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Key Takeaways
Health public-private partnerships (PPPs) are long-term contracts that mobilise

private capital, innovation and management to deliver public health
infrastructure and services, helping bridge funding and capacity gaps in

pursuit of universal health coverage (UHC).

Successful PPPs require stable legal and regulatory frameworks, transparent
procurement, enforceable contracts and political commitment to attract private

investment and ensure sustainable delivery.

There are various types of health PPPs: infrastructure, medical equipment,
digital health, training and management contracts.

PPPs work best when risks are allocated to the party best able to manage
them. In a health PPP, risks include typical risks in PPP projects (such as site risk,
design risk and completion risk) and health-specific risks (such as changes in

the volume of demand for patient services, infection risk and unexpected
changes in medical technology). Poorly structured risk transfer can lead to

inflated costs, limited competition and reduced value for money.

Each PPP should be grounded in a national health masterplan, strong
feasibility studies and clear business cases that align infrastructure investment

with evolving population health needs.

Governments must establish competent PPP units, skilled procurement teams
and clear governance hierarchies to plan, procure and manage complex

health PPPs effectively over their lifecycle.

Early and continuous engagement with key stakeholders - including ministries,
developers, investors, health professionals and communities - reduces

resistance, builds trust and ensures alignment between health and finance
authorities.
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The choice of PPP contractual model (e.g. build-own-operate (BOO) or design-
build-finance-operate (DBFO)) should consider factors such as value for money,

project manageability, accessibility of healthcare and bankability.

PPPs can leverage blended finance or concessional resources to reduce
project costs and enhance affordability, provided sound financial structuring

and oversight mechanisms are in place.
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ThiV chaSWeU, SUeVeQWed iQ WZR SaUWV, SURYideV a cRmSUeheQViYe RYeUYieZ Rf PPPV iQ
Whe healWh VecWRU. Part 1 e[SlRUeV Whe fRXQdaWiRQal aVSecWV Rf healWh PPPV, begiQQiQg
ZiWh aQ e[SlaQaWiRQ Rf ZhaW PPPV aUe aQd Whe beQefiWV Whe\ caQ bUiQg WR healWhcaUe
deliYeU\. IW e[amiQeV Whe eQabliQg cRQdiWiRQV WhaW cRQWUibXWe WR VXcceVVfXl imSlemeQ˦
WaWiRQ, cRmSaUeV WUadiWiRQal SURcXUemeQW meWhRdV ZiWh PPP aSSURacheV, aQd
RXWliQeV Whe diffeUeQW W\SeV Rf healWh PPPV aQd WheiU fiQaQciQg cRQVideUaWiRQV. The
VecWiRQ alVR emShaViVeV Whe imSRUWaQce Rf effecWiYe VWakehRldeU maQagemeQW iQ
achieYiQg SURjecW RbjecWiYeV.

Part 2 bXildV RQ WhiV fRXQdaWiRQ b\ fRcXViQg RQ Whe SUacWical dimeQViRQV Rf deYelRS˦
iQg aQd maQagiQg healWh PPP SURjecWV. IW SURYideV WechQical gXidaQce WR Whe Weam
deVigQiQg aQd imSlemeQWiQg Whe healWh PPP SURjecW. SSecificall\, iW diVcXVVeV hRZ WR
bXild a SiSeliQe Rf Yiable PPP SURjecWV, SUeSaUe aQd VWUXcWXUe Whem fRU SURcXUemeQW,
allRcaWe UiVkV aSSURSUiaWel\ aQd VelecW VXiWable cRQWUacWXal mRdelV. The VecWiRQ
cRQclXdeV ZiWh gXidaQce RQ Whe ke\ cRQWUacWV XVed b\ SURcXUiQg eQWiWieV aQd beVW
SUacWiceV fRU maQagiQg PPP cRQWUacWV RYeU WheiU lifec\cle.

Health Sector PPPs
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Description and Rationale
PPPV aUe a glRball\ UecRgQiVed meWhRd Rf SURcXUemeQW. TheUe iV QR ViQgle, iQWeUQa˦
WiRQall\ acceSWed defiQiWiRQ Rf PPPV, bXW bURadl\ VSeakiQg, a PPP caQ be defiQed aV:

˰A lRQg-WeUm cRQWUacW beWZeeQ a SUiYaWe SaUW\ aQd a SURcXUiQg eQWiW\, fRU Whe
SURYiViRQ Rf a SXblic aVVeW aQd/RU VeUYice, iQ Zhich Whe SUiYaWe SaUW\ beaUV VigQificaQW
UiVk aQd maQagemeQW UeVSRQVibiliW\, aQd ZheUe UemXQeUaWiRQ iV liQked WR
SeUfRUmaQce.˱

PURcXUiQg eQWiWieV caQ iQclXde ceQWUal gRYeUQmeQW miQiVWUieV, VWaWe deSaUWmeQWV, VWaWe
ageQcieV, VWaWe-RZQed eQWiWieV aQd mXQiciSal eQWiWieV. IQ a healWhcaUe cRQWe[W, WheVe
eQWiWieV W\Sicall\ iQclXde Whe MiQiVWU\ Rf HealWh (MRH), healWh bRaUdV aQd hRVSiWal
WUXVWV (RU eTXiYaleQW eQWiWieV), amRQg RWheUV.

The dXUaWiRQ Rf a PPP cRQWUacW iV W\Sicall\ beWZeeQ 10 aQd 30 \eaUV, allRZiQg VXffi˦
cieQW Wime fRU Whe aVVeW WR be affRUdable RQ aQ aQQXal baViV. HRZeYeU, Whe dXUaWiRQ Rf
a PPP cRQWUacW caQ be VhRUWeU (e.g. fRU a VeUYice-RQl\ cRQWUacW RU digiWal healWh Wech˦
QRlRgieV) RU lRQgeU (e.g. laUgeU-Vcale SURjecWV ZheUe Whe SUiYaWe SURYideU QeedV lRQgeU
WR UecRXS iWV iQYeVWmeQW).

SRme ke\ cRQVideUaWiRQV UelaWed WR PPPV iQclXde:

Part 1: Understanding
Health Public-Private
Partnerships
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RATIONALE

PPPV caQ be aQ effecWiYe Za\ Rf VXSSRUWiQg UHC aV Whe\ mRbiliVe SUiYaWe VecWRU
fiQaQciQg aQd e[SeUWiVe, Zhich caQ clRVe Whe fXQdiQg gaS Zhile bUiQgiQg efficieQcieV
iQWR healWh V\VWemV. GRYeUQmeQWV VhRXld be cleaU RQ Whe iVVXeV Whe\ aUe VeekiQg WR
VRlYe b\ iQYRlYiQg Whe SUiYaWe VecWRU iQ healWhcaUe deliYeU\. ThiV caQ Wake VeYeUal
fRUmV RU a cRmbiQaWiRQ WheUeRf:

The fXQcWiRQV fRU Zhich Whe SUiYaWe SaUW\ iV UeVSRQVible YaU\, bXW ma\ iQclXde
deVigQ, cRQVWUXcWiRQ, UeQRYaWiRQ, fiQaQciQg, maiQWeQaQce aQd RSeUaWiRQ.

-

PPP SURjecWV RfWeQ iQYRlYe Whe SURcXUemeQW Rf QeZ aVVeWV; hRZeYeU, VRme PPP
aUUaQgemeQWV alVR iQYRlYe Whe UehabiliWaWiRQ aQd/RU maiQWeQaQce Rf e[iVWiQg
aVVeWV.

-

RiVkV aUe allRcaWed WR Whe SaUW\ beVW able WR beaU Whem.-

Each Rf Whe ShaVeV Rf Whe PPP SURjecW iV geQeUall\ addUeVVed iQ RQe cRQWUacW (e.g.
a SURjecW agUeemeQW RU cRQceVViRQ agUeemeQW).

-

The SUiYaWe SaUW\ W\Sicall\ RSeUaWeV WhURXgh a VSecial SXUSRVe Yehicle (SPV), a
VeSaUaWe, legall\ iQdeSeQdeQW cRmSaQ\ WhaW iV cUeaWed WR caUU\ RXW a VSecific
SURjecW.

-

The Sa\meQW mechaQiVm iQ a PPP cRQWUacW ma\ iQclXde a WaUiff RU XVeU fee
mRdel, aQ aYailabiliW\-baVed mRdel RU a cRmbiQaWiRQ Rf WheVe, ZiWh RU ZiWhRXW a
VXbVid\. TheUe Zill alVR W\Sicall\ be a SeUfRUmaQce maQagemeQW V\VWem ZiWh ke\
SeUfRUmaQce iQdicaWRUV (KPIV) aQd a Sa\meQW dedXcWiRQ mechaQiVm.

-

PPPV caQ be aSSlied acURVV diffeUeQW VecWRUV (iQclXdiQg Whe healWh VecWRU), bXW
WheUe mighW be VRme gRYeUQmeQW limiWaWiRQV (e.g. VRme cRXQWUieV caQQRW haYe
PPPV iQ Whe defeQce VecWRU).

-

Closing the infrastructure gap. ThURXgh PPPV, gRYeUQmeQWV caQ acceleUaWe Whe
deliYeU\ Rf iQfUaVWUXcWXUe Qeeded fRU a UaQge Rf faciliWieV VXch aV cliQicV, hRVSiWalV
aQd diagQRVWic ceQWUeV ZiWhRXW beaUiQg Whe fXll XSfURQW fiVcal bXUdeQ, Zhile
eQVXUiQg lRQg-WeUm SeUfRUmaQce aQd VeUYice TXaliW\ WhURXgh RXWcRme-baVed
SaUWQeUVhiS cRQWUacWV.

-

Closing the medical equipment gap. PPPV eQable acceVV WR medical
WechQRlRgieV WhURXgh YaUiRXV mechaQiVmV, iQclXdiQg leaViQg, bXild-RSeUaWe-

-
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Case Study: Applicability of PPP in the Improvement of Clinical
Services and Renovation of Existing Facilities

The Ministry of Public Health had received a public hospital from a donor but was unable to operate
the hospital to acceptable clinical standards. The need to improve clinical services, as well as
renovate the existing facilities and develop a new pharmaceuticals facility, led the Ministry to explore
the possibility of harnessing private sector investment and managerial skills for the hospital. The
Ministry outlined its requirements for the core clinical services to be provided to patients, including
maternity health services, neonatology services, paediatric health services, oncology, medical,
surgical and radiotherapy services, as well as diagnostic services. A key consideration was the
patient mix, ensuring that not only private patients but also a percentage of low-income patients could
access the enhanced facilities at no cost.

WUaQVfeU (BOT) aQd maQaged eTXiSmeQW VeUYice (MES) mRdelV WhaW imSURYe
cliQical RXWcRmeV aQd RSeUaWiRQal efficieQc\. B\ aligQiQg iQceQWiYeV beWZeeQ
SXblic healWh RbjecWiYeV aQd SUiYaWe VecWRU iQQRYaWiRQ, PPPV helS VWUeQgWheQ
UeVilieQce, e[SaQd acceVV WR caUe aQd mRdeUQiVe healWh V\VWemV iQ a fiQaQciall\
VXVWaiQable aQd Vcalable Za\.

Dealing Zith shortages in healthcare Zorkers and specific skill sets. The
VhRUWage iQ healWhcaUe ZRUkeUV (HCWV) aQd VSecialiVed VkillV iV a VigQificaQW
glRbal challeQge. TheVe iVVXeV aUe mRVW SURfRXQd iQ lRZ aQd middle-iQcRme
cRXQWUieV, SaUWicXlaUl\ iQ AfUica, Zhich haV 25% Rf Whe ZRUld˭V diVeaVe bXUdeQ bXW
haV RQl\ 3% Rf glRbal HCWV. PPPV caQ ZRUk WRZaUdV iQcUeaViQg Whe emSlR\meQW
aQd XWiliVaWiRQ Rf HCWV iQ AfUica b\ SURYidiQg addiWiRQal emSlR\meQW
RSSRUWXQiWieV, fRcXViQg RQ WUaiQiQg aQd SURfeVViRQal deYelRSmeQW, SaUWicXlaUl\ iQ
aUeaV ZheUe WheUe iV a VhRUWage Rf VSecialiVWV, imSURYiQg UeWeQWiRQ aQd RSWimiViQg
Whe XWiliVaWiRQ Rf HCWV. MRUeRYeU, Whe SUiYaWe VecWRU caQ leYeUage medical
eTXiSmeQW, digiWal healWh WechQRlRgieV aQd aUWificial iQWelligeQce WR eQable
healWhcaUe deliYeU\ iQ UeVRXUce-VcaUce eQYiURQmeQWV.

-

ImproYing operational efficienc\ and realising cost saYings. PPPV caQ
imSURYe RSeUaWiRQal efficieQc\ aQd UealiVe cRVW VaYiQgV iQ healWhcaUe V\VWemV b\
iQWURdXciQg SUiYaWe VecWRU iQQRYaWiRQ, maQagemeQW e[SeUWiVe aQd SeUfRUmaQce-
dUiYeQ accRXQWabiliW\ iQWR Whe deliYeU\ Rf healWhcaUe VeUYiceV. ThURXgh Zell-
VWUXcWXUed PPP cRQWUacWV, Whe SXblic VecWRU caQ VhifW fURm iQSXW-baVed VSeQdiQg
WR RXWcRme-baVed mRdelV (YalXe-baVed healWhcaUe) WhaW UeZaUd efficieQc\,
TXaliW\ aQd SaWieQW VaWiVfacWiRQ. The SUiYaWe VecWRU˭V abiliW\ WR RSWimiVe
ZRUkflRZV, deSlR\ digiWal healWh VRlXWiRQV aQd imSlemeQW SUeYeQWiYe

-
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Enabling Conditions
TR iQceQWiYiVe iQYeVWmeQWV iQ healWhcaUe PPP SURjecWV, cRXQWUieV Qeed a WUaQVSaUeQW,
VWable aQd SUedicWable iQYeVWmeQW ecRV\VWem WhaW allRZV fRU WUaQVSaUeQW aQd efficieQW
cRQWUacWiQg SURceVVeV aQd cRQWUacW eQfRUcemeQW. ThiV QeedV WR be XQdeUSiQQed b\
VRXQd healWh SRlicieV aQd embedded iQWR iQVWiWXWiRQV WhaW eQable Whe SUiYaWe VecWRU,
bRWh dRmeVWic aQd iQWeUQaWiRQal, WR RSeUaWe efficieQWl\, SURfiWabl\ aQd ZiWh ma[imXm
deYelRSmeQW imSacW. TheUefRUe, SURmRWiQg aQd SURWecWiQg healWh-UelaWed iQYeVWmeQWV
UeTXiUeV VSecial emShaViV fURm gRYeUQmeQWV WR eQVXUe WhaW aSSURSUiaWe UegXlaWRU\
aQd SRlic\ fUameZRUkV aUe iQ Slace.

