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Abstract:
The 2010 World Health Assembly (WHA) ta-

bled, but did not manage to discuss, a resolution on
regulating the private health care sector. 1 With
hindsight, it seems fitting to thoroughly review an
earlier 2008 Rockefeller Foundation (RF) report on
the same issue: “Public Stewardship of Private Pro-
viders in Mixed Health Systems.” The key weak-
ness of the RF document – and also of the above
WHA draft resolution – is that both fail to provide
the necessary empirical evidence to show that better
“stewarding” regulation in low and middle income
countries (LMICs) has worked to provide quality,
accessible, and affordable health care for all in
mixed public-private health systems. In this article,
we voice our skepticism about whether public stew-
ardship can work in mixed systems in LMICs.
Moreover, the RF report does not address the ac-
cess to quality health care from a human rights per-
spective. The right to quality health care is simply
overlooked. The report prescribes “new solutions”
to well known regulatory problems and fails to of-
fer any evidence of their benefit. It argues that regu-
lation of mixed public-private health systems can
be successful without providing any evidence even
at the local level. This lack of evidence is striking
since we have a good 20 years of experience with
such regulation. We conclude that a) private provid-
ers will never be effectively controlled in LMICs
with regulation alone and b) that the report reflects
RF’s ideological bias against single payer, universal

coverage public health care systems. We argue that
the “regulation alternative” is simply not a substi-
tute for strengthening the public sector. Many of the
measures proposed by the Rockefeller Foundation
report are not necessarily wrong but they are ap-
plied to a private sector enjoying an established po-
sition that has given it access to deliver health care
as a privilege and not as a right. Indeed, we remain
convinced that if some of the proposed measures
were applied to the public health sector with ade-
quate long-term government and donor financing,
they would go a longer way to achieve Health Care
For All. The past experiences of Costa Rica and Sri
Lanka suggest that LMICs private health markets
have only been truly controlled in countries where
the public sector was effective in competing with
the private sector. A well organized and funded
public health system, delivering comprehensive
health care (not restricted to vertical disease control
programs and not treating health as a commodity) is
the only alternative to reign in the excesses of
LMIC private providers in mixed health systems.

Introduction
The 2010 World Health Assembly was expected

to pass a motion on the need to regulate private
health providers in low and middle income coun-
tries (LMICs).1 Although such a regulation has
been an issue for at least 20 years,2 ,3 empirical evi-
dence supporting its positive effects remains mea-
ger. The lack of evidence suggests that regulation
of private providers in LMICs may be an inherently
flawed project.

The role of the private sector in health systems
in developing countries and its regulation were the
subjects of a 2008 Rockefeller Foundation report
entitled “Public Stewardship of Private Providers in
Mixed Health Systems.”4 The report included a
survey of regulatory models; an overview of private
sector financing and delivery models, a survey of
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attitudes towards the private health sector, and a
review of evidence on where people receive health
services. The executive summary of the report rec-
ognized that the topic is not devoid of controversy.
Nonetheless, it clearly took sides in its conclusions
by throwing the RF’s prestige behind its recom-
mendations for state regulation of mixed public-
private health care systems. The WHO Executive
Secretariat’s March 2010 publication of a draft res-
olution for consideration by the 63rd World Health
Assembly (WHA) on regulating the private health
care sector prompted us to go back and review the
RF inquiry documents in order to clarify the state
of affairs on this matter. We felt there were three
reasons for such a critique:

1. The authors of the report have a historical
record of bias towards privatizing the health
sector. The arguments they present in this
report are likely to be the best they can find
to plead their case. A critique of the report is
thus a critique of the “best available evi-
dence.”

2. Rockefeller Foundation reports are generally
influential in the international health commu-
nity.

3. The report is written very professionally and
a superficial reading could make one think it
is even-handed.

We base our critique of the report on three key
documents: The executive summary of the report,4

the WHO draft resolution,1 and one of the RF re-
search papers that served as background for the
report and reviewed existing regulatory models.5

The Rockefeller Report
The key arguments set out by the report can be

summarized as follows:
 It normalizes the private sector delivery of

health care services;
 It accepts that there are multiple problems with

private health care delivery;
 It advocates for the role of the state as the ap-

propriate regulator/steward of the health care
market while acknowledging that, so far, gov-
ernment regulation of the private sector has
failed;

 It suggests models, some innovative, for the
ways in which states can better regulate the
health care market.

