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Trends that undermine the health systems

Without strong policies and leadership, health systhe forces driving this growth include professional
tems do not spontaneously gravitate towards Publicaditions and interests as well as the considerabl
Health Care (PHC) values or efficiently respond teconomic weight of the health industry technology
evolving health challenges. As most health leaderand pharmaceuticals.

know, health systems are subject to powerful forces . - .
and influences that often override rational priorit Obviously, well functioning specialized tertiaryrea

setting or policy formation, thereby pulling health"®SPONdS to a real demand. It is necessary, afettye
systems away from their intended directions. Charad€@st, for the political credibility of the healsiystem.
teristic trends that shape conventional healthesyst 1owever, the experience of industrialized countries
today include a disproportionate focus on, has shown that a disproportionate focus on spstiali
tertiary care provides poor value for monelpspital-
. Specialist, tertiary care, often referred to a$entrism carries a considerable cost in terms ef un
“hospital-centrism’” necessary medicalization and iatrogenesis, and com-

. o romises the human and social dimensions of health.
* Fragmentation, as a result of the multiplication oﬁ also carries an opportunity cost: Lebanon, for e

programmes and projects ample, counts more cardiac surgery units per irthabi
e The pervasive commercialization of health care irmnt than Germany, but lacks programmes aimed at
unregulated health systems reducing the risk factors for cardiovascular diseas

Inefficient ways of dealing with health problems ar
With their focus on cost containment and deregulathus crowding out more effective, efficient and mor
tion, many of the health-sector reforms of the H980equitable ways of organizing health care and improv
and 1990s have reinforced these trends. High inconikg health

countries have often been able to regulate to gonta_,

some of the adverse consequences of these trengg?ce th_e 1980s, a majority of OECD countries has
However, in countries where under funding com! een trying to decrease reliance on hospitals,iapec

ounds limited regulatory capacity, they have hadf'S and technologies, and keep costs under control
?nore damaging effgects. y capacity y They have done this by introducing supply side

measures including reduction of hospital beds, tsubs
Hospital-centrism: health systems built around  tution of hospitalization by home care, rationing o
hospitals and specialists medical equipment, and a multitude of financial in-

centives and disincentives to promote micro level
For much of the 20th century, hospitals, with theirefficiency. The results of these efforts have been
technology and sub-specialists, have gained aglivotmixed, but the evolving technology is accelerating
role in most health systems throughout the worldthe shift from specialized hospital to primary cdre
Today, the disproportionate focus on hospitals anthany high income countries (but not all), the PHC
sub specialization has become a major source 6f ineefforts of the 1980s and 1990s have been able to
ficiency and inequality, and one that has proved raeach a better balance between specialized curative
markably resilient. Health authorities may voiceith care, first contact care and health promotion. Giver
concern more insistently than they used to, but sulast 30 years, this has contributed to significiamt
specialization continues to prevail. For exampfe, i provements in health outcomes. More recently, mid-
Member countries of the Organisation of Economialle income countries, such as Chile withAtencion
Cooperation and Development (OECD), the 35%Primaria de SaludPrimary Health Care), Brazil with
growth in the number of doctors in the last 15 gearits family health initiative and Thailand under its
was driven by rising numbers of specialists (up byiniversal coverage scherhave shifted the balance
nearly 50% between 1990 and 2005 compared withetween specialized hospital and primary care én th
only a 20% increase in general practitioners). Isame way. The initial results are encouraging: im-
Thailand, less than 20% of doctors were specialisisrovement of outcome indicatomombined with a

30 years ago; by 2003 they represented 70%. marked improvement in patient satisfaction. In each
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of these cases, the shift took place as part obeenowards univer-
sal coverage, with expanded citizen’s rights taeas@nd social pro-
tection. These processes are very similar to wbatimed in Malay-

sia and Portugal: right to access, social protectémd a better bal-
ance between reliance on hospitals and on gertepalisary care,

including prevention and health promotion.

Industrialized countries are, 50 years later, tryimo reduce their
reliance on hospitals, having realized the oppoitiunost of hospital
centrism in terms of effectiveness and equity. ey low- and
middle-income countries are creating the same distts. The pres-
sure from consumer demand, the medical professindghe medico
-industrial complex is such thativate and public health resources
flow disproportionately towards specialized hospital care at the
expense of investment in primary care. National health authorities
have often lacked the financial and political clémtcurb this trend
and achieve a better balance. Donors have alsothe&dinfluence
more towards setting up disease control prograntmas towards
reforms that would make primary care the hub oftbalth system.

