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ABSTRACT

In the late 1980s, many governments in the low-income countries could not fund their health
care budgets adequately due to poor availability of financial resources. This resulted into
deterioration of the public health sectors in g;neral. Inadequacy of consumables and other
supplies, and low payment for health workers were among the problems faced. Governments
in some of these countries introduced public private mix (PPM) to address these problems. In
1996, the government of Tanzania allowed private practice in public hospitals called ‘the fast
track’ service. This study investigated the organizational and management system of this type

of PPM, its impacts and the factors determining people’s demand for the fast track service.

Data was collected through interviews with health care providers and patients, and document
reviews. Systematic and random sampling methods were used to select participants. Data was

analysed using STATA package.

The study found that the executive directors of the hospitals headed the fast track
management teams, with the executive committees coordinated by the executive secretaries.
The committees included specialist doctors involved in the PPM. The study findings alse
show that about 85% of health care providers reported that the practice played an important
role in supplementing the hospitals’ budgets as well as health workers’ incomes. In one of the
study hospitals, the “fast track™ services contributed more than 26% of the total income
during a S-year period. Likewise, it has significantly improved the access to health care
services. This was achieved through retaining health workers, improving the infrastructure,
adequate supply of consumables and drugs, and raising funds to subsidise treatments for poor
patients. However, the fast track services resulted in specialists spending less time with public
patients. In addition, the standards of private care were still lower in the “fast track” when
compared to what is expected in a private health care setting, and private patients were
offered very poor diagnostic tests and investigation services. Concerns were also raised about

the poor management of the funds generated from private services.

The study also showed that the majority of people utilizing private services were those in
permanent employment and with higher education and income levels. About 90% of these
patients were urban inhabitants who paid their bills out-of- pocket.

This study found that the practice was beneficial to both health care providers and patients.
The main recommendation is that there should be a strong body that will constantly monitor
and regularly evaluate productivity, quality, and equity, and to ensure that the practice does

not impair access of the majority of people to health care services.
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CHAPTER1
BACKGROUND

1.1 Introduction

In many deveioping countries private health sector has substantially increased in the past 15 —20
years to complement the public sector in health care provision (Hanson and Berman, 1998). In
these countries therefore, involvement with the private sector came following the structural
reforms and have been achieved in different degrees. A substantial increase in the private sector
was reported in India (Bhat, 1993), while a survey done in Bangladesh found that the introduction
of private sector increased access to health care and improved the income of government-
employed doctors (Gruen et al, 2002). Likewise, a study dome in Tanzania, found that
approximately 500 organizations and individuals have registered with the ministry of health as
private health care providers since early 1990s (Mohamed et al, 1996). These increased numbers
of facilities and health workers have made it possible for 75% of the population to be within 5 km
or an hour walking distance from the health facilities (Ministry of Health, 1996).

The reasons frequently given for increasing the role of the private sector are its perceived higher
quality and efficiency in service production. Additionally, it is argued that promotion of the
private sector would generate extra resources and allow the redistribution of existing government
resources to poor people, thus enhance more access to health services and cop with the disease

burden. Involvement of private sectors in health sector is called public private mix (PPM).

Public/private mix (PPM) in health care refers to the formal and contractual relationships between
the two sectors (Goudge, 1999). The mix can be of various forms depending on who pays and
who provides health service. The different forms / types of the mix are inter alia:
- Public sector finances and provides health care.
- Public sector finances and private provides health care (the government finances private
providers through contracting or subsidizing private care providers).
- Private sector finances and public provides health care (private agents finance health care
services which is delivered by public agents e.g. user fees).

- Private sector finances and provides health care (Government’s role is only regulatory).

In Tanzania, all these forms of mix do function in different magnitudes in different places,

depending on the capacities of both public and private hospital in a particular area.



This study focused on the type of mix in which services are both financed and provided privately
using public hospitals and resources. For instance leasing out public beds/wards for private
patients, where private providers pay 1o use public facilities and or some forms of limited private
practice where public doctors are allowed 1o spend a specified number of hours for privaie
practice within public facilities, where they usually work (Sinanovie, 2001). This new type of
private public mix was nol common in the couniry and so far is localised in tertiary hospitals
only, This study therefore, aimed at exploring the structural organisation of the mix and impacts
and implicanons 11 may have (o the health care provision sysiem with regards 10 quality and
access 10 health services in both seciors. Further, the study looked at the patterns of utilisation of
the private services in these public hospitals.

1.2 Background of the private health care sector in Tanzania

Tunzunia is located in the eastern part of Africa and has a population ol approximately 33.5
million (Tanzania National website, 2002). Before 1991, 804% of health services in the country
were under govermment responsibility and 20%  under volumtary organizations. Voluntary
organizations were mostly relwed o religious organizations that owned 19% of 1he health
facilities in the country. For profit private practice in health care was abolished in 1977 following
the Arusha declaration (Ahmed et al, 1996). This had a negative impact on the healih delivery
system in the country and was therefore re-legalized in 1991 (see table | below). Non-
governmental organizations and individual qualified medical praciitioners and dentists were
permitted 1o manage privite hospitals, with the approval of the Minisiry of Health (Tanzania
National Website, 2002), The mujority of private care facilities were small-scale dispensaries
owned by individual physicians and staffed by medical assistants and nurses (Ahmed et al, 1996),
Most of these facilities are located in urban and peri-urban areas.

Tlhle 1: Dlntﬂhnﬂu nl'lﬂfftl'ul health facilities in Tllﬂlil
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1.3 Problem statement

Promoting public private mix in provision of health services is one of the operational/specific
objectives of health sector reforms in Tanzania (MOH, 2000), as one of strategies to improve
health care services. Due to limited resources in provision of health care, the government is trying
to use the private sector as an alternative to meet these objectives. Different types of partnerships
between public private sectors were established and have been operating. One, which had never
been in the system, is the ‘fast track’ service.

Although, this particular type of PPM has been operating for more than 5 years, still little
information is uncovered on the benefits, if any, to the Tanzanian public health care system. No
details are known of the positive and negative effects of this mix, who uses the private service
and why, its magnitude and the way resources are shared between the two sectors within these
hospitals. This study aimed at investigating these details and based on the findings make
appropriate suggestions to policy makers and other stakeholders on mechanisins that justify
existence of the mix and motivations for improving its performance without jeopardizing public

services meant for the poor majority in the population.

1.4 Justification

Regarding that the private sector motives are always different from public ones and that the
perceptions of quality of services are also different in the two sectors, the study attempted to
identify areas that needed to be strongly monitored so that the mix complies with objectives of the

government in health care provision.

Hypothetically, there was a need to pinpoint a kind of mix that would create a balance between
increasing financial incentives for health care providers and enabling many people access good
quality health services, especially the poor people who mainly rely on publicly provided services.
Fast track could be the proper one, if would be appropriately planned and managed. A study was
therefore needed to see why people utilize these private services and whether patients’ decisions

to opt for private care are influenced by the co-existence and ways these sectors interact.

It was also necessary to investigate extensively the output and outcomes of this mix before
thinking of scaling it further to the lower level health facilities in the public health care system.
Based on findings of the study, recommendations would be developed for appropriate policy



making and precise planning of best ways this mix can be managed to comply with the proposed

government objectives in health care provision.

1.5 Research question
The study is trying to answer the question, “what is fast track service, what impacts fast track
service has to the general health care provision system and what factors influence people in using

the fast track services?”

1.6 Aim and objectives of the study
1.6.1 Aim of the study:
The aim of this study was to explore on the private care services conducted in tertiary
public hospitals (fast track services) in Tanzania, examine the role and impacts of the
private sector in this type of mix and identify major influential factors on utilisation of
the private services in these public hospitals.
1.6.2 Specific objectives of the study were:

1. To describe the “fast track” service as a new form of public private mix, i.e. use of
public facilities and resources to provide private health services to private clients.

2. To establish the role that the introduction of “fast track” has played in improving
quality and access of care to the public sector in place, which would mean to identify
the positive and negative impacts this mix has had to health care provision in these
hospitals and its repercussions to the public health care system generally.

3. To examine patterns of utilizing fast track services in relation to:

* Income levels
* Education levels
* Urban vs. rural habitants

* Mechanism of paying for the services

1.7 Format of the thesis

The next chapter reviews the literature on the role of the private health sector and public-private
mix. Chapter three outlines the methodology, which includes study design, sampling techniques,
and data collection methods and data analysis. The results of the study are presented in chapter
four while detailed analysis and discussion of these results is presented in chapter five. The final

chapter includes the conclusions, policy implications and recommendations.



CHAPTER 2
LITERATURE REVIEW

Introduction

Public - private mix in health sector are defined as the mechanisms by which the two sectors
collaborate, combine their efforts, co-act, co-exist and conflict in the provision, financing and
regulation of health services. The partnerships can be tied in formal and contractual agreements
on who should finance and or provide services to whom, how and when (Goudge, 1999). Most of
the literature describe public private mix in health sector as the existence of the two sectors
sharing functions of financing and providing services to the same general population, using the
same health workers who practice dual job holding (Gruen et al, 2002), and sometimes using the

same infrastructure, management and other resources.

According to Propper and Green (1999) the central arguments made for a mixed system in
provision are that first, monopoly public provision is inefficient and competition will improve
efficiency, and second, that the private sector will help inject competition. In this case, to be
welfare improving, a large role for private sector suppliérs must also be accompanied by
competition in the market and/or for the market, between suppliers. Supporting these arguments
Armstrong, Cowan and Vickers (1994) state that private suppliers who are monopolists may have

as few incentives for efficiency as those that are publicly owned.

Propper and Green (1999) still argue that even where there is no direct competition, comparison
with private sector may be helpful in improving quality of the public sector in place. They
continue by saying that private sector can be used as a “benchmark” for the public sector. Public
sector in these hospitals can be compared with private ones in terms of output and efficiency
while private practice in public hospitals can be compared with other private hospitals in terms of

costs and output.

It is therefore timely and recommendable for governments in developing countries to incorporate
the private sector in their health sector reforms, as it is likely to yield positive outcomes and
improve general performance in the sector. However, one of the major barrier to coherent,
effective policy is simply that very little is often known about the characteristics of the private
sector and its performance that could be used to structure effective policies (Newbrander, 1997).
Most market-oriented health care reforms are pressing ahead with little information on how

private providers perform in transition economies (Nordyke 2000). Unfortunately the health care



sector in most of sub-Saharan African countries have been taking place following policy advices
from developed world, which do not rely on the reality of conditions in these countries.
Consequently, the implementations of most of these reform policies have had undesirable effects

in the health care systems in these countries.

This chapter tries to ‘highlight some of the issues associated with public - private mix that could
be of importance to consider when introducing private practice in public hospitals as part of the
reforms in health sector. It highlights the positive and negative aspects of the reforms, and the

role that state can play towards achieving the intended objectives in health care provision.

Experiences from other countries

Like in Tanzania, in Bangladesh private health sector has substantially increased and has
improved access to health care especially in the urban areas. About 80% of doctors who are
employees of the government work in the private sector holding dual jobs for financial incentives
(Gruen et al, 2002). However, despite little payment, many of them are not ready to drop their
public practice for reasons of service satisfaction, prestige and status of the government jobs and
job security. Many of these doctors are even considering dropping off private practice if the
public sector would pay them higher incomes. It was also found that 68% of the doctors said they
would like to use government facilities for private practice if allowed to do so (Gruen et al, 2002).
This tendency was more pronounced in the sub-group of doctors employed in tertiary health care
facilities.

Roenen et al (1997) highlight the individuals’ coping strategies of doctors from sub-Saharan
Africa. One of the strategies mentioned was private practice. None of these doctors mentioned to
have been using the public facilities and resources for private purposes, though some mentioned -
that other doctors were doing it. Other sources of incentives mentioned were secondary job and
gifts from patients. These could lead to undesired effects for health care delivery through transfer
of resources (qualified personnel, time and material resources), from the public to private for
profit sector, like was the case in Malaysia as reported by Aljunid (1998). This probably, could be
prevented if these doctors were legally allowed to practice private services in their places of

work. It only needed a well-organized management and monitoring system.

In a study by Roenen et al (1997); and Goudge (1999), it was found that many doctors from sub-
Saharan Africa commended that the private sector provided better quality service and that it could
also be a good way of containing consultant doctors from going for private practice during public

service hours, and maximizing the use of human, space and other resources in the public



facilities. This would have an effect of increasing access of health services to many people, as
reported in an expenditure survey in India, which showed a higher utilization of private sector
than public sector (Bhat, 1993). A similar survey done in Dar es Salaam, Tanzania, showed the
same trend where 41% and 35% of the population used private and government services
respectively (Wyss et al, 1996).

