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Summary 
 
There are a number of more or less explicit assumptions that provide a seemingly “rational” 
basis for the appeals to complement or substitute the provision of maternal health care by 
governmental services with services offered by “private for profit sector” (PFP) and “private 
not for profit non-governmental organisations” (PNFP-NGO). This paper reviews the 
evidence-basis of these assumptions. 
 
The first assumption has it that private providers capture a significant and growing share of 
the service delivery market for maternal health care. With the notable exception of China, 
PNFP-NGO play an important role in health care in general. To a varying degree these 
services also include reproductive health services. For many populations, especially in rural 
areas, PNFP organisations are the main if not the only providers of reproductive health care. 
In urban areas PNFP-NGO usually share the work with PFP providers and government 
services. PNFP organisations seem to have an important role in the diffusion and adoption of 
fertility control. PNFP-NGO provide a wide range of services and their intervention strategies 
take multiple forms. PFP health providers are also an important source of ambulatory care 
throughout the developing world. These private practices in most developing countries are 
notoriously unregulated. 
 
The second assumption claims better quality of care and greater efficiency. Relevant 
evidence on differences in quality of care and of other determinants of health-seeking 
behaviour is hard to come by. Common wisdom has it that patients would prefer private 
providers for reproductive health problems since these are supposed to dispense better 
quality care. Perhaps their most visible comparative advantage is their client-friendliness. 
Supply induced demand has resulted in a problem of iatrogenesis, exemplified in the 
epidemic of caesarean sections. Over-intervention is compounded by the tendency of PFP 
providers to specialise and deliver only part of reproductive health packages. The lack of 
integration automatically leads to sub-optimal care. 
 
The claim for greater efficiency is not based on empirical evidence. It often merely refers to a 
higher efficiency per output unit, not per outcome unit. At times, one definitely gets the 
impression that efficiency is defined, not in terms of getting most value for money, but in 
terms of the possibility of running a service on basis of cost-recovery. 
 
Obviously resources make a difference. An under-funded public service without drugs, 
equipment and adequately trained and paid staff will not provide as a good a service as a well 
capitalised private one. If resources are adequate and the range of services comprehensive, 
the quality and efficiency comparison hinges on the (visible) productivity and client-
friendliness of the staff, and on the (less evident, at least to the patient) justification of the 
care. Some of the evidence presented justifies a cautious claim that PFP providers may be 
less efficient than PNFP or public providers, in as much as they can shift the risk and the 
consequences of their inefficiency to the client. On the other hand, the evidence does not 
allow for conclusions regarding the efficiency of PNFP providers. 
 
The third assumption claims that by ensuring uptake of services PFP and PNFP providers 
complement government services and ensure a more comprehensive and equitable 
distribution of the uptake of services. The private sector would indeed contribute most to 
equity in situations where public sector would act as the first mover and choose its level of 
investment in the health sector. The private sector would then observe the level of public 
investment and would invest to meet the residual demand. This in turn would allow the public 
sector to make the most of its limited resources, whilst still responding to its political 
responsibility of delivering care to its population. But the empirical evidence suggests a 
scenario of substitution rather than complementary. In the best of cases this means filling the 
void left by failing public services. Often, however, it becomes a reality of competition and 
poaching. 
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No blanket recommendations. It may be a seductive solution to have reproductive care 
provided through PNFP - or even PFP - organisations, when the weight of history and public 
perception of government failure is so strong as to make recovery of failing public services 
unlikely. However, the fragmentary evidence shows that blanket recommendations are 
inappropriate. The problem is to specify the conditions under which this can be done without 
loss of quality, efficiency and equity. In this context six issues needing the policy maker’s 
attention are addressed in the paper. 
 
The most pressing problem is the lack of regulation of service provision by the private sector. 
Clients are not protected against the consequences of the asymmetry of information they face 
- with health- and financial consequences. As the recent evolution in a number of middle 
income countries points out, perhaps the most effective way to help the State to regulate the 
private sector is to increase pressure from civil society. From a public health point of view, 
privatisation only makes sense if the State and civil society are strong enough. 
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Introduction 
 
In many developing countries, and particularly in Africa, maternal health care was not 
particularly high on the list of public health priorities in the first three quarters of the XXth 
century. “For many years colonial medicine had but few obstetrical problems to resolve” (Amy 
1992). That did not mean there were no problems, but these were grossly underestimated 
and disregarded (De Brouwere & Van Lerberghe 1998). Maternal health care most often was 
a mere sideline in childcare programmes (Rosenfield & Maine 1985), and essentially provided 
in the clinics and maternities of missions, foundations and charitable voluntary groups. In 
contrast, maternal health care today has become a priority of its own in a context of 
reproductive health. 
 
Perhaps more important, it has become a legitimate and explicit concern of many 
governments. This is in line with the emphasis on the development of the government-owned 
health services after the colonial period. The various crises developing countries underwent 
have led to conspicuous failures of governments to provide good coverage with care of 
adequate quality (Van Lerberghe 1993, Van Lerberghe & De Brouwere 2000). This has paved 
the way for appeals to “privatisation”. Privatisation has, for two decades, been a major item on 
the agenda of structural adjustment programmes in poor countries (Alubo 1990, Evans 1995). 
The World Bank, the World Health Organization and the United Nations Population Fund, all 
participated in developing recommendations on the role of the private sector in general and in 
reproductive health care provision (World Bank 1993, UNFPA 1999a & UNFPA 1999b): 
governments had failed, as the Safe Motherhood Programme pointed out, to address 
maternal health effectively. 
 
