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and a consequent imbalance in power, which possessors of
expertise can use to their advantage. Societies have evolved
mechanisms to address this problem through a combination
of regulation by the state, different forms of self-regulation
and organizations that build and maintain a reputation for
competent and ethical behaviour. The relevant actors include
the regulatory arms of central and local government,
professional and trade associations, large service provision
organizations, and a variety of civil society organizations and
consumer associations.

Current rules and regulations often do not take into
account the importance and diversity of health markets in
developing countries, and thus many actors operate outside
a legal framework. Barriers to appropriate regulations are
often linked to a lack of government capacity to enforce them
or incentives to do so'. Many government regulatory
agencies focus on the services used by the better off and shy
away from attempts to regulate the informal sector which is
of paramount importance for the poor. This has led to the
emergence of a variety of partnerships between governments
and other actors to co-produce rules and improve market
performance'® 2.

Where regulation is limited and information asymmetries
are large, trust is a key dimension in the relationships
between providers and consumers. Patients in low- and
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middle-income countries have shown a willingness to pay
more for the services of providers whose competence they
trust and many providers have adopted strategies to build
and maintain a reputation for high expertise and ethics ' '*
.17 Trust and reputation may be based on a variety of factors
including directly experienced quality of services (e.g.,
availability of drugs, cleanliness, courteous staff), perceived
status of providers (e.g., professional title, advertised
qualifications and experience) and brand recognition (e.g.,
widely known franchise, accreditation or licensing authority).
Less formal arrangements are often important at the
community level, where providers operate within local trust
networks. Word of mouth is an important medium for the
establishment and maintenance of a facility’s reputation?®.
Another important aspect of the performance of health-
related markets relates to information flows. Providers and
users of health services get information from many sources.
In Bangladesh, for example, the primary source of
information for informal providers is from sales
representatives or wholesalers who are associated with
generic manufacturers. Other sources include the diverse
communications media that national and international
advocacy groups, government agencies and commercial
advertising agencies increasingly use to deliver messages to
both providers and the general population. New
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communication tools, such as mobile telephones and the
Internet, are significantly increasing the options and capacity
for information dissemination, even in some of the poorest
countries. This increasing volume of circulating information
creates an urgent need for trusted knowledge brokers.

Health market innovations in developing
countries

Innovations aimed at improving health services have taken
place in both informal and formal sectors. Those happening
in organized markets have taken various forms, ranging from
commercial models (mostly found in Asia and Latin America)
to highly subsidized but market-oriented interventions
such as the establishment of provider networks, social
franchises or accreditation schemes (mainly run by
nongovernmental organizations or faith-based organizations).

Notwithstanding the innovations described above, many
health transactions involving poor people still take place in
the informal sector, where there are minimal quality
standards and no reporting requirements. To examine ways of
addressing these constraints, two initiatives that involve
partnerships between informal providers, policy-makers and
the public to shape better health markets for the poor are
discussed below.

In Bangladesh, informal providers (village doctors,
medicine vendors) are the major source of health care for
rural people. A recent formative study conducted in one
southeastern sub-district (560 000 people) of Bangladesh by
ICDDR,B found that 96% of health-care providers were
informal including village doctors, traditional healers
(Kabiraj), traditional birth attendants and spiritual healers.
The study found many instances of inappropriate and even
dangerous prescribing. The consortium has launched a three-
pronged intervention of training informal providers,
establishing an association of these providers to implement a
degree of quality control and the involvement of the
Bangladesh Health Watch in monitoring the performance of
informal providers.

