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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 fmancial resources. This resulted into 

deterioration of the public health sectors in general. 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 STAT A package. 

The study found that ftte 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 also 

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 5-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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1.1 Introduction 

CHAPTER 1 

BACKGROUND 

In many developing 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 done 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 kIn 

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. 
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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. Th~s study aimed at investigating these details and based on the findings make 

appropriate suggestions to policy makers and other stakeholders on mechanisms 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 
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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 st,uly: 

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. 
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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 suppliers 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 stnicture 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 
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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 
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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 (yVyss et al, 1996). 

In a South African study by Sinanovic, (1999), it was found that there was a spare capacity in 

publi<; 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 

7 



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. 
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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). 
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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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respondents obtained from both sites, the study referrers MOl 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. Mubimbili 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. 

Mubimbili was chosen to be a study hospital because it is a National Hospital and located in Dar 

es Salaam. As a national hospital, Mubimbili receives patients from allover 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 eHglbility 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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3.6 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. TIle 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 questionnaires. 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 hislher convenient time. TIle 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 interviewer read the information sheet in Swahili to the respondent, and if the respondent 

agreed to participate in th~ 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 ucr 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 woul.d 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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4.1 Description of the private services 

4.1.1 Introduction 

CBAPTER4 

RESULTS 

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 (MOl) 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 and 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 MOl, 

except for tables 5, 6,7,8,9 and 16. 

4.1.2 Reasons/or 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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exampl e. during clinics pOvalc patient. pay 2mO /llOre 10 liIC c.~isting highest labonlor)' 
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,ayeslIgIIivn fee pill" by ppNio: palknl~. Re,uil. arc takcn IlaI:k 10 the loon,ullanl fOf intL"TJ"'!l.I.tion 

and '..-lila manall'"m..=nl. Th,. f"IRlC'!>;S mny resul! to OIhcr "'-'Mullation Ippoin(mcnll; Ihat In:: 

... ·p;ar."' ly paid tor H""'·C\·L'f. ,;orne p~t,enl~ oompl"",cd or tile poor OflVClohglUon """,icc. 

,r,dmi",ion' and pm"lllf ... ·aNI) 

Adm"'-'lOllS in private ward,. arc bll-,cd on p~licn,,' wilhnJ;l1C'<!I 10 u..c and .bllity 10 (illY for 

prlyate: service<. There . rc IWI' pnval C wlrds at MNH. OIW for mate. and ""'" 101 rcm.:ile.., ~h 

"ilh 14 buts. P~t,cnb;n each ward .ba rc I toil¢! and I bollwoom. In a"dlilOn, lhe lD-CIllcd side 

.oom" in each wa.d h.vc hecn fCIl(WIIL.,j for usc I, (Wwa.c wlI.d .. l'atKnlS (illY a lodging Ie..' of 

T.h 3500.00 pcr day. which L"aICr 1'-" thei. tbte.: mcal .. lWdiniand nUNA, .... C 

At Uugando MCilical Cent.c (Wivale wMd. acrommodatc t"O (IlIUcnt~ sharing I loilet and a 

h;athrOO11L. On ~dmis"oo pl"ivatc (IlIlIen .... d~~ • "fI'XlilL.,j amoUIII 01 lIIOfICy lhoug'" to be the 

"l'P'o~lmalc fi""." adequate for I"";, fpll hospital ""'Y lad I. ;:auncn!. An atkIuion amount nlay tic 

charged or • ballnce rctldDCd to the p;ott<:nt, d,'pcnd,ng on :tl1,w amount ~nI. Tile b.,d charge 

pe. dly i, Tsh.. 6.000.00 and "!I.·iI.llo bed.hng,. 3 tnC~l. and nurstnll care. A scp.ll1lldy lmounl of 

T ,II-, I.SOUJ.t is (UK! IOf each ... "llItI ro.r.<>d. 

'fh;:-,c .. c ~al wwd~ fOf d'gmlaries wlle",;n gon~k!Dt oUiciah.nd OJIllcr imponanl (le\lpl~ 

IIC admitted. lbi::;oc have been f~nbi:. tmprov<-d. setf"",ta,nl-d room ... c.ch fo. ()IIC I"'l"IIOn only. 

1}qKN~ .oKI other W!iI, llIe cNtq,..:d altwltt tbi: ratc of tho! (lihe'I'.;v.tc ca.e. 

The M~h,mt>ili Onhopor:dic 10""'Ole priV'I~ .... ing 103-, 5 room, oa<:h wilh 3 bcd~ ..... hi.:h ar c 

parl.lIor.,d hy curtam .. Eal:h pul,tioni..,j room b u".<l hy u ,'nglc pllient Ind ha,. <:u(>Mald, "'~II 

.1IlIm and i~ 'n-«mdillOIl"Il. Thr~c I"'ticnlS ,hare a loilet and bathroom . rcfrigellHOf .• ·rv and 

Olle wheel dUIII, On idmt"'ion ca.:h ra'1cnt ray n hs t50.0oo.00 ... fixed okp<l'll and _. 

dIl/L'!!' fillY dooNe lhe amount. The lodging fe.: or 'I\hs 3O.UOO.OO ~r day. C(lYCf;, tllre..' ~ats. 

hcddtoJl ~nd ftursina f;"J'" ar,d i. Itleluded in the dc~it (Uid. Palients call choo-oic Iype.' of meal, 

from lhe menu. P:ualkl ,uPI",rtint.\ scrvk .... s. physio!h" ... py and c.1lr<lpacdic ... ·ork,J,op. off~. 

scr\"I\:L'li 10 both f"'bik: and private patienl' and Chalge a SCl"'flIIc fe.:. Mwicatioa, ..... d roon'" 

and ~'''&icat pllX.~du.c.~ Ill: alMl ,;o."rar.,tdy JI1Iid for. 

I II III .1Ie oo"p'taL~. non· I""ldent p.lllcnt~ arc <:har.t:L-d t ... · .. ~ til.: latClo for ~~tiLL_ JIIIyahlc in dollar 

~u"cnr;y or an equivalent amOllot in T,II:< "'ing 1111: market u<:hange f1Ile. 
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Tit.: ""mul!£m,~u ~1 !u"'l~ 

The o;:o.ordlna(or of 11k: I'I'M ~( MNII rcf")l'lcd (hII( (he fund is alloa!ed in t"rms of pmfIOfllC)~ ,." 

foil....,,;: 

• 5lf!, b di,(,IOOled among serv;.:e providn's. 

• SO'1 goo>o Itl MNII fm ,)locr cxpendilures including ~~idiling (he ru!>li<:!y !W:fVk:cd I'Micnl$. 

I n MOl the allocallon of f "n'" generaled Ilwoogh prl\'llie prxtK."I: I) also dono In proponlOlt!i: 

• 40% is u§cd for plying lhe do;1ors (oo .... ultaRb) ~icing (he ~ticlll. 

• 30% fOf P'lying nurse. ~nd Ollie, Sluff directly i""01""d in proviiling the service ~nd 

• 3CI% remain .... i(hin tile instliUlion 10 he Spt"N for Ollie. service. Ind,.hnl )Uhsid"", (or 

(",almenl~ of [>Ilblk 1"'1~1S. 

