US $1 trillion, or approximately 1/5th of 
what is spent globally on health care.

Pharmaceutical procurement is particularly prone to poor governance, since it entails 
complex processes that involve many stakeholders, including government ministries, procure-
ment agencies, manufacturers, hospitals, distributors and citizens as the ultimate clients. When 
pharmaceutical procurement and supply chain systems work effectively, they offer high levels 
of quality, cost-effectiveness, product availability, transparency, accountability and value for 
money in the use of public funds.

The effort to improve these systems is especially critical in emerging markets, where phar-
maceutical spending is 20–30% higher than the global average. International reference prices 
and cross-country knowledge sharing are thus critical to low-income countries obtaining fair 
prices on the global pharmaceutical market.

In 2010, WBI’s Health Systems and Open governance practices jointly launched the 
Improving governance in Pharmaceutical Procurement and Supply Chain management Initia-
tive in Kenya, Tanzania, and Uganda. The initiative focuses on addressing weak governance in 
PSm, including legal and regulatory issues, organizational inefficiencies, challenges of informa-
tion asymmetries and poor multi-stakeholder coordination and collective problem solving.3

The initiative seeks to create and build the capacity of multi-stakeholder coalitions com-
prising public and private sectors and CSOs (including academia, media and faith-based 
organizations) in Tanzania, Kenya and Uganda. Through capacity development, WBI provides 
the coalitions with cutting-edge tools to build strong relationships across stakeholder groups, 
understand and address the political economy of health sector reforms, enhance technical 
understanding of pharmaceutical PSm issues and engage demand-side actors in generating 
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evidence-based data to inform policymaking. These capacity development components are 
intended to strengthen collaborative action toward reforms, which is expected to accelerate 
PSm change processes and ultimately improve access to medicines.

Tanzania, Kenya, and Uganda have initiated country-level processes that have the potential 
to reform pharmaceutical PSm processes. They possess both technical and leadership capacity 
enhanced through structured learning, knowledge exchange and peer-to=peer learning that 
facilitate regional multi-stakeholderled efforts to improve governance in PSm.

2010 2011 2012 2013

Institutional changes

Regional and country commitment and priority setting/ 
transparency and accountability of PSM

Efficiency of PSM policy

Effectiveness of multi-stakeholder action 

Intermediate changes 

Other outcomes are awareness, knowledge and skills;  
improved collaboration; and new implementation know-how.

* Outcomes selected for substantiation; see page 6 sidebar.

(1) 
Government, 
civil society 
and private 
actors in 
Kenya, 
Tanzania 
and Uganda 
understood 
added value of 
collaborating 
for sustainable 
PSM reforms

(2) Kenya, 
Tanzania 
and Uganda 
committed 
to multi-
stakeholder 
process to 
prioritize action 
areas to inform 
policy reform, 
and set norms 
for mutual 
accountability

(3) Uganda key 
stakeholders 
partnered with 
government 
to hold first 
public forum to 
discuss Public 
Procurement 
and Disposal of 
Public Assets 
Act and ways 
to amend it 
to enhance 
efficiency 

(4) Uganda 
government 
used forum 
feedback 
to examine 
options to 
amend the act

(5) Uganda’s 
existing multi-
stakeholder 
coalition 
agreed to 
broaden 
its scope 
to address 
governance 
challenges in 
PSM

(7) Kenya, Tanzania 
and Uganda coalitions 
developed action plans to 
address priority PSM areas

(6)* Kenya 
and Tanzania 
formed similar 
coalitions 
to promote 
transparency, 
accountability 
and 
collaborative 
problem 
solving in PSM

(9) Kenya, Tanzania 
and Uganda 
coalitions validated 
action plans with 
broader stakeholder 
groups at country 
level for local 
ownership

(10) Kenya, Tanzania 
and Uganda coalitions 
identified national 
conveners to coordinate 
action plan implementation

(11) Kenya coalition 
piloted a monitoring 
tool in three health 
facilities to collect 
data on citizen 
satisfaction with health 
service delivery and 
access to medicines

(8) Kenya, 
Tanzania 
and Uganda 
coalitions 
began using an 
online regional 
Community 
of Practice 
(www.enepp.
net) to build 
knowledge on 
PSM

(12)* Kenya, 
Tanzania and 
Uganda coalitions 
acquired new skills 
on how to address 
political economy 
challenges to 
implementation 
of country action 
plans

(18)* Uganda 
CSOs and medi-
cine agencies 
agreed to ongo-
ing dialogue to 
communicate on 
PSM governance 
challenges, ongo-
ing reform efforts 
and emerging 
areas for collabor-
ative action 

(19) Uganda 
coalition’s Uganda 
National Health 
Consumers 
Organization, a 
CSO network, 
published 
preliminary 
baseline study on 
PSM challenges in 
selected districts 

(25) Kenya 
coalition 
scaled up a 
pilot of citizen 
monitoring 
tool initially 
administered 
in 2012 

(24) Regional 
technical 
working group 
refined and 
standardized 
data collection 
tools developed 
and pre-tested 
in Kenya and 
Uganda, and 
developed a 
framework to roll 
out the tools

(16) Uganda 
coalition 
integrated 
PSM in its 
three-year 
work plan 
co-funded by 
DFID

(17) Uganda coalition 
CSO members organized 
first national dialogue 
with medicine procure-
ment agencies 

(20) Uganda 
coalition built skills 
of CSOs to use social 
accountability tools 
and monitor PSM

(13) Kenya, 
Tanzania 
and Uganda  
policymakers 
endorsed  
coalitions’ 
strategies and 
committed 
to support 
country-level 
engagement 

(14)* Kenya 
coalition built 
knowledge of 
health facility 
workers and 
CSOs on PSM 
practices, 
processes and 
third party 
monitoring 
(CSOs only)

(15) Kenya 
coalition, 
working with 
the Kenya 
Medical 
Supplies 
Agency, 
designed  
and test-
piloted 
Mobile Drug 
Tracking 
System

(21) Tanzania 
stakeholders 
signed a 
memorandum 
formalizing 
creation 
of country 
coalition

(22)* 
Tanzania 
coalition and 
government 
piloted a 
tool for 
monitoring 
district-level 
procurement 
of medicines 

(23) Tanzania coalition 
built skills of CSOs and 
district procurement 
officers in using 
the tool to monitor 
compliance with 
Procurement Act 

Figure B.1 Map of Outcomes Showing How Changes Were 
Connected and Built over a Four-Year Timeframe
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Outcome Areas
The process of change from this initiative can be seen in three streams of outcomes that rep-
resent the major change paths (figure B.2). All of the outcomes were analyzed and classified 
according to the types of change they achieved. They were then grouped based on how they 
connected to each other to form a story for change. Outcomes that correspond to those in 
figure B.1 are indicated with bracketed numbers below.