Current conventional wisdom is nicely summed up in a paper in the World Report on 
Women’s Health 2000, a special issue of the International Journal of Gynecology & 
Obstetrics. Following the observation that programme approaches after the Cairo Conference 
on Population and Development in 1994 has shifted from largely government provision to 
“significant involvement of non-governmental organisations including the private sector”, the 
paper states that "NGOs have proven their capability to complement the efforts of government 
and to implement innovative approaches. NGOs have the following special advantages: 
flexibility of operations, relevance to the broader context of development, ability to innovate, 
and effectiveness at the grassroots for targeting services to disadvantaged groups, such as 
the poor" (Edouard et al. 2000). 
 
There are a number of more or less explicit assumptions that provide a seemingly “rational” 
basis for the largely ideological blanket appeals to complement or substitute the provision of 
maternal health care by governmental services with services offered by “private” “non-
governmental” providers and organisations. 
 
First, private services are said to capture a significant and growing share of the service 
delivery market for maternal health care. 
 
Second, they are assumed to provide their clients with more accessible and better services in 
terms of quality, effectiveness and efficiency. 
 
Third, by doing so they are said to complement government services resulting in a more 
comprehensive and equitable distribution of the uptake of services. 
 
This paper reviews the evidence-basis of these assumptions. Before doing so, however, it is 
necessary to revisit the notions of “private sector” and “non-governmental organisations”. 
Putting both in the same bag obscures the whole debate on privatisation, the supposed 
advantages of the latter becoming justification for the deregulation of the former. 
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Private for Profit and Private non for Profit 
 
Not until the 1990s was it possible to discuss these problems in other terms than thatcherite 
or statist ideological statements. However, there is no such thing as a pure dichotomy 
between public and private sector. A first step that has helped was the public/private mix 
framework of the early 1990s (Table 1), that distinguished the functions of provision and 
financing of care. 
 
Table 1. The 1990’s framework for analysing the public/private mix 
 

  FINANCING 
  Public Private 

PROVISION Public ex: Classic “free” national 
public health care systems 

ex: Cost-recovery systems in 
public facilities; Private beds in 
public hospitals 

 Private ex: Contractual arrangements; 
district designated hospitals 

ex: Private health care with fee for 
service and private health 
insurance 

 
A further distinction has to do with the mission of the non-state health care provision 
organisations (Giusti et al. 1997). Some have an administrative stewardship and/or 
institutional identity that results in a social perspective: non-discrimination, population-basis, 
guidance by government policy, non-lucrative goals, social advocacy (Box 1). These are what 
one indicates by “NGOs” strictu sensu. Others have profit as their raison d’être, rather than an 
agenda of public service. These are what one indicates by private sector strictu sensu. 
 
The distinction is not always clear-cut (Van Lerberghe et al. 1997) and often a matter of 
judgement. In Dar Es Salaam, Tanzania, for example, a number of such NGOs providing 
reproductive health services are owned by private entrepreneurs whose affiliation with 
religious groups allows them to register as voluntary, and to benefit from favourable tax 
concessions. For all due purposes they function as for-profit organisations, NGO status 
notwithstanding (Kanji et al. 1995). 
 
The blurring of the distinction between for-profit and non-for-profit is compounded by the 
different hats worn by individual providers. Private and non-governmental providers include 
large numbers of (on- or off-duty) government officials. This results in formal or informal 
sharing of human (Asiimwe et al. 1997, Ferrinho et al. 1998, Backström et al. 1997, Roenen 
et al. 1997, Damasceno et al. 2000, Mcpake et al. 2000), pharmaceutical (Asiimwe et al. 
1997) and other resources between different “sectors” of health care provision, including, 
sometimes, “traditional” health care (Adam et al. 1997, Backström et al. 1997). Whether 
regulated and controlled or not officially acknowledged and “wild”, passive privatisation over 
the last decades has changed the picture of health care provision. 
 
Even if it is difficult to make, this distinction has such consequences for service delivery that it 
is necessary to specify what we talk about. In this paper we use the terminology of private-for-
profit (PFP) and private-non-for-profit (PNFP) organisations to distinguish those for whom 
profit is a dominant raison d’être from those for whom the accent is on delivering a service to 
the public. PFP then corresponds to the entrepreneurial private sector strictu sensu, and 
PNFP to what commonly goes under the label of NGOs, and may include family planning 
institutions, medical associations, universities and research institutions, solidarity groups, 
religious, international or locally based welfare groups, unions, professional associations and 
the proliferation of organisations in rather small communities. 
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A Large and Growing Share of the Market 
 
The first assumption has it that private providers capture a significant and growing share of 
the service delivery market for maternal health care, and ensure an important part of the 
uptake of services. This is certainly correct for health care in general. For a sample of 40 
developing countries, a sample average of 55% of physicians worked in the private sector 
and a sample average of 28% of health care beds were private beds (21% private for profit) 
(Hanson & Berman, 1998). In Asia, for example, the percentage of private hospital beds 
ranges from 22 to 77% in six countries, and their share is growing (Newbrander & Moser 
1997). The assumption is probably also basically correct for maternal health care. 
Nevertheless, actual documentation supporting this statement is scanty and patchy. There 
are wide differences between and within countries. Also, much depends on what maternal or 
reproductive health activities one considers: overall the market share is smaller for inpatient 
than for ambulatory care, and limited for preventive and public health services (Hanson & 
Berman 1998). 
 