In a South African study by Sinanovic, (1999), it was found that there was a spare capacity in
public hospitals in terms of beds, equipment for pathology, radiology, catering and cleaning,
theatre time and packing space. The same situation could be at Muhimbili and other tertiary
hospitals in Tanzania, which could have the resources and capacity enough to accommodate the

additional load of patients from the private sector.

Another study from South Africa reported that in several areas the Department of Health have
started upgrading facilities and creating private wards with great sophistication for fully paying
patients (Goudge, 1999). Sinanovic (1999) found that some of the positive benefits of such a mix
are that hospital assets (buildings and equipment) would be maintained using the income
generated from private practice and not left to fall into disrepair. In many public hospitals in
developing counties, buildings and equipment get old and cannot be repaired because there are no

funds for that purpose. Private practice can therefore, be an alternative solution to this problem.

It is possible that the presence and influence of role model and ethical rules are strictly observed
in this kind of a mix. Roenen et al (1997) highlight that in the climate of permissive presently
reigning in public health services in Africa, it makes sense to speculate that the ethical rules and
ideas physicians have about what is socially accepted for doctors remain important. These rules
should try to keep health workers behavior from degenerating into a purely commercial market
approach in private sector but maintain hard working quality in the public sector as well. Under
this kind of a mix, doctors work in both sectors at the same place and most likely they spend more
time serving public patients than private ones. They are not likely to sacrifice their
responsibilities on the public sector clients, for a few private clients, who are also potential public
clients in the future. Sinanovic (1999) warns that private patients should not be given preferential

treatment to the detriment of public patients.

The positive outcomes of increasing the role of private sector
According to the neo-classic argument on private provision, introducing a profit motive

encourages providers to become more efficient in their use of resources as they bear financial risk



for their decisions (Nordyke, 2000). He further states that competition between private providers
leads to higher quality as doctors strive to attract and keep patients. Also the advantage of the
private provision to the public sector is that it leverages private resources to reduce the burden on

publicly funded care.

To verify the argument above, Van de Ven (1996) found that the introduction of competitive
elements in Sweden appears to have resulted in a substantial increase in physicians’ productivity.
The number of hospital beds more than halved between 1980 — 1995, leading to some people
believing that there was an over capacity in hospital provision. The same author point out that in
the Netherlands the introduction of selective contracting on the delivery side in the 1990’s has
already resulted in reduction of the prices for medical equipment between quarter and a third. It is
therefore anticipated that such positive effects could be experienced with introduction of this
partnership in the health delivery system in the country like Tanzania. In addition, Gruen et al
(2002) suggest that governments in many countries may allow this joint action, as it could be a
way of mobilizing further resources, enhancing equity of access for the majority of the population
as well as retaining qualified staff in the public health sector. Moreover, there is a great
possibility for cross-subsidization and positive collaboration in terms of services utilization,

supply of consumables and drugs, diagnostic technology and even expertise.

In some countries private practice in public hospitals was started as a means of getting doctors to
work in the departments that they were not interested in. Roenen et al (1997) mention of this
practice in West Africa, where a shift of working at casualty department on private base would
pay an equivalent of one month’s salary. This was reported as a positive move.

A stabilizing effect on the side of doctors by allowing them to attain a standard of living that is
closer to what they expected, is another advantage. The time spent for private service permits the
realization of their professional goals, which are blocked by deteriorating conditions in the public
hospitals. The well-developed infrastructure and human resource invested in the public sector
could be exploited fully at cost or even at market price if wealthy people pay for these services
(Frank, 1993). This could constitute a source of finance to subsidize health care for the poor,

which is the primary mission of public health sector institutions.



The negative outcomes of increasing the role of private sector
There are many postulates however, about the pros and cons of having the two sectors run
together, and the significance of each of which depends on the type of the mix, magnitude of each

sector, management and other socio-economic determinants factors.

Propper and Green (1999) assess the dynamic of these relationships in terms of private financing,
use of public sector and attitudes. They further state that the argument that private financing will
lead to a downward spiral towards a ‘poor service for the poor’ depends upon the premise that
support for public sector financing is negatively associated with private sector demand and the
demand for private alternative is affected by the quality of the public sector. This argument warns
of the possibility of abuse of the public sector in favor of the profit oriented private practice that
can easily be experienced in a poorly managed ‘fast track’ type of mix.

There is a concern on the effect the private sector may have particularly on the human resources
in the public sector. As public sector pay, in poor countries with transitional economy to market
system, is often fixed by the government policy at a very low level relative to the private sector,
the pay gap may draw doctors into the private sector, leaving public clinics understaffed or
staffed with less qualified doctor (Nordyke, 2000). In a fast track setting however, this effect may
be equally experienced as more qualified doctors (specialists who only practice private care), may
become more occupied with private services, ignoring their responsibility to the public sector and

leaving younger doctors to take care of the public patients including the referral cases.

Some studies furthermore challenge the ‘fast track’ mix that such a practice is prone to a
possibility of diversion of resources from the priority areas of public health care to the profit

oriented private sector (Gruen et al, 2002), since private providers are always profit oriented.

The role of the state in a public private mix system

In their study in health care reforms, Saltman and Figueras (1998) concluded that the greater the
reliance on market mechanisms, the greater the need for an invigorated state role. In Sweden it
was observed that the lower down in the public sector they decentralized power over the health
system, the more important it became to have a central structure to monitor and evaluate

performance and prevent opportunistic behavior (Propper and Green, 1999).



New management advocates argue that the private sector can play an important role in service
delivery. Theoretical substantiation is based on the fact that by being profit-driven, private sector
would be motivated to be responsive to consumers and maintain efficient services (Moore, 1996).
However the argument that the growth of the private sector has spillover effects in the form of
expansion of access, reduction in administrative costs and financial constraints of the government
and the possible increase in overall sector efficiency may hold as long as the growth is well

planned and regulated.

The principal-agent relationship that exists in the health care market is another reason for the state
intervention in the activities of the private sector to protect the interests of the clients. (Barnum
and Kutzin, 1993) Normally, the private for profit and the state have divergent objectives. While
the state aims at equitable service provision the private sector is driven towards maximizing
profits. Bennett at al (1994) suggest that the challenge for policy makers is to identify the
mechanisms and structures to enable the public sector learn more about the private sector. Only if
more information about the activities of private sector and state objectives is available, this

divergence in objectives can be reduced.

It is therefore suggested that with this growth of the private sector the state would be better placed
to monitor output and outcomes, focusing on initiating broad strategic objectives for the entire
health care system. It also should be able to regulate public and private providers to make sure
that objectives are achieved, especially before thinking of up scaling the fast track services to the

lower levels of public health care system.
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CHAPTER 3

RESEARCH METHODOLOGY

.1 Introduction

This chapler presents the descriptions of the study design, methods used in data collection and
how the actual data collection process was conducted during this study. Issues of sample sclection
and sample size as well as briel deseriptions of the study sites will also be included in sections of

this chapter.

3.2 Study design

This was a descriptive cross sectional; hospitals based study that attempted to describe the
situation of the private practice in tertiary public hospitals, as pertained 10-at the particular time of

this study.

3.3 Description of the study sites

The handling capacitics of these hospitals are summarized in table 2 below,

.........

Nanonal Reterial Hospital

National Referral Hospital

—e——

Zonal Referral Hospial

ar s Salaam; Cater for | Dar es Salaam; Cater for | Mwanza: Cater for Lake
central and Eastern zones, | centeal snd Easiern zones. | and Western rones.
| Receives paticnis from Receives patients from
other referral hospitals other referral hospitals
All curative and non- All orihopedic & neural Al curative and pon-
rescarch, curative, icaching, rescarch
teaching anil iher and prevenlive services
al EIE— Professional medical staffs |
{Specialist doctors. nurse, | (Specialiss doctors, purse,
pharmacists, lab personnpel, | pharmacisis, lab
elc), Non-medical staffs cic), Non-medical staffs
(Divivers, Administrators, {Drivers, Administrators,
aceouniants, ¢ic) sccounlunls, ekc)

Data for this study was obtained from the three sites. However the study proposal was designed in
a way that Muhimbili national hospital and Muhimbili orthopedic institute would be considered
as one site, as the two sites are located at one place (formerly they were under one administrative
organ) and that there is no overlapping of activities between the two. Regarding the number of



respondents obtained from both sites, the study referrers MOI as part of MNH, although in some

occasions it may be referred as an independent unit.

There are a total of four referral hospitals in Tanzania namely:

1. Muhimbili National Hospitals (MNH), providing services for the Eastern and Central zones
2. Kilimanjaro Christian Medical Centre (KCMC), cater services for Northern zone

3. Bugando Medical Centre (BMC), offering services for lake and Western zones and

4. Mbeya Medical Centre (MMC), which cater services for South and Southern Highland zones.

Muhimbili was chosen to be a study hospital because it is a National Hospital and located in Dar
es Salaam. As a national hospital, Muhimbili receives patients from all over the country and thus
has a greater diversity of patients in terms of their geographical origins and in their socio-
economic status. These would affect the patterns of utilization of private services, which is one of
the aspects this study wanted to learn about, and it is more likely to be found in this hospital.
Secondarily, being located in Dar es Salaam, the commercial capital of Tanzania, makes it
possible to find the diversity in socio-economic status of people that can represent the situation

found in the rest of the country.

Bugando was selected for being located in Mwanza, which is the second city in the country, thus
has some similarities with Dar es Salaam in diverse in socio-economic status of its inhabitants. In
Addition, Mwanza region has got larger scale commercial activities in mining and fishing
industries, which involve foreign citizens. These result to interactions among people that may
affect their health status and their choice for using the private services. Moreover, local people
from areas around the city of Mwanza represent the real of conditions of many local indigenous
in the country, whose income largely depend on subsistence farming. Their decisions to use or

not to use private services would give a good picture in the study.

3.4 The study population and eligibility criteria

The study population in this research included all doctors employed in the public sector in the
study referral hospitals, who were practicing fast track at the time of the study, and patients who
were receiving care in the fast track services as outpatients and those who were admitted in the
private wards. Only patients who could speak for themselves were eligible.

Other people from any departments would be involved as per requirements of the study and need
for the study data e.g. from the financial office, laboratory, records etc.
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3.5 The sampling technigues and sample size

A purposive sampling method was applied for selecting respondents among health care providers,
It would not be feasible 10 use random sampling because only specialists were involved in private
practice and all were eligible. A researcher visited each department and gave self-administered
questionnaires 1o all willing specialisis who would then set the date for a researcher o collect the
completed questionnaires. In each hospital, two respondents were inlerviewed with an in-depih
questionnaire. A tolal of 42 health care providers were inlerviewed (see table 2 blow). These
include 40 self-administered interviews and 4 in-depth interviews, 2 from each site (1 MNH, 1
MOI and 2 BMC). The principal investigator conducted all interviews with health care providers.

As for the interviews wilh patients, a random selection method was applied o selected
respondents. Interviews were conducted in a random order regarding the depariments, as
atlendances o the OPD clinics were different in different days. LiktIWiﬁé, the number of patienis
in the wards was different with the different depariments. Patients were interviewed as they exil
from the clinic alter consullations and those in the wards were interviewed in the wards. A tolal
of 153 patients were interviewed. These include 147 face-o-face interviews and 6 in-depth
interviews, 2 from each site (MNH, MOI and BMC). On aggregate there were 207 different
spurces of data for the whole study as shown in table 3 below.

Table 3: Data collection tols and the qmlﬂj of data achieved in each flditty
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3.6 The survey instruments and data collection process
Both qualitative and quantitative data were collected from primary and secondary data sources.
Primary data was obtained from the interviews with informants while the secondary data was

obtained from reviewing documents as outlined in details below.

The main instruments for data collection were the questionnaires for interviews with health care
providers and patients and documents obtained from the hospitals. The interviewer first visited
the executive directors in each hospital to seek the permission to conduct the study. After the
permission was obtained an in-depth interview was conducted with the director or a person
responsible for coordinating private services. The interview was conducted in English, and aimed
at collecting the information on the general management of private sector. Relevant policy and

management documents were requested and acquire at this stage for review.

