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1.  Redistribution by government or by design?*

There is a paradox at the heart of hedlth care reform programmes in low income countries. On
the one hand their stated motivation is egditarian. Reform proposds are repeatedly justified by
reference to the currently inegditarian digtribution of government funding and the am of ‘freeing
resources to target the poor’ (World Bank 1993, p.119;1996). However, the market
liberdization that is proposed as the path to such rediribution is an explicitly unequaizing
reform, thet is, it promotes and legitimizes the expression of socid inequdity within the hedth
care sysem (Mackintosh, forthcoming). A Tanzanian medical academic involved in hedth policy
noted? that it was not clear why this process, which he characterized as * privatizing middle class
provison’, should result in amore progressive dlocation of limited government funds.

Studies of liberdized hedth sectors find, unsurprisngly, inegditarian digributive behaviour:
excluson because of inability to pay, market segmentation by socid class, and continuing
government funding of secondary and tertiary provisior?. Yet thereis rather little analysis within
the hedth policy literature of the reasons for the fallure to atain expressed egditarian policy
objectives. Policy analyss continues to be largely prescriptive — generating more refined way's of
targetting funds — rather than addressng andyticaly the requirements of a sustainable
redistributive process within aliberaized hedth care system as awhole (Mackintosh and Gilson,
forthcoming).

This predominant policy mindset isin part an artefact of the market liberdization process itsdlf.
Market competition tends to expose and undermine cross-subsdy within liberdized public
service and public utility sectors (Heald 1997). Hence economic theory and policy that take
market competition as their yardgtick logicaly generate an ingtitutional separation of provison
through the market from redistribution via government transfers. The policy implication drawn
for low income contexts is an indtitutionalized separation between market liberdization (private
finance and provison) and ‘targetting’ a basic package of publicly financed care for the poor
(World Bank 1993). As one Tanzanian commentator characterized the Tanzanian decision to
liberdise dinicd practice in the early 1990s without any clear regulatory sructure: ‘The
economists won'.

1 This paper was presented at the conference on New Institutional Theory, Institutional Reform and
Poverty Reduction, Development Studies Institute (DESTIN), London School of Economics, September
2000. It is based on research funded by the UK Department for International Development (DFID) whose
support is gratefully acknowledged, as is that of the Open University. The views expressed are the sole
responsibility of the authors, and do not represent the polices and practices of the DFID. The paper also
draws, with thanks, on joint research with Lucy Gilson. For commentary on earlier versions of these
arguments we thank the participants in: a national policy workshop in Dar es Salaam, Tanzania (Economic
and Social Research Foundation, April 2000); the Forum on Poverty, Inequality and Health (London School
of Hygiene and Tropical Medicine, April 1999); and the UNRISD conference on Technocratic Policymaking
and Democratization (Geneva, April 2000).

2 The quotation is from a set of interviews with policy makers and stakeholders in the Tanzanian health care
system.

3 Gilson and Mills (1995), Mogedal and Hodne Steen (1995), Semboja and Thirkildsen (1995), Tibandebage
(1999) summarize evidence on African reformed systems; Dreze and Sen (1995) summarize evidence on
India s diverse mixed health care systems.




There are however other voices. Some economigts analysing European hedlth care systems
point out that the systems, though indtitutiondly diverse, dl embed high levels o redistribution
within socid insurance mechanisms that both help to control costs and to make the reditribution
socidly robust (Barr, 1993, Bedey and Gouveia, 1994; see dso Campbell and Ikegami, 1998
on Japan). Some socid policy andysts make a related argument: that stable hedlth care systems
embody a set of inditutiond compromises — a ‘socid settlement’” — between inequdities
embedded within the system and effective chalenges to the system (Williams 1992, Hughes and
Lewis 1998). Londono and Frenk (1997), andysing Latin American systems, argue that
overcoming their highly exclusonary effects requires reintegration of socidly polarized provider
and funding indtitutions.

This paper seeks to contribute to the anaytical development of this latter perspective. We label

our policy framework ‘redigtribution by design’, by which we mean intervention in inditutiond

change (by government and other hedth care stakeholders) amed a influencing the
redistributiveness of a mixed hedth care sysem as a whole. We argue that such intervention is
possble in a liberdized hedth care sysem, and tha it must be based in a contextud
understanding of the informal regulatory relationships that shape a mixed hedth care sygem in a
particular country and at a particular moment.

2. Informal regulatory mechanisms and the problem of
unreciprocated gifts

Our andysis of the hedlth care systlem draws on ingtitutional economics and on anthropol ogica
and sociologica andydis of inditutions. Across socid science as awhole, thereis a sharp divide
in inditutional theorizing which does not coincide with a disciplinary divide: it runs through
different disciplines. Both schools of thought identified here define inditutions ogtensively, as
formd and informd rules and organizations, norms, habits and accepted modes of behaviour.
They differ sharply however in ther anaytica framework for understanding these items.

One schoadl of indtitutiona thought digtinguishes andyticaly between ingtitutions and individuals.
Much formd game-theoretic modelling of inditutions and inditutiond change fdls into this
category. The indtitutional framework forms a set of congtraints on behaviour andogous to the
rules of agame. This framework requires the counter-factual notion of an ‘indtitution-free world
(North 1990, p.18) and hence an individua free of ingtitutions. No such world need exig; the
concept is an anaytica benchmark. As North putsiit:

Separating the andysis of the underlying rules from the dtrategy of the playersis
the necessary prerequisite to building atheory of inditutions.

(ibid: 5)
Experiment isawiddy used research technique in thisandytica framework.

The methodology on the other Sde of the divide in inditutiond theory rgects this foundationa
position. Here, ingtitutions and individuas are not wholly andyticaly separable. Inditutions are
things we ‘think within’, or that ‘think’ for us (Douglas's 1987, p.124): parts of oursaves as
socid beings. The inditution-free individua is nonsensical in this framework. Scott (1995, p.44)
cdlsthisthe ‘cognitive view' of inditutions, in which norms are not seen as congraints but rather
as ‘soripts for sense-making and as building blocks of identity. Douglas (1987) andyss of




inditutions focuses on their role in ‘making’ big decisons for us, particularly those that involve
principles of justice.

Any inditution tha is going to keep its shape needs to gan legitimacy by
distinctive grounding in nature and reason.

(ibid: p.112)

The implication is that discursve understandings are taken into the centre of the definition of
inditutions, and research within this framework is predominantly fieldwork-based.

