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Introduction
The decade of the 1990s is seen as a marker for the beginning of health sector reform in South Asia.  These reforms are premised on four cardinal market principles that shifted the discourse from the centrality of public provisioning to greater role for markets. The four cardinal principles were:

1. Individual, charities and private organizations should be made responsible for health care

2. Public funding must be restricted to health promotion and prevention of disease

3. Central government’s role should be restricted to policy formulation and technical guidance, with delivery of services left to the private sector and local authorities

4. Private and non governmental sector should be supported to become the key providers of health and social services.  

It is these principles that guided the design of health sector reforms across South Asia
 with the active support of multilateral and bilateral agencies.  Most of these countries initiated reforms in the 1990s and has been guided by a similar design for these reforms.  This paper presents some of the similarities and variations with these reforms across South Asia and explains it terms of the complex interaction between a variety of factors like the role of global actors; the character of the state; domestic capital and the growth of middle classes.

1. Global actors that include bilateral and multilateral agencies, pharmaceutical, medical equipment industries, insurance company and research institutions.  These actors have played a critical role in shaping health policies across the world.

2. The role of the state in each of the countries, especially in terms of socio-political contexts; investments in social sectors especially public health services.

3. The role of domestic capital in the provisioning of health services, pharmaceutical, medical equipment and insurance sectors within each of these countries

4. The growth and role of the middle classes, their influence on both the supply and demand for public and private health services (Baru, 2003).

History of Health Service Development in South Asia

All the countries in this region have a shared history of being former colonies of the British and have varied socio-political contexts and welfare provisioning.  Although all these four countries belong to the same region, they present variability in terms of size, population, political regimes and state investment in welfare schemes. Amongst all the South Asian countries, historically, Sri Lanka has the strongest tradition of welfarism followed by India while Pakistan and Bangladesh have weaker welfare provisioning. These factors reflect the variations in access to basic needs and subsequently health outcomes.  While the indicators of Sri Lanka are on par with developed countries, Bangladesh, Pakistan and India fare poorly when compared to Sri Lanka (HDR, 1999)  

  Table 1: Health Status Indicators of Countries in South Asia

	Countries
	Life Expectancy at Birth
	Infant Mortality Rate (per 1000 live births)
	Maternal Mortality Rate

(per 100,000 live births)
	Child Mortality Rate

	Bangladesh
	58 years
	81
	850
	112

	Pakistan
	60 years
	38
	340
	136

	Sri Lanka
	73 years
	16
	140
	  19

	India
	62 years
	70
	570
	  73


Source: Human Development Report, Delhi, Oxford University Press, 1999.

The health sector reform has privatization at its core and the restructuring of public sector through the introduction of market principles.  This trend is clearly discernable across South Asia the outcome varies depending on the interaction of  factors discussed above.  

Role of the State in Public Provisioning of Services

There is variation in the extent and nature of state involvement in ensuring access to basic needs including health services across countries in this region.  In Sri Lanka the role of the state was central wherein ‘public action and state responses had politically and socially constructed health care as a public good, a basic right for all citizens.” (Mills, 2002: 217).  This was a result of a strong socialist government that focused on ensuring food security and public health services to all its citizens.  This resulted in high investment in the social sectors with an emphasis on food security, maternal and child health services and an expansion of health services at the primary, secondary and tertiary levels of care.  It is this combination of inputs coupled with reduction in socio-economic inequalities that is reflected in better health outcomes.

Public investments in Sri Lanka were made in both service provisioning and training of human resources.  The expenditure on health as a percent of total government expenditure was 5.5 percent in 1977, it declined to 3.2 in 1981 and rose to 5.5 percent and peaked to 6.5 percent in 1989.  During the nineties it declined from 5 percent to 4.1  (Fernando, 2001).   Health services were quite evenly distributed and physical access in terms of roads and transportation was good.  However a few studies have shown that indirect costs in terms of transportation, drugs and other incidental expenses were issues of concern for the poor in both urban and rural areas (Pieris, 1999).  During the late 1970’s, Sri Lanka opted for loans under the Structural Adjustment Programme (SAP) of the World Bank for restructuring the economy that affected all the universal welfare programmes.  Most of them shifted from a universal to a targeted programme, with food subsidies being largely withdrawn.  

Until the seventies, Pakistan and Bangladesh shared a common history for economic and social development where the state played an important role in the provisioning, financing and administration of services.  There was variation in the development of health services between West and East Pakistan in terms of growth of beds and institutions. The growth rate of hospitals was 7 percent from 1959-66 for East Pakistan while it was 16.27 percent for West Pakistan.  The growth rate of public beds was 15.61 percent in East Pakistan while it was 56.17 percent in West Pakistan  (Rahman, 1999).  Thus after the liberation of Bangladesh during the early 1970’s, health services were underdeveloped both public and private with declining outlays for health.  The percentage of outlay for health to total outlay was 4.48 percent in 1973-78, it declined to 3.72 percent in 1980-85, further declining to 3.05 percent in 1990-95 and to 3.17 in 1997-2002  (Rahman, 1999).  The government spending on health care constitutes only 34 percent of total expenditure on health, private expenditure accounts for 64 percent and the remaining 1.0 percent is from NGOs  (MOHFW, 1998). 