Box 1. Setting up gender-sensitive practices (Doyal 1996) 
 
At the heart of all feminist critiques of medicine is the recognition that women lack power in 
health care institutions, limiting their ability to determine priorities and allocation of scarce 
resources. In this context, in some countries women have set up their own health centres. 
 
In Britain very few services have been created outside the mainstream. This reflects in part 
the limited market for private care when it is available in the National Health Service without 
direct cost. But there is also a political reluctance to offer services that many women could not 
afford to buy. In the United States, the 1970s and early 1980s saw a proliferation of women’s 
health centres offering reproductive care and a range of other services. Women’s health 
centres have been most successful in Australia. This reflects the priority they have been given 
within the Australian Women’s health movement and their subsequent incorporation into the 
National Women’s Health Policy. Though the women involved continue to grapple with the 
contradictions inherent in any attempt to use state funding for radical initiatives, health centres 
in Australia do offer important examples of gender-sensitive practice for other health care 
providers. 
 
In developing countries, women’s health centres are not an alternative to the formal system of 
health care but very often the only option for care. The Bangladesh Women’s Health Coalition 
now runs ten projects providing both reproductive and general health services for women and 
children. In Peru, Centro Flora Tristan and Vaso de Leche have worked together to create an 
integrated health service for women living in Lima. In Brazil, an alliance between the Ministry 
of Health and activists in the Women’s Movement led to the creation of the Comprehensive 
Program for Women’s Health Care. In Colombia, women have been able to go to a stage 
further with the implementation of a national women and health policy. 
 
Moreover, the few data available usually fail to distinguish between PFP and PNFP. For 
example, the analysis of the data from the 1988-90 Demographic and Health Surveys 
programme in 11 countries could only classify providers in public, private (including 
pharmacies) or others (traditional healers, schools, churches, families and friends). Even so, 
there were large variations: in Morocco and Tunisia 48,2% and 25% of ante-natal care was 
private, but only 4,6% and 4,2% of delivery care (76,5% and 31,7% were home based). 
Private sector providers were the source of family planning in 7% of cases in Botswana, 21% 
in Morocco, 22% in Tunisia, 28% in Kenya, 36% in Sudan and 44% in Uganda (Berman & 
Rose 1996). 
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Private-non-for-profit Providers 
 
With the notable exception of China, PNFP-NGOs play an important role in health care in 
general: for example, they provide more than 10% of clinical services in India and Indonesia, 
and are very important in Africa (Table 2). 
 
Table 2. Health care provided by NGOs in Africa 
 

Country Services 
Burundi Missions (PNFP): 30% of PHC facilities 
Cameroon Missions (PNFP): 40% of PHC facilities 
Ghana NGO (PNFP): 35% of ambulatory 30% of beds 
Kenya NGO (PNFP): 35% of services 
Malawi Private Health Association: 40% of all services 
Nigeria NGO (PNFP): 30% of beds 
Swaziland NGO (PNFP): 30% of services 
Tanzania NGO (PNFP): 45% of hospital beds 
Uganda NGO (PNFP): 40% of services 
Zambia Missions (PNFP): 50% of rural and 35% of total population 
Zimbabwe Missions (PNFP): 35% of beds 

 
SOURCES: Hecht and Tanzi 1993 and Turshen 1999. 

 
To a varying degree these services also include reproductive health services. For example, in 
a mail survey of 88 non-governmental hospitals in sub-Saharan Africa at the end of the 
1980s, 82 provided ante-natal care. All had maternities (with a median of 24 beds and 3 to 6 
midwives). They ensured institutional delivery care for a median of 5,8 deliveries per 1 000 
inhabitants per year in their districts - probably less than one fifth of the deliveries, but by and 
large nearly all the professional assistance to deliveries in those areas. Many of these 
hospitals also conducted major obstetric interventions: all but one performed caesarean 
sections and curettages, 85% did hysterectomies and 55% repair of vesico-vaginal fistulae 
(Van Lerberghe & Lafort 1990, Van Lerberghe et al. 1992). 
 
For many populations, especially in rural areas, these PNFP organisations are the main if not 
the only providers of reproductive health care. In the hospital survey mentioned above, 39 
were the only service provider in their district. It is also the case, for example, of rural Congo 
in the 1990s where only NGO supported districts continued working (Porignon et al., 1994). 
Following the reforms of the early 1990s in Mali most ambulatory reproductive health care - 
nearly all in rural areas - is now provided by community-owned NFP health centres organised 
in a non-governmental federation (Maiga, Traoré Nafo, & El Abassi 1999). But these are 
mainly rural situations. 
 