PRWeQWial iQYeVWRUV Zill aVVeVV Whe dRmeVWic legal aQd UegXlaWRU\ eQYiURQmeQW iQ Whe
UeleYaQW cRXQWU\ befRUe decidiQg WR SaUWiciSaWe iQ aQ\ healWhcaUe PPP SURjecW. Each
cRXQWU\ Zill haYe WheiU RZQ legal aQd UegXlaWRU\ cRQVideUaWiRQV aQd UiVkV, Zhich Zill
QaWXUall\ imSacW Whe QaWXUe aQd e[WeQW Rf aQ\ iQYeVWmeQW WhaW ma\ be SURYided fRU a
VSecific healWhcaUe PPP SURjecW. AQ\ VXch aVVeVVmeQW Zill Qeed WR be caUUied RXW b\
SRWeQWial iQYeVWRUV RQ a caVe-b\-caVe baViV, aQd each iQYeVWRU Zill haYe WheiU RZQ SaU˦
WicXlaU UeTXiUemeQWV WhaW mXVW be VaWiVfied befRUe aQ\ iQYeVWmeQW iV cRQWemSlaWed.

A liVW Rf Whe cRmmRQ iVVXeV RU UiVkV WhaW Qeed WR be cRQVideUed b\ iQYeVWRUV aV SaUW Rf
WheiU cRXQWU\ dXe diligeQce befRUe iQYeVWiQg iQ healWh PPP SURjecWV iQclXdeV:

TheUe VhRXld be a VRlid legal fUameZRUk Zhich cleaUl\ aSSlieV WR healWh PPP SURjecWV.
A cUiWical SaUW Rf WhiV fUameZRUk iV haYiQg a URbXVW PPP laZ. The ke\ UeTXiUemeQWV

maiQWeQaQce V\VWemV caQ UedXce iQefficieQcieV iQ hRVSiWal RSeUaWiRQV. EcRQRmieV
Rf Vcale caQ be achieYed WhURXgh iQWegUaWed SURcXUemeQW, VXSSl\ chaiQ
maQagemeQW aQd VhaUed VeUYice mRdelV. The SXblic SaUWQeU mXVW be able WR meeW
iWV Sa\meQW RbligaWiRQV aQd mRQiWRU RXWcRmeV aQd KPIV.

The UXle Rf laZ iV a fXQdameQWal SillaU aQd iQdicaWRU Rf a cRXQWU\˭V UeadiQeVV fRU
iQYeVWmeQW. LiQkiQg WR a YaUieW\ Rf UiVk caWegRUieV, iQclXdiQg a cRXQWU\˭V legal
aQd UegXlaWRU\ eQYiURQmeQW, cRQWURl Rf cUime aQd cRUUXSWiRQ, aQd diVSXWeV, Whe
UXle Rf laZ XQdeUSiQV Whe legal ceUWaiQW\ iQ aQd Rf a jXUiVdicWiRQ.

-

The legal aQd UegXlaWRU\ eQYiURQmeQW allRZV iQYeVWmeQWV (fRUeigQ diUecW
iQYeVWmeQW limiWV, baQkUXSWc\ aQd iQVRlYeQc\ laZV aQd iQYeVWmeQW aQd aVVXUaQce
laZV).

-

The aYailabiliW\ Rf iQWeUQaWiRQal aUbiWUaWiRQ aV a diVSXWe UeVRlXWiRQ mechaQiVm.-



172

fRU aQ effecWiYe PPP laZ iQclXde:

Challenges
IQ Table 7.1 belRZ, Ze haYe ideQWified a VelecWiRQ Rf W\Sical challeQgeV WhaW caQ
adYeUVel\ affecW Whe imSlemeQWaWiRQ Rf healWh PPPV, alRQg ZiWh VXggeVWed VRlXWiRQV
fRU each challeQge.

HaUmRQiVaWiRQ Rf Whe iQVWiWXWiRQal fUameZRUk fRU Whe imSlemeQWaWiRQ Rf PPP
SURjecWV, Zhich ZRXld aSSl\ WR healWh SURjecWV.

-

EQabliQg Whe SaUWiciSaWiRQ Rf Whe SUiYaWe VecWRU iQ Whe deYelRSmeQW aQd
imSlemeQWaWiRQ Rf PPP SURjecWV, iQclXdiQg WhURXgh Whe iQceQWiYiVaWiRQ Rf
SXblic/SUiYaWe cRllabRUaWiRQ.

-

PURYiViRQ fRU cleaU SURcXUemeQW SURcedXUeV, iQclXdiQg gXideliQeV RQ cRmSeWiWiYe
SURcedXUe aQd Whe XQVRliciWed SURcedXUe.

-

IdeQWificaWiRQ Rf Whe W\SeV Rf VWaWe VXSSRUW Zhich ma\ be aYailable fRU healWh PPP
SURjecWV RQ a caVe-b\-caVe baViV, VXch aV VRYeUeigQ gXaUaQWeeV aQd XQdeUWakiQgV,
YiabiliW\ gaS fiQaQciQg, VXbVidieV, Wa[ e[emSWiRQV aQd/RU beQefiWV (See alVR
ChaSWeU 8: Credit Enhancement).

-
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Typical Challenge Solution

Inadequate legal framework, policies and
enforcement

There should be a solid legal, policy and regulatory framework
which clearly applies to health PPP projects. This should include laws
relating to PPP, procurement, investment and private sector participa‐
tion in healthcare.
A robust institutional framework is usually best enforced through a
central PPP unit, typically housed within the Ministry of Finance (MoF).

Lack of prioritisation within government min‐
istries or interference from government
ministers which can lead to delays.

There should be political will to support health PPPs and ongoing
political stability. Long-term health PPP projects need appropriate
long-term support. To avoid interference, proper governance and
approvals procedures should be introduced and consistently
applied.

A weak payment mechanism for remunerating
the private partner (e.g. public and/or
mandatory private health insurance or inade‐
quate remuneration levels).

This does not enable payments to be output-based. While it does not
prevent PPP schemes from proceeding, the payment mechanism will
be based on cost reimbursement and a margin.

Lack of capacity and capability among gov‐
ernment officials.

A programme of health PPP capacity building should be introduced
to ensure that there are trained and experienced public sector person‐
nel, focused on delivery.

Lack of interest from tenderers, possibly due to
a lack of knowledge about the jurisdiction
and publicity about the health PPP
programmes/projects.

The procuring entity should publish a visible and credible pipeline of
health PPP projects. It is recommended that the procuring entity carry
out preliminary market engagement with the private sector market
and understand what might be the competing projects to their health
PPP programme.

Poor contract packaging occurs when PPP
contracts are too small, too diverse or too
risky.

The procuring entity should undertake comprehensive feasibility
studies and business cases as part of preparing the PPP project.
Bundling projects together or separating them into parts may be
advisable to match the scope that the market is ready to undertake.

Inappropriate or unrealistic risk transfer, for
example, occurs when all risks are fully
allocated to the private partner.

The procuring entity should undertake a full risk assessment of the
proposed PPP project.

Failure to comply with and/or apply health
PPP contractual provisions, which can result in
delays, disputes, fraud and corruption.

The procuring entity should undertake robust contract administration.

Failure to establish strong stakeholder
arrangements.

It is essential to engage all necessary stakeholders and manage their
expectations, and to spend time planning and managing both the
development and implementation of the health PPP.

Relegation of sustainability considerations Environmental, social and governance (ESG) principles align closely
with public health objectives - reducing waste, improving working
conditions and ensuring equitable access to care. ESG considera‐
tions should be built into health PPP procurement and operation (e.g.
sustainable hospital design or climate-resilient infrastructure).

Table ᤓ.ᤍ: Typical Challenges in PPPs
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Types of Health PPPs
HealWh SURjecWV caQ be SURcXUed iQ VeYeUal Za\V, UaQgiQg fURm fXll SXblic deliYeU\ WR
aUUaQgemeQWV ZheUe SUiYaWe SaUWQeUV aUe UeVSRQVible fRU RQgRiQg VeUYice SURYiViRQ.
ThiV chaSWeU fRcXVeV RQ PPPV ZheUe Whe SUiYaWe SaUWQeU cRQWUibXWeV SUiYaWe fiQaQce
aQd deliYeUV Whe SURjecW. The chaSWeU dReV QRW iQclXde eQgiQeeUiQg, SURcXUemeQW aQd
cRQVWUXcWiRQ (EPC) SURjecWV ZheUe Whe SUiYaWe SURYideU dReV QRW SURYide aQ RQgRiQg
VeUYice afWeU Whe cRmSleWiRQ Rf Whe cRQVWUXcWiRQ ShaVe.

FigXUe 7.1 illXVWUaWeV Whe cRQWiQXXm Rf SURcXUemeQW fURm fXll\ SXblic WR PPP mRdelV.
ThiV VecWiRQ elabRUaWeV RQ hRZ PPP mRdelV, VhRZQ aW Whe laWWeU eQd Rf WhiV VSecWUXm,
aUe XVed WR deliYeU VSecific acWiYiWieV iQ Whe healWh VecWRU.

VaUiRXV W\SeV Rf PPPV aUe deVcUibed bUiefl\ belRZ.

INFRASTRUCTURE PPPS

IQ iQfUaVWUXcWXUe PPPV, Whe SUiYaWe SaUWQeU XQdeUWakeV Whe SlaQQiQg, deVigQ, cRQVWUXc˦
WiRQ, eTXiSSiQg, fiQaQciQg, faciliWieV maQagemeQW aQd QRQ-cliQical VeUYiceV Zhile Whe
SXblic SaUWQeU iV UeVSRQVible fRU Whe cliQical VeUYiceV. ThiV meWhRd haV beeQ Zidel\
adRSWed iQ Whe U.K., CaQada, AXVWUalia, EXURSe aQd UeceQWl\ iQ SaXdi AUabia.

Fig. ᤓ.ᤍ: Indicative Types of Health Projects
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The diagUam belRZ SUeVeQWV a VimSle RUgaQiVaWiRQ chaUW VhRZiQg hRZ Whe SaUWieV iQ
aQ iQfUaVWUXcWXUe PPP aUe iQWeUUelaWed. The SUiYaWe SaUWQeU iV VhRZQ aV aQ SPV, Zhich
eQWeUV iQWR Whe PPP agUeemeQW ZiWh Whe SURcXUiQg eQWiW\ (VhRZQ aV Whe PXblic
PaUWQeU) aQd UeceiYeV Sa\meQW fURm Whe SXblic SaUWQeU iQ Whe fRUm Rf aQ aYailabiliW\
Sa\meQW (a Sa\meQW made RQce Whe aVVeW iV aYailable fRU XVe SeU Whe cRQWUacW). The
fXQdiQg cRmeV SUimaUil\ fURm Whe VSRQVRU (RU iQYeVWRU) aV eTXiW\ aQd fURm Whe
leQdeU aV debW. The SPV WheQ eQWeUV iQWR VXbcRQWUacW aUUaQgemeQWV fRU Whe deVigQ aQd
bXild Rf Whe faciliW\, fRU SURYidiQg aQd iQVWalliQg medical eTXiSmeQW, aQd fRU XQdeU˦
WakiQg faciliWieV maQagemeQW.

IQfUaVWUXcWXUe PPPV W\Sicall\ haYe lRQg WeQRUV Rf 20-30 \eaUV, aQd UeTXiUe fiQaQciQg
ZiWh faYRXUable WeUmV WR keeS Whe cRVW Rf caSiWal affRUdable.

The SUiYaWe SaUWQeU W\Sicall\ UeceiYeV aQ aYailabiliW\ Sa\meQW fRU makiQg Whe aVVeW
aYailable aQd a VeUYice Sa\meQW fRU SURYidiQg Whe QRQ-cliQical VeUYiceV.

The hRVSiWal˭V caSaciW\ iV SlaQQed WR meeW Whe SXblic VecWRU˭V UeTXiUemeQWV, RfWeQ
leaYiQg limiWed VcRSe fRU RSWimiViQg Whe deVigQ aQd RSeUaWiRQV. ThiV mRdel iV aWWUac˦
WiYe WR fXQdeUV aQd iQYeVWRUV aV iW caUUieV QR demaQd UiVk. The SUiYaWe SaUWQeU˭V ke\
UiVkV aUe Whe cRmSleWiRQ Rf Whe deYelRSmeQW ZRUkV RQ Wime aQd meeWiQg Whe aYail˦
abiliW\ cUiWeUia, aV Zell aV eQVXUiQg Whe faciliW\ meeWV iWV ke\ SeUfRUmaQce
UeTXiUemeQWV.

Fig. ᤓ.ᤎ: Infrastructure PPPs
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The PPP caQ addiWiRQall\ helS iQceQWiYiVe efficieQcieV ZiWhiQ Whe SUiYaWe SaUWQeU. FRU
e[amSle, Whe SUiYaWe SaUWQeU cRXld be UeVSRQVible fRU eQeUg\ aQd ZaWeU cRQVXmSWiRQ
cRVWV aW a VeW WaUiff. ThiV VhaUeV Whe UiVk beWZeeQ Whe SXblic aQd SUiYaWe SaUWQeUV, ZiWh
Whe SUiYaWe SaUWQeU deVigQiQg aQd bXildiQg eQeUg\-efficieQW bXildiQgV aQd Whe SXblic
SURYideU iQcXUUiQg Whe UiVk if Whe WaUiff UaWe iQcUeaVeV.

Case Study: Private Sector Innovation Through a New Health PPP
Model in the U.K.

The New Velindre Cancer Centre (nVCC) is one of three Welsh Government pilot projects and the
first hospital to use the new Mutual Investment Model (MIM). This model includes a 15% public sector
stake in the SPV and a significant community benefits package mandated through procurement. Key
innovations include:

MEDICAL EQUIPMENT PPPS

SimilaU WR iQfUaVWUXcWXUe PPPV, iQ Whe medical eTXiSmeQW PPP mRdel, Whe SUiYaWe
SaUWQeU XQdeUWakeV Whe SlaQQiQg, deVigQ, eTXiSSiQg, aQd, if Qeeded, aQ\ cRQVWUXcWiRQ
RU UeWURfiWWiQg. IQ addiWiRQ, Whe SUiYaWe SaUWQeU fiQaQceV Whe SURjecW aQd XQdeUWakeV
Whe maiQWeQaQce aQd aQ\ faciliWieV maQagemeQW VeUYiceV aVVRciaWed ZiWh Whe medical
eTXiSmeQW aQd iWV VXUURXQdiQgV.