In Pakistan the investments in the public sector were minimal and largely urban based.  The government expenditure has never been more than 1.3% of GNP and subsequently has registered a steady decline (Zaidi, 1988). In India the trends in public investments have been similar to Pakistan and Bangladesh with outlays not higher than  three percent. Over the years it has registered a decline and is clearly inadequate for the expansion of facilities.  This gets reflected in the stagnation of public services from the mid eighties through the nineties.  In the Indian case the highest investment was 3 % that declined to around 1% during the 1990s.

Except for Sri Lanka, the under-investment of the public sector led to the stagnation in the growth of public services that created spaces for greater dependence on private services across all the other countries.  The weak public provisioning gave legitimacy for the neo-liberal ideas of restructuring and the acceptance of conditionalities of the Structural Adjustment Programme of the World Bank.  The health sector reform agenda takes root during the mid 1990s with a fairly vibrant private sector across all these countries.  

Nature of Health Sector Reform
The worldwide economic recession of the late seventies had a negative impact on public spending across developing and developed countries.   During the eighties and nineties the World Bank and the IMF put in place a policy agenda that promoted privatisation both in the industrial and services sectors, including the social sectors, referred to as the structural adjustment programme.   All the countries in this region have opted for World Bank loans that included cutback on public spending, encouraging the growth of private services and restructuring public institutions on principles of the market.    

  During latter half of the 1990s, the governments of these countries took the initiative to reform the health sector informed by the ideas and design of the World Development Report 1993- Investing in Health.  The health policy of these countries sought a more prominent role for the private sector and NGOs in the provisioning of services.  It clearly stated the inability of the state to provide services and also allowed and encouraged private practice by government doctors (World Bank,1997)   The reform of the health sector was part of the larger project of economic restructuring and among the four countries Sri Lanka was the first to go in for World Bank loans (Perera,2002).  The indicators of health sector reform initiatives are discernable when the Sri Lankan government offered direct concessions to the private sector and these included:

1. Permission to foreign providers of medical cares to operate in Sri Lanka.

2. Encourage private health insurance industry.

3. To lease spare capacity in public facilities to private practitioners.

4. Offer concessional loans to private practitioners to establish practice in rural areas.

Instituting a regulatory framework for the private sector. (Perera,2002).

When Pakistan went in for a Structural Adjustment Programme in 1988, a number of moves were initiated for economic restructuring and there was a squeeze on public expenditure on health, which further paved the way for privatisation.  This resulted in cuts in the recurring expenditure for health care, which meant that there was little expansion of facilities and manpower.

Across the South Asian region HSR has accelerated the privatization process as is reflected in the percentage share of private and public beds.  What is significant across these countries is that the percentage share of private beds has been increasing during the decade of 1990s.  Among all the South Asian countries, India has the largest private sector and is an exporter of tertiary corporate health care to others in the region. The growth of institutions in the private sector presents a varied picture across countries.  While Bangladesh, Pakistan and Sri Lanka have a very small presence of institutions at the secondary and tertiary levels, India has a fairly large private sector at these levels, marked by regional variations 
 (Jesani, 1993; Baru,1998)

Table 1:  Percentage Share of Private and Public Beds in Bangladesh Hospitals
	                 Years                                     
	   Private                 Public

	           1973
	      15.0                      85.0

	           1978
	      14.0                      86.0

	           1983
	      19.0                      81.0

	           1988
	      19.0                      81.0

	           1993
	      22.0                      78.0

	                 1996                                        


	      22.0                      78.0


Source: Calculated on the basis of BBS Statistical Year Book of various years.  Cited in M.

 Redwanur Rahman, Political  Economy of Health in Bangladesh, Unpublished M Phil 

Dissertation, Jawaharlal Nehru University, New Delhi, 1999.

Table 2:  Percentage Share of Private and Public Beds in Indian Hospitals

	
	         Private             Public 

	               1973
	            28.8                  71.2

	               1983
	            40.7                  59.3

	               1993
	            57.7                  42.3

	               1996
	            61.0                  39.0


                       Source: GOI, Min.of Health and Family Welfare, Health Information of India, 

                       Central Bureau of Health Intelligence (New Delhi: Govt. of India, Various Years)

Consequences of Health Sector Reforms

Impact of Reforms on Users

According to an estimate, more than 45 percent of the population in Pakistan does not have access to basic health facilities.  The urban-rural divide in service provisioning is indeed dramatic.  Of the total public health services available in Pakistan, only 18 percent are located in rural areas (Taylor Associates: 1997).  