We have found the second gpproach particularly productive of understanding of institutiond
process and change in hedth care. Effective hedth care provision is a relationa process,
requiring shared understandings between users and providers’, and carrying meanings of duty,
trust, respect and rights. To face excluson and abuse when at on€'s mogt vulnerable is an
important eement of poverty asiit is experienced®. Conversdly, effective claims on ahedth care
system can be an important economic asset for the poor. Hence hedlth care, because of its
mora, economic and socid sgnificance, is a potentia focus for organized political demands for
incluson, and hedth care provison has been seen by many governments as an important
element of state building and of constructing a relationship between state and citizens®.

This indtitutional perspective implies hedth care market processes will be strongly shaped by
norms, expectations, shared and conflicting meanings, and perceived legitimacy of behaviour.
We refer to these takenfor-granted working relationships, reinforced by experience, as
informa regulatory relationships (Tibandebage and Mackintosh, forthcoming): ‘regulatory’ in the
sense that they exercise a profound influence on market evolution, much greater than the
influence of formd legidative rules. We argue below that they strongly shape responses to
market incentives.

This andyss implies in turn that, to be sustainable, redigtributive behaviour in hedth care must
come to seem normal and legitimate within, in the Tanzanian case and many others, hedlth care
systems dominated by market exchange. This paper is concerned with how that objective might
be pursued. We define redigtributive action broadly for our purpose here, as achieving:
persstent improvement in the socid inclusiveness of the system, sudtained reduction in the
impoverishing effect of hedth care access for the poor, and continuing improvement in the
quality of care for the poor’.

All redigribution in this sense requires some dement of unreciprocated gift, in the form of
provision of more and better care for the poor than they can pay for through fees or taxes, and

4 There is an extensive literature arguing this point and demonstrating the consequences of the absence of
shared understandings (M ackintosh and Gilson, forthcoming).

5 A detailed argument to this effect for the case of Tanzania, drawing on this research project, is in
preparation; see also Kaijage and Tibaijuka (1996).
6 The Frelimo government in the late 1970s was particularly eloquent on this point (Walt and Melamed,
1983), and in India, political organizing has been a key element in the health care achievementsin Keraa (G.
Sen, 1992). Mogedal et al. (199, p.352) note however the lack of evidence of organized public demand for
improvement in the African countries they survey.

7 We are aware that this is a controversial use of ‘redistribution’ which generally refers to a measured
contrast between original and post-tax and benefit income; the conclusion returnsto this point.




both frameworks of ingtitutiona thought offer reasons why such *‘free gifts are problematic. The
firg framework dlows for individua preferences for dtruism, especidly for individud gifts, but
would look for incentives generated by expected reciprocation — future returns, avoidance of
negative externdities, informa insurance or nor-monetary reward — to sustain anorm of atruism
over time®, The second framework understands gifts as generating and sustaining relationships
through gift exchange, implying that legitimate gifts must carry accepted socid meanings. Gifts
discursvely framed as unreciprocated carry strong and problematic implications of dependency
within uneoua relaionships’. Hence, sustaining gifts may require reframing them, for example, as
professona duty or response to legitimate and actively pressed clams. In each framework, this
problem of sustaining redistributive commitment appears greetly under-researched as compared
to the volume of work on sustaining co-operation.

This paper argues that redidtributive intervention is possible through shaping the terms of market
exchange, and through srengthening the inditutional bass of both governmenta and non-
governmentd redigtributive commitment. We argue that the means by which such a process of
‘redigribution by design’ can be pursued is a process of collaborative regulatory action
involving government, the public, and other stakeholdersin the hedlth care system.

3. Health care marketsin Tanzania: the redistributive problem

Policy proposas emerge from analysis. We identify briefly here aspects of the emergent market-
based™ forma hedth care system that actively run againgt the interests of the poor. We
concentrate on indtitutionalized processes consstently identified in recent field research in three
regions of Tanzania™; processes that redistributive policy would need to reverse. These are™:
the exclusonary effect of forma and informa charges, and associated neglect and abuse of the
poor; the lack of government facility-leve redistributive commitment demongtrated by the failure
of exemption mechanisms; the absence of claims mechanisms for quality and inclusion by users
and would-be users;, perverse interactions between market incentives and responses generating
some very poor qudity private provison; poor use of scarce resources, and socid polarization
sustained by (some) donors.

8 Offer (1997) is an example of this general approach; de Swaan (1988) applies the approach to political
commitment to redistribute.

9 Carrier (1995) argues that sociological accounts of dft-giving allow for unconstrained gifts, while
anthropological accounts since Mauss (1924) — which have influenced our analysis— generally do not.

10 Market-based in the sense that most health care now requires a market transaction; furthermore estimates
of about 45% of health care expenditure being private payment (World Bank, 1996, quoted in Tibandebage,
1999) are likely to be an underestimate.

11 The 1998 fieldwork was undertaken in Dar es Salaam, the capital city, Coast region, a predominantly rural
region close to it, and Mbeya, aregion in the Southern Highlands. Interviewees in health care facilities (10
hospitals and 36 lower level facilities) included owners and managers in the government, religious’NGO, and
private for-profit sectors; patients (272 in total) were interviewed after out-patient treatment at each facility,
and household interviews (108) were in wards situated in the catchment areas of many facilitiesin the study.
We are most grateful to the following colleagues for their contribution to the design and undertaking of the
fieldwork: A.D. Kiwara, P. Mujinja, P. Ngowi, G. Nyange, V. Mushi, J. Andrew and F. Meena, and aso to J.
Kajiba for research support. We also thank everyone in the four fieldwork districts who gave their time to
facilitate our research.

12 More detailed analysis is set out in Tibandebage and Mackintosh (forthcoming) and in two papers in
preparation.




Note that we are not concerned with the question of whether liberdization has made inequdlity
in health care access worse since 1991 — we do not have evidence on that point — rather we
treet liberaization as the context for hedlth care policy development, hence a context that needs
to be understood.*

Background: emergent health care marketsin Tanzania

Hedlth sector reform in Tanzania has formed part of a broader process of economic and socid
liberdization (Wangwe et d., 1998). Rapid expanson of government hedth care provison in
the 1960s and 1970s, and the abalition of private for-profit practice in 1977, had produced a
hedth care system dominated by government and religious providers (Upunda, 2000). Severe
economic crigs in the lae 1970s and early 1980s caused a sudained decline in the
infragtructure, daffing and quality of provison in the government hedth care sysem (Kiwara,
2000) and ariseininforma charging (Mujinjaand Mabala, 1992). In 1991 the Amendment Act
no. 26 reversed the 1977 Act, and permitted individud private clinica practice.