TheUe aUe WZR RSWiRQV fRU RSeUaWiQg Whe medical eTXiSmeQW iWVelf:

The nVCC is the first significant Welsh investment to target the government’s zero-carbon goals
and will be the first all-electric U.K. hospital.

-

The hospital has been designed based on smart principles and will be the first PPP to employ a
comprehensive digital twin to support facilities management and clinical operations within the
hospital.

-

The hospital integrates the best practices from leading projects to combine state-of-the-art
cancer diagnostics with a welcoming and supportive environment for cancer patients and their
families.

-

B\ Whe SXblic SaUWQeU, iQ Zhich caVe Whe mRdel iV akiQ WR aQ iQfUaVWUXcWXUe PPP.-

B\ Whe SUiYaWe SaUWQeU, ZheUe Whe SXblic SaUWQeU ZRXld be UeTXiUed WR agUee RQ
Whe diagQRVWic VeUYice YRlXmeV aQd agUee WR a VeW Rf WaUiffV.

-
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ThiV PPP W\Se W\Sicall\ haV VhRUWeU WeQXUeV Rf 7-12 \eaUV, Zhich iV cRmSaWible ZiWh
Whe life c\cle Rf Whe eTXiSmeQW.

Case Study: Managed Equipment Services (MES) in Kenya

The Kenyan government entered into contracts with several original equipment manufacturers (OEMs)
to enhance access to and equity in healthcare. Under the MES arrangement, OEMs were responsi‐
ble for supplying, installing, maintaining and replacing medical equipment, as well as providing user
training across hospitals nationwide.

The MES programme was successfully implemented, significantly upgrading specialised health
infrastructure and expanding access to critical healthcare services nationwide. Previously unavailable
services, such as dialysis, critical care, surgical theatres, sterilisation and advanced imaging, were
introduced or expanded in multiple hospitals.

The programme ensured reliable equipment installation and maintenance, enhanced the capacity of
healthcare workers (HCWs) through training and fostered a more enabling work environment. Key
lessons learned included the importance of: (i) defining detailed equipment specifications, (ii)
ensuring comprehensive stakeholder engagement, and (iii) allocating sufficient time for assessment,
procurement, and implementation.

DIGITAL HEALTH PPPS

DigiWal healWh PPPV VXSSRUW Whe WUaQVfRUmaWiRQ Rf healWhcaUe bXViQeVVeV aQd VecWRU-
Zide SURceVVeV aQd RSeUaWiRQV b\ adRSWiQg digiWal WechQRlRg\, cUeaWiQg QeZ RSSRUWX˦
QiWieV aQd dUiYiQg chaQge. PPPV iQ digiWal healWh W\Sicall\ UeTXiUe cRmbiQiQg Whe
agiliW\ Rf Whe SUiYaWe VecWRU ZiWh SXblic VecWRU acceVV WR SaWieQWV aQd medical UecRUdV.
The\ WeQd WR haYe eYeQ VhRUWeU WeQRUV, giYeQ Whe VhRUW lifeVSaQ Rf WheVe WechQRlRgieV.
TheVe SaUWQeUVhiSV Uel\ RQ VSeed\ imSlemeQWaWiRQV Rf Uead\ VRlXWiRQV RU WhRVe aW Whe
beWa WeVW VWage.
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Case Study: Digital Health - Estonia, Electronic Health Record

Estonia’s journey towards digital healthcare has involved collaboration between the government and
various technology providers to develop, implement and manage its national electronic health record
(EHR) and e-Health systems. While the specific details of the agreements and partnerships that facili‐
tated the rollout of Estonia’s EHR system may vary and involve multiple contracts and collaborations,
the overarching strategy aligns with the PPP model. This model leverages both public oversight and
governance, as well as private sector innovation and efficiency, to achieve public health goals. Its
digital health ecosystem, known for its e-Health Record system, integrates data from various health‐
care providers, providing patients and doctors with online access to medical histories, prescription
information and test results.

This initiative has significantly enhanced the efficiency of healthcare delivery, improved patient safety
and strengthened data security. According to the Estonian e-Health Foundation, the system has led to
a 30% reduction in duplicate testing, saving time and resources.

Case Study: Artificial Intelligence - United Kingdom, Google and
the National Health Service

The collaboration between Google’s DeepMind and the U.K.’s National Health Service on
improving eye disease detection through AI technology exemplifies successful PPPs in healthcare. This
project utilised AI to analyse eye scans for conditions such as diabetic retinopathy and age-related
macular degeneration, which specialists traditionally diagnose. By leveraging DeepMind’s artificial
intelligence to interpret optical coherence tomography (OCT) scans, the partnership aimed to
enhance diagnostic speed and accuracy. Trained on a vast dataset of de-identified OCT scans from
Moorfields Eye Hospital, the AI system matched the accuracy of leading experts in identifying eye
diseases. This collaboration enhanced diagnostic efficiency, alleviated specialists’ workload through
automation, and demonstrated the potential for scaling AI solutions across the healthcare system.

TRAINING AND EDUCATION PPPS

WheUe Whe cRQVWUXcWiRQ Rf a WUaiQiQg iQVWiWXWiRQ iV UeTXiUed, a PPP cRXld be XVed,
VimilaU WR iQfUaVWUXcWXUe PPPV. ThiV cRXld be e[WeQded WR a mRdel ZheUe Whe SUiYaWe
SaUWQeU SURYideV Whe faciliWieV aQd SedagRgical VeUYiceV (I.e. giYeV SUe-VeUYice WUaiQiQg
WR HCWV).
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PRIVATE WINGS IN PUBLIC FACILITIES

UQdeU Whe SUiYaWe ZiQgV iQ Whe SXblic faciliWieV mRdel, a SXblic hRVSiWal eQWeUV iQWR aQ
aUUaQgemeQW ZiWh a SUiYaWe SaUWQeU WR eVWabliVh a SUiYaWe SaWieQWV˭ ZiQg RQ iWV
SUemiVeV. IQ WhaW caVe, Whe SUiYaWe SaUWQeU aWWUacWV SUiYaWe Sa\iQg SaWieQWV aQd admiWV
Whem WR WhaW ZiQg, SURYidiQg all Whe hRWel VeUYiceV (e.g. caWeUiQg) Zhile XWiliViQg Whe
diagQRVWic aQd WUeaWmeQW VeUYiceV RffeUed aW Whe hRVSiWal WR SXblic SaWieQWV. ThiV
aUUaQgemeQW W\Sicall\ WakeV Whe fRUm Rf a leaVe RU VXbleaVe Rf Whe SUiYaWe SaWieQW
ZiQg, ZiWh admiVViRQ UighWV gUaQWed aQd a VeUYice leYel agUeemeQW (SLA) iQ Slace fRU
Whe VeUYiceV SURYided b\ Whe SXblic hRVSiWal. The SLA VSecifieV maWWeUV VXch aV
UeVSRQVe WimeV, SUiceV, UiVk aQd liabiliW\.

Case Study: Expansion of Commercial Activities at a Public
Hospital

A public hospital in the U.K. had already expanded its commercial activities with the objective of
cross-subsidising the costs of public healthcare. As part of its commercial strategy, the public hospital
assessed the potential to further increase the profitability of its private patient income, generating
additional funds to reinvest in public hospital services. The benefits of using the Private Patient
Admissions model included:

Providing consultants with easy access to private practice as part of the strategy for attracting
and retaining world-class consultants.

-

Enabling potential self-pay and private medical insurance patients who would otherwise wait
for public hospital treatment to access private care for complex therapies.

-

Providing excellent quality private patient services further enhances the public hospital’s
reputation.

-

Enabling patients to access innovative technologies that are not yet available through public
hospital services.

-

Enhancing the staff value proposition to ensure staff continue to see the public hospital as a
place to build a long-term career.

-
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INTEGRATED PPPS

The IQWegUaWed PPP mRdel iQYRlYeV cRmSUeheQViYe RXWVRXUciQg, ZheUeb\ SlaQQiQg,
deVigQ, cRQVWUXcWiRQ, eTXiSSiQg, VWaffiQg, fiQaQciQg, RSeUaWiRQV aQd maQagemeQW aUe
RXWVRXUced RQ a lRQg-WeUm cRQWUacW baViV WR a SUiYaWe SaUWQeU. ThiV PPP W\Se iQWUR˦
dXceV VigQificaQW efficieQcieV iQWR Whe RSeUaWiRQV aV Whe cRQWUacWiQg iV baVed RQ a VeW
Rf cliQical acWiYiWieV, QRW baVed RQ caSaciW\ SaUameWeUV - VXch aV bed cRXQW - (aV iV Whe
caVe ZiWh iQfUaVWUXcWXUe PPPV).

The diagUam belRZ SURYideV a VimSle RUgaQiVaWiRQ chaUW VhRZiQg hRZ Whe SaUWieV iQ
aQ iQWegUaWed PPP aUe iQWeUUelaWed. The SUiYaWe SaUWQeU iV VhRZQ aV aQ SPV, Zhich
eQWeUV iQWR Whe PPP agUeemeQW ZiWh Whe SXblic SaUWQeU aQd UeceiYeV Sa\meQW fURm Whe
SXblic SaUWQeU iQ Whe fRUm Rf aQ aYailabiliW\ Sa\meQW. IQ addiWiRQ, Whe SPV UeceiYeV
Sa\meQW fRU cliQical VeUYiceV SURYided WR SaWieQWV, W\Sicall\ fURm Whe Sa\eU V\VWem
(e.g. Whe SXblic SaUWQeU RU QaWiRQal healWh iQVXUaQce Vcheme). The fXQdiQg iW UeceiYeV
cRmeV SUimaUil\ fURm Whe iQYeVWRU (RU VSRQVRU) aV eTXiW\ aQd fURm Whe leQdeU aV
debW. The SPV WheQ eQWeUV iQWR VXbcRQWUacW aUUaQgemeQWV fRU Whe deVigQ aQd bXild Rf
Whe faciliW\, fRU SURYidiQg aQd iQVWalliQg medical eTXiSmeQW aQd fRU XQdeUWakiQg facil˦
iWieV maQagemeQW. ImSRUWaQWl\, Whe SPV iV UeVSRQVible fRU all Whe iQSXWV UeTXiUed WR
deliYeU cliQical VeUYiceV WR SaWieQWV, iQclXdiQg hiUiQg VWaff aQd SURcXUiQg all QeceVVaU\
cRQVXmableV.

Fig. ᤓ.ᤏ: Diagrammatic Representation of Integrated PPPs
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The Sa\meQW mechaQiVm caQ be calcXlaWed baVed RQ Whe caWchmeQW SRSXlaWiRQ (I.e. a
caSiWaWiRQ V\VWem) RU XViQg a fee-fRU-VeUYice mRdel (e.g. XViQg diagQRVWic-UelaWed
gURXSV), RU a cRmbiQaWiRQ Rf bRWh.

Case Study: La Ribera Hospital, Valencia, Spain

This PPP combined the development and operation of a 300-bed hospital with four integrated health‐
care centres and 46 public primary care centres, covering a catchment population of 250,000
people in the Alzira region. The project was structured as a 15-year concession (5-year extension
option) with payment on a capitation basis. Payment covered the entire care continuum for patients,
which incentivised the provider to encourage the population to undergo screening, preventative and
awareness programmes.

This resulted in improved patient satisfaction and increased efficiency, with shorter waiting lists, lower
lengths of stay and higher utilisation of surgical theatres.

Case Study: Managing Capacity Constraints in a Health Sector
PPP

A major healthcare PPP in a lower-income country illustrated that, while such arrangements can
improve healthcare infrastructure and service delivery, strong government capacity and effective
contract management are critical for success. The project, which replaced a national referral hospital
and introduced new clinical services, initially achieved higher-quality care and efficiency.

However, costs escalated dramatically due to weak oversight, unclear risk allocation and inadequate
financial controls, consuming an unsustainable share of the national health budget. The main lesson
learned is that PPPs in social sectors such as health require robust institutional capacity, transparent
monitoring and flexibility to adjust terms over time to prevent fiscal strain and ensure long-term
sustainability.

MANAGEMENT CONTRACTS

The maQagemeQW cRQWUacWV PPP mRdel iV XVed iQ cRXQWUieV ZheUe WheUe iV iQVXfficieQW
caSaciW\ iQ Whe SXblic V\VWem aQd/RU UeVRXUceV WR RSeUaWe iWV hRVSiWalV. IQ VXch caVeV, a
faciliW\ ZRXld be bXilW, aQd WheQ a SUiYaWe RSeUaWRU ZRXld be bURXghW iQ WR cRmmiV˦
ViRQ aQd maQage iW.
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PURCHASING SERVICES

UQdeU a SXUchaViQg VeUYiceV mRdel, Whe SXblic healWh V\VWem SXUchaVeV VSecific SUR˦
cedXUeV fURm Whe SUiYaWe VecWRU, VXch aV dial\ViV, diagQRVWicV, aQgiRgUamV aQd ceUWaiQ
VXUgeUieV.

Financing Considerations
PPP SURjecWV aUe W\Sicall\ fiQaQced XViQg a UaQge Rf fiQaQcial iQVWUXmeQWV, each
beaUiQg a leYel Rf UiVk aQd aWWUacWiQg a ceUWaiQ cRVW Rf caSiWal. B\ allRcaWiQg diffeUeQW
leYelV Rf UiVk acURVV Whe caSiWal VWUXcWXUe, iW iV SRVVible WR haYe a mRUe acceSWable
ZeighWed aYeUage cRVW Rf caSiWal (WACC). T\Sical iQVWUXmeQWV fRXQd acURVV Whe
caSiWal VWUXcWXUe aUe liVWed belRZ (iQ decUeaViQg RUdeU Rf UiVk):

Equit\. ThiV iV Whe caSiWal iQYeVWed b\ Whe SUiYaWe SaUWQeU WR RZQ Whe SURjecW (RU
SaUW WheUeRf), WakiQg RQ Whe higheVW UiVk bXW alVR UeceiYiQg Whe higheVW SRWeQWial
UeWXUQ. UQlike iQYeVWRUV iQ debW iQVWUXmeQWV, eTXiW\ iQYeVWRUV aUe RZQeUV ZiWh a
VWake iQ Whe SURjecW˭V VXcceVV aQd aUe liable fRU aQ\ iQiWial lRVVeV.

