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Introduction
“To address emerging threats to health, new forms of action are needed. There is a clean need to break through traditional boundaries within government sector, between governmental and non-governmental organisation, and between public and private sectors. Co-operation is essential; this requires the creation of new partnerships for health, on an equal footing, between the different sectors at all levels of governance in society.” (WHO: 1997)

The statement by the World Health Organisation (WHO) in the late 1990’s represents a paradigm shift at the global level regarding the roles of the market and state in health since the Alma Ata declaration on primary health care during the late 1970’s. While the Alma Ata declaration gave centrality to role of the state and highlighted the link between development and health, this discourse became peripheral at the global and national levels. The ideological shifts during the 1980’s and ’90s had its impact on global institutions like the WHO that hitherto had played a normative role in health policy making across countries. Gradually the WHO endorsed the need for partnerships between the state and market for financing, provisioning and research in health services.  Pharmaceutical companies played a significant role in the technical bodies of the disease control programmes of the WHO through their funding of research and supply of drugs at the global level for such programmes in developing countries.

    These partnerships have existed for over four decades but during 1980’s and ‘90’s they gained greater legitimacy and with the number of partners increasing, the designs became more complex. The multiple actors in the global partnerships included multilateral organisations like the World Bank, United Nations Development Programme (UNDP), United Nations Children’s Fund (UNICEF); pharmaceutical companies like Merck, Smith-Kline Beecham; American foundations like the Melinda and Bill Gates, Carter, Clinton etc. and bilaterals like the United States Agency for International Development (USAID), Department for International Development (DFID), European Commission (EC); international NGOs and church based organisations. Some of the major global partnerships are the Global Alliance for Vaccines and Immunisation (GAVI), Global Alliance for the Elimination for Lymphatic Filariasis (GAELF), Global Alliance for Tuberculosis (TB) Drug Development, Stop TB Initiative, Global Alliance to Eliminate Leprosy; Global Elimination of Blinding Trachoma, Global Polio Eradication Initiative, Multilateral Initiative for Malaria, Joint United Nations Programme on HIV/AIDS (UNAIDS) / Industry Drug Access Initiative (Reich: 2002).
The global endorsement by the WHO and other multilateral organisation of public-private partnerships (PPPs) had its influence on the national and local levels of planning and implementation of health policy. It strengthened and supported the free market ideology that advocated a reduced role for governments in the economy and social sectors by breaking down the traditional boundaries between state and market. However with growing evidence of market failures and concerns for equity and universal access, there was a redefinition of the state’s role in order to compensate for the former’s shortcomings. This resulted in newer institutional designs of PPPs.

The proportions, role and mix of public and private health services vary across countries. These variations are related to the socio-political context and the extent of public commitment to welfare services. It is observed that those countries with a strong welfare state have a weakly developed private sector that plays a peripheral role in the financing and provisioning of services.

Public-Private Mix in the Indian Health Services:

While there is considerable amount of description on the evolution of the Indian health services, it is important to characterise the nature of the welfare state in order to analyse the extent and nature of the public-private mix within it. While much of the writing on the state’s role in the social sectors is built on the assumption that India was committed to the idea of a welfare state, a closer scrutiny raises some questions regarding whether it can be characterised as a welfare state or not since it does not fulfil many of the criteria that are applied in Western Europe. Some scholars have argued that the role of the Indian state in the social sectors can be best described as an ‘interventionist or developmentalist state’ with only a limited welfarist orientation (Jayal: 1999). This distinction is important because as Jayal observes: “the paramount project of the post-colonial Indian state was the project of modernisation, variously expressed in different spheres from the impulse to secularise society to the choice of development strategy. The ‘growth with equity’ formula seemed to suggest that growth or development was an essential precondition for social justice, for a state which cannot afford to provide for the basic needs of its citizens, much less to ensure equality between them, can hardly afford to be a welfare state” (ibid:1999;p.40).  
Another important aspect that needs to be highlighted is that all welfare provisions are not based on either the right of citizens nor as an obligation of the state but seems to be based on the ideas of charity and benevolence. It is interesting to note that fundamental rights in the constitution are essentially liberty rights while welfare rights are consigned to non-justiciable Directive Principles of State Policy. Hence there is disjuncture between liberty rights and welfare rights in the constitution that clearly shows the character of the Indian state with respect to the welfare state.

When we analyse the trends in the health sector within this understanding, then one can clearly discern the existing patterns as they emerge since independence. It explains the under funding and incremental nature of health sector planning. In addition the accommodation of private interests both within and outside the public health services can be explained in terms of the nature of the welfare state itself. Clearly if needs or rights were the frames that informed the state’s role in the health sector then we would not have the major structural and functional problems that it faces today. We would argue that the relationship between the state and market in the Indian health sector has been a dialectical one, with each influencing the other’s role over a period of time. Soon after independence the role of the public and private sectors was distinct and separate but over time they became interrelated through complex pathways. As a result the boundaries between the two became blurred and often thrown into competition with one another.  With increasing rent seeking of doctors and paramedical workers within the public sector and user charges, for many the monetarisation of government hospitals was complete.  This led to greater reliance on the private sector across socio-economic groups. 
During the last six decades of Indian independence, the public-private mix has gone through a process of accommodation to realignment and then a redefinition of the role of the market vis-à-vis the state in the planning and delivery of health services. This is evident based on an analysis of the various plan documents since independence to the present. Scholars have argued that market interests were well entrenched in the form of individual practitioners and pharmaceutical industry even prior to independence. In fact soon after independence there was a conscious decision to accommodate the interests of private practitioners while fully recognising that if left unchecked it could lead to a dual system of medical care and the dangers for equity and universality.
 The under funding of the public sector in the subsequent years in fact led to further dependence and accommodation of private practitioners within the public services. In 1961 there was an explicit effort to involve them in meeting shortage of doctors in public hospitals. “Government hospitals and dispensaries should profitably utilise the services of private practitioners on part-time or honorary basis” (GOI: 1961). Following this the trend was moving towards a mixed economy in the various key sub components of the health service system. While there was a great deal of rhetoric for free provisioning, in reality rent seeking within the public system, growing private sector in provisioning and drug production, led to what could be best described as a mixed economy in health services.
  Momentarily the Alma Ata declaration reiterated the need for a strong state in health services delivery and brought back redistributive justice and equity as important values. However, the movement for reversing the growing marketisation of health services was weak and the professionals thwarted any effort to restrict their monopoly and freedom, as a result there were no serious effort to regulate the market. So while there was some euphoria over the Alma Ata document as bringing back the core values and reasserting the normative functions of the state, in substantive terms this did not have a significant impact on health service systems in the non socialist countries.
 The real paradigm shift, globally and nationally, was during the late 1970’s with the world recession and ascendancy of neo-liberal ideology. This had a very significant and lasting impact on restructuring the role of the state from mere accommodation of private interests to realignment in the relationship between the state and market. This was affected through a variety of measures that included the introduction of concepts like efficiency and cost effectiveness into public systems. These ideas gained global currency and were furthered by the role of both multilateral and bilateral agencies through the various health programmes that they supported and funded. In several developing countries, the 1980’s is seen as a watershed with the advent of structural adjustment programmes (SAPs) that had conditionalities built into it and affected directions in national policy, which had consequences for defining and restructuring of institutions. It is during this phase that there was a redefinition of the traditional roles of the state and market through the introduction of a number of reform measures like user fees, improving cost effectiveness and efficiency. This created conditions for open competition between public and private sectors in health services, as a result, the roles became further blurred between the two. New institutional arrangements like the PPPs in fact epitomise this process of blurring the role of the public and private players in health service delivery. During the early phase of SAPs there was an active effort to promote privatisation and a minimalist role was envisaged for the state.
 While markets were seen to be cost efficient and effective, there was considerable evidence regarding the failure of markets in the health sector. Several economists pointed to the special characteristics of health services that did not lend itself to be treated like other commodities. While markets operated in the curative aspect, they did not invest in preventive or promotive services. In order to overcome this inadequacy there was an active effort to promote partnerships between the public and private sectors where the latter was given a more prominent role.