In urban areas PNFP-NGO usually share the work with PFP providers and government 
services. In a poor peri-urban township, in South Africa, Alexandra, for example, a PNFP 
University Clinic, a municipal clinic, and PFP “general dispensing cash practices” or “GP” 
worked side by side. GP covered 13% of the population receiving ante-natal care, 4% of post-
natal care, 9% of family planning and 78% of treatments for sexually transmitted diseases 
(STD). The balance, including all delivery care as well as activities such as counselling for 
rape victims, was provided by the PNFP University clinic (Frame et al. 1991, Ferrinho 1995). 
Elsewhere the market share of PNFP is more limited: in Pakistan, for example, 15% of 
caesarean sections for absolute maternal indications are carried out in the PNFP- NGO 
hospitals (UON, 1999); and in Lebanon, health care provision, including maternal health, is for 
more than 80% in the hands of PFP providers (Van Lerberghe et al. 1997). 
 
PNFP organisations seem to have an important role in the diffusion and adoption of fertility 
control (Montgomery & Casterline 1998), particularly through community-based programmes 
and social marketing (Box 2). In Egypt at least 9% of current family planning users obtain their 
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contraceptive method from the PNFP-NGO sector (UNFPA 1999b). They have had significant 
successes in increasing the uptake, particularly in areas with very low contraceptive 
prevalence initially (Phillips et al 1999). 
 
PNFP NGO provide a wide range of services and their intervention strategies take multiple 
forms (Box 2). PNFP providers - with different profiles - are found in urban as well as in rural 
areas. Obviously PNFP are far from homogeneous in their motivations (e.g. religious, feminist 
activism, serving the public) and in the range of services they provide. Consequently, they 
may be focused on family planning, or provide comprehensive ambulatory and hospital care 
in districts, and often support government policies and services. 

Private-for-profit Providers 
 
PFP health providers are no doubt an important source of ambulatory care throughout the 
developing world. The development of private practice in most developing countries is 
notoriously unregulated. Private practices are not easily forthcoming with information, at times 
for fear of tax-implications, at times because existing regulations are both accepted, often 
because of a lack of respect for discredited MOPH and not infrequently because of the non-
existence of information systems. In transitional countries, such as Tunisia, Mexico or 
Thailand, the growth of the entrepreneurial sector is well documented. For example, in 
Thailand, the number of private clinics doubled from 7,100 in 1984 to 15,700 in 1992; and 
they increased their share of outpatients from 10 to 23% in a context of overall growing 
utilisation (Mongkolsmai 1997). Household expenditure on private health care rose faster and 
overtook expenditure on public services between 1986 and 1996 (HFMSP 1999). This pattern 
is, however, unstable: after the economic crisis of the late 1990s private hospital utilisation 
dropped, whereas government health facility utilisation increased (Ministry of Public Health 
2000). Although hard data are hard to come by for the poorer countries, it is sufficient to walk 
around Kinshasa or Dar Es Salaam, or to look at the ads sections of any newspaper in 
Maputo to see that private health care provision is a thriving growth industry. 
 
If there are ever more private providers on the market, not all provide the whole range of 
reproductive health services. They tend to select niches in function of demand and the 
competition. In Egypt for example, private physicians provide family planning and ante-natal 
care but do not attend deliveries (Abu-Zeid & Dann 1985). That does not mean, however, that 
delivery care is the prerogative of the public sector or PNFP-NGOs: 80% of births are done by 
dayas in the mother’s home, even when trained nurses are available (Roemer 1991). Two 
other examples of lucrative niches are STD treatment [also for traditional healers: STDs 
provide their largest group of clients in urban Nigeria (Okonofua et al. 1999)] and abortion. 
Private doctors and midwives (or moonlighting public sector staff) perform abortions at home 
(Asiimwe et al. 1997). This is particularly true in countries where the abortion law is most 
restrictive. Even in countries where most of the abortions are carried out by non-health 
practitioners, health professionals (doctors and midwives) are not insignificant providers in 
illegal private practices (Kamheang et al. 1981, Gallan 1982). These professional services are 
usually only available for the economically better off (Dixon-Mueller 1990). 
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Box 2. PNFP organisations and reproductive health 
 
In Bangladesh NGO are important providers of many services to the communities. A recent 
panel study of the rise in contraceptive acceptance after the introduction of a micro-credit 
programme, suggests that, while programme members already differ from non-members to 
start out, the introduction of micro-credit in a village leads to a considerable increase in 
contraceptive use within a short time, suggesting that micro-credit may be contributing to a 
village environment that it is more open to innovative behaviour (Steele et al. 1998). 
 
In Nigeria PSI was invited by USAID to enter the market following an earlier failed attempt at 
a social marketing programme based on a traditional manufacturer’s model. PSI maintains 
that the manufacturer’s model was not viable in the Nigerian market because Nigerians did 
not have sufficient purchasing power to create a viable commercial market. Rather than 
working exclusively with a local pharmaceutical manufacturer, the project joined with a local 
NGO, the Society for Family Health (SFH), which became responsible for managing the social 
marketing programme. SFH handles imports and sales to doctors, hospitals, NGO and 
wholesalers. SFH’s sales representatives are responsible for product promotion. The project, 
with USAID and DFID support, succeeded in achieving national distribution of its products in 
both urban and rural areas, including low-income ones. By 1997, SFH was supplying 80% of 
all contraceptives used in Nigeria. In 1998, it was the largest social marketing programme in 
sub-Saharan Africa (UNFPA 1999b). 
 
