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Key Messages
[¶] References are to paragraphs.

• Partnerships are one of several tools available to
policymakers to promote equity, efficiency, quality, and
accountability in the provision of health services. The
many excellent and diverse case studies presented in this
workshop, as well as the expertise brought by the partici-
pants, show that many policy goals can be achieved
through partnerships. [¶ 11, 35, 40]

• Partnerships should be seen as mutually beneficial ar-
rangements that involve all stakeholders such as the gov-
ernment, the community, NGOs, and the private for-profit

sector. Each of these groups has its own special strengths.
By taking advantage of those strengths, synergies can be
achieved, leading to better outcomes for the poorest and
hardest to reach. [¶ 4, 40]

• The role of the government in the contemporary world is
changing. Governments today are unlikely to have the
resources and capacity to fulfill the variety of needs and
level of demand for health services. [¶ 7, 25, 36]

• As the state shifts toward a regulatory role, it needs to
develop mechanisms and the legal framework to ensure
that obligations are met. In this context, accreditation
procedures will become increasingly important. [¶ 8, 40]

• Partnerships are no substitution for good governance:
nor should they be an end in themselves. The rationale
and the end goal of partnerships need to be clear to all
members from the outset. [¶ 12, 36, 40]

• Leadership is critical to partnerships. Successful part-
nerships depend on strong leadership, either by indi-
viduals or organizations. Governments need to begin the
process of partnerships by creating an enabling environ-
ment. [¶ 4, 36, 40]

• Top-down approaches alone do not work. Local knowl-
edge needs to be considered seriously when designing
programs. Figuring out what consumers want  is essen-
tial for partnerships to work. [¶ 27, 40]

• The financing and provision of health care can be
decoupled. This suggests new approaches for the gov-
ernment. Many innovative examples of partnerships dem-
onstrate that the private sector can provide services with
state funding, as well as vice versa. [¶ 10, 22, 24, 40]

• The aim of promoting partnerships is to attain people-
centered development in health and to achieve well-be-
ing for all. The social benefits of the public sector and
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efficiency of the private sector need to be amalgamated
in the best possible way. [¶ 8, 11]

• Management is a focus today because of the issue of
ensuring quality. Providing services are not enough and
delivering good quality service at reasonable cost is the
biggest challenge facing health care systems. [¶ 24]

• Partnerships can be used to improve quality, but they need
to have better accountability on both the public and
the private sector sides. [¶ 11]

• Measures of quality need to be developed and utilized
and partnerships themselves need to have the means to
measure their own progress. There needs to be better
analysis, evaluation and documentation of partnerships.
[¶ 13, 19, 26, 28, 40]

Further References

Public–Private Partnership in the Social Sector (ESS No.
S07/99 with index, July 1999)
[www.adbi.org/archive/arch_es.htm]
Public-Private Partnerships in the Social Sector: Issues
and Country Experiences in Asia and the Pacific, edited
by Yidan Wang (ADB Institute Policy Paper Series,
March & October 2000)
[www.adbi.org/partnershipsbook.htm]
Public-Private Partnerships in Education (ESS No.
S27/00 with Action Agenda annex, June 2000, see bo-
nus page hereto) [www.adbi.org/PDF/ess/ess27.pdf]

Opening Remarks

1. The impetus for this workshop came from the ADB
Institute’s earlier capacity-building workshop, conducted in
the Institute’s premises in July 1999, on Public-Private Part-
nerships in the Social Sector. The latest workshop was jointly
sponsored by the ADB Institute, the National Economic and
Social Development Board (NESDB) of the Government of
Thailand, and the Colombo Plan Secretariat. It built on the
lessons learned in the first workshop but was specifically de-
signed for policymakers in health, with the goal of examin-
ing ways in which partnerships might address specific
conditions and problems facing health systems. The recom-
mendations from the first workshop included calls for in-
creased awareness and understanding of partnerships already
going on in the region. The ADB Institute responded to this
by commissioning a series of case studies of partnerships in
the health sector. These case studies on key issues, along with
resource presentations from other scholars and policy ana-
lysts, formed the basis for the discussions at the workshop.

2. Mr. Thamarak Karpisit, Chief Executive Planning
Advisor, NESDB, Thailand, delivered the welcoming remarks
to the participants, highlighting the numerous themes that
would be presented during the workshop.  He noted that for
his country, the workshop came at an opportune time as Thai-

land was completing its Eighth National Development Plan
and drafting the Ninth Plan. He noted that despite the short-
term crisis, for the first time, the plan would  look at develop-
ment not as narrow economic growth alone but as defined by
the well-being of the country’s people. The goal is now rais-
ing the quality of life, not growth for growth’s sake.  The
country’s development strategy is two-pronged. First, it seeks
to empower people to achieve well-being for all and to ensure
that all stakeholders participate in the process. Development
needs to be a process in which people are actively involved
rather than one in which the state carries out policy in their
name. Central to the development plan are reforms in the ar-
eas of education, health care, and governance. Education is
not viewed just in a narrow sense but as a part of empower-
ment. The second aspect of the strategy is for the state to cre-
ate an enabling environment. It is in this context that the health
sector should be viewed. It is seen as a system, not a sectoral
plan. The purpose of introducing partnerships into this system
is not just for the sake of delivering services or relieving the
burden on the state. Rather, the private sector – including com-
munities, civil society, businesses, and NGOs – can work to
attain people-centered development in health, and achieve well-
being for all through partnerships with the public sector.

3. Thamarak also noted a process of development that is oc-
curring in the health system in Thailand. He pointed out that
this process involves changes and learning on the part of all
participants. For too long, the state has patronized the commu-
nities it serves and has seen its role as teaching, not learning. It
must learn new roles, namely to facilitate and manage par-
ticipation and to encourage the communities to be involved
in all aspects of development. This should be an ongoing pro-
cess. However, the state is still figuring out how to approach
the new economy, being accustomed as it is to a command and
control economy. For this reason, he viewed the workshop as a
way for policymakers to approach some of these issues, and
expressed his appreciation to the ADB Institute and the Co-
lombo Plan Secretariat for co-sponsoring the workshop.