The following section reviews the evolution of the collaborations and partnerships between the state and private sector in India and analyses in some detail the recent partnerships in terms of design, institutional and policy environments in which they are being initiated and implemented.

Evolution of Partnerships between State and Private Sector in India 
An analysis of the collaborations between the state and private sector in health is seen prominently in the National Health Programmes (NHPs). Most of these collaborations were in the nature of a supportive role for community mobilisation and education with limited service provisioning, mostly in the family welfare programme. A distinction needs to be drawn between the PPPs of the 90s and the earlier forms in the NHPs in India when the government had elicited support and cooperation of for-profit and non-profit sectors in the malaria and family planning programmes. The need for the non-governmental sector collaboration with the state in implementing NHPs was articulated from the first five-year plan. Initially it was mostly the programmatic support that government sought from and gave to non-governmental organisations (NGOs) but gradually this collaboration was extended to other primary, secondary and tertiary level of services. Most of these collaborations were encouraged in the NHPs like Malaria, Tuberculosis, Leprosy, Blindness, Family Planning and more recently Reproductive and Child Health (RCH), Revised National Tuberculosis Control Programme (RNTCP) and HIV/AIDS. Table 1 summarises the nature of public-private collaborations in the health sector over the last six decades. It is apparent that majority of collaborations have occurred in the family welfare programme. Private and non-governmental collaborations have largely been for creating awareness and demand for family planning services through community mobilisation. A smaller proportion of private practitioners and clinics were involved in providing family planning and abortion services. The state provided subsidies in the form of devices and monetary incentives to the private and NGOs providing these services.

 It was only during the mid 1980s that the idea of PPPs gets introduced into several disease control and the RCH programmes (Table 1). Here, the influence of external funding, mainly the World Bank, and its attendant conditionalities provided the structure and guidelines for the design. The design of these partnerships was informed by the new public management (NPM) practices and techniques that emphasized a shift from traditional administration to public management informed by notions of economic efficiency of markets (Larbi: 1999). As Larbi argues “A common feature of countries going down the NPM route has been the experience of economic and fiscal crises, which triggered the quest for efficiency and for ways to cut the cost of delivering public services. The crisis of the welfare state led to questions about the role and institutional character of the state. In the case of most developing countries, reforms in public administration and management have been driven more by external pressures and have taken place in the context of structural adjustment programmes”(ibid: 1999).

Table 1- Summary of public private collaborations across plans in India (1951-2007)
	Five – year plans
	Components and levels of services rendered

	First Plan (1951-56)
	· Setting up of ante-natal and post natal clinics by NGOs

· Licensing of private nursing homes for Maternal and Child Health Services

· The Government of India enter into an agreement with the U.N.I.C.E.F. and the W.H.O. to carry out a countrywide B.C.G. programme.

· Non-official organisations encouraged to establish and run tuberculosis institutions and Governments to give them building and maintenance grants provided these institutions are run on non-profit basis.

· Voluntary organisations to be stimulated to set up, with State aid, after-care colonies at suitable places in association with tuberculosis institutions.

· It should be possible adequately to provide drugs through a combination of private enterprise

	2nd and 3rd Plan (1956-61 and 1961-66)
	· Government subsidies and grants were given to states, local authorities, NGOs and scientific institutions for  family planning clinics and  research relating to demographic issues

· Maternity and child welfare services provided by the primary health centres are supplemented by services provided by welfare extension projects and by voluntary organisations

· A large number of voluntary organisations and social workers in anti-leprosy work to be associated in the leprosy programme.

	4th   and 5th  Plan (1969-74 and 1974-79)
	· NGOs to integrate family planning as part of their other health services that they extended to the community, distribution of contraceptives and education. 

· In urban areas it was proposed that private practitioners provide advice, distribute supplies and undertake sterilisations. 

· financial support from government  to private practitioners and NGOs

· In order to create a sense of partnership with government efforts voluntary contributions to be encouraged in the malaria programme

	6th Plan (1980-84)
	· Encourage private medical professional and non-governmental agencies for increased investment 

·  Government offers organised, logistical, financial and technical support to voluntary agencies active in the health field.

· Encourage the participation of voluntary agencies through financial support in leprosy

· Financial assistance to be provided to voluntary organisations which provide medical care facilities at the village level through doctors employed on part-time basis.

	7th Plan (1985-90)
	· Voluntary organisations and local bodies encouraged to undertake responsibility for family welfare and primary health care services

· NGOs involved in the extension education and motivation in FPP. 

· Scheme for assisting private nursing homes for family planning work continued.

·  Increased emphasis laid on MCH activities by supporting NGOs, village health committees, and women’s organisations.

· Priority would also be assigned to enlist community participation and the aid of voluntary organisations in the leprosy programme.

· Organised blood-bank and blood transfusion services will be further developed with the active participation of the Centre, the States and voluntary organisations.

	8th  (1992-97)  and 9th Plan (1997-2002)
	· Encourage private initiatives, private hospitals at secondary and tertiary level
· Role of NGOs in RCH programmes 

	10th Plan  (2002 – 07)
	· Increased involvement of voluntary and private organisations, self-help groups and social marketing organisation in improving access to health care.

· NGO sector to support the government in handling RCH services like providing transport for emergency obstetric care for which funds would be devolved at the village level and PPPs introduced in several states.
· Preparation of IEC material and Social marketing of contraceptives has been handed over to the NGO sector.


Source: GOI (various years), Five Year Plans, Planning Commission
Design of Public-Private Partnerships

Majority of PPPs have followed the contracting-in and contracting-out designs and have been on specific inputs like services, health education and demand generation through social marketing. Other forms of PPPs like social franchising and joint ventures involve much more complex designs and are fewer as compared to contracting models. Collaboration of the private sector with government programmes maintained a distinct role between the two sectors and was often initiated by the government. However PPPs has redefined the role of both public and private providers in terms of their roles as providers and regulators. There is also a Memorandum of Understanding (MOU) that guides these partnerships which includes the period, outcomes and accountability of the partners. A closer look at the existing partnerships suggests that they are quite complex involving multiple actors with multiple and overlapping roles thus blurring the traditional boundaries of the state and market.  
The real challenge in terms of institutional design has been to delineate roles, authority and power between these two sectors. At the global level there were efforts to promote PPPs as a possible institutional design to “marry the best of both sectors” in order to overcome the weaknesses of both. However, the complexity of reconciling the opposing values ascribed to these sectors is being actively investigated and debated (Reich: 2002). In fact the simplistic manner in which PPPs were promoted are now being scrutinised and the lessons are being learnt much more from the failures rather than the so called successes. Many multilateral and bilateral agencies in their bid to promote PPPs have showcased ‘best practices’ in order to inspire its acceptance. However a more detailed analysis shows that the ‘success’ of partnerships are not based on the ‘technical design’ as much as on the institutional and socio-political contexts in which they are operationalised. Therefore one probably needs to examine the necessary and sufficient conditions in which the technical design is operationalised in order to predict the success or failure of partnerships.
While there is some descriptive studies of PPPs in terms of types and process of formation, they do not analyse the design aspects. This paper addresses the evolution and types of partnerships through an analysis of how traditional boundaries have been broken and the emergence of multiple actors, their new roles and institutional arrangements. It further argues that this has resulted in the redefinition of the roles, power and authority of the respective partners that have consequences for governance, responsibility and accountability. When traditional boundaries of power and authority breakdown then what are the alternate structures and mechanisms that needs to be created in order to ensure accountability? If indeed partnerships are built around the notions of equality among all partners then what are the mechanisms to check deviation from stated goals and other forms of gross violations that may occur in such partnerships?
In the following section of this paper we examine the prevalence and plurality in design of some major PPPs that have evolved in the Indian health services over the last decade. We base our analysis on descriptive studies, evaluation reports and primary interviews to study the architecture of these PPPs and examine the role of the actors involved; the status that they have within these partnerships; the distribution of power and authority in order to demonstrate the blurring of boundaries between the market and state.