-

Quasi-equit\. ThiV W\Se Rf fiQaQciQg fallV beWZeeQ a WUadiWiRQal lRaQ aQd aQ
eTXiW\ iQYeVWmeQW. IW behaYeV VRmeZhaW like VhaUeV - becaXVe Whe iQYeVWRU caQ
eaUQ a higheU UeWXUQ aQd, iQ VRme caVeV, Whe lRaQ caQ laWeU be cRQYeUWed iQWR aQ
RZQeUVhiS VWake - bXW iW dReV QRW giYe Whe iQYeVWRU cRQWURl RU eTXiW\ fURm Whe
RXWVeW. IW iV VRmeWimeV UefeUUed WR aV me]]aQiQe RU VXbRUdiQaWed debW. BecaXVe iW
caUUieV mRUe UiVk WhaQ a VWaQdaUd lRaQ, Whe iQYeVWRU UeceiYeV a higheU, fi[ed
UeWXUQ (VimilaU WR a gXaUaQWeed diYideQd). ThiV kiQd Rf caSiWal caQ helS make a
healWh PPP Yiable b\ filliQg Whe gaS beWZeeQ UegXlaU baQk lRaQV aQd fXll eTXiW\
iQYeVWmeQW.

-

Senior debt. ThiV UefeUV WR Whe debW WhaW WakeV SUiRUiW\ RYeU RWheU W\SeV Rf
fiQaQciQg, iQ Whe eYeQW Rf a defaXlW RU liTXidaWiRQ. IW iV W\Sicall\ Whe fiUVW WR be
UeSaid befRUe RWheUV iQ Whe caSiWal VWUXcWXUe. IQ PPPV, VeQiRU debW iV XVXall\
SURYided b\ baQkV RU RWheU fiQaQcial iQVWiWXWiRQV aQd iV VecXUed agaiQVW Whe
SURjecW˭V aVVeWV aQd SURceedV, eQVXUiQg a lRZeU UiVk fRU Whe leQdeUV. SeQiRU debW
caQ alVR be aUUaQged aV a bRQd iVVXe. See alVR ChaSWeU 5: Sustainable Finance
Instruments fRU a deVcUiSWiRQ Rf bRQdV aQd lRaQV. GiYeQ iWV SUiRUiW\, VeQiRU debW
RfWeQ cRmeV ZiWh lRZeU iQWeUeVW UaWeV cRmSaUed WR jXQiRU debW. A ke\ cRmSRQeQW

-
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AQ eVVeQWial aVSecW Rf makiQg healWhcaUe SURjecWV mRUe affRUdable aQd VXVWaiQable iV
WR iQWURdXce efficieQcieV iQ Whe deVigQ aQd deliYeU\ Rf Whe iQfUaVWUXcWXUe aQd UemRYe
XQQeceVVaU\ cRVWV iQ VeUYice deliYeU\. HRZeYeU, iQ Whe cRQWe[W Rf a PPP, iW iV alVR
eVVeQWial WR lRZeU Whe WACC Rf Whe SURjecW b\:

TR maiQWaiQ Whe RYeUVighW aQd gRYeUQaQce VWUXcWXUe WhaW caQ be UeTXiUed WR maQage
bleQded fiQaQce UeVRXUceV, VSecial WUXVW fXQdV ma\ be VeW XS fRU diVbXUViQg Whe fXQdV
aQd RYeUVeeiQg Whe achieYemeQW Rf Whe aSSlicable healWh SURgUamme aQd/RU KPIV.

ChaQQelliQg bleQded fiQaQce iQWR PPP SURjecWV cRmeV ZiWh Whe beQefiW Rf fiQaQcial
VXVWaiQabiliW\. TheVe addiWiRQal UeVRXUceV Zill lRZeU Whe WACC, makiQg Whe SURjecW
mRUe affRUdable WR Whe gRYeUQmeQW aQd/RU WR XVeUV.

Be\RQd Whe mRbiliVaWiRQ Rf fiQaQciQg iQVWUXmeQWV, WheUe aUe ke\ fiQaQcial cRQVideUa˦
WiRQV WhaW aUe iQheUeQW WR Whe PPP SURjecW, VRme Rf Zhich haYe alUead\ beeQ
meQWiRQed iQ Whe VecWiRQ abRYe RQ EQabliQg CRQdiWiRQV:

iQ Whe fiQaQciQg VWUXcWXUe Rf PPP SURjecWV iV SURYidiQg fXQdiQg fRU Whe iQiWial
caSiWal iQYeVWmeQW UeTXiUed fRU iQfUaVWUXcWXUe SURjecWV.

Ma[imiViQg Whe amRXQW Rf VeQiRU debW.-

LRZeUiQg Whe cRVW Rf VeQiRU debW.-

LRZeUiQg Whe cRVW Rf eTXiW\ b\ iQWURdXciQg TXaVi-eTXiW\ iQVWUXmeQWV WR Whe
e[WeQW SeUmiVVible XQdeU Whe PPP laZ RU Whe PPP agUeemeQW.

-

UWiliViQg YiabiliW\ gaS fXQdiQg iQ RQe RU mRUe Rf Whe fRUmV liVWed belRZ, aQd
bleQdiQg Whem ZiWh eTXiW\ aQd, aV UeTXiUed, TXaVi-eTXiW\ aQd VeQiRU debW. ThiV
VeUYeV aV a fRUm Rf cUediW eQhaQcemeQW (Vee ChaSWeU 8: Credit Enhancement fRU
mRUe deWailV). ThiV mechaQiVm iV UefeUUed WR aV bleQded fiQaQce aQd cRXld
leYeUage:

-

GUaQW fXQdiQg WhaW cRXld be SURYided b\ Whe SXblic VecWRU RU b\ dRQRU
SaUWQeUV.

-

CRQceVViRQal lRaQV, VXSSlied b\ deYelRSmeQW fiQaQce iQVWiWXWiRQV (DFIV) RU
mXlWilaWeUal deYelRSmeQW baQkV (MDBV).

-

DebW-fRU-healWh VZaSV (Vee ChaSWeU 6: Debt-for-Health Swaps) cRXld
geQeUaWe fiQaQcial flRZV RYeU Wime WR eQhaQce Whe PPP fiQaQciQg VWUXcWXUe.

-

Demand risk. The e[WeQW WR Zhich demaQd UiVk iV WUaQVfeUUed WR Whe SUiYaWe
SaUWQeU iQ Whe fiUVW Slace. If demaQd UiVk iV WUaQVfeUUed, ZheWheU WhiV iV

-
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accRmSaQied b\ a miQimXm SaWieQW YRlXme gXaUaQWee, VXch WhaW XWiliVaWiRQ UaWeV
aUe SUedicWable aQd VXfficieQW WR eQVXUe UeYeQXe VWabiliW\ fRU Whe SUiYaWe SaUWQeU.

Pa\ment mechanism. ClaUiW\ aQd UeliabiliW\ Rf hRZ Whe SUiYaWe SaUW\ iV Said
(e.g. aYailabiliW\ Sa\meQWV, VeUYice feeV, XVeU WaUiffV RU cRmbiQaWiRQ WheUeRf).

-

GoYernment support. E[WeQW aQd eQfRUceabiliW\ Rf gXaUaQWeeV, VXbVidieV RU
miQimXm UeYeQXe XQdeUWakiQgV WR eQhaQce fiQaQcial cRQfideQce.

-

CreditZorthiness of offtaker. The fiQaQcial healWh aQd Sa\meQW hiVWRU\ Rf Whe
gRYeUQmeQW RU SXblic eQWiW\ makiQg Sa\meQWV.

-

Tariff or fee setting. EVWabliVhiQg a WaUiff iQ Whe fiUVW Slace, aQd if VR, Whe abiliW\
WR adjXVW WaUiffV RU Sa\meQWV iQ liQe ZiWh iQflaWiRQ, cRVW chaQgeV RU SeUfRUmaQce
WaUgeWV.

-

Project preparation. QXaliW\ Rf feaVibiliW\ VWXdieV, demaQd fRUecaVWV aQd UiVk
allRcaWiRQ fUameZRUkV XQdeUSiQQiQg Whe SURjecW.

-

Regulator\ enYironment. ClaUiW\, SUedicWabiliW\ aQd VWabiliW\ Rf healWhcaUe aQd
PPP UegXlaWiRQV affecWiQg liceQViQg, SUiciQg aQd VeUYice deliYeU\.

-

Political and polic\ stabilit\. GRYeUQmeQW cRmmiWmeQW WR Whe PPP VWUXcWXUe
aQd aYRidaQce Rf aUbiWUaU\ SRlic\ chaQgeV.

-

Risk allocation. ASSURSUiaWe diVWUibXWiRQ Rf cRQVWUXcWiRQ, demaQd, RSeUaWiRQal
aQd UegXlaWRU\ UiVkV beWZeeQ SXblic aQd SUiYaWe SaUWieV.

-

Land and site issues. SecXUe acceVV WR Whe SURjecW ViWe, cleaU WiWle aQd Wimel\
aYailabiliW\ Rf XWiliWieV aQd VXSSRUWiQg iQfUaVWUXcWXUe.

-

ApproYals and licensing. SWUeamliQed SURceVVeV fRU healWh faciliW\
accUediWaWiRQ, eQYiURQmeQWal aQd RSeUaWiRQal aSSURYalV.

-

Performance standards. PUeciVe VeUYice leYel UeTXiUemeQWV aQd meaVXUable
KPIV liQked WR Sa\meQWV.

-

Termination regime. FaiU cRmSeQVaWiRQ fUameZRUk iQ Whe eYeQW Rf eaUl\
WeUmiQaWiRQ dXe WR gRYeUQmeQW RU SUiYaWe defaXlW.

-

Step-in rights. The UighW Rf leQdeUV WR VWeS iQ aQd cXUe defaXlWV befRUe
WeUmiQaWiRQ WR SURWecW WheiU iQWeUeVWV.

-

Currenc\ and fore[ risk. MechaQiVmV WR miWigaWe fRUeigQ e[chaQge YRlaWiliW\
ZheUe fiQaQciQg iV iQ haUd cXUUeQc\ bXW UeYeQXeV aUe lRcal.

-
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Stakeholder Management
HealWh PPPV bUiQg WRgeWheU diYeUVe acWRUV dUaZQ fURm gRYeUQmeQW ageQcieV,
fiQaQcieUV, deYelRSeUV, RSeUaWRUV, healWhcaUe SURfeVViRQalV aQd cRmmXQiWieV. The
VXcceVV RU failXUe Rf WheVe SaUWQeUVhiSV RfWeQ hiQgeV RQ hRZ VWakehRldeUV aUe ideQWi˦
fied, eQgaged aQd maQaged WhURXghRXW Whe PPP lifec\cle. ThiV VecWiRQ e[SlRUeV Whe
cUiWical URle Rf VWakehRldeUV iQ healWh PPPV, emShaViViQg VWakehRldeU maQagemeQW,
cURVV-gRYeUQmeQWal cRllabRUaWiRQ aQd beVW SUacWiceV WhaW dUiYe VXcceVVfXl SURjecW
RXWcRmeV.

The fiUVW VWeS iQYRlYeV maSSiQg Whe VWakehRldeU laQdVcaSe iQ healWh PPPV WR ideQWif\
ZhR maWWeUV mRVW, WheiU leYel Rf iQflXeQce aQd SRWeQWial UiVkV aVVRciaWed ZiWh
igQRUiQg WheiU iQWeUeVWV. The W\Sical Sla\eUV ZhR aUe eQgaged iQ healWh PPPV aUe:

Dispute resolution. EfficieQW, QeXWUal aQd eQfRUceable mechaQiVmV (e.g.
aUbiWUaWiRQ) fRU UeVRlYiQg cRQWUacWXal diVSXWeV.

-

ESG and social impact. CRmSliaQce ZiWh eQYiURQmeQWal, VRcial aQd gRYeUQaQce
VWaQdaUdV aQd aligQmeQW ZiWh SXblic healWh gRalV.

-

Capacit\ of public counterpart\. IQVWiWXWiRQal abiliW\ WR maQage aQd mRQiWRU
cRmSle[ PPP cRQWUacWV RYeU Whe SURjecW lifec\cle.

-

Bankable documentation. Well-dUafWed cRQceVViRQ, SURjecW aQd fiQaQce
agUeemeQWV WhaW aligQ ZiWh leQdeU UeTXiUemeQWV.

-

PXblic SecWRU SWakehRldeUV VXch aV Whe MRH, MRF, PPP XQiWV aQd SURcXUiQg
eQWiWieV (alVR kQRZQ aV cRQWUacWiQg aXWhRUiWieV) aQd UegXlaWRUV.

-

PUiYaWe SecWRU SWakehRldeUV VXch aV deYelRSeUV aQd iQYeVWRUV, RSeUaWRUV aQd
faciliW\ maQageUV, cRQWUacWRUV aQd VXSSlieUV, healWh SURfeVViRQalV aQd
iQVWiWXWiRQV, SURfeVViRQal aVVRciaWiRQV aQd XQiRQV.

-

OWheU VWakehRldeUV iQclXde deYelRSmeQW SaUWQeUV, dRQRUV, cRmmXQiWieV aQd ciYil
VRcieW\ mRUe bURadl\.

-
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Fig. ᤓ.ᤐ: Stakeholders



187         PART 1: UNDERSTANDING HEALTH PUBLIC-PRIVATE PARTNERSHIPS

The VecRQd VWeS iV VWakehRldeU maQagemeQW, a VWUaWegic SURceVV WhaW eQVXUeV aligQ˦
meQW, cRmmXQicaWiRQ aQd cRllabRUaWiRQ amRQg acWRUV ZiWh diffeUiQg iQWeUeVWV. The
fRXU SillaUV Rf VWakehRldeU maQagemeQW cRQViVW Rf ideQWificaWiRQ, aQal\ViV, eQgagemeQW
aQd mRQiWRUiQg/feedback:

CRmmRQ challeQgeV iQ VWakehRldeU eQgagemeQW iQclXde:

Fig. ᤓ.ᤑ: The Four Pillars of Stakeholder Management

AV\mmeWUic iQfRUmaWiRQ beWZeeQ WechQical ageQcieV aQd cRmmXQiWieV.-

CRmSeWiQg SUiRUiWieV amRQg miQiVWUieV, e.g. Whe MRF aQd Whe MRH.-

LimiWed VWakehRldeU caSaciW\ WR XQdeUVWaQd cRmSle[ PPP VWUXcWXUeV.-

ReViVWaQce fURm healWh ZRUkeUV ZheQ QRW adeTXaWel\ cRQVXlWed.-
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Case Study: Underestimating the Influence of Professional
Stakeholders

One health-sector PPP demonstrated the significant risks that can arise when stakeholder engagement
is insufficient during project preparation. The initiative, aimed at enhancing service delivery through
private sector participation in a major public hospital, encountered strong resistance from health pro‐
fessionals. Their objections stemmed from limited consultation and a lack of transparency around the
proposed involvement of a private partner in managing selected clinical services within a public
facility.