OutCOme area 1: reGIOnal COmmItment tO  
ImPrOve aCCess tO medICInes

In this initiative, regional and country-level commitment helped drive effective and sustained 
actions. 

In June 2010, pharmaceutical procurement agencies, public procurement oversight 
authorities, ministries of health, civil society actors and private companies in Kenya, Tanzania 
and Uganda acknowledged governance weaknesses in PSm and came together regionally to 
discuss approaches for achieving more sustainable reforms. These actors recognized the limi-
tations of working through the customary approach of “silos,” with little collaboration across 
stakeholder groups. Stakeholders realized the value presented through synergistic approaches 
to problem solving, and, therefore, committed to pursuing a more systematic, collaborative 
approach to influence reforms. [1, 2]

more important, stakeholders viewed working together as a critical strategy toward mak-
ing inroads at a time when health policy reform was a national priority in all three countries. 
The collaborative address of systemic challenges in PSm promised to leverage stakeholder 
strengths and expertise; create a level playing field for constructive dialogue between mul-
tiple stakeholders; facilitate consensus building about reform priorities; and establish mutual 
accountability for results.

WBI held extensive consultations at the country level to elicit stakeholder feedback on a 
proposed concept note for a multi-stakeholder approach for strengthening good governance in 
pharmaceutical PSm. Through facilitated discussions, WBI helped stakeholders understand the 
link between the slow progress on PSm and working in silos and demonstrated the potential for 
state and non-state actors to work collaboratively for stronger and more effective reforms.

In April 2011, the country stakeholders began using a regional online Community of Prac-
tice (CoP) to build knowledge and commitment of stakeholders on PSm (see www.enepp.net). 
[8] The CoP had more than 350 members from all three countries by February 2013. Having a 
CoP became important for advancing regional knowledge exchange between practitioners in 
all three countries, and providing a “safe” space to share challenges, innovative solutions and 
resources to help move forward sensitive reforms.

WBI designed, developed and launched the online platform during a regional workshop in 
Kenya, held April 2011. WBI facilitated membership of participants at the workshop and other 
stakeholders at the country level from the public, private and civil society sectors and develop-
ment partners.

In April 2012, representatives of multi-stakeholder coalitions in each country gathered 
regionally to discuss their respective challenges, explore approaches for addressing the 
political economy of reforms, reprioritize their action plans and set realistic timelines. [12] This 
refinement of country action plans was necessary since the multi-stakeholder coalitions were 
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WBI Contributions

• Strategy and technical 
consultations

• Benchmark studies and 
analysis of procurement 
agencies

• Facilitation of peer-
to-peer learning on 
implementation of country 
action plans

• Survey on implementation 
challenges and capacity 
development on 
addressing PE of reform

• Online commnity of 
practice

• Funding to support 
implementation of country 
action plans 

Partners

• Transparency International, 
Medicines Transparency 
Alliance and St. John’s 
University of Tanzania 
acted as country 
conveners for coalitions 

Outcome Area 1: Regional commitment to 
improve access to medicines
• Commitment to multi-stakeholder process to 

leverage strengths of different actors to address 
weak governance in PSM 

• Collaborated to share solutions, and identify 
ways to scale-up achievements and standardize 
tools regionally

• Used regional network to build knowledge 
through peer exchanges

Problems Addressed

• Varied actors with 
different agendas 
surround pharmaceutical 
procurement and supply 
chain problems

• Inefficiencies and waste 
in the procurement 
and supply of essential 
medicines

• Minimal demand-side data 
to complement supply-side 
data and provide a holistic 
picture of PSM challenges

• Lack of transparency 
and accountability 
in pharmaceutical 
procurement supply chain 
management 

• Improve citizen access 
to essential medicines 
in Kenya, Tanzania and 
Uganda

Change Agentsa

• Kenya, Tanzania and Uganda multi-stakeholder 
coalitions

• Pharmaceutical procurement agencies

• Public procurement oversight authorities

• Ministries of health

• Civil society actors

• Private companies 

• Online community of practice

Change Strategyb

Outcome Area 2: Effective multi-stakeholder 
action
• Country coalitions developed action plans, 

validated by stakeholders, endorsed by 
policymakers 

• Coalition members agreed on priority areas for 
collective action

Development Goal

Outcome Area 3: Improved transparency, 
accountability and legitimacy in countries
• Improved information on medicine availability 

through greater transparency in PSM 

• Improved social accountability through use 
of monitoring tools for citizen feedback on 
medicine availability

• Improved PSM policy through public feedback 
forums 

• Built data collection experience by piloting tools 

• Built knowledge on PSM processes, practices 
and 3rd party monitoring

• Collaborated with government on actions

• Increased knowledge on PSM problems and on 
how to address them collectively

Figure B.2 Change Strategy Showing How Change Happened 
to Advance Progress Toward Goal

experiencing implementation challenges and needed to review their priorities to identify 
areas where they could have the most impact. A key concern across the coalitions was how to 
address perceived mistrust between actors, as well as promote a more equitable balance of 
power among stakeholders to ease coordination, forge collaboration and facilitate attainment 

aChange agents are leaders, groups or organizations from government or non-state that drive change.

bChange strategy is how change happened to advance progress toward the goal and objectives—the development 
problems addressed, types of outcomes achieved, WBI contributions and partners involved. A change strategy may 
include different types of change processes or streams depending on the complexity of the multi-actor institutional 
changes involved in a program.
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of shared objectives. The country coalitions also prioritized the role of demand side actors in 
generating an evidence base on health service delivery and access to medicines at the facility 
level to better inform policy dialogue.

