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CHAPTER ONE

10 BACKGROUND AND METHODOLOGY
11  Background

1.1.1 Socio-economic Context

Thesocio- economic context of Tanzaniacan be described under two phases: the pre- economicreforms
phase and the pogt- economic reforms phase. The pre- economic reform period, particularly after the
Arusha Declaration, was characterised by state control of the economy. During this period, there was
steady improvement in socid indicators such as literacy and mortdity rates. The Government put in
place asystem of socia service ddlivery that greetly increased accessto basic socid services, namely
primary education and hedlth care. However, the economic criss of the early 1980s adversdly affected
the growth rate of the productive sctors. In turn, this had an adverse effect on the capacity of the
economy to support the delivery of basic socid services.

In responseto the cris's, the government introduced aseries of economic reformsin the mid-1980s. The
reformsamed at, among others, reviving economic growth through re- orientation of the country froma
public sector-led economy towards aliberaised economy with increased private sector participation.
These reforms have involved restructuring measures a the macro level to ensure macro-economic
sability. Liberaisation measures have promoted private sector participation in al sectors of the
economy including socia services such as hedlth and education. Thishasresulted in increased private
participation in the provision of education and hedth services. Thisisconggsent with oneof thereform
objectives in the Sociad Sector Strategy (SSS), which seeks to relax congraints to private sector
participation in the provison of socid services.

1.1.2 TheHealth Care System

At independence, the government assumed primary responsbility for the provison of hedth careto its
people and made progressin devel oping acomprehensvely structured hedth care ddivery systemfrom
the nationd to the village level. Government hedlth services have, however, been supplemented by
privatehedth services. Initidly, not-for- profit heath care providers, particularly church-onned fadlities
dominated this sub-sector. However, subsequent to the 1991 amendment of the 1977 Act that had
banned for- profit practitioners from providing health care, there has been arapid increase of for- profit
hedlth care facilities. About 46% of the private for-profit hedth facilities were established after 1990.

Private Sector Development: The Case of Private Health Facilities



According to the 1995 Hedlth Statistics Abstract, private hospitals and dispensaries (for- profit and not
for-profit) in Tanzaniamainland congtituted 48% and 23% of the 183 hospitalsand 3,286 dispensaries
respectively. Most of these were notfor- profit hedlth facilities; only 9 hospitals, 1 hedth centre and
212 dispensarieswere for-profit facilities. By 1997, private health hospitals constituted 56.2% of the
224 hospitalsin the country while private dispensaries condtituted 35.5% of the 4,276 dispensaries. The
number of privatefor-profit hospitals and dispensaries had increased from 9to 11 and from 212 to 780

respectively.

A few dudies undertaken in Tanzania show that there has been a rapid growth of private hedth

providers begnning 1991. In asurvey of Dar es Sdaam and Kilimanjaro regions, Munishi et d (1995)
found that officid datistics were grosdy under-estimated. One reason for the under estimation isthe
rapid increase in the number of for-profit facilities since 1991, with some of the facilities escaping
government count, which has made updating of the records difficult. There has been moreincrease at
theleve of dispensaries, which make up 89% of dl privatefacilitiesin Dar es Sdaam. Accordingtothe
Dar es Salaam City Council Survey, for- profit providersowned 42% of dl private hedthfacilitiesin Dar
es Sdaam as of 1993. Theseincluded 15 (83%) of 18 private hospitals, 30% of facilities belonged to
non-profit organisations, and 28% were employer-based facilities

12  The Study and its M ethodology

1.2.1 TheProblem

As the private hedth care sub-sector continues to grow, questions are being raised regarding its
capacity to effectively complement the public sector in attaining the hedlth sector gods, and on whether
the government is providing an effective regulaory framework and afacilitating environment for effective
delivery of quality and equitable private hedlth care services. Thisstudy, therefore, attemptsto examine
the development and performance of the private hedth care sub-sector with particular attention to
promoting and regulating private hedth care provision, including assessment of exigting linkagesamong
hedlth care providers, and between hedlth care providersand other key actorsinthe hedth care system.

1.2.2 Objectives of the Sudy

Themain objectiveisto study private sector development, using thecaseof privete hedth facilities with
aview to examining the experiencein promoting and regulating private investment. Thestudy aso seeks
to examine broad- based linkagesin the hedth sector, and to demonstrate wheat could be desirableforms
of public- private sector partnershipsin the provison of quality and equitable hedth care, whichisof high
priority in the socio-economic development of the country. Specificdly, the study ams &:

(0] Providing a solid understanding of the nature and performance of private hedth facilities.

Private Sector Development: The Case of Private Health Facilities



(in) Assessing the extent of government involvement in the promotion and regulation of privete
hedlth care.

(i)  Exploring areaswhere collaboration between government and the private sector could increase
volume ard qudlity of health services.

1.2.3 Methodology

Thisstudy utilises mostly primary data collected by interviewing both private hedlth care providersand
officdsin the Minigry of Hedlth and other private hedlth care supporting inditutionsin Dar es Sdlaam
Region.

A sampleof 300 hedth facilitieswasrandomly sdlected from the Ministry of Health (MOH) Register of
non - governmenta hedth facilities. Out of these, about 52% were ether closed or could not be
located in the areaspecified in the register. About 3% of the ownersmedica officersin charge refused
to beinterviewed. The samplewasrandomly drawn from dl three districts of Dar es Sdlaam Region, i.e.
Ilda, Kinondoni and Temeke.

1.2.4 TheSample

In total, 136 hedth care providers were interviewed as detailed in Table 1. The distribution of these
fecilities by digtrict and by type of hedth facility is presented in Table 1 below. A totd of 12 hospitas
were visted, out of which 50% were located in Kinondoni Digtrict, 33% in Ilaa Digtrict and 17% in
Temeke Digtrict. Ten (10) facilitiesin the sample were registered as hedlth centres, of which 70% were
located in Kinondoni Digtrict while 20% and 10% were located in llda and Temeke didtricts
respectively. Digpensaries condtituted the largest proportion of hedth facilities accounting for 75.7% of
the total number of facilities visited. Of the 103 dispensariesin the sample, 36.9% were in Kinondoni

Didgtrict 40.8% in lldaDidrict and 22.3% in Temeke Digtrict. Eleven (11) hedth facilitiesregistered as
clinicswere dso vidted - 73% of them were in Kinondoni Didrict, 18% in Ilda Digtrict and 9% in

Temeke Didtrict.

Private Sector Development: The Case of Private Health Facilities



Tablel: Digtribution of Sampled Private Health Facilities by District
Type of Hedlth Facility
District Hospital Health Centre Dispensary Clinic Total
No. % No. % No. % No. % No.
%

Temeke 2( 17.00 1] 10.00 23| 22.30 1 9.10 27| 20.00
llda 4] 33.00 2| 20.00 42| 40.80 2| 18.00 50| 37.00
Kinondoni 6| 50.00 7| 70.00 38| 36.90 8| 73.00 59| 43.00
Tota 12| 100.00 10| 100.00 103( 100.00 11| 100.00 136 | 100.00

Source: ESRF (1997) Fidd survey data

Figures 2 and 4 show how representative the sample is, compared to the distribution of private hedth
facilitiesin Dar es Sdaam digtricts (Figuresl and 3) as per the 1997 Hedlth SatisticsAbstract. Figure2
shows over-representation of hospitas in Kinondoni Didtrict. However, the high rate of turnover of
private hedlth facilities makesit difficult to conclude with certainty that there was over-representation.

Figurel

207
151
101

Private
Hospitals

AONN

Private Hospitals (For-Profit private and Voluntary ) in Dar es Salaam

Region by District

llala Kinondoni Temeke

District

Source: MOH(1997) Health Statistics Abstract
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Figure2

Sampled Private Hospitals in Dar es Salaam by District

Number of Hospitals

llala Kinondoni Temeke

District

Figure3

Private Dispensaries (For-Profit private and Voluntary ) in Dar es
Salaam by Region

Private Dispensaries

llala Kinondoni Temeke

District
Source: MOH(1997) Health Statistics Abstract 1997
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Apart from private hedth care providers, 30 officids employed in the Ministry of Hedlth and other
hedth carerdated indtitutionsin Dar es Sdaam Region wereinterviewed. Mogt of the officidsfromthe
Ministry of Health were heads of sections and units in the departmentsof hospita services, preventive
sarvices, training, hedlth planning and primary hedlth care. Othersincluded Didtrict Medica Officersfor
Ilda, Kinondoni and Temeke didricts and senior officids in other key hedlth care rdated ingtitutions.
Sixty percent (18 out of 30) interviewees were Medicd OfficerdAssstant Medical Officers
(MO/AMOs) 10% (3 out of 30) Nurses, 20% (6 out 30) other medica personnel and 10% (3 out of
30) nonmedica professonds (pleaserefer to Table 2). All officiasinterviewed wereundertaking either
only adminigtrative or both administrative and medica duties in their work places.

Table2: Digtribution of Interviewed Government and Other Health Care Related
Institutions Officials by Profession
Profession Total %
MO/AMOs 18 60.00
Nurses 3 10.00
Other: Medica* 6 20.00
Other: Nonrmedical** 3 10.00
Tota 30 100.00
Note:
* Other medica personnd include laboratory technicians, pharmacists, and
radiographers.
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*x Other nonmedica personnel include Economists and Adminigtrators.

CHAPTER TWO

20 LITERATURE REVIEW

Thischapter providesareview of literature on trendsin the devel opment of the private hedth sector, its
performance and the role of government in private hedth care provison.

21  Development of the Private Health Sector

Literature on the devel opment and growth of the private health sector in devel oping countries, Tanzania
included, show that private hedth careisdready acommon phenomenon. In countrieslike India, Papua
New Guinea, S Lankaand the Philippinesthe private hedlth care sector isaready animportant part of
the hedlth care delivery system. Studies undertaken in these countries indicate the importance of this
sector in the provision of hedth services. Reviews by Ramesh (1993) on the studies by Duggd and
Amin (1989) and Yesudian (1990) on the utilisation patterns in India indicate thet there is a high
dependence on private health care by health care seekers. Reviews of other studies (Vishwanathan and
Rohde, 1990) further indicate that the private hedlth sector in Indiaplaysjust asimportant arole asthat
played by the public sector in controlling disease patterns, and that the private health sector providesa
larger proportion of hedth services than provided by the public fecilities. As of January 1988, for
example, the private hedlth sector in Indiaowned 50% of the tota number of hospitals, 30% of hospita
beds and 49% of the dispensaries. In Tanzania, as dready mentioned, the number of private hedth
facilities has been increasing in recent years.

22 Private Health Care Provision and the Role of Gover nment

The hedth care market in many ways diverts from the assumptions of perfect competition in afree
market where transactions of goods and services are made by sellers and buyers of the same, with the
forces of demand and supply determining the price. Whereas conditions of imperfect competition
characterise many different types of markets where transactions of goods and services takes place,
market failureiseven more pronounced in the health care market because of itsunusud characterigtics.
These indude the following:

Derived demand for health care: Because one does not know when onewill fal sck, it isusudly
difficult to plan ahead for hedlth caredemands. Thisincreasesan uncertain environment and ahigher risk
of incurring high cogts for hedlth care. Thus, for example, while provison of insurance to riskgroupsis

Private Sector Development: The Case of Private Health Facilities



not common in other types of markets, insurance is provided to even such groups in the hedth care
market. However, insurance schemesare till lacking in many devel oping countries, and Bennett (1997)
points out thet this provide financid incentives to providersto over-provide care because hedlth care
seekers have to pay out of pocket on afee-for-service basis. (Arrow, 1989; McGuire, 1991).

Asymmetric infor mation: Although patients are ableto describe symptoms, they do not usualy know
the kind of trestment that is needed for their ailments. On the other hand, the doctor does both the
diagnosis and prescription, often making decisions on behaf of the patient, decisons that may not
necessarily reflect interests of the patient’s wefare only. Such a Stuation requires government
intervention not only in terms of ingtituting laws and regulations to curb misgppropriate behaviour by
hedlth care providers, but dsoin establishing asystem of incentivesto encourage providersto actinthe
patients best interest.

Positive externalities: Pogtive externdities occur when a third party receives benefit from a
transaction that he/shewas not part of. In hedlth care, some services have pogtive externdities on other
people’' s welfare. It has been argued that consumption of goods and services that have postive
externdities, in particular if they are public goods whereby others cannot be excluded, is less than
socidly optimd unless they are subsidised.

Merit good: Some services are perceived by society as essentid to ensure equity and social justice,
hence the argument that such goods and services should be provided to everybody. The ideais that
such goods should be provided even if they are not demanded by the people becausethey aregoodin
themselves (Rosen, 1991). Hedlth careis one of the servicesthat are perceived as something good for

everybody.

The government mus, therefore, influence private hedth care providers behaviour to avoid market
failure in the hedth sector. Hedth care providers have excessive power in terms of prescribing and
providing treatment. Most patients are not able to assess the validity or usefulness of a provider's
prescription and treatment. The government's role is necessary particularly because in the private
market those who are not willing or able to engage in market transactions will not do so. For this
reason, Muschd| (1995) argues that if pricesfor health services are not monitored and if competition
between providers fails to keep prices down, the poor and vulnerable will be denied access to
aopropriate care. It isthus important to ensure that during the period of changein public and private
roles in hedth care, socid objectives e.g. equdity, are not compromised.

Bennet and Ngadande-Banda (1994) point out that governments have to regulate provison of private
hedlth care because of concern over severd issues. For example, governments are often concerned that
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for- profit- providers do not give consumers a far ded (they may provide low qudity care supply
unnecessary services or over-charge). Also, governments may be concerned about the equity
implications of a substantia private sector, which may be benefiting a relatively smdl section of the
population, often located in urban areas. 1n Zimbabwe, the private sector accountsfor 37% of hedth
sector expenditure but benefits no more than 10% of the tota population, with 75% of private
practitionerslocated in Harare or Bulawayo. Bennet and Nga ande- Banda (1994) thus acknowledge
the necessity of regulating private hedth care provision. Thereisneed, for example, to ensurethat for-
profit providersoffer quaity and equitable hedlth care. Inthisregard one could, for example, assessthe
extent to which the government has st:

@) Minimum structurd standards

(ii) Minimum education qualification of hedth providers

(iii) Minimum years of experience before which practitioners cannot be alowed to operate
privetely.

(iv) Provisons for controlling the number of private hedth care providers.

) The price of care: for example, are there mechanisms to ensure that private hedth care
providers do not over-charge?

However, the characteridtics of private hedth care markets described above imply that the role of
government should beinterpreted in abroader sense. That is, government should not only regulate, but
should a so be concerned with ensuring that proper incentives exist for private hedlth care providersto
offer, in an efficient manner, quality and equitable hedth services. It isin this context that Bennet and
Ngalande- Banda (1994) aso emphasisethe need for provision of incentivesto facilitate private hedlth
careproviders. While someregulation by the government isessentid to protect both the consumersand
providers, the government must al so ensurethat incentives are in placeto facilitate effective and efficient
private hedth care sarvices. An enabling environment is the main concern of private hedth care
providers. Muschdl (1995) identified both normonetary and monetary incentives such as:

() Allowing private sector activity to take place within public sector facilities. In Mozambiquefor
example, medicd daffsaredlowed to run specid privateclinicsin government facilitiesoutsde
norma working hours.

(in) Providing incentivesto privatepractitionerswho provideless- profitable services. For example,
in some countries such as Nigeria and Zimbabwe, the government has encouraged private
practitionersto offer preventive services by providing them free supplies such as vaccines and
condoms. The danger here, however, is abuse of thisincentive by the private sector as found
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out in countries where it was offered. In Zimbabwe, supply of free vaccines to private
practitioners was stopped when it was discovered that they were charging for these services.

@iy  Giving private hedth care providers financia bresks such as

€) Allowing duty free importation of specific medica supplies.

(b) Bonus incentives such as tax exemptions on certain medica supplies to encourage
physicianslocate in under- served aress.

(0 Allowing private providers to purchase drugs and other medicd supplies from
government sourcesasit isdonein Ethiopia. Thisisanimplicit subsidy as government
stores prices are usudly lower than those of private suppliers are.