The result has been a rapid rise in for-profit private practice, concentrated in the urban areas
(Tibandebage, 1999). Turnover of facilities is high and data are poor (Tibandebage et al.,
forthcoming™®); however data from the Registrar of Private Practitioners show 1,700 private
facilities licensed by 2000 (Upunda, 2000). As the private market has developed, forma user
fees have been introduced in government hospitas (in 1993) and subsequently in some hedth
centres and dispensaries. At the time of the research, rurd government dspensaries were Hlill
not officidly charging fees.

The economic context is severe and widespread poverty. Tanzaniais one of the least developed
countries in the world, with a population that is predominantly rurad and dependent on
agriculture and informa economic activity. Over hdf the rurd populaion lives & least 4
kilometres from the nearest hedlth centre. Incomes are very unequaly distributed (World Bank,
1998/9), and it is estimated that over hdf of the rura and peri-urban population live below a
poverty line of Tshs 145,232/- (US$ 207) per adult-equivalent household member per year
(Semboja and Rutasitara, 1999).

Charging, excluson and impoverishment

In contrast to the expressed view of some providers and policy makers that ‘ people can pay’,
with the assstance of family, when they mug, this study found evidence of subgtantid excluson
and s=if-exdusion, and aso of impoverishment from struggling to pay forma and informa hedth
care charges.

Effective hedth care charges could be high reaive to incomes. The mean payments by exit
patients for a vist to a lower level non-government facility represented between 20% and 43%
of the monthly adult-equivdent rurd and peri-urban poverty line in 1998 (Tibandebage and
Mackintosh, forthcoming). Charges fell particularly heavily on the urban poor (Table 1), who

13 We may appear to labour this point. But we have learned from experience that our analysis is repeatedly
‘read’ as comparing liberalized markets with a hypothetical past, despite absence of any such comparison
from the text.

14 1n this study, out of arandom sample of 300 private practitioners registered in Dar es Salaam in 1996, over
half were found to have closed down or could not be located.




relied predominantly on non-government dispensaries and heslth centres and on government
hospitals. The smilarity between payments by the urban poor and the better off is disturbing.

Table 1. Mean and median payments by household interviewees for a recent vist to a
health facility, by social group™ and region 1998 (T shs)

Area Group

Rural poor Urban poor Better off

Mean | Median | Mean | Median | Mean | Median

Mbeya (Urban 1806 100 5244 | 3000 3883 2950
and Rural)
Dar es Salaam 1957 800 3474 | 1250 6643 2750

and Coast region

Asaresult, nearly 70% of household intervieweesin Mbeya (urban and rurd), over 40% in Dar
es Salaam and over 25% in (rura) Coast region recounted experiences (their own, or of people
well known to them) of exclusion for inability to pay. These accounts focused predominantly on
government hospitals, partly reflecting the use of these facilities as a last resort. Among exit
interviewees, 22% of those asked to pay something had been unable to pay in full; those unable
to pay fees or informa charges (bribes) in government facilities had dmogt al been excluded
from trestment. The outcomes included degth, failure to treat infectious diseases including TB,
and the sdle of possessons and borrowing to fund treatment.

The sde of possessions was unsustainable, as a doctor in a religious hospital noted. The
impoverishing effect was worsened by the absence of a functioning referrd system. Petients
engaged panfully and expensivdy in ‘sdf-referrd’ on the bass of cog, distance, reputation of
the facility and sdlf- perception of the seriousness of theillness. In Mbeya Urban, nearly 40% of
exit patients at lower leve facilities had been somewhere ee firg with the same allment, andin
Dar es Sdlaam and Coast the proportion was about 25%.

In principle, an exemption system should have protected the indigent: government-sector health
care fadilities that charged officid fees were given ingructions to exempt those unable to pay.
However, in the whole study we documented no example of someone being given such an
exemption™. Some government facilities exempted some young children; hedth care fadilities
daff and relatives were generaly treated free of charge; TB and HIV+ patients were supposed
to be treated free of charge (a scheme funded by donors) and some did receive free treatment,
though some did not. But free treatment on the grounds of poverty done was not seen as
legitimate by many government inditution Saff: fee-charging hedlth centres privileged income
generation, and some hospitals had no inditutional commitment to the exemption scheme,

15 social group is defined by education, occupation and area of residence. People in the ‘poor’ category
have primary education only or no education, and their main source of incomeis small scale farming or petty
trade.

16 This is consistent with other studies in Africa (Gilson, et al., 1995, Fabricant, et al., 1999, Nyonator and
Kutzin, 1999).




managers believing it unworkable under severe financid congraint. Urban resdents had stopped
expecting such exemptions, quoting providers. ‘there is no service without money’. Exclusion,
rather than exemption, had become the urban norm if someone could not pay.

Poor quality and abuse in the gover nment sector

Patients are vulnerable to abuse in dl hedth care sysems?’  Interviewees offered clear and
consgent criticisms of fadilities, but were dmogt universaly afraid to make forma complaints
about poor treatment. By far the most serious criticisms were of urban government hospitals:
endless waiting, neglect, rudeness, demands for bribes and active abuse including abandonment
without care if bribes could not be paid. The worst tales of abuse concerned the behaviour of
nurang daff, especidly in maternity wards. Hospital nurses were caught between many of the
worst pressures in the system: low and declining rea wages, poor chances of advancement,
poor and often dangerous working conditions, and an experience of aandonment by the
doctors formally responsible for patient care. This sense of being abused has in the worst cases
turned full circleinto a culture of abuse of patients.

One urban hospitd displayed a particularly serious culture of individuad appropriation of
resources by staff and of abusive behaviour towards patients (Tibandebage and Mackintosh,
forthcoming). The pharmacy lacked basic drugs and patients had to buy their medica supplies;
the hospital’s activity rates were fdling despite the scde of locd need. Bribery was widdy
accepted as being the mode of operation of this facility, and patients who could afford to bribe
effectively colluded with this system to the detriment of those who could not pay, as severd
pointed out. Dispensaries reported that patients returned untrested after long waits and
unaffordable demands for payment, that they increasingly refused to attend the hospital. People
‘preferred to die a home', unless they could afford, and reach, aloca religious-owned hospital.