Fragmentation:
grammes

While urban health by and large revolves arouncitals, the rural
poor are increasingly confronted with the progresdragmentation
of their health services, as “selective” or “veatfcapproaches focus
on individual disease control programmes and pteje@riginally
considered as an interim strategy to achieve dyjeithealth out-
comes, they sprang from a concern for the slow resipa of access
to health care in a context of persistent seveoesx mortality and
morbidity for which cost effective interventionsigtx A focus on
programmes and projects is particularly attractiven international
community concerned with getting a visible retumiovestment. It
is well adapted to command and control managemartyaof work-
ing that also appeals to traditional ministriesheflth. With little
tradition of collaboration with other stakeholdargl participation of
the public, and with poor capacity for regulatigmpgrammatic ap-
proaches have been a natural channel for develggrgrnmental
action in severely resource constrained and doepemdent coun-
tries. They have had the merit of focusing on Iheadire in severely
resource constrained circumstances, with welcoteatin to reach-
ing the poorest and those most deprived of services

health systems built around priority pro-

Many have hoped that single disease control inigatwould max-
imize return on investment and somehow strengthesitth systems
as interventions were delivered to large numberseople, or would
be the entry point to start building health systevhere none existed.
Often the opposite has proved true. The limitedasnability of a
narrow focus on disease control, and the distastiboauses in weak
and under-funded health systems have been crifi@xéensively in
recent years. Short term advances have been shedt &nd have
fragmented health services to a degree that isafowajor concern
to health authorities. With parallel chains of coamd and funding
mechanisms, duplicated supervision and trainingses, and multi-
plied transaction costs, they have led to situatiwhere programmes
compete for scarce resources, staff and donortattenwhile the
structural problems of health systems funding, paythand human
resources are hardly addressed. The discrepansglanies between
regular public sector jobs and better funded prognas and projects
has exacerbated the human resource crisis in dragidlth systems.
In Ethiopia, contract staff hired to help implem@nbgrammes were
paid three times more than regular government eyepl while in
Malawi, a hospital saw 88 nurses leave for betdd mongovern-
mental organization (NGO) programmes in an 18 mgsetiiod.

Eventually, service delivery ends up dealing onithvthe diseases
for which a (funded) programme exists overlookirgmple who have
the misfortune not to fit in with current programmeorities. It is
difficult to maintain the people’s trust if theyeaconsidered as mere
programme targets: services then lack social swatdity. This is
not just a problem for the population. It puts tieatorkers in the

unenviable position of having to turn down peopi¢ghwthe wrong

kind of problem” something that fits ill with thel§ image of profes-
sionalism and caring many cherish. Health auttesrithay at first be
seduced by the straightforwardness of programmeirfignand man-
agement, yet once programmes multiply and fragntientésecomes
unmanageable and unsustainable, the merits of mtegrated ap-
proaches are much more evident. The re-integratfigrogrammes
once they have been well established is no eaky tas

Health systems left to drift towards unregulated commercializa-
tion

In many, if not most low and middle income courgriender re-
sourcing and fragmentation of health services raxelarated the
development of commercialized health care, definexdt as the un-
regulated fee for service sale of health care,rddgss of whether or
not it is supplied by public, private or NGO proeid.

Commercialization of health care has reached prsijaunheard of
proportions in countries that, by choice or duatiack of capacity,

fail to regulate the health sector. Originally lted to an urban phe-
nomenon, small scale unregulated fee for serviedttheare offered
by a multitude of different independent providessvndominates the
health care landscape from sub Saharan Africa ¢otthnsitional

economies in Asia or Europe.

Commercialization often cuts across the public peidivide. Health
care delivery in many governmental and even initicathlly not-for-
profit NGO facilities has been de facto commereidi, as informal
payment systems and cost recovery systems havedslkiife cost of
services to users in an attempt to compensatenéochronic under
funding of the public health sector and the fistaihgency of struc-
tural adjustment. In these same countries, moatitigitivil servants
make up a considerable part of the unregulated aiad sector,
while others resort to under the counter payméiits. public-private
debate of the last decades has, thus, largely dhtbsepoint: for the
people, the real issue is not whether their hezdite provider is a
public employee or a private entrepreneur, nor hdrehealth facili-
ties are publicly or privately owned. Rather, itvikiether or not
health services are reduced to a commodity thatbeahought and
sold on a fee for service basis without regulatiomonsumer protec-
tion.