23  Private Provison and Accessibility Trends

Itisoften argued that provision of private hedlth carefrees up government resourcesto provide services
for the poor, thusensuring equitabl e distribution of care. Such argument, however, hasbeen countered.
For example, Muschell (1995) points out that too much reliance on private hedth care could lead to
inequality in accessto care.

The digribution of private hedth care facilitiesin mogt of the developing countries seems to be highly

urban-biased. With abigger proportion of the poor morelikely to beinrura areasthan in urban aress,
theimplication isthat private hedth careis biased in favour of the well-to-do. Survey findingsin India
(Ramesh 1993) indicate that most of the private hedth facilities are concentrated in urban aress. Ina
survey of Papua New Guinea Private Medical Practitioners, Aitken et a (1989) found that private
medica serviceswere ill provided for the urban minority, and stressed the need for developing both
the public and private hedlth services in harmony so that private heglth sector does not grow to the
detriment of public medica servicesfor the rurd mgority. Studiesin Thailand (Nittayaramphong et d

1992) too show thet private hedth facilities are extremely concentrated in urban aress particularly inthe
capital city, Bangkok, where 37% of the hospitalsand over half of total hospital beds are concentrated.

In Tanzania, the findings of the sudy by Munishi et d (1995) indicate thet the mgority of the newly-
established private hedth care facilities are located in urban areas, especialy in Dar es Sdaam. Out of
1128 private hedth carefacilitiesas of February 1995, 70% werelocated in urban areas, and only 30%
inrura aress.
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Thelocation of private hedlth carefacilitiesin urban areas has ahigh corrdaion with theincome level of
the would-be users (Munishi et d, 1995). Findingsindicate that only voluntary hedlth facilities seem to
be more physicaly accessible to the mgority of the population since they are dso located in the rura
areas. Such apattern could thusincrease regiona and urban/rurd inequalitiesin accessto medicd care,
if ddiberate efforts are not made to change it.

Other studies have come up with different findings on private health care utilisation patterns. Findings
from studies on the utilisation pattern of hedth care services and its determinants, and the anadlyss of
household expenditure data obtained through surveys carried out in Indiaindicate that people generdly
prefer private hedth carefacilities, and that their pending on hedlth careis quite Sgnificant. Studies by
Duggd and Amin (1989) on the socio-economic demographic determinants of utilisation of hedth care
fadilitiesindicate that differencesinincome do not have much influence on the propensty to use different
types of facilities. The findings dso indicate that the pattern did not change much between rurd and
urban settings. Even in the dums of Bombay, communities were found to be usng more private hedth
facilities than the public facilities, a least for outpatient cases, which did not involve considerable cost.

The perception that private medicd utilisation isexclusvely for therich aso seemsto be discounted by
thefact that the mgjority of patientsattending private hedth facilitiesin PgpuaNew Guineg, Thaland, Sri
Lankaand India, had amodest income. Thisis an indication that the low-income earner placesavery
high value on an expected successful hedlth outcome from private hedth care. Peoplewill thus choose
to pay for services they perceive to be of higher qudity despite the availability of free public services.
Household utilisation surveys in Thailand show privete dlinics to be extremely popular sources of out
patient care because they are considered convenient in termsof both opening hoursand location (Muluo
et a 1989)

In other places however, income and socio - economic characteristics have been found to significantly
affect accessto hedth care. For example, survey data on private hedlth sector utilisation in Thailand
(Nittayaramphong 1992) indicate that those in better paid occupations (e.g. professona and
adminigrative staff) tend to use private hospital and clinic services more often than the poorly paid
groupse.g. farmers, minersand the unemployed. Findingssmilar to those of Thailand wererecorded by
a survey on characteristics of patients attending private clinics in Pgpua New Guinea. Muluo e d

(1989) found that most patients attending such clinics were employed in professiond jobs dthough a
Szegble proportion of the patients were from low and modest income categories. However, 40% of

those interviewed revealed that they had to borrow money to meet the cost of the services provided.
Mulou et d (1989) aso found that theleve of education was positively associated with both attending a
private hedth facility as afirgt choice of treatment and joining a medica insurance scheme, and that
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medicaly insured hedth care seekers were likely to choose private hedlth care as their first trestment
choice.

According to Abd-Smith and Rawa (1992), choice and use of private hedth providersincreaseswith
increaseinincomes. Asincomeincreases, the use of government hedth facilitiesgradualy declines, with
more people seeking hedth care servicesin private hedth carefacilities. Thisisan indication thet people
are willing to pay for better hedlth care services and private-for-profit facilities are perceived as
providing high quality services.

In Tanzania, results of the 1993/94 Human Resources Development Survey indicate that wedthier
people are more likely to seek medica carein private hospitalsthan poorer peopleare. For example,
55 percent of sick individuals in the poorest 20 percent of the households sought care in government
health centres or dispensaries compared to 26 percent of those in the richest 20 percent of the
households. On the other hand, only 6 percent of sck individuas in the poorest 20 percent of

households sought care in private hedth centres and dispensaries compared to 24 percent of thosein
the richest 20 percent of households.

The abovefindingsindicate problems of accessto private hedth care servicesfor certain groups of the
population such as the poor and/or those living in rura aress. Such problems imply the need for
government intervention not only in terms of regulation to ensure easy physca access to different
providersof hedth services, but dsointermsof facilitating private hedth care providersto offer services
which are affordable to the mgority of the population.

24  Private Provison and Trendsin Quality

It has dso been argued that the infusion of market forces of competition will leed to improvementsin
sarvice quality. This has aso been counter-argued on the basis that athough there is evidence,
particularly in the non-hedlth sector, that competition and private ownership can lead to provision of
better goods and services, qudity isnot assured. Thisis because of the competing objectives of equiity,
efficiency and resource (income generation). Often, in an effort to control costs and/or ensure
profitability, qudity of service is compromised.

Thequdlity of hedth facilities can bereflected, among other things, inthe qudity of personnd workingin
thesefacilities. Inareview of sudiesdonein other devel oping countries, Kiwara(1994) showedthat in
India many hedth care providers do not have forma medicd qudifications. Experiencesin countries
such as Sri Lanka, Thailand and Papua New Guinea have shown that the private hedth sector is
expanding at the expense and detriment of public health care services, whereby government hedlth care
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facilities are deprived of specidists whose training has been through public resources. Rapid private
growth and income differential between the public and private sectors serve to pull both doctors and
nurses into the private sector (Nittayaramphong et a 1993).

Inasurvey of PapuaNew Guinea Private Medical Practitioners, Aitken et a (1989) found that dmost
adl the private medicd practitionersinterviewed gave financia reasons asthe main causefor leaving the
public service, comparing long years of study required to acquire a lowly remunerated medica
qudification and the heavy work load. Fifty percent of them gave poor working conditions asanother
reason for leaving the public service. On the introduction of priveate hedth care in Tanzania, Kiwara
(1994), noted that this would cause a scramble for available human resource in hedth care and
emphasised that the country should, a any cogt, preserve and sustain past achievementsin the hedth
sector.

The quantity and efficiency of hedth care can dso be determined by the type and level of services
provided, as well as by the location of dispensing facilities. In astudy of Generd Practitionersin Sri
Lank, Sivagnanasundram 1977) found that 31.8% of Genera Practitioners had their practicesin their
own homes while 51.1% practised both at home and esewhere. Thereisdl the likelihood that home
premises used for provision of health care services do not meet the gpproved standards set by hedlth
authorities.

The above review shows how quality is not necessarily assured in the provision of private hedth care.
Thisisqudity in abroad sensein terms of aspects such as physica fadilities, qudifications of medica
personnd, availability of necessary equipment, patient handling and process qudity. Again herethe need
for government intervention is seen in terms of establishing aregulatory framework to ensure provision
of qudlity private hedth care.

25  Key Research Questions

Inview of the objectives of the study and experiencesin private hedth care provison reviewed in the
preceding sections, the study attempts to address the following questions:

() How well are private hedth care providers performing?
(ii) Istherearegulatory framework in place to monitor and regulate private hedth care provison?
(i) If S0, to what extent is the regulatory framework effective?

(ivy  To what extent does the government provide incentives to promote private hedth care
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provison?

) To what extent are linkages among hedlth care providers, and between hedlth care providers
and other key indtitutions in the hedlth sector developed and functioning?

(Vi)  What arethe best formsof collaboration between government and private hedlth care providers
to develop and promote private hedlth care?

In the following chapters, we attempt to analyse and discuss issues directed at addressing the above
guestions.
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CHAPTER THREE

3.0 INCOME, EXPENDITURE AND PRICE COMPETITION

Financid sugtainability isvery important for thesurviva of any organisation. Thisstudy, therefore, sought
to examine the pattern of expenditure and income in private hedth facilities 0 as to assess financid
sugtainability and chalenges facing investors in the private hedth care market. Prices charged for
selected services and drugs were a so examined with aview to ng the extent to which thereisa
competitive environment in the private health care market. Following are the main findings:

31 Business Turnover

Business turnover may be defined as the total sdes of services rendered to consumersin a certain
period of time. In this case, consumers are patients attended to in private hedth facilities. When the
businessturnover ishigher thanthetota cogt, thenthefirmisgenerating profit and vice versa. Therefore,
the concept of business turnover is very important in understanding the financid performance of the
hedth facilities and, hence, progpects for financia sustainability.

Whilebusinessturnover isan important concept in understanding business performance and viahility, it
is aso sengtive information for many businessmen to reved. Often, people do not like to revea how
much abusiness earnsfor fear of tax implications. Such unwillingness was aso gpparent in this study.
Some of the private hedth care providers were rductant to give information on their busness/sdes
turnover. About 40% (55 out of 136) providers did not respond to the question at dl. It is dso
gpparent from acomparison of the dataon income and expenditure that some of the private hedlth care
providers did not give exact turnover figures. For example, a hospita that indicated itsincome as over
Tsh. 750 million indicated expenditures amounting to over Tsh. 1 billion. Another facility indicated an
income of Tsh. 3.6 million and expenditure amounting to Tsh. 12.4 million, which is more than three
times as much as income is. A dispensary that had the lowest income of Tsh. 0.6 million, had atota

expenditure of about Tsh. 2 million, which is dso more than three times as much. It is important,

therefore, that data on income be interpreted with caution.

Data on turnover (Table 3) shows a huge variation within both same leve facilities and acrossfacilities
of different levels. Hospita shave higher turnover figurescompared to lower leve facilitiessuch ashedlth
centres and dispensaries. The highest turnover in the private hospita's sampled was over Tsh 750 million
per year and thelowest turnover was Tsh. 3.6 million per year. Inthe case of health centres, the highest
business turnover was Tsh 290 million per year and the lowest was about Tsh 7 million per year. The
highest businessturrover in dispensarieswas Tsh 48 million per year and thelowest was Tsh 0.6 million
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per year. In the case of clinics, the highest turnover was Tsh 25.8 million per year and the lowest was
about Tsh 2.17 million per year.

Table3: Descriptive Statistics of Annual Income by Level of Facility (Tsh. Million)
Type of Hedlth Facility
Statistic Hospital Health Centre Dispensary Clinic
N 8 8 58 7
Maximum 750.0 290.0 48.0 25.8
Minimum 3.6 7.0 0.6 21
Mean 150.5 72.5 12,9 13.1
Median 394 17.4 10.9 6.0

Source: ESRF (1997) Private hedlth facilities field survey data

Using turnover asanindicator of the size of business, there seem to be subgtantial variation even among
same levd facilitiesasdready noted. Most of the facilities, however, haveincome below the mean. At
hospitd level themeanisTsh. 150.5 million. Themedianismuch lower & Tsh. 39. 4 million. Essentidly

therefore, only one or two hospita's seem to be earning much higher income than the others. A smilar
pattern is depicted at thelevel of hedth centres where the mean is Tsh. 72.5 million and the medianis
Tsh. 17.4 million. At dispensary level, the mean and median are much closer a Tsh. 12.9 million and
Tsh. 10.9 million respectively. Most of the dispensaries, therefore, appear to be of the same size, which

impliesmore competition withinthislevel. Asaready mentioned, accuracy of income detaisanissue of

concern, hence its interpretation is made with caution.

32  Expenditure

Private hedth care providers incur costs in running their hedth facilities. Like in any other business,
expenditures have a direct bearing on the profitability of private hedth care facilities. Respondents
reported to incur costs on severd itemsthat are essentid for operation of their faclities. Theseinclude
rent, wages, pharmaceutica products, payment of shared servicessuch as X ray, non-routinelaboraory
test and Ultra Sound, catering for in-patients, trangport, water, eectricity and other costs.

Andysisof expendituredataby leve of facility showsasmilar pattern asthet for income, with hospita's
incurring much higher cogts than lower level fadilities. Also, the variation in expenditure is much more
pronounced in the hospital category. The mean for hospitals is Tsh. 142.3 milllion and the median is
much lower a Tsh 44.6 million. The mean and median for hedlth centresare Tsh. 36.3 million and Tsh.
11.4 million respectively. Figuresfor the samevauesat the digpensary levd are Tsh. 11.9 millionand
Tsh. 10.7 million respectively.
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Table4: Descriptive Statistics of Annual Expenditures by Level of Facility (Tsh.

Million)
Type of Hedlth Facility
Hospital Health Centre Dispensary Clinic

Statistic

N 12 10 101 10
Maximum 1,014.0 235.9 56.0 52.4
Minimum 6.4 5.8 0.6 13
Mean 142.3 36.3 11.9 13.6
Median 33.6 114 10.7 4.4

Source: ESRF (1997) Fidd survey data

Out of the listed expenditure items, the most expensve a dl facility leves are the wage hill,
pharmaceutica sand rent. Examinationof the means presented in Table’5 show that pharmaceuticasare
the most expengveitem in hospitals, dispensaries and dinics. The second most expengveiteminthese
fadilitiesis the wage hill, whose figures in hospitals and dispensaries do not differ muchfromthoseon
pharmaceuticas. In the case of headth centres, the order is reversed, with the wage bill being the most
expensive item, followed by pharmaceuticals.

Table5: Descriptive Statistics of Selected Expenditure Items by Type of Facility
(Tsh. Million)
Expenditureitem | Stdidtic Type of hedth fecility
Hospital Hesalth Centre Dispensary Clinic

Pharmeceuticals | N 12 10 97 7
Maximum 240.0 108.0 30.0 30.8
Minimum 10 10 0.004 12
Mean 40.8 155 52 8.1
Median 10.2 4.7 4.2 6.0

Wege Bill N 12 10 97 9
Maximum 240.0 102.0 23.0 12.0
Minimum 22 24 0.4 0.5
Mean 38.4 16.2 4.3 3.8
Median 23.7 4.8 3.7 14

Rent N 10 9 86 9
Maximum 60.0 14 28.8 24
Minimum 0.7 05 0.1 0.1

Private Sector Development: The Case of Private Health Facilities 17



0.9
12

15
0.8

1.0
0.9

Mean 114
Median 4.2

Source: ESRF (1997) Fidd survey data

Further analysis of maximum expenditures showsthat, at the hospita leve, the maximum amount spent
on pharmaceuticalsisabout the same asthat spent on wages (about Tsh. 240 millionineach cass). The
minimum wage bill ismore than twice as much the minimum va ue for pharmaceuticas, indicating higher
variation in expenditures on pharmaceuticals. At theleve of hedlth centres, the maximum expenditureon
pharmaceuticasis dightly higher than thet on wages (Tsh. 109 million compared to Tsh. 102 million).
The minimum expenditure on the wage hill in this category is dso twice as much as tha for
pharmaceuticals.  This, and the higher meen for the wage hill, dso indicate higher variation in
expenditures on pharmaceuticas. Although maximum figuresarerather high, much lower meansin both
casesindicate that most of the hedlth centres’ expenditures on thetwo items are at the lower end of the
digribution. At the dispensary and clinic level, expenditures on pharmaceuticalsand wagesarea so the
mog expendve items with asmilar patern of atal of rdatively higher expenditures and the mgority
concentrated at the lower end. Figures 5 and 6 show mean and median vauesfor pharmaceuticas and
wages by leve of fadlity.