Health workers expressed concern that the PPP project could undermine job security, professional
autonomy and the quality of patient care. The absence of structured dialogue and communication
channels led to mistrust, culminating in legal action against the government. The ensuing dispute
generated reputational and political risk, discouraged potential bidders, and ultimately, the project
was considered for restructuring and retendering.

This case study highlights a recurring challenge in health PPPs - the underestimation of professional
stakeholder influence. Health workers, as frontline service providers, hold both technical expertise
and moral authority that can shape public and policy perception. Failing to meaningfully engage
them early in the project cycle can therefore jeopardise project legitimacy and investor confidence.
This example highlights the importance of governments establishing formal stakeholder engagement
frameworks, including structured consultations with professional associations, transparent communi‐
cation of project objectives and mechanisms for addressing concerns related to employment and
service quality. Proactive engagement not only mitigates resistance but also builds ownership,
enabling smoother implementation and greater sustainability of health PPP projects.

Case Study: Weak Stakeholder Coordination Undermining
Health PPP Implementation

One health-sector PPP demonstrated how insufficient stakeholder management can compromise the
effectiveness of otherwise well-structured initiatives. The partnership, intended to expand reproductive
and child health services through collaboration with non-state providers, faced significant implemen‐
tation challenges arising from unclear roles, weak communication and limited involvement of frontline
health personnel. Divergent expectations among stakeholders, coupled with the absence of struc‐
tured dialogue, contributed to mistrust, slow decision-making and uneven service delivery.

The study further revealed that local government authorities lacked the capacity and governance
systems necessary to coordinate multiple actors within the partnership. Power imbalances between
public and private partners, combined with inadequate monitoring mechanisms, meant that account‐
ability was weak and collaboration often depended on personal rather than institutional relation‐
ships. This experience highlights a central lesson for health PPPs: without deliberate, well-resourced
stakeholder engagement and clear governance arrangements, even promising partnerships struggle
to achieve their intended impact.
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Case Study: Vietnam - The Critical Importance of Stakeholder
Engagement in Health Sector Reform

Vietnam’s experience with PPPs demonstrates the critical importance of stakeholder engagement in
health sector reform. As the government explored converting public hospitals into PPP-operated facili‐
ties, the World Bank’s report Public-Private Partnerships for Health in Vietnam: Issues and Options
found that resistance quickly emerged - not because the PPP model was technically weak, but
because many stakeholders felt uninformed and uncertain. Clinicians, hospital managers and
frontline workers worried about losing professional autonomy, facing new performance pressures or
seeing patient care compromised by commercial priorities.

Public perception posed an equally significant barrier. Communities viewed public hospitals as social
assets that should remain accessible to all. Without clear communication, many feared PPPs would
lead to higher user fees or reduced access for poorer households. Political actors, sensing public
unease, grew cautious about championing PPP reforms. This lack of coordinated communication
created an environment where rumours and misconceptions spread faster than official information,
weakening confidence in the reform process.

The Vietnam case shows that the success of PPPs depends as much on managing people, expecta‐
tions and trust as it does on financial or technical design. Transparent communication, early consulta‐
tion with clinicians and proactive public outreach are crucial in reducing fear and building legitima‐
cy. The core lesson is clear: without deliberate stakeholder engagement, even well-designed PPP ini‐
tiatives risk delay, opposition or failure - while effective engagement can transform reforms into
shared, socially supported solutions.

CURVV-gRYeUQmeQWal cRllabRUaWiRQ iV eVVeQWial WR deliYeU a PPP aQd eQVXUe cRheUeQce
iQ SRlic\, fiQaQciQg aQd VeUYice deliYeU\. OfWeQ, MRHV lead SURjecW deVigQ ZiWhRXW
adeTXaWe cRRUdiQaWiRQ ZiWh Whe MRF aQd PlaQQiQg. ThiV leadV WR dela\V, XQcleaU
maQdaWeV aQd iQcRQViVWeQW e[SecWaWiRQV. SRme mechaQiVmV cRXld helS addUeVV WhRVe
cRRUdiQaWiRQ challeQgeV:

TheVe mechaQiVmV cRXld beQefiW fURm cRQViVWeQWl\ aSSl\iQg VRme Rf Whe fRllRZiQg
SUiQciSleV:

EVWabliVhiQg iQWeU-miQiVWeUial cRmmiWWeeV WR aligQ deciViRQ-makiQg amRQg ke\
miQiVWUieV aQd VcRSiQg UeVSRQVibiliWieV acURVV ageQcieV

-

EVWabliVhiQg a PPP cRmmiWWee WR SURYide a XQified SURjecW gRYeUQaQce VWUXcWXUe-

JRiQW SlaQQiQg aQd bXdgeWiQg WR haUmRQiVe UeVRXUce allRcaWiRQ beWZeeQ Whe
MRFV aQd MRHV

-

https://documents1.worldbank.org/curated/en/681131591691164753/pdf/Public-Private-Partnerships-for-Health-in-Vietnam-Issues-and-Options.pdf
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1. Engage earl\ and continuousl\. IQYRlYe VWakehRldeUV fURm SURjecW ideQWificaWiRQ
WhURXgh WR RSeUaWiRQV. EaUl\ eQgagemeQW UedXceV UeViVWaQce aQd imSURYeV deVigQ
UeleYaQce.

2. Ensure transparenc\ and communication. PXblic diVclRVXUe Rf SURjecW iQfRU˦
maWiRQ eQhaQceV WUXVW. UVe cRmmXQicaWiRQ SlaQV WhaW aUe SURacWiYe aQd mXlWi-
chaQQel, e.g cRmmXQiW\ meeWiQgV, VRcial media aQd lRcal UadiR.

3. Institutionalise participation. EVWabliVh VWakehRldeU adYiVRU\ fRUXmV RU RYeUVighW
cRmmiWWeeV WhaW meeW UegXlaUl\ WR diVcXVV SURjecW SURgUeVV aQd addUeVV gUieYaQceV.

4. Build capacit\. TUaiQ bRWh SXblic aQd SUiYaWe acWRUV RQ PPP SURceVVeV, UiVk
VhaUiQg aQd SeUfRUmaQce mRQiWRUiQg.
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HealWh PPP SURjecWV geQeUall\ iQYRlYe high-YalXe, cRmSle[ SURcXUemeQWV. CaUefXl
SUeSaUaWiRQ aQd maQagemeQW, bRWh befRUe, dXUiQg aQd afWeU Whe SURcXUemeQW cRmSe˦
WiWiRQV, Zill be UeTXiUed WR eQVXUe Whe VXcceVVfXl deliYeU\ Rf Whe healWh PPP SURjecW
aQd WR RbWaiQ ma[imXm YalXe fRU mRQe\.

SSecific UXleV fRU VWUXcWXUiQg SURcXUemeQW cRmSeWiWiRQV fRU PPP SURjecWV VhRXld be
VeW RXW iQ a lRcal PPP RU SURcXUemeQW laZ. HRZeYeU, Whe UeleYaQW laZ ma\ QRW fRUeVee
eYeU\ eYeQWXaliW\ WhaW mighW aUiVe dXUiQg Whe cRXUVe Rf a SURcXUemeQW cRmSeWiWiRQ.

PURcXUiQg eQWiWieV mXVW, WheUefRUe, e[eUciVe iQdiYidXal diVcUeWiRQ iQ VRme ciUcXm˦
VWaQceV aQd, iQ dRiQg VR, mXVW acW iQ accRUdaQce ZiWh Whe geQeUal SUiQciSleV Rf WUaQV˦
SaUeQc\, eTXal WUeaWmeQW Rf WeQdeUeUV aQd WakiQg VWeSV Zhich aUe SURSRUWiRQaWe WR Whe
RXWcRme WR be achieYed.

Part 2: The
Preparation,
Procurement and
Delivery of Health PPP
Projects
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Developing a Pipeline of Health PPP Projects
TR SlaQ healWh PPPV effecWiYel\, Whe SXblic VecWRU fiUVW QeedV a cleaU SiSeliQe Rf
SUiRUiW\ SURjecWV. ThiV begiQV ZiWh a healWh maVWeU SlaQ WhaW ideQWifieV Whe gaS
beWZeeQ Whe VeUYiceV SeRSle Qeed aQd ZhaW Whe V\VWem cXUUeQWl\ SURYideV. The maVWeU
SlaQ VhRXld XWiliVe demRgUaShic aQd diVeaVe-bXUdeQ daWa - bRWh cXUUeQW aQd
SURjecWed - WR deWeUmiQe Whe W\SeV Rf faciliWieV UeTXiUed, WheiU RSWimal lRcaWiRQV aQd
Whe VeUYiceV Whe\ VhRXld RffeU. TheVe ma\ iQclXde SUimaU\ caUe ceQWUeV, diagQRVWic
hXbV, hRVSiWalV, UehabiliWaWiRQ faciliWieV aQd SalliaWiYe caUe VeUYiceV.

The SlaQQiQg SURceVV VhRXld cRQVideU hRZ WR RSWimiVe RSeUaWiRQV, VXch aV UedXciQg
leQgWhV Rf VWa\, iQceQWiYiViQg SUeYeQWiYe caUe, VhifWiQg WR RXWSaWieQW VeWWiQgV aQd
iQcUeaViQg Whe XVe Rf da\ VXUgeUieV. TheVe imSURYemeQWV UedXce bRWh caSiWal aQd
RSeUaWiQg cRVWV, Whe laWWeU Rf Zhich W\Sicall\ make XS mRVW Rf a faciliW\˭V bXdgeW. The
maVWeU SlaQ, fRU e[amSle, ma\ highlighW a Qeed fRU a healWhcaUe QeWZRUk iQ a VSecific
UegiRQ WhaW iQclXdeV imSURYed SUeYeQWiYe caUe aQd RXWUeach mRdelV, UaWheU WhaQ jXVW a
QeZ hRVSiWal.

ThiV aQal\ViV Zill SURdXce a liVW Rf SRWeQWial SURjecWV WhaW gRYeUQmeQWV VhRXld SUiRUi˦
WiVe baVed RQ imSacW, cRVW aQd feaVibiliW\. WheUe cRQdiWiRQV allRZ, VelecWed SURjecWV
caQ WheQ be deYelRSed aV PPPV XViQg aSSURSUiaWe PPP mRdelV.

Preparation of Health PPP Projects
Each SURcXUiQg eQWiW\ Zill Qeed WR cRmSl\ ZiWh Whe bXViQeVV caVe aSSURYal SURceVV
aSSlicable WR WheiU healWh PPP SURjecW. IQ addiWiRQ WR Whe ke\ deciViRQV UeTXiUed aV
SaUW Rf Whe bXViQeVV caVe aSSURYal SURceVV, each SURcXUemeQW SURcedXUe UeTXiUeV a

Fig. ᤓ.ᤒ: The PPP Process Cycle
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cRQVideUable amRXQW Rf SlaQQiQg aQd SUeSaUaWiRQ b\ Whe SURcXUiQg eQWiW\ befRUe a
WeQdeU QRWice caQ be adYeUWiVed fRU Whe healWh PPP SURjecW.

The UeadiQeVV Rf each SURcXUiQg eQWiW\ WR cRmmeQce SURcXUemeQW Zill be aVVeVVed aV
SaUW Rf Whe cRQVideUaWiRQ Rf Whe bXViQeVV caVe fRU WheiU PPP SURjecW. The iVVXeV Zhich
Zill be eYalXaWed iQclXde:

The W\Sical SURcXUemeQW SiWfallV VeW RXW iQ Whe diagUam belRZ mXVW be cRQVideUed aQd
aYRided (ZheUe aW all SRVVible) b\ Whe SURcXUiQg eQWiW\ WR eQVXUe VXcceVVfXl SURcXUe˦
meQW aQd imSlemeQWaWiRQ Rf WheiU healWh PPP SURjecW.

Clear scope for the health PPP project. HaYe Whe QeedV aQd UeTXiUemeQWV Rf
Whe SURcXUiQg eQWiW\ beeQ deWeUmiQed?

1.

GoYernance arrangements for the PPP project. HaV gRYeUQaQce beeQ
adeTXaWel\ cRQVideUed aQd UeVRlYed? HaV aQ accRXQWable liQe Rf UeVSRQVibiliW\
beeQ eVWabliVhed WR Zhich Whe SURcXUemeQW Weam caQ UeSRUW? AUe all Whe
UeVSRQVible Sla\eUV Qamed aQd cRmmiWWed WR WheiU URleV? Each healWh PPP
SURjecW UeTXiUeV aQ aSSURSUiaWel\ Vkilled aQd e[SeUieQced SURcXUemeQW Weam
WhaW leadV Whe SURcXUemeQW cRmSeWiWiRQ, VXSSRUWed b\ iQfRUmed deciViRQ-
makeUV. The gRYeUQaQce hieUaUch\ fRU deciViRQV WR be made dXUiQg Whe
SURcXUemeQW cRmSeWiWiRQ VhRXld be ciUcXlaWed WR all deciViRQ-makeUV aQd WhRVe
iQYRlYed iQ eYalXaWiQg WeQdeUeUV.

2.

Procurement documents (including the PPP contract). HRZ adYaQced iV
Whe dUafW dRcXmeQWaWiRQ? HaYe aQ\ aSSlicable WemSlaWe dRcXmeQWV aQd
gXidaQce iVVXed b\ Whe PPP XQiW beeQ XVed, aQd aQ\ deURgaWiRQV aSSURYed? HaYe
Whe UiVkV Rf Whe healWh PPP SURjecW beeQ fXll\ ideQWified aQd allRcaWed iQ Whe PPP
cRQWUacW?

3.

Appropriate market sounding. AVVeVViQg Whe maUkeW (fRU e[amSle, WhURXgh
maUkeW UeVeaUch RU diUecW eQgagemeQW ZiWh SRWeQWial WeQdeUeUV) WR deWeUmiQe
ZheWheU Whe leYel Rf SUiYaWe VecWRU iQWeUeVW iV likel\ WR be VXfficieQW WR eQVXUe
geQXiQe cRmSeWiWiRQ iV cUXcial.

4.

Practical matters. HaYe iVVXeV VXch aV Whe aYailabiliW\ Rf iQWeUQal UeVRXUceV, Whe
aSSRiQWmeQW Rf e[WeUQal adYiVeUV aQd Whe SURYiViRQ Rf elecWURQic SURcXUemeQW
SlaWfRUmV beeQ adeTXaWel\ cRQVideUed aQd UeVRlYed?

