
Lessons from  
regulation and control  

of health sectors in middle 
income countries 

Public Sector Care Unit, ITM 

 

 J.-P. Unger, P.De Paepe, P.Van Dessel, Christian 
Darras, S. Shelmerdine 



Plan 

1. Regulation and control (R&C) of health in 
the justification of market-based policies 

2. Failure of R&C in LMICs 
• China, India and Vietnam  
• Costa Rica 

3. A comparative analysis 
4. Policy recommendations 

 
Discussed in paper in press (Int J Health Serv) 

and in a EC FP7 deliverable 



1. Importance of regulation and control in the 
justification of market-based policies 

• G.Lagomarsino (Rockefeller Foundation) : health 
markets don’t lead to equitable access without 
R&C 

• P.Musgrove (The WB): managed care techniques 
(e.g. Performance-based Financing) by definition 
require R&C 



2. Probable systematic failure of health R&C in LMICs 

2.1 Clues from Vietnam, India and China 

• The HESVIC project (2009-2012) studied R&C in 9 
maternal health case studies  

• 8 revealed a large-scale regulatory failure 

• The nineth, a moderate success in China, wasn’t a 
real R&C but a central planning mechanism  

 
http://www.leeds.ac.uk/hsphr/research/NCIHD/documents/hesvic-

comparative-analysis.pdf  

 

http://www.leeds.ac.uk/hsphr/research/NCIHD/documents/hesvic-comparative-analysis.pdf


• Vietnam. Emergency Obstetric Care (EmOC) 
regulation (2001- 2008 )   

– district coverage with EmOC staff and equipment 
 over 10 years by 0.5% /year 

– MMR in rural areas = 2 x urban rate 

 

• India (Karnataka). EmOC regulation (> 2005)   

– Lists of private providers were not even available 

– MMR  in Tumkur + Raichur districts (= 4.6 
million people) 

Key findings 



• Vietnam, India and China  Grievance redressal regulations 
(variable periods)    

– Procedure underutilization contrasting with 

– Widespread violence against health staff (20,000 / year 
in China) 

 

• Vietnam. Sex selective abortions (> 2006) 

– N° of ultrasound violations detected in 2011: 1 / 83192 
regulatory controls done 

– regional disparities in sex selective abortions   

Key findings 



• India. Medical Termination of Pregnancy Act (MTP 
regulation) (>1972)  today 

 

- Unsafe abortions = 15-20 X number of safe ones 

- Unsafe abortions = 17% of total maternal mortality 
(appr. 11.000 yearly) 

- Very few cases reported  

Key findings (cont’d) 



• China (Shanghai). Prenatal Diagnosis Regulation (PND) 
(>2001)  

 

- those who use the (publicly-funded) early detection of 
congenital defects benefitted from the urban employees 
medical insurance  

- The imbalance of epidemiological vs. economical 
criteria in the regulation design aggravated inequity in 
general access to care 

 

Key findings (cont’d) 



 

China (Shanghai). EmOC regulation   

 

• Successful EmOC rescue rate for critically ill pregnant 
women increased from 2007 to 2009. 

• The only success was in essence a state-led “command 
and control”  regulation associated to state resources  

• …similar to a central planning mechanism, possible 
because of Chinese system features 

 

 

 

 

 

Key findings 
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• No maternal health regulation dealt with  

– market failures 

– information asymmetry  

– market capture 

• This reluctance to regulate the private sector contrasted 
with the over-regulated public services 

• General under-funding of regulatory control 

• Feedback loops either undefined or not carried out 
adequately. 

 

Conclusion of the Hesvic project 



2. Probable systematic failure of health R&C in LMICs 

2.2 Clues from Costa Rica  

• = Mild version of Performance-Based Financing: public 
health facilities received resources to improve care upon 
productivity assessment 

• Although mild, these performance agreements (PA), in fact 
‘management contracts’, seriously hampered access to and 
quality of acute care 

 
W.Soors, P.De Paepe, JP Unger. Management Commitments and Primary Care: another 

Lesson from Costa Rica for the World? Int J Health Services, 2011 (in press) 

 



Assessment of performance agreements in Costa Rica 

• PA consume 56% of consultation time 
– whereas the predominant PA items (hypertension and 

diabetes) = < 25% of all demand in 45 year+ population only 

• 53% of consultation time on writing in PA program 
• Bio-medical culture strengthened 
• 65% of the registered medical acts actually took place 
• Negative impact on medical self-esteem 

 



 

• In Asia,  

– Motivation was expected to result from a combination of fear 
(punishment) and greed (bonuses) 

– Public financial inputs and public ownership provided regulatory 
leverages (even in self-managed state owned hospitals) 

 

• In Costa Rica,  

– Motivation was material but not truly economic  

– = based on the doctors’ desire to improve the performance of 
their public health centre with additional funds (= do better job) 

– The managed care technique (PFP) flopped on regulatory failure – 
with negative impact on access to and quality of care and on 
professionals’ self-esteem 

 

 

 

3. Comparison 



• All physicians were actively against the studied regulations 

• However, their motivation was different 

– In Costa Rica, they complained of having to deliver highly 
standardised, non bio-psychosocial care 

– In China, India and Vietnam, the motive of failure and 
success was the doctors’ economic motivation (and in the 
case of sex selective abortions in Vietnam, insufficient 
detection / repression) 

• This difference reflects the mission of their health systems: 
social vs. commercial 

• R&C equally failed in structured (even in the USA and the 

UK) vs. ‘lose’ states  

Comparison 



Policy recommendations  

• Care commercialization is unlikely to favor equitable 
access to care in LMICs 

• Because their sociopolitical conditions make health R&C 
impracticable… 

• …while it was already a challenge in the old, integrated 
public services systems  

• Managed care techniques are not implementable in LMICs 

• Policies need to be designed to symbolically motivate 
health professionals 

 

 



Policy recommendations  

• Given that 
– The biggest possible information assymetry features the agent 

(doctor) / client (patient) relationship 

– R&C has limited effects in health markets 

• Doctors require an ethical commitment 

• At the side of clinical EBM standards , good care needs 
non standardisable non measurable components e.g. 

– Complex decision-making (as in bio-psychosocial care 
provision) 

– Ethos, with a praxis abiding by an ethical system; 

– Manual and behavioral skills 

– Reflective methods. 

 

 



Policy recommendations  

• Therefore, care policies should promote 
professionalism in publicly oriented (socially driven) 
health systems 

• While market-based health systems  

• Proletarianize doctors ( loss of skills and autonomy  
sometimes, not always, reduction of income) 

• while over-standardizing their practice and undermining 
their ethics 

 

The World Medical Association should resist market 
based health policies  

– in line with an Hippocratic ethics 