Figure5

Mean and Median Expenditures on Pharmaceuticals by
level of facility
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Figure 6

Mean and Median Expenditures on Wage Bill by level of facility
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Thethird most expensiveitem a dl levelsof private hedth facilitieswas rent. Asin the case of thefirst
two items, expenditures on rent are also characterised by asmall number of facilities paying very high
rent and the mgority paying much lower rates. For example, a the level of hospitds, the maximum

amount spent on rent was Tsh. 60 million per annum but the mean waslow a Tsh. 11.4 million and the
median even much lower a Tsh. 4.2 million. This paitern repests itsdf a lower levels as well. For

example, a the dispensary leve, while the maximum rent was Tsh. 28.8 million, the mean and median

were much lower a Tsh. 1.5 million and Tsh. 0.78 million respectively. Health centres seemto spend
less on rent than other facilities. The maximum amount indicated was Tsh. 1.4 million. Figure 7 shows
mean and median vaues for expenditures on rent by level of hedth facility.
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Figure7

Mean and Median Expenditures on Rent by level of facility
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Very low expenditures on rent could imply that some of the private hedth care providersare operating
in sub-standard buildings. Actudly, this was observed during field survey whereby some of the
providers, especidly in lower leve faciities, were operaing in former resdentiad or Hill resdentia
housesthat did not meet the Sandards specified in the Guiddlines. A few were operatingin buildingsthat
had neither tap water nor dectricity.

3.3  Pricing and Competition

One of the characteristics of private provision of goods and services is competition among providers.
Holding constant other factorsthat influence market transactions, prices of goodsand services provided
can act asan indicator of the extent of competitivenessin the market. The study therefore attempted to
examine prices for selected services by private hedth providers, with aview to ng the extent of
competition in the provison of hedth care services. Prices examined include those for consultation,
normda child ddlivery and selected drugs such as those for the trestment of maaria and antibiotics.

3.3.1 Consultation Fees

Data in Table 6 shows that consultation fees in private hedth facilities differ substantidly, ranging

between Tsh. 100 to Tsh. 5,000.The mean for thewhole sampleis Tsh. 603, indicating that most of the
fadilities charge amuch lower consultation fee than the maximum fee indicated. The mode and median
vaue, whichisTsh. 300in both cases, a so lend support to thisconclusion. Moreover, themean of Tsh.
300 would imply that most of thefacilities charging more than Tsh. 300 are clustered around the mean,

Private Sector Development: The Case of Private Health Facilities 20



with a skewed tail of higher fees.

Table®6: Descriptive Statistics for Consultation Fees and Feesfor Normal Child
Délivery (the whole sample)

Service charged Vaid N Mean Median Mode Minimum Maximum
Consultation fee 115 603 300 300 100 5000
Normal child delivery 43 16901 10000 10000 1500 62750

Source: ESRF (1997) Field survey data
3.3.2 Chargesfor Normal Child Delivery

Andyssof chargesfor norma child ddlivery dso showsasmilar pattern, with a maximum fee of Tsh.
62750 and ardatively much lower mean of Tsh. 16,901. The mode and median have equd value of
Tsh. 10,000, implying thet very few facilitieswere charging above the mean vaue. Descriptive satistics
for consultation fees and fees for norma child delivery for the whole sample are presented in Table 6.

Table7: Descriptive Statistics for Consultation Fees by Level of Facility

Statistic Hospitds Health Centres Dispensaries Clinics

Vaid N 11 9 85 10
Maximum 5000 2000 3000 3000
Minimum 100 200 100 200
Mean 1836 522 401 1020
Median 1500 300 300 750
Mode 300 200 300 1500

Source: Fidd survey data, 1997

Anaysis presented in Table 7 shows that hospitals cherge much higher fees than lower levd fadilities.
For consultation, the maximum fee was Tsh. 5,000 compared to Tsh. 2,000 and Tsh. 3,000 for
dispensariesand clinicsrespectively. However, someof the hospitalscharge consultation feessmilar to
those charged in dispensaries and hedlth centres. For example, the most common fees was Tsh. 300,
which isthe same as the most common fees a dispensaries and dightly higher than the most common
fee of Tsh. 200 a hedth centres. Clinics have a much higher medien and mode values (Tsh. 750 and
1500 respectively) than health centresand dispensaries. Thisisnot surprising, astheseare supposed to
be specidised units.
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Table8:

Descriptive Statistics of Chargesfor Normal Childbirth by Level of Facility

Statistic Hospitals Health Centres Dispensaries Clinics

vdid N 12 4 24 3
Maximum 62750 10000 30000 10000
Minimum 10000 5000 2500 1500
Mean 34562 8750 10854 5500
Median 535000 10000 10000 5000
Mode 50000 10000 10000 1500

Source: ESRF (1997) Fidd survey data

Although thesmall number of observationsin thehedth centre and clinic categories make comparison of
chargesfor norma child birth across facility leves difficult, it is till possible to make some meaningful
comparison. As in the case of consultation fees, data on charges for norma childbirth show that
hospita's charge much higher rates than lower leve facilities do. According to the datain Table 8, the
minimum charge in hospitasis Tsh. 10,000 while the minimum in the hedlth centre and dispensariesis
Tsh. 5,000 and 2,500 respectively. Hedlth centres and dispensaries have the same mean and mode of
Tsh. 10,000. Their means are dso close a Tsh. 8,750 for health centres and Tsh. 10,854 for
dispensaries. Thus, with the exception of afew outliersin the dispensary category, hedth centres and
dispensaries seem to charge more or less smilar rates for norma childbirth.

3.3.3 Chargesfor Chloroquine Tablets

Ancther item that could be easlly compared within and across facility levels is Chloroquine tablets.
According to dataon the price of Chloroquinetablets, most of thefacilitiesin the sample that indicated
chargesfor Chloroquine tablets charged between Tsh 100 and Tsh. 200 per dose. Thevariationinthe
price of Chloroquinetabletsacrossdifferent levelsappearsto be smdl. Hospitalsand dispensarieshave
the same mode of Tsh. 100. However, hospitals have adightly higher mean of Tsh. 194 compared to
Tsh. 179 for dispensaries and hedth centres (Table 9). Although there are outliers as indicated by
maximum prices of Tsh. 600 and Tsh. 900 for hospitals and dispensaries respectively, these gppear to
be an exception as indicated by the rdaively much lower mean, median and mode vaues. The
concentration of prices suggest competition and a price sendtive market. However, a tail of higher
prices suggedts that some patients are not sendtive to prices and are willing to pay more for other
reasons such as qudity of sarvice. This is congstent with findings in other countries as noted in the
literature review in Chapter Two. People may chooseto pay rather than go for free trestment or to pay
more for services they believe to be of higher qudlity.
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Table9: Descriptive Statistics of Prices of Chloroquine Tablets by Level of Facility

Statistic Hospitals Health Centres Dispensaries

VdidN 8 7 63
Maximum 600 250 900
Minimum 100 100 70
Mean 193.8 178.6 178,9
Median 100 200 150
Mode 100 200 100

Source: ESRF (1997) Fidd survey data

3.3.4 Chargesfor Ampicillin Capsules

The antibiotic cited by most respondents was Ampicillin. Data show more or less a sandard charge
across mogt of the facilities. About 90 percent of the facilities (83 out of 92 respondents) charge
between Tsh. 1,00 and Tsh. 1,500. Themeanis Tsh. 1,182, with the median and mode having the same
vaue of Tsh. 1,200. There are few facilities that charge more than Tsh. 1,500; these could be higher
leve fadilities such as hospitals, which areexpected to have rdatively higher overhead costs that are
reflected in the prices they charge for services and pharmaceuticas.

3.3.5 A Comparison of Charges between Private-for -Profit and Private not-for -Profit
Facilities
Whenthe sampleissplitinto two categories- privatefor- profit and private notfor-profit facilities- it is
apparent that generaly the former charge more than the latter. The following few examples attest to
this. In the case of consultation fees, while the maximum consultation fee in the not for-profit category
was Tsh. 500, about 16 percent of the private-for-profit facilities charged Tsh. 1,000 and above.
Although onemay assumetherdationship to bespuriousif thefadilities charging higher consultation fees
aredso higher levefacilities, this does not seem to be the case because data showsthat there are lower
leve facilities charging up to Tsh. 3,000 for consultation.
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Table10: Frequency Digtribution of Pricesfor a Dose of Ampicillin Capsules by
Type of Health Facility

Price Frequency
Private for-profit Private-not-for-profit
100 0 0
200 0 2
300 1 0
400 0 0
500 0 0
1000 25 15
1500 33 9
2000 2 0
5000 4 1

Source: ESRF (1997) Field survey data

A dmilar andydisin the case of charges for a dose of Ampicillin cgpsules aso shows that more for-
profit facilities charge higher compared to not-for-profit facilities (Table 10). For example, while the
sngle most common price in the for- profit private facilitiesis Tsh. 1,500, themost common priceinthe
not-for-profit faglitiesis Tsh. 1,000. Also, only one facility in the latter category charges above Tsh.
1,500 for adose of Ampicillin capsules compared to 6 facilities in the former category.

3.3.6 Conclusion

Ovedl, unrdiability of income and expenditure datamakesit difficult to maketotdly vaid conclusons.
A subsgtantial number of respondentsindicated to spend morethan they earn. Thisisdifficult to believe,
especidly if it is a repesting pattern and given the indicaied difficulty in securing credit, as andysisin
Chapter Six indicates. Unfortunately, the survey was cross section and did not capturetrends. If over-
expenditureisred in mogt of thefacilitiesand if thisisthetrend, then this could explain the high turnover
rate of private hedth facilities. We noted in Chapter Onethat asubstantia number of facilitiesthat were
picked in the sample using the MOH register were no longer in operation.  The private health sector
thus<till needs support for further development and sustainability. Sofar, it gppearsto bedominated by
very few big providerswith the mgority competing for scarceresources at low levels. Pharmaceuticas
and wages are key items without which private heglth care provision is not possble. Y et thesearethe
most costly itemsin al types of facilities. Thereisneed to explore waysthat can reduce costsincurred
by hedlth care providers on these items.
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Regarding prices of servicesand drugsin generd, andysishas shown that to alarge extent thereislittle
variation in prices, particularly within same leve facilities. Even for items that seem to cost rdeively

more, for example Ampicillin cgpsules, there seemsto be asmal range of sdlling price for most of the
fadlities. Anadyssof thepricedata, therefore, suggestsexistence of afair degree of price competitionin
the private health care market. It aso appears that, to a large extent, providers are aware of each

other’s charges. The observed variation in prices could be due to, among other things, differencesin

overhead costs, trangportation costsand location. A tail of higher pricesfor some of the servicesimply
that there could be factors, other than price considerations, which determine clients' choice of health

care savicestreatment. Such factors include qudity in terms of, for example, staff quaifications,

availability of medica equipment and good patient handling. Future studies should therefore take into
account these and other factors that are possible determinants of prices. This could help in making a
more reliable assessment of the differencesin charges for smilar services across facilities.
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CHAPTER FOUR

4.0 LINKAGES
41 Introduction

In this section we andyse hedth sector linkages so as to explore areas in which collaboration among
hedlth care providers and between them and other key actors in the hedlth care system exi<t, and to
explore how such linkages could be strengthened with a view to increasing the volume and qudity of
hedlth services. It is perceived that such linkages can contribute to sustainable development of private
hedth fadilitiesin Tanzania Thismay bein termsof, for example, ddivery of quality services, increased
accesshility and efficiency gains, which hedth units camot eedily attain otherwise.

Theenvironment, from the perspective of asngle hedlth facility, may beviewed in termsof itsnetwork,
which is basicaly other providers of hedth services (both public and private) and organisations with
which the sngle unit isinteracting. Theseinditutionsinclude thefinancid sector, the Minigtry of Hedlth,
public medicd training centres and medical associaions. Hedth units also build up reaionships with
each other to gain access to or exchange resources such as medica eguipment, personnel, consulting
sarvices, medicine and information. Such relationships are percelved to contribute to the provision of
sudtainable quality hedth services.

Table11: Ingtitutions that Private Health Care Providers Indicated to have Linkages
with
Indtitutions Number of Providers Indicating Linkage
Muhimbili Medicd Centre 58
Public- Didrict Hospita's 2
Private Hospitds 45
NGOs
Other Indtitutions

Source: ESRF (1997) Private Hedlth Facilities Survey Data

Table 11 showsthetypeof ingtitutionsin the hedlth care system that sampled private providersindicated
to have linkageswith. The most- mentioned ingtitutions that respondentsindicated to have linkageswith
were Muhimbili Medica Centre (MMC), public district hospitalsand other privatefacilities. Very few
fadilitiesindicated to have linkages with NGOs or other inditutions.
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42  Linkageswith Financial Ingtitutions

Increased private sector participation in the provision of health sarvicesnecessarily triggersthedemand
for financid services, eg., demand for short, medium and long-term loansand other credit facilitiesby
hedlth units. Financid indtitutions that could meet such demand include banks, provident funds, capita
markets and others. The linkage between financid indtitutions and these hedlth unitsis considered vita
for private enterprise development in hedlth care provision.

Providers of private hedlth care and others interested in starting health services need to raise enough
darting capita or working capitd as hedlth care provisoniscostly interms of both equipment needed
and the cost of drugs, which are mainly imported. This meansthat even those entrepreneurs who have
sarted operations need a large starting and working capita, which could be provided by financid

ingtitutions. Private health care providers need accessto credit to meet the shortfall between expected
revenue and expenditure. For those wishing to tart a new business or expand capacities of exising
ones, financid indtitutions have to provide or supplement investment capital.

The survey conducted in 136 private hedth facilities showed that only a few owners / managers of

privete hedth facilities had some sort of financid arrangements withformd financid inditutions. Daain
Table 12 showsthat only 11% (15 out of 136 facilities) of the private health care providershad formal

financid arrangementswith financid inditutions. About 87.5% did not have any financia arrangements
with forma financid inditutions. Anaysis by leve of facility shows that more hospitds had finencid

arrangements with financid indtitutions than lower leve facilities. For example, out of the 12 hospitas
surveyed, 33% had somefinancid arrangements compared to 20%, 8% and 9% of the surveyed hedlth
centres, digpensaries and clinics respectively.

Fadilitiesthat did not have any financid arrangementswith financid inditutionsindicated aneed for them,
pointing out factors hindering such arrangements, which indude credit squeeze by the Bank of Tanzania
(BOT) and lack of adequate capital base or security/collatera of some hedth indtitutions. It is evident
that lack of financid arrangement was skewed againgt smd| private hedth inditutionslike dispensaries
anddinics.

The ongoing credit squeeze by BOT and corporate reforms in the financid sector have forced public
finandd indtitutionsto reduce the amount of short-term credit facilities, i.e., bank overdraftsto potentia
customers. Lack of or inadequate domestic savingsand inflation areamong thefactorsthat haveled to
high interest rates and limited demand for bank credit. Only afew projectswith high returns can afford
to take bank credit. Many of the private hedlth care providersresorted to dternative sourcesof finance.
These sources include their own funds, borrowing from family and friends and religious and non
governmenta organisations.
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Table12: Existence of Financial Arrangements between Health Facilities and
Other Organisations

Status Type of Hedlth Facility
Hospital H/ centre Dispensary Clinic Tota
No. % No. % No. % No. % No. %
Yes 4 33.30 20.00 8| 7.77 1 9.09 15 11.03
No 8 66.70 8l 80.00 93 90.29 100 90.91 119 87.50
No Responses 0 0.00 0 0.00 2| 1.94 0  0.00 2 1.47,
Total 12| 100.00 10| 100.00 103| 100.00 11{ 100.00 136| 100.00

Source: ESRF (1997) Private hedth facilities survey data

4.3  Financial Linkageswith Other Ingtitutions

Andyssfurther showstheat very few facilitieswere getting financid support from other sources. Some of
the NGO-owned hedlth facilities depended on non-banking financid inditutions. These are mostly
religious oriented ingtitutions such as Associationsin Saudi Arabiaand Cetholic Relief Services. Few
have indicated to have recaived financid (induding in-kind) assstance from internationa aid / donor
agencies such as USAID, UNFPA and EDF.