The liMe prh"1c prodia: IIIIrt<lgcmcn( COmmi(1Ce IIlPced on (he "'"c of :.;:' .... 1 (c' m) fOi 

nomination of the aDlou~ (0 be alloc»"d 10 each arc provider i"" oIvcd in providing priv.tc 

scrvil.~ ;""'o;;Id nr ,he PSe of pcrrerttages as IS tIM: (."tiC in CIlhc:r bosp,w§ (Sec (llble S below~ 

TibIc S above ' ''I''="''s the .<ylolcm for .llocatln, fund. gcme.aled frum I',i"'le p!":""1K."I: 10 lhe 

rCSflC<.1i~c heal(h 1.".If" "'0\ ideo; in lIugando Mcdk"lll Cenlre. Surgical c:t>ll.'> arc 

C3tCIOrb.nl.d"",Wcd in ,hrec groups (mmor, med,um and major sur8C"cs) depending on lhe 

"",wily of the 1Ilne:s,s. Sufge<l1lS ckx.ldo: wh;~h catcJlOlY .ooulcJ a I'~rtkulat .:,so.: belC>l1g to, wh,ch 
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lhe.efore ,,"lerRaneS Ihe amuu nl of fcc 10) Ix: paid. Thi' muncy carter for s U.g<:ry only ,,-hiIc co...s 

for OIh". 'IC.vicd BTl' Illiid indep",I\\Icntly. a~ ex"WIICd alJo>l'. "The lee.' arnouM.' are reviewcd 

eiCh yea. bII~ingon .1., .unninll C(lo,l~ .. d the inn.linn •• ,. 

OIht. depan menls II UMe (e.K- o.nl"lry. OOslelrics and Gyl\al)(.'Ology. Mcdi(.inc. l'ai:dialncs. 

!!ca. NOlIe and ThrvaO ha,'c fi~cd .~te~ of f",,-~ f'If ~ach 'lCrvjcc, Mfr,,,d. Likwose the ia"\.K:t:s.n: 

<;at.p...,d in grou[lS depending on the ",,,,r ily of ill~ which al'4> tklermm. lhr: amount of 

fcc 10 tx: lIlIid for c..ell p;!o icu l ~r CINe. 

~ .Z The rol~ lIfpr1v~lt PnN'liee in hu llh U "' pro .-I>.1on 

Tili , ",",L,i{Jn i'H",nt< I he n:sull ' obtained flOm d<M:umcnu .ev;"w and intc"'ic""lI "'i,1I b.:ihh an: 

I'rn~k!c" ., wtll III wilh patients. 11 aim~ II exploring IhI: mit of privale fll"lICtitt " 'jtllm the 

. urvcycd hospllab. The C, ,,Io11lioo of IhI: role WIS dono: \)a$lng on Iook'ng It the po:K11"~ and 

nq; .. hvc impaL1S of the priva", fll"adlQ: during the: S-yCa1 c~perjcna: in thl:"" ,""spotol .. c;.,1IC",1 

v;,:ws and other i.slltS tllat rMe during I"" ;n-"",,,, h inltrvlC" J w,th !nit" nrc provKltn an.! 

pat ients wer", al,;o catcgt>fl.ed .. < pO";li\l" or negal've: impact.~ Ind l"e'lOnltd in Ihl'! ~iIm. 

,.he , ·.riables (0< POSlllves o r adl'llnlap of I"" practice: rncnhoncd We'" CIItegorised in terms of 

financial gaJI\S. enhancing more ~s 10 hullh a fe Ind impo~~nt or qll-lhty o( .., .... 1cc:oI in 

IhI: """"lals. wllich In: prt~nkd frum I"ooth st" .... 1u.N Ind la-deplh inltrv""" .. They we re 

"Io:I, ... n:d lL~i"i IhI: pernn!'g<:' of ~nl~ whu 'I:"'N or di!llgJ,,,d "' ,Ih I~ vln.blu. 

NI (0< lilt ncgall~ ,mpaL1~ lhe cnt<;f)~ ~'ed ""-'fI: I~ pos.;ibilily rOl" health cafe pro~idcN 10 

il\\l""" .s.m,I\\I for heallh care wllh fil\ancUl ml~jVCll. ttn<ltncy "f bia",,~ for ""alllt "...,.u .. 
to· ..... ni, I"i ..... "" patient!.. The I>suI: of fll"i''I1I: <ervia:, he,ng a(fordable WI. I~,;o;.~d f,o<" 

p;alicI>Is' fIC1SIlCCIive< 10 determine if """tS i~ifN ~ or p;aticnt. Nsu ;1 wa, tn''I:!iliptcd if 

tlcltriOOl'ion of tllo; public So:CIOf in IhI:"" bo<l'italS was ncglo...:red In o<!ler I() cn"alC Iknrilnd (or 

I""'IIC eire. 

Rc."'It~ In: ~escn~ In tabks tlpre.'<liing li>c pcnxn\agl.'S of n:spnndcnc, agn:elng or diS3lP'tcing 

wilb rhe .... riables mc:asuring thl:.., cri",ria .nd $I8 ICmtnt~ uprtS>.ng v;c"'~ or pIIlicn" about 1 be 

"'''1CCS. 



flil/mei/Ii g"'nJ 

PuhUc hO!<pll;ll~ have for a long lime !>etn runnmg with denat budt:r-Is. 35 lile g!J\'envnrnl COIIld 

11(11 fully linar.:" 110.:,", An intl\l!lucllOn of pllVJlc plJClK:e In liIcM hospllals ha.; =al~ an 

ul!c'"~tivc lund rai~ing n1I.'(hanism 10 ~upplement tile budgdj., Tahlc 6 below s~ Ihe amrnLnl 

of fundS gcnt'l&led 1000"':lJly!ll Muhllllhih Ol1hop.>ellk Instllule in a S-)c. I"'flud. Of allille fuoos 

g.:neralcd, 11% Cime horn pllYMe pJUfrnS wllo make only ~ 10 32% of aU .,....ic-nb :lCrviad II 

1100 Ln.li'Ule in lh~1 pi.'1LOd. llus ~hslanli;d ;11110.". of fund _Id III.It have been It<lllSeil wllhoul 

Ihe inllodu<,lon of lIoc: privale services (MusclU Ind Un ... 2003, 

Table Ii , I ne<lm e I:tntn!lun .. lIhl n , .... 11lS1IL"'t 

The lOla! il>OJl'n< of m.. ill5l1!uLe in s.yeMll, induding tb~ ~mmcnl ~ub,~mio.ln WII,; '''~lim~l~d 

10 be more than l\hs 4.3S bIlIk>m. I'rivale pndia a,HlL.ibulion 10 Ihis M"-'IInl w~s m"r~ Ihan 

2t>'; (~I~e 7 beJuw). 

Tablf 7: T,"alla!;liIUlf ;"<I;Imf 

A OOcumttll "",iewing "r .. lfJl' "r prlvale pIlIeti"" at &11"000 Medical Ccnue s131e5 lha, nn 

.wrli:l" IIIe lOla! <ur ... 1ion from plivat.c practice ,,'a,o, ho:tWl:Cn Tsbs 17 ·20 mlliioM peT month. 