The Colombian Association for the Well-being of the Family (PROFAMILIA) is a private not-
for-profit organisation. It was established in 1965 to provide a broad range of reproductive 
health services. The nation-wide programme includes 40 clinics for women, 7 clinics for men, 
13 youth centres and an extensive contraceptive distribution network (United Nations 1998). 
 
In Bolivia PROFAMILIA included information, education and communication components as 
part of a reproductive health service. Started its work with only three clinics, one in each city; 
within a few years PROFAMILIA clinics were operational in every capital of every province. 
The major focus in creating awareness in a hostile environment was the utilisation of field 
workers called motivators. These motivators were backed up by radio support (United Nations 
1998). 
 
The Cancer Association of South Africa (CANSA) exists since 1931. It has three aims: to 
support research, to promote health education on lifestyles and advocate early detection of 
cancers and, lastly, caring and supporting cancer patients and their families. Reproductive 
health activities include: advocacy for the provision of early cervical cancer screening 
facilities; provision of mobile pap smear screening services, TV adds and guides for breast 
self-examination; self-help and support groups (Westaway 1994). 
 
All in all, PFP-providers are an important source of reproductive health care. In Indonesia 
45% of ante-natal care in urban areas, and 36% in rural areas is provided by private 
midwives. These also assist about one delivery in three, one in two being assisted by 
traditional birth attendants and one in 10 by government services (Gani 1997). In the 
Philippines 33.8% of urban and 7.3% of rural deliveries were assisted by professional private 
providers (Schwartz, Akin, & Popkin 1993). In Mexico 32% of ante-natal care is provided by 
the private sector (Ramirez et al. 1997). In Brazil, data from five favelas in Rio de Janeiro in 
1984 show that 85% of pill users bought them at private drug dealers. National household 
survey data from 1986 show that 66% of sterilisations were carried out in private institutions 
(Giffin 1994). 
 
Egypt has also a long history of involvement of the PFP and the PNFP-NGO sector in 
reproductive health (Fox KFA 1988). A household survey found that 80% of women who had 
given birth during the last 10 years had not received antenatal care, but that 21% of those 
who did obtained it from private physicians (Abu-Zeid & Dann 1985): the public sector thus 
carries the brunt of the (low coverage with) pregnancy care. For family planning, however, 54-
63% (according to various estimations) prefer PFP-providers (UNFPA 1999b, Abu-Zeid & 
Dann 1985), a figure similar to that of the preferences for outpatient care. It seems that a 
significant proportion of family planning is bought directly from pharmacies (Letarte 1996). 
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In South Africa, private general practitioners are probably the most frequent source of care for 
STD (Frame et al. 1991, Schneider et al. 1999). For example, in Alexandra, a poor peri-urban 
community, general dispensing cash practices provided 78% of STD treatments (Frame et al. 
1991, Ferrinho 1995). In Natal/Kwazulu, South Africa, 18% of 56% of peri-urban and rural 
men reporting a previous STD, declared that they received treatment from traditional healers 
(Karim et al. 1994). 
 
A particular niche is that of obstetrics, and particularly of technology assisted delivery care. In 
1998 in Pakistan 48% of caesarean sections for absolute maternal indications were carried 
out in PFP hospitals (UON 1999). But their share was not limited to these justified caesarean 
sections. The role of PFP providers in promoting birth by caesarean section in Brazil is well 
known (Barros et al. 1991). Similar phenomena are occurring in other countries as well, such 
as in Mexico (Bobadilla & Walker 1991). In Thailand the chances of getting a caesarean 
section as a private patient are 5,8 times higher than as a public patient, and the total 
caesarean section rate increased from 15,2% in 1990 to 22,4% in 1996 (Hanvoravongchai et 
al. 2000). The problem has become so acute that in 1998 FIGO has issued ethical guidelines 
regarding caesarean delivery for non-medical reasons (FIGO 2000). 
 
There are huge differences between and within countries. The (patchy and scarce) evidence 
confirms that both PFP and PNFP providers have a significant and growing share of the 
market of maternal health care. This statement however needs qualification. There are huge 
differences between and within countries, and these providers tend mostly to occupy certain 
market niches rather than providing comprehensive reproductive care. 
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Accessibility, Quality, Effectiveness and Efficiency. 
 
Surprising as it may seem, relevant evidence on differences in quality of care and of other 
determinants of health-seeking behaviour is hard to come by, even more so regarding 
reproductive health differentiated into the three segments being considered. 
 
Two important determinants of treatment choices are the costs of health care alternatives 
(Young 1980) and distance from the health care provider. But regardless of distance to the 
provider, households in Africa or Asia chose their provider on the basis of the nature of the 
health problem and expectations of quality of care (Stock 1983, Colson 1971). These often 
counterbalance the effect of distance. Common wisdom has it that that patients would prefer 
private providers for reproductive health problems since these are supposed to dispense 
better quality care. This section reviews the patchy evidence for preference of private 
providers. 
 