It isthus apparent that there are very few sources of finance to support the development of the private
hedth sub-sector. Mogt of the potentia indigenousinvestorsin thissector are qudified and long-term
experiencemedicad personne. However, these havelittle savingsfrom their low wages/sdaries, and lack
collateral demanded by formd financid system.? It has been observed that banks and non-banking
financid inditutions preferred giving credit to well-established commercia enterprises that have high
rates of return on investment, low capita and politica risk of government interference.

44  Linkageswith Other Health CareProviders

Study findings have shown existence of both vertica and horizonta linkages among private hedth care
providers on one hand, and between private hedth care facilities and public hedth carefacilitieson the
other. Vertica linkages involve multiple leve interactions within a system. Such vertica linkages are
more out of lack of necessary skills or equipment a a particular leve rather than atool for mutua

benefit. Horizonta linkages are those forms of collaboration that are established among sameleve

IMunishi Gasper K, (1992), An analysis of The Private Health Sector Growth in the Post Liberalisation Era in
Tanzania: Some Policy Considerations. A research report prepared for the International Health Policy Programme,
University of Dar es Salaam.
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providers who are pursuing provision of more or less the same hedlth services. Usudly, such linkages
arewillingly established for mutua benefit. In the context of hedlth care provision, verticd linkages are
those related to the referrd system, either asformaly ingtituted according to levels of provison or as
referrals which could not have been made if required skills and/or equipment were avallable & the
referring facility. Thelatter typeof referrd can be ether between different levesor within thenthe same
level providersdiffering in capacity intermsof human resourcesand eguipment. Typesof linkageswith
other providers as mentioned by respondents were referrds, and sharing of medica personnd and
medica equipment.

441 Referrals

Two types of referrds were identified: the first one is the formdly indtituted referrd system whereby
lower leve facilitiesare expected to refer casesthey cannot handleto upper leve facilities. Respondents
indicated to have suchreferrd linkswith government ditrict hospitals, MM C and private hospitalssuch
as Hindu Mandd and Aga Khan.

Private hedth care providers dso refer patients to other hedth facilities for diagnogtic tests for which
they lack the necessary equipment. These patients have to be re registered and re-examined by ancther
specidist doctor inthereferra hospita. This processistime consuming and costly to the patients. Table
13 shows hedth facilities where respondents indicated they refer their patients for diagnostic
tests/services and the type of tests they send them to undergo. These include CT Scan, blood bank,
autoclave, xray, microbiology tests and Ultra Sound. Datain Table 13 dso show that thereisreferra
for diagnogtic services even at hospitd leve, indicating that some of the private hospitds are not sdif
aufficient in equipment. It is aso noted that some of the shared equipment, for example CT Scan,
autoclave and blood bank, are too expensive for some facilities to afford.

Tablel3: Health Facilities Where Private Health Care Providers Send Patients for
Indicated Diagnostic Tests

Type of Health Facility Type of Equipment Name of Institution
MMC, Hindu Mandd,
Hospital Diagnostic facilities (Hormones) Oysterbay
CT. Scan, Blood Bank, Autoclave MMC
Health Centre X- ray facilities, Microbiology tests Hindu Mandal, MMC
Dispensary X-ray MMC
Microbiology, Radiology, Ultra sound MMC, Lugdo - TPDF
X-ray laboratory services Modern Hospitals, MMC
CT. Scan, Special X-ray services,
Clinic Physiotherapy Department MMC
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Source: ESRF (1997) Private hedlth facilities survey data
4.4.2 Useof Medical Personnel From Other Health Facilities

Study findings show that private hedth care providers use medical personne of varied professonsand
levels from the public hedlth sector. These include specidists such as gynaecologidts, paediaricians,
cardiologists and other experienced medical personne e.g. nurse midwivesand nurses. Many work on
part-time basis while others have completely moved from the public service to sart their own private
practice or be employed by private hedth facilities. Thisindicates that the private health sector isnot
fully developed and is not sdf sufficient in human resource. Mogt of the staff have been trained and
worked in the public sector before moving to the private sector.

Table 14 showsthet private hospitals use more Medical Officersand Assstant Medica Officersfrom
other indtitutions than other type of medica personne. Ingtitutions cited most as suppliers of Medicd
Officers who work part time in private hospitals are Muhimbili Medica Centre (MMC), Aga Khan
Hospital and Hindu Mandal Hospital. It was pointed out that MMC has many specidigts in various
categorieswho arenot well paid, so they tend to work part-timein privaie hedth fadilitiesto supplement
their incomes.

Because of itsinfancy, the private hedlth sector hasto rely on the availability of medica personne from
the public sector. It is unfortunate, however, that some of the private hedlth facilities use low-levd
medica personnel who are not approved to operate/own private practice. A study by Munishi (1995)
ontheandydsof the private hedlth sector growth inthe post liberdisation erain Tanzania indicated that
by regulaion, only qudified medicd personnd a the leve of Assstant Medicd Officer or Medicd

Officers can beentrusted and/or licensed to open up aprescribing and treating health carefacility. Asof

1994, the MOH records showed thet there were only 1134 Medical Doctors (MDs) in Tanzania The
market a the moment can hardly supply such qudified personnd, and thisis another limitation to the
growth of the sector.

Few dlinics, i.e. 18% of thetota clinics, use medica personnd from other indtitutions. Thismay bedue
to the fact that most of the clinicsare small and are run by specidistsswho are dso owners. It iswithin
the rules of the Minigtry of Hedlth that clinics should be managed only by the pecidist inthet fidd, ega
dentd clinic hasto be run by adental surgeon.
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Table14: Medical Personnel from other Medical Institution Working in Private
Health Facilities

Source of Type of Hedth Facility

personnel Hospitals Hedlth Centre Dispensaries Clinic | Tota
M|C|A [N|T IMIN[O|T|M |C|A [N |O [T (M

MOH - -1 -l -f O - -| -| O -t - -l O 1

City coundil -1 -1 20 3 - ;| -|O 3 4 1 1| 16 - 19

MMC 18( -| -| -| 18 5| 4| -| 9 29 -| -| 11 5/ 45 - 72

Other Gowt.| -| -| -| -| O -| -| 3| 3 12 2| 1 1 -| 16 - 19

Medicd ins. -

Other privatel 4| -| -| 2| 6| 1| -| -| 1] 4| -| 2| 4 2| 12 3 22

HedthIns

Total 22| 1| 0| 4| 27| 6| 4| 3|13| 520 5 7| 17 8| 89 4 133

Key: M = Medicd/Officer/Assstant Medica Officers

C =Clinicd officers (Medicd Assgtants)
A = Assigant Clinicd Officers (RNAS)
N = Nurses
O = Other Medical staif
T=Tota

Source: ESRF (1997) Private hedlth facilities survey data

A study by Kiwara (1995) found out that most of the private hedth facilities surveyed were manned by
about two to four workers. The nurses performed different duties at different times depending on the
number of patients. Some hedlth personnel move from aregistration window to an injection room and
viceversa. At times, the “doctor” does the registration smultaneoudy with clinica consultations. This
suggedts that some private heath care fadilities are operating without enough staff. While the findings
indicate that there is need for purposeful policy measure to ensure access and employment of skilled
medica personnd in both the public and private hedlth facilities, it ispossble that under-gaffinginsome
of the private hedlth facilitiesis deliberate so as to minimise personne costs.

4.4.3 Useof Medical Equipment in Other Health Facilities

The use of modern and specidised medicd equipment is crucid in the provison of qudity hedth
sarvices. Many hedth facilities indicated a desire to own such medica equipment given the nature and
demand for health services. Most of the providers, however, aso ponted out that they could not afford
the equipment, which ismostly imported from abroad and is very expensive. Some medica equipment
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needs skilled personnd to operate and manage them. Those who lack speciadised medica equipment
pay to use equipment of ather hedlth facilities.

In this study, only about 5% of the whole sample indicated use of medica equipment from other heglth
fecilities (Table 15). Thisisrather surprisng, and does not necessarily imply that most private hedth
facilities are sdf sfficient in terms of medica equipment. Asaready mentioned, very few facilitiescan
afford to purchase expensive medica equipment. During the survey, it was observed that many hedlth
fecilities, especidly dispensaries, are under-equipped. A study by Munishi (1996) reveded that high
pricesof medica equipment and drugsaffect thegrowth of the private hedth sector in Tanzania, eg., an
examination bed was sdling for as much as Tsh. 600,000 in some shops. This is as much as some
qualified doctor's grassincome for more than ayear. A study by Kiwara (1995) aso found that most
private hedth facilities are deficient in medica equipment. Some hedth facilities lack equipment for
derilisation. In alarge number of private dispensaries, Sterilisation wasdill being done by usng kerosene
stoves or hesters, and laundry was done by hand. Their laboratories cannot perform culture and
sengtivity tests or any serum-related tests.

Table15: Use of other Health Facilities Medical Equipment

Type of Hedlth Facility
Hospital H/ centre Dispensary Clinic Tota
Response | No. % No. % No. % No. % No. %
Yes 2 16.7 1| 10.00 3 291 1 9.09 7 5.15
No 10 83.3 9| 90.00 100| 97.09 10 90.91 129| 94.85
Total 12 100.00 10{ 100.00 103| 100.00 11f 100.00 136| 100.00

Source: ESRF (1997) Private hedth facilities survey data

45  Linkageswith Other Ingtitutionsin the Health Care System

Apart from linkages among hedth facilities, the study aso sought to identify types of linkagesthat exist
between private hedth care providers and other ingtitutions in the hedlth care sysem. The new

inditutiona economics literature points to some very important features of indtitutiond facilities and

capacitiesthat facilitate private enterprise development. Thisrefersto rules, conventionsand other forms
of sructurd framework of the sysem. Such indtitutiond linkeges play a key role in reducing the
uncertainty of professond interaction, minimising transaction costsand alowing the collective effiday
and equity gains. Theseingitutionsinclude legd,? regulatory and organisationd ingtitutions. Currently,

2Effectively enforced property rights, formal business contracts and guarantees, trademarks, limited liability,
bankruptcy laws and other known corporate laws.
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the government is reviewing laws and regulations so as to facilitate development of the private sector
and enable it to provide qudity ard affordable services in al socio-economic activities,

Private hedth facilities have three main types of inditutions with which they have linkages:

Statutory institutions
A sarvice provider has to be a statutory member, i.e. a private hedth facility has to be registered,
regulated and supervised by the Ministry of Hedlth.

Membership institution

Actors who provide smilar services tend to form associations for mutua benefit. To access such
benefits, one has to be a member of eg. Association of Private Hospitals in Tanzania (APHTA),
Medica Association of Tanzania (MAT), Tanzania Public Hedth Association, and Tanzania Nursing
and Midwifery Association.

Beneficiary institutions
These areinditutions offering services/assstanceto private hedth care providersandindude NGOsand
other hedth inditutions.

Indtitutions with which private hedth care providers have linkages include:
() Ministry of Health (MOH)

TheMinistry of Hedlth hasthe mgor responghility to supervise private health carepractice. The magjor
roles of Minigry of Hedth in reation to private hedth care provison include:
setting and adminigtering dl regigtration procedures,
setting laws and regulations that govern private hedth care provision;
monitoring and regulaing dfectively private hedth care provison in terns of quaity of services
rendered;
reviewing the price structure of medica trestment rendered by private hedth care  providers,
providing health education through seminars and workshops (i.e. communicatio n and co-ordinetion

linkage).

Theaboverolesprovide mgor linkages between thegovernment and private hedth facilities. Thesurvey
suggests that dl private hedth care providers have aformd relaionship with the Minigtry of Hedth in
oneform or another. There are viewsthat laws and regulations are not adequately enforced and there
are gaps in thelr application. The conditions of legd and regulatory environment have hindered the
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growth of the private hedlth care sector (Munishi, 1992).
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(i) City Commission Health Department

Private hedlth care providers have a strong relationship with the City Council Hedlth Department. The
City Council oversees hedlth facilities in dl three didricts of Dar es Sdaam, including the digtrict

hospitals. The City Commission Hedlth Department plays animportant rolein theregidration of private
hedlth facilities. All regigtration application forms have to pass through the City Commisson Hedlth

Department before being submitted to the Ministry of Hedth. The City Commission Hedth Department

aso sendsits officids to ingpect private hedth facilities.

Inspectors have to be surethat private hedth facilities are following regulations and standards set by
the government. Mogt of the private hedth care providers indicated that they were being ingpected at
least twice ayear. There are a few who complained that after the first ingpection (for the registration
purposes), further ingpections have not been possible due lack of personnd, financid and transport
fadlities

The City Commisson Hedth Department also collaborates with private hedth care facilities in
contralling epidemic outbresks such as cholera and typhoid. All reports from private hedth care
providershavetogoto Digtrict Medica Officers(DMOs) in respective digtricts. Also, monthly reports
onpatients attendance and diagnosisare sent to the City Commission Hedlth Department. Petientswith
complicated cases from private hedth facilitiesare at first referred to the digtrict hospitals beforebeing
referred to Muhimbili Medica Centre, which is areferrd hospita in the country.

The City Commission Hedth Department, through itsdistrict hospitals, aso conducts seminarsin family
planning and MCH sarvices. The department  provides immunisation drugs, vaccines and family
planning devices. Private hedth care fadilities dso collaborate with the City Commisson Hedth
Department in polio immunisation campaign. Further, as dready mentioned, complicated cases from
private hedth fadilitiesare referred to digtrict hospitals, which are under the City Commission.

(i)  Muhimbili Medical Centre

Muhimbili Medicd Centre (MMC) isthe biggest referrd hospitd in the country. The main linkage with
MMC, asaready pointed out, isreferrals. Private hedth facilitieshave both direct and indirect linkswith
the MMC. Private hedth providersrefer their patientswith complicated case either directly (if hospital)
or indirectly through the district hospitals, which then refer the casesto MMC, if they are a so unableto
handle them.
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Direct referrdsto MM C are dso dlowed for cases that need immediate attention e.g. heart diseases,
fracturesand blood transfusion. The present system of referring al patientsthrough adistrict hospital is
not efficient, and patients sometimes by- pass the system. Corruption, caused by poor saaries and
wages, complicates the officia channels and encourage more bypassng.

Muhimbili Medica Centreaso runsclinicsfor Diabetic and TB petients, and provides consutations for
peoplewith HIV/AIDS. Patients from private health care facilitiesa so attend these clinics MMC dso
offersseverd training programmesincluding postgraduate and undergraduate degree courses, nursing,
pharmacy and paramedica college. Private hedlth care providers have accessto train their personnd if
they sponsor them. Apart from the fact that many hedth workers in the private sector were trained at
MMC, this link is still wesak because most of the respondents indicated that they had not sent their
employees for training. Another link, which has aready been mentioned, is that of MMC specidigts
working part timein private hedth facilities.

(iv)  Medical Associations

Linkages can dso beinditutionalised in theform of medical assodations. Theseassociationsmay seek to
improve the collective position of the providers, for example, by lobbying the government on behaf of
the members’ interests or by enhancing capecity of the members through arange of support services.