Plurality and Architecture of PPPs in India

There is plurality in the form and architecture of PPPs across regions in India.  Table 2 presents the variety in forms and also provides details of the nature and levels of complexity in terms of design. Most of these PPPs have been initiated in the NHPs and an analysis of the working of these shows a varied experience in terms of design and outcomes. Most of these partnerships can be described as contracting-in and contracting out of services. More complex forms of partnerships like social franchising are fewer in number but are gradually becoming an important part of designs in the future.
Table 2 and Figures 1-11 (Annexure 1) represent the different types of partnerships and the levels of services (viz. primary, secondary and tertiary) that they occur across different states in India. It is seen that many of the partnerships that are either contracting in or out occur mostly at the primary level of services however not necessarily restricted to it. Examples of contracting out at the primary level are the partnerships between government health centres being managed by NGOs. In the case of NHPs simple PPPs are restricted to the contracting out of specific interventions like health education to NGOs and private practitioners and are seen mostly in the case of RCH and HIV/AIDS. 
Examples of contracting out at secondary levels of care include mostly non-clinical services like laundry, diet, drug stores and diagnostic services in hospitals. These partnerships are sometimes just simple linear structures as in the case of primary services and to more complex models with the involvement of numerous actors at both the primary and secondary levels.

Table 2: Forms and design of PPPs in Health in India

	
	Type
	States
	Actors in PPPs
	Services included under PPP
	Design of PPP

	I.
	Contracting In and Out
	Rajasthan, Jaipur
	Tertiary teaching hospital, private contractors
	Drug store, 
	Hospital provides physical space, electricity, water and computers for the drug store to the private operator

	
	
	
	
	CT Scan/MRI services
	Services given to a private agency. Agency is given a monthly rent and they have to provide 20 percent free services 

	
	
	Himachal Pradesh, Karnataka, Orissa, Punjab, Uttaranchal and Tripura, Maharashtra, West Bengal
	Public hospitals at secondary and tertiary level, private agencies
	Cleaning and maintenance of building, security, waste management, scavenging, laundry, dietary services etc.
	Cleaning and maintenance of hospitals contracted to Sulabh International in some states, dietary services in Bombay Municipal hospitals and some government hospitals either contracted in or out of the hospital

	
	
	Gujarat
	National Disease Control Programme (State Malaria Control Society), private agencies
	IEC services for Malaria Control
	Information Education and Communication (IEC) budget from various pharmaceutical companies is pooled together on a common basis and the agencies hired by the private sector are allocated the money for development of IEC material through a special

sanction.

	
	
	Tamil Nadu, Theni District
	Non- governmental Organisation
	Emergency Ambulance Services
	This scheme is self-supporting through the collection of user charges. The Government supports the scheme only by supplying the vehicles. The NGO recruits the drivers, trains the staff, maintains the vehicles, operates the program and reports to the government. It bears the entire operating cost of the project including communications, equipment and medicine, and publicizing the service in the villages, particularly the telephone number of the ambulance service. However, the project is not self-sustaining as the revenue collection is lesser than anticipated.

	
	Contracting In and Out (continued)
	Widespread in 439 districts


	NGOs, Government RCH programme
	Basket of RCH services, capacity building of Field NGOs (FNGOs), conducting Community Needs Assessment (CNA), liaison, networking and coordination with State and District health services, PRIs and other NGOs; monitoring the performance and progress of FNGOs and documentation of best practices, advocacy and awareness generation. The SNGOs provide an integrated package of clinical and non-clinical services directly to the community.
	The MNGO (Mother NGO) and SNGO (Service NGO) Schemes are being implemented by NGOs for population stabilization and RCH. The MNGOs involve smaller NGOs called FNGOs (Field NGOs) in the allocated

districts. 



	
	
	Andhra Pradesh, Delhi
	Charitable Trust, Private practitioners, government RNTCP programme
	Tuberculosis
	i) In Andhra, the Trust Hospital acts as a coordinator, intermediary and supervisor between the government and private medical practitioners (PMPs). The PMPs refer patients suspected of having TB to the hospital or to any of the 30 specified neighborhood DOTS centres operated by PMPs. The patients pay the fees to the PMPs.

ii) In Delhi, the Delhi Medical Association acts as the intermediary between the government and private practitioners (PPs) and provides training to the PPs to improve rates of case detection.

	
	
	Assam
	Government RCH programme, Trust hospital
	General services, RCH services
	Involves contracting a trust hospital - Marwari Maternity Hospital (MMH) to provide services in eight low-income municipal wards of the city, having a total population of 2 – 2.5 lakh. The state government pays the MMH for providing outreach and referral services, in the identified areas. In addition, vaccines and contraceptives are provided free to MMH. MMH is covering 14 outreach sites in these areas. It is mainly providing RCH services but the outreach team includes a doctor and they can also treat simple ailments or refer patients to the hospital. 

	
	
	Gujarat, Karnataka,  
	NGOs
	Management of PHCs in rural areas/ urban health services 
	i) Govt. of Gujarat has provided grants to an NGO in Gujarat for managing one PHC and three CHCs. The NGO provides rural health, medical services and manages the public health institutions. The NGO can accept employees from the District Panchayat on deputation. It can also employ its own personnel by following the recruitment resolution of either the Government or the District Panchayat.

	
	
	
	
	
	ii) Management of Primary Health Centres in 2 districts was contracted out by the Government of Karnataka to an NGO in 1996 to serve the tribal community in the hilly areas. 90% of the cost is borne by the Govt. and 10% by the trust. It has full responsibility for providing all personnel at the PHC and the Health Sub-centres within its

jurisdiction; maintenance of all the assets at the PHC. The agency ensures adequate stocks of essential drugs at all times and supplies them free of cost to the patients.

	
	
	Uttaranchal, West Bengal
	NGOs
	Mobile health services in villages
	i) In Uttaranchal, government partners with an autonomous public agency and shares the funding with it. An NGO is provided with the funds, supplies and they have to implement the programme of providing primary level services and diagnostics ion rural hilly areas

ii) An NGO in West Bengal is funded by Government of West Bengal and three other international funders to provide outreach primary level health services to 81 villages.

	
	
	Delhi
	NGO
	Management of urban health services
	i) In Delhi as contractual partners, an NGO and MCD each has fixed

responsibilities and provides a share of resources as agreed in the partnership contract. The NGO is responsible for organizing and implementing services in the project area, while the MCD is responsible for monitoring the project. The MCD provides building, furniture,

medicines and equipment, while the NGO provides maintenance of the building, water and electricity charges, management of staff and medicine.

	
	
	Andhra Pradesh
	NGO
	Urban Slum Health Project
	ii) The Urban Slum Health Care Project the Andhra Pradesh Ministry of Health and Family Welfare contracts NGOs to manage health centres in the slums of Adilabad. The basic objectives of the project are to increase the availability and utilization of health and family welfare services, to build an effective referral system, to implement national health programs, and to increase health awareness and better health-seeking behaviour among slum dwellers, thus reducing morbidity and mortality among women and children.