The key weakness of the document is that it fails
to provide the necessary empirical evidence to back
its suggestion that governmental stewarding/
regulation of private providers will fix the market
deficiencies found in mixed health systems. Our
critique can thus be summarized as follows:

1. Private health care foisted upon poor countries
in good part by the international agencies, such
as the World Bank, was generally welcomed by
the medical establishments in LMICs. In many
of these countries, the commercial health sector
– already well established – competed with the
public health system which had been progres-
sively weakened by neo-liberal reforms. We
see this, for example, in the increasing com-
mercialization of the health care provided in
public hospitals. As the borders between pri-
vate and public provision become increasingly
blurred, the public sector is invariably weak-
ened.

2. We share the report’s view that unregulated
markets have not improved equity in access to
health care in these countries where a relatively
small middle class had already been seeking
modern, “decent quality” health care in the pri-
vate sector. We also share the report’s view that
market mechanisms alone do not and will not
work to “steward” existing mixed health sys-
tems.

3. The State may successfully steward the private
health market in places like Europe. But the
states of LMICs have faced several decades of
neo-liberal attacks through structural adjust-
ment programs imposed by international finan-
cial institutions and have, at best, feeble regula-
tory capabilities. In LMICs, evidence suggests
that professional medical associations are un-
likely to carry out the regulatory functions of
the State and that civil society is also unable to
assume this task.

4. Recommendations that advocate for the stew-
arding of the private sector have been made for
decades. Despite this, there is a lack
of adequate empirical evidence to demonstrate
success in LMICs. The call for improved regu-
lation simply seems yet another weak argument
in the campaign to justify the privatization of
health care delivery in LMICs.

5. Evidence suggests that competition between the
public and private sectors fosters commercial
practices whose net effect is to reduce access to
equitable quality public health services in
LMICs. Needless to say, neo-liberal policies
have not strengthened public systems, not even
those public programs limited to the control of
specific diseases.

6. The Rockefeller Foundation report does not
offer credible solutions to the question of how
the private sector should be harnessed because
it ignores the fundamental political problem,
namely the weak capacity of the state in
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LMICs. We have serious reservations about
whether and how the stewardship initiatives
proposed in the Rockefeller Foundation report
could be implemented in mixed health systems
in LMICs. Evidence would suggest that in
mixed systems the poor and marginalized have
always fallen (and continue to fall) through the
cracks.

The WHO proposal
The second document we reviewed was a draft

paper outlining WHO recommendations on private
health system regulation. This document recom-
mends the strategic and systematic gathering of
evidence to objectively assess the effectiveness of
private sector health care delivery in LMICs. This
is seen as an important preparatory step to inform
the development of regulatory frameworks that pri-
oritize a people-centered service delivery which
incorporates universal access, social protection, and
primary health care. The potential role and contri-
bution of NGOs—including consumer protection
agencies and patient groups—to the processes of
health care regulation should be consid-
ered. Furthermore, in order to nurture the under-
standing of various forms of health service regula-
tion, technical assistance to WHO member states
should be provided to improve regulatory imple-
mentation and oversight. There should be a better
effort to document and understand the consequenc-
es of private sector provision of health services
with specific reference to cases of poor and inade-
quate regulation of health systems that perpetuate
health inequities. There should be an effort to con-
vene and facilitate technical consultations that pro-
mote discussion and development of research agen-
das plus inter-country exchanges of ideas and expe-
riences of regulatory practices. Finally, the docu-
ment states that, since effective oversight of private
health-care providers is often constrained by imper-
fect strategic intelligence, limited financial influ-
ence, and a weak institutional capacity, it is ulti-
mately the renewal of primary health care that has
to provide the policy framework for good govern-
ment regulation and oversight.

This draft still calls for regulation and is not re-
ally an open critique of the many shortcomings of
private provision. Nonetheless, the language it uses
is different from that of the RF. The recommenda-
tions mention universal access, social protection,
primary health care, participatory processes, the
consequences of private provision, and health ineq-
uities.