4. Mr. S. B. Chua, Director of Capacity Building and
Training, ADB Institute, delivered the opening remarks on
behalf of the Dean, ADB Institute.  He pointed out that this
was the first time for the Institute to conduct such a workshop
jointly with the Government of Thailand and Colombo Plan
Secretariat in Thailand. He noted that health is central to de-
velopment, and that the health status of the poorest of the
poor is a measure of the human development of a country.
He identified a number of concerns.  Since the 1970s, there
have been notable gains in health worldwide, but challenges
remain, such as the increasing gap between the best off and
the worst off. Another problem is the lack of institutional ca-
pacity in many countries. Given these challenges, there is a
growing consensus that governments alone cannot solve the
problems. There is a need to tap the resources of NGOs and
the private for-profit sector to help address the issues confront-
ing the health sector. This will help foster synergies among
them. Important in thinking about partnerships is the idea that
the poor can benefit significantly from the public and private
sector working together. Creating an enabling environment
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for partnerships must be a goal, but Chua noted that the key
question is the often difficult problem of how to get the public
and private sectors to work together. The ADB Institute is tak-
ing steps to answer that question, and he spoke to participants
about the history of capacity-building work on public-private
partnerships done by the ADB Institute. The current work-
shop was derived from recommendations resulting from the
first workshop on partnerships in the social sector held by the
Institute in July of 1999.  By focusing exclusively on health,
and by looking at cases in the region, the workshop would
allow for the discussion of a theoretical framework, give mod-
els of partnerships that might be implemented, and help par-
ticipants understand practical aspects of fostering partnerships.

Keynote Presentation

5. The keynote address was given by Dr. Arthit Ourairat,
Minister of Science, Technology, and Environment, Thai-
land.  As Minister of Science, he noted that he often had to
depend on the private sector rather than on the ministry alone
to accomplish work. During last decade of the 20th century, he
observed the beginnings of a movement toward a new para-
digm of development which is more human-centered. In the
corporate world, the trend is to better serve customers and so-
ciety, and in the public sector, to better serve the people.  All
over the world, people are looking for a new model to provide
health care, and each country needs to find a model that is
most appropriate for its needs. In Thailand, as a result of the
recent financial crisis, growth and exports have both slowed.
Social adjustment programs implemented by the government
have had a serious impact on economic growth. All ministries
face budget cuts, although social services have been hit less
severely. Nonetheless the crisis affected the health sector in a
number of ways. Since 1993, there had been an excess of pri-
vate hospital beds and by the time of the financial crisis in 1997,
the oversupply was 300 per cent, resulting in it being one of
the top four non-productive sectors in the economy.

6. Rapid economic growth meant that the urban middle class
was willing to pay more, and became more concerned with
non-medical type issues such as quality and choice. Public
sector services were weakened, and became less appealing to
those who could afford to pay.  Auto premium schemes al-
lowed private hospitals to be reimbursed from the private sec-
tor. This situation, plus the fact that many hospitals had foreign
currency loans, meant that they suffered heavily when the
financial crisis hit. Their response was to institute expendi-
ture cuts, use locally-produced drugs, close non-productive
wards and maintain low inventories. The government’s re-
sponse was to provide good health at a low cost, cut back on
operating costs and reduce the number of bureaucrats.

7. As a result of the financial crisis, reform efforts in health
have become geared toward decentralization and greater
empowerment. For the government, the critical issue is strat-
egy. The emergence of public-private partnerships is a new
paradigm for service provision and delivery. In Arthit’s opin-
ion, the Ministry of Health must perform a new role, since its

structure will be affected by decentralization. Changes will
be needed in manpower and management and greater empha-
sis will have to be placed on health promotion. It must move
away from exerting control to monitoring and supervising
benefits. At the same time, it has to maintain the goal of eq-
uity, and not just focus on services for individual health. It
will likely need to involve the private sector, such as commu-
nity groups, NGOs and the business sector in a range of ac-
tivities such as education for disease prevention. He noted
that a country like Thailand is no longer at an early stage of
development. This means that citizens are demanding more
from the health care system, such as convenience, comfort,
and care, as well as rights. Under such an environment, it is
vital to involve the private sector. There is a need for collec-
tive financing to allow better access to services, including
private ones. The social benefits of the public sector and the
efficiency of the private sector need to be amalgamated in the
best possible way. The government must explore joint ven-
tures that will allow investment in public sector works.

8. Another issue is the quality of health services, which is
of utmost concern in many countries. To achieve better qual-
ity, there need to be mechanisms linked to public and private
providers such as hospital accreditation and the mobilization
of consumers and professionals to ensure that different parts
of a country have the best possible standards.  Finally, there
is a role for civil society in the development of services. This
has been particularly important with respect to the manage-
ment of those who are suffering from HIV/AIDS. While some
depend on international services, the possibility of rapid com-
munication means that such groups can be empowered. In
Thailand, there are many new opportunities, but hurdles exist
that prevent the tapping of new opportunities for improve-
ment in health services. The hope is to create a health system
that comprises the best of both the public and the private sec-
tor. It is clear that in the future, the private sector will have a
bigger role to play. At present, the task is to learn how that
can happen. Arthit mentioned that currently, there are impedi-
ments to the sustainability of the role played by some seg-
ments of the private sector. The difficulties lie in the fact that
they are either very small or still dependent on external fi-
nancing, but he views them as moving in the right direction.
He rests his hope on Thailand being able to learn from the
experiences of other countries so as to add momentum to that
movement and guide it toward a proper public-private mix.