WBI administered a survey to members of the multi-stakeholder coalitions in Kenya, Tanza-
nia and Uganda in late 2011 to understand the implementation challenges the coalitions faced 
and identify areas where WBI could provide capacity development and technical assistance. 
WBI’s greater than Leadership Program designed a five-day workshop for the coalitions on 
“Strengthening multi-stakeholder Coalitions Through Leadership Action.” WBI also provided 
funding to accelerate implementation of the refined action plans.

In October 2012, a regional team of experts representing government and civil society 
from Kenya, Tanzania and Uganda refined, standardized and finalized data collection tools 
developed and pretested by the coalitions. The technical working group of experts also 
developed a monitoring and evaluation framework to guide the refinement, finalization and 
roll out of the tools. [24] They identified the need for two supplementary data collection tools: 
a Citizen Empowerment Tool to determine the existence of and assess the efficacy of griev-
ance redress mechanisms in receiving and responding to citizen feedback on health service 
delivery, as well as a Stock monitoring Tool to track stock levels of tracer medicines in selected 
health facilities in all three countries. The set of harmonized tools will aid cross-country 
comparison and analyses to gain a broader picture of citizen satisfaction with health services, 
access to medicines and citizen empowerment across the region.

WBI facilitated the technical working group meeting to refine, standardize and finalize the 
data collection tools, as well as develop supplementary tools and outline an appropriate m&E 
framework.

So, over 30 months multi-stakeholder processes had leveraged the strengths of differ-
ent actors to address weak governance in PSm. These commitments materialized through: 
improved regional recognition of the value of state and non-state actors engaging collabora-
tively on PSm; enhanced regional networking to build knowledge, shared solutions and identi-
fied ways to scale-up achievements; and development and review of new and innovative data 
collection tools to generate demand-side evidence to complement national data on health 
service delivery and access to medicines.

OutCOme area 2: effeCtIve multI-stakehOlder aCtIOn

multi-stakeholder coalitions became important to address PSm in the country context. In 2011, 
an existing multi-stakeholder group in Uganda—medicines Transparency Alliance (meTA)—
agreed to broaden its scope to become the country coalition to address governance chal-
lenges in PSm. [5] rather than establish a new multi-stakeholder coalition, it was important 
to leverage existing capacity by joining forces with meTA, which has been in Uganda since 
2007 and has established networks with both state and non-state actors. Consequently, meTA 
integrated PSm in its three-year plan co-funded by the United Kingdom Department for 
International Development (DFID). [16] This secured funding for the broadened mandate of 
meTA to address PSm and gave it more credibility to do so. It was a quick win for the coalition 
by building on its existing networks.
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suBstantiation oF outcomes

To verify the accuracy of the outcomes mapped and enrich WBI’s understanding of 
them, the external consultant selected 5 outcomes [6, 12, 14, 18, 22] and asked 15 
people independent of WBI but knowledgeable about the change to review each and 
record whether they agree with the outcome as described. Thirteen people responded 
and all “fully agreed” with the description as formulated of the outcome and its signifi-
cance. Excerpts of the substantiators’ comments on the outcomes achieved:

“The commitment of the high-level policy makers was important to the work of the 
PSm coalition as it will enable their work get the recognition and support it needs 
in high-level decisionmaking that affects the PSm. The bringing together of the 
PSm Coalitions and high-level policy makers needed a champion and WBI played 
that role well and in a timely manner.”

—Ramadhan Mlinga, Chief Executive Officer, Public Procurement  
Regulatory Authority, Tanzania

“While such multi-stakeholder coalitions are important, they need to be better 
aligned with overall World Bank engagement in the country level and contribute 
to better policy dialogue on improving participation of stakeholders and enhanced 
transparency. Therefore, I would like to see much stronger emphasis on linkage 
with the Bank’s long-term engagement in the outcome. This way, WBI contributions 
will provide more sustainable gains.”

— Gandham N.V. Ramana, Lead Health Specialist, World Bank

“To improve lives of the citizens can only be successful with support of the govern-
ment (high-level policy makers), failure to which interventions increasingly achieve 
minimal results. Working with government senior officials has enabled the civil soci-
ety to fill in gaps within the policy system, a key gap being monitoring of impact 
of the government expended resources. Then direct feedback to high-level policy 
makers. The Kenya medical Supply Agency has been a key beneficiary of this type 
of CSO monitoring of their services.”

— Debra Gichio, Program Officer, Transparency International, Kenya

“This meeting [National medicines Dialogue in may 2012] brought a number 
of agencies and CSOs together. most especially the district CSOs were able to 
meet the executive directors of the National Drug Authority, Joint medical Stores, 
National medical Stores and ministry Of Health. In fact one of the participants 
said ‘now this is a dream come true because I have always wanted to see National 
medical Stores.’ “

—Robinah Kaitiritimba, Executive Director,  
Uganda National Health Consumers Organisation
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At the same time, various actors from Kenya and Tanzania formed similar multi-stakeholder 
coalitions to promote greater transparency, accountability and collaborative problem solving in 
PSm. [6] In Kenya, the Forum for Transparency and Accountability in Pharmaceutical Procure-
ment (FoTAPP) was established in may 2011. The group comprises public sector agencies, 
including the ministry of Health, Kenya medical Supplies Agency, Public Procurement and 
Oversight Authority, Kenya Anti-corruption Commission and the Pharmacy and Poisons Board; 
civil society; donor partners; the private sector; and academia.

In Tanzania, 22 organizations, including the Public Procurement regulatory Authority, min-
istry of Health and Social Services, Food and Drugs Authority, and medical Stores Department, 
as well as 13 CSOs, signed a memorandum of Understanding to formally launch the coalition. 
[21] The coalition has since expanded its members. Formalization of the coalition was impor-
tant in the country context to create a legitimate entity recognized by government, private 
sector and civil society as the vehicle for promoting transparency, accountability and efficiency 
in PSm. Each country coalition developed action plans to, for the first time, tackle country-spe-
cific PSm challenges through a multi-stakeholder approach. [7] The key was building a shared 
understanding of priorities and responsibilities among the different stakeholders. In view of 
resource constraints and competing priorities, the coalitions tried to identify areas where they 
could achieve quick and high-impact outcomes.