In Sri Lanka National surveys show that there is plurality in provisioning and utilisation at different levels of care.  For minor illnesses, treatment consists of simple herbal preparations or analgesics.  For chronic ailments, there is greater resort to traditional healers and ayurvedic practitioners.  The data clearly indicates that the utilisation of the private sector is related to income levels.  There is higher utilisation of the private sector among the urban middle classes compared to others (Pieris,1999).  Pieris observes that there is marked preference for allopathic medicine but the choice of medical facilities shows variations across classes.  The study showed that the urban middle classes used the private facilities more than government facilities while the urban poor utilise the facilities of government hospital, especially if it was accessible.  In rural areas the use of private hospitals was slightly less than private doctors.

In India, states where there is a sizeable presence of the private sector, the middle and upper income groups have largely moved out of public services and it is the poor who rely on private services much more.  The 42nd and 52nd Rounds of the National Sample Survey shows that even the poor use the private sector for hospitalisation but a larger proportion of them use the public sector (Baru,1998 and Sen & Iyer,2002).  An additional aspect is the rising cost of medical care in both public and private sectors especially from the 1990s.   

Impact on Health Institutions and Workers

    As far as health services were concerned there was a shift in government policy in 1977 in Sri Lanka, which  allowed medical officers and other technical officers within the state health sector to practice privately, outside their working hours. (Pieris,1999: 44).  In the remaining countries government doctors were allowed to practice privately and there was no effort to regulate or ban it.  Even the nascent private sector was unregulated and therefore grew in a haphazard and uncontrolled manner.  The consequences of rapid privatization during the 1980s and 1990s is much more significant in India, Pakistan and Bangladesh as compared to Sri Lanka.  The private interests within and outside public services eroded the motivation and commitment of public providers while in Sri Lanka the quality and reach of public services was definitely better than the other countries in the region.

  In Bangladesh, there was a steady growth of institutions and manpower until the late seventies, after which the data shows stagnation in the growth of facilities.  While there was an expansion of facilities until the eighties, the decline in investment resulted in a shortage in availability of facilities, personnel and supplies.  A study conducted in the late nineties showed that 63 percent had inadequate facilities, 60 percent had inadequate personnel, 80 percent faced a shortage of vaccines or drugs (Ahmed,1997 cited in Rahman,1999).   In Pakistan there was a shift towards increased privatization during the  1990s  that resulted in the burgeoning of outpatient and in patient care.  According to an estimate there were 20,000 small ambulatory clinics operated by general practitioners, 300 maternity homes, usually with two or three rooms; 340 dispensaries and 450 small to medium diagnostic facilities. In 1993 there were more than 500 private hospitals (including maternity and nursing homes) with a total of 13,000 beds.  Most of these hospitals are located in urban areas with an average capacity of 30 beds  (Taylor Associates,1997).    As far as training of doctors and paramedical personnel was concerned, the state started encouraging the establishment of private medical colleges.   This meant that those trained in private colleges were interested in finding jobs in the private sector.  This kind of a trend is seen in India as well.  

Some recent trends show a shift in terms of the appointment and also training of personnel.  Several states within India have been appointing doctors on contract basis in order to overcome the shortage of personnel in rural areas.  There is a shortage of paramedical workers as well due to a freeze on training and recruitment of various categories of these workers.  The solution to this impasse has been to introduce multi-skilling of existing workers or to encourage community health workers on a voluntary basis with a small honorarium.

Conclusion

The experience of health sector reform in South Asia presents certain common trends but also variations in terms of the political economy and health services development in the four countries. Soon after independence the governments of all the four countries had committed themselves to investing and building a welfare state governed by principles of equity and social justice.  Except Sri Lanka, which managed to build a universal and free welfare service, the others did not make the required investments in the welfare sector, especially health.  The global recession during the late seventies had an adverse impact on public spending and this resulted in either a cutback or stagnation in investments in health across all these countries.    This had serious consequences for public services and in fact created spaces for the growth of the private sector. During this period there was a shift in policy in favour of privatisation by offering concessions and subsidies to encourage the private sector, across all the countries in the region.  The role of multilateral agencies like the World Bank furthered the privatisation agenda by influencing national health policies under the Structural Adjustment Programmes (SAPs).  The SAPs not only advocated policies for a greater role for private health services but also introduced structural changes in the public sector by introducing market principles like user charges, contracting out, importing high technology equipment etc.   Privatisation in highly inequitous societies like South Asia is bound to marginalise access to the lower middle and poorer sections, which constitutes around 30-60 percent of the population.  Available studies on the utilisation of services in India and Sri Lanka show that the middle class has largely moved away from public provisioning in favour of for-profit care and it is the poor who use public services.  The indirect costs for even publicly provided services are increasing and there is evidence that there maybe section of the population who may not be able to afford even these services. Equity concerns are very important at this juncture for health policy.  Since the middle classes have moved out of public provisioning the principles of universality have also been gradually undermined. Therefore the concern for public health derives not only from the excessive growth of for profit market-based health care, but also from the differential state of public services across the region.
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� South Asia includes India, Pakistan, Bangladesh, Sri Lanka, Nepal and Bhutan


� As far as institutions providing inpatient care in Sri Lanka are concerned, the presence is very small with only 5% of inpatient care being provided by the private sector.  It is estimated that there are more than 80 hospitals with over 2000 beds in the private sector. ( Taylor Associates:1997)