Perver se incentives and poor quality private provision

All hedlth care markets generate serious perverse incentives, but response to these incentivesis
diverse, locdly specific, and srongly shaped by culture and inditutional process. In the
Tanzanian context, the private for-profit health care market is narrow and restricted to the urban
areas. Mogt private providers studied were struggling to survive, as were many religious
facilities. Financid congtraint was of course dso severe in dl government facilities. Some (not
al) facilities market responses to these pressures were worsening the problems of access and
quality just outlined™.

Most private for-profit facilities operated in a highly price-competitive manner. Owners
observed each others prices closdy, and in loca markets price digtributions across facilities
were narrow (see Figure 1 below). The Dar es Salaam market was particularly price
competitive at dispensary and hedth centre levd, and private facilities providing a range of
savices usng reasonably qudified dtaff were acutely aware of undercutting by chegp
competitors. Profits came mainly from charges for tests and drugs. Hence, facilities faced
dangerous incentives to dide into aletha mix of usng unqudified saff, over- prescribing drugs of

17 Note that this was not a clinical study; information on quality concerns the state of the facilities,
including observed drug availability, and the handling of patients. The questionnaires were designed,
however, with the assistance of a Tanzanian medical consultant and a health economist, and four of the
interviewers had clinical or public health qualifications.

18 A more detailed paper on pricing, competition and facility strategy isin preparation.




doubtful provenance, and prescribing ingppropriate drugs on the basis of faked diagnosis. Users
too recounted examples, including reluctance to refer when problems were beyond saff
competence. Household interviewees could explain why private facilities had business incentives
to behave in this manner, and were aware that the worst private for-profit dispensaries were
very bad indeed.

Perver se incentives and mar ket segmentation

The dternative to lowering prices and reducing quaity was to seek to move up-market, and to
compete for the very limited numbers of higher income dients and those paid for by employers.
This was hard for private facilities Snce investment loan finance was virtudly impossble to
obtain, though some hospital consultants could charge high prices for private clinics in Dar es
Sdaam. Only doctors could legdly own facilities, so they faced three options: use funds from
another family business (unusud to have this option); develop dowly from earnings (difficult); or
cheat. The latter generaly involved a busnessman as ‘deegping partner’; it was not drictly legd,
and could create pressure for doubtful clinica practice and high charges.

As a result, market segmentation as a Srategy was more easly pursued by some reigious-
owned facilities. The resultant price differentiation at dispensary and heslth centre leve can be
seen in Figure 1°°.

2000 T

1500
G: government sector

R: reigious’ NGO sector
P: private sector

Price
N
o
o
o
|

500
300 7

Ownership

Figure 1: dotplot: mean price charged by dispensaries and health centres for a set of
common services, by sector (Tshs)

The religious sector included the most expensive facilities in the study. Some had operated
before liberdization, providing, as one interviewee puit it, the only ‘private’ facilities at the time,
and often used by employersto treet their workforce. Others were recently established. All the

19 The mean price for each facility is a ‘robust mean’ of the facilities stated prices for a common set of
services, including consultation, basic diagnostic tests, simple procedures and specified common drug
treatments for adults and children; the robust mean is calculated as twice the median, plus the two quartiles,
divided by 4. The data for government facilities include only those facilities imposing official charges. The
horizontal line isthe median of the mean facility prices (Tshs 862.5).




expendgve rdigious facilities received donations, but did not apply them to subsidizing the prices
charged; few offered preventative care.

Poor use of scarce resources

Three scarce resources in this system are doctors, equipment and governmert funds. The
problems just outlined were leading to inefficient use of dl three. Low salaries for doctors were
being supplemented in urban areas by private practice, but the arrangements were poorly
managed and this led to widespread complaint about doctors neglecting government hospita
work while adso being aosent for long periods from private clinics. There were dso severe
equipment shortages, yet even in a country as poor as Tanzania, one was beginning to see the
‘medicd ams race phenomenon: some rdigious and private fadilities were invesing in
underused expensive equipment as amethod of seeking to attract middle class patients.

Findly, clinica professondism was being undermined. In addition to the perverse incentives just
outlined, doctors and other clinicians felt unsupported by updating and professond networking,
isolated from a professona community in which information could circulate and within which
learning and mutua support could occur. Providers accepted the need for supervision, but
complained of formdidtic ingpection of facilities, unsupportive in dlinica terms, as opposed to
professona support concerning trestment protocols and patient managemen.

4. Opportunities: ethical norms, support for access and beneficial
mar ket strategies

In the face of the above evidence, a tempting policy response was fatalism: continuing
deterioration through unethicad and self-interested behaviour seemed inevitable. It is important,
therefore, that the evidence tells amore complex story. The path of hedth care market evolution
is by no means set. There is condderable evidence of indtitutionalized resstance to the most
sdf-interested response to incentives, and of norms of probity in relaion to patients and
resources.

Norms of probity in the government sector

Norms can be identified in research data as behaviour that is widespread, accepted as usud,
reinforced by experience and shared expectations, and quite hard to resist. A set of compatible
norms of behaviour can ‘set’ over time into agtable inditutiona culture that is reinforced by
mutual responses between managers, staff and patients, and that shapes the behaviour of new
daff and the expectations of new patients. Inditutiond cultures in this sense differed sharply
within the government sector.

A number of facilities, seemingly againgt the odds, were providing accessble care in decent
conditions, stretching resources effectively for the benefit of users, and treating patients with
respect. Hedth centres and dispensaries that charged officidly were not generdly dso
demanding bribes, though one large Dar es Sdlaam hedth centre was an exception. In the
others, officid charges were generdly accounted for and largely used for the purchase of
supplies and for maintenance. The fees were vaued as permitting more effective service
provison, though, as noted above, they aso generated a culture of exclusion of the indigent.
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In rurd dispensaries and hedlth centres, none of which imposed formd charges, smdl informa
(and illegal) charges were made ‘for syringes (when a patient required an injection), or ‘for
kerosene' (for the fridge or for gterilization). In most, these charges were not characterized by
interviewees as ‘bribes, but rather as ‘contributions %°. The fees were low reative to charges
elsawhere — Tshs 100 or 200 (10p or 20p) — and in some cases village leaders had been
involved in ther initiation. Interviewees clearly bdieved — probably rightly — that most of these
funds went into supplies, not individua pockets. These facilities relied on donor-funded drug
supplies, and in severd, interviewees were at pains to say that they believed most went free of
charge to patients when available. These pogtive views contrasted with interviews concerning
two other rura facilities, where bribery and resdle of drugs were consstently held to occur.