WBI facilitated and convened a regional workshop in Kenya in April 2011 and attended by 
coalition representatives. At the event, WBI provided tools and resources to guide stakehold-
ers in establishing country coalitions, developing country action plans and identifying common 
areas of interest where all three countries could engage and share their experiences though 
the regional CoP. WBI also provided input on memoranda of Understanding.

Beyond establishing the core membership of the country coalitions, each country group 
held broader national consultations to seek broad-based buy-in for the country action plans 
developed and to ensure local ownership for priority areas of collaborative engagement. [9] 
With this endorsement at the national level, the coalitions identified country conveners respon-
sible for coordinating multi-stakeholder activities. [10] This effort established a focal point or 
secretariat for the coalitions’ day-to-day functioning, including organizing meetings and follow-
ing up on decisions.

WBI provided guidance to the country consultation processes led by the coalitions, and 
contacted World Bank staff in the country to facilitate relationships with key government 
stakeholders. By April 2012, high-level policymakers from Kenya, Tanzania and Uganda had 
endorsed the country action plans and committed themselves to supporting activities of the 
country coalitions [13]. Up until this moment, the government representatives in the coalitions 
had limited authority to commit to specific interventions, which often relied on the buy-in and 
political willingness of higher-level officials, such as heads of agencies, within the public sector. 
This formal endorsement from policy makers:

•	 Demonstrated political support for the coalition’s PSm strategies

•	 Linked coalition activities to relevant country reforms

•	 Helped establish supporting relationships between policymakers and the coalitions neces-
sary for strengthening partnership with the government

•	 Helped lay the groundwork for joint demand- and supply-side data collection and other 
activities that the coalitions prioritized in their strategies
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WBI convened a high-level policy dialogue among the country policymakers in Uganda, 
Kenya and Tanzania in April 2012 after recognizing the difficulties that the country coalitions 
faced in gaining traction on their activities and priorities. WBI facilitated knowledge exchange 
between the country conveners in Uganda, Kenya and Tanzania, and guided the sharing of 
experiences on how to formalize the multi-stakeholder coalitions in-country.

In sum, building on regional commitment, multistakeholder country coalitions mobilized in 
Uganda, Kenya and Tanzania to take action to achieve improved practices in PSm.

OutCOme area 3: ImPrOved transParenCy,  
aCCOuntabIlIty and effICIenCy

Since 2010, the coalitions have contributed to improving open dialogue around governance 
vulnerabilities in pharmaceutical PSm, and in working together to pilot innovative solutions 
to ensuring greater transparency, accountability and efficiency in PSm. Key country-specific 
achievements include:

uganda Coalition—medicines transparency alliance (meta)

In July 2010, meTA, in partnership with the Public Procurement and Disposal of Public Assets 
Authority (PPDPA), held the first public forum to discuss the 2003 Public Procurement and 
Disposal of Public Assets Act and opportunities to amend it to enhance efficiency in procure-
ment of essential medicines, among other things. [3] This action tested the multi-stakeholder 
approach in engaging non-state actors in providing input into ongoing legislative reform. This 
led the PPDPA to review the act that governed its activities, examining options for amend-
ments. [4] The success demonstrated the power of multi-stakeholder collaboration and 
signalled a shift in the way the PPDPA traditionally engaged, which previously involved minimal 
engagement with non-state actors.

In may 2012, meTA—under the leadership of Uganda National Health Consumers Organisation 
(UNHCO)—organized the first national dialogue on medicines. [17] This meeting brought together 
key agencies, particularly the National medical Stores, the National Drug Authority, the Drug moni-
toring Unit, and the Joint medical Stores of the ministry of Health and pharmaceutical councils. The 
CSOs and medicines agencies agreed to an ongoing dialogue to openly collaborate and com-
municate on PSm governance challenges. [18] This dialogue helped establish trust between the 
agencies and coalition and created legitimacy for the coalition to address PSm challenges.

In June 2012, UNHCO also published a preliminary baseline study—based on research 
from four districts in Uganda—that helped identify key gaps in PSm and highlighted interven-
tions where the coalition could leverage its comparative advantages. [19] The study helped 
to provide up-to-date information on PSm challenges and further grounded the proposed 
interventions and priorities of the coalition within the country context.

Also in June 2012, meTA trained CSOs on social accountability tools and their role in moni-
toring PSm at the health facility level. [20] This training started to build the capacity of CSOs to 
monitor PSm, as well as to raise awareness about effective and transparent PSm processes.

WBI contributed funding for the coalition to organize cand implement national dialogue 
activities and helped create a platform for open discussion between the medicine agencies. 
At the request of PPDPA, WBI provided examples of similar acts in Africa to help them think 
through amendments for Uganda. WBI leveraged resources from UNHCO to engage technical 
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experts to develop the baseline study to inform the coalition’s priorities. WBI organized a 
regional Training of Trainers’ Workshop on PSm attended by Uganda coalition members.

kenya Coalition—forum for transparency and accountability  
in Pharmaceutical Procurement (fotaPP)

In June 2012, FoTAPP developed and test-piloted a Citizen monitoring Tool in three health 
facilities in Nairobi County to collect data on citizens’ level of satisfaction with health services 
and their access to medicines—in terms of physical availability as well as affordability. [11] The 
tool enabled citizens to provide feedback on their level of satisfaction with health services. The 
success of the exercise also indicated the potential for demand-side data collection to gener-
ate evidence to inform policy dialogue. The coalition also built knowledge of health facility 
workers and CSOs on PSm practices and CSO monitoring. [14] This training built the under-
standing of both supply- and demand-side actors on their roles to improve outcomes in access 
to medicines. Such understanding is required both for the effective use of monitoring tools 
and for building consensus on reform possibilities.