Overview of the Issues in Partnerships

9. Dr. Marc Mitchell of the Harvard School of Public
Health gave an overview of the issues in partnerships, and set
out many of the concepts that participants would draw on
throughout the workshop. He began by defining partnerships
as implying mutual benefits and responsibilities by part-
ners who have a shared set of understandings about the
goals and means to achieve them. He elaborated the reasons
why partnerships have become important in the area of health.
First, a shift in philosophy regarding the roles of the public
and private sector has occurred as evidence has mounted that
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much of the health care of many countries is being provided
by the private sector, even among poor and rural populations.
As efficiency concerns have come to the fore, too, there has
emerged a greater willingness to see how the private sector
can play a role in the provision of health care that was for-
merly undertaken by the state. A second impetus to partner-
ships has been the growing interdependence between the public
and private sectors. Finally, partnerships are increasing as the
public and the private sector both realize the potential gains
they can produce. Financial gains are a primary force behind
partnerships but there are others as well, such as the transfer
of technical knowledge or skills, the prestige associated with
the partnership, and the influence to be gained.

10. Mitchell also introduced a classification scheme for part-
nerships that focused on the scope, partners, and level of
commitment and objectives. Partnerships may be local, na-
tional or international in scope and the level of complexity
typically increases along with the scope. The identity of the
partners also helps define the partnership. Community-based
organizations, civil society and NGOs are commonly part-
ners with the government in the provision of health services.
For-profit companies and the government may also work to-
gether, typically with one providing the financing and the other
services. Another dimension along which partnerships can be
classified is the level of commitment of the partners. This is
unrelated to the scope or the partners themselves, but rather
refers to the way in which they share information, resources
and management. The goal or objective of partnerships is
another way in which they can be characterized; a common
goal is cost reduction but there are others, such as increased
access to services or tackling specific diseases.

11. Mitchell pointed to the important current and future chal-
lenges that Asian health systems will face over the course of
the coming decades, and discussed how partnerships could
help meet them.  He cautioned however that partnerships
should neither be seen as a cure-all or as necessarily easy to
create. Achieving equity is an area that will prompt govern-
ments to consider their spending priorities. In addressing the
disparities that exist between rich and poor in terms of ser-
vices provided and health outcomes, partnerships that involve
the for-profit sector need to address issues of risk-sharing
among partners and be conducted under regulations that en-
sure that the goal of equity can be met. Much of the discus-
sion of the workshop concerned the quality of health care,
which Mitchell saw as a central challenge for policymakers.
He noted the disparity in quality usually found between the
public and the private sector, but also mentioned that the lat-
ter has its share of fraud and abuses. Partnerships can be used
to improve quality, but there needs to be better accountability
on the part of both the public and the private sector, a stron-
ger regulatory environment and the definition and applica-
tion of standards of practice. A third challenge facing
governments is the rapid escalation of health care costs. Ex-
perience shows that these costs are likely to continue to rise
dramatically. The lesson to be learned is that virtually no one
will be able to afford the full costs of health care. Thus it
makes sense for governments to become proactive in manag-

ing resources and containing costs. Here, partnerships can be
useful especially where the public and the private sector can
plan together to make the most out of limited available re-
sources. Like many of the other resource speakers, Mitchell
stressed that partnerships are only one strategy or tool avail-
able to policymakers and they are not without problems. How-
ever, by understanding what they have to achieve, who the
partners are and what problems they are trying to solve, par-
ticipation can a greater chance of being successful.

ADB’s Health Policy and the Role
of Partnerships

12. Dr. Vincent De Wit, Health Specialist, ADB, spoke to
participants about the ADB’s health policy and the role of part-
nerships.  He raised some concerns about partnerships, in par-
ticular urging those present to think about what they can and
cannot do. De Wit noted that much of Asia is in a transition
similar to the one in Thailand described by Ourairat. It is not
just a demographic transition, which will put more demands
on health systems, but also a transition in the kinds and levels
of public demand for health care that is presenting a greater
challenge. One of his main doubts focused on governance is-
sues. He wondered whether there is sufficient governmental
leadership to effectively promote partnerships. Public-private
approaches are being developed at the ADB, but his worry is
that partnerships are being developed and used to solve what
may be a governance problem. By essentially putting forth an
argument about social capital (that is, the kind of social rules
and ties that lead to more effective social functioning), he sug-
gested that where governance is weak, it will be hard to imple-
ment partnerships. He fears that there is a danger of
partnerships becoming automatic and to lack any systematic
analysis of results to show whether they are working. He said
he would like to have greater information and see more in-
vestment in planning for partnerships with a serious analysis
of the potential risks they carry. Only then should the decision
be made about whether to go on to the implementation phase.
In terms of costs, he feels that partnerships may often be more
expensive than alternatives. At the same time, if we consider
partnerships as public goods, then perhaps there should be
ways of subsidizing first-time partnerships. There is also the
danger that partnerships may interfere with efforts to reform
the public sector and here he gave the example of salaries.
Many qualified providers do not live in remote rural areas,
where the answer may not be to encourage partnerships but to
raise the public sector’s ability to pay competitive salaries.
He cautioned participants to not always assume that the
public sector is problematic and in need of retreat.

13. De Wit suggested looking at priorities and opportunities
for partnerships. For him, social mobilization should be high
on the agenda. Human resource development is an area of
opportunity, since in many countries the private sector is be-
ginning to work extremely well in it. Multiple partnerships
may also bring rewards; and he pointed to a complex set of
partnerships in education that a World Bank project is sup-
porting by working with ministries of education, NGOs and
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schools. This project is producing good results but it should
be clear that higher complexity often means higher risks of
failure. Another priority he identified was the need for better
analysis, evaluation and documentation of partnerships. Not
only is it essential to have cost analyses of partnerships, but
the successes and pitfalls need to be documented in order for
them to be of use as models. He also returned to the paradox
of weak governance, and urged policymakers to continue to
look at the option of improving the public sector. That does
not rule out partnerships but he suggested that one type that
could be promoted is that between international NGOs and
local communities to foster local development.