5.
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Development of the Procurement Strategy for a
Health PPP Project
SeYeUal SXblic SURcXUemeQW deciViRQV Zill Qeed WR be made eaUl\ iQ UeVSecW Rf Whe
SURcXUemeQW Rf healWh PPP SURjecWV. TheVe deciViRQV Zill iQflXeQce QRW RQl\ Whe
VWUXcWXUe Rf each SURcXUemeQW cRmSeWiWiRQ aQd Whe cRQWeQW Rf Whe aVVRciaWed WeQdeU
dRcXmeQWaWiRQ, bXW alVR maUkeW SeUceSWiRQ aQd Whe SURcXUemeQW WimeWable. IQ all
iQVWaQceV, Whe SURcXUemeQW VWUaWeg\ mXVW be cRQViVWeQW ZiWh Whe SUiQciSleV Rf Whe
aSSlicable lRcal SRlic\, aQd aQ aSSURSUiaWe SURcXUemeQW Weam, ZiWh Whe QeceVVaU\
kQRZledge aQd maQdaWe, Zill haYe beeQ aSSRiQWed. The fRllRZiQg ke\ deciViRQV aUe
UeTXiUed:

THE PUBLIC PROCUREMENT PROCEDURE

IQ each jXUiVdicWiRQ, WheUe Zill be YaUiRXV W\SeV Rf SURcXUemeQW SURcedXUeV fRU healWh
PPP SURjecWV, Zhich cRXld iQclXde Whe RSeQ SURcedXUe, Whe UeVWUicWed SURcedXUe, Whe
QegRWiaWed SURcedXUe aQd cRmSeWiWiYe dialRgXe.

Fig. ᤓ.ᤓ: Common Pitfalls in Public Procurement of PPPs
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GeQeUall\ VSeakiQg, RSeQ SURcedXUeV aUe XQVXiWable fRU Whe SURcXUemeQW Rf cRmSle[
fiQaQced PPP SURjecWV aV Whe\ dR QRW allRZ fRU Whe VhRUWliVWiQg Rf biddeUV aQd haYe QR
mechaQiVm fRU dialRgXe RU QegRWiaWiRQ ZiWh WeQdeUeUV.

ReVWUicWed SURcedXUeV aUe geQeUall\ deVigQed aV a RQe-VWeS WeQdeU SURceVV. While a
VhRUWliVW Rf WeQdeUeUV ma\ be iQYiWed WR SaUWiciSaWe (fRllRZiQg a ReTXeVW fRU
QXalificaWiRQ (RfQ)), WheUe iV RQl\ RQe URXQd Rf WeQdeUV aQd QR mechaQiVm fRU
dialRgXe, QegRWiaWiRQ RU dRZQ-VelecWiQg afWeU SUe-TXalificaWiRQ. ThiV SURcedXUe ZRXld
be XQVXiWable fRU Whe SURcXUemeQW Rf PPP SURjecWV ZiWh a cRmSle[ fiQaQciQg
VWUXcWXUe.

The QegRWiaWed SURcedXUe RU cRmSeWiWiYe dialRgXe SeUmiWV Whe VhRUWliVWiQg Rf
WeQdeUeUV aW Whe RfQ VWage, aQd QegRWiaWiRQ RU dialRgXe dXUiQg Whe ReTXeVW fRU
PURSRValV (RfP) VWage. LimiWed QegRWiaWiRQ aQd claUificaWiRQ iV XVXall\ alVR SeUmiWWed
XQdeU Whe cRmSeWiWiYe dialRgXe SURcedXUe (fRllRZiQg VXbmiVViRQ Rf fiQal WeQdeUV).
NegRWiaWed aQd cRmSeWiWiYe dialRgXe SURcedXUeV aUe geQeUall\ mRUe aSSURSUiaWe fRU
Whe SURcXUemeQW Rf healWh PPP SURjecWV becaXVe:

TYPICAL STRUCTURE FOR A COMPETITIVE DIALOGUE
PROCUREMENT FOR A HEALTH PPP PROJECT

IW iV UecRmmeQded WhaW Whe cRmSeWiWiYe dialRgXe SURcedXUe fRU Whe SURcXUemeQW Rf
healWh PPP SURjecWV VhRXld be VWUXcWXUed iQ Whe fRllRZiQg VXcceVViYe VWageV:

The QeedV Rf Whe SURcXUiQg eQWiW\ caQQRW be meW ZiWhRXW adaSWaWiRQ Rf Ueadil\
aYailable VRlXWiRQV.

-

The PPP cRQWUacW iQclXdeV deVigQ RU iQQRYaWiYe VRlXWiRQV.-

The PPP cRQWUacW caQQRW be aZaUded ZiWhRXW SUiRU QegRWiaWiRQ dXe WR VSecific
ciUcXmVWaQceV UelaWed WR iWV QaWXUe, cRmSle[iW\, legal aQd fiQaQcial makeXS RU
becaXVe Rf UiVkV aWWached WR iW.

-

The WechQical VSecificaWiRQV caQQRW be eVWabliVhed ZiWh VXfficieQW SUeciViRQ b\
Whe SURcXUiQg eQWiW\.

-

PUelimiQaU\ maUkeW eQgagemeQW-

AdYeUWiVemeQW-

PUeTXalificaWiRQ aQd VhRUWliVWiQg-
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The diagUam VeW RXW belRZ illXVWUaWeV Whe VXcceVViYe VWageV Rf a W\Sical cRmSeWiWiYe
dialRgXe SURcedXUe fRU a healWh PPP SURjecW.

RfP iVVXed WR VhRUWliVWed WeQdeUeUV-

DialRgXe SeUiRd-

ClRVe dialRgXe aQd iQYiWaWiRQ WR VXbmiW fiQal SURSRValV-

CRQWUacW aZaUd-

Fig. ᤓ.ᤔ: Typical Competitive Dialogue Procedure for a Health PPP Project
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SHORTLISTING AND INVITATION OF BIDDERS TO THE PROCUREMENT
COMPETITION

TheUe Zill be SURcXUemeQW cRVW aQd Wime VaYiQgV if feZeU WeQdeUeUV aUe VhRUWliVWed
aQd iQYiWed WR SaUWiciSaWe iQ Whe SURcXUemeQW cRmSeWiWiRQ fRU each healWh PPP
SURjecW. HRZeYeU, WheUe iV a UiVk WR cRmSeWiWiYe WeQViRQ if feZeU WeQdeUeUV aUe VhRUW˦
liVWed aQd VXbVeTXeQWl\ a WeQdeUeU ZiWhdUaZV ZiWhRXW VXbmiWWiQg a fiQal WeQdeU. IW iV
UecRmmeQded WhaW WhUee WeQdeUeUV be VhRUWliVWed fRU each healWh PPP SURjecW.
HRZeYeU, VhRUWliVWiQg mRUe WhaQ WhUee WeQdeUeUV cRXld be UeYieZed RQ a SURjecW-b\-
SURjecW baViV, WakiQg iQWR accRXQW SRWeQWial maUkeW chaQgeV.

EVALUATION CRITERIA FOR SHORTLISTING BIDDERS TO THE
PROCUREMENT COMPETITION AND CONTRACT AWARD

RRbXVW eYalXaWiRQ meWhRdRlRgieV Zill be UeTXiUed fRU Whe VhRUWliVWiQg Rf biddeUV aQd
Whe eYalXaWiRQ Rf WeQdeUV. IQ eVVeQce, VhRUWliVWiQg eQWailV eYalXaWiQg Whe ecRQRmic aQd
fiQaQcial VWaQdiQg, aV Zell aV Whe SURfeVViRQal/WechQical abiliW\, Rf each biddeU. TeQdeU
eYalXaWiRQ iQYRlYeV aVVeVViQg Whe WeQdeUV UeceiYed. TheUefRUe, WZR VeWV Rf eYalXaWiRQ
cUiWeUia Zill be UeTXiUed.

Tender Documents for a Health PPP Procurement Competition

TheUe aUe WZR ke\ WeQdeU dRcXmeQWV fRU a healWh PPP SURcXUemeQW cRmSeWiWiRQ: Whe
RfQ aQd Whe RfP. The SXUSRVe Rf Whe RfQ iV WR eQable Whe SURcXUiQg eQWiW\ WR ideQWif\
VXiWabl\ TXalified aQd e[SeUieQced WeQdeUeUV ZhR Zill be iQYiWed WR SaUWiciSaWe iQ Whe
SURcXUemeQW cRmSeWiWiRQ fRU Whe PPP SURjecW.

The RfQ VhRXld SURYide deWailed iQfRUmaWiRQ UegaUdiQg Whe SURcXUiQg eQWiW\˭V
UeTXiUemeQWV fRU Whe PPP SURjecW aQd aUUaQgemeQWV. The RfQ iV alVR aQ eVVeQWial
dRcXmeQW fRU Whe SUiYaWe VecWRU, aV iW eQableV SRWeQWial WeQdeUeUV WR make aQ
iQfRUmed deciViRQ RQ ZheWheU WR SaUWiciSaWe iQ Whe SURcXUemeQW cRmSeWiWiRQ.

The iVVXe Rf Whe RfP UeSUeVeQWV a fRUmal iQYiWaWiRQ fURm Whe SURcXUiQg eQWiW\ WR
WeQdeUeUV WR SaUWiciSaWe iQ dialRgXe RU QegRWiaWiRQ (ZheUe QegRWiaWed RU cRmSeWiWiYe
dialRgXe SURcedXUeV aUe beiQg XVed). The SXUSRVe Rf Whe RfP iV WR iQiWiaWe aQd
deYelRS dialRgXe ZiWh Whe WeQdeUeUV ZiWh a YieZ WR ideQWif\iQg Whe mRVW adYaQWageRXV
WeQdeU.
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The RfP VhRXld SURYide deWailed iQfRUmaWiRQ UegaUdiQg Whe SURcXUiQg eQWiW\˭V
UeTXiUemeQWV aQd aUUaQgemeQWV fRU Whe cRQdXcW Rf Whe RfP VWage Rf Whe SURcXUemeQW
cRmSeWiWiRQ, iQclXdiQg Whe VXbmiVViRQ Rf WeQdeUV aQd WheiU eYalXaWiRQ.

REQUIRED RESOURCES

HealWh PPP SURcXUemeQWV UeTXiUe VigQificaQW UeVRXUciQg, bRWh iQWeUQall\ fURm Whe
SURcXUiQg eQWiW\˭V SeUVRQQel aQd e[WeUQall\ fURm adYiVRUV, VXch aV legal, fiQaQcial,
WechQical, cliQical, eTXiSmeQW, iQVXUaQce aQd eQYiURQmeQWal aQd VRcial adYiVeUV. RRleV
aQd UeVSRQVibiliWieV fRU maWWeUV VXch aV SURcXUemeQW, eYalXaWiRQ, cRQWUacW QegRWiaWiRQ
aQd VWakehRldeU eQgagemeQW VhRXld be deWeUmiQed aW Whe bXViQeVV caVe VWage. A VkillV
aXdiW VhRXld be caUUied RXW WR aVVeVV aYailable iQ-hRXVe caSabiliWieV, aQ\ WUaiQiQg
UeTXiUemeQWV aQd Whe leYel Rf e[WeUQal VXSSRUW UeTXiUed.

PROCURING ENTITY PROJECT TEAM˪S ROLE

FRllRZiQg Whe aSSURYal Rf Whe bXViQeVV caVe fRU a healWh PPP SURjecW, Whe SURcXUiQg
eQWiW\˭V SURjecW Weam iV UeVSRQVible fRU:

TheUe mXVW, WheUefRUe, be abVRlXWe claUiW\ RQ Whe URle aQd UeVSRQVibiliWieV Rf each
membeU Rf Whe SURcXUiQg eQWiW\˭V SURjecW Weam.

EffecWiYe maQagemeQW Rf a SURcXUemeQW cRmSeWiWiRQ UeTXiUeV VWUicW VcRSiQg Rf Whe
WimeWable fRU Whe SURcXUemeQW cRmSeWiWiRQ, aQd fRU Whe SURcXUemeQW cRmSeWiWiRQ WR
be maSSed fURm VWaUW WR fiQiVh WR allRcaWe Whe QeceVVaU\ Wime aQd VWaffiQg UeVRXUceV.

SWUXcWXUiQg Whe SURcXUemeQW cRmSeWiWiRQ aQd SURYidiQg iQSXW WR, aQd UeYieZiQg,
Whe SURcXUemeQW dRcXmeQWV (iQclXdiQg Whe PPP cRQWUacW).

-

MaQagiQg Whe RfQ SURceVV, iQclXdiQg Whe claUificaWiRQV SURceVV aQd QRWif\iQg
XQVXcceVVfXl aSSlicaQWV, aQd eYalXaWiQg RfQ UeVSRQVeV.

-

MaQagiQg aQd SaUWiciSaWiQg iQ SURcXUemeQW cRmSeWiWiRQV (iQclXdiQg
claUificaWiRQV, dialRgXe aQd QegRWiaWiRQV), aQd eYalXaWiQg Whe WeQdeUV VXbmiWWed.

-

MaQagiQg Whe cRQWUacW aZaUd SURceVV (iQclXdiQg QRWif\iQg XQVXcceVVfXl
WeQdeUeUV) aQd fiQaQcial clRVe.

-

ObWaiQiQg iQWeUQal aSSURYalV fRU Whe healWh PPP SURjecW aQd maQagiQg RWheU
VWakehRldeU UeTXiUemeQWV.

-
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ThiV iV imSRUWaQW iQ WeUmV Rf ideQWif\iQg aQ\ SiQch SRiQWV ZheUe addiWiRQal UeVRXUceV
ma\ be UeTXiUed.

AQ aQal\ViV mXVW be cRQdXcWed WR deWeUmiQe Whe likel\ Wime cRmmiWmeQW UeTXiUed
fURm each membeU Rf Whe SURcXUiQg eQWiW\˭V SURjecW Weam. ThiV Zill eQable a
SURcXUiQg eQWiW\ WR deWeUmiQe ZheWheU iWV iQWeUQal SeUVRQQel (e.g. cliQical, fiQaQcial,
WechQical, legal, eVWaWeV, iQVXUaQce/UiVk, eWc.) VhRXld be SaUW Rf Whe SURjecW Weam RQ a
fXll-Wime baViV RU ZheWheU a mRUe WailRUed aSSURach XViQg WhRVe SeUVRQQel RQ aQ ad
hoc baViV ZiWh VXSSRUW fURm e[WeUQal adYiVRUV iV mRUe aSSURSUiaWe. IQ addiWiRQ,
WhRXghW VhRXld be giYeQ WR eQVXUiQg cRQWiQXiW\ Rf SeUVRQQel WhURXghRXW Whe SUe-SUR˦
cXUemeQW, SURcXUemeQW aQd cRQWUacW maQagemeQW VWageV.

