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INTRODUCTION

Definition and classification of reforms

The Oxford dictionary defines the word ‘reform’ s ‘make changes in
something so as to improve it' and as ‘form agaiwd it defines a
reformist as a person who supports gradual pdliteal social reform.
That means reform is basically gradual in natuktaes to bring changes
in the system or structure to improve its functimnilt is not a radical
change. Cassels defines Health Sector Reforrosaaging health policies
according to priorities and along with this bringirreform in the
institutions to implement these policiesWhereas World Health
Organization defines health sector reforms as dragous process which
brings some fundamental changes in the policy anstitutional
arrangements, which is carried out by the governmdus the WHO
definition says that reform has to beantinuous process and it involves
some fundamental changes in policy, which is supported by corresponding
institutional arrangements to implement it. Significantly it says that it has
to be implemented by the government of a countrgalysis of other
definitions of health sector reforms suggest #rgt fundamental changes
in health policies according to the changing priorities and a
corresponding institutional changes to implement it has been termed as
health sector reforms. The institutional change can be in terms of
structures of financing and provisioning. In stures of provisioning and
financing, a wider role for the private sector ebide seen. Also the
decentralization measures in these two aspects dmithought out in a
federal kind of polity like India or Canada. Howetke interpretation of
these changes could be termed at best as systéraiges. Systemic
changes are those in which any system tries totatdeff according to the
changing circumstances. Therefore it has moreastén maintaining the
status quo.

If we bring the elements ohealth sector reforms from the wider
understandings ofsponse of the system to new challenges than we would

! Cassels , 1995.
2WHO, 1997.
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have to include different initiatives by any gowment to face the new
health challenges at any point of time in the mistof healthcare. For

example there has been a shift in population pdhcindia since it was

conceptualized in the early 1950s. This could beeform element

according to the current understanding. Even thmaAAta declaration of

late 1970s, which emphasized on primary healthoafer that matter the

1994 Cairo conference in Egypt, which emphasized bplistic approach

to population could be termed as a reform initetithere was another
important issue related to our understanding ofthesector reforms. The
reforms in health sector are basically seen aseagrhenon of the 1980s
and 1990s. Therefore, if we include elements adogrdo our above

understanding than we would havederontextualise the phenomenon of
‘heath sector reforms’; for than the reforms haxisted in health sector
since the provision of healthcare services wasrtaigeby any nation state
in the history of the world.
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Role of a theory?

Therefore there is need for a definition, which Wdounot only
contextualize the phenomenon, but it would alsadgwut the dominant
trends in the field of healthcare. Before givindedinition of reform, it is
necessary to discuss about the role of a theorgxplaining a social
phenomenon. It has to be understood that, a thmosyparadigm does not
try to explain everything about the social realityhis classic&ructure of
Scientific Revolution, Thomas Kuhn wrote, “To be accepted as a
paradigm, a theory must seem better than its catopetbut it need not,
and in fact never does, explain all the facts withich it can be

3According to Goode and Hatt, “Without no systemmscordering principles, in
short, without theory science could yield no prédits. Without prediction there
would be no control over the material world.... Iinctherefore be said that the
facts of science are the product of observatiorst @re not random but
meaningful, that is theoretically relevant. The elepment of science can be
considered as a constant interplay between theatyfact.” P- 9. Se#lethods in
Social Research by William J. Goode and Paul K. Hatt, MacGraw-Hill Company,
1981.