Furthermore in contrast to the urban hospital described in Section 3, arurd government hospital
was achieving much better provison. Some bribery was recorded, but not associated with
abusve behaviour, and bdanced by many more postive comments. Uniquely among
government hospita patients, two interviewees said that they had successfully ressted demands
for bribes. The evidence from independent sources for pogtive inditutional norms of behaviour
is conggtent: data on drug availability (reasonable), financid data (much lower costs per patient,
effective recording and use of fees), activity rates (risng), management interviews (displaying a
lack of tolerance of abuse), dispensary interviews (patients successfully referred), exit and
household interviews (many positive comments, evidence of exemptions for young children and
the ederly) (Tibandebage and Mackintosh, forthcoming). There is no inevitability about
deterioration of inditutiond culture in the government sector.

Accessible charitable provision

The other face of market segmentation in the religious sector was the existence of a sub-sector
we labd ‘charitable. The behaviour of these facilities staff and managers displayed quite
different norms from the high charging facilities described above. These facilities were gpplying
donations to keeping down prices and to sustaining access. The mean charges of the
dispensaries and hedlth centres in this charitable category are shown at the lower end of the
religious sector charges in Figure 1; one rdigious hospita in the sudy aso fell into this category.
Some were providing care as chegply as government fee-charging digpensaries and hedth
centres. All provided preventative as wdl as curdtive services, and al dlowed some deferments
and waivers of payment in crises. They dso had a reputation for treating people humanely.
Those in charge expressed commitment to affordability as a key objective and the observed
charges and fee structures support their statements. they sought, for example, to cap costs per
episode at manageable levels that could be predicted in advance.

Facilitiesin which the ingtitutiona culture was charitable in this sense were found in al the aress
dudied, and were relied upon by users when the government sector faled them. One
interviewee, referring to a rurd rdigious hospita, explained the expectations generated by
shared experience:

Service can be given [in emergency] prior to money. But a [the government
maternity] hospital, one has to pay first before any serviceis provided.

20 These interviews were mainly conducted and recorded in Kiswahili, and the distinction between the terms
(one carrying disapprobation, the other not) is consistent in that language.
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Interviewees dtated that in these circumstances they would return to these facilities with the
money owed, and the facilities staff confirmed that this often hgppened. One reason was, of
course, awareness that the patient might need to return in the future, but there was dso a
recognition of good service. It was these charitable facilities that particularly gave the religious
sector as awhole its good name.

Beneficial private sector market strategies

Given the price competitiveness and financia pressures outlined above, one would have
expected private providers to concentrate on curative care, and particularly on the sale of drugs
and diagnogtic tests. However, a subset of private facilities in both Mbeya and Dar es Sdaam
did provide mother and child hedth (MCH) care, including ante-natal care and care for the
under-5s including vaccination, for low or no charges. Why were they cross-subgdizing
preventative activity from fees for curative provison? The reply from the owners was, in
essence, ‘marketing’: offering preventative care brought people into a facility, they got to know
it, might come to trust its motivations and might return, for assstance with ddivery and for the
curative care which provided the dispensary’s profits. The facilities that offered this service
tended to have curative care charges that were moderate as compared to the non-government
sectors as awhole.

This private sector behaviour increased the amount of preventative care; it crested expectations
that primary non-government providers should provide preventative as well as curative care; it
built up relaionships between groups of patients and particular facilities; and it encouraged the
fadlities dtaff to take along term rather than a short term view of their relationships with lower
income patients. All private facilities studied sometimes deferred payment at times when patients
could not pay, and long-term relationships may mean that petients are more likely to pay when

they can.

Shared knowledge among users and therole of reputation

Policy makers interviewed during the study tended to view users of the hedth care system as
irredeemably uninformed. Contrary to these predictions, we found patients and household
interviewees rather well informed about the facilities accessible to them, and aso about hospita's
a a rather greater distance. Patient and household interviews contain rather consstent
responses concerning the sirengths and weeknesses of different facilities, and interviewees were
well able to baance cost and quality of care as they perceived it, in responding to questioning
about value for money.

Frm findings indude extensve exchange of information about facilities. People developed and
acted upon their perceptions of the appropriate facilities for different problems and for different
capacities to pay; facilities thus developed digtinct reputations that affected their activity levels,
incentives and behaviour over time. People' s knowledge and use of facilities was locdized, but
within local areas people could discuss charges, response to those unable to pay, dtaff attitudes
to patients, and particular skills (such as good at treeting children, or good with burns), as well
as availability of drugs and tests.

Sectors as wdl as facilities had reputations. We asked household interviewees which sector
provided the best vaue for money, and virtualy everyone understood the question and could
explain their answer; the mgority identified the religious sector as offering the best vaue, though
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in the area of the better government hospita, described above, more identified the government
sector, and some (generally the better off) chose the private sector. Shared opinions can of
course be misguided. But the scde and consstency of market information contrasts with the
absence of ‘voice in the sense of the fear of complaint and the lack of organized capacity for
influencing the behaviour of facilities.

5. Collaborative regulation for redistributive ends

Mixed hedth care markets are, as judt illugtrated, very diverse, and the early stages of emergent
market development offer opportunities for influencing the later path of development. If
regulatory intervention can push the ystem towards increasing inclusiveness and probity, by
vauing and involving good providers from dl sectors, then the hedth care syssem can be a
redistributive force in the medium term, rather than exacerbating inequaity and poverty.

Rethinking regulation as collabor ative action

Effective regulatory intervention is only possble if the resource condraint on ingpection and
enforcement can be sde-stepped. The only means of doing so is a process of collaborative
action to build on dedrable norms of behaviour, to vaue and strengthen providers who
successfully serve the hedlth care needs of the poor, to strengthen the legitimate claims of low
income patients, to achieve legitimacy for forma regulations via negotiation, and to find synergy
between supervison and support. The government has few resources for inspection, but it has
considerable total resources which can contribute to shifting the direction of evolution of the
system if well used.

This dternative gpproach to regulation reflects wider shiftsin policy thinking. Tanzanian policy
makers generdly gave ‘regulation’ its most common meaning: a benign public interest body
seiting and enforcing the legidative framework and associated regulations, including licensang
procedures and quality standards for facilities daffing and premises. Economic andyss
generdly retans this rule-setting gpproach, while andysing the rules as contractud agreements
cregting incentives for sdf-interested service providers (Bishop et al., 1996, Mackintosh,
1999).