In urban areas, the reason to seek private healthcare is often one of accessibility and 
convenience. In Thailand, for example, opening hours are a major reason for people to 
choose private practitioners for ambulatory care. In rural Malaysia private services are more 
accessible in terms of their operating hours and the flexibility of their clinic schedules. All 
services are available during opening hours while in the public sector some services, such as 
ante-natal care, are available only at certain days of the week (Aljunid and Zwi 1997). In 
Mexico the 32% of women who chose the private sector for ante-natal care do so according 
to physical accessibility and to economic and organisational reasons (Ramirez et al. 1997). In 
urban areas the distribution of private providers may be more capillary than that of public 
services, such as in Dar Es Salaam, where they are geographically more accessible to most 
people (Wyss et al. 1996). In Egypt, although there are 3700 state family planning outlets, the 
63% of women prefer private services, because they consider them more accessible, 
physically and psychologically (Amin and Lloyd 1998). This greater physical availability of 
private services may, sometimes, be politically motivated, creating a niche that it is then filled 
by the private sector, as was the case in South Africa in the 1980s (Frame et al. 1991, 
Ferrinho et al. 1990, Ferrinho 1995). 
 
Perhaps their most visible comparative advantage of PFP and PNFP providers is their client-
friendliness. In Alexandra, South Africa, the staff of a PNFP University Clinic were made to 
use name tags while on duty to ensure a better rapport with patients (Ferrinho 1995). In 
Thailand patients almost always know the name of their private doctor, but the treating doctor 
in public facilities only in one case out of two. When patients feel treated like a client rather 
than like a number, and they assume that this also translates into better clinical quality. The 
latter, of course, is prey to asymmetry of information. 
 
Supply induced demand has resulted in an, infrequently mentioned, problem of iatrogenesis. 
The question of supply induced demand - exemplified in the epidemic of caesarean sections 
mentioned above - is one of a priori reasons to question the supposed better quality of the 
private sector, especially in the case of PFP providers. Iatrogenesis is likely to be a real 
consequence. In Brazil the epidemic of caesarean sections is responsible for a not 
insignificant proportion of maternal morbidity and mortality (Cecatti, personal communication, 
May 2000). 
 
Overintervention is compounded by the tendency of PFP providers to specialise and deliver 
only part of reproductive health packages. This represents a second reason to question the 
supposed better quality of the private sector. The lack of integration automatically leads to 
sub-optimal care, as in Brazil, where the separation between fertility control and health care 
for poor women leads to totally uncontrolled and incorrect use of oral contraceptives, resulting 
in unwanted pregnancies, illegal abortions and clandestine surgical sterilisation (Giffin 1994). 
 
Infrastructural quality may be better in the private sector than in the public sector. In three 
districts of Tanzania, for example, infra-structural “quality was fair in the voluntary and private 
dispensaries but tended to be poor in the public ones”. The private dispensaries also 
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employed more doctors than the PNFP and the public sectors (Ahmed et al. 1996). But this 
does not mean that not-public does not always mean better clinical quality, even if one makes 
abstraction of over-medication and iatrogenesis. 
 
In a large proportion of PNFP consultations care was potentially dangerous or outside 
established clinical practice. A study in Dar Es Salaam, Tanzania, suggested better clinical 
performance and interpersonal conduct and overall user satisfaction for PNFP providers as 
compared to government providers. Despite better performance, however, in a large 
proportion of PNFP consultations care was potentially dangerous or outside established 
clinical practice (Kanji et al. 1995). In urban Nigeria curative and preventive STD services 
provided by formal and informal health sectors were substandard. The informal sector 
(traditional healers and patent medicine dealers) was particularly problematic, as many of the 
practitioners in this sector provided inappropriate STD treatment and preventive services. By 
contrast, the formal treatment sector (private and public doctors, pharmacists and laboratory 
technologists) provided appropriate STD treatment, but they demonstrated substantial 
inadequacies in several areas. In particular, the private sector and public doctors lacked 
appropriate diagnostic tools. Many of these doctors were also not familiar with the appropriate 
treatment protocols, did not include counselling and contact tracing in their care procedures 
and lacked adequate channels of referral (Okonofua et al. 1999). In Alexandra, South Africa, 
many women booking for ante-natal care at a PNFP NGO providing comprehensive PHC, 
had previously booked at local GP in private cash practices. Most of the GP failed to conduct 
ante-natal laboratory screening. They kept patients as ante-natal care clients, only to refer 
them, near term, to the labour unit of the local PNFP provider, without any referral note 
(Frame et al. 1991, Ferrinho 1995). This type of predatory behaviour by the private for profit 
practices, is also not conducive to efficiency claims (Ferrinho 1995). Other data from South 
Africa suggest that PFP-GP offering STD care were providing a low standard of care. STD 
were a common reason for acute curative care but the management was mostly syndromic, 
little use was made of diagnostic resources which were readily available, and the therapies 
chosen were not the most correct considering the local epidemiological profile (Frame et al. 
1991, Coetzee et al. 1994, Ferrinho 1995, Schneider et al. 1999). In rural Malaysia, in the 
public sector, new family planning clients were given a physical examination, a cervical smear 
and contraceptive advice. Oral contraceptives were given only to those below 35 years of age 
and their blood pressure was checked during follow up. In the private sector new clients were 
not usually screened and cervical smears were done only at the patients request. Women 
taking oral contraceptives could buy them without seeing a clinician. Although STD treatment 
was provided at the private providers, they were not equipped to handle an anaphylactic 
shock in reaction to administration of an antibiotic (Aljunid & Zwi 1997). 
 