In a subject dealing with health sector reforms iy necessity of defining
the role of theory or even quoting Kuhn from hisnéaus Scientific Revolution?
There are several reasons, one of them is thatveyepublic health has been
taught in various universities in the world, theywtext books ompublic health has
been written and the manner in which the issugubfic health is being dealt with
in terms of various preventive measures suggesttiigatermpublic health has
been accepted astrauth statement, as a given category having universal meaning.
However just like any other scientific disciplinalgic health also is eonstructed
category and hence the challenge also lies here to undergtee mechanisms
through which knowledge is generated in this fidldis would place the discipline
in its proper context. For example this would hedpto see that at present there is
not a single definition of public health, whichascepted universally. There are
many definitions of the term and there are very faoks, which have tried to
address this epistemologically significant questi®imilarly over the later half of
the twentieth century quantitative methods has beprated with proper way of
doing research or to generate scientific data. Tas be observed from the
syllabus of public health departments of variousensities all over the world as
well as from the national and international publéalth journals. The quantitative
method has been given the statushefscientific method. This argument has been
extended in the later part of this chapter whetea#t been argued that quantitative
method is only a tool of research as qualitativehoe is. The real question is
about how a phenomenon is problematised and acgyda quantitative or
qualitative method can be used and therefore therenaf a problem defines
whether a quantitative method would help to addiedsetter than qualitative
method or vice versa.
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confronted.” It can only claim to be explaining certain tremaisiominant
aspects of a phenomenon in the social world. Itrearer explain all the
facts. For if a theory tries to explain everythibhgvould try to become a
truth statement, which is fallacious

If we look at most of the definitions of health secreform$, they have
tried to include almost every big or little charigeghe health sector as an
element of reform. For example the change in thaach from Maternal
and Child Health or MCH in the early nineties topReductive and Child
Health or RCH in the late nineties has been terased reform element. If
this is the case than we could also include thaghan approach towards
the population policy in India from the early féd§ onwards as a reform
element! And for that matter any other initiatiaden in the field of health
services sector after independence, which triedbring a change in
approach, could be termed as a reform measureeXaonple, the adoption

4 Kuhn S. ThomasThe Structure of Scientific Revolutions, Chicago University
Press, 1962, pp- 17-18.

5 “Each science and each specialization within aatieo field abstracts from
reality, keeping its attention upon a few factsagfiven phenomenon rather than
upon all aspects”. P- 9. Sétethods in Social Research by William J. Goode and
Paul K. Hatt, MacGraw-Hill Company, 1981.

® Definitions of Health Sector Reforms:

1- “Health Sector Reforms involves a significantygosive effort to improve the
performance of healthcare systems.”- WHO Webskited on 18 October 2005.

2- “It is a fundamental rather than an incremeakenge, which is sustained rather
than one-off and purposive in nature.” — Cassél871Further elaborating on this
Cassels says, “ Health Sector Reforms include:

- Improving the performance of civil service.

- Decentralization of power and resources.

- Improving function of national health ministries.

- Broadening health financing mechanisms.

- Introducing managed competition.”

3- Health Sector Reforms as a “Group of projectt thclude communicable
diseases, Reproductive and Child Health Programnt Health System.” —
Interview with a senior World Bank Official, The Wd Bank Delhi Office, March
2002 by Rama V. Baru.

4- Heath Sector Reform is a “Mixed bag of donorsjgrts and the government of
India. Overall there is singular lack of vision amgaall these actors when it comes
to Health Sector Reform.”- Ibid.

5- It is a “Sustained, purposeful change to imprdive efficiency, equity and
effectiveness of the health sector.”- Berman, 1995.
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of Primary Healthcare Approach after the Alma A&ldration could be
termed as a reform measure. Even the Vitamin ‘Ahjgaign in the state
of Orissa has been termed as a reform initiativedr&fore the context of
the 1980s and 1990s of twentieth century as theénbig of Health
Sector Reforms has to be recognized.

It is being argued here that initiatives by theestar central governments
might be taken to improve the quality of healthcseevices but these are
smaller measures within the dominant trends ofngj\agreater role to the
private sector in the domain of healthcare. In this frame healttgood
health is seen as the responsibility of an indialduather than of the
community or of a stafe

There are some authors like Peter Berman who hefiged reforms in
technical term&.By giving or trying to interpret in technical tesman
effort seems to have been made to give it the pafver natural science,
which can not be questionédefining in technical terms also takes away
the chance to look at the historical context foe thmergence of a
phenomenon.