Twenty-nine percent (29%) of private health care providersin the sampleindicated to be members of
different medica associations. Fifty percent (50%) of the hospitals are members of medica associations
such as the Association of Private Hospitds in Tanzania (APHTA) and the Medica Association of
Tanzania (MAT). Private hedlth facilities that are owned by religious bodies are members of religious
hedth organisations. Private hedlth facilities that are owned by Chrigtian organisation are members of
TanzaniaChristian Medical Board and Diocese M edicd Board (Catholic), whilethoseowned by Mudim
organisationsare membersof BAKWATA. Association members meet and discussal problemsfacing
them and make suggestions on how to improvetheir services. They dso hold workshopsand seminarsto
exchange professond knowledge and improve their working skills.

v) Medical StoresDepartment (M SD)

Only afew private hedth care providers have links with MSD. Mogt of the respondentsin the sample
indicated that they were notalowed to purchase drugsfrom M SD. Although thereare M SD branchesin

sl ected regionsthat serve aszone distribution points, in most casesthese sdll their goodsto government-
owned hedlth carefacilities. Most private hedlth care providersinterviewedindicated thet they would like
to buy drugsdirect from MSD because buying drugsand other medical suppliesfrom MSD would al'so
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provide assurance to private health care providers that supplies provided are well preserved and have
not expired.
(vi)  NonGovernmental Organisations (NGOs) and International Organisations

Few private hedth facilities have established formd relations with NGOs. These include religious
organisations, eg. BAKWATA, Catholic Medicd Board, and internationa organisation, e.g. AMREF.
These NGOs provide medicd information and knowledge, financid assistance and consultation on
projects organised by some private hedth care providers. Family Hedth Internationd (FHI) isanon
governmental US organisation financing and co-ordinating HIV/AIDS-related projects through its
HIV/AIDS Campaign Programme (AIDSCAP).

Few private hedth care providers work under the umbrella of rdigious hedth indtitutions. Examples
include Aga Khan (Ismailig), Hindu Mandd (Hindu), Misson Mikocheni (Chrisian - Lutheran) and
TMJ (Bohora) hospitals. Private health care providers also co-operate with private pharmacies for
purchase of drugs and/or prescribed drugs that are not available in their hedlth facilities.

Some of the private hedlth facilities have good working relations with international organisations or
indtitutions. These ingtitutions collaborate with private hedth care providers so asimprove provison of
quality health servicesto the population. For example, the Tanzania Red Craoss Society providestraining
for hedth workers. A few internationa organisations provide materid support in the form of drugsin
cases of epidemic outbreaks while others provide funds for training workshops and seminars, eg.
WHO and USAID.

4.6 Conclusion

Overdl, findings have shown thet linkages, particularly those between hedlth care providers and other
key actors in the hedlth care system that could enable development and promotion of effective and
efficient private hedth care, are till weak and need to be strengthened.

Regarding linkageswith financid indtitutions, it was found that only afew (11%) of thefadilitiesin the
study had such ardationship. Notable dso, wasthefact that ardatively larger proportion of hospitals
had such linkages (33%), compared to lower levd facilities (20%, 6% and 9% for hedth centres,
dispensaries and dinics repectively). Thisis acommon trend whereby financid ingtitutions are more
likdly to give credit to well-established enterprises that have high rate of return on investment and low
capita risk. In addition, very few facilitiesindicated to have received financid support from other non-
financid inditutions and/or internationd organisations.
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Although vertical and horizonta linkages were found to exist wit hin the private hedth care sub-sector
and between this sub-sector and public hedlth facilities, the rel ationships mentioned most were those of
referrals and use of medica personnd from other facilities, particulaly MMC where 72 out of 136
fadlities indicated to get part time medica personnd, of whom 52 were doctors. This indicates the
infancy of the private hedth care sub-sector, which reinforces the need for such linkages. This was,
however, not the case in terms of use of medica equipment in other facilitieswhere only about 5% of
the facilitiesin the sample indicated to use equipment of other hedth care providers.

Linkageswith other key playersadso indicated that most of the mentioned relationshipswere those of a
regulatory nature, with the MOH and the City Commission Department of Hedlth playing akey role.
Very few linksexigted, for example, interms of forming associ ationsto pursue common goasfor mutua

benefit or in terms of relaionships with ingtitutions that provide some form of assistance.
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CHAPTER FIVE

50 REGULATORY FRAMEWORK AND REGULATORY PROCESS
51  Regulatory Environment Context

Hesdlth care providers exist and function within the context of aregulatory environment that conssts of
basic legd framework, which governs activities in the hedth sector, and a regulatory gpparatus that
adminigtersrdevant rules, and socid, economic and adminigrativefactorsinfluencing theimplementetion
of therules. The main objectives of the regulations are based on, firgtly, the market entry and structure
that includes accreditation and licensing, minimum and maximum prices, levels and types of servicesto
be delivered and guidelines for geographica dstribution of providersfor equity objectives. Secondly,
regulaion ams a improving and maintaining the qudity of services to be provided, which entalls

ingpection, minimum standards of dleanliness, training of staff and equipment as wel as ligbility and
mapractice laws as ingruments to regulate quaity of hedth services. Thirdly, regulation ams a

improving efficiency in hedlth services provision. In Tanzania, privete practiceisgoverned by the Private
Hospitals (Regulation) Act of 1977, which was amended in 1991 and Guiddines of Standards for
Hedth Facilitiesissued in November 1996 by the Ministry of Hedlth (MOH).

ThePrivate Hospitals (Regulation) Act No. 6 of 1977 gtipulated that qualified and experienced medica
practitioners could not manage or own hedth facilitiesunlessemployed by an organisation. ThisAct was
amended in 1991 to alow and approve individuas and approved organisations to manage private
hedlth facilities through the Private Hospitals Advisory Board under MOH. The Board has limited
powers, it only advises the Minister on applicants who have fulfilled conditions for regigration. The
Minister may approve or refuse to gpprove of any application without further consultation. The Board
has neither monitoring nor supervisory powerslikethose vested inthe Registrar under Section 6A (3) of
the Private Hospitals Regulation (Amendment) Act of 1991. It is anticipated that the Board will be
granted powers to hold an inquiry before it can order deletion from the Register of any gpplicant, and
that an gpplicant would be granted theright to apped before the Court of Law. However, day-to-day
oversght isaso supposed to be exercised by the professiona statutory bodies of the Ministry of Hedlth.

In November 1996, the Ministry of Hedlth, through the Board, prepared a document titled "Guiddine
Standards for Hedth Facilities’. It also decided thet dl registered private hedth facilities should be
re-registered within Sx months (January - June 1997). Theunitswere re-registered following the new
guiddines. By July 1997, about 87% (523 private-for- profit hedth facilities out of 604) gpplications
had been accepted (unpublished data). Previoudy, atotd of 1,531 private for- profit hedth facilities
were regigered. This indicates that many facilities did not meet the set sandards and that committed
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supervison by the government can be effective in monitoring and regulating hedlth care provision.

However, andydis of facility ownership indicates that regulations/guiddinesare not followed. Some of

the facilities were owned by non-gpproved personnel. Datain Table 16 shows that while most of the
hedthfacilitieswere owned by Medica Officers(MOs) or Assstant Medica Officers(AMOs), 90% of

the hospitals (11 out of 12) were owned by either Medical Officersor Assstant Medical Officers. For
health centres, dispensariesand clinics, the proportion of ownerswho were either MOsor AMOswas
60%, 73% and 87% respectively. Other ownersincluded Clinica Officers, Clinicd Assigtants, Nurses,
other medica professonas and nonmedicd professonds. Ownership of private hedth facilities by

personnd who are not registered/licensed medica/dentd practitionersisagaing the guiddine standards,
which dipulatethat "...Clinica Officers(Medical Assstants), Clinical Assstants (Rurd Medical Aides)
and other non-registered or nortlicensed hedlth cadres are not alowed to own dispensaries, clinics,
health centres or hospitals'3. Datashowing the distribution of hedlth faciliti es by ownership is presented
in Teble2.

Table 16: Digribution of Health Facilities by Profession of Owners

Type of Hedlth Facility

Profession of Hospital Health centre | Dispensary Clinic Total
Owners No. % No. % No. % No. | % No. %
MO/AMO 11 92 6 60.00| 62 60.78 8| 73.00 87 64.00
Clinica Officer 0 0.00 0 0.00 7 6.90 0 0.00 7 5.00
As. Clinical Officer 0 0.00 0 0.00 1 1.00 0 0.00 1 1.00
Nurse 0 0.00 0 0.00 4 3.90 2( 18.00 6 4.00
Other Medical 0 0.00 0 0.00 1 1.00 0 0.00 1 1.00
Other non- Medica 1 8.00 4 40.00( 28 27.00 1 9.00 34 25.00
Total 12| 100.00 10| 100.00| 102| 100.00( 11| 100.00| 136| 100.00

Source: ESRF (1997) Private hedth facilities field survey data

52  Knowledge of Laws and Regulations

Respondentsin thisstudy were asked if they wereaware of any lawsand regulaionsthat govern private
hedlth care provision. About 100%, 90%, 88% and 19% of the respondentsin hospitals, health centres,
dispensaries and clinics respectively (Table 17) reported to be aware of such laws and regulationsin
Tanzania. Intotd, about 83% of dl the respondents reported that they are aware of the existence of the
sad lawvs and regulations. Surprisingly, when they were asked to mentionthem, only afew mentioned

SURT (1996) “Guideline Standards for Health Facilities” MOH, PP3
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the right laws and regulations while many of them mentioned wrong lawsregulations.

Tablel7: Respondents Awareness of Laws that Govern Private Health Care
Provision

Type of Hedlth Fadility

Response Hospital H/ centre Dispensary dlinic Tota

No. % No. % No. % No. % No. %
Yes 12/ 100.00 9| 90.00 91 8835 2l 1818 114| 83.82
No 0 0.00 1| 10.00 8 7.77 8 7273 17| 1250
No Responses 0 0.00 0| 0.00 4 3.88 1 9.09 5
Total 12/ 100.00 10{ 100.00 103.00 100.00 11} 100.00 136| 100.00

Source: ESRF (1997) Private hedlth facilitiesfield survey deta

These reaults indicate that the bigger the hedth facility (in terms of types and levels of hedlth services
provided by a hedlth facility) the higher the probability of respondents reporting awareness of lawvsand
regulations. Among theimplications of such results are that hospitals and health centresare more likely
to be operated by gtrictly adhering to the known laws and regulations, and probably operated by more
quaified staff compared to dispensaries and clinics.

Most of the respondents were able to mention the Private Hospital Regulation Amendment Act of 1991
and the Standard Guiddinesissued by MOH in November 1996 aswell as other requirements by the
City Council (payment of tax, issuing of receipts etc). However, agood number of respondents had
ether a wrong idea or never knew what laws and regulations govern private practice. In such a
Stuation, maintenance of qudlity of health care and adherence to required standards becomes a far-
fetched god to attain. Thissuggeststhat private providers should not only be obliged to have/buy these
regul ations/laws documents, but also to be educated on what these documents mean.

Such responses are dso arefl ection of how regulationsand laws governing private hedlth care provision
arepoorly enforced, and thusit isnot surprising that they do not have the desired effect. Providers need
to be furnished with information on regulaions not only in a booklet form, but dso by seminars,
workshops and other learnby-doing methods. Hedlth care service provison patterns are likely to
change and attain a higher quality, and probably become more efficient with the knowledge of
regulations and laws than without it. Irformation need to be provided not only to ownersbut dsoto all
other gaff in hedlth fadilities

On the part of officialsfrom the government and supporting ingtitutes, 80% (24 out of 30) respondents
were aware of the laws and regulations that govern private hedth care provision as compared to only
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20% (6 out of 30) who were not aware. However, only 20% (3 out of 30) of providerswith knowledge
of these laws and regulations cited them correctly. Laws and regulators mentioned include:
Private Hospitals- Regulations Act No. 6 of 1977 and Amendment No. 26 of 1991,

Private Hedlth Laboratory (Regulations) Act 1997
Private Hospitals- Regulation Act No. 6 of 1977 and Amendment No. 26 of 1991

Tanganyika Medica and Denta Practitioners Ordinance Cap 409.

5.3  Government Capacity to Monitor and Regulate Private Health Facilities

The question of whether the government has the capacity to monitor and regulate effectively privae
hedlth care provison is one of the core issuesin ensuring qudity. Respondents werethus asked to give
their opinions on the capacity of the government to monitor and regulate private hedth facilities
effectively. About 69% of private providersreported that the government hasthat capecity, while 31%
said it does not have that capacity (Table 18).

Table18: Respondents Perception on whether the Government Has the Capacity
to Monitor and Regulate Effectively Private Health Care Provision

Type of Heaith Fadlity
Response Hospital H/ centre Dispensary Clinic Tota
No. % No. % No. % No. % No. %
Yes 5 41.70 8| 80.00 72| 69.90 9| 81.82 94 69.12
No 7] 58.30 2| 20.00 31| 30.10 2| 18.18 42| 30.88
Total 12( 100.00 10| 100.00 103|100.00 11} 100.00 136| 100.00

Source: ESRF (1997) Private hedlth facilities field suney data

As to why they think the government has the cgpacity to regulae private hedth care provision,
respondents gave the following reasons.
MOH has enough trained and qualified personnd, so it only needs to give them incentives,
MOH has enough finarcia resources,
The MOH has aregulatory organ, therefore it only needs to give more impetus enforcing existing
rules, standards and regulations;
MOH has lega power to register and to freeze registration;
MOH has hedth personne down to the district led; it just has to use DMOs and RMOs
effectively by decentrdisng authority;
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MOH needs to collaborate with private practice boards/associations e.g. Association of Private
Hospitals;
MOH needs only to ingst on getting regular reports from private hedth facilities.

Mogt of these reasonsimply that the government has the capacity to effectively enforce regulations but
thet it does not do it. Furthermore, most of them are more of suggestions than reasons on how the
government could enhanceits capacity to monitor and regulate more effectively. Apart from the need for
theminigiry to collaboratewith private hedth providers, most of thereasons mentioned remain withinthe
jurisdiction of MOH. For the Minitry to be an effective regulator, it hasto have abetter gppreciation of
theforcesdriving the private sector and the re ative market power of different providers, aswell astheir
capacity to enforce regulaions. It isonly by involving private providers that MOH can be an effective
and powerful regulabor.

Thirty-one percent of the respondents reported that the government had no capacity to regulate
effectively, and gave the following reasons:

MOH has inadequate funds, manpower and means of transport;

there are too many private hedth facilities, and are widely scattered;

some private hedth facilities are located in unreachable places;

MOH employees are too busy to have timefor effective regulation;

ingpectors and regulators are not given any incentives,

MOH hasfailed to monitor even government-owned hedth fadilities, thereforeadding private hedth

fadilities would make the Ministry more ineffective in monitoring and regulaing

no specified credible and proper regulatory system/organ;

the regulatory system is not decentralised to digtrict and regiond hedlth authorities;

the surfacing of corruption;

owners of private hedth facilities are not transparent;

the regigtration system iswesk - it dlows unqudified medica people to own hedth facilities;

Government is too bureaucratic.

Responding to the same question, 56.67% (17 out of 30) of government and supporting inditute officias
agreed that the government has the capacity to effectively regulate/monitor private hedlth care provision.
Some of the reasons to support this response were:

it has enough motivated supervisors,

it enforces respective laws and regulations;

the organisationd structure from nationd to didrict leve isin place;

thereis capacity if Registrar, RMOs and DM Os perform their duties. These are representatives at

regiond and digtrict levels who are empowered to reinforce regulations,
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the government has powersto enforce laws and regulations through set procedures, which should
be followed and adhered to by private hedth care providers;
the government has resources, powers and kills;

the government has enough supervisors, though they are not well motivated to do the job.

Although most of these responses indicate that the government has the capacity to regulate, (thus
implying that the problem is cgpacity utilisation), most of the following responses indicate absence of
cgpacity.  The incongstency in the respondents responses could be explained by differences in
perception of what capacity means. Most of those indicating existence of capacity were referring to
adequate personnd.

On the other hand, 43.3% (13 out of 30) of the government and supporting ingtitutes officids
interviewed thought the government lacks cgpacity to effectively monitor and regulate private hedth care
provision. Reasons given include:
the government has scarce human and financid resources,
the government has limited capacity to monitor and regulate even its own ingtitutions;
because the government aso owns hedth carefacilities, it isdifficult for it to spare required experts
to carry out the moritoring and regulatory function effectively as existing experts are engaged in
government fedilities

Apart fromlack of funds, transport and human resource asreasonsfor theincapacity of the government
to monitor and regulate effectively, most of the reasons given are adminigtrative, which could probably
be rectified and/or implemented within the MOH human and financid resources means. Furthermore, to
implement effective regulatory policies requiresinformation on those who are being regulated. Thishas
been amgjor wesknessin Zambiawherethere hasbeen no attempt to systematicaly collect information
on private providers. (Berman et d 1995).