	
	
	Gujarat (Chiranjivi experiment in 5 selected districts)
	Private gynaecologists in nursing homes at secondary level
	Emergency Obstetric Care, transport, Caesarean section, Forceps delivery, ultra sonography, anaesthesia, blood, IEC to popularise the scheme 
	Federation of Gynaecologists and obstetricians, empanelled private providers

	
	
	Rural Uttar Pradesh
	Private sector at secondary level
	Sterilisation and IUD services, pre and post operative medicines, follow up, transportation and reporting to District Society
	Government reimburses and district societies implement the programme through the private institutions

	
	
	Madhya Pradesh, Bhopal
	Rogi Kalyan Samiti (RKS) or patient welfare committee formed as a society. Its members are from local PRIs, NGOs, local elected representatives and government officials.
	RKS to manage a secondary level government hospital
	RKS functions as an NGO and not a government agency. It may impose user charges. It may also raise funds additionally through donations, loans from financial institutions, grants from government as well as other donor

agencies. The funds received are available to be spent by the Executive Committee constituted by the RKS/HMS. Private organizations could be contracted out for provision of the super specialty care at a rate fixed by the RKS. Through RKS, the hospital has also been able to provide free services to patients below the poverty line.

	
	
	Bihar
	Secondary level hospitals
	Immunisation, manage HIV/AIDS, voluntary counselling, testing, DOTS, leprosy, RCH services
	State, district hospital and charitable trust (part of London based organization)

	
	
	Andhra Pradesh, Karnataka
	Secondary and tertiary level private hospitals
	Hospitalisation coverage 
	i)   Government premiums for initial years, in the case of Yeshasvini scheme, network of hospitals provides free surgeries to insured farmers of co-operative societies that is administered through a TPA

ii) Hospitalisation and accident benefit by the Department of health and family welfare for rural poor by locating a network of nursing homes in each area

	
	
	Karnataka, Chamarajinagar district Hospital
	Tertiary level district hospital
	Telemedicine and tele-health project
	State Government provides space, equipment, staff and VSAT connectivity, cost of free care to BPL patients; ISRO provides tele-link and satellite connectivity; trust hospital trains staff and manages the unit and gives free tele-consultation to patients BPL, nominal charges from other patients

	
	
	Karnataka, Raichur district
	Tertiary level public hospital
	Provide all services and some percentage to BPL
	Management contract to a corporate entity to operate and maintain the hospital

	II
	Social Franchising
	Bihar
	Primary level (preventive and curative)
	Janani scheme (mostly contraceptives and basic health services)
	Mix of social franchising, marketing, outsourcing and external funding

	III
	Social Marketing
	Several States
	NGOs 
	Promotion and sale of contraceptives with subsidies from for the products
	SIFPSA, HLL, PSI, Hindustan Latex and Family Planning Promotion Trust


Sources:

1. Annigeri et al, 2004;
2.  Futures Group, 2005; 
3. GOI (2006);.
4. Policy Reform Options Database (PROD) website: http://www.hsprodindia.nic.in/
This table is an adaptation from Baru & Nundy (2006), “Health PPPs in India: Stepping Stones for Improving Women’s Reproductive Health Care?” paper presented at UNU Conference on Improving Women’s Health in India, 3-5 December, 2006, Bonn, Germany
Figures 3,4,5 & 6  (Annexure 1) represent the complex PPPs at the primary level that are mostly offshoots of NHPs and prevalent mostly in the RNTCP and RCH programmes with multiple actors as well as intermediaries that are, in some contexts, initiated by the government but have an autonomous status. In the case of RNTCP one observes that there is a vertical integration between the global, national and local levels since the programme design is influenced by the funding from multilaterals through the conditionalities specified for treatment protocols and modes of delivery. These conditionalities were accepted and incorporated into the national strategy for the Indian tuberculosis programme.
 As Dewan et al observe, “The Indian Revised National Tuberculosis Control programme developed formal guidelines to help local programmes structure collaborations with private health care providers and non-governmental organisations these guidelines offered a diverse group of plans for the community of community providers with option to participate in referral, diagnosis or treatment of patients with tuberculosis. The Indian tuberculosis programme also made financial incentives available for local programmes to distribute to cooperating providers, although these incentives were not always used” (Dewan et al.: 2006; p.1). The partnerships in the case of TB emphasised on case detection and hence partnered with private practitioners at the primary level of care, which is the first contact for those suffering from the disease. One observes that there is a plurality of designs across states and rural/urban areas in this regard.  Studies of the design and working of these partnerships show that majority of the collaborations are with private practitioners and NGOs while only a small proportion are with secondary and tertiary hospitals 
 (ibid.: 2006; p.2). The studies also show that there is much variation in the process building of these partnerships and the nature of services for which partnerships were built (Uplekar et al.: 2001; Kumar et al.: 2005; Dewan et al.: 2006). In some cases intermediaries like the local medical associations have brought together the public and private providers to initiate and sustain the partnership. Thus these intermediaries are key players in the building and sustaining of these partnerships.
While most of these partnerships were successful in increasing demand by active detection of TB cases, the constraint was related to the notification and referral of patients detected with tuberculosis to the national programme. The referral mechanism tended to be a little weak since there was greater emphasis in these partnerships on case detection rather than referrals and follow-up, that was more a responsibility of the programme. All these studies reiterate the importance of a strong national control programme as a necessary condition for ensuring success of the PPP. As Dewan et al observe, “A strong public sector tuberculosis control programme proved critical for provision of necessary advocacy, training, and supervision” in relation to building and sustaining partnerships with the private sector (Dewan et al.: 2006, p.4). There needs to be much more focus on the role and behaviour of private practitioners in engaging with these partnerships since mere detection of cases will not result in treatment and follow up which is a critical input for ensuring complete treatment.

Social franchising is seen as an extremely attractive policy option by the government for states that do not have a very extensive network of public services (Figure 6 – Annexure 1). This form of partnership combines contracting out and extensive system of public subsidies.
 
Analysis of PPPs in the Indian Health Sector
An analysis of the public-private mix in Indian health services clearly follows a shift from accommodation to realignment to redefinition. As discussed in the earlier sections, historically there was an accommodation of private interest both within and outside the public health services. However, due to the inherent weaknesses of an interventionist approach to building welfarism, there was an effort to draw upon the existing and available resources of the private sector. This presented itself in a plurality of associations and collaborations with government programmes and policies. For example, the Mudaliar Committee’s suggestion in 1961 to involve independent private practitioners in government hospitals on a part time basis in order to overcome shortages of medical manpower; the involvement of private practitioners and NGOs in the family planning programme for motivation and acceptance of small family norm in communities; and later the involvement of private practitioners in providing family planning services like spacing methods and abortions are examples of the growing relationship between the two sectors. Up to the early 1980s it is very clear that a combination of contracting in and out were the major forms of interaction between the public and private sectors. It was most prevalent in the family planning programme followed by disease control programmes like TB, leprosy and malaria. Here, the state played the dominant role of setting the terms of these collaborations and the private/NGO sector performed a role of creating demand of services and a small proportion actually provided services directly to the population or communities in which they worked. Clearly, these forms of collaborations cannot be deemed as partnerships in its true sense and the design of these collaborations were rather simple and did not require elaborate rules or any form of legal contract.