Following that, all eligible health care providers in each department were interviewed. Health
care providers were interviewed using the structured, self-administered questionna‘ires. Interviews
were carried out on departmental order in different days of the week to avoid confusions and the
possibility of bypassing some of the departments. Every respondent was given an information
sheet to read and if one agreed to participate in the study would be given a consent form to sign.
Only after signing the consent forms a questionnaire was given to the respondent to be collected
in his/her convenient time. The questionnaire contained sections that would collect information
about the role and impacts of the private practice to the public sector in the respective hospitals.
The in-depth questionnaire with health care providers included information about all the
objectives of the study, and was conducted in form of conversation after building rapport with the

respondents to win their confidence.

Exit interviews were administered to randomly selected patients as they left the consultation
rooms using semi-structured questionnaires. Two interviewers were hired and trained to carryout
the interviews with patients. The interviews were conducted in different rooms to ensure
confidentiality and were in Swahili language, which is a national language in Tanzania. The
majority of people clearly understand the language. Professional linguists were hired to do the
translations English - Swahili and back translations of the questionnaires and other documents.
The intewieWer read the information sheet in Swahili to the respondent, and if the respondent
agreed to participate in the study, he would sign the consent form, after which the interview was

conducted in Swahili language. The semi-structured questionnaire contained sections relevant to
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objectives of the study and particularly how patients viewed the introduction of private practice in
public hospitals. Questions were also set to investigate about who utilize private services and
why, which would bring a sight about factors linked with the pattern of using the services.
Likewise, in-depth questionnaire with patients included relevant information to be obtained from

patients.

All interviews were conducted commencing with a rapport to get respondents relaxed and build
confidence. It was particularly important for patients to know that their health care providers
would not see information they were going to give, which was successfully done. At the end of
each interviewing day, the Principal Investigator reviewed all the completed questionnaires to
countercheck for any possible errors made by interviewers, and where necessary and possible the

interviewers would be requested to correct the errors.

The necessary documents were obtained from the managements and financial departments.
Review of these documents was done and where necessary copies of the documents were
obtained with permission from relevant authorities, for further analysis. All results were compiled

and taken for analysis.

3.7 Data management and analysis

All the required information was contained in the questionnaires. All the self-administered and
face-to-face questionnaires were entered using DBASE program, then transferred into STATA
program for the analysis. STATA was used in obtaining the statistics and table of results to show

how the different variables interact.

Results obtained from in-depth interviews with health care providers and patients were presented
in a table of comments and were used in discussion and comments. Information obtained from

review of documents was included as reference in the text and was fully acknowledged.
3.8 Ethical approval

Ethical approvals for this study were obtained from UCT ethics committee and from the ethics

committee of the National Institute for Medical Research, Tanzania.
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3.9 The scope and limitations of the study
The design and hence results of this study could have been affected by the following limiting

factors:

1.Biases

= Selection bias- selecting only patients who were receiving private care (fast track) could have
introduced the possibility that only wealthy people were more likely to be involved in the study.

» Information bias- Interviews were done only with doctors involved in the fast track practice.
These doctors were more likely to give information in favor of their situation. They would most
likely report of the positive aspects of the practice. Likewise, patients using fast track services
would most likely report in favor of the practice.

= Recall bias- having paid money for the services, private patients were more likely to remember
all the services received and the perceived quality for these services. Over or under stating was

most likely to happen in this case.

2.Non-responses- this resulted from some respondents not returning the completed self-
administered questionnaires and were lost to trace, other respondents returned incomplete

questionnaires while others refused to participate in the study.

3.The study used cross-sectional data, which might not accurately depict the trends in peoples’
choices for the fast track services with time as this may differ with change in time. However,

despite these limitations the study explored significant findings about the fast track services.
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CHAPTER 4
RESULTS

4.1 Description of the private services

4.1.1 Introduction

Introduction of health sector reform in Tanzania in 1990’s realised the role of private sector as an
important player in health care provision. Initially, the government only allowed public sector
employees (doctors, nurses, laboratory workers) to be involved in private practice as an extra
income generating activity. This measure created problems like private hospitals charging fees
unaffordable to the majority of people, and doctors who owned private hospitals or practiced in
private hospitals split their allegiance. To overcome these problems the government in 1996
passed a Parliamentary Act that allowed government health delivery institutions to practice
public-private mix (PPM), henceforth limiting health care providers employed by the government
from practicing in or owning private hospitals, but conducting private services in these

institutions.

Following this Parliamentary Act in 1996, referral hospitals took the initiative forward and started
the practice. Muhimbili Orthopaedic Institute (MOI) started the practice immediately in 1996. A
year later, Muhimbili National Hospital (MNH) established public/private mix and called it “Fast
Track Service,” while Bugando Medical Centre (BMC) began the practice in 1998. Fast track
then, became a common term for this type of PPM in all the hospitals and in this report it is
frequently used to demote private practice within public hospitals.

The Fast track practice covers all clinical and non-clinical services that are offered by the public
sector and are within the capacity of that particular hospital. Fast track does not employ its own
staff but uses employees of the public sector in place. As an internal arrangement, only specialist
doctors were allowed to practice fast track services. The reason being for most patients having
paid higher fees would prefer receiving care from highly qualified medical personnel. It also
aimed at refraining unnecessary complaints from patients for mishandling of these highly
sensitive patients, hence spoil reputation of the practice in the market. Other cadres were

participating according to intra-institutional arrangements.

This chapter presents results of the survey conducted in the government hospitals practising PPM
in the name of fast track. It covers the major reasons for establishing the practice, outlining how

the practice is being run and the advantages and disadvantages of the practice to the health care
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system in Tanzania. Finally it presents the socio-economic characteristics of the patients who use
fast track services in terms of their education levels, income levels, types of dwelling, payment
mechanisms al;ld the degree of access they have to private services. In interpretations of results in
all tables, in most cases Muhimbili is mentioned to denote a combination of both MNH and MOI,
except for tables 5, 6,7, 8,9 and 16.

4.1.2 Reasons for establishing public/private mix

The deterioration of the infrastructure in public hospitals had gone beyond imaginable state due to
the inability of the state to finance in full hospital budgets. Moreover, poor payment had
demoralised health workers resulting into internal as well as external brain drain. The
establishment of fast track type of PPM would therefore, aim at increasing the hospitals’ capacity
to improve the infrastructure and subsidise treatments for poor patients, retain health care
providers (HCP) in their hospitals by improving their working environment and enabling them
earn extra income. Another aim of fast track would be to increase access of patients to quality
health care by increasing number of working hours for health workers.

Around 62% of respondents (HCP) in all the study sites agreed or strongly agreed with the
statement that establishing private service in public hospitals was aiming at increasing access of
health services (see table 4 below).

Approximately 52% of HCP disagreed or strongly disagreed with the reason that establishing the
private practice aimed at maximising the use of spare space capacity in public hospitals and about
60% of respondents (HCP) agreed or strongly agreed that it would improve use of resources and
management of space available in these hospitals.

More than three quarters of respondents (HCP) agreed or strongly agreed with a statement that
establishment of PPM would help to retain health workers in government hospitals.

A large proportion of health care providers (82.5%) agreed or strongly agreed with the statement
that the establishment of private practice was meant to improve the hospitals’ budgets and 90.0%
of them strongly supported that the private practice would greatly help to boost incomes for

health care providers.
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Table 4: Reasons for establishing PPM (% respondents by Tacilities)

| 7143 | 357 | 2500 | 4166 | 3333 | 2500 | 6250 | 1250 | 2500

o 3571 744 57.14 1667 | 4167 | 4166 | 3000 | 1750 | 5250

T4 3l14 5633 | 25.00 1666 6000 | 1250 2750

14.29 14.28 9146 | B33 0,00 T30 | 1250 10.00

1429 0.7 M 533 B3 1750 G, 1230 10.00

B9 891 8334 £33 B33 B28G)| BI5 8.75

357 T4 L A B33 S0.00 2.50 T.50

17.86 53.50 5833 [ 25.00 1h.66 3150 | 050 42.00

4.1.3 The way private services work

The management | administration system
As this practice is done in the public hospilals, publicly employed stalfs form the management
team. The management syslems are almost similar in all the hospilals,

The executive directors of these hospitals are in-charge of both public and private practices. In
cach hospital there is a commutlee that runs private practice. The coordinalor (secretary) is among
the doctors practising fast track practice and the director of medical services coordinates the
initiative for MOL Members of the committee include all doctors involved in private practice, and
nurses have their representatives. To run the praclice smoothly, each depariment may have
internal arrangements and organizations.

Since there was no detailed practice guides from the ministry of health, each institwtion through
their commitiges, created the rules and outstanding orders o guide on how the practice should be
conducted. These were based on medical ethical conducts as well as protecting the rights of both
public and private patients (Guidelines for private practice). Some of these rules are outlined
below.
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The guiding principle

The main guiding principle for operating public/private mix i5 based on providing thorough
information about the services available at the hospital and full authority to patients to choose
voluntarily which of the two services they would prefer. All emergency cases are treated under

public service line unless patients or their relatives insist on registering as private clients.

Registration and fees

Patients are registered to the clinics after having paid consultation fee of Tanzanian Shillings
(Tsh) 5,000.00 a1t MNH and BMC or 8,000.00 a1 MOI (1USD is approximately =Tshs 1,000.00 in
2003). All paymenis are done at the public/private mix cash office. Each consullation visil is
separately paid for. The wial costs depend on the required treatment procedures, number of
investigations necded and the types and amouni of medications reguired to cure the disease,

Consultations

Mutimbili National Hospital's private OPD clinic consultations starl at 2.00 p.m. and are
conducted in a differemt place from other clinics. There are three rooms for medical, surgical and
gynaccological consultations, each with an examination bed and other instruments. These rooms
have visual bul no full audio confidentiality. Other departments conduct clinics in their respective

places,

Contrarily, at Muhimbili Orthopaedic Institute and Bugando Medical Centre, consultation rooms
are the same for both public and private clinics except for the difference in consultations lime.
Several consultants seal in one big consullation room and cxaminations are done in privacy.
Private clinics start at 12.30pm for MOL, and at 2.00 pm for BMC. However, at BMC private
consultations could start immediately when public patients’ clinics are through, regardless of the
staled time. This saved waiting time for patients so long as it did not impair public services or
interact with it. During consultations two or more nurses assisted in organising, tunning the

clinics and assisting doctors when examining paticnis.

Investigations

Private patients are given special forms that indicate the investigations ordered by the doctor.
Payments for particular investigations are done al the cash office. The rate paid is higher as
compared 1o the normal public services so that they receive the services quickly. At BMC for

example, during clinics private patients pay 20% more to the cxisting highest laboratory
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investigation fee paid by public patients, Results are taken back 1o the consultant for interpretation
and further management. This process may result (o other consultation appoiniments that are

separately paid for, However, some paticnts complained of the poor investigation service.

Admissions and private wards

Admissions in private wards are based on patients” willingness to use and ability 1o pay for
private services, There are two private wards at MNH, one for males and one for females, cach
with 14 beds. Patients in each ward share a toilet and a bathroom. In addition, the so-called side
rooms in cach ward have been renovated for use as private wards, Patients pay a lodging fee of

Tsh 3500.00 per day, which cater for their three meals, bedding and nursing care.

Al Bugando Medical Centre private wards accommodale two patients sharing a toidet and a
hathroom. On admission private patients deposit a specified amount ol money thought 1o be the
approximate figure adequale for their full hospital stay and treatment. An addition amount may be
charged or a balance returned to the patient, depending on setual amount spent. The bed charge
per day is Tshs 6,000.00 and includes bedding. 3 meals and pursing care. A separately amount of
Tshs 1,500.00 is paid for cach ward round.

There are special wards for dignitaries wherein government officials and other important people
arc admiticd. These have been further improved, self-contained rooms, each for one person only.
Dreposits and other costs are charged at twice the rate ol the other private care.

The Muhimbili Orthopaedic Institute private wing has § rooms each with 3 beds, which are
partitioned by curtains, Each partitioned room is used by a single patient and has a cupboard, wall
alarm and is air-conditioned. Three patients share a toilet and bathroom, refrigerator, a TV and
one wheel chair. On admission cach patient pay Tshs 150,000.00 as fixed deposit and non-
citizens pay double the amount. The lodging fee of Tshs 30,000.00) per day, covers three meals,
bedding and nursing care and is included in the deposit paid. Patients can choose types of meals
from the menu. Parallel supporting services, physiotherapy and orthopaedic workshop, offer
services to both public and private paticnts and charge a separate fee. Medication, ward rounds

and surgical procedures are also separately paid for.

In all the hospitals, non-resident patients are charged twice Lhe rales for citizens payable in dollar

currency or an equivalent amount i Tshs using the market exchange rate.



The muanagement of funds
The co-ordinator of the PPM at MNH reported that the fund is allocated in terms of proportions as
follows:

* 509 is distributed among service providers.