54  Government Involvement and Effectivenessin Regulating Private Health Care
Provison

Respondents were aso asked to rate the degree of government involvement in regulating private hedlth
care providers.
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Table19: Providers Perception on the Degree of Government Involvement in
Regulating Private Health Care Providers

Type of Hedth Facility

Degree of Hospital H/ centre Dispensary Clinic Total

involvement No. % No. % No. No. % No. %
Very High 1] 833 0] 0.00 10 971 0 0.00 11 8.09
High 3] 25.00 4 40.00 33 3204 4] 36.36 44( 32.35
Low 4 3330 5/ 50.00 43 4175 4| 36.36 56| 41.18
Very Low 4] 3330 1 10.00 14 1359 2| 18.18 21| 1544
Zero 0 0.00 0| 0.00 3 291 1 9.09 4 294
Total 12| 100.00 10| 100.00 103 100.00 11| 100.00 136 100.00

Source: ESRF (1997) Private hedlth fadilities fild survey data

About 67%, 60%, 58% and 64% of the respondents from hospitals, health centres, dispensariesand
clinics respectively, rated the degree of government involvement as low or very low (Table 19). The
reasons given for that low involvement were:

irregular/lack of ingpection and inspectors;

monitoring is done only as a response to complaints;

no communication/interaction between private providers and the government;

no enough saff, funds and reliable trangport;

the government does not know dl private hedlth facilities,

the government is not serious or neglects regulation;

the government does not motivate hedth workers,

the government is dlowing unquaified people to work in private hedth facilities;

the government has not ingtituted a good and specific regulatory system;

Government does not assst private hedth facilities

wesk legal and regulatory framework;

some private providers areinvolved in ma practice but the government takes no gppropriate action

againd the culprits;

there are private hedth facilitiesthat areregistered athough they do not meet the required dandards;

there is no follow up on standards (after regigtration), and sometimes regidiration is done without

ingpection of premises.

Seventy-three percent (22 out of 30) of government and supporting inditutes officials interviewed
thought government involvement in regulaing private hedth care waslow, while 20% (6 out 30) rated it
high. Only 7% (2 out of 30) rated it very high but nonerated it very low. Poor regulatory capacity of the
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government indtitutions to carry out the law has also been found in Zambia, (Berman et d 1995). This
has been attributed partly to lack of interests and/or commitment, worsened by lack of human and
financid resources.

Those who reported a very highvhigh involvement mentioned the following reasons for rating:
the government has issued guidelines (1996);
private hedlth facilities that do not meet required standards are closed;
the Government gives licences to private providers,
hedth facilities are vidted for regulation.

Apart from the degree of involvement, respondents were al so asked to assessthe effectiveness of that
involvement. For example, if ingpections are carried out, are gppropriate measures taken againgt those
who are found not to meet the set standards?

Table20: Providers Perception on the Degree of Effectiveness of Gover nment
Involvement in Regulating Private Health Care Providers
Degree of Type of Hedlth Facility
effectiveness Hospital H/ centre Dispensary Clinic Total
No. % No. % No. % No. % No. %
Very High 0 0.00 0 0.00 9 8.74 0 0.00 9 7.00
High 6| 50.00 3| 30.00 33| 32.04 3| 27.27 45| 33.00
Low 3] 25.00 4| 40.00 34/ 33.01 4| 36.36 45 33.00
Very Low 3] 25.00 3[ 30.00 22| 21.36 2[ 18.18 30| 22.00
Zero 0 0.00 0 0.00 5 4.85 2| 18.18 7 5.00
Total 12| 00.00 10( 100.00 103| 100.00 11 100.00 136| 100.00

Source: ESRF (1997) Private hedth facilities field survey data

Inthe case of providers, only about 40% of al the respondents reported that government effectiveness
in regulaing private providers was either very high or high. About 60% said it was either low or very
low (Table 20).

For government and supporting ingtitutions officids, 57% (17 out of 30) indicated thet, effectiveness
was|low while 33% (10 out of 30) thought that the degree of government effectivenesswashigh. Seven
percent (2 out of 30) of the respondents rated the degree of effectiveness very high and only 3%(1 out
of 30) rated it very low. The reasons given for low or very low effectiveness were:

poor quaity of premises and care provided by most private hedth facilities;

registration of nonqudified personne to run hedth facilities,

the absence of control on prescription, laboratory and drugs given by private providers;
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lack of feedback on reports sent to MOH from private providers,

vigts are done only when problems arise;

corruption;

thereisalot of bureaucracy in licenang

the government is issuing many ingructions but only a few are implemented; no serious action is
taken againg those who fail to comply with or implement regulations.

The dove reasons were given by the mgority of the respondents, implying that the government
involvement in enforcing laws and regulaionsisnot effective. Licenaing of private hedth care providers
began only about six yearsago, following the Amended Act asaresponseto the global market oriented
economy. Thiswas probably done without serious consideration on how the market structure, quality
and efficiency of the private hedth services would be regul ated.

Those who reported that the government degree of effectivenesswas ether high or very high supported
their response with the following reasons:
the government has now started to issue guidelines/directives to private providers,
the government carriesout regular ingpectionsof private providers, and thosefound guilty havebeen
punished;
the government re- registers previoudy de-registered private hedth fadilitiesafter they attain/establish
required standards;
the response from private providersin following the new government standard guidelines showsthet
government regulaion is effective;

Most of these reasonsreflect the most recent exercise of re regidration of private hedthfacilities, which
has resulted in the withdrawa of many private hedlth facilities that did not meet the set Sandards.

55 I nspection

To corroborate the information reported on regulation and monitoring, respondents were asked to
report if they were aware of any inspection which has been carried out in privete hedth facilities by
relevant authorities to ensure that services meet the set standards. About 88% of providers reported
that they were aware of such inspection. Among those, 92%, 90%, 88% and 73% were from hospitals,
hedlth centres, dispensaries and clinics respectively (Table 21). However, most of them said the
ingpection was not very regular because of scarcity of personnel, funds, and transport.
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Table21: Providers Awarenesson Inspection of Private Health Facilities by Relevant

Authorities
Response Type of Health Facility
Hospital H/ centre Dispensary Clinic Totd
No. % No. % No. % No. % No. %

Yes 11| 9170 9| 90.00 91| 88.35 8| 7273 119 87.50
No 1 8.30 1] 10.00 10 9.71 3 27.27 15/ 11.03
No Responses 0| 0.00 0 0.00 2 1.94 0| 0.00 2| 147

12| 100.00 10| 00.00 103| 100.00 11 100.00 136( 100.00
Total

Source: ESRF (1997) Private hedth facilities field survey data

For government and supporting indtitutes officids, only 53% (16 out of 30) respondents said they were
aware of such ingpection, whereas 47% (14 out of 30) said they did not know. Anearlier discusson
with Digtrict Medicd Officersfromvariousdigrictsof TanzaniaMainland indicated that on averageeach
hedth facility is visted only once per year unless a particular unit has specific problems such as an
outbresk of disease or disease surveillance. (Based on discussion held between the Registrar of non-
government hedth facilities and DMOs from severd didtricts of Tanzania Mainland).

About 88% of the providers who reported to be aware of ingpection of private fecilities by rdevant
authorities were asked to mention when and what type of ingpection wasdone. Thefollowing werethe
responses on what the inspectors came to observe and/or check:

sanitation, sawage and cleanliness,

building standards and premise environment;

generd ingpection;

type of services provided;

ingpection for re-regigration.

Most of these ingpections were reported to be done by health officers (95%) - building, sewage and
sanitary ingpection - and rarely did DMOs or any clinica expert accompany them. Nobody reported
anything on ingpection of the qudity of service. The ingpection seemed to be irregularly done and
dominated by sanitary check up and rarely on servicesdelivered. Furthermore, gpart from ingpection for
re-registration, several respondents reported to have seen inspectors after the introduction of the new
guidelines. Mot of the providers (80%) who said to have seen an ingpector recently (three months
before the interview), mentioned that the ingpection was done for the purpose of re-registration as per
newly-issued guiddines.
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56 Registration

Respondents were asked to describe conditions that they were required to fulfil before they could
regigter their hedth facilities. Respondents mentioned the following:
. thefacility must have qudified staff, accepted premises and necessary equipment;
the facility must have adequate staff, enough rooms (laboratory, consultation, observation, store,
pharmacy, injection, toilet and dressing rooms);
ingpection and evauation to be done and certified by DMOs and City Medica Officer, with a
condition that there should be a qudified medicd practitioner;
the facility premises must be clean,
the facility hasto be under aregistered and approved organisation or person;
premises must have a conducive environment for a hedth unit (enough water supply and a good
sanitary system and refuse disposl).
payment of taxes and license fees has to be done.

Most of the respondents mentioned the right conditions that are sipulated in the guiddines for
registration of private hospitals(MOH 1996). Contrary to this, observation during data collection shows
that most of the surveyed health facilitiesdid not comply with the conditionsthat werementioned. Some
of them did not have qudified staff and some had very poor sanitary facilitiesand refuse disposa. Some
dispensaries were located in resdentiad houses. This discrepancy could be explained by the fact that
most of the facilities surveyed had not been re-registered by thetimethis survey was being undertaken;
so while they mentioned the right condiitions required they had not complied with them.

Respondents described different procedures they went through to register their respective hedth
fecilities. Mogt of the respondents explained different starting points as follows:

Loca Authority (ward executive)

Digtrict Medicad Officer

CCM locdl office

Ten-cdl Leader

The same end point of registration was mentioned by all respondents but where to start the processto
obtain the regigration differed amongst them. About 30% said they had to channe their applications
through theloca leaderswhilethe rest contacted the DM O’ sofficedirectly for ingpection and approva
of the premises before getting alicence.
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57  Ensuring Quality of Care

Respondents were asked to suggest away of ensuring quality of private hedlth services. In summary,
providers suggested the following:
Ensuring that hedth facilities have qudified staff, good premise and required equipment;
having regular gtrict monitoring and ingpection;
educating private providers regularly through workshops and seminars;
licences should be given to medica professionds only;
limiting the number of facilities to be regigtered in a certain areg;
having arecommended price list by MOH;
involving private hedlth associations in ingpection;
srict regulations and laws on quaity of service and drugs, which providers have to adhere to;
frequent interaction between the government and owners of private hedth facilities; through
seminars, workshops, newd etters etc;
ensuring that the regulatory framework is known to dl private practitioners;
the government providing soft loansand lower taxesto private providersto enable them improvethe
quality of services,
putting in place standardised qudity guidelines,
taking to task hedth facilitiesin case of misconduct/mapractice.

Recommendations by government and supporting ingtitutes officias were more or less similar to those
meade by providers, and included the following:
defining sandards and enforcing them;
alowing only those who meet the standards to operate;
undertaking regular inpection of medica/dental facilities to ensure qudity of services provided in
terms of equipment, supplies and staff’ abiding by the regulations and guidelines as set by MOH;
Setting up amulti-disciplinary body to advise the Regigtrar of private hedlth care providers.
recruiting sufficient and competent staff for monitoring and supervisng private hedth care providers,
educating/training private health care workers to improve their working skills.
granting tax exemptions on some medica equipment, drugs and laboratory reagents;
providing soft loansto private hedth care providersin order to enhance qudity, confidence and trust
of private hedth facilities. There should be a better system for provision of loans to support those
willing to invest in the sector. Loans can dso be provided for joint ventures between doctors and
other medica personnd;
introducing Bills of Rights of a patient;
al private hedlth care providers must display apricelist of the services offered.

Private Sector Development: The Case of Private Health Facilities £0



In generd, most of the respondents (over 85%) suggested regular supervision and strict monitoring as
the most effectiveway to monitor qudity of hedlth services provided by private hedth carefacilities. This
impliesthat there has been no drict regulation and control on the quality of hedth care services provided

by private providers. Most of them aso suggested interaction of MOH and private providers and

owners by using seminars, workshops and newd etters to educate and inform private providers on the
required new medica practice sandards. Hedlth information has an important role in maintaining the
technica qudity of private providers. On the providers side, theinformetion ismorelikely to enhance
qudity and efficiency in cresting a more competitive environment since private providers would be
informed of actionsin the market and what type of technologiesare currently in use. On the consumers
sde, if consumersknow what appropriate and inappropriate trestment isfor common conditions, they
are more likely to receive the right treatment from private providers.

Some of the respondents suggested that hedlth facilities should be operated only by quaified medical
personnd. The Private Hospital Guiddines of 1996 and the Private Hospital Amendment Act 1991 do
not restrict ownership of private hedth fecilities to medica professonds. Approved organisgtions are
dsodlowedtoownprivatehedthfacilitiesin Tanzania (Act 1991). Thisstudy found that somefadilities
were owned by non-gpproved personnel, which is contrary to the stipulated guidelines.

58 Regulation of Prices

The government could regulate private providers by issuing fees structures to safeguard the poor, and
hence fogter equity. In other countries governments have regulaed the charging of fees by private
providers (see Berman et d 1995). In Tanzania, the Private Hospital Amended Act of 1991 statesthat
the Minigter for Hedlth has the power to check and regulate the prices charged and remuneration paid
by private providers. The Minister can fix the maximum priceto charge and the pricelists are supposed
to be posted on conspicuous places so they can be easily seen.

Respondentswere asked if they were aware of reviews of fees structures of medicd servicesrendered
by private hedth care providersin the last three years.
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Table22: Respondents Awar eness of Reviews of Fee Structure of Medical Services

Rendered by Health Care ProvidersintheLast Three Years

Type of Health Facility
Response Hospital Hedlth Centre Dispensary Clinic Tota
No. % No. % No. % No. % No. %
Yes 0 0.00 0 0.00 4 3.89 0 0.00 4 2.90
No 12 |100.00| 10 00.00 95 92.23 9 81.82 26 92.70
No Responses 0 0.00 0 0.00 4 3.89 2 18.18 6 4.40
Total 12 |100.00| 10 | 100.00 | 103 | 100.00| 11 100.00( 136 | 100.00

Source ESRF (1997) Private hedth facilities fidd survey data

Datain Table 22 shows that only about 3% (4) of surveyed providers(dl from the dispensaries) sad
they were aware of any, while 93% said no review of fees structures had been done in the last three
years. About 93% (28 out of 30) of the government and supporting ingtitutes officiasinterviewed said
they were not aware of such reviewswhile only 7% (2 out of 30) said they were aware.

The government had never released any fees structure guiddinesfor private providers. Some countries
issue fees structures to deter private providers from hiking fees that could impede most of the people
from obtaining the much- needed primary hedlth care. In the absence of fee Structures, private hedlth
care providers are likely to maximise profits by charging high fees.

Table23: Respondents’ Awar eness of Medical Treatment with Price Ceilingsin
Private Health Facilities
Response Type of Hedlth Facility
Hospital Health Centre Dispensary Clinic Tota
No. % No. % No. % No. % %

No.

Yes 1 8.33 2 20.00 7 6.80 0 0.00 10 7.40

No 11f 9170 8 80.00 95 92.23 10 9091 124 91.20

No Responses 0 0.00 0 0.00 1 0.97 1 9.10 2 1.50

Tota 12| 100.00 10[ 100.00 103| 100.00 11( 100.00 136/ 100.00

Source: ESRF (1997) Private hedth facilities field survey data

About 91% of the providers reported not to know any medicd trestment in private hedth facilitiesfor
which a maximum fees has ever been set.  This was reported by 92%, 80%, 92% and 91% of

respondentsfrom hospitals, health centres, dispensariesand clinicsrespectively (Table 23). Eighty-three
percent (25 out of 30) of government and supporting ingtitutes officia swere not aware of any medica

tregtment in private health facilities for which maximum fees has been set. Only  17%(5 out of 30)

respondents were aware.
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Those who said they were aware of medica treetment with aprice celling gave examplesof laboratory
investigation charges, CT scan, delivery charges and surgicd trestment. Since no standard fees have
been st for the private sector, it is possible that such perception emanates from price competition
among providers, who tend to charge more or lessthe samefeesfor certain services. Evidenceof price
competition among private providers was discussed in Chapter Four.