The Rockefeller Literature Review
The RF commissioned a literature review which

informed the main report. This review was interest-
ing reading for us as it contradicts the RF executive
summary. The key points made in that review are
summarized here:

 The engagement of the private sector in health
requires more than just regulatory commands
and controls; it requires governments to guide
the roles and direction of private actors through
a broad policy process. The government must
realign its own health functions to effectively
steer the private health sector towards attaining
public health goals.

 Regulatory instruments cannot be implemented
only through strict legal controls. Monetary
incentives and penalties have proven them-
selves as viable methods to enforce regulations.

 The essence of accountability is transparency
and sanctions. Private providers should report
and explain what they have or have not done.

 Regulation alone is not sufficient to assure that
private providers support the goals of the na-
tional health system; other contextual factors
must be addressed.

 The challenge of increasing governmental ca-
pacity for effective regulation is a prerequisite
to the delegation of increased responsibility to
the private sector in health care provision; this
includes self-regulation by professional bodies;

 Civil society and consumer protection agencies
can and should play a significant role to ensure
that public voices are heard and policy actions
are taken accordingly.
We were puzzled as to why these important

observations were not incorporated in the report’s
executive summary.

Four Assumptions
Our critique of the Rockefeller report stems

from four assumptions:
 The private health sector is heavily used by the

poor in LMICs. However, in an unregulated
health market, catastrophic out of pocket and
household expenditures on health are one of the
main reasons people to fall into poverty.6.7

 In countries where the private sector is strong
(in absolute terms), hospital utilization and hos-
pital admission rates remain quite low; the stag-
nating maternal mortality ratio among the poor,
particularly in Africa, is a direct consequence
of this.

 There is probably an inverse relationship be-
tween expenditures on private health services
and governments’ capacity to regulate the pri-
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vate sector; this is visible when we compare
high-income countries and LMICs.

 When addressing access to quality health care,
a human rights perspective should play a prom-
inent and important role; technocratic solutions
to well-known regulatory problems cannot be
elaborated in isolation from the viewpoints of
health care rights holders; if they do, they will
remain fatally flawed.

We will now substantiate our critique of the RF
report by offering a point by point rebuttal of key
points made in the report’s executive summary. The
“points” are taken either verbatim or with close
paraphrasing from the original text.

Point-counterpoint:
1. Point: The report begins by outlining the vital

importance of public stewardship of the non-state
sector. This is not new. The World Bank in
19938 and WHO in 20009 both placed special em-
phasis on promoting the regulatory function of gov-
ernments. The report states that “many” – it should
say most – governments are neither performing that
stewardship role nor is there pressure from donors
for them to do so. Counterpoint: The reality in
most countries around the world is that the public
sector – despite international policy and financial
support – does not monitor the activities of the non-
state sector. This situation calls into question
whether the regulatory role proposed for the LMICs
can ever be implemented in a serious way.

2. Point: In practical terms, regulation of the
private sector requires a set of rules. But making
rules, the report implies, is not necessarily a gov-
ernment function; rules can also be established
through voluntary action. Contrary to conventional
wisdom, the alternative to state regulation is not a
regulatory void, but rather a range of voluntary ar-
rangements. Counterpoint: The Code of Conduct
on the marketing of breast milk substitutes is a sad
reminder of how these voluntary guidelines do not
work.10 FAO also maintains voluntary guidelines
on food security that have had a poor track rec-
ord.11 Are we supposed to be more optimistic when
it comes to health care? The report actually sug-
gests an answer to this question when it proposes
regulating the system through professional associa-
tions. These associations have often tried to turn
health policies and regulations to their own ad-
vantage; regulation by professional associations is
fraught with conflicts of interest.5 Indeed, the myth
that self-regulation is somehow superior to govern-
mental 12 has been shown false in cases document-
ed long ago.13,14

The report itself later mentions several draw-
backs of self-regulation, namely:

 Self-regulation by medical professionals has
been prone to regulatory capture. Regulation is
then misused to serve professional interests
rather than those of the public.

 Medical associations have been anything but
proactive in taking disciplinary action against
medical malpractice or patient complaints; this
is especially true when cases are so bad that
they need to be taken to court. Professional as-
sociations have not publicized cases of mal-
practice for fear of damaging the medical pro-
fession’s reputation.