There was a paradigm shift during the 1980s with the growing fiscal crisis and a weakening of the state’s commitment to the core values of universality and equity which was a result of increasing privatisation of health services and an ‘exit’ of large sections of the upper middle classes from public provisioning.
 In a sense the weak voice for public provisioning had undergone further erosion during the 70s and 80s in the Indian polity. This provided the socio-political context in which there was recognition of the inherent weakness of state provisioning and an increasing reliance on market directed solutions to the problems faced by the state health services. The 90s was marked by the advent of the SAP within which the health sector was a recipient of soft loans. Along with these loans came a variety of conditionalities that brought in new policy directions and a redesigning of approaches to the role of state and market in health services. Many of the early PPPs came through the NHPs that directly received funding from multi-lateral and bi-lateral agencies and presented different levels of plurality and complexities. The early PPPs show that the number of actors was limited and their roles clearly targeted and defined, as was the case during the 50s and 60s. However, more recent partnerships clearly reveal the role of multiple actors with multiple roles and in many instances a diffusion of authority and power across the various actors. This is vividly demonstrated in the case of recent partnerships in the tuberculosis programme (see Figure 3 and 4). These partnerships have been initiated at the primary as well as the secondary levels of care and demonstrate a vertical linkage from the global, national, state to local levels. At the primary level the actual partnership occurs between the programme and private providers. There are a number of intermediaries in this partnership consisting of the medical associations, the district TB societies that are autonomous bodies and the diagnostic centres. 
The process of the growth of intermediaries in such partnerships is referred to as agencification and as Prakash and Singh observe, “Agencification refers to the carving out of independent agencies from the state, either through corporatisation or the formation of societies at state and district levels. The rationale for agencification of the state is to divorce policy formation from policy implementation. Each agency is separately registered as a society, making it legally and financially independent from the parent body. Officials are deputed from government departments to these agencies. These societies have greater operational flexibility in terms of recruitment of employees, outsourcing of clinical as well as non-clinical services, and payment systems” (Prakash and Singh: 2006, p.4). In our view agencification results in the diffusion of power and authority thereby creating challenges for governance and accountability.
 An important element for ensuring accountability is the perceptions and experiences of service recipients that need to be built in to the structures for accountabilities in PPPs. The analysis of MOUs clearly points to a lacuna in this regard and one would agree with Reddy who states that, “Institutional designs for enhancing the quality and cost effectiveness of social service delivery must guarantee some measure of exit or voice if they are to institutionalise any degree of accountability to service recipients” (Reddy, S.: 2001, p.107).
The private providers’ role is relegated to detection, treatment and referral of patients to the programme. As per the terms and conditions of this partnership the private providers have a very limited role in the overall programme. This we would deem as a simple partnership as compared to one that has a non-profit hospital as an intermediary between private practitioners on the one hand and the programme as the other (see Figure 4). Here, the organisational forms vary and enter in to complex interrelationships with one another and once again the authority and power is skewed towards the state and the intermediary rather than the private providers at the primary level. The success of these arrangements is clearly related to the persons in the programme and other institutions and therefore tends to be actor and institution dependent. Thus, the replication of the design is no longer a technical issue but dependent on the institutional and the social context in which these partnerships were initiated. A study on public-private partnership that was initiated in a district in Kerala to improve case detection of tuberculosis patients shows that there was a significant improvement in case detection but it says, “This was only possible because of the existence of a strong local government TB programme with adequate staffing, medication and capacity to monitor the partnership while continuing routine diagnostic and treatment services for most TB patients” (Kumar et al.: 2005, p.873). In fact what is important to recognise is that there is no one prototype of PPPs since different context seem to evolve different types or modifications of existing designs. This in our view underlines the importance of the institutional and social context in defining the structure and outcome of partnerships. The process building and the value orientation of the organisation, its commitment and trust with the community are all the necessary and sufficient conditions for the success of the partnership. 

Apart from NHPs there have been instances of contracting out of selective facilities in secondary and tertiary public hospitals across the country (Figure 7-Annexure 1). These include non-clinical services like laundry, diet, cleaning and maintenance. These have been primarily given to private agencies who provide the required services. However, in recent times more complex forms of arrangements with private providers have been tried in public hospitals. Here several actors are involved and services are now covering some aspects of clinical, mainly diagnostics, drug supply and non-clinical services. Interestingly, there is an attempt for the state to create autonomous structures that then directly interact with private agencies for the provisioning services further leading to fragmentation of authority and power (Figure10 - Annexure 1).

 
There have been efforts to document best practices of PPPs and the focus is on describing the process and design of these. However, what it lacks is a description of the constraints to the working of PPPs from both the public and the private sectors engaged in such partnerships. A few studies of partnerships in the tuberculosis programme provide some valuable insight in to the constraints of building partnerships in health. Often the nature of investments in terms of training, supply, supervision, monitoring that the public sector invests in the capacity building of the private sector is not adequately accounted for which we feel is important to factor in the costing of PPPs and would influence how effectiveness and efficiency are then evaluated. This would then determine whether the investments made justify the outputs gained from such a partnership. 


From the above analysis a number of important questions arise about PPPs in health. Firstly it is quite apparent that health PPPs cannot be evaluated like PPPs in other sectors because there are technical issues in health. Therefore, there is an asymmetry in many of these partnerships between who initiates these partnerships (it is often the government or the programme). The role of the public health programmers in possessing the necessary expertise and technical knowledge for guiding these partners and as a result they also play the dominant role in the monitoring and supervision of the outputs. It is interesting to note that in partnerships with programmes the private sector actually has a subservient role as compared to partnerships that involve a corporate tertiary hospital with the state. In the latter the corporate hospital defines the nature and extent of subsidies from the state and also the outputs to be delivered. This we believe has led to a situation where the context for entering in to partnerships is mired by ambiguities, lack of equality in partnerships, lack of clearly stated norms and rules, all of which have serious consequences for governance and accountability. 

Given the different value orientations of the state and the private sector there is bound to be difficulty in reconciling the two in terms of values and norms. In countries where historically the welfare state has been weak as in the case of India, there has been an implicit acceptance of the ideology that public systems are somehow inferior to the private. This kind of view is seen in the attitudes within large sections of the bureaucracy and the medical profession engaged in the public sector. In fact this has gained considerable strength during the last three decades thereby having serious negative consequences for the values, norms and commitment of public sector workers in the health sector. There is increasingly a trend for disgruntlement of public sector doctors as they often compare their working condition and salary structure with their peer group in the private sector.
 Hence, the quality of care in public sector is seriously wanting on many counts that include lack of adequate supplies, human resources and the attitude of health workers.

Constraints to Building Partnerships in Health
Constraint to building partnerships in health are many and these include the availability of adequate number of players in the market. A pre requisite for building partnerships is that there should be free and fair competition in the selection of partners. In several instances there are so few players that there isn’t a large enough pool to choose potential partners. This has been well documented in the case of non-clinical and clinical services from both developed and developing countries (Bennett and Mills: 1998). Given the small pool of potential partners, the process of partner selection is often mediated through money and political patronage in the award of contracts. This is a major constraint in building effective partnerships as well as for ensuring that the rules framed are adhered to and if there is a breach of agreed rules the process of redressal and penalisation. Bennett and Mills (1998) offer a framework for analysing contractual relationships and include components like contract design, implementing and monitoring the contract and framework of rules and regulations that governs the contracting process. If one studies the available MOUs then one observes certain inadequacies especially with regard to the process of selection of the partners by the state, the clear demarcation of functions, and the rules that governs these partnerships. It is significant to note that none of the MOUs have seriously worked out the rules for not complying with the agreed outputs except for the terminating of the contract by the government. A closer reading of the MOUs shows a considerable presence of the government in initiating, defining and monitoring these partnerships.
 Apart from stating the deliverables that are expected from the private party, the MOUs themselves do not offer the possibilities of negotiation between the public and private sectors.
Bennett and Mills (1998) raise the important issue of whether governments have the capacity to contract in health services. In building any partnership there is clearly a redefinition of the roles of both the public and the private sector. The public sector has to adhere to rules and regulations as an equal partner with the private sector. Often the bureaucracy and professionals within the public sector are not ready or equipped to deal with the changed role nor do they acknowledge the effort and long process building that the NGOs invest for working with communities.
The second aspect is more technical in nature and involves administrative and governance issues. How are MOUs drawn up? Who initiates the formulation of MOUs and who will arbitrate the implementation of MOUs? Case studies from both India and abroad suggests that this area is fraught with weaknesses since the partnership arrangements do not clearly spell out the breach of contract by either party. In addition there is no third party institutional mechanism that can play the role of an independent arbitrator and as a result the only recourse is the court of law. The experience of most developing countries demonstrates the cumbersome and prolonged nature of settlement through the judiciary and hence is not a viable alternative for arbitration in PPPs. 
An indepth interview with an NGO-government partnership highlights some of these constraints and demonstrates the blurring of roles between the two. In this partnership the government provides the ‘tangibles’ while the NGO provides a mix of both ‘tangibles’ and ‘intangibles’.
 The government leases out the building but equipment and personnel are supplied by the NGO. The government does not contribute to the intangible component which is entirely the resource that the NGO brings to the partnership. The recurring expenditure in terms of human resources deployment, maintenance of the institution and its upkeep are all seen as responsibilities of the NGO over a specified period of time.