Commercialization has consequences for quality a$ agefor ac-
cess to care. The reasons are straightforward: ghavider has the
knowledge; the patient has little or none. The provider has an inter-
est in selling what is most profitable, but not resegily what is best
for the patient. Without effective systems of cheeid balances, the
results can be read in consumer organization report newspaper
articles that express outrage at the breach ofithglicit contract of
trust between caregiver and cliefthose who cannot afford care
are excluded; those who can may not get the care they need, often
get care they do not need, and invariably pay too much.

Unregulated commercialized health systems are yighfficient
and costly they exacerbate inequality, and theyigeopoor quality
and, at times, dangerous care that is bad forthéalthe Democratic
Republic of the Congo, for examplela“chirurgie safar? (safari
surgery) refers to a common practice of health exrknoonlighting
by performing appendectomies or other surgicalrietetions at the
patients’ homes, often for crippling fees).

Thus, commercialization of health careis an important contribu-
tor to the erosion of trust in health services and in the ability of
health authorities to protect the public. This is what makes it a
matter of concern for politicians and, much moranthvas the case
30 years ago, one of the main reasons for incrgasipport for re-
forms that would bring health systems more in I only with
current health challenges, but also with peoplefeetations.

Source: World Health report 2008, WHO
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Table 1: Vaccine-preventable Diseases & AFP 07th - 13th August 2010(32"¢ Week)
Disease No. of Cases by Province Number of | Number of Total Total num- Difference
cases cases number of | ber of cases | between the
during during casesto | todatein number of
current same date in 2009 cases to date
w c S N E NW [ NC U Sab week in week in 2010 in 2010 & 2009
2010 2009
Acute Flaccid 00 00 00 00 00 00 00 00 00 00 00 58 49 + 183 %
Paralysis
Diphtheria 00 00 00 00 00 00 00 00 00 00 00 00 00 -
Measles 00 00 00 00 00 01 00 00 00 01 05 62 91 -319%
Tetanus 00 00 00 00 00 00 00 00 00 00 01 16 18 -11.1 %
Whooping 00 00 01 00 00 00 00 00 00 00 00 20 36 -44.4 %
Cough
Tuberculosis 37 06 12 07 04 36 09 06 57 184 429 5668 6358 -10.9 %
Table 2: Newly Introduced Notifiable Disease 07th - 13t August 2010(32"¢ Week)
Disease No. of Cases by Province Number of | Number of |  Total Total num- Difference
cases cases | number of ber of between the
w c S N E NW | NC u Sab during during | casesto | casesto number of
current same date in date in cases to date
week in week in 2010 2009 in 2010 & 2009
2010 2009
Chickenpox 05 03 10 00 01 07 05 01 06 38 207 2170 11489 -81.1%
Meningitis 02 01 00 02 02 01 00 03 08 19 26 1127 657 +71.5%
KL=2 | NE=1 JF=1 | KM=1 [ KN=1 BD=3 | KG=1
MU=1 [ MT=1 RP=7
Mumps 04 02 01 02 00 03 02 03 06 23 27 675 1197 -43.6 %
Leishmaniasis 01 01 00 00 00 02 02 00 00 06 04 189 490 -61.4 %
GM=1 | ML=1 KN=2 [ AP=2

Key to Table 1 & 2

Provinces: W: Western, C: Central, S: Southern, N: North, E: East, NC: North Central, NW: North Western, U: Uva, Sab: Sabaragamuwa.

DPDHS Divisions: CB: Colombo, GM: Gampaha, KL: Kalutara, KD: Kandy, ML: Matale, NE: Nuwara Eliya, GL: Galle, HB: Hambantota, MT: Matara, JF: Jaffna,
KN: Killinochchi, MN: Mannar, VA: Vavuniya, MU: Mullaitivu, BT: Batticaloa, AM: Ampara, TR: Trincomalee, KM: Kalmunai, KR: Kurunegala, PU: Puttalam,
AP: Anuradhapura, PO: Polonnaruwa, BD: Badulla, MO: Moneragala, RP: Ratnapura, KG: Kegalle.