 Registration and licensing of professionals and
accreditation of medical facilities, although
necessary, have been inadequate to reorient the
private sector‘s contribution towards quality,
efficiency, affordability, and equity in health
care; even licensed practitioners misuse privi-
leges and are responsible for medical malprac-
tice and medical negligence.

 There is limited empirical evidence supporting
the effectiveness of professional certification.
Accreditation of private health facilities has
had a mixed record of success in LMICs.

 Control over the behavior of private practition-
ers has been ineffective unless underlying fi-
nancial incentives are corrected.

3. Point: The report stresses that many countries
already have large private markets for healthcare
and that these are unlikely to go away. It argues
that existing institutional arrangements can be im-
proved. Therefore, the report concentrates on barri-
ers to stewardship and recommends stepwise re-
forms. Counterpoint: This emphasis unequivocally
reinforces the bias set from the outset. The alterna-
tive paradigm of a single payer, universal coverage
public health system is almost ignored. Also ig-
nored is the fact that private health markets have
only efficiently been tamed in LMICs where the
public sector was effective in competing with it;
Costa Rica and Sri Lanka are two places where this
happened.

4. Point: The public-private mix greatly varies
by country. Data to quantify this mix is hard to
come by. Counterpoint: Some countries are
known to have many private providers (India and
Colombia, for instance) while others do not (Cuba,
Costa Rica). The implications of these different
mixtures have actually been studied in comparisons
of Colombia and Cuba. The Colombian public-
private reform has not been able to fulfill its prom-
ises of universal coverage, improved equity, effi-
ciency, and better quality, while in Cuba, health
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care remains free, accessible for everybody, and is
of excellent quality.15 Furthermore, the very diffi-
culty of finding the basic information required to
quantify the provider mix highlights that regulating
individual private providers and organizations in
LMICs is a non-starter.

5. Point: In the most populous nations on earth,
more than half of the total health expenditures are
private out-of-pocket transactions and private pro-
viders outnumber public providers. Counterpoint:
The level of household expenditure on health tells
little about access to quality care. Data on private
providers often includes the purchase of drugs and
visits to non-professional providers. These factors
tend to inflate the role of the private sector.

6. Point: The private sector offers patients
greater convenience and access. Counterpoint:
The latter claim (increased access) is certainly not
true for rural areas and for the urban poor; this is
where almost half of the world population live on
less than 2.5 USD/day.16 The private sector simply
writes off these groups since they are not a source
of potential profit (even in countries like Colombia
where huge incentives are given to steer private
health care delivery to the poor).17

7. Point: Without proper incentives for quality,
equity, and affordability and without adequate
monitoring, health markets can produce poor out-
comes. Markets in health favor wealthier segments.
Without a mechanism to intervene and control mar-
kets that are failing, the distribution of wealth and
of disease perpetuates the inequitable delivery and
financing of care. It is the government who bears
responsibility for the achievement of both econom-
ic and social justice objectives. Counterpoint: We
note here the “can produce” in the first sentence.
We suggest it should read “does produce” (see
point 15 below). We are left wondering, then, how
does the RF think that more stewardship will tame
health market? As we see it, the mixed public-
private health system is a prime example of a fail-
ing market progressively in crisis. (We cannot
avoid suppressing the thought that the report often
indulges in the most unreasonable leaps of faith
while using the most reasonable sounding of
words).

8. Point: There are three stewardship mecha-
nisms: regulation, risk pooling and purchasing.
Combined, these mechanisms can promote (em-
phasis added) better health outcomes, better finan-
cial protection, higher quality and more equitable
private health service delivery. Chile, Colombia
and Thailand are given as examples. Counter-
point: Since these mechanisms are not adopted in
most LMICs (no evidence available), the three cited
countries are actually rather exceptional. This “can

promote” statement represents another big leap of
faith. A closer analysis of the three cited cases
shows a different picture: the evidence is indeed
weak,18,19 and any replication of these experiences
seems problematic.