= 509 goes o MNH for other expenditures including subsidizing the publicly serviced patients.

In MOI the allocation of funds generated through private practice is also done in proportions:
* 40% is used for paying the doctors (consultanis) servicing the patient.
* 30% for paying nurses and other stuff directly involved in providing the service and
* 30% remain within the institution to be spent for other services including subsidics for
treatments of public patients.

The BMC private practice management commillee agreed on the use of actual terms for
nomination of the amounts to be allocated 1o each care provider involved in providing privale
service instead of the use of percentages as is the case in other hospitals (See table 5 below).

Table 5: umugmmudmmaﬁmmmunucmmmm

Mm Surgeon B.000 5.000 BN
Anacsihetist “R.O00 5000 3,000
Assisiant Anacsthetisi 5,000 3,000 2,000
Instrumemt Nurse 5.000 3.000 2.000
_Circulating Nurse 5,000 3,000 2,000
Laundry person 1,000 Si S0M)
" Ward attendant 1,000 S0 SO0
| Accountant (] K] 500
Recovery nutsc 1000 10K 200
Assistant recoveary Nurse LUK S00 200
Privale practice registralion S0l SN0 100
Wﬁﬁmﬂ 20,000 10,000 3,000
Total 93,000 52,000 27,000

Source: BMC Guidelines for Intramural Privaie Mcdfﬁf?muicl: 2000
NB: These figures were estimated in the vear 2000 and may not hold 1o date. but [und allocation system
siill follows the same order.

Table 5 above represents the system for allocating funds generated from private practice o the
respective  health care  providers in Bugando Medical Centre,  Surgical cases  are
categonised/classified in three groups (minor, medium and major surgeries) depending on the
severity of the iliness. Surgeons deaide which category should a particular case belong 1o, which
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therefore determines the amount of fee 1o be paid, This money carter for surgery only while costs
for other services are paid independently, as explained above. The fees amounts are reviewed

cach year basing on the running costs and the inflation rate.

Other departments at BMC (e.g. Dentistry, obstetrics and Gynaecology, Medicine, Pacdiatrics,
Ear Nosce and Throat) have fixed rates of fees for each service offered. Likewise the services are
categorised in groups depending on the severity of illnesses, which also determine the amount of
fee 10 be paid for cach particular case,

4.2 The role of private practice in health care provision

This section presents the results obtained from documents review and interviews with health care
providers as well as with patients. It aims at exploring the role of privale practice within the
surveyed hospitals. The exploration of the role was done basing on looking at the positive and
negative impacts of the private practice during the S-year experience in these hospitals. General
views and other issues that rose during the in-depth intervicws with health care providers and
patients were also categorised as positive or negative impacts and presented in this section.

The variables for positives or advantages of the practice meationed were categorised in terms of
financial gains, enhancing more access to health care and improvement of quality of services in
the hospitals, which are presented feom both structured and in-depth inlerviews. They were
measurcd using the percentages of respondents who agreed or disagreed with these variables.

As for the negative impacts the cniteria observed were the possibility for health care providers to
induce demand for health care with financial motives, tendency of biases for health workers
towards private paticmis. The issue of private services being affordable was assessed from
patients’ perspectives to determine if costs impaired access of patient. Also il was investigated if
deterioration of the public sector in these hospilals was neglected in order to ercate demand for

private care.

Results are presented in tables expressing the percentages of respondents agreeing or disagrecing
with the variables measuring these criteria and statements expressing views of patients about (he

SETVICES.



4.2.1 Positive impacts of private practice in public hospitals

Financial gains

Public hospitals have for a long time been running with deficit budgels, as the government could
not fully finance them. An introduction of privale practice in these hospitals has crealed an
alternative fund raising mechanism to supplement the budgets. Table 6 below shows the amount
of funds generated locally at Muhimbili Orthopaedic Institute in a 5-year period. Of all the funds
generated, 77% came from private patients who make only 20% 1o 32% of all patients serviced at
the Institute in that period. This substantial amount of fund would not have been realised without
the introduction of the private services (Museru and Uma, 2003),

Table 6: Income generation within the Institute

1998 L A Y T
1999 1060 206,610,388

2000 . . 316,630,557

2001 9 R EI0 351,170,485

Total 102,

Source: Musery and Uma 2003, 1USD=1000Tshs

The total income of the institute in S-years, incdluding the government subvention was estimated
to be more than Tshs 4.35 hillions. Private practice contribution 10 this amount was more than
26% (see 1able 7 below).

Table 7; Total Institute income

60, 165,581
1998 295,556,569 367473164 | 762,73
1999 206,630,388 458,950,136 755,560,524
2000 316,639.557 644,231,772 060,571,329
2001 351170885 919,330,332 1270591217
Total 1501102249 2,850,240,985 4.351.343,2

Source: Museru and Uma 2003 1USD=L000Tshs

A document reviewing one year of privaie praciice at Bugando Medical Centre states thal on
average the total collection from private practice was between Tshs 17 - 20 millions per month.
This document also mentioned that the income of specialist doctors rose by Tshs 250,000.00 per
month (BMC-PPM review meeting, 2001).
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In interviews, health workers appreciated the financial gains as about 85% and 75% of all
respondents agreed or strongly agreed that private practice has respectively improved the
hospitals’ budgets as well as their incomes (sce table 10 below). Moreover, 97% of all
respondents (HCP) suggested that improvement of the public health sector is possible if, among
other issues, the government improves health workers incomes,

Increase of access to health care

Establishing private practice within public hospitals could mean doubling the work of health care
providers consequently increase the total number of people receiving health care in these hospitals
in & given time. Naturally this implies that more people can access health care services. During
this study reviewed documents and interviews conducted with health care providers and patients

assessed accessibility in two ways:

Firstly, whether the practice has affected nccess in terms of increasing or declining tolal number
of clients ulilising the services, consequently the total unit productivity of health care using the
same stafl and facilities and Secondly, whether there are some aspects thought 1o be advantages
of private practice that directly or indirectly, influence access of the people to health care services.
These include retention of health workers in place, maximum use of available resources,
improving quality of services, increase number of supplies and generaling more funds that
subsidize public patients.

i) Number of people utilising private services
Review of the documents révealed that number of palients receiving private health care has been

nising progressively during the 5 years period of the service in the surveyed hospitals as shown in
the tables 8§ and 9 below.

Al Muhimbili National Hospital there have been tremendous increases in number of private
patients from 1,940 to 10,340 in the period of 1998 2002 whereas the number of patients in 2002
is 5.3 imes higher than it was in 1998 (see table 8). The greatest influx is noticed between the
years 2000 (2,504 patients) and 2001 (9,612 paticnts), an increase of 7,208 patients in one year.
This increase could be the result of more publicity and perceived good quality of care offered by
private services in government hospitals,



Table 8: Number of private OPD clinic patients in the past 5 years at MINH

1999 2100 380 817 391017
2000 2,404 194,167 96571
2001 9,612 188,809 198,421
2002 10,340 185,303 195 643

Source: OPD records — MNH 20613

The shrinking tendency noticed on the column of 1otal sumber of paticnts as lime increases, could
probably be explained as being the results of increase in efficiency in physicians” productivity of
quality services in both sectors, leading 10 cutting down the long waiting lists in the pubic
services.

Table 9: Number of patients seen at OPD and Inpatient Departments at Muhimbili
Orthopaedic Institute in 5 years

] 1al
1997 4,196 240 8537 4871 1,683 LN
1998 4023 289 9,178 4931 13,201 5,220
1999 3,009 327 003~ [ 5552 13,112 5879
20 3022 337 10,914 5,802 14,836 6,149
2001 5027 334 10,498 5434 15,525 5,768
Total 20217 1,537 49,140 26,590 69,357 18,127

Source: Museru and Uma, MOT 2003,

In MOI, the total number of private palients seen al the outpatient clinics and inpatients has also
progressively increased from 4,386 in 1997 w 5,361 in 2001, an increase of 22.2% (sce table 9
above). The proportions aof private patients to public patients have remained between 25 - 32%
for outpatients. For inpatients, however, private patients contributed only about 5% (1,537) of the
total attendees (28.127) dunng the 5-year period. Musery and Uma (2003) also report of an
increase in general number of surgeries in MOI, from 762 in 1998 o 1,186 in 2001 using the
same (heatre facilities. This may have been possible because of improved availability of
consumables obtained through private practice and higher working morale of staffs.

Generally, tables 8 and 9 above explain some details on how introduction of privale services in
these public hospitals, have noticeably increased accesses not only in the quantity of services but
also the quality of services provided.



i) Advantageous factor comtributing in increasing access

Interviews were carried oul with health care providers as well as patients 1o assess if oriteria like
health workers retention, good management of resources 1o facilitate quantity and quality of
services provided and improving the number of supplies to accommodate more patients, were

among factors helping to increase access of people to health care,

Results in table 10 below show that more than twa thirds of all health care providers in all
hospitals agreed or strongly agreed that private practice has increased access of people 10 health
services, However the difference was noted as 75% of HCPs from Bugando agreed versus S0%
from Muhimbili (MNH and MOI), Access in association with enhancing maximum use of the
present resources was supported by 55% of respondents on aggregate. Again a difference in rating
was noted on the issue of health workers retenion. About 83% of respondents from Bugando and
50% respondents al Muhimbili supported this reason. There was a noticeable increase in the
gualities ol services in gencral in the hospitals, which was supported by 67% of all respondents.
About by 46% and 83% of respondents from Muhimbili and Bugando respectively, supported the
statement that quality in care production could have increased due o improved workers —
paticns” relationship.

Table 10: Advantages of private practice (% Respondents by facilities)

] 75.00 343 | 2143 S0.00 | 29.16 | 20.83 6750 | 13.75 | 1875

il,'_ e capacity | 4246 | 714 | 5000 333 | 2500 | 4166 2000 | 1250 | 4750
bt | | s3s7 |23 |23 [ s833 | 2500 | 1666 | 5500 | 2250 | 25
b '.h S0.M) 1071 MR B3 833 g1 6 00 10,00 .00

60,72 1786 2143 Bl 16.67 DXy 6750 1750 1500

lasn (357 |wn | &M |1ws7 |00 8500 | 750 | 750

: 67,80 1786 |48 91.67 2% T )] 7500 15,00 1050

4642 (4286 | 1071 | 833 | 1667 | 0000 | 5750 | 3500 | 7.50




More than two third of interviewed private patienis acknowledged that they received care without
having o follow the burcaucratic referral system and for more than hall of these paticnts this was
nol the first time to use the private services in these hospitals. Many patients expressed their
satisfactions with the services and pledged to continue using it in the future if they pet sick.

From the in-depth interviews this was the comment from one respondent on the issue of access:
“privite care provides good and quicker services, which enable patients to acvess service offered
by specialists who are highly qualified” (doctor - BMC). On the same issue another respondent
commented:; “the service has helped to decongest the overcrowded and long lists for public
services because a number of patients are opting for private services and therefore a few
resotrees available in public services cater for the very needy people who could not afford
private services, Likewise private practice subsidises these patients in terms of consumables,

drugs and even costs for their treatments ™ (doclor - MNH).

Improving quality of care

Quality of health service is a wider and complex subject 1o study, as there are many variables to
look ar. This study observed some aspects of quality of care, which were the improvement of
physical structures including hygiene and sanitation, availability of adequate supplies and drugs
that wplift quantity and quality of care provided und improving time of waiting for appointments
und tremtments and all results are presented in table 11 below,

Table 11: Quality of Private Services (% respondents by facilities)

~ |8572 | 657 | 1071|5000 | 1167 | 3333 | 7500 | 7.50 | 1750

429 | aawm 3080 | 3080 | 33133 4000 | 17TS0 | 3250

.71 10,71 6667 | 1666 | 1667 7500 | 1250 | 1250

1786 | 1428 4167 | 2500 | 3313 6000 | 3500 | 5.00

TL4d | T4 2143 6067 | 1667 1667 TOO0 | 12530 | 1TS0

keen dociors T4 1607 | 6,78 833 1667 25000 57.50 301 26.50
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For many patients waiting time for consultations as well as treatments has been made shorter and
three guarters of respondents agreed or strongly agreed with this statement. However, again there
was a noticeable difference on the proportion of respondents from the two sites, as 85% of
Muhimbili staff agreed with this, only 50% from Bugando did so (sce table 11 above). Quality
improvement has been associated with reliable availability of doctors in the hospitals, which on
nggregate was supported by 75% of respondents. There has been reliable availability of supplies
as the statement was supported by 60% of respondents from both Muhimbili and Bugando. About
71% and 66% health care providers from Muhimbili and Bugando respectively agreed with the
statement thal sanitation and hygiene of wards and other premises have also been improved more
thian they ware before.