In this particular partnership the need for a partnership arose out of delivering health services within a poor community. The NGO did not have the capital to create the required infrastructure for delivery of health services and hence approached the local government for such a facility. If one has to analyse the extent of equality and reciprocity in this partnership the MOU is the key. It is significant that the MOU is weighted, in terms of authority and power, towards the government. As a result one could question the extent of equality between the two partners which is the defining parameter for PPPs. Based on the indepth interview one can classify the partners as ‘major’ and ‘minor’ on the basis of the devolution of power and authority between the two. Here the government becomes the major partner since it defines the terms and conditions while the NGO becomes the minor partner owing to the fact that it has very little power to contest or negotiate the terms and conditions in the MOU. One could even go to an extent of calling it a government directed partnership in the context where there is a move to withdraw from direct provisioning. In this situation the provider-supplier split is not very clearly demarcated since the supplier (NGO) does not have the full authority to question the government since it is dependent for the infrastructure. As far as the government is concerned this partnership is convenient because the day to day running of their institutions is handled by the NGO. 

In fact it is significant that when the concerned NGO had drafted an agreement and presented to the government, it was not accepted and instead the MOU drafted by the government did not take into account the concerns raised by the NGO for accountability, governance and sustainability. Firstly, concerns about accountability are all skewed towards the outputs of the NGO and the role of the government is silent. Secondly, the duration of the MOU is for a short period of time and the power to extend or terminate the MOU lies solely with the government. This clearly shows with whom the power rests and also creates a sense of insecurity in the ‘minor partner’ and does not account for the years of process building, in terms  of human resources and community trust, that is required to show positive outcomes in the health sector. As one member of the NGO says, “If we want to take cudgels with the government, we can go to the court…but that is a cumbersome process and we are sure we are losers….and they have said it clearly, if we don’t do what they have told us to they can just give us a one month’s notice. This is a very insecure partnership” (Interview with an NGO member). This clearly demonstrates the lack of an objective third party arbitrator and hence it is extremely difficult for the minor partner to seek redressal. 


There is also concern about the extent of corruption that seeps in to the process of partner selection and then the renewal of these partnerships by the major partner. In fact there needs to be a much more systematic study to assess the effectiveness of partnerships not only in monetary terms but the other inputs that are not amenable to direct measurement like responsiveness, interactive quality, trust and accountability that is essential for good quality care.

In light of the above analysis, one would agree with Buse and Walt’s observation that, “today a profusion of interpretations surround the term (public-private partnerships). We submit that the notion of partnership has become a cognitive device that groups similar things and thereby permits recognition and communication. However, when subjected to scrutiny, it becomes apparent that the notion of partnership is imbued with very different characteristics in different contexts.” (Buse and Walt: 2002, p.171) 
Blurring of boundaries and its impact on utilisation of services


An analysis of utilisation patterns reflects the structures of provisioning and this is borne by both macro and micro level studies. The macro data sets reveal an increase in the utilisation levels in the private sector for outpatient and in patient services over the last two decades. In addition it also points to the high cost of medical care in both the public and private sectors. Outpatient services consist of mainly the first level contact for the treatment of minor illnesses and this is predominantly being provided by the private providers, majority of whom do not have formal training. This kind of a trend has been observed in rural and urban areas and across states (Sen et al: 2002; Baru: 2004). For in-patient services the picture is slightly more complex and presents variations across states and rural/urban areas. Inpatient services consist of treatment of major illnesses requiring either temporary or prolonged hospitalisation. In those states where there is a significant presence of private services at the secondary and tertiary levels of care, there is a greater utilisation of these services as compared to public services. There is also variation across socio-economic groups with respect to utilisation of services with the upper and middle classes depending much more on private services. However one cannot interpret these trends as a rich-poor divide in the utilisation of services because micro studies show how people across classes are ‘shopping for services’ in both the public and private sectors.  
A study in a district of Tamil Nadu, India highlights how utilisation of health service is blurred as the choice of seeking care is not just restricted to public or the private. It shows that there are no clear demarcations of the two sectors and the public and the private sector provisioning are ‘well entangled’
. Across classes the experience of utilising the public sector consists of long waiting queues, poor infrastructure, overcrowded out patient and inpatient services, indifferent attitude of staff and also paying bribes for services rendered  and consulting public doctors privately in order to get preferential and ‘better quality’ of attention and care. There is similarity as well as variations across social groups in the utilisation of services. The upper class mostly seeks care from private sector but at times utilise government hospitals to get expensive diagnostic tests done. They approach government doctors in private practice and therefore can hope for receiving preferential treatment in the public hospital. The lower middle approaches government hospitals for hospitalisation but for acute illnesses they resort to private practitioners or rely on over the counter medicines. The middle class access mostly the ‘non-profit’ hospitals and selectively use the public sector for hospitalisation and diagnostic services (Ganapathy, M.: 2006). 