9. Point: Most high income countries and some
middle income ones have policy mechanisms to
steward both public and private actors; their gov-
ernments engage in stewardship through: i) regula-
tory policies that monitor quality and mitigate mar-
ket failures; ii) financing policies that minimize out
-of-pocket payments; and iii) purchasing policies
that create incentives for the delivery of quality
services to the poor. Counterpoint: Let us first set
the record straight. As early as 1992,17 several in-
dustrial countries acknowledged problems and even
outright failure in regulating the non-state sector.
The absence of evidence that such regulation is
possible in LMICs is, as said earlier, the key weak-
ness of the RF report. Evidence from high income
countries (HICs) is of little relevance to the discus-
sion on viability of regulation in LMICs where
vested interests,20 extortion,5 policy capture,21 and
corruption22-24 are widespread.

10. Point: Innovative models should be used as
stepping stones to broader regulatory reforms. The
report speaks of “harnessing private markets” and
addressing their failures. Potential interventions
include reducing provider fragmentation, creating
incentives for quality, providing subsides for target-
ed populations, fostering high impact interventions,
and using technologies that expand access. These
goals can be achieved through fostering stronger
professional associations and provider networks
inputs, tendering franchises, giving selective
vouchers, setting up community-based health insur-
ance schemes, and using social marketing and tele-
medicine techniques. These are not necessarily sys-
temic solutions, but they may provide some bene-
fits and can stimulate more comprehensive govern-
ment-led reforms. Counterpoint: As much as it
would be great to “harness private markets” and
address their failure in LMICs, we need to examine
these innovative “models” one by one. What has
been the experience with each model in terms of
promoting equitable access to better services for
poor people, i.e., the bulk of the LMICs’ popula-
tion? Unfortunately, that experience is far from
promising. Community-based health insurance
schemes have largely failed in Africa. On average,
less than 2% of the African population joined such
schemes and where they existed, they did not man-
age to improve quality of care.25 Self-regulation by
professional associations is a myth even in HICs.
As early as the 1950s, professional organizations
were active in countries like Ghana and had been
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given regulatory responsibilities.14 The RF report
itself has reservations on their effectiveness (see
point 2 above). Providers’ networks characterize
the Colombian health reform which is currently in
disarray due to the government’s incapacity to ef-
fectively regulate the sector.26 The recommenda-
tions on vouchers, telemedicine, and social market-
ing are of marginal – even anecdotic – importance
with regards to access to care. Cash transfer pro-
grams have had mixed reviews especially in Latin
America; their effectiveness depends, among other
things, on the quality of available health care ser-
vices.27 Consumer associations have been around
for decades,28 but have lacked the knowledge and
the power to effectively tackle health care delivery
problems; they do not have the necessary political
leverage to stop unethical behaviors in the context
of public-private partnerships. The problems of de-
livering health care and managing it are much more
complex than overseeing the quality of the goods
and services sold in the local marketplace. We reit-
erate: there is evidence available on what works
and what does not. Little of this evidence has found
its way into the report. So what is the purpose of
making these recommendations? It is as if mar-
keteers were (re)packaging “new” modalities while
ignoring the failures of their previous attempts at
repairing a resiliently flawed system.

11. Point: The report cites call centers, telemed-
icine, mobile diagnostic devices and healthcare ki-
osks as examples of new technologies. Counter-
point: These technological magic bullets are for
sure overrated. We prefer to think of processes by
which beneficiaries and providers become involved
in dialectically working out what is needed. Tele-
medicine has only a limited ability to solve the
more complicated clinical problems at hand when
compared to medical assistants/community health
workers operating in publicly oriented health ser-
vices and properly supervised. The literature on this
issue is extensive.29-31

12. Point: Governments should consider direct
contracts with successful programs and, at the same
time, the private sector should be aware of national
health goals and determine how their programs will
contribute to them. Counterpoint: Is this the way
the private sector operates? Or is this another exam-
ple of wishful thinking? We see little altruism in
the way the private health sector works in most
parts of the world. Moreover, is the success of
“successful programs” going to be measured as
quality, equitable access and affordability for all?
A caveat here: Contracts based on achieving mini-
mal primary care utilization rates and minimal hos-
pital admission rates, as well as achieving indica-

tors of quality of care could be envisaged, but expe-
rience suggests that they have only been effectively
implemented by not-for-profit organizations 32 and,
even then, the contracts need to establish a long
term relationship based on trust.33

13. Point: Donors should provide long term fi-
nancing for privately implemented programs that
improve health market functioning. Counter-
point: Why can’t donors have a more open funding
attitude towards improving the public health care
delivery sector? The public sector generally re-
mains in charge of delivering most disease-specific
clinical interventions. Top-down disease control
programs need a pool of patients to have even a
chance of succeeding. We consider donor support
to the private health sector – a profit seeking sector
– to be contrary to the interests of the people in aid-
recipient countries.