Case Studies
1. Making Health a Reality for Vulnerable
People of India

14. The first case study was presented by Mr. Alok
Mukhopadhyay, Chief Executive of the Voluntary Health
Association of India (VHAI), who detailed the activities of
his organization in health promotion and service delivery. Over
time, the VHAI has developed an approach of working with
grassroots level organizations, namely, local NGOs and vil-
lage governments. VHAI has evolved into an organization
which treats health as an integral part of a rural development
strategy that includes local empowerment (especially for
women), education and employment. The KHOJ (meaning
“search” in Hindi) project seeks out promising and innovative
local initiatives, and works with them to make them sustain-
able and replicable. In a sense, it is trying to foster and dis-
seminate best practices in areas where there is extreme poverty.
In part, its work has been aided by a change in the policy envi-
ronment that favors decentralization and seeks to make local
centers more accountable to the local elected councils, the
panchayats. Because of this change, local councils are becom-
ing more eager to form partnerships, and there are also more
opportunities for the participation of individuals and organi-
zations in civil society. The KHOJ project identified 17 areas
that represent the harshest social and physical conditions in
the country. Within these, it sought out motivated individuals
and groups that it could work with. The focus of its work is on
health, community organization, community development
and the environment. In health, partnerships include install-
ing small centers and laboratories by the KHOJ with land do-
nated locally or provided for a nominal fee by landowners.
Women’s health is given priority as is preventive medicine.
There has been a considerable impact from the programs: such
as in better use of health care facilities, improved pre- and
post-natal care, reductions in mortality rates, better health
awareness and lower private expenditures on health, since now
the poor in the project areas have much closer access to qual-
ity health care. The VHAI considers the gains to be due to an
integrated community development and organizing strat-
egy being adopted for implementation, with local people be-
ing empowered to participate in the decision-making process
and in various activities associated with health care. It views
this as a much more sustainable model for rural health care

provision than the “older” ones which are focused on health
care alone. During the open discussion, Mukhopadhyay
stressed that this has been a partnership between communi-
ties and an NGO. The government plays only a secondary
role, although the fact that local governments have more power
under decentralization is important in how the project devel-
oped. He highlighted how important it is to motivate local
communities, and that the goal should be to encourage gov-
ernments to be more centered on, and responsive to, the needs
and demands of the people.

2. Improving the Quality of Health Services
in Pakistan

15. A fascinating case of a partnership in medical education
in Pakistan was presented by Dr. Hafiz A. Pasha, Managing
Director of the Social Policy and Development Center of
Pakistan. He described the arrangement developed in
Pakistan’s North West Frontier Province between the Fron-
tier Medical College (FMC), a private institution located in
Abbottabad, and the District Headquarters Hospital (DHH),
which is owned by the government, and located about 10 miles
away in Mansehra. The purpose of the partnership was to cre-
ate a teaching hospital, and the example presented in this case
study is a win-win situation for both parties. The private
medical college charges students relatively high fees, as the
supply of medical education in Pakistan is in short supply
and therefore commands a premium. As a result, the FMC
was able to offer the DHH high student capitation payments,
which the hospital invested in bringing its facilities up to the
level needed by a teaching hospital. By converting an exist-
ing district hospital into a teaching facility, the FMC was able
to save a great deal of time and money compared with what
the construction of a new hospital would have cost. Simulta-
neously, this arrangement helped to improve the quality of
education of the students. Although there was initial opposi-
tion to the idea from local residents who feared this would
mean the privatization of the local hospital and increases in
fees, they were won over as they saw the quality of health
care rising without an accompanying increase in patient costs.

16. A number of factors appear to have been critical to the
success of this model. First, exceptionally detailed and thor-
ough contracting arrangements were drawn up. Provisions
included clear statements of ownership of assets, agreements
about services to be given to poor patients, the continued civil
service status of employees but with a bonus for them under the
partnership, (in effect creating an incentive to continue the ar-
rangement), a commitment that the government would not cut
back its salary payments in light of the capitation fees received
by the hospital, and the development of a hospital fund to en-
sure that capitation fees went toward development. A second
essential factor behind the formation and function of this part-
nership was strong leadership in the person of a widely re-
spected and well-connected local doctor. He pushed for the
partnership, and his reputation and integrity allowed him to gain
the confidence of those who were initially opposed to the plan.
A third factor was in the management structure of the hospi-
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tal. It established a Hospital Board, which in effect made it an
autonomous institution, a status not usually granted to public
hospitals. The Board structure is both more flexible in terms of
its ability to manage the partnership and also includes represen-
tatives from different sectors, making it more accountable to
patients and the community than typical government hospitals.

17. This presentation gave rise to a great deal of discussion.
Many participants saw the very detailed contractual agreement
as a potential model for use in partnerships elsewhere. They
also noted that one of the virtues of this partnership is that it
retains well-trained doctors in rural areas since many of the
medical students are from the province itself. Some wondered
whether this model could be appropriated for other types of
medical training such as nursing.  Pasha explained that this might
not be feasible depending on the costs of education.  In Paki-
stan, where nursing is not a highly valued profession and not in
great demand, he thought that it would be impossible to gener-
ate the high capitation fees from students that underlies this part-
nership.  Others suggested that the leadership of the local doctor
behind the partnership was not replicable elsewhere and thus
there was limited applicability. Pasha believed that while in this
case leadership had certainly made a difference, understanding
the legal and institutional issues behind this case means that
strong leadership will not be as necessary elsewhere because a
good working model will already exist.

3. Cost-Sharing Health Schemes in Singapore

18. Singapore has received a great deal of international at-
tention because it seems to have successfully tackled one of
the thorniest problems in health care, namely, how to keep
costs from spiraling out of control, yet still manage to pro-
vide quality care. Dr. Ngee Choon Chia, Senior Lecturer,
National University of Singapore, presented the case of the
Singaporean health care system. She first described how the
system works, then focused on a particular form of partner-
ship between the government and voluntary welfare organi-
zations (VWO) to provide health care to the elderly, a rapidly
growing segment of the population.