By contragt, the socio-legd literature on regulation (Badwin and Scott, 1998; Ayres and
Braithwaite, 1992) recognizes a more interactive ingtitutiona relationship between regulator and
providers™. ‘Regulation’, as in this paper, incudes not only forma rules and decision-making
procedures, but dso informa working relaionships and ‘ customary assumptions, often barely
articulated, about the substantive purpose of the activities being pursued’ (Hancher and Moran,
1989).

Tanzanian debate was moving towards such a broader view on regulation. Degp concern was
expressed in government at the lack of capacity to enforce qudity standards and the consequent
dangersto patients:

The system is not policed enough, it is not ingpected properly, it lacks proper
supervison. Thisis not a commodity we are sdlling, it is people slives.

21 Some economists, for example Helm (1994) also explore these issues.
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The Regidrar of private facilities is understaffed and poorly equipped, and the Ministry of
Hedth's own ingpectorate unit is smal. The Regigtrar rdlies on didtrict medical officers ‘who are
very often in a worse dtuation’ for ingpection for licenang purposes (Upunda, 2000). Non
government interviewees were criticd, furthermore, of ‘double standards, thet is, of falure to
aoply to government facilities sandards set for the independent sectors. One interviewee
summed up the problem as alack of ‘a culture of regulation’ in hedth care, that is, a culture of
enforcing compliance with common standardsin dl sectors including the government facilities.

As areault, said one policy maker, ‘the government cannot play the game on its own’. Instead,
he suggested, the government had to involve private and religious providers associations in
drawing up and enforcing rules and sandards ‘in a mutud way’, and in helping to ‘weed out
those who are not genuin€ . It was hoped that decentralization and the creetion of district health
boards would encourage such local collaboration in planning and supervison.

Collaborative regulatory intervention can also pursue a number of gpproaches that do not rely

on ingpection:

*  Promoting better competition
Intervention can am to improve the outcomes of competition for patients and for good
providers in dl sectors, and try to ensure that competition works to undermine poor
providers.

e Promoting more collaboration
Competition and collaboration are not oppodtes, collaborative professond and
indtitutiona cultures can help markets work in more desirable ways.

*  Promoting negotiation
Governments can seek to create negotiated processes that legitimise rules and ensure that
incentive dructures make sense to providers, such negotiations dso shape the
government’s own regulatory culture.

All such gpproaches require the government to accept non-government providers and the
genera public as regulatory actors, and to see government provider behaviour and the
negotiated use of subsdy — rather than just rule- setting — as regulatory tools.

Valuing successin religious and government primary care

Section 4 showed that access for many people was being sustained by the behaviour of some
lower level government facilities and by charitable religious facilities. Both were subgsdized by
government and donor funds, what marked them out was that they used the subsidieswell. They
provided some eements of asafety net for the poor, but their continued existence was not
assured. Regulatory intervention can am to sustain them by embedding the redigtributive ‘ gift’
they provide — something for nothing, or more for less — in a framework of recognition,
improved incentives, and grester policy leverage that might dso make their subsdy more
sustainable.

One approach would be accreditation schemes?, to provide a well publicized ‘labe’ for
facilities that provide cheap, good qudity charitable or public provison. Such schemes, if wdl

22 Tanzanian policy makers found this a rather unfamiliar idea, though it is occasionally suggested in the
health policy literature (for example, Brughaand Zwi, 1998, p.116).
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designed, can combine eements of sdlf-regulation, the experience of explicit standard setting,
benefits to participants in terms of sustainability, and aso dements of beneficia competition, that
IS, competitive behaviour that isin the interests of patients and in line with regulatory objectives.
Such competition can help to keep down prices without price controls (which experience
suggedts are likely to work badly if imposed), and without trying to creete uniformity in adiverse
system.

For example, an accredited group of approved, low charging charitable providers (facilities, not

owners) would have a number of benefits:

e it could be sdf-managed, as a group of independent facilities which could set standards
and maximum fees, in discussion with government;

» fadlitiesin the group could be digible for non-profit satusin return for low charges,

» they could be required to meet some minimum standards of accountability, in terms of
record keeping and accountability to communities,

»  such agroup could be attractive to donors, providing a further incentive for others to join
and assgting sugtainability of donations;

» the group and their fees could be publicized so that patients would know what to expect
and could compare their provison with that of others;

»  thegroup would provide a policy benchmark for charitable provison; other facilities could
use ardigiouslabd, but not a‘ charitable’ one.

Such a scheme might help to sustain donations to the most accessible fecilities, and a the same
time provide a st of desrable incentives for public education and the expanson of charitable
provison. The more users expectations can be raised, and dternatives to very poor and/or
expendve primary provison offered, the better the system for the poor.

In the government sector, some of the same objectives could be pursued through benchmarking
schemes that involved local communities in developing and publicizing good practice. Officidly
sanctioned diversity is increasing in the government sector and can be built upon. The study
showed high leves of community reliance on rurd dispensaries as fadilities of first resort, and
offered some evidence that community involvement played arole in sustaining probity. A didrict
could identify a group of rurd facilities that were doing well to be a benchmark group. Such
facilities could be expected to develop higher levels of community scrutiny and involvement. The
label would condtitute much needed recognition for probity and good practice, encouraging
continuing donor support. Allowing such a group to set smdl hedth contributions agreed by
communities usng the facility regularly would congtitute a beneficid incentive to resst bribery in
favour of ‘home grown’” mutua partid pre-payment schemes.

Supporting private cross-subsidy of preventative care

Another redigtributive ‘gift’ in the system that needs sustaining is cross-subsidy of preventative
care by private primary providers. As argued above, there was a market logic to this behaviour,
but ‘long termism’ of this sort by financidly fragile providers is eadly undercut. For-profit
providers play an important role in determining qudity of urban primary care; they can be
reasonable accessible (though not to the poorest), and can aso, with the right incentives, be
sub-contractors for government-supported services. Regulatory intervention needs to improve
sugtainability while building on the incentives good qudlity providers have to prevent poor qudity
providers undercutting them.
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There is an emerging culture of private sector sdf-organization: one associaion (APHTA)
represents particularly the interests of the private and dite religious hospitas (Kaushik 2000),
and one local association brings together smaller independent providers (Mbeya Private Health
Care Providers Forum) (Dyauli 2000). These organizations share information, are developing a
rolein policy making, and seek to identify opportunities for professond collaboration.