14. Point: Country level analyses have revealed
a significant link between population health out-
comes and health expenditure. Therefore, given
high out-of-pocket payments, the ultimate challeng-
es are to achieve financial protection and to ensure
quality services from unmonitored providers.
Counterpoint: The reported link may not be causal
in nature, i.e., that high per capita health expendi-
ture on health is often associated with improved
health outcomes as is the case in Western Europe.
This association is subject to several confounding
factors such as the more genuine social aims of
health policies. (Consider that per capita health
expenditure in the US is nine times that of Costa
Rica, but health outcomes are largely compara-
ble).34

15. Point: The report presents a roadmap for
mixed health systems stewardship which recogniz-
es that any reform will be subject to political pres-
sures. Counterpoint: Unfortunately, the report ig-
nores the powerful private sector lobby and its abil-
ity to use corruption to benefit its ends. Political
clout is heavily unbalanced in favor of the private
sector especially where there is no social counter-
power within government circles and where civil
servants are poorly paid (and consequently easy to
buy off). The roadmap is loaded with unrealistic
expectations. It is unlikely that even half of the
Rockefeller recommendations will ever be adopted
since they would run against the interests of the
private sector.

16. Point: The report concludes that there is a
need to focus pragmatically on how to ensure that
health markets are contributing to key health goals
such as the MDGs and universal coverage. Aspects
of health markets that detract from these key goals
should be diminished through regulation. This de-
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bate is legitimate at a time when the negative ef-
fects of unregulated health markets persist world-
wide. Counterpoint: We cannot but underline that
the MDGs represent a dramatic downscaling from
previous international commitments. (Remember
WHO’s “Health for All by the Year 2000”?) Fur-
thermore, will the “public stewardship of private
providers in mixed health systems” eventually lead
us “pragmatically” to achieve the health MDGs and
universal coverage? This is neither the opinion of
WHO – which has acknowledged a failure towards
significant progress on the MDGs 35 – nor of PA-
HO36 nor of the EC.37 These organizations have
advocated for a reorientation of health policies. We
are intrigued by the faith the report places in regu-
lation as a means to diminish the negative aspects
of mixed health markets. The evidence is simply
not provided.

17. Point: The report offers a series of recom-
mendations which are accompanied by the follow-
ing assertions:

Private health care providers create supplier-
induced demands.
1. There are unqualified health practitioners in the

private sector.
2. Misuses of public resources by the private sec-

tor are often reported.
3. There is an overuse of high-technology in the

private sector.
4. Concierge care is promoted by the private sec-

tor (leading to an escalation of total healthcare
costs).

5. There are widespread reports of inequalities of
access to health care and to health insurance.

6. There are many reported cases of poor drug
prescribing and dispensing practices, misuse of
antibiotics, insufficient use of oral rehydration
therapy, under-dosing of anti-malarials, over
the counter sales of HIV medications, and non-
adherence to TB treatment guidelines.

7. Consumers universally lack information about
the problems with private providers in their
area. The major limiting factor in the involve-
ment of consumers and civil society has been
their inability to judge clinical quality.

8. Conflicts of interest and corruption abound in
the private sector.

9. The public has been excluded from rules setting
even where regulation exists and is enforced.

10. Legislative efforts to regulate the private health
sector often have insufficient impetus.

11. It has been a problem to enforce contracts and
to catch and close the loopholes used by private
providers and suppliers.

12. Abuse has been widely reported in contracting

procedures (especially in drug procurement); in
the management of user fees; and in informal
under-the-table payments.

13. Fraud is rife in different insurance schemes.
14. Dual practice by health practitioners (i.e. work-

ing simultaneously in the public and private
sectors) has led, at best, to absenteeism in the
public sector and, at worst, to ghost workers in
the same sector.