19. The Singapore system is predicated on the idea of cost-
sharing. It was the first country to introduce the medical sav-
ings account program (the Medisave program), where
working individuals are required to contribute to an account
whose savings can be withdrawn to pay for hospitalization
expenses. There is an upper limit to the amount available in
the accounts to discourage the overuse of services. To rein-
force the idea of family responsibility, Medisave accounts can
be used to pay for the expenses of immediate family mem-
bers. One consequence of the program has been to shift funds
from public hospitals to the private hospitals that patients pre-
fer. Since 1980, the percentage of patients using private hos-
pitals has doubled. Because of the growth of the private sector,
new regulations are being devised to keep costs down. One
such measure is setting a cap on charges for specific medical
procedures when Medisave is used.  Medisave is not designed
to deal with the costs of catastrophic illnesses. Such costs are

carried by Medishield, an insurance program that provides
coverage but with yearly and lifetime limits on total benefits
in order to keep demand from rising excessively. Currently,
the system is under review with the aim of encouraging the
participation of the elderly, who tend to opt out of the system
because their co-payments are high, despite the fact that this
is the group most in need of the program. Overall, the sys-
tem is constantly monitored to ensure that costs do not
escalate and that there is no overuse of the system.

20. The government also uses numerous fiscal tools, such
as tax incentives, to achieve its goals with respect to health
care and coverage, and monitors the effects of its actions. One
of the issues Singapore faces today, like many other industri-
alized countries, is the aging of its population. In order to
meet the needs of the elderly, the government is seeking to
involve partners. In particular, it is planning to work with
VWOs to develop elderly health care facilities. These organi-
zations are subsidized by the government and they concen-
trate on helping the poor elderly, while the private sector is
being developed to cater to the needs of middle and higher
income elderly. An Eldercare Fund is being set up by the gov-
ernment, and the interest from this will go to finance the
WVOs. This is another example of the government planning
for health care that remains affordable and equitable.

21. Because it is a unique system, the Singapore case was of
great interest to the participants, who asked many questions.
Many questioned the applicability of such a system elsewhere.
First, because Singapore is a wealthy country, there was some
doubt whether implanting the same kind of system to a poor
country would have similar positive outcomes, especially for
those at the lower end of the income spectrum. Also, the ques-
tion of transparency arose. Clearly such a system depends on a
very high degree of regulation, that may not be possible in coun-
tries with weak governance structures. In addition, the degrees
of regulation and monitoring require extremely well-trained
professionals, such as health economists and statisticians either
within the government or in universities and many of the coun-
tries participating in the workshop lack a critical mass of such
individuals. Other participants cited the great distrust toward
government programs in their own countries, particularly among
groups such as peasants, suggesting that the implementation of
a Singapore-style system could be initially very difficult.

4. Contracting Health Services in Cambodia

22. Very different conditions for health care exist in Cam-
bodia, a country whose health infrastructure and professional
classes was all but destroyed under the Khmer Rouge regime.
Dr. Nancy Fronczak, Health Systems Specialist, Social Sec-
tors Development Strategies Inc. and Dr. Krang S. Lorn
from Cambodia presented the case of an innovative pilot
project in Cambodia that uses different types of partnerships
to provide basic health care.  This ADB-financed project is
examining what results can be achieved under various con-
tracting arrangements. In this experiment, the Ministry of
Health is setting up contracting-in or contracting-out arrange-
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ments with NGOs for health care service delivery, and the
results in the districts covered under such arrangements are
then compared with those in control districts where the MOH
continues its normal activity of providing services. Under the
contracting-in (CI) plan, contractors have been hired to man-
age district level MOH staff and upgrade their management
capabilities. At the same time, it uses the MOH budget to
provide basic health services. Under contracting-out (CO)
schemes, the MOH has contracted with NGOs to actually pro-
vide the services. In this case, the contracting organization
hires its own staff and decides how services are to be pro-
vided within a given budget. It is too early to see definitive
outcomes, particularly in terms of cost-effectiveness, under
the different schemes but the analysis of the project carried
out to date by Fronczak and Lorn highlights some of the dif-
ficulties as well as some of the benefits of these partnerships.

23. As was noted in several presentations during the work-
shop, contracting issues, which are central to many partner-
ships, are often problematic. In the Cambodian case, one of the
issues that arose was that the signatories to the contracts were
often not the same as those who implemented them, suggest-
ing the need for all to be involved in the contracting process
itself. In particular, making the initial expectations clear to all
participants from the outset is crucial, as is clearing up misun-
derstandings or confusions about the roles assigned to each
partner. Another lesson to be learned from this case is how to
build support for partnerships. Many of those within the health
system potentially stand to lose from the partnership, a situa-
tion that would clearly undermine support for it. Because many
in the public sector are able to use that status to help generate
income in the private sector, one of the management issues
that had to be settled during the implementation of the partner-
ships was how to allow participants to generate income while
on duty in the public sector. This was necessary to ensure that
they could fulfill their work obligations under the contract.
Another issue highlighted by this case is that partnerships may
need to take into account the different organizational cul-
tures of the partners. Here the MOH and NGOs felt a clash of
work cultures and expectations. It seems that the problems are
usually worked out, but it is a lesson that has to be taken into
account in the general design of partnerships.  Although the
Cambodian experiment appears to be achieving good results
in terms of increased use of facilities under both the CI and CO
arrangements, the long-term prospects for the partnership are
unclear. To sustain the contracting schemes, continued donor
funding will be required. The project also seems to suffer from
a lack of clear understanding about how to use the results for
improvements within the MOH. This is likely to limit real sys-
temic change in practices as more evidence about the real im-
pact of the project becomes available. The case study prompted
a discussion among participants about how to define quality
care and how it can be enforced, especially in countries where
there are serious financial and political obstacles to doing so.
Some participants thought that there should be more experi-
ments of this type by international donors and lenders, that
these experiments should be closely followed, and that they
should provide real evidence of the relative merits of different
types of health financing and implementation.