Clearly the cost factor and severity of illness determines the choice of facility and across classes there is expenditure incurred in both the sectors. In the public sector there are both direct and indirect costs while in the private sector the direct costs are much greater than the indirect costs. This would explain why people ‘shop’ across sectors and also demonstrates the extent of blurring of boundaries that has occurred between these sectors. The monetarisation of the public sector has only strengthened the perception that good quality health services comes at a high cost. Therefore for many, high cost of care is equated to good quality and hence the reliance on the private sector. (ibid: 2006)
There appears to be a complex movement between the two sectors for treatment seeking which is influenced by availability, accessibility, responsiveness and cost of services mediated by the severity and persistence of the illness. The perception of effectiveness of health services is shaped by the experience that people have with the two sectors in terms of effectiveness and responsiveness. Narratives of persons suffering from tuberculosis clearly bring out the mixed resort pattern and the constant moving in and out of public. A study on the responsiveness of the providers towards those suffering from tuberculosis observes that the first contact is mostly a private practitioner. Most of the time people seeking ‘free’ treatment at government institutions spend money on drugs and diagnostics. The experiences of these individuals with the government institutions reflect the lack of information about the programme and a certain level of indifference on the part of the service providers in giving full information. This could probably stem from the internalisation of paternalistic values regarding their role as public providers and hence view themselves more as benefactors. In spite of accessible services, poor infrastructure and interaction by the government providers drives the patients to the private sector. Therefore, one observes through these narratives the constant movement between the two sectors of those seeking care (Singh, S.: 2005). 
CONCLUSION
This paper was premised on the understanding that welfare state in India has been weak and the welfarist functions have been subsumed within a developmentalist or interventionist state. Neither a rights nor an entitlement framework has informed the welfarist agenda. Hence the patterns of investment and infrastructural development have not been commensurate with the needs of the population. In fact even the personnel have internalised the values of a benefactor state and therefore do not perceive the provision of health services within the framework of rights but as an obligation that the state is performing for their welfare. Given this understanding the private interests were never abolished but were in fact accommodated. These interests expanded over time and gradually became more assertive in defining their role and also influencing health policy.  The complex pathways of interaction between the two sectors paved the way for a redefinition of their roles and the boundaries had begun to blur even further. As a committee report in the early 1980’s observed: “like our mixed economy, the health care services also are based on the principle of a simultaneous operation of private and public sectors. But it has not yet been possible to demarcate the roles of the private and public sectors and the system suffers from several evils that arise from overwhelming profit motive of the private sector, both medical and pharmaceutical” (ICSSR/ ICMR:1980; p.83).
With the growing influence of neo-liberal ideology there was little space to reverse or even check the process of privatisation. If anything privatisation gained currency and there was a systematic effort to introduce market principles within public institutions and governments provided subsidies for enlarging markets in health. This was strongly supported by multilateral institutions in co-operation with national governments who broadly subscribed to the neo-liberal ideology. The euphoria over markets in health services was short-lived due to their failures and once again there was a redefinition of the importance of the state. This led to the redefinition in the roles of both the sectors leading further to the blurring of boundaries. Many of these changes have restructured the institutions and their roles in health service delivery. Public-private partnerships are an illustration of newer institutional arrangements in an era of the redefined role of the market and the state. In this redefinition, there is a fundamental shift in the perceptions of the policy makers and users regarding the role of the state. Here, we would argue that the role of the middle classes as the ‘voice’ and supporters of welfare provisioning was indeed weak in the Indian experience. The new middle class largely exited from public provisioning and relied much more on the market for a variety of social services. As a result the already weak base of public services was further eroded (Baru: 2004). The bureaucrats and professionals who service the public services are largely drawn from the middle classes and tend to be alienated, both as providers and as users of these services. This is a major reason why there was little resistance, socially and politically, to privatisation and the erosion of publically provided social services since the middle classes implicitly and explicitly subscribe to the view that the state cannot and will not provide services free of cost.  This has further strengthened the perception that paying for health services either in the public or private institution is necessary to receive quality care.  

In a scenario where the redefinition of state and market has occurred, one needs to evaluate and reiterate the importance of a rights perspective to health. Within this perspective it is critical to examine the extent and nature of inequalities in access to health and health services within the country. It is only by highlighting inequalities can one bring back the importance of values like universality and equity for a more humane policy. This could lead to evaluating and re-examining the role of public services, ‘for profit’ and ‘non-profit’ enterprises in the delivery of health services. There are no easy solutions to these questions but it is possible to re-examine the key issues in the trends and directions of both sectors in order to explore possibilities for limiting commercialisation of public systems, create channels for redistribution within health systems, for example the creation of universalised health insurance systems
 as a cross subsidy in partially commercialised health systems; directing subsidies to the ‘non profit’ segment rather than ‘for profit’ providers; checking rent seeking avenues within public systems; re-evaluating newer institutional forms like PPPs in terms of cost efficiency and equity. 
In order to address some of these policy issues and given the diverse set of service providers we believe that the newer institutional forms will neither correspond “purely to existing ‘privatist’ models nor to centralised ‘statist’ ones but rather to composites which effectively draw upon the diverse motivations of agents and state institutions, the private economy, and especially ‘civil societies’ – the last viewed not simply as a collection of non-governmental organisations, but as a broadly and vibrantly participatory social order” (Reddy, S: 2001, p.120). This would require the creation of rules, incentives and enabling measures which will address the fundamental goal of all health systems which is one of universality and equity.
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Annexure 1

Figures showing PPPs at various levels of care: From simple to complex depicting multiple actors with multiple roles
I. PPPs at primary level care –
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II. PPPs at the primary level with National Health Programmes – Simple to   Complex partnerships
3. Revised National Tuberculosis Control Programme
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5. Indian Population Project VIII under RCH for urban slum population




6. An example of mix of Social Franchising, Marketing, Contracting out in delivering RCH services







III. PPPs at secondary and tertiary level (from Simple to complex)
7. Contracting out non-clinical services at secondary and tertiary levels 



8. Contracting management of public hospital at the tertiary level to a corporate entity
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9. Contracting out RCH services at Secondary level





10. Contracting out of drug store and diagnostic services at a public sector tertiary level
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- maintain records





Tertiary level public hospital 


- provides infrastructure


- supervises and monitors performance





District Health Society


-District officials contracts in by empanelling private gynaecologists after verification


- pays the private provider 


- monitors the scheme


- conveyance to the pregnant woman


- honorarium to health worker


- maintain records and accounts





Private practitioner or  hospital/nursing home 


- conduct deliveries (normal and emergency) and provide medication for a pre-determined fee


 





Serves to women in 5 backward districts of the State





Department of Health and Family Welfare, State Government 


- under the RCH II 


- funds the scheme





World Bank and bilaterals 


- RCH II policy design and external funders





Ministry of Health and Family Welfare, GOI











Tertiary public hospital 





State Department of Health and Family Welfare (South India)


- infrastructure


-operational expenditure for the first few years


- equipping the hospital





Corporate entity 


- manages the hospital


- installation, operation and maintenance of building


-employ staff








Tertiary level public hospital


- contract  out cleaning or maintenance, security, dietary services





Private agency





State governments  





 International NGO funds the project of social franchising 





Clinics provide entire range of RCH services





Shops that sell products to client  at lower prices





An NGO (affiliate of  the international NGO), 


- implements by 


- franchises out services


- monitors the programme





Centres sell products and provide basic services and referrals  at lower prices





Clients include middle and lower segments  





State and District government


- provides contraceptives for discounted price





World Bank and bilaterals 


- RCH II policy design and external funders





Ministry of Health and Family Welfare, GOI


- RCH II – policy design








Municipal Corporation of Delhi (Local government)


- provides building


- supplies equipments/ furniture


- medicines worth Rs 35,000 /  month





Target group - Population settled in the slum areas





An NGO


- appoints and manages staff


- provides services under the IPP 8 project


- levies user fees


- monthly reports to be handed to the MCD


- maintains infrastructure





World Bank IPP VIII


-policy design to provide RCH services to urban poor to be implemented in 4 cities


- provides funding for the project





Ministry of Health and Family Welfare, RCH II


- funds and 


-  carries out overall implementation








Private Practitioners/ Nursing home (act as DOTS centres)





A Non-profit Hospital


-coordinator, intermediary and supervisor





District TB office


-monitors diagnosis and treatment





State TB Office (South India)


Training, drugs, supplies





Ministry of Health and Family Welfare


design policy


- funding, 


- monitoring





World Bank


- policy design


- funding











Government RNTCP clinics





Private Practitioners (PPs) 


- detect cases of tuberculosis


- treat patients with DOTS regime


-keep patient records





Delhi Medical Association (autonomous body of medical professionals) 


- provides training to the  PPs, 


- accrediting, supervising and monitoring PPs





Public TB Hospital (secondary level)


-evaluation


-referral hospital





State TB office


- monitoring, provides drugs





District Control TB Society


monitors diagnosis and treatment





World Bank


- policy design      


- funding





Ministry of Health and Family Welfare, RNTCP 


- design policy


- funding, 


- monitoring








State Government (North India)


- 50% funding


- governing body


- a public doctor and a radiologist





Autonomous body (created by the State)


- 50% funding


- provides equipments and vans


- governing body





Private implementing agency


- provides health and diagnostic facilities to rural poor in hilly areas


- hires a lady medical officer and support staff on contract


- maintains records and accounts





State government  (South India)





NGO manages the primary health centre in the area





Drug Store by a private contractor


- Appointment of staff


- payment of rent


- free drugs to 20 percent patients, rest to be charged


- daily record keeping





Autonomous society


( created by the State to manage hospital )