T"" oo."men' also mentiooW Ihal Ihf inc'1I11C of sf'Cdali~1 doctors .ose hy T~b§ 250,000,00 pel 

nMINh (IJMC. I'I'M I~';""" meetmg. ltlOl" 



In inl~'f\Ii",,". health WlJlkCf5 aP\"l'<'Ciatcd the financial gain$ U abQul 85" and 75" of all 

IcspoOO~nt~ ~gJcN 01 ~tfOflgly IgJced tllli private practice bas n:spcclivcly impn.wrd lbe 

hospllal~' bitdg<1~ IllS weU as their il>COniCS (see table 10 t..:klw). MOfOOVL'f. 97'JC, ur all 

I.:-;pondcnls (HCP) suggesled lhal imp«Wcmc nt of lhe pootic heallh sector is possible if. !lIDOQg 

ulhl.T i~UQ, lbe iJWt'rnmcnt improv,,", healt h WQr~crs incomes. 

/I'CI'ftlJt IIf acce. •.• 1/, ht~lIh Cllrt 

Iislllbtishing privale prilCliw wilhin public OO!ipilals COlIld mean dotd>ling lhe work of IIealth can: 

fll'ovidcl~ ron~\'qucn~y il>Cre<l~c Ihe lotal nulJlbt" of people ."""iving heallh 0«' in Ihese hospilals 

in a given time. Nlluratly Ihh It1'IfIlics lhal nlOft people can ~ beallb CI~ 5CMctS. ~uring 

lhb , tUlly rc>lcWC<l documents and inll.TVil:ws Q>nducu:d w'lh heallh Clre prOYlders and patient.S 

a'\SL"I.<I,.'d accesstbllllY In lWU wlys: 

Finolty. whl:thcr lhe I"IW;\~ Mi affccted ",",,1$ ia lelfm of in<;l'~g or dcdining totalnumbn 

of di~nl$ ulih,inllthe 1\eMces. conscq...:-nlly the U)la! unil prududivity of beahh cole _g 110: 

s..me tuff and facilities 1l1li Secondly. whether Ih= Irt somo mpccu thought 10 he: .MlRages 

ofpriv~le fQCtlr:c lhal dJr=ly or Indi • ...;:tty.lnnuc~ tin!;$ of thc people to hallh CO.e o;avio:s 

l1H:!IC: ift(:llMIe 1I.1I. ... lio!1 of IltaJlh wo.tcq in place. mIIKlmUm 1I5C of 1IV3iI.b!e ~ 

im~ing quality cl 5CfVk:cs, I .... 'ftll..c number of supplies and gc:nnaling DlOfC funds lilal 

subsid'1.e pubtic palienl" 

.) N~~r o{ptqIJ, .ulliJUrIl Mvall' U'n/ICH 

R~'Yiew of lhe dowment!. !l;\Ieat"" lilal number " f palients leaivi", pnvalc heallh care lias bec:n 

IIsing ~vely dilling/he 5 years ptrled of lbe"",ice in l/w: :wrv~d booltpotab'" !hown in 

the t.bles 8 Ind <,1 below. 

AI Mubimbili Nalion>l 1Iosp/.ll lhen: !lave bI.'I:. IrtIJlCDdou! jracuc$ In numba of private 

p»ritnlS from 1.9-lO to I~ in lht period of 1998 - 2002 WMleM the nurmcr Ilf pallenlS;n 2002 

~ 5,3 limes biJ:MI rlgn II .... i~ 1998 (..:.: l:obtc 8). The gn:at,'$I ;nnux iJ!IlI01ia:d btlwecn lhe 

)"'11$ :moo (2.404 patic"I!~) and 2001 (9.612 paticn(5)' In IIICI'U'C of 7.2O!1 palicnl$ In one yea., 

"nus illlTU§C wuld he: the mull 01 more pllblicilY and po.:rcdvf\l1!OOd q .... lily or care IIlre.cd by 

privale scrvia:s In I!Pvmomenl ~t.1ls.. 



Table I : Numbt r or pri .. ~tt OI'U dlnic l.all~nlS ill Ihe past 5 }'urs al MNII 

l bc shr inking tc ndency nQliced on tile roIullm of lotal 1lIImba" of palienls as ,i...., iDI:Jcases, roukl 

probably be c~plain~.~ b<:inS Ihe ~IIS of illClca~ in cffK.icocy in pbysi~;ans· productivity of 

~u~lity ~lVic<!!o in Dolh ~'<.'OI'" Iwmg 10 culling down the 1011& ""'lIIag 115I.~ In !he jNbii: 

"clVkcs. 

T~hle 9: Nu mher or patientJ 5I'tn a' OI'U and Inpatienl l)epartmtnl. a' MuhimlHli 
Orthopaedle Instltule in S yurs 

In MOl. the 10LtI ... mbcr of pri""le p"ticn~ set:n I I tlMl OUlp.lotit;nt dinies and inpaticnlS has also 

progn=ivdy iDI:Jeasal from 4,386 in IW7 10 S.:l61 in 2001..11 IlICIclse or 22.2% (SI!~ labl~ <;I 

above). The ptOpOIIi<mlo o f prl\"a\c pillic.u 10 puhlic p~licnls have rcmJincd bel"'ccII 2S - 1M 

fot outp:lliclllS. For i~m:lIIs. Ioowcv~"f. pr;\IlIIC p~licRts com,iblllcd only aboul 5% ( 1.537) of the 

total .ueJKlo:e5 (28.127) dunng the 5-)·""r pcriOO. Mu~.ru ~nd Uma (200J) also ICflOfI of In 

IDClc.I..<c.n gl:lICr.ol numlu of SUrjlj.Tics in MO l. from 762 in 19li8 10 I. IM in 200 1 U~Qg the 

\lime: thealre bcililies. This !I1lIy bave lIcen p""ihlc b<:c" usc o f implo .... d .v~ll.toility of 

001l'lWllobic. obI.ilk...J througJt priVlltc pra..'"Ii~'" aoo high!. ... WOTking morale of staff~. 

G<:ucraJly. lobi .. lIaoo 9 abtwc cxpi.ill SOme details Oil how introduction of privale ~,:nic.::. In 

these ""bi;'; hospitals. have nOlkt:ably ,,, ..... c:o.,c:d accCSSC!i oot only in the quanhly 01 <CfV..:c!I bu, 

aoo lhe qu.hty or 'CIViI.'\:S provid!."". 
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II) ItIil"fllflDg<"/>II' funou,w'i""~y' lne' r ,"iIlK lire ... , 

InleT\'ICW$ " 'tft ~'Vric'll 0111 wnll h~ahh can: providers as we11 I S pI\knu ~J ;l."SC,~ if "filena li~. 

lIcahh wuri;cll> rt lCnlion. JIIOd ""'Rlgemcnl of r"'l>ur~e. 1(' f~iltlal e \lu~ nlity ~nd qualily of 

'«T\'n"$ I'f""ilkd and ,mprov ing Ihe nu," bc~ or ,uppit.;s 10 :tIXOfIInll>llal~ more patlenlS, Wefc 

all'l,lng (""nn helping IU inctcasc acu$i uf pr.~'PI" 10 hc~Jth CIO~, 

Results in ,ahle lU I!ck.w sOOw tbat mot~ Ihan IWO Ibitd~ of all healt h clre p<oYioJers in ~ II 

h"spilals :ogn:ru III SlrungJ)' agreed lhat privale P'KhCC has iruu$Cd aa:t$S uf fICOpk 10 health 

s<rvi<:r:s. However Ihe dl ffefence: W'lS noled as 7S'l, or IICPs from lJuga",lu agreed "c.~us SO% 

from Mu hlmllili (MNH .nd MOL), Ac'Cl:sS in ' ,)'o()Cialiun wilh cnhandn!: mUIII'Um Ust (If Ihe 

l'Ic><:nl f.source'S WlIS suPlxmcd I»' 55% uf fe'flO ndcn lo; un aggt'c~lc, Agliin :I. differc ... c In raling 

was noted n" the ISsue " f i1calth wu, ler.. rClcmion, Ahout 83% of fcsp(mdent~ from Bupr.lu and 

5(1')0, respundents at Muhimbili supponcd Ihis fCl';On. Thefe was. l>Ooccabic Incre"" In the 

\lualitic, (Jf ",rvices in general in Ihe ho!;.pitals, which wu uppuncd by 67'J1o of III fcspuMenls. 