5. Meeting the Needs of the Poor Population
in Indonesia

24. Insurance is another potential area for partnerships in
health care. A case study on the use of private insurance to
meet the needs of the poor in Indonesia was presented by Dr.
Laksono Trisnantoro, Director, Center for Health Service
Management, Gadjah Mada University. In Indonesia, the
poor have been particularly hurt by the Asian financial crisis
and this partnership was conceived of as a way of delivering
health care services to the poor. The city of Yogyakarta asked
for bids on private health insurance to cover the poor. The
private, non-profit sector partner, in this case the religious or-
ganization Takaful Muhammadiyah, with many years of ex-
perience in health care management and provision, manages
the health budget of the city and transfers funds to city health
centers on a capitation basis. The city initiated the partnership
and assumed that the experience of PT Takaful would allow
for better management and provide more services to the poor.
However, it was also concerned with reducing its own man-
agement burden in light of new regulations following decen-
tralization and the introduction of a New Public Management
paradigm that seeks to limit the role of government in the
health sector. This seems to have been a more important factor
than achieving greater efficiency in health care provision. In-
centives were incorporated into the arrangement to encourage
well-performing partners. Results suggest that this partnership
resulted in measurably better outcomes such as improved health
status of the poor, improved ability of city health centers to
provide services, and greater consumer satisfaction.

25. One interesting issue raised by this experience is the
extent to which markets can be used to improve health care
and services to the poor. By asking for bids, the city was in-
troducing a ‘quasi-market’ into the system. At the same time,
however, it received no bids from commercial insurance firms,
indicating that the poor are not viewed as a profitable market
for the for-profit private sector. A related aspect of this case
that participants recognized as a lesson for many countries is
the need for the non-profit sector to learn how to manage health
insurance funds. As insurance becomes more widespread, the
involvement of non-profit groups will likely become nec-
essary to ensure that  the poor can gain from it.  Another point
of discussion raised by the case is whether religious organi-
zations should be seen as automatically more desirable part-
ners than others. While many participants agreed that religious
groups are less susceptible to corruption problems and have a
more credible mission to reach the poor, others warned against
generalizing this to all countries and against going beyond
the evidence that exists. Citing the example of health insur-
ance in Singapore, some argued that caution should be taken
to understand points of similarities and differences in under-
lying conditions when exporting lessons.

26. Evaluation was another area where the Indonesian ex-
ample provoked discussion. The quality of the services pro-
vided in this partnership was not evaluated, and this could be
considered one of its weaknesses. Participants saw this issue



8 ADBI Executive Summary Series No. S34/01

as paramount from the viewpoint of all the other countries
represented in the workshop. As in other case studies, such as
that of Cambodia, there was general agreement that measures
and standards should be developed and used to evaluate the
outcomes of partnerships. Another issue raised was efficiency;
it should not just be viewed as means of containing the cost
of services but account should also be taken of what already
existed in the system.  Here, the use of government assets,
that is, the city health centers, rather than building new pri-
vate centers likely prevented a loss of efficiency that would
have resulted from abandoning the city centers.

6. Reaching out to Disadvantaged Children

27. While much of the focus of the workshop was on part-
nerships among national partners, there was also a clear aware-
ness of the role that international NGOs (INGOs) can play in
partnerships. Drs. Shigeru Kuganami and Francisco Flores,
President and Vice President respectively of the Japanese
NGO AMDA International, discussed the philosophy and
programs of their organization.  AMDA believes in working
with host governments, and while it strives to improve condi-
tions through financial support and technical assistance, it also
sees its role as learning from local conditions and benefi-
ciaries and adapting its programs to them.  Health projects in
Cambodia, Myanmar and Nepal were described, with the com-
mon theme among them being their focus on children’s health.
In all cases, the partnership between AMDA and the host gov-
ernments works well, in part because one of AMDA’s strengths
is its flexibility in adapting to local conditions.

28. One issue raised that is particularly salient to partner-
ships with INGOs is how projects are phased in and out. The
exit strategy should be clear from the beginning, in order to
avoid an abrupt end of an internationally-sponsored project
once the funding stops. Another lesson from the projects is
the importance of establishing indicators of project objec-
tives that can be used for monitoring and evaluation. Since
these are essential tasks to allow for the replication of projects,
they are also particularly crucial for INGOs. During the dis-
cussion period, participants shared their experiences in deal-
ing with international agencies and organizations. One of the
great frustrations felt by many was the difficulty in establish-
ing national autonomy to set health priorities and use donor
funds to achieve these. Instead, donors often have a different
agenda, and that is what they choose to fund. Although gov-
ernments frequently feel they cannot refuse assistance, this
can lead to a fragmentation of purpose and difficulty in health
planning. Another issue is how to coordinate the donor com-
munity in order to help overcome some of these difficulties.
This requires time and staff resources to have someone keep
up with and coordinate these activities. A number of coun-
tries had good experiences with this and shared some of the
ways they had organized committees or boards.  Some of the
government officials present also criticized the fact that for-
eign donors may totally bypass the government and work di-
rectly with national NGOs, although other participants felt
that this type of partnership was often justified.

7. Increasing Public-Private Mix in Thailand

29. A panel of Thai experts presented an overview of the
health system in Thailand. They focused on the changing shape
of the system, and in particular how it faced a number of chal-
lenges such as the Asian financial crisis, the growth of HIV/
AIDS, demographic changes in the population, and changes
in the demands being placed on the health care system, es-
pecially in terms of quality and the globalization of the
economy.  They were particularly interested in the role that
partnerships can play in meeting these challenges. In addi-
tion, they highlighted changes in the ways hospitals are being
managed as a response to some of these developments.