4.2.2 Negative impacts of private practice in public hospirals

Variables assessed on negative effects of the private practice looked at how this practice could
possibly lead 1o deterioration of the gencral public patient services, These variables were grouped
into effects due to behaviours of the health care providers and the circumstantial deterioration of
conditions in public sector thal could promote private sector markel in place. Also some aspects
associated with private care were observed 1o see if they limited access of people 1o the services.
In-depth interviews with both health care providers and patients assessed their perceptions
towards private services. Opinions about the adverse effects of private services, its organisation
and weaknesses are presented in this section.

Behaviour of health workers

Interviewed health care providers did not agree with the statement thal heallh care providers pay
more atlention to privale paticnts for financial incentives and therefore neglecting non-paying
public paticnts. Three quarters of all respondents disagreed or strongly disagreed with this
slatement, and 80% of them disagreed with the statement that HCP have a poor relationship with
non-paying patients (see table 12 below). Furthermore, 65% of HCP opposed the statement that
health care providers are biased in servicing of patients. Likewise, half of these health care
providers said they do nol divert patients to private services and disagreed by 82% 1o be over
treating paticnts with financial motives that could mean inducing demand of care to patients.
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Table 12: Dlmduntlgu of private pl‘ltﬂl:t (% mpunﬂuta per hdlﬁuj

Deterioration of public sector

As for reasons of deterioration of public sector, two third of respondents agreed or strongly
agreed that more people use private services because of lack of drugs, poor supplies and poor
equipment resulting into poor quality of services in the public sector (see tablel3 below). About
60% of respondents on aggregate, supported the statement that private service premises are
cleaner and of good quality therefore attract people. In addition, majority of respondents (95%),
agreed or strongly agreed that one reason making private practice popular is that people do not
have to wait longer for their treatments on the contrary of public services.

hﬂeﬂ-mmmmhuummmdcm:m facilities)




Other negative outcomes of the private practice

Costy

Regarding demand of the private services as a factor determining access, interviewed health care
providers and patienis. not surprisingly, had contrasting opinions (see table 14 below).

Table 14: Costs for private service (% Health care providers' response per facility)

67.86 40.62 5455 45,10 6410 42.18
14,20 5729 15.18 50,10 15.38 S50
100, 100,00 100.00 100,00 10000 | 10006

A very small percentage of patiems (2.727%), agreed that the private services were affordable, as
compared to 20% of health workers, meanwhile 55% of patients stated that costs were not
affordable, and only 15% of health care providers agreed with that statement. One health care
provider gave an opimon that * the costs were fair regarding the services provided but yer were
not well affordable to majority of the people "(doclor-MOI). Nevertheless, 64% and 42% of health
care providers and patients respectively, supporied the statement that cosis for private services
were relatively affordable.

Moreover, during the in-depth interviews, many patients complained that cost is a hindrance
factor 10 access private health care. Some of complaints are as follows:

“Lodging fees are 1oo expensive especially at MOI (TShs 30,000 per day) that many people
cannot afford and this limit them using the service, Moreaver, the services provided here are poor
as compared with the amount of money we pay. Sometimes we are kept longer in the wards 1o
spend more fees for lodging and for other services. This is not fair"(patient = MOL),

“Consultation fees paid on each visit makes the service unaffordable. If possible fees for
consultation should be paid only for the first visit and [ree or less amount should be paid for the
subsequent visits during one episode of illness. Actually, this has become an incentive for doctors
to xet repeated appointments with patients "(patient = MNH),

Private service therefore still seems inaccessible lo many people due 1o higher and unaffordable
levels of fees.
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Distance

To determine whether distance was a limiting factor for some people 10 access private service,
interviewed private patients were asked of their residential areas. Undoubtedly, resull in lable 15
below shows thal almost 90% of patiens came from urban areas mainly where these hospitals
were situated. Distance had put a barrier (o people from far to access this service by limiting their
access 1o information as well as act on their financial capacity.

Table 15: thernrp-ﬁnis by residential areas (% uipundeuu per hospitnl}

Operating time

In all the hospitals, private services were scheduled to start in the aflernoon (12.30 or 2.00 pm),
assuming that by that hour doctors would be free from sépvices in the public sector. Apan from
being well informed of this, still some private patients raised their concern sboul lime as nol
convenient 1o them and suggesied of the possibilily o stant the service early in the morning. At
Muhimbili Orthopaedic institule, privale consultations for morning hours have been introduced
but are charged higher than the afternoon ones. The current working schedule in other hospitals
therefore, seems 1o limit access for some palients to this service,

Results of the in-depth interviews

Response to open answer questions and in-depth interviews [rom both health care providers and
patients, revealed some crucial areas of weaknesses of the current private practice. Health care
providers were mostly concerned with issues of mismanagement of lunds, insufficiency of
payments and poor working conditions while patients were concerned with higher fee levels and
poor services from providers.

Results in table 16 below present general opinions of respondents from all hospilals. Whenever
specific issues were raised againsl a specific hospital, the concerned hospital is mentioned to
avoid generalising the comments for all the hospitals.
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isswes and 0o impact o public care a1 MO (TShs 30,000 per day) * Improved working coodinons working coditinas for docian
¢ 407 allocated for docton Insulficient | *Consultaion foes pand for cach visit | = Increased sccess o heahth Gre services |+ Privale provides better and  quicker
* Specialists  unavallable for  peblic | makes the Lervice 100 expensive * Ho improved workers' incomes and sCrviges
panents, only jonior docions serve them | * Somclimes  dociors ondered  expenuive morake for werk
and consalt seniom on phones (MNH) tvedigaton oul of this hospital
Managemeni in general Mamagement in geoeral
* Poor working coviooment No | *Poorly organized investigation system | ¢ Shortel waiting time for treatments and | * Private  services  have  helped 1o
secessory Iacilities to Fasien services Far private paticots (No Bt services) enmultation decongest the ovetcrowded and lang
o loadequate openting rooms (eg in | *Poor rchshiliion  services for| + Has reduced cormiption to minimum lists in public services
gymaeculogy - MNH) efthopacdic patiems (MOI) * The prices are fair for the work done
* Very poor lahorstory supportas well as | * Uncomfurtable OPD walting rooms thewgh not well affordable * Costs (of private services are cheaper as
other invesligalion services * Incoovenkegt consulttions time * Beiter management of patients and | etmpared (o the costs of services in pure
* Decision-making is sot participatory | = Poor snd unprofessioual pursing can: persoane| priviste huspiials
that some doctors quit of been expelled | « Often (MNH) ptivate paticnls wers not | * All - sfl,  regurdless  of  heir
* Poor eonsultation premises, hote] being visisdon, ward rousds participation in prictice, ate offsred | * Gives apporunity 1o get better services
servioes and drugs supplies (MNH) | « No enoaph peivacy in private wards free breakfint (BMC) directy offered by specialists
» Should allow all doctars 1o practice hus | + Docwis-(MNH) did not keep time of
remove inequity among workers starting the clinics * Maximum use of the presenl resouroes
= Numes are keast considered for benefits | = Poor sypervisign of  clinic proceedings | (humaa and non-human)
apan lrom enomous work they do and penple violated the gucoe (MNH) * Has decongested the public services

proving 1o0m lor the poor snd needy
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The degrees o which health care providers were either happy or unhappy with their local
administration and management differed from one hospital (o another. Most of complaints
mentioned above, came from Muhimbili National Hospital and Muhimbili Orthopaedic Institute
from where 67% of respondents expressed their dissatisfaction, while in Bugando Medical Centre
only 25% of respondents were unhappy with administration and management. Likewise, majority
of patient complaining of poor services and higher fees were from Muhimbili National Hospital
and Muhimbili Orthopaedic Institule.

4.3 Utilization patterns

This section presents the results oblained mainly from inlerviews with patients and aimed al
learning about the patterns associated with utilising the fast track services. In this lheme the study
wanted to sce the associations between different determinant factors affecting people’s decisions,
abilities and willingness to make use of the fast track services. Factors observed were gender,
employment status and type of work, levels of education and income. The study also observed if
living in urban or rural areas has any association with fast track care utilisation. Types or
mechanism of payment commonly used by the people when paying for private care was also
studied in order to see its influence in use of the service,

Results presented in tables 17 — 20 below show the percentages of respondents in each category
of determinant factors chosen for assessing its effect on utilisation of private services. The overall
majority of patients interviewed were males who represented two third of all private patients at
Muhimbili and 47% of respondents at Bugando Medical Centre.

About 42% of private patients in both sites were those permanently employed by either public or
private sector and were in professional jobs (se¢ table 17 below). Those mentioned to be
permanently self-employed mainly dealt with business activities and represented 18% ol
respondents. Surprisingly, the third and fourth groups were of unemployed and retired people that

represented 18% and 14% ol all respondents respectively.



Table 17: Employment status of respondents (number and % respondents interviewed in
each hospital)

Muhimbili National ‘Bugando Medical =
Hospita and MOL " Centre < g e
N & N 3
T 583 i 7735 B3 3285
10 19,79 [ 15.60 27 1836 |
fy 6.25 5 BRI} 11 T.48
1 14,58 12 3353 26 1760
13 13,53 7 1373 20 13561
96 100.00 51 100.00 147 | 100.00

Although people from all categories of education level utilised private health services across the
sites, yet majority of them were those with higher level of education, as more than half of all
respondents were from this category. The pattern however, was not in a pyramid model based on
levels of education because primary school levers (30%) outnumber the secondary and college
leavers who represented only 17% of the respondents (see 18 tahle below),

Table 18: Education levels of respondents (N and % mpundtnla per facilities)

E\' N ﬁ . I B
1* 36 18 35 9 UL
16 1667 g 17.65 35 17.01

]
55| 3129 33 | 47006 79 33.74
9% 100.00 51 f 100.00 147 100.00

Usually ability 1o pay is determined by the levels of income, yet the middle-income group has
tuken the fore front in wilising private services. This is the group of people receiving a monthly
salary ranging from Tshs 60,000.00 (o 120,000.00 and comprises of majority of professionally
working civil servants (27.53%), as shown in table 19 below. Private care attracted even people
from the lowest income group that are 9% of respondents from all the sites. It is however
surprising thal people from the income level between 120,000 10 250,000 represented only 8% of
respondents from all the sites.
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Table 19: Income levels for private patients per month (% respondents per hospital)

Categories ol Income

Nubimbili National

5 N T % v %
“No fncome 3 a7 7 B
T than 30,000 6 625 13 R84
30,001 — 60,000 24 25.00 9 76,53
G001 ~ 120,000 27 812 a0 3753
120,001 = 250,000 8 K] V] K16
Above 250,000 37 W12 36 2440
“Total 96 100.00 147 100.00

Although people from both urban and rural arcas had equal access o fast wack services, it was
however observed that almost 90% of all respondents came from urban areas. This has been
mentioned above (see table 15 above) as being the effect of distance. In addition, the socio-
economic disparities of people in the two settings also have s influence on who can or cannol

atford the service. Most of rural people are poor as compared (o urban people.

The study also looked al the types of payments cammonly used by the private patients Lo pay their
bills to sec if that determines usage of the service. Table 20 below shows that almost 71% of
patients paid the bills out of pocket while employers covered bills for the remaining third of

palients.

Table 20: l‘:}mi mechanisms for |Irh'.lllr services (% of respondents per hospital)

' Medical
N ® N & |
“Guiol pockess %667 a0 | M43 104 s

“Paid by Employers 32 3333 1 2157 4 935

“Total _ 9 100,00 3l 100,00 147 100,00

A review of the document from Bugando Medical Centre has revealed some facts on the issue of
payment through National Health Insurance Fund (NHIF), The document states that clients with
NINF cards were denied the services unless they pay cash. The reason given was that the
maximum amount of benefits covering treatments for bencficiaries was less than the average

amount charged for private services. Considering a tedious process of calculating the differences
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the patients should top up, and other bureaucratic procedures to be involved on the claims of the
fund from the plan, the accounting department refused to accept payment through this system of
funding (BMC PPM review meeting). Other organisations contracting with BMC are the Bank of
Tanzania and other commercial Banks that operates through private insurance companies with

which BMC has never had problems regarding rates of payments.