About by 46% and !U% of teSp" ... lcrns from Muhimhili and lJug>.ndo ,"'i' .... 'ivdy, SUI'f'Or1 ed lhe 

Slat~mcnl lhal qualilY in ... f. producti<m oould Ila". incrca><:d due III imp«l"cd ""'fUr< _ 

palio n'" .ciIl1oIl'lh,p. 

T.blf 10: ,\d , anlaR6 or pri ... t~ p~iee I"" Rtspond~n ts by radlit~) 

- -- '-

1~.61 OJtU 1>730 17,So U.no 

." '" 10.71 1~61 0.00 

~1,'" ".Ill> IUS 

-.~! ~UtI 10,11 
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More .b.an '''-0 I~IId 01 IOtC!'\·,~ ... ,"<J private p.3llcnlS ""knowl~dgcd .iIa. I hey received c .. ~ wililnul 

"""'"iI~' follOW tile bUrC>""rJ-lic rcfcmol ~y<km and for more .han half Ilf .hese I'Jlicms .~is ...... 

no! the fillll 'IIIIt: h' "'c ,i>c 1"'v;tIC ~c"'ic"" in Ih~ ho,.pit~1s. Many p.3ticnl~ cxprc_"<J .Ite" 
sali.'!aCllon. ";111 lilt: "<!'\IC>..'S and rl<"<Jgtrlln ronlinue "~ing it in Ihe fUlu,e if thoy gt.1 sick. 

Fn'ICIl ti>c In·d~l~h Inlcrvi~"W, Illis W&!i ,~c rommcnl from une r",pondenl on II,,· i,-..;u~ nf KC~""': 

"pmutr r",..., p,(JI·idr. g<X!t1 glUl lju.dc, oerdcrs, .... hich enable palicnl!J /0 "ac,s .'f'n·,cc offered 

11)- 5pe€lg/lSt ...... ho are h./:ItI}' lj"alt/icd" (du<.,Of - I:lMC). On lhe same i~uc another resl""'drnl 

CIllTUlIcnt,"<J. "tlw .«:nk~ Iu.J he/pell to d<'"C,,,,/.~'t lhe oIY:rrro ... r1cd 111111 long /1515 for public 

.... n·/'''''" I>«""'t 11 ""mM of ""lientJ a,,' OP""II for pri"l1te WnlCCJ lind Ih~rtjOu a f"'" 
rnvo"e~f ",uU"Me In p"blle .",·n·h~ cuter for rhe ''Cry ,,/!'Cd} pafJlt ... h" cwld tI()I "/ford 

pr;,u'r .cn·"c~ ute",<j~ p ...... le pl"ll(/iu ,\"b,-,"i,,,,, the ..... put/ml.' -In 'eTm~ 0{ rons"m"bl~ 

dn'l(Y (IrIIl C>'l:n CIIS/I fo, Irn,II IrtIJlm("nu " (doctor · MN11) 

Imprrn-in;: if,wl,,,. (Jf carr 

QualilY of hcal1h """,ic~ is I wid~ and <>onlple% ,ubjec1l11 ,",udy . ." thac arc many .... ,iables to 

I~ ~I. This study ~tvcd some a",,'Ct. 01 qUAlily of care, wblcb wcrt the Iml"'o~cm~"'1 of 

pby,ic.1 !il<U<:lurcs locludlng hy~lcnc and ""nil~lInn. 1\'1ilutNlny of adi."I":lle suppli", and dill!;' 

thai upl ifl '1uanlity Ind q~lny of arc p"wi<k"<J and iOlIl",,~i nlll i"'" of w'"ling rll, "PPOlnl""'"", 

lind lIe~lm.'I\ls.nd.1I resultS I.e l"\$Cnlcd in "'ble II below, 

" " 
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FOI Nny l);I.helllJ ~'I'II& lime for alfL5ullilhons as well as lrtalmrnLS has been "",de shonel and 

three qu;vle" of n:spnndc:nu agreed or StlOOgly IJ;l'ttd with thilL statement. Hl1",,\::vel. apin lbe,e 

W-45 • noIilxabk dirrc~nte on tbe pr<lJUlion or rc.'pund.:ntS from the IWI) ~ill.'S. IS S5~ of 

Muhnnbili staff agm:d .... ith thL$. only SO% from U~pndo did 50 (SC<: t~blc II abuve). Qualily 

itnfroYClIlClII hal; beeR _iate.! with .eh.ble avaI lability of do\:hn tn the boIipitals, which oR 

aggregate W;oS supputted by 75"110 of rL'Spondc:ntlO. The.t hOlS been .d oable Iv~i l 3bility of supplies 

as tbc _emeN _ supporled hy 60% 0( l~pondcnlS foom both Muhimbili and Uuganoo. Aboll1 

71% and 66~ hcallh Clre plovidcrs from Muhimblli ud Uuplldo rtSpec1lvcly agrocd with lhe 

st:llcmclll lbal sanitalion ~nd hygie..., of w .. ds aoo OIbe, prumi~e!L have also been Impt'Ovcd more 

than tbey were lid",". 

4.2.2 N~:lJ1i" ~ jmpa€l$ "f prinllf pnWirt i" pub/it /rOSpilols 

Va.iahlcs assessed on negalive CffCdS of ll>c J1fiV31C pratlice looked at bow Ihis pn.dice oould 

possibly lead 10 dctcrioralion of tbe geocral JIIIhhc I"'ticlll !lC'1VlCC$. Thc5c: variables ~rc grouped 

inlO cffccu; due to bcb.viQllrs of lhe beall/! QIe providerS and lbe ~~fl ... ms\an1i.J dClCrint al lOn of 

conditions in public seaOl Ihltt could promt~c privlte 5cdor nwlu:1 in pI:oce.. M", wmc .~s 

.~i"ted .... nh I"wate care were observed 10 sce if they limlled:oo.::cr;s of people to lIIc scrv~ 

In.dtplh InleNic",'S with both heallh co", pr<JVjdtn and p.aticll\S as,""'5I:'d thd. pc:rccptiollS 

11I"'''rds privale scrvied.. OpiniOllS ~bout tile am'CQC dfCdS of pr;valc !lCfVlCCS, it~ olpnisalion 

and wcakllCSSCS arc pre$Clllcd in this xction. 