DURATION OF THE PROCUREMENT COMPETITION

The leQgWh Rf Whe SURcXUemeQW cRmSeWiWiRQ Zill deSeQd RQ VeYeUal facWRUV, iQclXdiQg
Whe W\Se Rf PPP beiQg SURcXUed, Whe chRVeQ SURcXUemeQW SURcedXUe aQd ZheWheU
WheUe iV aQ XUgeQW UeTXiUemeQW fRU Whe SURcXUemeQW. AbRYe all elVe, Whe SURcXUiQg
eQWiW\ VhRXld QRW be SUeVVXUed iQWR acceleUaWiQg Whe WimeVcaleV fRU Whe SURcXUemeQW
cRmSeWiWiRQ b\ VeQiRU RfficialV. A W\Sical DBFO SURcXUemeQW XViQg Whe cRmSeWiWiYe
dialRgXe SURcedXUe cRXld Wake 18 WR 24 mRQWhV.

IQ WeUmV Rf deYelRSiQg aQd aSSl\iQg Whe SURgUamme fRU Whe SURcXUemeQW cRmSeWi˦
WiRQ, iW iV UecRmmeQded WhaW Whe fRllRZiQg geQeUal SUiQciSleV be XVed fRU fi[iQg Wime
limiWV:

The leQgWh Rf Whe e[WeQViRQ Rf Wime mXVW be SURSRUWiRQaWe WR Whe VigQificaQce Rf Whe
iQfRUmaWiRQ RU chaQge. WheUe addiWiRQal iQfRUmaWiRQ haV eiWheU QRW beeQ UeTXeVWed

WheQ UeceiYiQg RfQ UeVSRQVeV, SUe-dialRgXe meeWiQg deliYeUableV, aQd WeQdeUV,
SURcXUiQg eQWiWieV VhRXld cRQVideU Whe cRmSle[iW\ Rf Whe healWh PPP SURjecW aQd
Whe aVVRciaWed PPP cRQWUacW.

-

WheQ aVked fRU Wime e[WeQViRQV, SURcXUiQg eQWiWieV VhRXld e[WeQd Whe Wime limiWV
fRU Whe UeceiSW Rf RfQ UeVSRQVeV RU WeQdeUV iQ Whe fRllRZiQg caVeV:

-

WheUe addiWiRQal iQfRUmaWiRQ, alWhRXgh UeTXeVWed b\ Whe WeQdeUeU iQ gRRd
Wime, iV QRW VXSSlied b\ Whe SURcXUiQg eQWiW\ iQ a UeaVRQable Wime befRUe Whe
Wime limiW fi[ed fRU Whe UeceiSW Rf RfQ UeVSRQVeV RU WeQdeUV.

-

WheUe VigQificaQW chaQgeV aUe made WR Whe WeQdeU dRcXmeQWaWiRQ.-
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SURmSWl\ RU iWV imSRUWaQce iQ SUeSaUiQg UeVSRQViYe WeQdeUV iV iQVigQificaQW,
SURcXUiQg eQWiWieV dR QRW Qeed WR e[WeQd Whe Wime limiWV.

Case Study: Getting the Timelines Wrong

A healthcare PPP was well-structured and demonstrated strong feasibility during the feasibility study
phase. However, in the subsequent procurement stage, insufficient time was allocated to assessing
market appetite and effectively marketing the opportunity to potential investors. Compounding this,
political pressure led the procuring authority to adopt overly ambitious timelines, including a com‐
pressed window for submission of RfQ responses. As a result, only one bidder submitted a response,
forcing the procuring entity to reconsider its approach.

Risk Allocation in Health PPP Projects
IQ a healWh PPP SURjecW, each UiVk VhRXld be allRcaWed WR Whe SaUW\ beVW able WR maQage
WhaW UiVk. The SURYiViRQV iQ Whe PPP cRQWUacW VhRXld be dUafWed iQ VXch a Za\ aV WR
iQceQWiYiVe WhaW SaUW\ WR miWigaWe VXch UiVk. IQceQWiYeV cRXld iQclXde SeUfRUmaQce RU
aYailabiliW\ dedXcWiRQV, RU damageV aQd UeliefV XQdeU Whe PPP cRQWUacW.

If UiVk iV QRW allRcaWed effecWiYel\ b\ Whe SURcXUiQg eQWiW\ iQ Whe PPP cRQWUacW, XQQec˦
eVVaU\ UiVk SUemiXmV Zill be leYied b\ Whe SUiYaWe SaUWQeU, meaQiQg:

The aSSURach WR UiVk allRcaWiRQ YaUieV b\ jXUiVdicWiRQ, aQd ZhaW ma\ be a maUkeW
QRUm iQ RQe cRXQWU\ ma\ QRW be iQ aQRWheU. AddiWiRQall\, diffeUeQW VecWRUV haYe
YaU\iQg VWaQdaUdV fRU UiVk allRcaWiRQ. The diagUam belRZ illXVWUaWeV e[amSleV Rf
W\Sical PPP UiVkV aQd healWh PPP UiVkV.

LeVV YalXe fRU mRQe\ fRU Whe SXblic VecWRU-

LeVV maUkeW SaUWiciSaWiRQ-

LeVV effecWiYe cRmSeWiWiRQ-
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Fig. ᤓ.ᤕ: Typical Risks Facing Health PPPs
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Choosing a Contractual Model for Health PPP
A UaQge Rf diffeUeQW PPP cRQWUacWXal mRdelV caQ be XVed WR deliYeU healWh PPP
SURjecWV. ChRRViQg Whe UighW cRQWUacWXal mRdel iQYRlYeV cRQVideUiQg VeYeUal ke\
facWRUV, aV illXVWUaWed iQ FigXUe 7.10 belRZ.

Table 7.2 belRZ VeWV RXW a VelecWiRQ Rf Whe PPP cRQWUacWXal mRdelV Zhich cRXld be
chRVeQ fRU a healWh PPP.

Fig. ᤓ.ᤍᤌ: Choosing a PPP Contractual Model
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PPP Contractual
Model

Type of Asset Overview Payment Source

Management
Contract

Existing
infrastructure

The government retains ownership of assets
and responsibility for capital expenditure.
The private sector is responsible for mainte‐
nance and operation. Typically shorter in
duration (3-10 years).

Management fees are
extended to the contractor

Output-Based
Performance Contract

Existing
infrastructure

The private sector is provided with the
freedom to meet performance requirements.

Typically, the monthly fee
from the government is
based on performance
indicators

Build-Own-Operate-
Transfer
(BOOT)

New
infrastructure

Private sector builds, owns and maintains the
asset for the duration of the contract. Handed
back to the public sector upon termination or
expiry of the contract.

Government or user

Build/Rehabilitate-
Operate-Transfer
(BOT/ROT)

New
infrastructure

The private sector builds or rehabilitates and
maintains assets for the duration of the
contract. Handed back to the public sector
upon termination or expiry of the contract.

Government or user

Build-Own-Operate
(BOO)

New
infrastructure

The private sector builds and maintains the
asset for the duration of the contract. The
asset is not handed back to the public sector.

Government or user

Design-Build-Finance-
Operate
(DBFO)

New
infrastructure

The private sector designs, builds, finances,
operates and maintains an asset, then leases
it back to the government (typically for 25-30
years).

Government or user

Build, lease, transfer
(BLT)

New
infrastructure

The private sector builds and leases the asset
back to the government. Handed back to the
public sector upon termination or expiry of
the contract.

Government
or user

Concession New or
existing
infrastructure

Varies depending on the jurisdiction, but typi‐
cally, a grant by a government of the right to
provide a service or use an asset.

User

Table ᤓ.ᤎ: Overview of PPP Contractual Models
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TR fXUWheU aVViVW iQ VelecWiQg Whe UighW PPP cRQWUacWXal mRdel fRU a healWh PPP SURjecW, Whe
aSSUaiVal cUiWeUia aQd cRQVideUaWiRQV RXWliQed iQ Table 7.3 belRZ VhRXld be aSSlied.

Appraisal Criteria Considerations

Accessibility of Public
Medical Services

The potential for the PPP model to provide health care and services to patients (including
patients who may not be insured or able to pay for medical care).

Quality of the Project The potential for the PPP model to deliver a good quality project, resulting in a positive
experience for patients and staff.

Manageability of the
Project

The potential for the PPP model to be within the capability of the procuring entity to effec‐
tively administer, including (i) management and delivery of the procuring entity’s responsi‐
bilities in the PPP contract, and (ii) ensuring that the private partner is effectively managed
in accordance with the terms of the PPP contract.

Potential for Better Value-
for-Money

The potential for the PPP model to offer a good combination of price and quality risk in the
delivery and operation of the PPP project.

Potential for Lifecycle
Optimisation

The potential under the PPP model is that the design and construction of the PPP project
can be optimised to present the best value over the lifetime of the PPP project.

Leveraging Key Private
Sector Capabilities

The extent to which the private sector will be capable of being involved in, and perform‐
ing its required role under, the PPP model.

Commercial Viability of
the PPP Project for the
Private Sector

Will there be sufficient commercial potential and interest for private operators (and
investors) in the PPP model?

Bankability for Investors The extent to which the PPP model will allow for the provision of sufficient (debt) financing.

Potential for Competitive
Procurement

Whether the PPP model will allow for sufficient competition in the procurement.

Fig. ᤓ.ᤍᤍ: Diagrammatic Representation of a Health BOOT Project

Table ᤓ.ᤏ: Appraisal Criteria for PPP contractual model selection
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The Health PPP Project Agreement
The PPP cRQWUacW, alVR kQRZQ aV Whe SURjecW agUeemeQW, iV Whe ke\ cRQWUacW WhaW Whe
SURcXUiQg eQWiW\ iV UeTXiUed WR eQWeU iQWR ZiWh Whe SUiYaWe SaUWQeU, iQ cRQQecWiRQ
ZiWh, fRU e[amSle, Whe DBFO Rf Whe healWh PPP SURjecW beiQg SURcXUed. FigXUe 7.12
belRZ illXVWUaWeV Whe lRcaWiRQ Rf Whe SURjecW agUeemeQW ZiWhiQ a DBFO cRQWUacWXal
mRdel, aV Zell aV Whe ke\ cRQWUacWiQg SaUWieV aQd RWheU cRQWUacWV WhaW fRUm SaUW Rf Whe
DBFO cRQWUacWXal mRdel.

The SURjecW agUeemeQW VhRXld be deYelRSed b\ Whe SURcXUiQg eQWiW\ SUiRU WR Whe cRm˦
meQcemeQW Rf Whe SURcXUemeQW cRmSeWiWiRQ aQd Zill WheQ be Whe VXbjecW Rf dialRgXe
RU QegRWiaWiRQ (iQ Whe cRQWe[W Rf a cRmSeWiWiYe dialRgXe RU QegRWiaWed SURcXUemeQW
SURcedXUe) beWZeeQ Whe SURcXUiQg eQWiW\ aQd WeQdeUeUV.

The deYelRSmeQW Rf Whe SURjecW agUeemeQW VhRXld UeflecW Whe RXWcRme Rf Whe UiVk
ideQWificaWiRQ aQd allRcaWiRQ SURceVV, Zhich VhRXld haYe beeQ XQdeUWakeQ ZiWh
UeVSecW WR Whe healWh PPP SURjecW. IQ addiWiRQ WR Whe QRUmal maWWeUV Zhich aUe cRQ˦
VideUed iQ Whe deYelRSmeQW Rf a SURjecW agUeemeQW (e.g. gURXQdV fRU WeUmiQaWiRQ aQd
cRmSeQVaWiRQ RQ WeUmiQaWiRQ, diVSXWe UeVRlXWiRQ, fRUce majeXUe aQd laQd iVVXeV,

Fig. ᤓ.ᤍᤎ: Diagrammatic Representation of an Example Health DBFO Project
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amRQgVW maQ\ RWheUV), ke\ iVVXeV fRU Whe deYelRSmeQW Rf a SURjecW agUeemeQW fRU a
healWh PPP iQclXde cRQVideUaWiRQ Rf:

Maintenance. DReV Whe VcRSe Rf Whe SURjecW agUeemeQW iQclXde VRfW faciliWieV
maQagemeQW (VRfW FM) aQd haUd faciliWieV maQagemeQW (haUd FM) RU jXVW haUd
FM? HaUd FM UelaWeV WR Whe Sh\Vical aVSecWV Rf bXildiQgV. ThiV meaQV WhaW aQ\
VeUYice caUUied RXW RQ a bRdil\ VWUXcWXUe fallV XQdeU haUd FM. OfWeQ, haUd FM
VeUYiceV aUe UeTXiUed b\ laZ WR eQVXUe WhaW faciliWieV aUe Vafe fRU VWaff, SaWieQWV aQd
aQ\ YiViWRUV. HaUd FM VeUYiceV iQclXde: fiUe VafeW\ VeUYiceV, gaV maiQWeQaQce,
SlXmbiQg, heaWiQg, YeQWilaWiRQ, aiU cRQdiWiRQiQg, bXildiQg maiQWeQaQce, elecWUical
aQd lighWiQg maiQWeQaQce aQd acceVVibiliW\ maiQWeQaQce. SRfW FM UelaWeV WR
VeUYiceV Zhich eQVXUe bXildiQgV maiQWaiQ a VecXUe aQd SleaVaQW eQYiURQmeQW.
SRfW FM VeUYiceV iQclXde ZaVWe maQagemeQW, cleaQiQg VeUYiceV, gURXQdV
maiQWeQaQce aQd laQdVcaSiQg, VecXUiW\ VeUYiceV, caWeUiQg, SeVW cRQWURl aQd
jaQiWRUial VeUYiceV.

-

Technological change. SXSSRVe healWh eTXiSmeQW iV SaUW Rf Whe VcRSe fRU Whe
PPP cRQWUacW. IQ WhaW caVe, Whe cRQWUacW mXVW iQclXde mechaQiVmV WR adaSW WR
UaSid WechQRlRgical aQd medical adYaQcemeQWV, VXch aV QeZ eTXiSmeQW RU
WUeaWmeQW SURWRcRlV.