4.4 Summary

The overall findings of this study have shown a successful launch of private practice within
public hospitals and that not only it was possible to have the two practices running together using
the same facilities and resources, but also have had more positive impacts induced to the general
health care system, if well managed. The results have shown a progressive increase in number of
people opting for private services in all hospitals with an enormous amount of generated funds
that was used in motivating health care providers, improving quality of care and general
infrastructure and most importantly, subsidising treatments of-poor public patients. In other
words, private practice has created more rooms for people to access better quality health services
both in private and public sectors. The successful side of the practice was revealed in the positive
perceptions of respondents on issues of improving access, quality of care, workers morale and

increasing the budgets of the hospitals.

On the other hand, some issues emerged as negative impacts associated with this practice. These
were linked with poor management and administration, selfishness and unprofessional conducts
of health care providers and particular issues as for private practice. The majority of respondents,
both workers and patients, complained of the poor system of investigation for private patients.
Patients also mentioned some behaviour of workers as unpleasant to them. Likewise, fee levels
and system of charging rose complaints from patients on affordability of the services that

impaired access.

Variables for patterns of utilisation of the services were also assessed. It was noticed that the
practice has gathered people from all categories of employment status, education levels and
income levels, though rate at which they used the services differed from one group to another. A
big difference was also noticed on the number of people from rural and urban areas among private
patients whereby almost ninety percent of them were urban dwellers. Generally, all issues of
concern have to be addressed and rectified if the government’s objective is to ensure that health

care services are available to everyone according to their need and not their ability to pay.
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CHAPTER 5

DISCUSSION

5.1 Introduction

Tanzania is presently undergoing structural reforms in all sectors, including the health sector.
The previous state ownership of major means of the economy and public services provision has
had little achievements. Ongoing reforms in health sector focus on best ways the public sector can
collaborate with or handle over to the private sector the responsibilities of financing and / or
provision of health services, while the state remains with regulatory and monitoring roles. Results
presented in the previous chapter give an overview of the type of public private mix operating in
public referral hospitals in Tanzania. This was established after the government realized that it
was loosing many of its skilled manpower, specialist doctors, who moonlighted to increase their
income in the private sector both in and outside the country. Therefore, the government through
Parliamentary Act in 1996 allowed health workers to run private services within public hospitals,
starting with referral hospitals. The Ministry of Health, however, did not issue the guidelines on
how the practice should be run and gave autonomy of administrating and managing the services
to local hospital authorities.

This is a particular type of public private mix conducted within public hospitals using the same
public facilities and resources, especially human resource, to provide services to both public and
private patients. At Muhimbili National Hospital it is called “fast track service,” while at
Muhimbili orthopedic institute and Bugando medical center they just call it private service. It was
one of major interests of this study to explore in detail what this practice is all about, how it is
run, and which positive and negative impacts it has to health care provision system in these
hospitals. Finally, the study looked at how the targeted community members perceived and

accepted it. The findings answering all these questions are discussed in this section.

Management and Administrative Structures: In all these hospitals executive committees were
established and guidelines and principles set up to run the practice under well-planned
management framework, which was almost similar in all the surveyed hospitals. The differences
were in implementing the guidelines to meet the goals. This private practice (fast track) offered
all ranges of clinical services and other non-clinical services associated with hospital stay like

hotel services and laundry.
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5.2 The positives aspects

Introduction of private practice has led to higher overall quality of services as doctors strive to
attract and keep more clients. On the other hand, intensive use of private resources has reduced
the burden on publicly funded care. The findings show an overall improvement in quantity and
quality of health care services in these hospitals, as the number of people attended in private
sector has been progressively increasing. Physical infrastructure has been improved including
wards, consultation rooms and theatres, resulting into an increased number of procedures
performed for both public and private patients. Improving infrastructures aimed at changing the
image and perceived poor quality of services for these public hospitals and also uplifting quality
to levels equal to other private hospitals in order to attract private clients, who already knew of
higher reputations of specialist doctors working in public hospitals. Likewise, highly motivated
doctors and nurses are now willing to stay beyond their government services hours to offer
services to private patients. Health workers-client attitude was improved through workshops on
“change management” and visiting other private hospitals to learn about customer care. The
possibility is that these good outcomes affected both private and public sectors, as these workers

operate in both sectors.

The service has increased access to health care through retaining health care providers within the
hospitals, as specialists and other cadres are now happy and free to run private clinics in their
hospitals. This has reduced corruption that existed before, whereby doctors used to treat

their private patients from other private hospitals in these hospitals using public resources.

There is reliable availability of supplies and drugs as private patients directly pay fully for all the
services they consume. Therefore a few public resources would be used for the needy poor
patients. Private services has greatly decongested long lists of patients in public services because
some public patients opt for private services and the postponed operations are now being
performed since supplies and funds to subsidize treatments for poor patients are available. The
data has shown a progressive increase in number of patients from different socio-economic
groups opting for private services. In addition, private practice has become an alternative fund
raising mechanism that helps to bridge gaps between real budgets of hospitals and actual amounts
that the government provides to run these hospitals. An enormous amount of revenue has been
generated since the start of private practice in these hospitals. The revenue was used to subsidize
workers’ incomes, improve infrastructures and supplies in hospitals and more importantly,

subsidized treatments of poor public patients hence giving them more access.

39



5.3 The negatives aspects

Inappropriate policy advice and inadequate experience in this particular type of mix has raised
some problems in managing and delivering services concurrently. This reveals, especially when
differentiating varieties of stakeholders and the concern of health care providers to the poor and
vulnerable population that use public service, and their need to earn more income from private
patients. The unexpected negative effects are sub grouped and discussed as follows.

Behaviors and attitudes of stakeholders

Health care providers

Although the majority of health care providers refuted the possibility of being opportunistic, but
still with this type of public private mix it may become difficult for them to be absolutely fair to
both types of clients. Practicing in private health care they tend to becoming less supportive of
public sector simply because they see little return from public services. According to Propper and
Green (1999), “support for public sector is negatively associated with demand for private care
and demand for private care, on the other hand, is affected by quality of the public sector in
place.” Many patients interviewed in this study, mentioned that they use fast track services
because of the lack of supplies and drugs and generally poor quality in public sector in the study
hospitals. Increase in number of private patients in these hospitals could simple imply the shifting
tendency of public patients who have been frustrated by the poor quality of services in public
sector. Therefore, for the local managements and health workers not being concerned with
improving quality of public services would mean that they indirectly divert patients to the private

sector and thus induce demand for private service.

Health care providers directed their complaints mainly to the management and administration
teams. The majority of doctors who practice PPM were not satisfied with the amount of money
they received as incentives and believed that it was possible for them to earn more with the
current fees, if funds were well managed. Also there were complaints that managements had not
done enough to improve services for those who pay, especially with investigation services. Fast
track patients are frustrated with the poor system of diagnostic tests and investigations, as they
have to stand on queues like other patients while they pay more to get quicker services. Likewise,
there were complaints that management had not done enough on improving working conditions
for doctors, as still there are poor consultation rooms at Muhimbili National hospital, poor hotel

services and inadequate operation rooms.
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Another issue of concern was about barring the non-specialist doctors to practice in private
sector. Some practitioners regarded this as selfishness and unjust to fellow practitioners, which
resulted in inequity and hatred among some young health workers. Being juniors, they are
compelled to obey ‘rules of the game,” sometimes even attending private patients in the wards for
free, as may be ordered by their senior colleagues whom they call ‘chiefs.” Unpleasant part of this
was when junior doctors, including interns, dealt with cases from other public hospitals referred
for specialized care, with little or no assistance from specialists who were busy with less severe
cases in the private service. This behavior denied these public patients of their rights for
specialized care and best service they deserved. Specialist would see private patients, regardless
- of severity of their illness because referral system is not applicable and moreover only specialists

practiced private (fast track) services.

Most of private patients opted to be treated only by doctors specialized in their problems, instead
of starting with general practitioners. These patients chose doctors because they were told that
they had that right. According to one respondent, “this was meant to give an opportunity to
people who opt to see specialists for their health problems without having to go through the
referral system and to avoid problems and complaints that could result from mismanagement or
dissatisfaction of clients treated by junior doctors. It was also meant to give incentives for
specialists to earn extra income for their work.” (doctor-BMC). Allowing patients to opt for
doctors based on qualifications could divide health professionals and create individualism instead
of working in a team and maintaining the hierarchy in care giving. Moreover, all health workers
need to earn an extra income, not only doctors or specialists. Thus this opportunity should have
been equally provided to all cadres and in all levels of qualifications. In these hospitals therefore,
if well organized, fast track can still work without such exclusions. Involving junior doctors in
private practice could maintain hierarchy of care provision and give specialists chances to balance
their time well for services in both sectors. Yet considering the little numbers of speciaiists in
these hospitals and in the country, it is really not feasible to exclude the non-specialized doctors

from practicing fast track services at least in these referral hospitals.

Adversely, these few specialists work hard to cop with increasing number of their private patients
in the market. This means they are working more hours than they should, the consequence of
which is falling of quality of care and automatically loosing these clients later. Arrangements
should therefore be revised and possibly give chances to junior doctors be involved in the private

practice to achieve sustainable improvement of quality of service in both sectors. It should be
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borne in mind that in other private hospitals (e.g. Aga Khan, Hubert Kairuki, Regency Medical
center etc), doctors of all levels work in collaboration abiding with hierarchy of care provision
and ethics and provide good quality services. Specialists in these hospitals are just part of the

teams and not the only care providers.

Patients

During in-depth interviews, patients raised their complaints on two crucial issues among others:
higher costs for the private services and poor management of the current practice. Patients
claimed that paying the consultation fee for every visit is an expense that makes the service
unattainable to many people. They also postulated it as being an incentive for doctors to keep
setting many appointments with patients to augment their income. There were suggestions that
consultation. fees should be paid on the first visit and free or little amounts paid for subsequent
consultation visits on same discasé episode. Patients, specifically in MOI, complained of the
lodging fee of Tshs 30,000 per day, as being very expensive and inconsiderate of incomes of
majority of people. Although this study did not consider comparing these prices with prices in
other private hospitals, it is known that private care prices were comparatively cheaper in public
hospitals. One respondent commented “prices are fair for the services provided though not well
aﬁordable‘ by many people” (doctor — MOI). As a matter of fact, private care is not meant for
every individual in the society. In other countries private care was introduced following the
demand of rich individuals who wanted extra comfort in hospitals. As Besley and Coate (1991)
argue that “the system in which there is de jure universal provision, but in which richer
individuals are de facto allowed to ‘opt-out’ can redistribute income from rich to poor, even when
the provision is financed by a non redistribute such as a head tax. All individuals (rich and poor)
pay for public service. The public sector provides a homogenous good of a given quality level. If
the quality is not ‘too high’ richer individuals will pay for a higher quality of the good in the
private sector, so provision of the publicly funded will go only for the poor”. Universal provision
of quality high enough to induce both rich and poor to participate is not welfare improving as
there is loss of efficiency whenever a good is provided ‘in-kind’. This implies then that if ‘in-
kind’ transfers. are being used for redistributive purposes then to achieve this without reducing
social welfare requires the existence of a private alternative for which the rich can opt. Prices for
private services therefore are determined by the market situation and not public opinions.
Inequalities in ability to pay for private service may be equitable in this case. Lowering the fee
levels for the fast track services would probably result into difficulties to manage the incentives,

poorer quality of the care and thus spoil its marketability.
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Other complaints from patients were directed to the way private services are managed. Patients
complained of inconveniency associated with doing tests and investigations, as these procedures
take longer than expected and paid for. Patients also mentioned issue of uncomfortable waiting
rooms during OPD clinics, and that evening time was not suitable for them. At the same time,
many of them raised their concern on poor punctuality of doctors during OPD clinics. Frequently
doctors came late and patients suggested that doctors should strictly observe time and be prompt.
Patients in the wards raised their complaints on unprofessional nursing care they received. It is
possible that this was associated with inadequate training of nurses on patients’ care, poorly
motivated as they receive little or no incentives for working in private services or maybe, after
having paid full fee for services, these patients become unnecessarily too demanding for nursing

care.

Lastly, establishment of the VIP units under private services has its negative side as government
officials are entitled to this class of service. These officials may like the quality of services they
receive and no longer consider themselves as potential beneficiaries of the public service thus

exert no serious efforts in improving the public health sector.

Moreover, generating funds in private services should not be considered as an alternative but a
supplementary way of rising funds. Results have shown that majority of people paid fees for
private care out of their pockets. Since these individuals pay tax that would have provided them
with good health care service through the public sector, utilizing private care therefore, means
they pay double costs for the same service. Surely, the government has no intension of making its
hospital budgets sorely dependant on money from private patients, as this would mean entirely
turning these hospitals into private ones thus limiting access of many people to health care.
Results showed a limited enumeration to the budgets of these hospitals from the government,
which was supplemented by funds from the private practice. This should not be the trend of
events towards total privatization of these hospitalis.