The claim for greater efficiency is not based on empirical evidence. This claim often merely 
refers to a higher efficiency per output unit, not per outcome unit. For example, contracted 
hospitals in South Africa have lower production costs than district public sector hospitals for 
caesarean sections and normal deliveries. But this was associated with higher perinatal 
mortality and more avoidable factors in the contractor hospitals than in the public sector 
hospitals (Broomberg et al. 1997). At times, one definitely gets the impression that efficiency 
is defined, not in terms of getting most value for money, but in terms of the possibility of 
running a service on basis of cost-recovery. For example, Potts and Walsh “organisations 
such as FEMAP in Mexico and Marie Stopes International in Asia, Africa, and Latin America, 
are developing comprehensive clinics for family planning, maternal and child health, the 
running costs of which can be wholly or largely recovered from user fees. Such clinics still 
require capital for start-up costs, but they have great potential, and non-governmental and 
international donors should explore provision of the needed capital as a cost-effective way of 
fulfilling the government mission to take services to the poor” (Potts & Walsh 1999). Apart 
from the fact that this affirmation still “needs to be explored” [in three Tanzanian districts, for 
example, PFP dispensaries had a lower output of treated outpatients than PNFP and public 
dispensaries, although their equipment was superior (Ahmed et al. 1996) this defines cost-
effectiveness in terms of shifting the burden to the client.] 
 
Obviously resources make a difference. An under-funded public service without drugs, 
equipment and adequately trained and paid staff will not provide as a good a service as a well 
capitalised private one. In Bolivia, injectables are only available in the private sector and 
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access to public sector provided tubal ligation is difficult: this obviously drains people away 
from the public facilities (WHO 1998). 
 
If resources are adequate and the range of services comprehensive, the quality and efficiency 
comparison hinges on the (visible) productivity and client-friendliness of the staff, and on the 
(invisible, at least to the patient) justification of the care. Some of the evidence presented 
above justifies a cautious claim that PFP providers may be less efficient than PNFP or public 
providers, in as much as they can shift the risk and the consequences of their inefficiency to 
the client. On the other hand, the evidence does not allow for conclusions regarding the 
efficiency of PNFP providers. But it is not the public or non-public nature of service provision 
that makes the difference in quality and efficiency. 
 
The “complementing” assumption: of filling gaps, occupying niches and poaching. 
 
The third assumption underlying the calls for privatisation is that by ensuring uptake of 
services PFP and PNFP providers complement government services and ensure a more 
comprehensive and equitable distribution of the uptake of services. 
 
The word complementarity is seductive. The private sector would indeed contribute most to 
equity in situations where public and private sectors are complementary. The public sector 
would act as the first mover and choose its level of investment in the health sector. The 
private sector would then observe the level of public investment and would invest to meet the 
residual demand. This in turn would allow the public sector to make the most of its limited 
resources, whilst still responding to its political responsibility of delivering care to its 
population (Hanson & Berman 1998). Such a planner’s heaven assumes a rational, wise and 
well-meaning private sector, that makes the public agenda its own. This ignores institutional 
logic and conflicts of interest. 
 
The empirical evidence suggests a scenario of substitution rather than complementary 
(Hanson & Berman 1998). In the best of cases this means filling the void left by failing public 
services. In South Africa, for example, private cash practices and PNFP services tend to 
emerge in areas of State neglect, namely the large sprawling peri-urban squatter areas 
(Ferrinho 1995) where, many times, they were the only providers of reproductive health care. 
Often, however, it becomes a reality of competition and poaching. 
 
A two-tier health care system is emerging. This is true in some African countries, as for 
example in Tanzania, with private care for the wealthy and public services for the poor (Wyss 
et al 1996). The poor are more sensitive to price than the wealthy (Gertler et al. 1987). All this 
would not be so bad if this allowed the State to redirect its resources and the poor could then 
get good health care at an accessible price. In actual fact this happens only seldom. Quality in 
public services does not improve readily, and the price of health care in public facilities is not 
so low as to compensate for the perceived differences in quality. 
 
Although, in some countries like Kenya (Mbugua et al. 1995) and South Africa (Ferrinho 
1995) antenatal services and family planning services are exempted, reforms have almost 
systematically introduced user fees for many health services, including reproductive health 
services. It is known that user fees may force low-income users out of the public health care 
system and even out of the modern health care system (Yoder 1989). For example, in 
Tanzania (Demographic and Health Survey 1991 and 1996) and Kenya (Mbugua et al. 1995), 
deliveries in health facilities dropped by at least 12% after cost-sharing measures were 
implemented. These fees, and most of all the informal charges demanded by health workers 
for delivery care, like in Uganda (Asiimwe et al. 1997), take away the main perceived 
comparative advantage of public services, their low price. One consequence is a shift of 
patients to commercial self-treatment. In Gaza reproductive health problems (infertility, 
urogenital problems and contraception) are the third most common (the first for women) 
reason for purchases in private pharmacies (Beckerleg et al. 1999). In some African and 
Asian countries unprescribed purchase of STD treatment in private pharmacies is quite 
common (Kloos et al. 1988, Crabbe et al. 1998, Okonofua et al. 1999, Phalla et al. 1998). 
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Some see difficulties of accessing the public sector as a necessary stimulus to ensure that 
the PFP sector gets more involved into the provision of reproductive health care. For 
example, encouraging commercial family planning services for people who are able to pay is 
said to be one way to improve services for those who cannot pay, releasing public resources 
to be used more effectively to serve lower-income clients (Anonymous 1994). Unfortunately, 
there is no hard evidence that this is a normal course of events, certainly not without a 
proactive policy. 
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Privatising with Conditionalities 
 