In Nigeria where malaria is a major cause of illness and
death, most people depend on patent medicine vendors
(PMVs) as a source of anti-malarial medication. PMVs
operate in poorly markets. A scoping study by the School of
Public Health at Ibadan University found that PMVs were the
major source of malaria treatment (39%) followed by self-
treatment (26%)'°. It also indicated that PMVs often
recommend inappropriate products that are inexpensive but
also ineffective. In this complex and unregulated market
environment, local PMV associations were identified as
institutions with the potential to play an important role in
providing information, influencing PMV behaviour, and
procuring drugs. Also, a large proportion of PMVs (92%) said
that community involvement in drug regulation would be
highly desirable to complement the relatively weak
government system. For example, they could use relatively
inexpensive equipment to test the efficacy of anti-malarial
drugs. Recent consultations with stakeholders found
overwhelming support for an intervention that would involve
a partnership between public and private sectors. O

Key messages

Given the pervasiveness of markets for health-related
goods and services and the great degree to which the
poor obtain medical care in these markets, it is time for
health policy-makers to take action to improve their
performance, based on a systematic understanding of
how these markets operate. In doing so, they need to
take account of the following:
== Attempts to achieve long-lasting change through the
efforts of a single organization or a particularly
innovative individual tend to be unsuccessful; it is
important to understand and address market
systems as a whole in order to achieve sustainable
change.
Reforms should begin with markets in which poor
people are already engaged and will often involve
informal providers, who operate outside formal legal
and regulatory frameworks, and local agencies such
as provider associations, citizen groups and local
accountability structures.
Interventions intended to benefit the poor need to
acknowledge and take into account the influence of
power and conflicts of interest on their outcome and
this should be anticipated in a detailed stakeholder
analysis.
Interventions that focus solely on providers of health
services are unlikely to have a great impact on the
poor unless they are linked to measures that provide
more equitable access to government funding and
donor financial flows

Acknowledgement

This paper is an output of the DFID-funded Future Health
Systems Consortium (http://www.futurehealthsystems.org/).
The opinions expressed do not necessarily reflect the views
of DFID. It also draws on a soon-to-be published
background paper for an initiative of the Rockefeller
Foundation on the role of the private sector in health
systems. This initiative applies a broad health systems lens
and is undertaking exploratory work in three broad areas:
attitudes of key stakeholders, analysis of five functional
areas (risk-sharing, regulation, logistics, contracting and
provider performance) and identification of country level
programmes and organizations that show a strong potential
for replication and/or scaling up. It is expected that the
Rockefeller Foundation and additional partners will launch
a programme in the near future.

Gerald Bloom is a health policy analyst at the Institute of
Development Studies (IDS) in the UK, whose work has focused on
the management of health system change in societies undergoing
rapid transition. He has worked in a number of African countries
and in China. He is presently the coordinator of a multi-institute
study of poverty and illness in China, Cambodia and Laos, a
senior researcher in the Future Health Systems research
programme consortium and health domain convener of the STEPS

32 <= Global Forum Update on Research for Health Volume 5



Innovating for health and development

Centre. He is co-Chair of the China Health Development Forum.

Claire Champion is a doctoral student at Johns Hopkins School
of Public Health (International Health). Prior to her doctorate
programme, Ms Champion managed various health private sector
strengthening programmes in Africa and Asia. She has an MBA
from Harvard Business School and an MPH from Johns Hopkins
University.

Henry Lucas is an expert in management information systems
and on methodologies for monitoring and evaluation at the
Institute of Development Studies (IDS). He has long experience
of work in many countries in Africa, Asia and the Pacific in a
variety of studies focusing on different aspects of poverty
reduction and on health systems.

M Hafizur Rahman is a public health physician with years of
experience in directing health research programmes in several
countries in South Asia, Africa and the United States. He has
particular interests in reproductive health, equity of health
services and research methodologies. He is the manager for the
Future Health Systems research consortium, and a faculty
member at the Johns Hopkins University Bloomberg School of
Public Health.

Abbas Bhuiya is the head of the Social and Behavioural
Science Unit and Poverty and Health Programme of the Center
for Health and Population Research (ICDDR,B). For the last 25
years, Dr Bhuiya has been engaged in community health

References

Mackintosh M and Koivusalo M. Health systems and commercialization:
in search of good sense. In: Mackintosh M and Koivusalo M, eds.
Commercialization of Health Care, 2005, Basingstoke: Palgrave
MacMillan.

Bloom G, Standing H. Pluralism and marketisation in the health sector:
meeting health needs in contexts of social change in low and middle
income countries. IDS Working Paper 136, 2001, Sussex: Institute of
Development Studies.