When private hedlth care providers were asked to suggest away to control pricingof hedth servicesin
their facilities, they responded that the government should devise means of reducing running costs, such
as tax reduction on drugs and/or subsidisng and/or controlling prices of drugs and other medical
supplies by:

far control of fees structures for different treetment regimens;

improving public hedth facilities to attract patients from private hedth facilities,

grading private hedth facilities and trestment options charged according to facility grade;

MOH setting trestment fees structures in collaboration with private hedlth providers associetions,

displaying fees conspicuoudy on hedth facilities notice boards so that patients can choose facilities

within ther financid means,

dlowing private practitionersto purchase drugs from the Medica Stores Department (MSD).

Government and supporting ingtitutes suggested the following:
gandardising fees for common trestment in private hedlth facilities and making them known to the
public;
reviewing and scaing down sdes tax and income tax, and granting tax exemptions on essentia
drugs.
alowing private hedth practitionersto purchase drugsfrom the Medica Stores Department or other
government inditution.

Mogt of the respondents suggested that the government should find away of reducing prices of drugs
and other medica supplies, which would enable private providers reduce their running coss. They
suggested lowering of taxes on drugs and other medical supplies, subsidising drugs, tax exemptionson
imported drugsand medica supplies. Such measurescould eventudly trandateinto low feesto patients.

59 Equity

In principle, there should be equity in consuming hedth care as a "merit good". Respondents were
asked to make suggestions on how to ensure equity in access to private hedth care. Providers

suggested the following:
controlling the prices of drugs,

Private Sector Development: The Case of Private Health Facilities £3



making sure that the poor are given the needed care in public facilities;

having a standard price list for various services/trestments;

establishing a hedth insurance system;

lowering taxes on drugs and other medica supplies;

licensng and regigtration of private hedth facilities should take into consideration geographica

digparities;

encouraging providersto put up hedth fadilitiesin rura aress (for example, by giving them subsidy);
improving government-owned hedlth facilities (which are rdatively cheaper) so asto aitract more
petients;

the government meet the cost of poor patientsin private hedth facilities; or subsdising privae hedth
fadlities

building a strong nationd economy.

Government and supporting ingtitutes officia s suggestions on ensuring equity in accessto private hedlth
careinclude:
establishing a health insurance scheme to cover the mgority of the population;
erforcing laws governing private hedth prectice;
encouraging private providersto invest in areasthat arelessfavoured. MOH should give priority to
gpplicants from areas without hedlth facilities eg. semi-urban and rurd areas, and, if possible,
provide subsidiesto private providers and NGOsto servethe poor. | ncentives should be provided
to those who will opt to operate in deprived aress.

Themgority of the respondents suggested that the government shoul d take action on reduction of prices
of drugs ard medica supplies by either giving subsdy or lowering different taxes on drugs. Others
suggested that there should be a standard accepted list of prices and criteria for who should be
exempted. On digtribution of private hedth facilities, most of the respondents suggested that licensing
should be pre-determined by geographica disparity in location of hedth facilities and population
densty. As far as rurd aress are concerned, respondents suggested that the government should
subsidise private providers to enable them to settle and operate in such aress. Regulations for
geographicd distribution are needed to reduce inaccessibility while exemption mechanisms are needed
to reduce fee barriers for the poor.

Equity of accessibility to health care savices by the poor isasubject of mgor concernin privatisation
and hedlth financing reforms. While most private providers (with the exception of church organisations)
would operate to generate profit, the government has the obligation to make sure that the poor are not
denied essentid health care. A good number of respondents suggested that medical insurance scheme
be introduced as a way of reducing hedth care cods to consumers and inequity in hedth care
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consumption. In any way, the poor should be protected to improve the hedlth status of the population.
Thisisan important policy requirement in health care provison.

5.10 Conclusion

Overdl, respondents’ viewson theregulatory framework and process show that there areinadequacies
in the exiging regulations and inadequate capacity in the enforcement of the regulations. Capecity is
taken in its broader sense to include not only human resources but & so other necessary inputs such as
finances and infragtructure support. Findings have further shownthat existing capecity isnot well utilised
andisineffective. Barriersto effectiveregul ationsare not only limited to resource congraintsbut also to
the process of formulating and enforcing implementation of set regulations. Involvement of both
reguators and the regul ated gppears to be an important agpect in ensuring effective regulaion. A well-
facilitated regulatory body with a decentralised support systemisaso criticd if effectiveregulationisto
be ensured.
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CHAPTER SIX

6.0 INCENTIVES

6.1 I ntroduction

Theissue of incentiveswas examined with aview to determining the extent to which private hedth care
facilities are provided with an enabling environment for provision of quality and equitable hedth care.
Exiding literature (Bennetand Ngalande-Banda, 1994. Muschell, 1995) acknowledge the importance
of incentivesiin facilitating effective and efficient private hedth care ddlivery. Both monetary and non
monetary incentives have been identified (Muschell, 1995); and those which have been introduced in
other developing countries include:

alowing private sector activity to take place within public sector facilities. In Mozambique, for
example, medica gaff are dlowed to run specid private dinics in government facilities outsde
norma working hours,

providing incentives to private practitioners who provide less profitable services. For example, in
some countries such as Nigeriaand Zimbabwe, the government has encouraged private practitioners
to offer preventive services by providing them with free supplies such as vaccines and condoms.
The danger here, however, isthat the private sector might abuse this incentive as has happened in
countrieswhereit wasintroduced. In Zimbabwe, supply of free vaccinesto private practitioners
was stopped when it was discovered that they were charging fees for these services;

giving private hedth care providersfinancid bresks such as (8) alowing theimportation of specific
medica supplies duty free; (b) bonusincentives such astax exemptions on certain medica supplies
to encourage physicians to locate in under-served areas; and (c¢) alowing private providers to
purchase drugs and other medica suppliesfrom government sources asit isbeing donein Ethiopia.
Thisisanimplicit subsdy as government warehouse prices are usudly lower than those of private
suppliersare.

Thischapter attemptsto examine the extent to which incentives exist in Tanzaniato facilitate and engble
private hedth carefacilities provide qudity and equitable hedth care. Questionswere asked onwhether
private hedth care providersreceivefinancia and other types of ass stance, whether they are entitled to
any kind of tax/duty exemption, have access to government sources for purchase of pharmaceuticals
and other medica supplies, and whether the government assistsin thetraining of their medica personnd.
The study aso sought to determine whether private hedlth care providers have ever gpplied for and
received credit, and whether the government sought poviders views on what they thought the
government should do to promote private hedth care provison. Responses to these issues are
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presented in the following sub- sections.
6.2  Financial and Other Forms of Assistance from the Gover nment

A question was asked on whether respective private hedlth care providers get financia assstancefrom
the government. All providersin the sample indicated that they don’t get financid assstance from the
government. On whether providerswere entitled to some form of tax/duty exemption, 16.7%, 1%, and
5.8% of the hospitals, health centres and dispensaries respectively responded in the affirmative. None
of the clinics in the sample received any exemption (Table 24). Listed items for which providers got
exemption incude pharmaceuticals, theatre, % ray and laboratory equipment and slamp duty. Health
fecilitiesthat indicated to have recaived tax/duty exemption wereeither owned by rdigious organisations
or operated under the umbrellaof ardigiousorganisation, athough in practice they gppeared to befor-
profit.

Table24: Whether a Health Facility is Granted Duty/Tax Exemption
Type of Hedth Facility

Duty/Tax Hospital Hedlth Centre Dispensary Clinic Totd

Exemption No. % No. % No. % No. % No. %
Yes 2.00 16.70 1.00| 10.00 6.000 5.83 0.00 0.000 9.00 6.62
No 10.00] 83.30 9.00| 90.00] 95.00f 92.23] 11.00] 100.00[ 125.00 91.91
No Responses 0.00 0.00 0.00| 0.00 200 1.94 0.00 0.00 2.00 147
Totd 12.00| 100.00 10.00| 100.00; 103.00 100.000 11.00|] 100.00[ 136.00] 100.00

Source: ESRF (1997) Private hedlth facilities field survey data

Allowing private hedlth care providers to purchase drugs from government sources has aso been
identified (Muschell, 1995) asoneway of facilitating them to provide affordable hedlth care. A question
wastherefore asked on whether providers are alowed to purchase pharmaceutical s and other medical
supplies from government sources. Results showed that 75%, 40%, 23% and 18% of the hospitals,
hedlth centres, dispensaries and clinicsrespectively are dlowed to purchase pharmaceuticals and other
medical supplies from government sources. Response on the question seeking additional comments,
however, indicate that government sources could have implied only the Nationd Pharmaceutical
Company (NAPCO) for some of the hedlth facilities, particularly thosewhich do not belong toreligious
organisation. Many hedth facilitiesindicated that they should be dlowed to purchase drugsfrom M SD,
implying that they were not purchasing any prarmaceutica products from MSD a the time of the
interview. The type of pharmaceuticals and medica supplies purchased from government sources
include ant- mdaria drugs, antibiotics, andgesics, surgicd insruments, dressing materids, laboratory
equi prrent, intravenous infusion, laboratory reagents, disinfectants and other assorted medicd items.

On the same question, 54% (16 out of 30) of the government and ingtitutions officidsinterviewed said
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that government did not provide financia assistance toprivate hedth care providers. Only 23% (7 out
of 30) said that private hedth care providers get financia assstance from the government while 23% (7
out of 30)did not know whether the government providesfinancid assstance or not. Thosewho said the
government providesfinancid assistance cited privatenot for-profit hedth care providers, especidly
the church-owned hedith facilities. The type of financia assstance provided by the government as
mentioned by respondents include:

Funds given to some church-owned hospitas as a subsidy. These include dl Didtrict Designated

Hospitals (DDHS);

funds given to supervising NGOs hedth facilities;

tax exemptions on pharmaceutical products;

Payment of sdariesfor employeesin DDHs

Regarding provison of duty/tax exemptions, 43%(13 out of 30) of the officids were not sure asto
whether the government provides duty/tax exemption on pharmaceuticals and medica supplies
purchased by private hedth care providers, 40%(12 out of 30) indicated that the government does not
provide tax/duty exemption while 17% (5 out of 30) indicated that the government does provide tax
exemptions.

When asked to daborate, those who said the government providestax/duty exemptions cited voluntary
hedth fadilities as an example of nongovernment hedth care providers tha are tax exempted.
Specificaly, thefollowing examples, which dl refer to not-for- profit private hedth facilities, were given:
the so-cdlled charitable non-government hospitas;
private not-for-profit inditutions, e.g. religious bodies, are alowed to purchase tax free supplies,
pharmaceutical products are exempted for NGOs and voluntary agencies, but for- profit private
hospitas it is difficult;
voluntary agencies and missionary hospitds.
On provision to purchase pharmaceutica s and other medical suppliesfrom MSD, 50%(15 out of 30) of
the government and supporting indtitutes officids said that private hedth care providers do purchase
pharmaceutica sand other medica suppliesfrom MSD, which isagovemment agency. Thirty percent (9
out of 30) were not sure whether or not such a provision exists, whereas 20%(6 out of 30) indicated
that private providers are not alowed to purchase pharmaceuticals from MSD.

Again here, as in the case of responses by those providers who indicated that private hedth facilities
purchase pharmaceuticalsfrom M SD, could have been referring to the notfor-profit private providers
or to a recent move by the government alowing registered priveate for- profit health providers aso to
purchase pharmaceutical's and other medica supplies from MSD on cash terms.
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6.3  Provision of Sponsorship to Staff of Private Health Facilities

Enhancement of human resources skills and individua motivation is essentid for efficient and effective
delivery of quality services. A question wastherefore asked whether respondentsknew of any member
of their saff that has ever been sponsored by the government for further training. Only 9% of the
providers interviewed indicated a member of their Saff to have received such support, while 90.4%
said no member of their saff has ever been sponsored by government for further training. Thequestion
had a'don't know' category but none of the respondents indicated lack of knowledge as to whether
membersof their saff had been sponsored by government for training. Table 25 showsthedistribution
of responses by type of hedth facility.

Table25: Government Provision of Sponsorship for Further Training to Staff of
Private Health Facilities (Providers response)

Provision of Type of Hedlth Facility
sponsorship Hospital Health Centre Dispensary Clinic Total
No. % No. % No. % No. % No. %
Yes 1 .33 3] 30.00 8 7.77 1 9.09 13 9.60
No 11 9170 7| 70.00 95| 92.23 10 90.91 123| 90.40
Totd 12| 100.00 10, 100.00 103| 100.00 11 100.00 136/ 100.00

Source: ESRF (1997) Private hedth facilities field survey data

A follow up question sought to know posts held by members of staff who had been sponsored for
training, the type of training attended and the sponsoring ingtitution/government. Membersof staff who
had undergone further training through government assstance included nurses, dinica officers,
laboratory assstants, and doctors. The type of training listed include counsdlling, nursing, laboratory
training, hedth education, STD/HIV control and post-graduate training. Sponsoring inditutions listed
include the Minigry of Hedth (MOH) and digtrict hospitals. Other sponsors were the British
Government and the United States Agency for International Development (USAID).

Government and supporting indtitutes official sinterviewed were a0 asked whether they knew of any
government sponsored/trained saff working in private hedth carefacilities. Sixty percent (18 out of 30)
of the officids did not know of any gaff in private hedth facilities that had been sponsored by the
government. Twenty percent (6 out of 30) were not sure that such assstance exists. Only 17% (5 out
of 30) said the government does provide sponsorship to private hedth care staff and 3%(1 out of 30)
didn't respond.
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Cited examples of training opportunities provided include:

participation in variousworkshops conducted by the Preventive DepartmentinMOH, HMTS. The
respondent who gave the example cautioned that it isnot easy for private providersto alocatetime
for gaff training

mogt of the hedth workers in private hedth care facilities have been trained by the government
before being recruited into or moving to the private sector;

gaff from the private sector are involved in family planning through attending seminars and
workshops.

The examples cited above indicate that basic training has been provided by the government. Kiwara
(1995) found thet virtualy 98% of al workers found in private practice units were working in
government inditutionsand that some of thetaff receive continuing education interms of seminarsand
workshops.

On the question of whether providers received other government assistance, only 11.7% of the
respondents in al types of hedth facilities indicated to have received other forms of government
assistance gpart from that already mentioned above. Morethan eighty-eight percent (88.2%) indicated
not to have received other government assistance. Responses on afollow up question regarding pecific
assistance provided include supply of contraceptives through FP and MCH services, vaccines and
medica equipment.

Responding to aquestion regarding what other assistance private hedlth care providerswould like the
government to provide them with, so as to facilitate provison of quality and affordable hedlth care,
respondents mentioned:

tax exemptions,

upgrading s&ff through training;

establishing a medicd insurance scheme for dl people;

providing credit fecilities,

improving infrastructure such as roads and water supply;

dlowing providers to purchase drugs from MSD;

reducing income tax rates,

providing loanswith fair conditions, and subsidising expensve eguipment such as X - ray machines.
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Responding to the same question, officidsfrom government and supporting ingtitutions  mentioned the
following:

financid assstance through provison of loans,

sponsoring private hedlth care staff on contract;

undertaking joint formulation of policy, law, regulations and provison of an autonomous regulatory
body;

involving private hedth care providersin continuing education, seminars, educationa workshopsetc
ensuring regular supportive supervision;

edablishing good communication system in which new information and changes in technology
should be eadily accessible to dl professonasin the hedth setting;

granting tax exemptions on pharmaceuticals and other medica supplies,

providing drugs and medica supplies to private hedth care facilities a competitive prices via its
agency (i.e. MSD);

providing transparent standard guiddines for both public and private hedth facilities;

Conducting regular ingpection by professiona boards.