To build on these beginnings a private sector role in undermining bad private primary provison
requires a scheme with ‘teeth’ in the sense of damaging consegquences of non-membership. A
policy workshop during this project discussed a hypothetical Accredited Private Providers

scheme that would have such teeth: only members of the scheme would be digible for some
financid or in-kind subsidy for preventative care (following a successful scheme in one region),
and aso digible to be contractors to new mutua and ‘socid’ hedlth insurance schemes”. Donor
or government support to market the accreditation ‘label’ could have beneficid effectsin terms
of raisng the expectations of users, and at the same time be a vauable marketing tool for the
individua members. Such a scheme would vaue good practice and help to ensure good use of
scarce subsidies.

If membership aso brought duties, including provison of preventative care and negotiated
minimum professona and book-keeping stlandards, and rights of scheme salf-management and
negotiation on behaf of members, then it could both develop self-regulatory capacity and offer
red incentives to gect poor providers. Collaborative behaviour is however generdly difficult for
private providers in Tanzanias emerging market culture; severa private sector workshop
participants expressed doubts about willingness to collaborate in thisway.

Strengthening legitimate claims: involving the public

Commentary on the role of the public in African hedlth care systems has tended to concentrate
on documenting misguided forms of pressure — for example, for injections®. However, this
sudy aso found other more postive norms of behaviour: active seeking of information and
engagement with the market. A Tanzanian policy maker, surprised at the findings, noted the
implied opportunity for strengthening public pressure on the system.

However the balance of power at present greetly favours providers. Regulatory intervention
needs to build on patients and households' shared knowledge to strengthen their involvement in
shaping the hedlth care system, and a the same time to educate users and re-educate staff>.
The above proposds included incentives for ralsing expectations via publicity and involving the
public in promating beneficid competition. Strengthening effective clams dso requires some
forms of forma organization and involvement, not leest to legitimise involvement of non
professonds in hedth care. Organized action around hedth care issues, by giving people
confidence, is dso likdy to srengthen informal pressure on the system. The generd policy

23 A number of such schemes are being developed; those relevant to urban primary care include the
government’s planned scheme for civil servants and mutual informal sector initiatives (Kiwara, 2000).

24 some anthropological research, for example Birungi (1998), provides more comprehending exploration of
peopl€’ s attempts to reduce the risk of using the formal health care system.

25 There is some evidence that on clinical matters shared educational processes involving both staff and
users are more effective than one-sided education (Brugha and Zwi, 1998).
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proposition is that any moves towards a norm of public scrutiny and involvement are likely to
grengthen qudity in the sysem.

Strengthening people's ability to complain implies reducing fear of victimization Encouraging
exigting experiences whereby village and community |eaders assemble and take up with afacility
a conggent set of complaints can help to protect individuds. More forma consumer-type
organizations in the hedth care fidd are another posshility, particularly in urban aress. A
‘consumer’ group could campaign for improved care, and take up specific cases where
regulations were not observed, thereby lessening the imbaance of power between professionas
and patients®.

The legitimecy of ‘lay participation in managing hedth care ddivery — dready emerging — could
dso be grealy srengthened. Facilities management boards (including non-governmenta
facilities) can have community representatives (as some of the cost-sharing schemes dready
require), larger facilities might have qudity assurance committees with community leaders as
members. Loca processes of consultation on services or fees is another possibility, perhaps via
exiging organizations and communities such as churches. A local government could have an
independent hedlth care scrutiny group, with the right to question managers. There are of course
severe resource limitations on what can be done, and the appropriate approach will vary sharply
by area But the badis for a cultural shift towards a norm of public scrutiny and redress already
exigs.

Embedding exemptionsin mutuality

Exemption mechanisms are bedevilled by conflicting incentives and lack of legitimecy (Section
3). Edablishing legitimate redigributive ‘gifts of this kind, theory and evidence from elsewhere
suggest”’, implies separation of exemption mechanisms from the incentive to charge fees, better
information on who is able to pay within a society where extreme poverty takes diverse forms,
more legitimacy in decison making, and clear principles on who should pay and why. The
implication is that exemption schemes require collaboration between communities, facilities and,
for very impoverished communities, externd funding.

Some community level and informa sector feglth insurance schemes underway in Tanzania
seem promising in terms of these criteria Some community hedth fund schemes provide
exemptions (Kiwara, 2000) and those decisions are separated from the facility management’s
incentives to make the facility ‘pay’. The legitimacy of the decison making is increased by the
extent of loca information, by its public nature, and by the fact that the cost is borne by those
making the decison. Current schemes typicaly require aflat fee, hence are regressve in funding
terms, but may make hedth care access more managegble for the norrindigent poor by
chegpening it and making costs predictable. Subsdies to schemes for very low income
communities can be linked to the maintenance of an exemption mechanism, improving incentives
for cross-subsidy. Embedding redigtributive obligetions within schemes of broad community
benefit — and vauing the fulfilment of those obligations — appears to be a route to sustainability.

26 | ndia has recently strengthened consumer rightsin health care.
27 Mackintosh and Gilson (forthcoming) summarize evidence on exemption scheme failures and successes.
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Attacking perver seincentives within facilities

Regulatory intervention should seek to ‘economise on benevolence® as well as vaue and

support it, and there are incentive problems within facilities that creste access and qudity
problems, and that could be mitigated by learning from loca good practice. Two such problems
concern over-prescribing and the conditions of service of nurses (see Section 3 above).

The ‘dispensary’ format crestes problematic incentives in a fee-for-service system, especialy
where dinica gaff who do not fed a long-term commitment to the facility and its petients both
prescribe and take the money. We found this management Structure generating overcharging
and apparent over-prescribing in one large rdigious dispensary. Conversdly, a different religious
facility had a sdaried doctor and a separate dispenser/ cashier; the two appeared, from our
observation, actively to try to keep down costs for patients within the facility price structure.
Management training concerning organizationa gtructure could thus subgtantidly improve
charging and prescribing behaviour from the patients point of view.

Another mgor set of problems centres around nurses, working conditions and pay, and the
interaction of those with nurses' behaviour to patients (see Section 3 above). Nurses are by no
means the only group about whom patients complain nor the only group with poor working
conditions, but the nurse/ patient relationship is centrd to patients experience of care or its
absence. There is an evident problem of nurses motivation and self-confidence. Interviewsin
government hospitals suggest that, while low pay is a serious problem, aspects of working
conditions are dso highly demoativating, including the loss of dlowances, dangerous working
conditions, doctors frequently absent from hospitas, afeding that their work is not vaued, and
difficulty of access to training and career progression. The better functioning inditutions in dl
three sectors had addressed some of this latter set of problems, seeking to provide nurses (and
other staff) with access to benefits such as loans, providing responsbility within settings where
there is dso supervison, and making staff fed both vaued and expected to behave well. The
successss illudtrate the important of recognition, support and the capacity © do ajob wel in
motivating saff in turn to treat patients with respect.