Bcha,'lor.r o{lteDl1/r ~ 

lnlcfVICwed bcalth calC providers did not agrt:c "', Ib thc SlIlCmcnl tlwltc:aJth cac pmvidcn: pity 

m"", attenlion III privlte patitnlll r", financial incellliYCli and thcre.rort negltcling IIOI·payin& 

pIIbIic p;oticntj. Three 'I'Iar100. of .11 lUpJUnlS disagreed or strongly disagrcod wilh ihu 

~cmcN, aPd 80% of tlltm d~ ""ith lhe st~te""'lII Wt HCP 1t",'I: a poor rclatiolLShip Wlt~ 

nonopayin& patkn!! (5<:<: !able 12 bel" ... ). FILr1"'-"" nun:, 65~ of IIcr opposed llIe staklllo!lII 1""1 

1te.11~ aoro prUYi<Icu we boascd in IK'rvicin& rI patient!\. Lik"",;"', hltlf of Ibr:sc 1Ie.llh corc 

ptnvirkn $aid liley dn not d,vert potlC'nlll 10 pn~te KJV>Cc5 and disagrcftl by m to be lIvel 

lll'atin& palicftl$ wilh r;IIanciltl moIM:s th:ol could mean 'JKIoc'njpk ..... ttd of ~ 10 pat;"nt$. 
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.-

[kren'OTQllOn of publoc .«<liN' 

As for .""""1tS uf delenO)mion of JIUbIic stCIOJ. 1_ ,hinl of .cspoadclllS IgrUl.l or liI.ongly 

31:J<!<:d tb.t mor~ people use privaTe M'f\.ic'e>. bc:c:I~ of lack vr drug:;.. poor ""l'Plits anoJ pool 

~uil""cn! ftSuhing low poor q .. aHty of!<ftVices In ."" ""blic ~1lI' (_ table IJ ~k>w). AhQ". 

(1)';: of Tespond<'n~ on aggtgate, SUJlI'IO<Ied .be SIaIemenl thaL private service prcmb.es are 

de.ncr and o f good "..aJ~y the/dore lUract peopk. J n addition, mlIJOTity 01 respond~nls (95 %). 

agr«d or .>Iru~gly agreed 11111 O~ leoool making pri"lte pnaicc popular is [h:u pro(Ile 110 I"IOt 

have (0 wail longtl lOr (bei. UUlmc.u"" .IM: a>nuuy of puhl..., !lCr'''~ 

T~ IM 13, kU!;(\Iu for lI!.Iog print. a .... ("lbpond~nl~ ptr facilities) , , 
.... - _ lliNIP:« 

J(J.IIU 501IU 

~., ,., "n .1.1_) 

30 



OIlICr MgDlO'l' .... 1(''''' .... of the prWOI" pr/Ji:IW! 

C"rl,-

Itcganhng \km;tllli ,If (be l"',nLe service>~,. f.ao. .JeLo:lmininll.~-a"" i"tc.v~wr.J ,",~hh ""'e 

P'U'-i\.Im Md pIIIknrs. not ... rprj~iDgly, had CODInoSli"g opinioros (_ L;wlc 14 bc~,w). 

~7 .86 4510 6410 

/\ ~~Iy small pcru:mallc or p;ltrcnr5 (2.72%). agJec.J L~t the 1'''''.le services ",ere affonbble, b 

'~1I111'.fW I" 211"1 "r hellih "'''Ike''. munwhlle 55% of ""licnl. Slaloo lhll <.'O'>b Wen: nol 

df""lat-Ie, and only 15'" (If h~al l h QI' ( I' ...... ide", "Wad w;lh th:lll 'talonen\. 0"" lIe~hh ale 

pro,·u.k, gIve U up,nltln Ih~1 " ,." r"~_1 ....... 1'''' '<'gIlT/IUlfI, IIr" ........ ,"'" pt"".<kJ""1 ~I """c 
~'" .. ",/I affur,lul>k I" _i<Jl'rl)' of Ilk! pe.ipk "(oJoctor-MOI~ NC'cMhdes!>, 64'(. .1Id H'lI of lleahh 

"",n: pro"id"", and ""Iltnl> ~~"~Iy • .upp<XtCd the ,l:fIemenl 1h41 cust.\ (Of priYllte ",,",iui 

wcle lebli\'ely ~f(Of<bb1e 

MOI"';»'-"'. during lhe Ift-deplh inlm'~ m;..y pollir n!> .:umpbiood Ihal CO>! is a hindnill\.~ 

lacto. 10 xcc:ss pl"~Le ""allh <...,. Some of rornpl.,nt~ .n: •• ("Ilf)'N!.: 

" l.IJoIgUlfl. l«'i wc IW f'.tpCJI:;"'C n lN:ci/Jl/y u' ,1/01 (n1l~ JO.()(){) ~. ""y, 1"111 "",''v pcopl~ 
, .. 1Itr()I ~fJotd .. nd 'hIS III.ul'''''". .,:;mg ,"" I<'n·; ..... MUt"C'I'Io'Cr. tilt: .... n"lCti prQ'o'odfd here """ PQOr 

... <lJIRl"""'" wrlh lilt: /IIII<J<j1l1 (II IfIIJfIeY .... /11'1· $"",.)11,.."" ... ., u,.., k~pl looger ill Ih.' ..... rd. '" 

>pertd nwr-e fre5 "" luJX'IIX ",~I fur ,lIh.., wnocc •. nil, IS ~<H f~i. "(palienl - Mal" 
"CO/IsHltalWn /«J paid 00 .,u(h ,,,"1 "'likes Ihr U'n11'C "II<I/f"rdrll>ie. If pussihie Ius for 

rutI>wluJllOO slwuld b.. p<Jid 001. fur lite fir., ,-'-w, g",1 f""e (" le .... - IlnooU1I1 ,-/.,,,,/d be I""id fur Ihr 

s.,I>.w:qr<<"II' • ish,-d .. ri"X 0"" 1'1';Wik "I/II"c:<:<' A r,,, ,,I/), 'hl-" hut flNIJltlt ,'" illf:emi.", for "''''Iors 

,,, "<'I ",pelll<'<1 "l'poi~lmemy " 'illt ".1I"·n!." "("omenl - MNH). 

Privale scl"\'iae Iherclore 'Iill scent' IllJc,"",-"hlc 10 lIlany Jll'oplc du~ lu hIgher .00 unaffurd.blc 

Ic.cI~ of fe,';;. 
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To dClrfmme whcll1cr diSllllO!' .... ' ••• hn,ilillJ fto:loo frn -... flNPIe 10 :KCeSS prinlt service. 

inll'fV'""'C>(/ ['fr.·ale I'"lIc" t5 wetC asked uf Ibell r<'SidenliaL ... " ..... Undowbledly. resull in LabL~ I.'i 

below ~"""',. Ih:aL ~j_ 9O'X of p.lklllS cam<' flOm wlba" ;wcu mainly "'~ I~ tto>pilals 

.... c"fc Sllwlle<!. Disl.nce bad ("II' '-ricl 10 po:IlpIc from r •• 10 ~~ Ih's ~rv~ by limiting Ihelr 

~ 10 ,nf""""tiOll u well as ad o. die" fiunciaJ c01flilCily. 