Additionally, FoTAPP, working closely with the Kenya medical Supplies Agency (KEmSA), 
designed and test-piloted a mobile Drug Tracking System (mDTS). The mDTS provides 
citizens, community health workers, health facilities and health management committees with 
real-time information on medicine availability in selected health facilities. For patients with spe-
cific diseases—tuberculosis, HIV/AIDS, diabetes—this system is especially useful to track the 
availability of medicines in health facilities, making it more efficient to obtain life-saving drugs 
and reduce transaction costs. [15] It allows the tracking of medical commodities from KEmSA 
warehouses to health facilities, making it easier for the demand-side to monitor delivery of 
essential medicines. The development of this tool also represents a practical example of col-
laboration with government on the delivery of demand-side tools.

In February 2013, FoTAPP completed a pilot of a more extensive data collection exercise 
in 20 health facilities in nine counties across the country. This scaled up the pilot of the Citizen 
monitoring Tool initially administered in 2012. [25] The roll out of the data collection exercise 
will provide a baseline to help measure the impact of the coalitions’ interventions over the next 
five years and determine efficacy of the multi-stakeholder approach in facilitating PSm reforms 
and improving access to medicines.

WBI provided the Kenya coalition funding to support the development of the Citizen 
monitoring Tool for data collection, the capacity building workshop, and in collaboration with 
KEmSA, to engage an ICT consultant to design software for the mDTS. WBI provided techni-
cal support to the team in developing a proposal for funding through the Social Development 
Civil Society Fund, which selected the coalition as a recipient of US $100,000 to support scale 
up of the Citizen monitoring Tool pilot.

tanzania Coalition

In June 2012, the Tanzania coalition, in partnership with the Public Procurement regulatory 
Authority, developed a procurement monitoring tool to examine the processes used to pro-
cure pharmaceuticals at the district level and to determine their compliance with the Public 
Procurement Act. [22] They, along with the muhimbili University of Health and Allied Sciences 
and St. John’s University of Tanzania, also trained CSOs, district procurement officers from 
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Dodoma region and representatives of the medical Stores Department and test-piloted the 
tool in six districts in the Dodoma region. [23]

given the substantial resources allocated to pharmaceutical procurement at the district 
level, the coalition prioritized procurement monitoring to ensure resources were being used 
efficiently and in compliance with Public Procurement Act. Such monitoring would help advo-
cate value for money in PSm and contribute to improved access to medicines. The coalition is 
working closely with the regulatory authority to prioritize reform areas based on recommenda-
tions from the final procurement monitoring report.

WBI reviewed the draft procurement monitoring tool and provided substantive comments 
for enhancement.

In sum, the multi-stakeholder country coalitions in Uganda, Kenya and Tanzania are increas-
ingly taking actions to improve transparency, accountability and efficiency in PSm through 
inclusive dialogue to influence policy; generation of baseline data that help prioritize reform 
areas for collaborative action; capacity development for key actors, especially CSOs; and 
innovative tools to monitor PSm at the facility level. Also important is the involvement of both 
supply- and demand-side actors to strengthen their respective roles in the country context to 
improve access to medicines.

Conclusion
Improving transparency, accountability and efficiency in PSm was pursued through collabora-
tion between government and civil society actors, regionally and through country coalitions. 
Traditionally, the two stakeholder groups have not worked together to address challenges in 
PSm; rather, they worked in silos, with minimal communication and cooperation. Through the 
development of joint country action plans, the multi-stakeholder coalitions achieved mile-
stones in improving partnership, specifically around the design and implementation of both 
demand- and supply-side tools to monitor PSm.

In Uganda, the successful launch and public dialogue around findings of a preliminary 
baseline study on PSm challenges—organized by meTA—created a platform for continued 
engagement with National medical Stores, Joint medical Stores and the ministry of Health. All 
three partners are now collaborating with the coalition to design and pilot four data collection 
tools in 10 districts across Uganda.

In Kenya, the coalition partnered for the first time with KEmSA to pilot an innovative 
mDTS, which allows citizens and health workers to access real-time information on medicine 
availability in selected health facilities.

In Tanzania, the coalition—in collaboration with the Public Procurement and regulatory 
Authority—designed and piloted a procurement monitoring tool for use by district officers to 
assess the level of compliance with the Public Procurement Act.

Another area of progress has been capacity development of coalitions, particularly of civil 
society, to better understand, monitor and advance advocacy around PSm reforms, with an 
emphasis on greater transparency, accountability and efficiency.

many of the CSOs trained through this initiate are leading data collection exercises on 
health service delivery in their respective communities. The initiative has also published a 
Training of Trainers manual as a guide for civil society actors interested in implementing social 
accountability mechanisms to improve service delivery, with a focus on access to medicines.
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Next Steps
Because of the change processes, the coalitions are empowered to advance outcomes of 
their own. There is local ownership of the process, and key relationships—especially with 
government—have been formed that should provide a foundation and impetus for advancing 
outcomes.

Nonetheless, a key challenge that remains is to ensure the full participation of the private 
for-profit sector to facilitate broader stakeholder engagement, support longer-term sustain-
ability as well as sustain the momentum for reform.

Further, the importance of grounding coalition priorities in local contexts has become clear. 
The coalition-building experience in three countries shows how country dynamics often influ-
ence the ability and agility of the coalition. Kenya succeeded in moving quickly with its country 
action plans because it has a more favorable enabling environment—including a relatively 
mature democracy, sophisticated technology and close relationship with a government client 
eager to integrate citizen and demand-side feedback. It is important to understand the local 
dynamics in each country context and work within that framework to identify local champions 
that have the capacity to move reforms quickly and bring the coalition along.

Now, a key strategy for the initiative is to share the experience and early results of imple-
menting the coalition-building approach to improving governance of PSm in East Africa. 
Lessons learned will provide practical guidance on the “how to” of coalition building in health 
service delivery and provide recommendations on applications in other country contexts. For 
example, the capacity developed within the coalitions can be applied to monitoring health 
service delivery in general, which is an area of increased demand.

In addition to continuing to contribute to outcomes in the three streams described, new 
outcomes are expected, particularly around implementation of joint interventions to address 
emerging issues that will be highlighted in the data collection exercise from all three countries.