Data Sources:

Weekly Return of Communicable Diseases: Diphtheria, Measles, Tetanus, Whooping Cough, Chickenpox, Meningitis, Mumps.

Dengue Prevention and Control Health M essages

Reduce, Reuse or Recycle the plastic and polythene
collected in your home and help to minimize dengue
mosquito breeding.
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Table 4: Selected notifiable diseases reported by Medical Officers of Health
07th - 13th August 2010(32"d Week)
DPDHS | Dengue Fever/| Dysentery | Encephali Enteric Food Leptospiro | Typhus Viral Human | Returns
Division DHF* tis Fever Poisoning sis Fever Hepatitis Rabies Re-
ceived
A B A B A| B A B A B A B A B A B A| B %
Colombo | 270 | 4597 3 127 |0 14 | 6 92 2 31 8 |3887 | 0O 2 43 0 1 92
Gampaha | 81 3151 1 111 | 0 [ 18 2 36 0 18 51257 |0 10 2 67 0 4 87
Kalutara 33 1448 6 173 | 0 | 13 0 16 0 74 4 227 | O 2 0 25 0 1 83
Kandy 57 1316 4 [ 235 |1 4 0 20 0 4 0 67 3 | 105 3 46 0 1 87
Matale 8 499 7 | 240 | O 3 3 27 0 69 0 68 0 4 2 35 0 0 92
Nuwara 15 160 1 264 | O 0 0 88 0 84 0 21 0 49 0 27 0 0 69
Galle 30 842 7 191 | 0 5 0 5 0 12 3 63 1 16 0 10 0 3 89
Hambant 28 630 3 57 0 4 0 1 0 10 4 71 2 63 0 7 0 0 82
Matara 24 452 2 136 | 0 6 0 5 0| 47 2 198 |0 98 0 16 0 0 82
Jaffna 13 2583 4 190 | O 3 6| 444 ] 0 8 0 1 0 | 108 2 50 0 2 75
Kilinochc 9 19 0 10 0 0 2 8 0 1 0 0 0 0 0 0 0 0 100
Mannar 84 399 0 34 0 1 1 37 0 10 0 0 1 1 1 16 0 0 80
Vavuniya 6 544 2 33 1 3 0 38 0 8 0 2 0 1 0 10 0 1 75
Mullaitivu 2 5 0 1 0 0 0 1 0 0 0 0 0 0 0 0 0 0 40
Batticaloa | 8 1144 8 120 | 0 3 0 18 0 30 0 10 0 3 0 4 0 2 86
Ampara 0 118 0 64 0 1 0 6 0 6 0 30 0 0 0 10 0 0 14
Trincomal | 5 891 0 115 | 1 | 13 0 4 0 11 0 19 1 15 0 13 0 1 70
Kurunega | 35 1148 8 | 217 | 0| 15 0 27 0 9 1129 ] 0 38 0 86 0 3 90
Puttalam 12 848 2 95 0 6 0 42 0| 124 | 3 63 0 0 0 20 0 1 67
Anuradha | 4 907 2 52 1 6 0 10 0 37 2 65 0 22 1 36 0 3 53
Polonnar 1 348 2 63 0 1 0 6 0 8 0 51 0 1 0 35 0 0 100
Badulla 112 956 3 141 | 0 1 0 67 0 16 1 52 1 69 0 79 0 0 87
Monaraga | 39 794 3 128 | 0 1 1 31 0 4 1 29 3 54 1 63 0 2 82
Ratnapur | 91 2132 | 12 | 359 | O 4 0 10 0 26 8 1286 | 1 47 2 73 0 2 67
| Kegalle 9 717 0 100 | 0 | 11 1 43 0 19 1 1179 | 0O 14 2 70 0 0 64
Kalmunai 1 494 11 1 182 | 0 2 0 6 0 3 1 1 0 0 0 11 0 1 62
SRILANKA | 977 |27142 | 91 |3518 | 04 | 138 | 22 | 1088 | 02 | 669 | 44 | 2376 | 13 | 727 | 18 | 852 | 00 | 28 78
Source: Weekly Returns of Communicable Diseases WRCD).
*Dengue Fever | DHF refers to Dengue Fever / Dengue Haemorrhagic Fever.
**Timely refers to returns received on or before 13t August , 2010 Total number of reporting units =311. Number of reporting units data provided for the current week: 248
A = Cases reported during the current week. B = Cumulative cases for the year.
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