'1'.1>1. 15: l'1umber uf po lito ls by rr.idtnlb l "",OS t "10 ",51>',o<l('nI5 pu hnspllal) 

M .......... ' NaIlaMl IktpIodo Mrdk.! , ...... ..... II;;~-~MOI ( ·taU. 

~ " , 
.&t • tir6.u. .. ,.~ 

., 
~., 

T." '" '"" • '" " 952 

:r:"'" .. 100.00 " '00. W 100.(10 1 

In all 11M: bo;;pil.ls. rr;~ale '"'fVices "'..., scheduled \0 SlIIt In lhe .n .. 100011 ( 12.30 00 200 pm). 

",suml n!: lhal by Ihli hour lIodors .... ·ouJd be free f,om Krvices In the \"'Ihlie seno •. Apon from 

bcinll .... ·el l ;nfonn.:tl of Ihi, Mill some """,,Ie pallUIJ; .~.>Cd tlle ll wn.:':'n itbool time Ib IlOl 

C<)nYcrucnt 10 IIM:m and ' Wggc.led of lbe rassibilily \0 !ilan I .... 'lCrv~ early in the morning. AI 

Mull,mb.11 Ortilopledic Irr>trlwlc. ,,"",Ie con",Jlalions for morni nll houri hJ~e be..,n inlmLluced 

but arc cha./,'t'd IIlg"" I ..... lbe alterlIOOd ones. TIle cu.renl ........ kin!: SI."hcdulc in Olher hospitals 

tbHdorc. ~.s 1(l lim;I"'..:eM fill' """" pal"'nli 10 llUs SI.'fVic .. . 

RtJI'/'l uf 1M 1~.tJ..pllt mlan""" 

ResJ""'_'" (<I opert allS .... '~"f ljuCSUOII'J and i "·depth in(~rv''''''s from both be~llh ... '" plO'o'idcn and 

p;oliuLi. '''''Hle<! .Orne cruci~1 3r,,:tS of w~3k"~'SSeS of 1he , .... enl pI;valt prlClloe. Health (2Ie 

I'ro~itklS ... ·.re nIOSlly l"(llll..:rnl'(l wit h i~,u..,. of mism,""g=~nI (lr lundi, In ... rrtciency of 

pay""'nl~ and poor workil\i: cII"dil;Ons while p'lienl s we, ( oonc1!fncd ... ·itb higher fu l,...cls IrK! 

poor ~k"" from prQVide'" 

Results in labI~ 16 1x-Jo", pr~~1 sene.alll(Iin'mu of respoDdtnlS [rom 011 /Io)pil1lls. Wbelll:~.r 

.p«if .... isMIes .... ·ere rni-.ed .1"""1 a "J'CCific hosp,laI. IIIe: oonca-ned 1Io<;pi131 I~ mCnlloncd 10 

.void gentral;';;ngille: Ullnmen1S [(If .lllhe ","",Ills. 
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0 ,-- ....... - .. ... 0 - ..... - -~. ~ 0 Hu ___ ....... 'mo .. IIlIO I. pow. _.; ... 
O~, ... "'1 ' ) -. ..... 1* ...... (10401) o Tho! 1"';<1 .r< a" "" oIw """t "" .. 

0 

"'«y - -....., .. """' .. -" .. · ~Oft) .... III~,_ .... _,.. __ lIlIf",dol>Io o tvlCo fbi r<~"" .............. ch<>ro'J" 

001>0, 1._.""""' ........ · _ ...... _.I ...... k ... 0 ~., -, ..... ' " pol ..... ., ","'!W,d ",:.ho "",to of .. ",,'to'" po" 

0 De<kbo ....... ' ...... pu ... """", • "'- .... upuk .. IoaaIIMOIUDI~" """""" !"i .... """"". 
~ __ q",,'" bo.o<>j1l'l"d • 0Au: (M. ..... ) pn.-... PO""" _"' .... 0 NO , .. fI, "p,JIo. .. • •• 

0 r- """",Imioo pmn-._' ... "" ........ CII 
_ .... 

port>tl;>ll:Q' '" rr..:''''', ,- 01"", • 0"", <lfIP01I""'". .., "" 1>0"., ..... icn 

..... _ ....... ,.o.wr .. (MNHl ' No-.lo P"'><! u. ",,0'" ..... '" I,., ~ ... H ... (KMC) ~.""""r"rr.,,~ Q) ~'IU 
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TIle dcgrct$ III "'hk'll hcallh ClUe provioJcnl y,~r" eilbc r bal'l'Y or ~nh'pl')' with lheir 100;II1 

Idnll ni'\l.:1uon 1l1li rn3lLi1gcmcnt di ffered from one bosl'iw to .mOIlle •. Mf"6t of wmpw,q 

mcnlk>n<:d ahovc, arne from Muhlmh,'i Notional Hospilal and Muhimbil i Onllopacdic IMUhdc 

ffOClL ",ht.'fC fin uf rc;SJ1I>n&:nl'l cxp~ their d,ss&tisflc1ioll., while in B..ganoio Medical Ccoln: 

unJy 25% of rcsp!lmknts weft unbarry wil h administration "nd malLilgcrncnl Litewi'ie, majorily 

of ratienl complaining of I""K M:rvlfXs l/ILl higher fca Wtlc [rom Muhimbili NalioniJ Hospital 

and Muhlmllili Onllop:look I nsli1Ul~ . 

..j,J UtiUut lun 1'~U'nl~ 

This !lC~'ion pflScnlJ lbe resull! obI.incd mainly from ;nICMCWlI wilh 1'"1~n!S and . imed .1 

lea,ning at"", t the pal1crns _illed wilh ullli~ng the faM InI:k $l:rviczs.. ln lilts lheme lbe study 

.... Imed 10 see the M$Xllliom herwe.:n d,ff=nl dclL:nnUllInl fadon .ff .. :u", pnJpIe·s de<:isiom, 

. biUlics and wllllnllllC!liS 10 make 1M of 11M: WI tnd: .'lI:rvK:a. FlClors observed ""ere 81''liii0:'. 

cmpluymcRl SlalLlll and 1)'JIf. o[ WOfk. levels {If c:tl_ion Ind Income. The: "OOy abo obsc., .. cd if 

IIvmg in urban or rural ITCIIS 1m any ~ w~h raM nICk are lIIilisilion. T ypes or 

lIk:ch;!nism of pa)·mcnl cornmooly used Ily 'Ilt peopte wilen J'lyin, for r"iv;>!c ClIre was also 

studied In order In5CC its ianILCnce In ~ orlhe SCMCe. 

Rcsutl'l pmiCnted ia I.I/:IIa 17 - 20 below show the pc-rcc:nlil&J:'! of rupoIILIclll5 In cach calegory 

of dctermilU.nt f-.:lOT\L c:f!o!;c,n fOf .~ng lIS df...:l on UlihsilliOR or prink SCTYK."U Tile OV<:r.llI 

~Iy of plLuents in\ervicwOO were mlIk.-s wbo f~prcscntal lWll lhinJ of III privale I'"licnlJ al 

Mulumbili.nd ""'- of respoodcnu II Bupndo MedicaL C~flln::. 