No blanket recommendations. It may be an obvious solution to have reproductive care 
provided through PNFP - or even PFP - organisations, when the weight of history and public 
perception of government failure is so strong as to make recovery of failing public services 
unlikely. However, one thing that emerges from the fragmentary evidence is that blanket 
recommendations are inappropriate. There is a case for support of the private sector where 
this serves the public’s interest and allows redirection of scarce resources. If that is not the 
case, support has no rationale. The private sector should not be supported merely because 
that is a fashionable option in international development circles. Support, but also mere 
control, carries costs for the public sector administrative machinery. The costs of the “new” 
state responsibilities must be compensated for savings resulting from gains from efficiency 
improvements (Brugha et al. 1999, Mcpake and Hongoro 1995). In short, support of the 
private sector should be subject to conditionalities. 
 
Conditionalities. If one wants to make sure that the private sector will not in fact siphon off 
resources from the public sector, the minimum is to make sure that it has infrastructural pre-
conditions (Mcpake & Hongoro 1995), that it provides cost-effective interventions (Potts & 
Walsh 1999), that it has an adequate access to drugs and diagnostic facilities (Brugha et al 
1999), and that information systems are adequate to monitor contractual obligations (McPake 
& Hongoro 1995). Preference should be given to private providers with a track record on 
managing resources efficiently and on tracking service data and finances efficiently and 
professionally (Potts & Walsh 1999). There are strategic considerations as well. Governments 
should guard against contracted private providers attaining powerful bargaining positions, if 
there are no viable competitors and the government does not itself retain capacity to offer an 
alternative service. 
 
The problem is to specify the conditions under which this can be done without loss of quality, 
efficiency and equity. In this context six issues need to be addressed. 
 
First, one has to find a way to encourage that PFP and/or PNFP providers provide the full 
range of priority services, preferably in an integrated way. Given the tradition of specialisation 
and niche-filling of both PFP and PNFP, and the lack of authority of Ministries of Health in 
many countries, this is no mean task. 
 
Second, one has to find a way to ensure access for those in need, including the poor. Many 
would moreover be reluctant to see this happen in a two tier-system with a perceived quality 
of care that is different for the rich and the poor. 
 
Third, adherence to quality standards has to be ensured, including mechanisms to avoid over-
medicalisation and iatrogenesis. 
 
Fourth, conflicts of interests, particularly in situations where one sector depends on another 
for some of its resources need to be acknowledged and explicitly addressed. 
 
Fifth, all efforts should be undertaken to ensure multiple and independent channels of 
accountability, through penalties for not satisfying contractual obligations, through channels of 
accountability to professionals councils and associations, and to the public. 
 
Lastly, all the effort of investing in the private sector is to reinvest the gains of 
complementarity. Whether this happens in practice is a matter of speculation: empirical 
evidence is just not available. A government would be expected to make sure that the 
evidence of real gains can be documented. This is not easy, and the paradox is that precisely 
those countries whose public services are dysfunctional- and thus are the first-hand 
candidates for a switch to PNFP or PFP - are also those where the state apparatus, research 
resources and competencies are in the worst position to make sure that the population 
actually gains from the switch. 
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Governments have a number of regulatory tools at their disposal that could be used more 
effectively. These include accreditation, independent quality assurance testing, but also the 
power to regulate payments and subsidies and to establish taxes and duties. Good legislation 
is not enough. The state must have the means to enforce it. In India, for example, private 
clinics and mobile teams promote pre-natal sex examination by advertising in local 
newspapers, in spite of government prohibition of the practice (United Nations 1998). There 
are experiences that point the way to financing schemes that ensure that the private sector 
has a complementary role to that of the state (Potts & Walsh 1999). 
 
Counter-power. In the past decade the private care agenda gained momentum on the basis of 
rhetoric and wishful thinking. Nevertheless, it is a fact. The main issue now is that the private 
sector develops without control and supervision. Clients are not protected against the 
consequences of the asymmetry of information they face - with health- and financial 
consequences. The State cannot or does not take advantage of the “complementarity” to 
reallocate its resources to those most in need. Regulation is something more easily said than 
done. As the recent evolution in a number of middle income countries such as Thailand 
(National Forum on Health Care Reform 2000) - and from the history of the workers 
movement in Europe - points out, perhaps the most effective way to help the State to regulate 
the private sector is to increase pressure from civil society. From a public health point of view, 
privatisation only makes sense if the State and civil society are strong enough. 
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