- A Committee within the hospital decides list of items required 


- negotiates the sale price of each item.  Fixes a standard price for drugs and equipments


- Monitors and supervises


- verifies BPL beneficiaries








State Government of South India (for initial operations) 


- initially government contributed half of the monthly premium per individual


- infrastructure to collect premiums


- track monthly payments


- issue insurance cards





Farmers and their families








Co-operative societies


- mobilise farmers








Third Party Administrator (TPA) 


- manages the scheme and scrutinises claims


- maintains accounts


- reimburses hospitals directly











Farmer’s Health Care Trust 


- 6 state govt representatives and 5 hospital representatives


- monitors, controls the scheme


- formulates policies


- appoints the TPA





Network of hospitals


(A super-speciality trust hospital and 160 other hospitals)


- initiators and educated co-operative societies across states


- only covers surgical care


- out-patient treatment, medical investigations at nominal rates for those leading to surgery


- free surgeries for over 1600 operations


- the trust hospital also regulates the scheme








� Associate Professor, Centre of Social Medicine and Community Health, Jawaharlal Nehru University, New Delhi, India


� Research Scholar, Centre of Social Medicine and Community Health, Jawaharlal Nehru University, New Delhi, India


� For more elaboration on this subject see Buse and Walt (2002) in M.Reich (ed.) Public-Private Partnerships for Public Health, Cambridge, Massachusetts; also see Eeva Ollila (2005), ‘Restructuring Global Health Policy-Making: the Role of Global Public-Private Partnerships’ in Mackintosh M, Koivusalo M. (eds) Commercialisation of health care: Global and local dynamics and policy responses, Palgrave, Basingstoke. 2005.





� While the conservative position argued that there was no space for the public systems in medical care, most advocates of free market moderated their position by acknowledging that markets were often not efficient and made achieving equity difficult, particularly with respect to the health sector. For more discussion on this subject see Mills, A. (1997), ‘Leopard or Chameleon? The changing character of International Health Economics’ in Tropical Medicine and International Health, 2:10, 963-977. 


� This has been observed in developed countries like Canada and Britain and in developing countries like Cuba, Sri Lanka etc.  


� For further clarification see the GOI (1946), Report of the Health Survey and Development Committee, Vol. II (Chairman: Bhore), Manager of Publications, Delhi; and analysis based on it in Baru (1998), Private Health Care in India: Social Characteristics and Trends, Sage Publications. The accommodation of private interests through the pharmaceutical industry and education has been seen as detrimental to welfarism as early as the 1945 in the debates leading to the creation of the NHS in Britain.


� In the South Asian region, Sri Lanka is an example of having a history of strong welfare state mediated by periods of governments with left leanings.  This led to a strong public provisioning and acted as a check to the rapid proliferation of private interests both within and outside the public system.


� For a more elaborate understanding of this see the World Bank (1993), World Development Report: Investing in Health, OUP, New York.


� The World Development Report (1993) clearly articulates this by redefining the role of the state to provide essential (mainly preventive) services while the market was to provide curative services at all levels of care. There were also suggestions for building partnerships between the two sectors for general services and disease control programmes.


� In the tuberculosis programme government offered subsidies to NGOs for maintenance of infrastructure for treatment and rehabilitation. In the other programmes much of the collaboration was only with non-profit organizations for mostly awareness building and rehabilitation.  The active involvement of the for-profit sectors in national programmes is a post 1990 development.


� The case of Mahavir hospital, Hyderabad and Marwari Hospital in Assam are examples of partnerships involving secondary hospitals. The case of a PPP at the secondary level is the Chiranjivi Scheme that is part of the RCH programme in Gujarat. Here a private association of gynaecologists and obstetricians and the district health societies become the intermediary between the government and the programme. Here each of these actors has a specific role in terms of the district health societies selecting the providers, certifies these providers and the programme gives the incentives. With this kind of a design there is a clear fragmentation of roles and the monitoring is largely undertaken by the government. For more details see Venkataraman, A. and Bjorkman, J.W. (2006), Public-Private Partnership in the Provision of Health Care Services to the Poor, Research Study supported by Indo-Dutch Programme on Alternatives in Development (IDPAD) and http://www.hsprodindia.nic.in/


� One of the pioneering model that is being scaled up is the Janani programme. Janani programme where there is a vertical integration of the global, national and local are visible. Initially the PPP was to address general health services at the primary level but the major thrust now is on RCH services. The public partnership in this case is weak as subsidies to the NGO are in the form of contraceptives and condoms. The rest of the funds come from an international NGO. The national NGO grants franchises to shops, clinics and centres by giving them a brand name. The franchisees then market the products and reach out to the population. This PPP in fact incorporates in its model a mix of franchising, marketing and contracting out and reaches out to the middle and lower segments of the population and leaves out the poorest of the poor.





� These ideas have been put forth by Hirschmann (1970), Exit, Voice and Loyalty: Responses to Decline in Firms, Organisations and States, Harvard University Press, Massachusetts. Also see Baru, R (2004), Abdicating Responsibility, Seminar, ‘India Shining’, 537.


� As Sanjay Reddy observes, “on the one hand genuine decentralisation of authority is clearly incompatible with the maintenance of on going and frequent ‘control’ over decisions by central social policy makers, on the other hand at the level of overall institutional design it is imaginable that the structure of authority and responsibility across public bodies can be designed in such a way that on the whole it furthers the overall goals of central authorities by devolving responsibility over specific matters……successful devolution will involve an ongoing and significant role for central authorities. One role that central authorities can be expected to play is to enforce across local localities, common minimum standards of provision and criteria for equitable access to services.” (Reddy, S.: 2001, p.112)


Traditional lines of accountability are substituted by complex structures through rapid decentralisation and contracting.  “Contracting for certain services imposes a burden on government capacity which is likely to be challenging to even the most capable government. The limits to successful contracting will be encountered sooner in countries where government capacity is less. If a government does have the capacity to contract for clinical services, it is likely that it will also have the capacity to deliver those services directly itself. Given the somewhat mixed evidence on the effectiveness of contracting in promoting greater efficiency or higher quality, developing country governments may be well advised to restrict contracting-out to those services where it is clear that they have the capacity to manage contracts and that contracting-out will be beneficial.” (Bennett and Mills: 1998, p.323, 325)





� An example of this is the Sawai Man Singh tertiary level public hospital in Rajasthan 


� See Baru, R.V. (2005), “Commercialisation and the Public Sector in India” for how commercialization of health services has shaped and changed the values and aspirations of public doctors. 


� Based on indepth interviews with a partnership in Delhi, June 15th 2007.


� “Tangible inputs like building infrastructure, equipment etc. are necessary for creating the conditions that are necessary for personnel to carry out their roles effectively. However, even if the tangibles are in place the intangible dimension, which includes the behaviour of  personnel with the patient is shaped both by organisational and societal factors”, Baru, R.V. and Chris Mary Kurien, “Towards an Expanded Conceptualisation of Quality in Public Health Services”, unpublished paper.


� M. Ganapathy describes this complex utilisation across the two sectors as a result of a ‘well entangled’ network of public and private services.  For more details see Ganapathy, M.(2006) Changing Roles of the Public and Private Sectors in Health Care: A Case Study of Tirunelveli, Tamil Nadu, Unpublished PhD Dissertation, Centre of Social Medicine and Community Health, Jawaharlal Nehru University.


� The recent efforts of universalizing health insurance are seen in South Korea.  For details see Huck-Ju-Koon and Byongho Tchoe (2005), The Political Economy of National Health Insurance in Korea in M. Mackintosh and M. Koivusalo (ed.) Commercialisation of Health Care: Global and Local Dynamics and Policy Responses, Palgrave, Basingstoke.
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