Furthermore, the ministry of health has not shown convincing commitment over the fast track
practice, not even has if given any guiding policy or monitoring on how this absolutely new
practice should be conducted focusing on objectives and equity in health care provision.
Therefore, policy focusing on parallel strategic improvements of public and good monitoring of
the mix is a necessary intervention from the highest level of policy-making organ.
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5.4 Utilization patterns

In general, people from all socio-economic groups were found utilizing private care though in
different percentages. The majority of interviewed patients were males. This may imply that
males are more financially enabled than females, which means more males than females are
educated and have formal employment hence earn enough to afford private service. Results
confirm this hypothesis as among all private patients the largest group was of people formally
employed in either public or private sector and were in professional jobs. Likewise, the majority
of private patients were people with higher education and middle-income levels. Non-
surprisingly, unemployed and pensioners were also found among private patients. These were

unemployed spouses, parents or relatives of people who could afford the service.

Only a small fraction of private patients were from rural and distant places. Most of them were
urban dwellers and especially from towns where these hospitals were located. This might be due
to the fact that people living far from these hospitals were poorly informed of this service. The
other possibility was in economic disparities between rural and urban areas in the country, as

most of people in rural areas are poor.

Results showed that most of private patients paid their service bills out of pocket. Employers
covered only one third of patients. A review of the document from BMC, revealed some facts on
the issue of payment through National Health Insurance Fund (NHIF). The document states that
clients with NHIF cards were denied the services unless they pay cash. This was so because the
maximum amount of benefits covering treatments for members of the fund was less than the
average amount charged for private services. Therefore, the accounting department refused to
accept payments through this system of funding. However, other organisations contracting with
BMC (the Bank of Tanzania and other commercial banks) operated through private health

insurance companies with which BMC has never had problems regarding rates of payments.



CHAPTER 6
CONCLUSIONS AND RECOMMENDATIONS

6.1 Conclusions

This study has looked at a particular type of public private mix (fast track), whereby the two co-
exist in one and the same place using the same resources in service provision. It was aimed at
exploring the mix, learning the roles of the private sector under such mix and also to investigate

the different patterns of utilizing private services and factors determining these patterns.

The study findings have indicated that it is really feasible to have public private mix in public
hospitals using the same management, facilities and resources to provide services to both private
and public clients. Although the ministry of health did not prepare detailed policy documents to
guide in running the private services, the local hospital authorities managed to set guidelines and
management principles to get the practice going. These included, for private services, the flow of
events during service provision, fee levels and payment procedures, timing and other issues.
Management committees were established and included doctors involved in the practice and

members from other cadres like nurses.

The on going practice has played a positive role to the health care provision in these hospitals as a
supplementary fund rising mechanism. Funds from private practice bridged the budgets deficit
since the amounts provided by the government was not sufficient. These funds are utilized in
paying incentives to health care providers, which has uplifted their motivations and efficiency.
Under this mix, doctors and nurses now spending their extra time in public hospitals providing
services to private patients and earn extra incomes. The practice has also been beneficial to public
sector in place because some of revenues obtained from private care are used in improving
general quality of care in public sector and providing treatment subsides for the poor public
patients. The practice has played an important role in enabling more people to access good quality
health care services in general, since numbers of patients and theatre procedures have increased.
All these successes would not have been attained if private services were not established in public

hospitals.

Conversely, little experience with this particular type of PPM, the fast track service, may have
exerted its effect on the opposite side that could result from the potential misuses, jeopardy and
sabotage from opportunistic behaviors of some health workers especially as this practice is more
vulnerable to such possibilities.
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* The study findings revealed lavish misuse of the funds meant for general care expenditure, thus
lesser improvement of the public sector to date and private premises are still below the required
standards. There is a poor monitoring of the system and monitoring of the quality of the services
delivered for instance if private patients are not attended by ward rounds and / or some public
sector referral cases do not receive specialized care, then the reputation of the practice is spoiled
and its’ progress deterred. Laboratory test and investigation system for private patients also need
to be well organized. Higher fee levels were also mentioned in a relative approach, as negative

outcomes that obstruct many people from utilizing private services.

The pattern for utilizing PPM was found to be positively associated with education, employment
status and income levels. More males utilized the services than females and almost ninety
percents of the patients utilizing the service were urban inhabitants. The results showed that
majority of patients paid out of their pockets, as the insurance industry is not yet fully developed
in the country.

The introduction of this practice, which has competitive element within the same health system,
may have substantial results in increasing productivity of individual health care providers and
productivity between the two health sectors in place. As specialists are trying to express highly
reputable professionalism to attract more private clients on their names, basically they have to do
a better quality work for public sector patients, which is a pool of potential private patients.
Consequently, both public and private patients receive good quality health care. The total
outcome of this is a reduced number of cases in hospitals i.e. disease burden and thus reduction in

costs of care incurred by the health sector in general.

This study found that this type of public private mix is beneficial to both health care providers as
well as patients, if well managed. Through this mix the poor public patients directly benefited
from the pockets of richer individuals within the society, without the later complaining about this
cross transfer of resources. However, if the fast track services are to work for the public interests,
then the authorities should take serious measures in raising the standards of services to the
required levels, even if that would mean increasing levels of fees for services. Having highly
qualified care providers alone is not an issue if patients are still being frustrated with the current
sub standard services that carry the name fast track services.
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6.2 Recommendations and policy issues

1.This practice is part of the new reforms in health sector in Tanzania, and is a new form of PPM.
Therefore, the effects that could be associated with this new mix were not foreseen prior to its
establishment. Scaling this practice countrywide before having in place a strong regulatory and
monitoring systems may result into deterioration of the entire public health care system leading
into the evolution of “poor services for the poor.” This therefore, justifies the great need for
the government to have an official, central organ that will constantly monitor, evaluate and
regulate the implementation progress of the practice and that will lead to improving health

service provision for both the public and private sectors.

2. Dissatisfaction with local administration and management was a concern frequently
mentioned, mostly in MNH and MOI than in BMC. Several issues mentioned as weakness of
the practice were within the managerial capacity of local administrators. Although there are
executive committees that run the practice, yet it seems like the management was not
transparent in handling funds (i.e. incentive systems and subsides). It is recommended that a
more transparent and fair system in handling incentives and general funds should be put in
place to increase efficiency and productivity of work. The Bugando Medical Centre’s system of
allocating incentives could be taken as an example, as it clearly outlined how much money each

individual participant is allocated and it included almost all categories of caregivers.

3. Decision-making was not done in a participatory way and lower cadres were poorly represented
in the committees. Some departments were not involved in the practice though basically they
indirectly offered services to private patients (e.g. central sterilization, laundry, mortuary etc). It
is therefore recommended that decision-making committees should include representatives

from all cadres and it should be participatory oriented in decision-making.

4. Private patients should have their diagnostic tests and investigations done faster and in
comfortable ways. Every investigation unit should have a permanent staffs to deal with private
patients. These personnel should be paid from the funds generated by the practice. Private
services could also make use of the capacities of research laboratories in these hospitals for

more convenience and faster services. Only proper arrangements and agreements are needed.

5. Since patients are given the right to choose their consultants, it is obvious that most patients

prefer being treated by specialists. This was one of the reasons that justify involvement of only
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specialists in the practice. But as a matter of fact, the specialists who are currently active in
practice are very few compared to the requirements of the health sector generally. Moreover,
most of these specialists are old and work on contracts and the gaps between them and their
junior colleagues in terms of qualifications and experiences are so wide. Firstly, barring junior
doctors to do private practice in favor of the so-called patients’ demands is unprofessional
conduct and is unethical. Patients should not choose consultants by their qualifications, as is the
case in all systems of health care provision (in public sector and / or other private hospitals).
Rather the hierarchy of service provision should be maintained by allowing all levels of
caregivers to participate in the private services. Secondly, there should be strategies focused on
a well-defined program for training more young doctors to higher qualifications. The
government at ministerial and institutional levels should use any available opportunities on
capacity building to train more health care providers to strengthen health services countrywide.
Strengthening capacities in referral hospitals alone and giving them an incentive of practicing
private services would result into these hospitals providing services that were supposed to be

provided at levels of dispensaries or health centres.

6. It is recommended that doctors should attend patients, as it may be needed depending on the
severity of the illnesses. All genuine public referral cases are supposed to be attended by
specialists assisted by junior doctors.

7. The study found that most of private patients paid out of pocket. The National Health
Insurance Funds, a health insurance plan for civil servants, pay low premiums for treatment of
beneficiaries; levels that do not conform to actual curative costs in the private sector.
Arrangements should be made to synchronize the premiums and health benefits coverage to
reasonable rates that are acceptable in the health care system in general. This will enable

members of the plan to have an alternative and a stable payment mechanism for health services.

6.3 Further research

For further research in this area, this study recommends the following:

® A similar study could be conducted but it should include the issues of equity. This could be
conducted in all the four tertiary hospitals in the country in different seasons of the year.
Interviews should involve health care providers who practice and who do not practice PPM,

and patients who utilize the fast track service as well as those utilizing public services.
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= Another study could be conducted to investigate the quality of private care services provided in
public hospitals and other purely private hospitals. The idea would be based on looking at how
the subsidizing of public services impact on the quality of private care provided by the fast

track service.
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Appendices

Appendix -1 Patient’sIDNo |_| | | |
QUESTIONNAIRE FOR HEALTH MANAGERS AND HOSPITAL ADMINISTRATORS

Date:
Facility code |_|

Department:
Interviewers’ code: | |
Circle the number against appropriate answer(s).

1. Position of the interviewee

1=Yes 2=No

Director

Assistant Director

Head of Section/Department

Manager (section)

Others (specify)

2. Gender

1=Yes 2=No

Male

Female

Questions about fast track services:

3.  What was the rationale and aims for establishing the fast track services in this hospital?
Give brief outline please.

4. When was the fast track service established in this hospital?

Year
5.Are there any policy documents governing the fast track services?
If Yes circle 1 and ask for copies of the policy documents for
review

Yes 1
No 2

6. What is the arrangement of management and administrative positions for the fast track
leadership? (How is fast track services/unit managed)?
Start from top to bottom for the leadership positions
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7. Is there policy on fast track services for the following issues:
i). Patients’ rights (patient’s charter)

ii). Conditions of the wards and beddings

iii) What determines the grading of wards to grades A, B?

iv). Number of patients per ward in grades

v). Other issues concerning patients’ services

8. 'What is the ground for setting the levels of fees for fast track services?

i). Fee level based on diagnosis

1=Yes 2=No 8=NA

Depending on diagnosis group (surgical, medical, gynecology etc)

Depends on severity of the case regardless of diagnosis

Flat rate for all diagnosis but depend on the grade of the ward

Not Applicable

Others (specify)

ii). Fee depending on the level of qualification of the consultant
If Yes, enter numbers 1,2,3,4 from highest to lowest fee levels.

If No (does not apply) put a tick (V) on Not applicable and enter 8 for the rest

8=NA

Supper specialist’s consultation (Professor)

Specialist’s Consultation

Resident’s Consultation

Registrar’s consultation

Not applicable i.e. Fee levele does not depend on the qualification level of
the consultant

Others (specify)

iii). Fee depending on the mechanism of payment for the service
If Yes, enter numbers 1,2,3,4 from highest to lowest fee levels category

If No (does not depend on payment mechanism) put a (V) on Not applicable and

enter 8 for the rest.

8=NA

Out of Pocket

Contract with organizations/NGO

Social Health Insurance

Private health insurance

Others specify
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iv). Other factors determining the level of fees for fast track services
(Please explain

9. What is the policy guide for the allocation of revenue generated from fast track service?
(What proportion of the revenue goes to each of the following beneficiaries?)

Enter the proportions of the amount for each section or (NA) not applicable if no revenue is
allocated to a particular section

Services paid for %

Paying for the building rental and overhead costs

Paying for use of the laboratory

Payment the consultant (doctor who provided service)

Payment for other staff involved (Nurses, lab workers etc)

Pharmaceuticals and medical supplies

Other areas of allocation (Specify).

10. Are there any systematic arrangements for possible cross subsidizations of funds from
fast track to the public sector services within this hospital?