Defining health sector reforms

Let us first have a look at the elements of refdtrhas to be remembered
that there are different definitions about refokiere we would be using
the definition of reform aany initiative by the state since the later part of
twentieth century, which tries to reduce the role of government in health
sector while creating a space for a larger role for the private sector.
Therefore this definition has three important chteastics; one is that it
has located health sector reforms in the conte20803°. This distinction
is very important as many of the definitions onltieaector reforms have
tried to overlook it. It is also important to meorti here that while the
beginning of health sector reforms has been comiixed in 1980s, this
definition does not try to exclude initiatives bifferent states in twenty

" This also suggests selective role for state -veuréve services are state
responsibility while curative is individual respdibty.

8 It suggests about the liberal capitalist modetainomic growth giving primacy
to the market.

® See how Foucault has discussed abmttod in his book “History of Sexuality”.

19 The period, which saw the beginning of the asceoel®f neo liberal policies in
various countries across the world, which got ferrthccelerated after the collapse
of former Soviet Union and the formation of Worldcadle Organisation in 1995.
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first century as reform elements. Because the hidsi is that the state
trying to create a larger space for the privateosesince 1980s. Another
important distinction is that while the role of gomment gets reduced,
that space is occupied by the private sector dubealeliberate policy of
the state. The third distinctive aspect is inheierihe definition although
it is not explicit and it is that the reforms inethealth sector needs to be
located within broader economic liberalization opoeomic integration of
various countries with the world economy i.e. healector reforms carry
an ideological content.

However it is important to make it clear that tHsoee definition is a
conceptual category and it does not claim to erpli the changes
happening in the healthcare sector in recent times, does it try to
explain all the policy initiatives taken by thefdifent governments around
the world with regard to the health sector. Ondtter hand this definition
captures the dominant trends being introducederhtbalth sector in India
and abroad, beginning with the decade of 1980s;wihias the potential of
affecting the totality of the health sector in theg run.

Traditionally health has been seen as a domaiheofjbvernment even in
countries, which followed a liberal capitalist mbdef development.
However with the oil shock of the 1970s many of gowernments in the
world faced fiscal crisis, along with this the eglke of the former Soviet
Union in 1990 created an atmosphere where libexpitalist model was
seen as the only model of economic developriem. this model the
private sector and the market forces play a dontinale with the state
playing as a facilitator. The assumption is thadrket has its own
rationality and in the long run would benefit all even thoaghhe initial
stage there would be ‘hardship$’.

This argument has also been extended to the headtior. Now health is
seen as aimdividual responsibility. After the 1990s it has been observed
that the governments around the world were incngashe scope for
private participation in the health sector. Thepscof private participation
may vary from one country to another. This privpgaticipation may be

Y Baru R. V, “Private Health Care in India: SocidhaBacteristics and Trends”,
Sage Publications, New Delhi, 1998.

12 See for example Amartya Sen’s understanding ofntitéon of Development
from his different writings. Although he talks alidaclusion of the poor in the
overall development framework, he places his feitthe market forces in the long
run.
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on a small or large scale but it is redefining ¢bacept of ‘health for all’.
With this the issues of universality and equity al®o involved. Because
this private participation is happening in an efzew the market plays a
dominant role in the process of world economic dgrowAny kind of
control by the state is seen or perceived neggtivel

What is not reform?

For defining the concept of Health Sector Refortris equally important
to identify what it is ndf. Health Sector Reforms is different from
systemic changes. Systemic changes are any initiative by the state
maintain the ‘efficiency” of the system so that it could produce optimum
output®. Therefore systemic changes are not specific particular time
period as compared to health sector reforms andehes could say that
systemic changes are an integral part of any healttem. Systemic
changes exclude any initiative by the state forrdasing private
participation or for decreasing the role of staterf the health secttr

In this introductory section we have given a ne¥initgon of health sector
reforms keeping in view different country experiesc Apart from
defining what is reform we have also explained allose aspects, which
could not be termed as reforms. Before giving anitefn of health sector
reforms we have tried to explain the role of a them explaining the
social phenomenon. This was because the field bfiPhlealth has been
accepted as a given category and as a result teoptenon of health
sector reforms has been assumed as being outithtre field. Therefore
we have argued that health sector reforms werestreted category and

13 In a lecture on “Class and Power” given at Jawah&tehru University, New
Delhi on 18" October, 2005, Professor Andhre Betteille, memtibrthat the
Marxist definition of ‘class’ was an important way defining a concept, for apart
from mentioning about ‘what is class’ it also saykat is not class’.