Abou' 42'l. of pivalc pouenu in both oilO!$ were III\)sc p"'m.lnfntly ~Rlployc~ by tilhc! public or 

fJf,va1e _ and were in pmfeWonal j0b5 (5« Iable 17 ~Low). Tilosc IIICn tiom:d to be 

I"nnanc:ntly ,;eU...,mpIoycd mainly deaU with busiDi:S5 ... :ti v~ict ~1It.I .~ prescnICtl 18% of 

m;pondcnl!. SUlpfi>incly. liIc third and rUllflh group> we"" or uncmployc:tl ~nd retired people lbal 

.~aled I~ 1nIl1~'" of alL re$pOndCnls h:spc:aivdy. 



Tahl~ 17: t:nII'IO)' lIlr nl ' IMlu) or ..... I ...... "denIS (n"",her and 
uth ho~ plla.) 

, ' 

i\1lh<>Ujl.h pwrlt f((lm .11 c:aICguries <If ~d uc:a\;"", I.~d ul;li"w I"inl<' l>eahh ...:rvice. "CI'<N 1M 

SIles. yet Il13j<l"'Y <II lhem w.,~ Ih~ wilh hlghel level of edl>Cilrion, as ", .. m: Ih~ n hloIf of ~11 

rCSJ>OlH.l~n" .... cre f,n", Ihi~ ""'ICgo!),. Thc pollCI" Iw"'·ever ...... ~ OO[ 1ft • I'Ynln.i\l IIIt-.le1 ),.sed 00 

leve]. of ed\IC:IliI.Jn l>eciuse primary ~1\oo)1 Ic\'en; l-'()'l,) nulnuml!cr lhe «<n1lda'Y and enllege 

I",ve,," .... 110 rtprCMnled nnly 17% nf lht lespnooknts lsec 18 lJIMc below). 

Table 18: J.:du.,.Uun ", .. Is !If .... ~pondtnIS (N a nd 'A> re!ipolllltnts ~r ra ril lllf:S) 

. _i". In a M ..... _ .. I'I_ ... , 
tlIIII;_M ....... ' Comlol .... 

C ..... ~,.d 
lloopital ud MOl C.. A 

N , , , , • 
/'"II ""'!}' """"""''''''' " " 

", " ~." 

SeoDIKW)! OJII<¥ ,. , .. , 17.1.5 " 17»1 

I-ir,t.<r b1..".,M1a ,. ,_. 
~ .. ~ , 

" " 
I ' "!' •• 100.00 " 

, , OO.w '" , 011.110 I 

Us ... lIy abllilY 10 pay is lielerlIlJlIed by the le"els " f income. )'.:1 lbe milldle-incomt group !:as 

luken Ihe fOft toonl in "'illsing privale .. ",ices.. This I~ ,he group of ptopIe leu;";"g" mUluhly 

~13ry .,ngmg from T!ohs 6O.(XI).OO In 120.000.00 ~nd conlpri:sn of Il13jorily of I"ofcssionally 

"1)fklng civilhClVllnll; (27..'l3%). as sllo"'n in lJIbk 1\1 bdow. 1'Ii\ .. I. art :dlnllCled ",-~n pe<>ple 

f,om lbe: luwosl Hlcome group lilal ale 9'l of respmdclllS (rom all ~hc ";Its. II ;~ hovo-e"Cf 

~utprising llI.l~ pwpk from Ihe il>COll1c le\·~1 hl:lween 11ll.000 1O!50.000 rq ... ,;c,mrd onl)" 8">' IIr 

rt'lflOOdents from alii he (~es.. 
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Table 19: Incol\~ I~.fb rOi" p Mu te palienh per month I'll> tfSl""'dcn ts pe r hOli pil al) 

t:.tFIt>~ of 1_ " 
. ....... """' .. -H .......... MOI c_ \ ...... 

••• • • , • ., • r-.,.- • . " , ,~ , .. " 
r:;;.11iO~ lOw • .~ , lJ,7j " .~ 

I.'""'" . ~ ~ .. " 2<,1 ,41 " ~"' 

1 "'"" . 
v ,." " l!j,49 ., 

"" 
I - ~.l~KJ • •. " • ,... " •. " -. .(Mi- ,." • 17.~ ~ 24 49 .. 00.00 " 1011.00 '" 100.00 

"lllKIUgh pcnple Frum "' ~ h url>an and fU101 .rca' h:ld equal (la:e.\S 10 fa"1 Irnck J;(!rvicc<;., il WJ~ 

OOWCVCI """,,,,cd Ihal ~1rn<»1 90% uf Mil .espnrdcnt! ClIme f.om u.n.n atflS. This luis ~" 

mcnliOllcd ahove (= IIIble 15 .hove) a~ ht ing Ihe effect of d,st.III:t. In ..wid"". the .'iOcio­

cc{,nomlC d,~tili cs of people in the IWO Sl:Uinw> Db., Ill",,, ils milucocc on .... ho can Of Cilnnol 

.ffonllhe 5<!rvicc. Most hf lura! l.cuple ate poo .. IS compared I" u.n.n p.:opIc. 

The l'Iudy 111«, Ioi"''''' al I"" l~J'I'S o f paymenlS (Xlmomnl y _>Cd by the privllle p:tlicnu In pay lhei. 

bills 10 ~c if 1l1.:li dclc.,.mi""$ u~" or the ~ .... ·ft. Table 20 hclow show~ IIuII almrut 7 1'J> of 

",,' icnl' paHl lhc bill$ " 1'1 of I'"del .. hile employer< cnvcrt<l "'UI for lhe remlll nln& Ihird of 

I'alknl\.. 

hy .... Dl~ ~WIII_I • '- , ...... 
""",,"III .... MOl c_ C_ .. 

• • • 
<Mot pock ... ~ 00.0. W ~" ,~ ." 

I I' .... byf ... ~ ... " 'W " ~ I.., I " ~.~ 

I~" .. 'w ... " , .... '" ItIII.OII 

" revicw of lhe tIono"",nt from IJ.ugando Medical Cenlre has reveal"" ""me fao..'ts {In Ihc i~.ue of 

I"'ymenllhruugh NaI;un;l! Health 11lSlll:l1lCC Fund (NIIlF). The "","u,""nl Slales Ih31 chcftl ' wilh 

1'1111' .oard. w«~ <k:nM:" ,I>< ""rv;""~ unkn ,hey I"'Y ca.h. The n: ........ s:;~cn woo' Iha, 'he 

mlI~;mum 11lI10II111 "f be1\Cfil' c<wcn nG lrcalnOCft'" fOf be""fida';",. w ai ItAA lhan the av~rnge 

~mo''''1 ~IuIlgnl for private scrv;c",.. Co",;Lk:nng a looious fW,)Ct!;s <If calculaling Ihe !Ii ffclclICCs 
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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. 

4.4Snmmary 

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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CHAPTERS 

DISCUSSION 

S.llDtroductioD 

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 I 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. Improvi~g 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. 
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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 sttikeholtkrs 

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 arout 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 roth sectors. Yet considering the little numbers of specialists 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 roth 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 o~ the first visit and free or little amounts paid for subsequent 

consultation visits on same disease episode. Patients, specifically in MOl, 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 

affordable by many people" (doctor - MOl). 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 hospitals. 

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 Utllization 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 NHlF 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. 
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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 sam~lace 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 reaIIy 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 

hospitJIs. 

