
CHAPTER 2

Literature Review
The term  private secto r com prises ind iv iduals, in stitu tio n s 

and  organizations w orking outside the d irec t con tro l o f th e  state. This 
is divided into two b ro ad  categories i.e. for-profit a n d  non-profit. These 
two groups differ sharp ly  in  term s o f their objectives an d  the target 
population. In general, non-profit private sec to r provide h ea th  care 
m uch  in  line w ith  the  governm ent policies an d  are  often  supp lem entary  
to the pub  he services. B ut the for-profit o rgan izations, w hilst n o t 
necessarily  purely  financial, are narrow er th a n  those  o f the public 
sector. In m any cases they provide only more rem unerative  services 
w hich  tend  to be easie r to provide and  m ost in dem and  (“sk im m ing the 
cream ”), leaving the  responsib ilities for the poor, for em ergency care 
and  for tra in ing  to the  governm ent.

WHO (1991) reported th a t coun tries sp e n t variab le proportion  
of h ea lth  expenditure in  the pub  he an d  private secto rs. In 1987 Sri 
Lanka sp en t 53%  in  p u b  he an d  47%  in  private sec to rs com pared to 
Chile's 56%  an d  4 4 %  (1990) or Iran ’s 6 3 %  a n d  3 7 %  (1991) 
respectively. A com parative figure is provided by the  T h a i MOPH for the 
year 1987 as  24%  in  the  pub  he and  76%  in  the  private  sector. This 
s itu a tio n  elaborates the v as t expansion of private h ea lth  care financing 
in Thailand.

The sta tis tica l report of the MOPH of T hailand  (1993) show s 
th a t for the general h o sp ita l services there are 219  (21%) private 
h o sp ita l aga inst 810  (79%) belonging to th e  governm ent, s ta te  
en te rp rises an d  m unicipalities. These ho sp ita ls  have 14,919 (17%) 
and  7 2 ,4 1 0  (83%) b ed s  respectively. The p roportion  o f private  hosp ita l 
beds in  1989, 1990, 1991 an d  1992 were 12% , 13% , 14%  an d  15%  
respectively. This situ a tio n  highlights the rap id  grow th o f private 
ho sp ita ls  in  the coun try . The pace of growth o f private h o sp ita l is 
con tinu ing  th ro u gh o u t these  years. The sam e rep o rt show s th a t in  
1993 there were 8 ,6 9 9  h ea lth  cen ters in  the co u n try  com pared to 
11,395 private clin ics once again highlighting the  s tren g th  o f the 
private hea lth  sector. It shou ld  be noted here th a t  m o st o f  these private
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clinics are located in the cities and  tow ns and  like the private 
h o sp ita ls , are o u t o f reach  o f the v as t m ajority o f the ru ra l population.

Several docum ents d iscu ssed  ab o u t the various types o f P / p 
mix u sed  in  different coun tries. In one su c h  p ap er by the  WHO (1991) 
sum m arized  several of these activities in a  good n u m b e r o f countries. 
C ontracting  o u t public services to the  private sec to r is a  com m on 
practice in  m any coun tries su c h  as  Sri Lanka, Chile, Iran , M alaysia, 
Nigeria an d  Zimbabwe. S uch  services include security , laundry , food 
supply , special d iagnostics e.g. CT scan , m ain tenance o f m edical o r 
office equipm ent, special therapy  etc. In m ost cases, con tracting  
services to the private secto r im proved w ork efficiency while in  som e 
cases it proved to be little b it more expensive. T ang ch aro en sa th ien  
(1994) stud ied  several form of con tracting  o u t in  T hailand.

Some coun tries are  working on  the increased  responsib ilities 
of the private secto r for the provision o f h ea lth  care. In  Zimbabwe, 
em p h asis  h as  been placed on the provision of n o n -essen tia l d rugs, 
trad itiona l p rac titioners role in  the m en ta l hea lth  an d  term inal case 
care. H ungary  is prom oting h ea lth  in su ran ce  w ith choice o f pub  he an d  
private providers. Some coun tries are adopting  policies by increased  
com petitiveness o f the public sector vis-à-vis private sector. For 
exam ple, Nigeria increased  pay to the governm ent do cto rs to a ttra c t 
b ack  to the public sector. Iran  h a s  increased  revenue from  private care 
in the public  facilities th a t is u sed  to im prove quality care.

Prom oting preventive care w ith in  the private sec to r h a s  been  
an o th e r in n ovative way of engaging p /p  mix in  the  h ea lth  sector. 
Nigeria provides free vaccines an d  condom s to private clinics. Iran  
provides cold ch a in  facilities an d  free vaccines to the private sector. In 
Zim babwe, public sector prom ote condom  availability in  the  b a rs  a n d  
o th er private en terprises. Sri Lanka h as  integrated  family p lann ing  an d  
im m unization  in the private sector.