Blurring the boundaries. extracting cross-subsidy

Section 1 noted the turning away from cross-subsidy within the dominant policy framework, and
Section 3 the tendencies to socid and economic polarization emerging in the hedth care system.
Such polarization, likedy to be exacerbated by the history of mutua mistrust between
government and private sectors in Tanzania referred to by many interviewees, can reduce
redistributive commitment and make future reintegration at higher income levels very difficult.®

The aternative gpproach is ddliberately to try to reduce polarization, seeking instead to increase
cross-subsidy of the poor and to keep the independent providers at dl levels committed to
expanding access to competent care. Blurring the boundaries between sectors has some
potentia benefits for dl parties: it increases mutua understanding; it makes experiment eesier; it
alows the cultures of different sectors to influence esch other, potentidly alowing desirable
cultures to help to bresk bad ones; it dlows more efficient sharing of scarce resources; it

28 The phrase is from James M eade, see Atkinson (1993).

29Health economists writing on Latin America, faced with very polarised systems in much of the
subcontinent, are particularly eloquent on thislast point (see Londono and Frenk 1997)
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reduces stigmatizing of the government sector; and it alows independent providers access to
government resources.

The suggestions here focus on the scope for mutualy beneficid agreements with dite hedlth care
inditutions, that is the government referrd hospitas and the non-government hospitals that
charge high fees. The latter often have non-profit status. These dite hospitds are important to
the hedth care sysem as a whole because they are training inditutions;, because (partly in
consequence) they influence the culture of the system as a whole; and because they possess
needed skills and equipment and are advisory and supervisory facilities. They can be drawn into
contributing more effectively rather than ‘floating off’ further from the system; again, the ideas
build on existing successes.

One option isintra-mura private practice in the government or charitable hospitals. It is not easy
to extract cross-subsdy from this, and we encountered one charitable religious hospita that was
finding it difficult, but there are successful experiments in Tanzania. Opportunities for private
income can help to retain good gaff, help to sustain a culture of high qudity care, and can, if
well managed and well used, generate income for the facility, helping to ensure that lower paying
patients aso have access to equipment and specidists. The professona standing offered by a
referrd hospitd podt, and the teaching role that comes with it, is sought-after, and can
reasonably be conferred in return for an expectation of commitment to lower income patients.
Having a private wing run by ajoint venture partner with explicit cross-subsidy targets can aso
help to ensure benefits to government wards.

Conversdly, expendve hospitals with nonprofit status can reasonably be asked for explicit
contributions to the capacity, quality and inclusiveness of the hedth care system as a wholein
return for that datus. Illudrative contractud commitments might include an expanded
contribution to training doctors and other clinical saff, including support of trainees and
collaboration with other inditutions; alowing other indtitutions access to scarce equipment at low
prices, exchanging daff with other inditutions to asss with updeting skills, incduding
management skills, and providing specified services to patients referred from government
hospitals at lower cost. Some experiments dong these lines are emerging.

A more unusua suggestion would be the provison of public wards in private hospitas. These
might be government-supported units with access by patients on officid government terms,
established through a contract between the indtitution and the government that included a
commitment to partid cross-subsidy of the units by the indtitution in return for non-profit status.
We should add however that of al our suggestions, this was regarded by policy makers as the
least plausible!

More generdly, credtive negotiating can create more efficient use of scarce resources through
cross-boundary collaboration. Successful private practice pays doctors better than government
sarvice, but government service can gill offer professonal sanding, greater security, skills
updating, and access to resources and professona colleagues, while private practice can dso
be londly and ungtable. The government sector — which has trained most doctors — also needs
to retan them. If joint working across sector boundaries is maintained, there is scope for
effective mutudly beneficid agreement on contracts. Similarly, joint equipment purchese and
maintenance schemes between inditutions would undermine informa charging by technicians,
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improve maintenance, increase practica collaboration within the system, and increase access.
And co-supervisory relations among groups of facilities across sector boundaries could help to
sudtain a culture of professond reflection on provison, and are actively being conddered in
some digtricts.

6. Conclusion: sustainable redistribution by design

The digtributive behaviour of a hedlth care system depends on the socia, economic and cultura
inditutions of the system: its norms of behaviour, its levels of public scrutiny, the scope it offers
for middle class retreat to a protected segment. The study on which this paper is based supports
other research on reformed African hedth care systems that conclude they are generating
‘sugtainable inequity’ (Nyonator and Kuizin, 1999) and lack a strategy for including the poor
(Stierle et al., 1999, Fabricant et al., 1999). This paper has argued that tackling the problem
involves rethinking both analyss of, and policy mechanisms within, mixed hedth care sysems.

Rethinking andyss implies investigating mixed market-based hedlth care systems as diverse
indtitutional arenas, in which responses to market incentives are strongly shaped by culture,
norms of behaviour and feedback between expectations and experience, and in turn shape
market evolution. Rethinking policy implies formulating policy processes — we have cdled them
collaborative regulatory interventions — that can pull the system as a whole towards greater
inclusveness and better qudity, particularly at the lower end. All thisis quite digtinct from the
dternative vison of alargely unregulated market supplemented by tightly ‘targeted” government
action, and it mirrors recent pless for less ‘technical’ policy responses to social injustice™

We have sought to be extremely specific about the scope for and nature of such ‘redistribution
by desgn’ in the current Tanzanian context, arguing that it must build on existing inditutiona
probity and effectiveness. We argue that the gift rdaionships implicit in redistribution are fragile,
but can be made more sustainable by embedding them in broader reciprocal processes and
shared understanding of legitimate clams. The interventions proposed am to shape government
sector behaviour as well as that of non-government providers (the categories overlgp since
some people work in both), tresting government facilities as regulatory actors open to scrutiny
and chalenge. None of these proposals offers a ‘fix’ to bring the poorest into the system.
Rather, we have argued that only a movement towards inclusveness, and away from socid
polarization, excluson and abuse can (though accepting continuing inequality), congtruct the
bass for continuing redigtributive action.

30 Thisis developing themein policy debate; see Stierle et al ., (1999) for a health care eample, or the papers
for arecent UNRISD conference on Technocratic Policy Making and Democratization (Geneva April 2000).
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