14 We can mention ‘efficiency’ as ‘the best way/means achieve certain
targets/objectives’.

15 Here it needs to be mentioned that the term fefficy’ has been associated with
health sector reforms by various definitions athé health systems in different
countries before 1980s were never interested toenthkmselves efficient to
achieve their objectives!

18 This distinction has been made for our clarifisatior even the health sector
reforms could be mentioned as systemic changestefdre this distinction has
been made to prevent a teleological argument.
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hence they required a definition, which would helclassify them into a
group of phenomenon, which could be studied sdieally.

Using our new definition of health sector refornmsfirst chapter we have
discussed about review of literature, which hakéaobat the process and
experience of health sector reforms in various treesof the world.



CHAPTERONE

REVIEW OF LITERATURE

The decade of nineties

In the nineties Human Development Index or HDI wasd for the first
time by UNDP and it identified three measures like longevityueation
and per capita income to measure a countries HOth ¥de adoption of
this index by the United Nations the whole notidndevelopment was
reduced to some measurable index. This also cahghimagination of
various world leaders and finally in the year 2000illennium
Development Goafswere adopted for which targets were set to be
achieved by the year 2015.

The adoption of HDI index by various countries aisought into front the
idea that the sectors like education and healthires|the role of state not
only for regulation but also for financing and piening. Thus the
agencies like World Bank, which had been in theffant of giving the
argument that the state had a very little rolednia sectors, started to
argue for a larger role for the state in thesesgtémthe later part of the
nineties. However a close look shows that theseraegts have remained
only at the realm of ideas and has not been impisdeat the ground
level.

There was another event that shows a differentiiire of movement in
the nineties and it was the 1994 Cairo Conferenc®apulation, which
emphasized a change in approach to population ipslidt suggested
about integrating population control with matermadd child health. It

1 UNDP suggests United Nations Development Program.

2 It is interesting to note that at present the damencies like World Bank and
European Commission or DFID have set their devetogal funding in
accordance with the targets of Millennium Developtr@oals.

% This could be observed from the annual documefrttsedWorld Bank.
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talked about interlinking the issue of populationwgth with larger aspects
of development. These were lofty ideals as it presxk a case for
respecting human life particularly for women andgiwe people more
power to control their lives. However the agreemeatt Cairo could not
bring any substantial changes in various countpiegulation policie$
One of the major reasons was that the dominanckbefal model of
economic growth around the world nullified any mment toward these
goals.

Another significant event in the 1990s was the faion of World Trade
Organization or WTO in 1995 with 144 member cowsragreeing for
free trade among them. The formation of WTO legited the opening off
of various economies of the world and those thatevet of this group
were in the danger of facing the blocked of thedd tountries. The
importance of WTO could be observed from the faett tChina, which
was not a member of the WTO, tried to give manycessionsto USA to
become a member. WTO was being seen as one okthaelémocratic
institutions at the international forum where itéings have been followed
by every member counftyThe arrival of WTO has further legitimized a
liberal model of economic growth and the democadiicelected leaders
at the national level have left with few choices taking economic
decisions, which could address the immediate neétt®e poorer sections
of their population.

HSR: A review of International experience

The adoption of a liberal capitalist model of ecmim developmeritby
different countries around the world not only cesatan atmosphere for
greater role for the market in larger economy, Ioalegitimized the
rationality? of market forces in the social sectors like health and education.
With the collapse of communism in former USSR atsddisintegration
led to the adoption of market economy by the nexated countries out

% This has been observed by various authors.

® In terms of access to its market.