30. Beginning with the period of economic boom in the late
1980s, the landscape of health changed dramatically. The
number of people covered by health insurance increased rap-
idly as both the private insurance sector and the government’s
coverage of the indigent expanded. Between 1990 and 1998,
the number of people who had health insurance rose from
roughly one-third to 80 per cent. In addition, Thailand expe-
rienced overwhelming growth in the private health sector. In
the first half of the 1990s, there was a 50 per cent increase in
private hospitals, with a concentration in urban areas.

31. The Asian financial crisis brought about significant policy
changes in health care. First, in order to sustain the gains made
during the boom, the government increased the budget for in-
digent health care, accompanied by additional funds from
World Bank and ADB loans to continue to finance health care
for the most vulnerable groups. It also increased funding to
NGOs working on HIV/AIDS in order to stem the spread of
that disease. At the same time, it sought policy changes in its
approach to the provision of health care. The reforms it intro-
duced had a number of components, such as increasing the
public-private mix for the provision of health care, giving
consumers more choices by decentralizing and de-concen-
trating decision-making, and privatizing services. A greater
focus was also placed on preventive health care, and drug
financing was reformed. In keeping with the emphasis on greater
participation and democracy in decision-making, the state at-
tempted to be more accountable and transparent in its dealings
with its citizens, and in the wake of the financial crisis, to be
more efficient and use its resources better.

32. One of the results of this has been to encourage the use of
partnerships.  For example, within the Social Security Scheme,
public hospitals have begun to contract out to private clinics
for the care of patients. Because beneficiaries can use either
type of facility, this partnership makes utilization more effi-
cient. Since there are now more providers, this has also stimu-
lated competition among them. As a result of these changes,
the market share of the private sector has grown enormously.
33. Another area of reform concerns hospitals. In keeping
with the emphasis on greater accountability and decentraliza-
tion, there has been a shift from the traditional, centralized
management of hospitals toward a more autonomous model.
Under the autonomous model, a board of directors appoints a
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CEO or director who manages the different units of the hos-
pital. In this way, there is more accountability and more room
for creativity and innovation. Currently, public hospitals are
in a state of transition, as they are becoming increasingly au-
tonomous. One study of an autonomous hospital suggested a
number of factors related to success. Because of the central
role played by the director, it is imperative that he or she have
strong entrepreneurial skills as well as a vision and the ability
to deal with staff. The support of the Ministry of Health for
the management team is also critical since this can help over-
come bureaucratic obstacles.  Autonomous hospitals need
support from the communities they serve; it is helpful for them
to have a clear mission they can articulate to stakeholders to
gather their support.

34. Workshop participants had the unique opportunity to visit
a district hospital, the Sena Hospital, and to speak with its
director. The facility was extremely impressive in terms of the
services provided to patients, its community outreach programs
and the transparency of its management. The hospital under-
stands the changing nature of the community it serves: not only
is the demographic transition changing the health care require-
ments, but the community is in the process of transiting from
an agricultural to an industrial environment. During the visit,
many participants were particularly interested in the issue of
the privatization of certain services in order to reduce costs and
increase efficiency, though there was doubt about whether this
was a viable option in places where unions are strong.

Looking to the Future

35. Mitchell gave a presentation that attempted to pull to-
gether some of the lessons of the workshop and to urge the
participants to think about future steps to be taken.  He first
focused on the major trends that national health systems will
face in the decades ahead, namely growing populations, car-
ing for the growing proportion of the elderly, the double
burden of chronic and infectious diseases, and increased
demand for health care services. These trends will be ac-
companied by global and political changes such as an increas-
ing interdependence and information-driven society as well
as greater demand for choice and local decision-making. All
these will influence what health systems are able to accom-
plish. Their goals include:

• To provide universal access to health care

• To arm people with the information they need to live healthy,
safe and high quality lives

• To provide a safety net for the most vulnerable

• To protect public health and safety

To achieve these goals, partnerships can play a role. The ex-
perience brought by the case studies shows they can increase
the access to health care of the poorest and those in remote
areas, that they can reduce costs and thus relieve some of the
burden on the state. They can improve the quality of health
care and training, although better and more consistent mea-
sures of quality need to be used.

36. The cases also offered guidelines on how to go about
establishing successful partnerships. It is essential that there
be a clear understanding of the relationship. Partners must
share the responsibilities, and each must benefit and be clear
about what the benefits are. Community support also proved
crucial in a number of the cases. Some catalyst is needed to
start the process of partnership: this may be an individual, a
donor, a compelling vision or even a political or economic
crisis. Common concerns also surfaced over the course of the
workshop. Partnerships have the potential for abuse and they
may be extremely complex. The participation of the govern-
ment also raises concerns: frequent governmental changes may
weaken partnerships but there is also the worry that the re-
treat of the state may mean that its capacity to deliver ser-
vices will be weakened or that privatization will bring about
the loss of the social safety net. Also, partnerships in many
cases need regulations that are followed and enforced and a
legal structure that supports them, but these conditions may
be difficult to attain. With this overview in mind, the partici-
pants took part in a plenary discussion where they offered
and considered strategies about how partnerships could im-
prove efficiency or cost reductions in health spending, how
they could be used to reach the poor and disadvantaged popu-
lations, how they could improve the quality of health services,
and how to achieve more accountability and transparency in
partnerships.

37. At the ADB Institute’s request, participants made sug-
gestions to the Institute on how a follow-up process to the
workshop might occur. They urged the Institute to continue
its leadership in the area of public-private partnerships. In
particular, they thought that sponsoring more research on the
practical issues of partnerships would be useful to countries
in the region. Also, they felt that the Institute could play an
important resource role, for example, by keeping a database
of experiences, maintaining a section on the Institute’s internet
page, and gathering and disseminating examples of success-
ful contracts, legal agreements, etc. that could be used as pre-
cedents for ADB member countries or groups contemplating
partnerships. Another suggestion was to focus on the man-
agement as well as the legal aspects of partnerships such as
contracting or international law.  Participants felt that when
appropriate, they themselves should urge the ADB to use tech-
nical assistance grants as a means for the Institute to extend
training sessions on partnerships. To the extent possible, par-
ticipants thought the Institute should consider doing small
projects on partnerships, then following up the results to
disseminate and promote the lessons learned.  Finally, par-
ticipants felt that it could be useful to have study tours to
countries to see how successful partnerships function.