Berman P, Rose L. The role of private providers in maternal and child
health and family planning services in developing countries. Health Policy
Plan, 1996, 11:142-155.

World Health Organization. Data on national health accounts, 2008.
http://www.who.int/nha/country/Regional_Averages_by_WB_Income_group
-En.xls

Hanson K, Berman P. Private health care provision in developing
countries: a preliminary analysis of levels and composition. Health Policy
Plan, 1998, 13:195-211.

Peters DH, Marchandani G, Hansen PM. Strategies for engaging the
private sector in sexual and reproductive health: how effective are they?
Health Policy and Planning, 2004, 19(Suppl.1):5-20.

Das Gupta M, Gauri V and Khemani S. Decentralized delivery of primary
health services in Nigeria: survey evidence from the states of Lagos and
Kogi. Development Research Group, Human Development Sector, Africa
Region, World Bank, 2004.

Bloom G, Kanjilal B and Peters D. Regulating health care markets in
China and India. Health Affairs, 2008, 27.4:952-63.

Das J, Hammer J and Leonard K. The quality of medical advice in low-

N

w

IS

@

o

~

©

©

income countries. Journal of Economic Perspectives, 2008, 22(2):93-114.

°-Elliot D, Gibson A and Hitchins R. Making markets work for the poor:

Global Forum Update on Research for Health Volume 5 <= 33

research with special focus on equity issues, behaviour change,
and community development-oriented action research for the
improvement of health of the poor and reduction of social
disparity in health. He is the country coordinator of the Future
Health Systems: Innovations for Equity research programme
consortium in Bangladesh.

Oladimeji Oladepo is a health promotion specialist with
extensive experience in evaluating public health interventions in
Nigeria. He has a special interest in social, behavioural and
educational research in the control of tropical diseases,
reproductive health, planning and evaluation of primary health-
care services, and policy development. He is head of the
Department of Health Promotion and Education at the University
of Ibadan, and the country coordinator of the Future Health
Systems: Innovations for Equity research programme consortium
in Nigeria.

David Peters is a public health physician and associate
professor in the Health Systems Program in the Department of
International Health at Johns Hopkins Bloomberg School of
Public Health, and is a senior public health specialist at the
World Bank. He has an interest in the performance of health
systems in developing countries, and has worked as a researcher,
policy advisor, bureaucrat and manager of health systems in
Canada, Africa and South Asia. He is director of Future Health
Systems: Innovations for Equity, a consortium of researchers
from Uganda, Nigeria, India, China, Bangladesh, Afghanistan
and the United Kingdom and United States.

rationale and practice. Enterprise Development and Microfinance, 2008,
19(2):101-119.

“Ensor T and Weinzierl S. A review of regulation in the health sector in
low and middle income countries. Signposts to more effective states,
2006, Brighton: Institute of Development Studies.

12 Joshi A and Moore M. Institutionalized co-production: unorthodox public
service delivery in challenging environments. Journal of Development
Studies, 2004, 40(4):31-49.

% Peters DH and Muraleedharan V. Regulating India’s health services: to
what end? What future? Social Science & Medicine, 2008, 66:2133-
2144.

“Montagu D. Franchising of health services in low-income countries.
Health Policy and Planning, 2002, 17(2), 121-130.

> Montagu D. Accreditation and other external quality assessment systems
for health care, DFID Health Systems Resource Centre Working Paper,
2003.

e-Mills A, Brugha R, Hanson K and McPake B. What can be done about
the private health sector in low-income countries? Bulletin of the World
Health Organization, 2002, 80(4):325-330.

7-Prata N, Montagu D and Jeffeys. Private sector, human resources and
health franchising in Africa. Bulletin of the World Health Organization,
2005, 83:274-279.

8 Leonard K. Learning in health care: evidence of learning about clinician
quality in Tanzania. Economic Development and Cultural Change, 2007,
55(3):533-555.

1% Oladepo O et al. Malaria treatment and policy in three regions in Nigeria:
the role of patent medicine vendors. Future Health Systems Working
Paper No. 1, 2008.