5 For example see the speech by Indian Prime MmniBte Manmohan Singh
published in Indian Express, 22 October 2005.

 After the collapse of communism in the former USSR

8 Therationality of the market forces means the inherent assumption that if market
is left on its own without any state interventidran it can produce best results for
every body in the long run. However this is an wsiioned assumption or an
assumption, which is not based on verifiable regear
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of it and also by the East European countries whiete earlier following
a socialist model of growth. Similarly communisti@nhad liberalised its
economy in the late seventies of the twentiethuggnt

Thus major powers in the world and most of the toes except perhaps
Cuba have accepted the liberal capitalist mod&cohomic development
where the private sector and the market forcegpkagng the dominant
role and the state is trying to facilitate this g@ss through favorable
legislation and playing the role of a regulatoptomote fair competition
among the various private players. Along with ecuiw liberalization

many developed and developing countries have aflothe increasing
role of private sector in the healthcare. This Waes trend in UK, USA,

China, Canada, Australia and many of the countfeSurope where the
private sector was playing a dominant role in défe aspects of healthcare.

Now let us have a look at the process and expariehceforms in health
sector in various countries.

United Kingdom?®

Over the years the healthcare system in UK had based on National
Health Service or NHS, funded from central taxatibhe NHS created in
1948 had the universal coverage and was basedeqrititiples of equity.
However in the 1990s the market elements werednted to make the
systemefficient, effective, and responsive to the needs of the patient and
adoption of management practices of the privatesed/hile in the 1980s
the NHS was being under funded, the reforms inetmty 1990s focused
on structure and management of NHS. The effort was to utilize the
existing resources ‘efficiently’ to improve perfoance. To generate
additional resources private finance was encouragled reforms in NHS
were closely linked with the reforms in educatiord civil service and
with the then government’s approach to public seforms.

One of the major assumptions of reform initiatitaken was that the
competition between NHS healthcare institutions iquroduce greater

% For reviewing the experiences of UK we have refério Hunter, 2002; Allen,
1997; Collins, Green and Hunter, 1999; Coote andtéhy 1996; Dobson, 1999;
Ethoven, 1985, 2000; European Health Managementcfetion, 2000; Ferlie,
Ashburner and Fitzgerald, 1996; Ham, Hunter andifkamn, 1995; Hazell and
Jervis, 1998; Hunter, 1992, 1996, 1998; James aadnig, 1996; Klein, 1998;
Le Grand, 1999; Maynard and Bloor, 1996; Pollo&9%; WHO, 2000.
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efficiency and responsiveness to the users. Howehere were no
independent studies to assess the impact of refortreduced between
1991 and 1997 in NHS. Beginning with early 1978@ees of organizational
and managerial changes were introduced to improxefficiency and the
effectiveness of healthcare provisioning through SNHHowever these
initiatives were taken to improve the functioning Mational Health

Services. At that time the element of large scaleafisation of public

sector had not emerged in the public domain.

In the 1980s there were allegations of under fupahNHS, however the
reforms focused on utilising the existing resourjcesiciously, rather than
increase in funding. In this context a review of #imtire NHS was done
by the prime minister’s office rather than the dépant of health in 1988.
The NHS review suggested introduction of new mansge practices,
introducing competition among the institutions dfiSl and creating more
user choices. The basic idea was to generate geféitdency among the
NHS healthcare institutions and responsivenedseaisers of healthcare.

As part of reform initiative within the NHS, a patit's charter was created
which mentioned about patients rights with regardssues like, right to
information about services available in a particulsstitution, waiting
times, guaranteed admission date in a hospitaHetawever these were not
legal rights and critics were of the view that thid raised expectations
among the public which the NHS was not in a positm provide with its
then existing resources.

Therefore the reforms introduced in the NHS wer¢ Io@sed on pure
scientific evidence and had more to do with theoldgy of privatisation.
Thus while the Conservative government led by Thetdried to give role
to the private sector in healthcare provisioninthimi the publicly funded
NHS, the Labour government elected in 1997 condnwith this practice
of mixed provisioning of healthcare.