Notes
1Outcomes refer to significant changes in the behavior, relationships, actions, policies or 
practices of a change agent that WBI has influenced, directly or indirectly, partially or wholly, 
intended or not. Outcomes are identified at two levels in relation to the goal: institutional 
changes relate to improvements in ownership, policy and/or organizations; and intermediate 
changes relate to improvements in awareness, knowledge and skills, collaborative processes 
and implementation experience. These levels are based on WBI’s Capacity Development 
results Framework, which provides a flexible guide for the assessment, design, and monitoring 
and evaluation of multi-stakeholder development efforts and associated processes of change 
management.

2Outcome mapping gathers information on outcomes across the change strategy of a program 
to learn from what changed, for whom, when and where, the significance of the change and 
how WBI contributed.

3While the Improving governance in Pharmaceutical Procurement and Supply Chain 
management Initiative was established in 2010, over the years it has become part of the global 
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movement on “Open Contracting,” a multi-sector effort that seeks to promote greater 
transparency and accountability in the award and implementation of public sector contracts.

4The numbers in brackets correspond to the outcomes in figure B.1. The text that usually 
follows each outcome refers to its significance. The process of change the outcomes represent 
can be seen in figure B.2.
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Pharmaceutical Procurement in Kenya, Tanzania, 
and Uganda: Key Findings, Best Practices,  
and Opportunities for Improvement (2010)

 

 

    KKeennyyaa  aatt  aa  GGllaannccee  

The Kenyan Government has made sweeping progress in improving the access to and quality of 
country-wide pharmaceutical services. As a result of legal reform and other policy measures, the 
regulation of the pharmaceutical industry has been greatly enhanced. While there has been much 
progress, Kenya continues to confront significant obstacles in monitoring counterfeit pharmaceutical 
products entering the country, especially essential medicines. Finally, Kenya must continue building on 
the accomplishments it has made in the way of legal reform, as several of its laws remain redundant or 
inconsistent with international practice. 

 

 

 

BBeesstt  PPrraaccttiicceess  ttoo  SShhaarree  

 The well-established institutions and regulations that guide KEMSA to manage pharmaceuticals 
and health products efficiently are of note. Additionally, KEMSA has partnered with the Kenya 
Anti Corruption Commission to advance accountability and transparency within the institution, 
and between institutions and suppliers. 

 Kenya is home to a vibrant array of civil society organizations engaged in improving access to 
medicines nationwide.  This includes organizations such as HAI Africa, a group which supports 
improved health outcomes through access to pharmaceuticals as part of their mission to promote 
safe access to essential medicines in Kenya. 

 Kenya has recently made strides to reform the legal framework regulating pharmaceutical 
procurement, efforts which include the revision of Chapter 244 of the Pharmacy and Poisons 
Act, the establishment of The Public Procurement Oversight Authority, the reorganization of the 
Kenya Medical Supplies Agency, and the reworking of both the Kenya Essential Medicines List 
(KEML) and the Standard Treatment Guidelines (STG) in June 2010.  

 The installation of an ERP system indicates progress towards transparency and accountability, as 
well as the minimization of manual operations and margins of error within each step of 
procurement. 
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OOppppoorrttuunniittiieess  ffoorr  IImmpprroovveemmeenntt  

Kenya’s pharmaceutical procurement processes could benefit from:  

 Implementing and adhering to acquisition protocol  

 Enhancing coordination between various institutions involved in pharmaceutical procurement  

 Improving transparency of information to ensure efficiency and compliance to regulation; 
specifically, making the post-bid opening stage of procurement information formally and 
officially accessible 

 Allowing KEMSA independence with respect to budget expenditure 

 Continuing the process of legal reform, as several laws continue to be outmoded or contradictory 
to standard international practice 

 Combating delays in pharmaceutical delivery, product stock outs, and insufficient quantities of 
essential medicines 

 

 

 

 

PPrriioorriittyy  AArreeaass  ffoorr  AAccttiioonn  

Kenyan stakeholders agreed to focus on the following areas in their efforts to continue improving 
procurement practice in Kenya:   

 Strengthen information management systems (between regulator and procurement agency) 

 Review all legislation that affects procurement entities 

 Make KEMSA more autonomous with respect to budget expenditure 

 Emphasize capacity-building for civil society organizations to improve their watchdog function 

 Participate in the WBI (regional) network of procurement practitioners to foster peer-to-peer 
learning 

 Strengthen the legal framework to enable wider participation in the procurement process 

 Invest in capacity-building measures for E-procurement to promote transparency 

 Reduce the number of vertical, parallel systems and integrate these systems 

 Deepen collaboration among multi-stakeholders at the national level 

http://dx.doi.org/10.1596/978-1-4648-0287-4


Appendix C 105

Accelerating Health Reforms through Collective Action • http://dx.doi.org/10.1596/978-1-4648-0287-4

APPENDIX C 97

 

 

    TTaannzzaanniiaa  aatt  aa  GGllaannccee  

The Tanzanian government has made the health sector a priority over the past decade, which has led to 
the adoption of several best practices within the realm of pharmaceutical procurement and an overall 
improvement in various key health indicators in the country. Namely, operations at Tanzania’s Medical 
Stores Department have greatly improved in recent years, and the country has made progress in 
addressing procurement-related governance issues through the Public Procurement Act of 2004.  
Challenges Tanzania must address moving forward will be to further strengthen the regulatory 
framework guiding procurement, improve coordination efforts between actors involved in 
procurement, and increase accountability mechanisms regulating the system.  

 

 

 

BBeesstt  PPrraaccttiicceess  ttoo  SShhaarree  

 Tanzania’s Public Procurement Act of 2004, which is a successful working model for 
decentralized public sector procurement, is sustained by a strong Public Procurement Regulatory 
Authority (PPRA) that has carried out very effective training for procurement entities.  

 The PPRA offers a solid example of effective regulation for public sector procurement; 
specifically, the PPRA’s capacity-building programs for PEs have had a strong positive impact, 
while the procedural forms have served as a practical guide to the tender process and in 
maintaining accurate records of procedural transactions.  