Several coun tries have developed su p p o rt for the private 
p ractitioners. Iran  organizes regular re fresher co u rses for the private 
secto r docto rs an d  o th er h ea lth  staff. Nigerian governm ent in s titu tio n s  
accep ts specialties tra in ing  responsib ilities for the private secto r 
docto rs an d  s ta ff in re tu rn  for trainee services. Services sim ilar to 
Nigeria ex ists in  m any o th er coun tries a s  the public  sec to r is u sua lly  
the leader in the a rea  o f tra in ing  an d  h u m a n  resou rces developm ent. 
Em erging private sector tra in ing  in s titu tio n s are available in  the 
Philippines, Ind ia and  others.
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Aljunid (1995) have exam ined the role o f private m edical 
p rac titioners an d  the ir in teractions w ith  the  public  h ea lth  services in  
A sian coun tries. In alm ost all Asian coun tries, private secto r facilities 
are readily  u sed  by the consum ers - the OPD an d  I PD services. In m ost 
in s tan ces , the p rac titioners w ork b o th  in  the  public  an d  private 
sectors. Regulation concerning private practice by th e  pu b  he hea lth  
s ta ff are  am biguous an d  are poorly enforced. M ost o f  the hea lth  
w orkers are  tra ined  a t  the expenses o f the  pu b  he fu n d  an d  yet no 
su itab le  m ethod  h a s  been  devised to keep them  w orking in the pubhc 
sector. He pointed  th a t cu rren t p ractices o f m andato ry  pu bh c  service, 
non-practice  allow ance and  seeking perm ission  to w ork in  the private 
secto r a re  the m eans governm ents have u sed  to re ta in  h ea lth  personnel 
in  the  pu bh c  sector. Some form of in terac tio n s ex ist betw een pubhc 
an d  private secto r in  term s o f patien t referral a n d  d isease  notification. 
F u rth e r research  is necessary  to d o cu m en t an d  analyze these 
in terac tions if poheies are to be developed to encourage good quality, 
cost-effective h ea lth  care in  the private vis-à-vis p u b h c  sector.

N ittayaram phong (1994) and  T ang ch aro en sa th ien  (1995) have 
described  the rap id  growth o f private h o sp ita ls  in  T hailand  particu larly  
during  the  S ixth N ational Social an d  Econom ic D evelopm ent Plan, 
1986-1991. While su c h  growth h as co n tribu ted  to the com petitive 
developm ent o f the hea lth  sector especially curative h ea lth  care in the 
country , it h a s  created  some negative consequences in  the h ea lth  
sector. T angcharoensath ien  (1995) have done sign ifican t w orks to 
d o cu m en t these issu es  especially, th a t  o f the h u m a n  resources 
developm ent, 'b ra in  d ra in ’ from pubhc to the private sector, provider 
induced  co s t escalation  of hea lth  services due to h igh-tech  diagnostic 
te s ts  o r over-prescrip tion  of drugs. Despite these im p o rtan t revelations, 
very few so lu tions could be found for these com plex and  often 
in terd ep en d en t socio-political issues.

Rennet (1991) argues th a t while m ark e t forces shou ld  be 
respected  in  a  free m arket economy, there is a  pervasive problem  of 
im perfect inform ation in  the health  care industry . As a  resu lt, it is very 
difficult to apply p u re  m arket m echan ism  in  the h ea lth  care industry . 
This especially true  w hen it com es to th e  age old a rgu m en t o f en su rin g  
equitable care an d  especially to the no tion  o f 'h e a lth  as  a  b asic  h u m a n  
righ t’.

In T hailand  no know n system atic stu d y  h a s  been  done on 
overall effects o f th e  public-private mix m anagem en t in  a  d istric t o r
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provincial level hosp ital. A case study  h a s  been  co n d u c ted  on public- 
private mix p rim ary  m edical care (curative only) for the c lien ts covered 
by the Social Security  Schem e im plem ented by the N opparat 
R ajathanee H ospital, a  public hosp ital in Bangkok. While th is  show s 
prom ising resu lts , the m atte r require fu rth e r exam ination  a t the 
d istric t an d  provincial settings as the v as t m ajority o f hea lth  care 
facilities are there a n d  w here resources are becom ing m ore scarce. This 
is w here private sec to r involvem ent is m ore cruc ia l a s  th e  m ost of the 
popu lation  d ep end s on the public hospital.

S u p ak a n k u n ti (1995) in an  u n p u b lish ed  p ap e r exam ined the 
factors affecting the private health  care provision in  T hailand. Her 
findings suggest th a t in  1991, the factors w hich  have positively 
affected the supp ly  o f private hospital beds are p er c a p ita  incom e and  
the n u m b er of public  hosp ita l beds while the p o pu la tion  p er physician  
h as  negatively affected the supply o f private h o sp ita l beds. This 
signifies the sho rtages o f doctors, n u rse s  an d  o th ers  s ta ff in  the 
country. For the year 1992, the resu lts  suggest th a t the  nu m b er of 
public hosp ita l bed s have positively affected the p rovision  of private 
ho sp ita l beds พ hile public  secto r health  expend itu re seem s to have a  
negative correlation  w ith  the nu m b er o f h o sp ita l beds.
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