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 I 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 MOl 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 tile 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 I 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-l Patient's ID No L_L.LJ.J 

QUESTIONNAIRE FOR HEALTH MANAGERS AND HOSPITAL ADMINISTRATORS 

Date: --------
Facility code U 
Department: _______ _ 

Interviewers' code: LU 
Circle the number against appropriate answer(s). 

1. Position of the interviewee 

~Director 
Head of Section/Department 
~anager(secnon) 

Others (specify) 

2. Gender 

Questions about fast track services: 

l=Yes 2=No 

1
1
=Yes 

2=No 

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

review I ~: I ; 
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 

l=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 
II Yes, enter numbers 1,2,3,4 from highest to lowest lee levels. 
II No (does not apply) put a tick (V) on Not applicable and enter 8 lor 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 
II Yes, enter numbers 1,2,3,4 from highest to lowest lee 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 
(Pk~eex~n ____________________________________ ___ 

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 IlITtIngements, enter 8 = not applicabk, and 
skip to next question. Il.yes 

2=No 
8=NA 

g Buildings (re-elevation of walls, expansion works, painting etc) 
ce of equipment (X-ray, MMR, Lab, Laundry and sterilizer etc) 
ce of vehicles (Ambulance and others) 

For general hospital hygiene and sanitary activities (sweeping, 
Funding blood bank reserve 
Funding s . al 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 
Doctors 
Nurses 
Administration and Management staff 
Financial department Staff 
Operational Staff (Drivers, Attendants, Cleaners, Security) 
Others (specify) 

l=Yes 2=No 8=NA 
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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's ID No 1......&......1..--1.. .... 

PATIENTS' EXIT INTERVIEWS 

Date: _______ _ 

FacUity Code U 
Department: _________ _ 

Interviewers' code LJ..J 
Personal Information: 
Enter 1, 2 or 8= as appropriate to the answer provided 

1. Gender of the respondent I~ 11= yes, 2= No 

2. How old will you be at your next birthday? Years -----
3. Which of the following describes your employment situation 

Employment status l=Yes, 2=No, 8=NA 
Employed full time 
Employed part time 
Self employed full time 
Self employed part-time 

~ll 

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

l=Yes, 2=No, 8=NA 
Not working retired 
Not working - Disabled 
Professional 
Service (hotel, bar, caf6) 
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) 

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 

Primary education std 1 - 7 
Form 1-2 

• Secondary education: Form 3-4 
Form 5-6 

Post secondary Certificate and lor Diploma 
Advanced diploma and or University Degree 
Other (specify) 

7. Where do you live? 

Region 
Mumclpahty ........................ . 
District ..... , ....................... . 
Ward ................................ . 
Street .............................. . 
Village ............................. . 
Others .............................. . 

8. What type of house do you live in? 

Type of dwelling 
Formal bouse (Roofed with iron sheets or tiled) 
Traditional dwelling 
Flat in a block 
Renting room in a flat 
Others (specify 

Health care uti/iz.ation 

l=Yes, 2=No, 8=NA 

1=Yes2=N08=NA 

Region 
District ..................... .. 
Ward ......................... . 
Street ........................ . 
Village ....................... .. 
Others: ....................... .. 

1=Yes, 2=No, 8=NA 

9. Were you referred from another healt~ facility or you came straight from homelwork? 

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 the answer 

11. How did you know about fast track services in this hospital? 

Source of information l=Yes 2=No 8=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? 

l=Yes, 2=No, 8=NA 
~ told I would get faster Wld good services 

ew 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 

l=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? 
l.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? 

l=Yes 2=N08=NA 
Management workets for bureaucratic procedures 
Attitude of some workets (doctots, nurses) 
Poor equipment and lab services 
Delay of investigation results 
~an wards and toilets 

rivacy in wards 
No running water for all the time/some times 
OtbeIS (specify 

17. What do you think about the rate/costs for the fast track service? 
l=Yes, 2=No, 8=NA 

Relatively fair as regard tbe services provided 
It is too expensive for majority of people 
Cbeap as compared to service quality 
Otbets (specify) 

Payment mechanisms 

18. Who paid for the services you received? 
l=Yes, 2=No, 8=NA 

Out of Pocket 
The organization I work witb pay for bealtb care of all staffs 

Social Healtb insurance 
Private Healtb Insurance 
Otbets (specify) 

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

Appendix ·3 IDNo I.-J.-J-'-I 

QUESTIONNAIRE FOR HEALTH CARE PROVIDERS 

Date: ______ _ 

FaciUty Code U 
Department: ___________ _ 

Peno1UllInformation 

1. Age ____ _ 
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• Please Circle the number on the right of the box tluU is relevant to your sitrultion. 
• In ceTtllin circumstances you can choose more than one variable of answers. 

2. Sex 

I~ 
1,·yes.2=NO 

Qualifications 

3. What is your current qualification? 
1= Y es, 2=No, 8=NA 

Specialist/consultant 
General practitioner (doctor) 
Nurse 
Laboratory Worker 
Others (specify) 

4. What is your area of specialization? 
l=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, 

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. 

llNo, circle 2. 
1. Years Months 
2. No 

8-NA 

We are trying to find out more about how people working in publlc 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 
Agree Disagree 

To increase access to health care 
To maximize capacity of the hospital space 
To maximize the utilization ofresources (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 

I 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 

~. 

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 
i 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? 

I 
Strongly Agree Neutral Disagree Strongly 
Agree Disagree 

Has reduced availability of health care providers for 
I public ~or 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) 
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10. Do you think fast track offers higher quality services than general public service? 
Yes; In which acts? 

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 
consumablessupplies like gloves, ba 
Improved sanitation and hygiene (be 

are more keen and friendlier when attending 
nts 
) 

Reasoos for using 'fast track' services 

Stron 

11. In your opinion, many patients prefer paying for private services (fast track) though they 
uld bI' heal h £ 1 beca co getpu IC t care or ower costs use 

Agree NeutraJ Disagree 
Agree 

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) 

If 

Strongly 
Disagree 

Strongly 
I)jsagree 

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 Neutral Disagree Strongly 
Agree I)jsagree 

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? 

I=Yes, 2=No, 8=NA 
Job security 
Career perspectives and possibilities for training 

Responsibility to the Nation by helping people 
It's the source of financial to sustain living (salary) 
Others (specify) 

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

l=Yes, 2=No, 8=NA 
Salary 
Training 
Career perspectives 
Housing for health workers 
Education facilities 
Medicine and supplies 
Others (specify) 

Fee levels 

16. Do you think the fees for fast track services are affordable by the majority of the people? 
l=Yes, 2=No, 

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 lor Yes or 210r No and 
Give a brieloutline as to why Yes or No 

18. What is you general comment on this study? 

I ~ I 

8=NA 
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Appendix-4 

4.1 SCHEDULES FOR THE IN-DEPIH INTERVIEW WITH HEALTII 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-DEPI'H INTERVIEWS WITH PATIENTS 

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

Date ofintemew: ________ _ 
1. Age __ _ 

2. Gender ----
3. Level of education ____________ _ 

4. Place of domicile ____________ _ 
S. Income level 

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

7. Why did you decide to use fast track services? 

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

9. 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? 

10. 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). 

ThBokyou 
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