 Tanzania’s Medical Stores Department (MSD) Procurement Management Unit (PMU) 
exemplifies a number of best practices, including the contract management flow chart, which 
acts as a useful guide to contract management, and the vendor rating tool, which provides an 
unbiased way of recording and rating vendor performance to ensure that inefficient and 
unreliable contractors are identified and avoided in future transactions.   

 Finally, the MSD’s planned use of the Enterprise Resource Program (ERP) will be a ground-
breaking initiative from which other procurement professionals can learn. 
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    TTaannzzaanniiaa  aatt  aa  GGllaannccee  
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OOppppoorrttuunniittiieess  ffoorr  IImmpprroovveemmeenntt  

Several areas require additional attention, including:  

 Inadequate coordination in procurement planning 

 Necessary improvements to the legal and regulatory structures surrounding procurement  

 The need for stronger accountability mechanisms 

 The need for increased communication between stakeholders 

 Capacity limitations at the national and decentralized levels. 

 The weak involvement of civil society  

 A surfeit of tools and methods tracking procurement 

 

 

 

PPrriioorriittyy  AArreeaass  ffoorr  AAccttiioonn  

Stakeholders in Tanzania agreed to take steps to improve the following:  

 National-level quantification and procurement planning 

 Facility-level quantification 

 The role of CSOs in the interaction between providers and end-users 

 Human Resources development and deployment 

 Multi-stakeholder relations, especially public/private partnerships 

 Regional collaboration and sharing of information 

 Private sector supplier assessment 

 General risk assessment methodologies 
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    UUggaannddaa  aatt  aa  GGllaannccee  

The Ugandan Government has established several effective national systems regulating pharmaceutical 
procurement processes. Due to reform and development efforts over the past decade, Uganda now has 
solid legal and regulatory frameworks governing procurement. Moving forward, Uganda must face 
several challenges in the effort to build upon this recent progress; the most major challenges the 
country has yet to face include implementing existing policies and regulations and improving 
coordination efforts to increase the efficiency of the system.  

 

 

BBeesstt  PPrraaccttiicceess  ttoo  SShhaarree  

 The multi-stakeholder collaboration facilitated through MeTA Uganda (Medicines Transparency 
Alliance) successfully promoted discourse and cross-sectoral knowledge-sharing. MeTA Uganda 
effectively engaged the private sector and Civil Society in reviewing the National 
Pharmaceutical Sector Strategic Plan, promoted the disclosure of information on volumes and 
values of medicines imported into Uganda by the NDA, and pursued the amendment of the 
procurement Act and Anti-Counterfeit Goods Bill. MeTA has also paved the way for the private 
sector to access information on the procurement of pharmaceuticals. 

 The participation of civil society organizations such as The Coalition for Health Promotion and 
Social Development (HEPS), which promotes increased access to affordable essential medicines, 
is another laudable practice within Uganda. 

 The establishment of several key pieces of legislation passed in the last decade, including the 
National Medicines Policy and the Public Procurement and Disposal of Public Assets Act, is also 
a noteworthy practice. 

 Other best practices include the release of information regarding the results of bidding processes 
on the part of NMS, and Uganda’s efforts to collaborate with other regional partners. 
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OOppppoorrttuunniittiieess  ffoorr  IImmpprroovveemmeenntt  

Several areas require additional attention, including:  

 The overly-bureaucratic public sector procurement system  

 And the need to operationalize procurement law 

There remain several process gaps regarding:  

 The transparency of contract and supply chain management  

 The cumbersome nature of the appeals process 

 The procedures and regulations surrounding accountability mechanisms and audits  

 The need for inter-departmental coordination between governmental agencies regulating 
procurement 

 And the process by which information on procurement is disclosed to the public 

 

 

 

PPrriioorriittyy  AArreeaass  ffoorr  AAccttiioonn  

 Stakeholders agreed that Uganda could benefit from action regarding anti-corruption measures 
and efforts to improve transparency. 

 Stakeholders discussed taking steps to improve institutional arrangements and coordination.  
Participants agreed that more is required to enhance and improve communication amongst 
stakeholders and between donors.  

 Participants noted that there is the need for capacity-building among key stakeholders, 
particularly to encourage civil society strengthening, participation during technical evaluations 
of procurement, and so that informed groups could encourage transparency and accountability.  

 Stakeholders agreed that the country could benefit from information generation and disclosure at 
multiple levels. 
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Code of Conduct for the Multistakeholder 
Group on Pharmaceutical Procurement in 
Tanzania

 101

Appendix D
Code of Conduct for the Multistakeholder Group 
on Pharmaceutical Procurement in Tanzania

Preamble

The multistakeholder group on Pharmaceutical Procurement in Tanzania (mSg-Pharma) is a 
coalition of organizations and individuals with common interest in achieving good governance 
in pharmaceutical procurement in Tanzania. This code of conduct is written in accordance with 
the provisions of the memorandum of Understanding of the group as signed by all parties 
concerned. The code seeks to harness the potential of the coalition and individual members 
in realizing the objectives set forth in the memorandum of Understanding, direct the manage-
ment of the coalition and guide interaction between individual members.

POwers and CaPabIlItIes Of the COalItIOn

1. To define very clearly goals and objectives of the coalition and provide the final interpreta-
tion of the terms of the memorandum of Understanding

2. To design and institute written and transparent Hr, financial and office management 
procedures

3. To request one of the members to host the secretariat
4. To design and install good office management procedures
5. To endeavor to meet all costs of running the coalition
6. To discuss and solicit internal and external donors to fund individual activities
7. To discuss and solicit internal and external donors to provide technical expertise and assis-

tance where required
8. To use local consultancy and technical services where available
9. To undertake data collection as will be necessary in the fulfillment of the coalition’s 

objectives
10. To undertake procurement contract monitoring activities
11. To encourage members to register and use Enepp1