15. The overwhelming majority of health profes-
sionals do not have an ethical commitment to
serve the rural population.

16. The interest of the private health sector is nor-
mally dominated by the profit motive.

17. Almost no financial resources are committed
by the private sector to the priority public
health issues of the country.

18. A commitment to equity and solidarity is lack-
ing. Also lacking are a focus on PHC and the
use of government co-payments as financing
mechanisms for the poor.

19. Self-regulation of medical professionals has
been prone to regulatory capture; professional
groups serve the interests of their members ra-
ther than that of the public.

20. Medical associations have been anything but
proactive in taking disciplinary action against
medical malpractice or patient complaints; they
have also not publicized malpractice cases for
fear of damaging the reputation of the medical
profession.

Counterpoint: Fixing so many of these short-
comings seems nothing short of impossible. We are
thus left with two key questions: i) On what basis
can we reasonably think that regulation will possi-
bly play an enabling role in controlling the non-
public service motivation of private health provid-
ers in LMICs?, and ii) Is there enough concrete evi-
dence that suggests that regulatory mechanisms can
indeed constrain the mostly profit-motivated drive
that guides private health practice in mixed system
environments? As can be seen, the list of problems
is rather long. Simply put, problems loom at every
corner of mixed systems and they are compounded
by large scale regulatory problems. We remain of
the opinion that when the state contracts out ser-
vices in LMICs, it uses public money that actually
strengthens the private sector, thereby creating a
cycle whereby the private sector grows ever larger
at public expense.

A caveat
We would be the first to acknowledge that some

of the above problems and shortcomings are also
found in the public health sector. This occurs espe-
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cially when i) a market rationale is introduced in
public hospitals, ii) governments are not willing to
decently finance public services, and iii) cash flows
from disease control programs are directly allocated
to district officers thus creating inequity in civil
servants salaries. In all continents, success stories
have only come from well organized and accepta-
bly financed public services. Costa Rica, Cuba,
Chile, Sri Lanka, Kerala, Spain, and Sweden offer
examples of this, although some of these systems
are now in jeopardy.

Conclusion
Market fundamentalism, as an argument for pri-

vate health care and its alleged regulation, offers
not just a system of ideas, but also an algorithm for
restructuring state health institutions and an ideo-
logical cover for investors interested in acquiring a
key stake in health care delivery in LMICs. This
shifts responsibility for health provision away from
the state and towards individual households; this is
antithetical to health equity. The concept of health
as a human right becomes meaningless if its reali-
zation depends upon income or purchasing power
or – in the case of LMICs – on the private provision
of services, whether “regulated” or not. The ulti-
mate issue is whether health care should be deliv-
ered with a social or a commercial goal and wheth-
er health care organizations should be managed
with a public-oriented mission or not.

The evidence offered by the RF report does not
convincingly suggest that the private sector can be
harnessed in low and middle income countries.
“New” regulatory approaches are not a substitute
for actions that directly strengthen the public sector.
Rather, regulations should be seen as a secondary—
mostly transitional—measure while the “space” of
the public sector is enlarged.

A more radical position would suggest that,
based on available evidence, regulation of the pri-
vate sector in LMICs is a mirage of sorts that at-
tempts to bring a modicum of justice within the
framework of excessive market freedom. Regula-
tion attempts to avoid the excesses and imperfec-
tions of the health market. But, in reality, regulation
incorporates purported justice considerations into
mixed health systems only in a piece-meal and un-
willing manner, all the while promoting the further
commoditization of health care in LMICs.

Many of the measures proposed by the Rocke-
feller Foundation report are not necessarily wrong,
but are applied in isolation and are financially
backed by the WB and many bilateral donors. But
individual measures are not enough. The multiple
failures of mixed markets in health are simply too

many and we contend that they cannot be fixed by
regulation. We continue to believe that a competi-
tive, well organized, and well funded publicly ori-
ented health system, possibly multi-institutional,
delivering comprehensive health care (not restricted
to vertical disease control programs) is the only
alternative to reign in the excesses of private pro-
viders in mixed health systems.

Some of the same measures proposed by the RF
summary report applied to the public health sector
with adequate long-term government and donor
financing will go a long way to achieve “Health For
All” through a single-payer, universal access public
health service.38
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