If Yes, state how this is done; If No such arrangements, enter 8 = not applicable, and

skip to next question.
1=Yes
Service paid for by the fast track funds 2=No
8=NA

Repairing Buildings (re-elevation of walls, expansion works, painting etc)

Maintenance of equipment (X-ray, MMR, Lab, Laundry and sterilizer etc)

Maintenance of vehicles (Ambulance and others)

For general hospital hygiene and sanitary activities (sweeping,

Funding blood bank reserve

Funding special selected services

Other services (Specify)

11. Does fast track as a unit employ its own staff or use only the government employees in this
hospital?

If Yes, mention categories of workers employed,
If fast track does not employ workers enter 8=NA.

Category of staff employed 1=Yes 2=No 8=NA

Doctors

Nurses

Administration and Management staff

Financial department Staff

Operational Staff (Drivers, Attendants, Cleaners, Security)

Others (specify)
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Number of patients
12. How many patients attended public and fast track services in the following periods?
Request the records and study the patterns for the past six months and record the number
of patients in the table below.

Time range Fast track Public Total
% Fast track

The past two weeks

The past month

The past six months

Appendix -2
Patient’sIDNo |_] | | |
PATIENTS’ EXIT INTERVIEWS

Date:

Facility Code L
Department:
Interviewers’ code |__|_ |

Personal Information:
Enter 1, 2 or 8= as appropriate to the answer provided

1= yes, 2= No

1. Gender of the respondent
Male

Female

2. How old will you be at your next birthday? Yeéars

3. Which of the following describes your employment situation

Employment status 1=Yes, 2=No, 8=NA

Employed full time

Employed part time

Self employed full time

Self employed part-time

Not working at all

Others (specify)

4. Can you describe what type of work you do?

1=Yes, 2=No, 8=NA

Not working retired

Not working - Disabled

Professional

Service (hotel, bar, caf€)

-| General laborer/Contract work

Domestic worker

Others (specify)
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5. What is the average monthly income of your household?
(Ask even if respondent is not working)

1=Yes, 2=No, 8=NA

Bellow Tsh30, 000

30,001 - 60,000

60,001 — 120,000

120, 001 - 250,000

Above 250,000

6. What level of education do you have right now?

Level of education I=Yes2=No8=NA
Primary educationstd 1 -7
Form1-2
Secondary education: Form 3-4
Form 5-6
Post secondary Certificate and /or Diploma
Advanced diploma and or University Degree
Other (specify)
7.  Where do you live?
Region Region
District... ... ...

Municipali
URICIPAIILY ..t os ver or vee men ven wens
Distri

Street... oo e vee ven vee wee en eoe
Village... v coe v ver van nee veeae
Others ... ... ce. vee ver ne vue v

Ward... . vov cer con ceevee vea
Street... .ov et eee e
Village... c.. coe vee o s
Others... ... ... ...

8. What type of house do you live in?

Type of dwelling

1=Yes, 2=No, 8=NA

Formal house (Roofed with iron sheets or tiled)

Traditional dwelling

Flat in a block

Renting room in a flat

Others (specify

Health care utilization

9. Were you referred from another health facility or you came straight from home/work?

Referred from other facilities

1=Yes, 2=No, 8=NA

Directly from home

Directly from work/other places

Others (specify)
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10. Was this your first time to use fast track services at this hospital?

Circle th
ircle the answer Yes i
No 2
11. How did you know about fast track services in this hospital?
Source of information 1=Yes 2=No =NA

Was told by colleague at work/neighbors/ relative

From health worker when arrived here (doctor, nurse, others workers)

From other sources (specify)

Diverting patients

12. Why did you choose to use fast track services and not other service lines?

1=Yes, 2=No, 8=NA

Was told I would get faster and good services

T knew it offers faster and good services

Has cleaner wards and toilets

There is a nursing care all the time

Doctors are keen and friendlier than for the general track

There is more privacy

Other reasons (specify)

13. Were you convinced by a person working in this hospital to use the fast track services? If
Yes, who that was? If No enter Not applicable

1=Yes, 2=No, 8=NA

Doctor

Nurse

Other hospital staff

Not applicable

14. Did you come for a specific kind of service for fast track service? What kind of service was
it?

15. Will you use the fast track services again in the future? Why?
1.Yes.
2.No.
3.1 do not know
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'Complaints

16. Do you have any complaints about the way you were serviced by the fast track?

Can you specify to whom your complaints are particularly directed?

1=Yes 2=No8=NA

Management workers for bureaucratic procedures

Attitude of some workers (doctors, nurses)

Poor equipment and lab services

Delay of investigation results

Unclean wards and toilets

No privacy in wards

No running water for all the time/some times

Others (specify

17. What do you think about the rate/costs for the fast track service?

1=Yes, 2=No, 8=NA

Relatively fair as regard the services provided

It is too expensive for majority of people

Cheap as compared to service quality

Others (specify)

Payment mechanisms

18. Who paid for the services you received?

1=Yes, 2=No, 8=NA

Out of Pocket

The organization I work with pay for health care of all staffs

Social Health insurance

Private Health Insurance

Others (specify)

19. What are your general opinions about the fast track service?

Appendix - 3

Date:
Facility Code |__|
Department:

Personal Information
1. Age

IDNo|_| | | |
QUESTIONNAIRE FOR HEALTH CARE PROVIDERS
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* Please Circle the number on the right of the box that is relevant to your situation.
¢ In certain circumstances you can choose more than one variable of answers.

2. Sex

Qualifications
3. What is your current qualification?

1=Yes, 2=No

RS

1=Yes, 2=No, 8=NA

Specialist/consultant

General practitioner (doctor)

Nurse

Laboratory Worker

Others (specify)

4. What is your area of specialization?

1=Yes, 2=No, 8=NA

Surgery

Obstetrics and Gynecology

Physician

Pediatrician

Ophthalmology

ENT specialist |

Anesthesiology

General Practitioner

Others (specify)

5. For how long have been practicing in the public health sector?

1=Yes, 2=No, 8=NA

Less than 1 year

1-3 years

4-6 years

7-9 years

10- 12 years

More than 12 years

Not applicable

6. Have you ever practiced in private sector apart from fast track practice?
Enter number of years you have been in private practice.

If No, circle 2.
1.

Years Months

2. No

We are trying to find out more about how people working in public health facilities
with private practice (fast track) feel about their work and what factors influence the
two practices working together. Below you will find a series of statements relating to
some of these factors. Please read each of the statements and for each statement mark
only once, in a box to whether you agree, disagree or uncertain about it.
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Impacts of fast track

7. Why do you think it was necessary to establish fast track services in this hospital?

Strongly | Agree | Neutral | Disagree | Strongly
Disagree

To increase access to health care

To maximize capacity of the hospital space

To maximize the utilization of resources (Human,

To retain health care providers (consultants, doctor,
nurses) from going for private practice elsewhere.

To raise funds for local hospital use

To improve quality of services within public sector

To enable doctors earn more income

To challenge other private hospitals in quality of care

Others (specify)

8. What do you think are the positive impacts (advantages) of fast track practice in this hospital
and generally in health sector?

Strongly | Agree | Neutral | Disagree | Strongly
Agree Disagree

Has increase access to health care

Has maximized capacity of the hospital space

Has maximized the utilization of resources

To retain health care providers (consultants,) from
going for private practice elsewhere,

To raise funds for local hospital use like repair of
buildings, purchase of supplies etc)

Has improved quality of services in public sector

Has increased workers’ motivation and efficiency

Has lead to good doctors to patients relationships

Others (specify)

9. What do you think are the negative impacts (disadvantages) of having fast track services in
this hospital?

Strongly | Agree | Neutral | Disagree | Strongly
Agree Disagree

Has reduced availability of health care providers for
public sector patients resulting in long waiting time and
poor services

Has introduced bias to health workers in serving
private than public sector clients (money oriented)

Health workers divert patients to use fast track
services even if patients did not aim to use this private
service

Create inequality of care provided to patients within
the same ward or hospital

Leads to over treatment of patient (Prescribing more
drugs and investigations than necessary)

Poor providers-patient relationship

Emerging conflicts among practitioners, health workers
for financial incentives

Others (specify)




10. Do you think fast track offers higher quality services than general public service?

If
Yes; In which aspects?
Strongly | Agree | Nentral | Disagree | Strongly
Agree Disagree

Rational waiting time for patients (consultation and
receiving treatment)

Rational number drugs and investigations per diagnosis

Reliability and availability of health personnel when
needed (Doctors, Nurses, anesthesiologists

Reliable availability and supply of drugs and other
consumables supplies like gloves, bandages etc)

Improved sanitation and hygiene (beddings, toilet

Doctors are more keen and friendlier when attending
fast track patients

Others (specify)

Reasons for using ‘fast track’ services

11. In your opinion, many patients prefer paying for private services (fast track) though they

could get public health care for lower costs because

Strongly
Agree

Agree

Neutral

Disagree

Strongly
Disagree

They are malinfiromed

They are diverted by doctors to private practice (fast
track) though treatment is available in public.

Lack of drug and equipment in public health care

Less attention by doctors and nurses in public care

Improved sanitation and hygiene (beddings, toilet

Short waiting time for consultations or treatment

Others (specify)

12. The presence of fast track services (private practice) within public hospitals could help in

improving the quality of public health sector in the following ways:

Strongly
Agree

Agree

Neutral

Disagree

Strongly
Disagree

Rational waiting time for patients (consultation

Rational number drugs and investigations per diagnosis‘

Reliability and availability of health personnel when
needed (Doctors, Nurses, anesthesiologists e

Reliable availability and supply of drugs and other
consumables supplies like gloves, bandages etc)

Improved sanitation and hygiene (beddings, toilet)

Doctors more keen and friendlier to all patients

Funds generated through private services used to repair
buildings and other activities for the benefit of public
sector

Others (specify)
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Incentives

13. What are the incentives for you continuing work in the public health sector?

1=Yes, 2=No, 8=NA

Job security

Career perspectives and possibilities for training

Responsibility to the Nation by helping people

1t’s the source of financial to sustain living (salary)

Others (specify)

14. What are the incentives for you working in fast track services?

1=Yes, 2=No, 8=NA

Earning more income

Increase scope of my practice

Increases access of people to medical care

Comfortable working environments

Others (specify)

15. Which issues should the government address in order to improve conditions of employment
in public health care sector?

1=Yes, 2=No, 8=NA

Salary

Training

Career perspectives

Housing for health workers

Education facilities

Medicine and supplies

Others (specify)

s

Fee levels
16. Do you think the fees for fast track services are affordable by the majority of the people?

1=Yes, 2=No, 8=NA

Affordable

Relatively affordable

Not affordable

Other (specify)

Management issues

17. Are you personally satisfied with the way fast track unit/service is managed?

Please circle 1 for Yes or 2 for No and
Give a brief outline as to why Yes or No Yes 1
No 2

18. What is you general comment on this study?
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Appendix - 4

4.1 SCHEDULES FOR THE IN-DEPTH INTERVIEW WITH HEALTH MANAGERS AND
ADMINISTRATIVE STAFF
(Answers should be taped and notice taken during the interview)

Date of interview:

1. Can you please explain to me what fast track service is?

2. What do you think are the benefits of having fast track services in this hospital?
* For the facility side (infrastructures, equipments etc)
*  For the health care providers (Doctors, nurses, lab workers etc)

* For patients
¢ For health care service production process as a whole
¢  Others

3. What do you think are the disadvantages of having fast track services in this hospital?

¢ For the facility side (infrastructures, equipments etc)

*  For the health care providers (Doctors, nurses, lab workers etc)
* For patients

*  For health care service production process as a whole

¢ Others

4. Are there any complaints you get from patients or other people in the community about
fast track services? What are they about-if any?

5. Do you think the fees for fast track services are affordable by the majority of the
population? Why do you think so?

6. Are there any conflicts and misunderstandings arising between management and health
worker or among health workers that are attributed to fast track services in this hospital?
Give some few examples of such.

7. Do you hold meetings to discuss problems that arise with patients and / or among staff
regarding the fast track services?

Thanks very much for your cooperation
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4.2 SCHEDULE FOR IN-DEPTH INTERVIEWS WITH PATIENTS

(Answers should be taped and notice taken during the interview)

Date of interview:

1. Age

2. Gender

3. Level of education

4. Place of domicile

5. Income level

6. How did you know about the fast track services at this hospital?

10.

Why did you decide to use fast track services?

Did anyone among hospital workers encourage you to use fast track services, which was
probably not your preference at first?

Do you think there is a difference between using public services and fast track services?
(If yes) What are the differences that you have noticed?

What impression and general opinion do you have about fast track services at this
hospital and in health sector as a whole? (Positive and Negative).

Thank you