6.4 M easuresto Promote Private Health Care Provision

Respondents were asked what they thought the government should do to promote private hedlth care
provison. Measures that were mentioned by most of the providers were:

providing training and regular seminarsto staff of private hedth facilities;

granting tax exemption on pharmaceutica products and other medica supplies,

reducing price of drugs and medica equipment;

removing (unnecessary) regulations that limit rather than promote private hedth care provision;
educating and encouraging the public to use privae hedth facilities,

establishing health insurance schemes that will enable many people to afford private hedth care;
providing loang/credit;

dlocating land to private hedth care providers on which they can congtruct hedlth facilities;
controlling quality through regular inspection;

seconding qudified &ff to private hedth facilities;

subsidising the poor so thet they aso could afford private hedth care;

tregting both private and public hedlth care providers equdly, maintaining the same leve of trug;
removing bureaucratic regstration procedures,

regarding private providers as partners in service provison, and networking and linking activities
with them;

alowing private providers to buy pharmaceuticas from the Medicad Stores Department;
edablishing afirm supervisory board;

involving private hedlth care providersin nationa hedth policy formulation and planning.
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encouraging opening of more private hedth facilitiesin rurd areas by subsdising them;
incorporating APHTA membersin law-making bodies;

alowing doctors warking in government hospitals to dso work in private hospitds on part-time
bass.

Out of the many suggestions summarised above, the most frequently mentioned were granting of

tax/duty exemption on pharmaceuticals and other medica supplies, provison of loans/credit, training of
medical personnd and enforcement of regulationsto control quaity. Thelatter responseisan indication
that private providers are dso concerned about the quality of hedlth care. A facilitating rather than an
inhibiting environment ishowever criticd if privatefacilitiesareto effectively provide quaity hedth care.
Responses reported ad verbatim in box 1 below indicate private hedlth care providers concern and
commitment to ensure qudity control in heglth care provison.

Box 1: Providers Comments Indicating Commitment to Provision of Quality Health
Services

"The government should give permits to operate private health facilities to only those who meet the
conditions and requirements as stipulated by relevant authorities.”

"Form a medical/dental quality control audit team comprising of medical/dental private practitioners
who, in collaboration with members appointed by the MOH, should convene meetings of private
practitioners to set guidelines for private health care"

"The government should be very strict on private facilities so as to limit the rapid increase of such
facilities, thus making it easy to monitor the existing facilities more effectively."

"The laws governing private health facilities are there, the government should enforcethem.”
"Monitoring and eva uation should be regular to make sure that regulations are followed.”

"Government should make regular follow-up of al facilities and close those which do not comply with
existing laws and regulations."

Government officids responsesto the same question were smilar to those given by private hedth care
providers. To promote private hedth care provision, they recommended that the government do the
following:

meke sure that dl private fadilitiesare run by qualified medicd officers and other qudified medical
cadre, and alowing doctors to work fredly in the private sectors,

encourage more qualified peopleto open private hedth carefacilities in under-served areaswhere
services are needed and assisting in seconding properly qudified staff;

provide clear guidelines and laws regarding private headth care;

indtitute supportive policies, for example provision of soft loans;
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conduct regular inspection to make sure hedth faciliies maintain standards to encourage
competition.

6.5 Collabor ation between the Government and Private Health Care Providers

Providers were asked whether they thought there was collaboration between the government and
private hedth care providers. Sixty-onepercent (61%) said yes, 36% said there was no collaboration
and 3% did not respond (Table 26). Those who thought there was collaboration mentioned the
following indicetors: private providers being able to refer patients to government hospitals at different
levels, regulation by the government, which some of the respondents thought was the only form of
collaboration so far, recommending that collaboration should go beyond this and that the government
should regard private providers as partners in service provision; government providing vaccines and
equipment such as refrigerators, weighing scaes and serilisation equipment for running MCH dinics,
MTUHA (HMIS) seminars, which at least show government concern; having an APHTA member on
the board of private hedlth facilities regulatory body of the government and APHTA liasing with MOH.

Table26: Providers Perception on whether Thereis Collaboration Between the
Government and the Private Health Care Providers

Provision of Type of Hedlth Fecility
sponsorship Hospital Health Centre Dispensary Clinic Total
No. % No. % No. % No. % No. %
Yes 9] 75.00 7 70.00 62 60.19 5 45.45 83| 6103
No 3] 2500 3 30.00 39 37.86 4 36.36 49| 36.03
No Response 0 0.00 0 0.00 2 1.94 2 18.18 4 2.94
Total 12| 100.00 10| 100.00 103| 100.00 11f 100.00 136| 100.00

Source: ESRF (1997) Private hedth facilities fidd survey data

Respondents who thought there was no collaboration between the government and private hedth care
providers mentioned the following reasons, anong others: withdrawa of financia support to voluntary
hedlth facilities, absence of aforum for meetings between the government and private providers for
exchange of ideasand discussion; absence of effective private hedth care authority to represart private
hedth care providersin such collaboration, and absence of financid or materia support. Elaborating on
why they thought there was no collaboration, four of the repondents said:
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"The only link is through registration and ingpection.”

"There is very little collaboration. Most of the time the government makes things difficult, | am a
specialist doctor but it took me two yearsto get registered.”

"For thethree yearsthat | have worked in the private sector, no government officia has suggeted ways
to improve my hedth unit.”
"l have never seen government officias a my premises snce my registration years back.”

On the same question, government officid sindicated that thereisgenerdly good interaction between the
government and private hedth care providers. Seventy-seven percent (23 out of 30) said there is
collaboration, while 23% (7 out of 30) thought there was no collaboration between the two parties.
Following are the examples cited to indicate existence of collaboration between the two parties:

regular meetings conducted by MOH, to which members of associations of private practitionersare
sometimes invited;

MOH hasadesk officer in charge of operationsof private health sector and the Registrar of private
hedith fedilities

MOH formulates policies and regulations, and provides professona support;

Government medical personng work part-time in private hedth care units.

6.6 Loan/Credit Facilities

Investors in the private sector have often expressed concern on tough requirements for approva of
loan/credit for business development, citing this as amgjor obstacle in efforts to develop the private
sector. A question was therefore asked on whether respondents have ever applied for aloan/credit.
Only 15% said yes, with the mgority (84%) saying no, while 1% did not respond. The distribution of
responsesis presented in Table 27. An explanation as to why more than 80% of the respondents have
never applied for credit could be their scepticism at the chances of getting aloan.

Table27: Application for Creditsby Private Health Care Providers

Provision of Type of Hedth Fecility
sponsorship Hospital Health Centre Dispensary Clinic Total
No. % No. % No. % No. % No. %
Yes 3| 25.00 1 10.00 17 1651 0 0.00 21 15.00
No 9| 75.00 9 90.00 86| 8350 10{ 90.91 114| 84.00
No Responses 0 0.00 0 0.00 0 0.00 1 9.09 1 1.00
Total 12| 100.00 10, 100.00 103| 100.00 11{ 100.00 136/ 100.00

Source: ESRF (1997) Private hedlth facilities field survey data
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Of those who gpplied, only 24% (5 out of 21) said the loan/credit was gpproved. Those who did not
get loan/credit cited two main reasons: lack of collatera and corruption. For example, one respondent
said he was unable to get credit because he was not willing to pay bribery amounting to 10% of aTsh.
500,000 loan he had applied for.

6.7 Conclusion

Datain this chapter has shown that there are very few incentives, if any at al, for private hedth care
providers. Credit/loanfacilitiesto start or expand hedlth carefacilitiesarevery limited, and asystem of
tax exemptions and provison of subdsdies dmost non-existent. There aso seems to be limited
government support in devel oping human resourcesin the private hedth care sector. Asin other sectors
of the economy, theenvironment isthustill not facilitative to the devel opment of this private sub-sector.

Private hedth care provision plays a key role in complementing public hedth care, which is il
inadequate. The government should therefore recognise the privaie sector as a partner not only in the
rhetoric but aso by taking practica stepsto encourage private hedlth care providers and facilitate them
to offer quality and affordable services.
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CHAPTER SEVEN

7.0 SUMMARY OF MAIN FINDINGSAND RECOMMENDATIONS

This chapter summarises findings on key issues andysed in the sudy and makes
suggestions'recommendetions to promote the development of a quality and affordable private hedth
care sub- sector.

7.1  OnIncome, Expenditure and Price Competition

Andysshas shown that most of the surveyed private hedth facilitiesredisevery little profit or operate a
aloss Thisfinding, however, should be observed with caution because, asnoted in Chapter Threg, itis
possible that some of the providers under- reported their incomes because of the sengitive nature of this
information. Further, data collected was cross sectiond thus it is difficult to determine whether the
findings represent the general trend or not. There is need, therefore, to undertake another study of
providers willing to give financid information covering severa years that could be analysed so asto
determine financid performance.

On expenditures, wages and pharmaceuticas were found to condtitute the bulk of expendituresin dl
typesof facilities, followed by rent. Private hedth care providersindicated that government measuresto
help them reduce codts, especidly on pharmaceuticas, can help to cut down their expenses and
consequently attract more customers.

Dataonfeesfor various servicesand price of drugsindicated afair degree of competition among priveate
hedlth care providers. However, afew facilitieswere found to charge substantialy higher feesand prices
than others, particularly hospitas. Also, some charges, for example for Chloroguine injection and
antibiotics, while competitive, appeared to be on the high side. Charges for specid services and tedts,
e.g. X-ray and CT Scan that patients are often referred to undergo, were aso rather high. Severd
factors could have contributed to the variation in fees, including the price a which providers procure
drugs, equipment, and other medica supplies, the magnitude of overhead codts, qudity of services
provided ard, of course, profit margins. These factors were however not looked into.

Thelimitations noted above notwithstanding, one may conclude from theindicated featuresin termsof,
for example, shortage of funds for invesment and a relativey high leve of price competition that
athough a service sector, in terms of basic business and economic dynamics the private hedth sector
pardlds, in many ways, what is happening in the productive private enterprises sector. In view of the
above, the following is recommended:
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Cresting a stable and conducive environment for sustainable private hedth care provison. This
could be done, for example, through government granting of tax/duty exemptionsand/or provision of
subsidies on pharmaceuticals and other essentid  medical supplies o as to facilitate them offer
affordable services. Private hedth care providers should a so be assisted to having accessto credit
facilities, which may hdp them not only to develop their facilities but aso to keep them in the market
during financid crises.

Allowing a public/private mix where the government could contract private providers to offer
sarvices that they do not have a compardive advantage in offering;

Even though there is price competition, reaively high prices for some of the servicesimply aneed
for indtituting measuresto ensure that those who cannot afford, have access to such hedlth services.
One such measure is the introduction of health insurance schemes and other funding mechanisms.
This will nat only ensure that the poor have access to needed health care but it will also creaste a
more stable environment for providers,

Dueto unrdiableincome data, there is need to undertake another study of those providerswilling to
give finanda information covering severd years, which could be andysed in order to determine
financid performance.

To enhance understanding of fees/prices and competition in the private hedth sub-sector, analysis
of future studies should include factors that determine fees and prices.

7.2 On Linkages

Both horizontal and vertica linkages among providers, particularly in terms sharing medica personnd

from the government hedlth facilitiesand referrd's, were found to be common. Strong Satutory linkages
were aso found to exist between private hedth care providers and key indtitutions in the hedth care
system such as the Minigtry of Hedth, the City Commission Heglth Department and the government
digtrict hospitals. On the other hand, private providers had very limited linkageswith other stakeholders
suchasNGOsand internationd organisations. Further, Linkageswith financid indtitutionsweredmost
non-existent. Very few of the private hedlth care providers ( 11%) had forma financial arrangements
with finendd inditutions.

Overdl, one can therefore see that linkages between private hedth care providers and other
stakeholders that are stronger are only those which are more or less mandatory, based on set
procedures and regulatory framework, for example links with the MOH and City Commission Hedlth
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Department, and the referrd system . Links for mutua benefit, for example in terms of sharing
equipment and joint meetings to discuss common problems and strategiesfor development, are rather
weak. Even weaker are links with key actors such as financid ingditutions, NGOs and internationa
organisations, which can play a very important role in the development of the private sector. To
srengthen linkages, the following is recommended:

private health care providers should encourage linkages that will enable them avoid unnecessary
cogsto providersand consumers. These should involve formation of associationsto addressissues
of mutual benefit such as strategies to strengthen links with other key indtitutions, and providers
holding regular meetings to discuss issues related to the development of the sector;

linkswith the government should include establishing linksthet facilitate private hedlth care providers
in the development of the sub-sector and in provision of qudity and affordable servicesrather than
regulatory linksonly. There hasto beasirong public - privaiemix in provisonandfinancing of hedth
services

links between government and private hedth care providers could adso be strengthened by
exchanging viewsin joint workshops and seminars. Frequent dialogue between the two parties
through such forais likely to have a positive bearing on the development and delivery of private
health care services,

grengthening linkswith financid inditutions. Thiscould be done by, among other things, creating an
environment inwhich bankswill have better incentivesto lend moreto private hedth care providers.
Particular efforts could be directed towardsintroducing hedth sector trust fundsand credit schemes.
Putting in place financia policies that would bolster efficient mobilisation of domestic savings and
their channdling into the private sector, which includes private hedth care, could dso strengthen
such links.

7.3  On Regulatory Framework and Regulatory Process

Many respondents were aware of the regulations governing private hedth care provison and many felt
the degree of government involvement and effectivenessin the regulation of privete hedth carefacilities
was rather low. A substantia number of respondentsalso felt that not only wasthe capacity to regulate
inadequate, but thelittle that was available was dso not well utilised. Theseviewswere congstent with
theactua stuation observed inthefield. Some of thefacilitieswere sub-standard, some were operated
by nonapproved medica personnel, while others were rarely inspected. In a few cases where
inspection was done at least once, there was no follow- up to ensure compliance where discrepancies
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were found. To strengthen the regulatory process, the following is recommended:

ensuring that dl private hedth care providers have the necessary documents on guidelines and
regulations governing private hedth care provison. For enhanced effectiveness,  the government
should work hand in hand with privete providers associations in emphasising the importance of
adhering to set regulations and guiddines;

government involving professond bodiesin theingpection and regulation of hedth facilities. Forming
an autonomous regulatory body comprised of government and non- government memberswho are
well trained and well motivated islikely to be more effective;

cresting regulatory bodies at the district and regiond level to work together with DMOsand RMOs
in ingpecting and regulating hedlth fadilities; A well facilitated regulatory body with a decentralised
support system is required if effective regulation is to be ensured,

ensuring that strict deterrent measures are put in place and enforced againgt providers who do not
adhere to set regulations end guiddines.

74 On Incentives

The study has dso shown that very little incentives, if any, are in place to promote development of

private hedth care. No facility indicated to have any financid support from the government, athough
some respondents indicated to be aware of such support to facilities owned by religious organisations.
These are usudly DDHs, of which none was in the sample. Data dso indicates theat very few private
hedlth care providers (only those owned by voluntary agencies) received some form of taxduty
exemption. Such provison could go along way in reducing operating cogts of these facilities, which
would result into lower fees on services provided. Such subsidies are not provided, regardless of the
fact that hedth careisabasic socia service Also, apart from afew seminars and workshops, therewas
little evidence of government support in training private sector medica personnel. Overdl, respondents
described the role of the government as mainly supervisory, and thought there was very limited
collaboration, which is necessary for a more effective and efficient hedth care sysem. In terms of

investment and bus ness devel opment, data has shown that thereare very limited prospectsfor securing
credit/loansin the private hedth care market. The following are recommendations that would provide
incentives to private hedth care facilities:

providing subsidies/financial assstanceto private hedth care providersto enable them reduce costs
and offer affordable hedlth services This could be in terms of tax exemption, alowing private
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providersto purchase essential medical suppliesfrom the M SD and/or charging low feesfor use of
medica equipment in public hedlth fadilities eic;

the government should provide training opportunities to medicd personne working in the private
Ub-sector when such opportunities arise. This should be done in collaboration with private hedth
care providers who should aso have their own gaff development programmes and plans to
implement them;

srengthening the dffice of the Regigtrar by providing more staff and funds so asto ensure effective
regulation;

ensuring more participation of private health care providers in seminars'workshops organised by
public ingtitutions such asthe MOH and digtrict hedth offices.

putting in place mechanisms to facilitate private providers to have easy access to credit so asto
encourage and promote private investment in the private hedlth care sub- sector.
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