-

Epidemic/pandemic response. SSecific claXVeV defiQiQg URleV, UeVSRQVibiliWieV
aQd fiQaQcial imSlicaWiRQV iQ Whe eYeQW Rf a SXblic healWh cUiViV (e.g. SaQdemic
UeVSRQVe) VhRXld be iQclXded, eQVXUiQg VeamleVV iQWegUaWiRQ iQWR QaWiRQal
emeUgeQc\ SlaQV.

-

Interoperabilit\. WheQ Whe SURYiViRQ Rf iQfRUmaWiRQ WechQRlRg\ (IT) V\VWemV
iV iQclXded iQ Whe VcRSe Rf Whe PPP cRQWUacW, cRQVideUaWiRQ VhRXld be giYeQ WR
eQVXUiQg WhaW Whe SUiYaWe SaUWQeU˭V IT V\VWemV aUe cRmSaWible aQd iQWeURSeUable
ZiWh e[iVWiQg QaWiRQal RU UegiRQal healWh iQfRUmaWiRQ V\VWemV, WheUeb\ faciliWaWiQg
cRQWiQXiW\ Rf caUe aQd SXblic healWh mRQiWRUiQg.

-

Data sharing and oZnership. CleaUl\, healWhcaUe geQeUaWeV VeQViWiYe SaWieQW
daWa. If Whe SUiYaWe SaUWQeU Zill haYe acceVV WR SaWieQW daWa, WheUe VhRXld be
e[SliciW claXVeV UegaUdiQg daWa RZQeUVhiS, SUiYac\, VecXUiW\ aQd SURWRcRlV fRU
VhaUiQg daWa ZiWh SXblic healWh aXWhRUiWieV.

-

Output-oriented specifications. If aSSURSUiaWe, Whe VcRSe Rf Whe PPP cRQWUacW
VhRXld mRYe be\RQd meUel\ VSecif\iQg iQfUaVWUXcWXUe (e.g. QXmbeU Rf bedV) WR
defiQiQg Whe deViUed healWh RXWcRmeV (e.g. healWhcaUe-aVVRciaWed iQfecWiRQ UaWeV,
UeadmiVViRQ UaWeV, ZaiW WimeV).

-
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Management of the PPP Contract
The SURcXUiQg eQWiW\ iV UeVSRQVible fRU eQVXUiQg WhaW a PPP cRQWUacW iV admiQiVWeUed
cRUUecWl\ aQd eQfRUced iQ accRUdaQce ZiWh iWV WeUmV aQd cRQdiWiRQV. FRU WhiV SXUSRVe,
iW iV UecRmmeQded WhaW Whe SURcXUiQg eQWiW\:

Patient safet\ and risk management. CleaU SURWRcRlV fRU ideQWif\iQg,
maQagiQg aQd UeSRUWiQg cliQical UiVkV aQd iQcideQWV VhRXld be iQclXded iQ Whe
PPP cRQWUacW.

-

Clinical effectiYeness and audit. MaQdaWiQg UegXlaU cliQical aXdiWV agaiQVW
QaWiRQal aQd lRcal VWaQdaUdV WR eQVXUe beVW SUacWiceV aUe fRllRZed VhRXld be
iQclXded iQ Whe PPP cRQWUacW.

-

Stakeholder engagement. PURYiViRQV iQ Whe PPP cRQWUacW VhRXld RXWliQe
cRmmXQicaWiRQ aQd eQgagemeQW SURceVVeV beWZeeQ Whe SXblic SaUWQeU, SUiYaWe
SaUWQeU, healWhcaUe SURfeVViRQalV aQd SaWieQW UeSUeVeQWaWiYeV WR fRVWeU WUXVW aQd
SURacWiYel\ maQage iVVXeV.

-

EVWabliVheV a cRQWUacW maQagemeQW Weam Zhich Zill RYeUVee Whe admiQiVWUaWiRQ
Rf Whe PPP cRQWUacW. Ideall\, WhiV Weam VhRXld iQclXde SeUVRQQel ZhR haYe beeQ
iQYRlYed iQ Whe SURcXUemeQW Rf Whe healWh PPP SURjecW.

1.

PURYideV Whe QeceVVaU\ UeVRXUceV, iQclXdiQg hXmaQ UeVRXUceV, WR iWV cRQWUacW
maQagemeQW Weam WR eQable effecWiYe cRQWUacW admiQiVWUaWiRQ,

2.

ASSRiQWV ZheUe UeTXiUed, WechQical, fiQaQcial aQd legal e[SeUWV aV membeUV Rf
Whe SURcXUiQg eQWiW\˭V cRQWUacW maQagemeQW Weam WR aVViVW ZiWh aQ\ aVSecW Rf Whe
admiQiVWUaWiRQ RU eQfRUcemeQW Rf Whe PPP cRQWUacW, Zhich ma\ iQclXde:

3.

IQ UeVSecW Rf Whe legal e[SeUW, iQWeUSUeWaWiRQ Rf Whe WeUmV aQd cRQdiWiRQV Rf
Whe PPP cRQWUacW, YaUiaWiRQV Rf Whe PPP cRQWUacW, WeUmiQaWiRQ Rf Whe PPP
cRQWUacW aQd diVSXWeV iQ cRQQecWiRQ ZiWh Whe PPP cRQWUacW.

-

IQ UeVSecW Rf Whe fiQaQcial e[SeUW, RSeUaWiRQ Rf Whe Sa\meQW mechaQiVm,
aXdiW aQd accRXQWiQg UegaUdiQg Whe PPP cRQWUacW, YaUiaWiRQV Rf Whe PPP
cRQWUacW aQd Whe RSeUaWiRQ Rf SeUfRUmaQce gXaUaQWeeV.

-

IQ UeVSecW Rf Whe WechQical e[SeUW, deVigQ aQd cRQVWUXcWiRQ, cRmSleWiRQ aQd
cRmmiVViRQiQg, defecWV UecWificaWiRQ, RSeUaWiRQ aQd maiQWeQaQce, YaUiaWiRQV
Rf Whe PPP cRQWUacW aQd haQdback aQd WUaQVfeU iVVXeV.

-
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The SURcXUiQg eQWiW\, VXSSRUWed b\ iWV cRQWUacW maQagemeQW Weam, VhRXld eVWabliVh
SURcedXUeV fRU Whe admiQiVWUaWiRQ Rf each PPP cRQWUacW, aQd WheVe VhRXld iQclXde:

WheUe UeleYaQW iQ Whe cRQWe[W Rf Whe W\Se Rf healWh PPP SURjecW, iW iV UecRmmeQded
WhaW Whe SURcXUiQg eQWiW\, VXSSRUWed b\ iWV cRQWUacW maQagemeQW Weam, eVWabliVheV a
SURcedXUe fRU Whe WUaQVfeU RU haQdback Rf Whe aVVeW cRmSUiVed iQ Whe PPP SURjecW RQ
Whe RccXUUeQce Rf Whe daWe Rf e[SiU\ Rf Whe PPP cRQWUacW. SXch a SURcedXUe VhRXld
eQVXUe WhaW Whe aVVeW iV haQded back RU WUaQVfeUUed WR Whe SURcXUiQg eQWiW\ iQ a

MaQagiQg gRYeUQaQce Rf Whe PPP cRQWUacW (Zhich VhRXld iQclXde a SURceVV fRU
Whe UecRUdiQg aQd cRmmXQicaWiRQ Rf Whe aSSURSUiaWe deciViRQ-makiQg
aXWhRUiWieV iQ UeVSecW Rf Whe PPP cRQWUacW).

1.

CRmmXQicaWiQg aQd liaiViQg ZiWh Whe SUiYaWe SaUWQeU (Zhich VhRXld iQclXde Whe
SUeSaUaWiRQ Rf a cRmSUeheQViYe cRmmXQicaWiRQV SlaQ) aQd aQ\ iQdeSeQdeQW
eQgiQeeU RU WhiUd SaUW\ ZhR haV beeQ aSSRiQWed SXUVXaQW WR Whe PPP cRQWUacW.

2.

MRQiWRUiQg, eYalXaWiQg aQd UegXlaWiQg Whe SeUfRUmaQce b\ Whe SUiYaWe SaUWQeU Rf
Whe PPP cRQWUacW aQd Whe imSlemeQWaWiRQ Rf Whe healWh PPP SURjecW b\ Whe
SUiYaWe SaUWQeU (Zhich VhRXld iQclXde Whe SUeSaUaWiRQ Rf a cRmSUeheQViYe
cRQWUacW maQagemeQW SlaQ).

3.

MeaVXUiQg RXWSXWV UelaWed WR Whe SeUfRUmaQce Rf Whe SUiYaWe SaUWQeU iQ WeUmV Rf
Whe PPP cRQWUacW, iQclXdiQg Whe iQYRlYemeQW iQ VXch meaVXUemeQW b\ aQ\
iQdeSeQdeQW eQgiQeeU RU WhiUd SaUW\ ZhR haV beeQ aSSRiQWed SXUVXaQW WR Whe
PPP cRQWUacW.

4.

ReceiYiQg, UeYieZiQg aQd addUeVViQg iVVXeV aUiViQg fURm UeSRUWV VXbmiWWed b\
Whe SUiYaWe SaUWQeU WR Whe SURcXUiQg eQWiW\ SXUVXaQW WR Whe PPP cRQWUacW.

5.

The SURYiViRQ Rf UeSRUWV b\ Whe SUiYaWe SaUWQeU WR Whe SURcXUiQg eQWiW\ iQ
UeVSecW Rf Whe healWh PPP SURjecW aQd iWV SURgUeVV, iQclXdiQg bXW QRW limiWed WR
achieYemeQWV, challeQgeV, RbVWacleV aQd RXWVWaQdiQg iVVXeV.

6.

EQVXUiQg WhaW all UecWificaWiRQ meaVXUeV aUe XQdeUWakeQ b\ Whe SUiYaWe SaUWQeU
RQ a Wimel\ baViV aQd SeUfRUmaQce UegimeV aUe VWUicWl\ aQd WimeRXVl\ eQfRUced
iQ accRUdaQce ZiWh Whe PPP cRQWUacW.

7.

MaQagemeQW UeVSRQVibiliWieV iQclXdiQg maQagiQg VWakehRldeU eQgagemeQW,
maQagiQg aQ\ YaUiaWiRQ, WeUmiQaWiRQ RU diVSXWe, maQagiQg WUaQVfeU RU haQdback
Rf Whe healWh PPP SURjecW aQd maQagiQg accRXQWiQg, aXdiW aQd RWheU cRmSliaQce
aQd UegXlaWRU\ maWWeUV.

8.
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cRQdiWiRQ Zhich iV iQ accRUdaQce ZiWh Whe WeUmV Rf Whe PPP cRQWUacW, ZiWh Whe
UeTXiUed dRcXmeQWaWiRQ fRU Whe SURcXUiQg eQWiW\ RU aQRWheU SUiYaWe SaUWQeU WR
maQage aQd RSeUaWe Whe aVVeW. SXch a SURcedXUe ma\ alVR iQclXde:

The SURcXUiQg eQWiW\ VhRXld alVR giYe cRQVideUaWiRQ UegaUdiQg iWV UeSRUWiQg Rbliga˦
WiRQV XQdeU laZ (RU SURcedXUe) WR RWheU SXblic eQWiWieV (e.g. PPP XQiW, aXdiW Rffice).
ReSRUWV cRXld iQclXde deWailV ZiWh UeVSecW WR:

JRiQW iQVSecWiRQ b\ Whe SURcXUiQg eQWiW\ aQd Whe SUiYaWe SaUWQeU WR aVVeVV Whe
cRQdiWiRQ Rf Whe aVVeW befRUe WUaQVfeU RU haQdback.

-

PXUVXaQW WR VXch jRiQW iQVSecWiRQ, ideQWificaWiRQ Rf aQ\ Uemedial meaVXUeV Zhich
Qeed WR be WakeQ b\ Whe SUiYaWe SaUWQeU (aW Whe SUiYaWe SaUWQeU˭V cRVW) befRUe Whe
aVVeW iV WUaQVfeUUed RU haQded back WR Whe SURcXUiQg eQWiW\.

-

The UeleYaQW SURjecW aQd iWV SURgUeVV.1.

AQ\ achieYemeQWV Rf Whe SURcXUiQg eQWiW\ iQ UeVSecW Rf Whe PPP SURjecW.2.

AQ\ challeQgeV RU RbVWacleV Zhich Whe SURcXUiQg eQWiW\ haV eQcRXQWeUed iQ
UeVSecW Rf Whe PPP SURjecW, aQd hRZ Whe SURcXUiQg eQWiW\ dealW ZiWh WhRVe
challeQgeV RU RbVWacleV.

3.

AQ\ RXWVWaQdiQg iVVXeV iQ UeVSecW Rf Whe PPP cRQWUacW aQd hRZ Whe SURcXUiQg
eQWiW\ SlaQV WR deal ZiWh WhRVe RXWVWaQdiQg iVVXeV.

4.

The SeUfRUmaQce Rf Whe SUiYaWe SaUWQeU aV meaVXUed agaiQVW Whe UeTXiUemeQWV Rf
Whe PPP cRQWUacW.

5.

AQ\ YaUiaWiRQV RU diVSXWeV XQdeU Whe PPP cRQWUacW.6.

AQ\ SUeSaUaWiRQV fRU WUaQVfeU RU haQdback Rf Whe PPP SURjecW.7.

AQ\ lRcal deYelRSmeQW RSSRUWXQiWieV aQd aQ\ cRmmXQiW\ iQYRlYemeQW (e.g.
VXSSRUW WR lRcal bXViQeVVeV, WechQRlRg\ RU VkillV WUaQVfeU, jRb cUeaWiRQ).

8.
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Case Study: Failure of the Government to Deliver its Obligations
Under the PPP Contract

A government procured specialised medical equipment under a PPP arrangement for public hospitals
across the country. The installation of the equipment requires prerequisite works at the beneficiary
facilities, including an adequate water supply, three-phase power and other necessary infrastructure
upgrades to meet the specified technical standards.

However, several facilities were not adequately equipped to meet these requirements and lacked the
necessary funding to undertake the preparatory works. Consequently, the contractors were unable to
install the equipment as scheduled, resulting in significant portions of the equipment remaining in
storage for extended periods while the facilities sought to upgrade their infrastructure.

During this period, the contractors continued to be entitled to availability payments, as the delay in
equipment installation was attributable to the public entities. As a result, the public sector incurred
financial obligations without the corresponding service benefits and the intended health outcomes
and value-for-money objectives of the PPP.

A key lesson from this experience is that procuring entities must be fully prepared to fulfil their obliga‐
tions under any PPP contract. In this case, a robust contract management team could also have
helped anticipate potential performance issues, ensuring that the PPP delivered its full intended value.