12. To organize meetings, workshops and seminars for members and other target groups
13. To join any group that shares common aspirations with the mSg and, consequently, pres-

ent periodic reports as will be required under the terms of association of the larger group
14. To encourage and support establishment of sub-groups for the purpose of providing spe-

cialized attention to a particular issue
15. To encourage and support establishment of regional and district mSgs
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16. To promote public awareness of the mSg and its activities
17. To lobby for recognition by the government and participation of government departments 

in the mSg
18. To lobby for recognition by development partners and their participation in the mSg
19. To establish a public relations unit to handle public communication
20. To establish a unit to coordinate the issue of publications and statements
21. To make periodic reports to stakeholders
22. To make periodic reports to relevant government ministries and departments
23. To make periodic reports to development partners where obligated
24. To issue periodic public information bulletins
25. To establish a public website
26. To establish formal links with professional associations and other bodies of stakeholders
27. To establish clear lines of authority within the mSg
28. To ensure maximum internal consultation before any statement or output is released
29. To allow members to join and leave the coalition voluntarily.

lImItatIOns Of the COalItIOn

1. Not to do anything that will inhibit or deter the participation of government and develop-
ment partners in the coalition

2. Not to engage foreign experts where local ones are available
3. Not to coerce any organization into the membership of the mSg
4. Not to coerce any source of information
5. Not to accept tasks and responsibilities counter to the objectives of the mSg
6. Not to appoint or accept the formation of regional or district branches that do not have a 

multistakeholder outlook
7. Not to make individual pronouncements without concern to the mSg and other members
8. Not to make any commitment for the mSg without permission from the relevant unit/per-

son vested with that authority
9. Not to bind individual members to mSg pronouncements
10. Not to undertake comparisons with other regional organizations without involving other 

regional multistakeholder groups
11. To discourage groupings within the coalition that are based on ethnic, political or religious 

philosophies
12. To focus on basic mSg objectives when seeking to join affiliations.

ethICal OblIGatIOns Of members

1. Transparency in all activities and dealings
2. Full disclosure of all financial contributions
3. Full disclosure of all technical assistance received
4. Use of data collected by the mSg for intended purposes only
5. Use of information obtained during the sessions for intended purposes only
6. Complete declaration of conflicts of interest by members.
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COmmOn values Of members

1. Equality in participation
2. gender equity and sensitivity
3. Intolerance of discrimination
4. Observance of the law
5. Self-respect and self-confidence
6. Commitment to honesty
7. mutual respect between all members of the mSg
8. Unity and focus on mSg objectives
9. Service to the public
10. Commitment to truth
11. Joint accountability
12. To be models of transparency in procurement and other day-to-day activities
13. To be models of accountability in procurement and other day-to-day activities.

Note
1Enepp is a dynamic, interactive web-based platform for coalition members engaged in PSm 
and the broader access to medicines agenda in Tanzania, Uganda and Kenya. It provides a 
much-needed safe zone for members to dialogue and consult around pharmaceutical PSm 
approaches that work, as well as discuss new ideas for catalyzing change at the country and 
regional level.
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Client Satisfaction with Services 
in Uganda’s Public Health Facilities: 
Summary of Study Findings (2013)

105

To establish a baseline on citizen satisfaction, medicine availability, and citizen empowerment 
in health servicedelivery in Uganda, MeTA* conducted a survey of a broad sample of Ugandans. 

C L I E N T  S A T I S F A C T I O N  W I T H  S E R V I C E S  I N  
U G A N D A ' S  P U B L I C  H E A L T H  F A C I L I T I E S

47% is a weighted average of several percentages. 
For example, 71% reported being satisfied with 
the attitude of the prescriber, but 35% reported 
satisfaction with availability of laboratory services...

47%%%%47474747474747%47%47%%%%%%

C O N T A C T S :   Emmanuelhigenyi@gmail.com         Rkitungi@yahoo.com.

*  S O U R C E : Client Satisfaction with Health Services in Uganda’s Public Health Facilities: A Study by the 
Medicines Transparency Alliance (MeTA), Uganda. December 2013. MeTA is a global alliance of govern-
ments, pharmaceutical companies, civil society, the World Health Organization, the World Bank, and other 
partners working to improve access to medicines by increasing accountability in the healthcare sector. 
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To establish a baseline on citizen satisfaction, medicine availability, and citizen empowerment 
in health servicedelivery in Uganda, MeTA* conducted a survey of a broad sample of Ugandans. 

C L I E N T  S A T I S F A C T I O N  W I T H  S E R V I C E S  I N  
U G A N D A ' S  P U B L I C  H E A L T H  F A C I L I T I E S
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C O N T A C T S :   Emmanuelhigenyi@gmail.com         Rkitungi@yahoo.com.

*  S O U R C E : Client Satisfaction with Health Services in Uganda’s Public Health Facilities: A Study by the 
Medicines Transparency Alliance (MeTA), Uganda. December 2013. MeTA is a global alliance of govern-
ments, pharmaceutical companies, civil society, the World Health Organization, the World Bank, and other 
partners working to improve access to medicines by increasing accountability in the healthcare sector. 
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To establish a baseline on citizen satisfaction, medicine availability, and citizen empowerment 
in health servicedelivery in Uganda, MeTA* conducted a survey of a broad sample of Ugandans. 

C L I E N T  S A T I S F A C T I O N  W I T H  S E R V I C E S  I N  
U G A N D A ' S  P U B L I C  H E A L T H  F A C I L I T I E S
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*  S O U R C E : Client Satisfaction with Health Services in Uganda’s Public Health Facilities: A Study by the 
Medicines Transparency Alliance (MeTA), Uganda. December 2013. MeTA is a global alliance of govern-
ments, pharmaceutical companies, civil society, the World Health Organization, the World Bank, and other 
partners working to improve access to medicines by increasing accountability in the healthcare sector. 

27% 49%

OF SURVEY RESPONDENTS FILED 
A FORMAL COMPL AINT,

 despite perception that people have 
widespread complaints about health 

services.

OF RESPONDENTS TO A 
FOLLOW-UP POLL REPORTED 

COMPL AINTS FILED.  
Poll was conducted using the SMS-based 

U-Report platform, http://ureport.ug/.

DIFFERENCE IN FINDINGS 
AT TRIBUTED TO DEMOGRAPHICS.  
Households on MeTA survey were rural 
citizens with lower levels of education; 

whereas U-Report respondents were 
self-selecting, well-educated young people 

with a tendency to activism. 

ONLY INTERESTINGLY,
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