38. In the final session, representatives of the workshop’s
sponsors delivered closing remarks. Thamarak of the NESDB
congratulated the participants on their work during the week
and highlighted how crucial such workshops are for chang-
ing the mindset of policymakers to encourage collaboration.
He emphasized that empowerment, and not top-down plan-
ning, is the goal.  For policymakers, the key is to create an
enabling environment.  These are twin goals, since they lead
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to greater capacity. As he summed it up: “Capacity = Em-
powerment + Enabling Environment.”

39. Ms. Nalika Malawatantri of the Colombo Plan Sec-
retariat also spoke and thanked the ADB Institute, the NESDP
and the Thai government. She mentioned the different back-
grounds of the participants as well as the different levels of
development of the countries, but felt that intellectual discus-
sions such as those that characterized the workshop will help
shape the future of health policy in the region. She also noted
that the Secretariat hopes to collaborate in the future on simi-
lar endeavors.

Summary

40. Dr. Yidan Wang, Training and Learning Methods Spe-
cialist, ADB Institute, who was responsible for designing the
program, delivered the closing remarks. She spoke of the les-
sons that the workshop had offered, beginning with the idea
that partnerships are one part of the policymaker’s toolbox
to promote equity, efficiency, quality, and accountability; but
that it needs to be remembered that they are not a substitute for
good governance. She stressed the importance of synergy in
partnerships, where better outcomes are achieved by taking
advantage of the particular strengths of the partners. She noted
that the financing and provision of health care are increasingly

viewed as separate, suggesting a new role or activities for the
state. In particular, its role as a regulator is increasing and in
this context, accreditation procedures for professionals, medi-
cal centers and training institutions are becoming increasingly
important and it is vital that good examples of these within the
region be disseminated. Wang highlighted the importance for
governments in developing more expertise in contracting. Par-
ticularly in an era of decentralization, developing contracting
capacity at different levels of government is a long process,
but one that is essential to the functioning of partnerships.
Management is another area where public-private partnerships
can be used, especially because of its link to quality outcomes.
She stated another lesson of the workshop was the need for
good measurement. Measures of quality need to be developed
and utilized and partnerships themselves need to have the means
to measure their own progress. She also spoke of leadership,
particularly the role that policymakers, such as the ones as-
sembled for the workshop, can play in developing the enabling
environment that allow partnerships to flourish.  At the same
time, however, she pointed to one of the lessons drawn from
many of the case studies, namely that a top-down approach
alone does not work. The need for taking local knowledge
seriously into account when designing programs, figuring out
what consumers want, etc. is essential for partnerships to work.
Finally, Wang spoke of the ADB Institute’s commitment to
extend, expand and consolidate knowledge regarding partner-
ships through future workshops and publications.
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The culmination of the policy discussions and the Work-
shop was the preparation of an action agenda for partnerships.
Participants prepared and debated a document that was agree-
able to all and focused on what steps could be taken in their
countries to further the development of public–private partner-
ships in education. The following was the result of their delib-
erations and the final product of the Workshop.

At the conclusion of the ADB Institute-hosted Workshop
on Public-Private Partnerships in Education held from 29 May
to 7 June 2000, participants agreed to the following recommen-
dations for an action agenda:

Preamble
1. There is a need for public-private partnerships in order to
ensure that the goals of education are met. Participants agreed
that given the wide-ranging goals of systems such as improving
quality, focusing on equity, providing universal primary educa-
tion, ensuring accountability and relevancy in education, it may
be difficult for some public education systems to be able to meet
such challenges alone. Education systems must also understand
that formal, school-based instruction is only part of the necessary
process by which all citizens can learn, develop and fulfill their
human potential.  Out-of-school learning and life-long learning
are goals that systems must embrace in order to meet the needs of
those they serve. In addition, social mobilization and empowered
communities are important outcomes of community learning.

2. Partnerships provide an opportunity to help achieve these
goals.  At the same time, the concept of partnerships should not
become simply another buzzword in the lexicon of international
agencies and national policymakers. Partnerships are viewed as
mutually beneficial arrangements that involve all stakeholders
such as the government, the community, the NGOs and the pri-
vate for-profit sector.  By taking advantage of the special
strengths of each, synergies can be achieved.  Partnerships must
emphasize the needs of the poorest and hardest to reach.

3. Partnership building has become especially critical in serv-
ing educational objectives in the context of the enhanced role of
civil society, democratization processes, participatory ap-
proaches, and greater accountability in governance.

4. In order for partnerships to be effective, they need joint plan-
ning, steady focused attention and a sustained system of evalua-
tion. A country’s particular history, political ideology, economic
conditions, traditions of the private sector, and the configuration
of communities will influence the specific form partnerships take.

5. Within this general framework, participants agreed that
partnerships should include the following aspects:

The Purposes of Partnerships
● improve access, quality, relevance and equity,
● improve public, private, NGO, philanthropic, voluntary and

community performance in education,
● meet unmet high demand for quality and relevant education,
● meet needs of under-served populations such as the poor

in rural and urban areas, ethnic minorities, women, and
persons with disabilities,

● mobilize all potential resources,
● build capacity for effective community management, and
● create more open learning opportunities.

Legal and Regulatory Framework
● Governments should strike a balance between establishing a

system of regulations that ensures accountability of partners
and avoiding overregulation that stifles innovations.

● All stakeholders should be integrally involved in developing
the system of regulations for partnerships.

● Existing regulations should be examined and those that cause
bottlenecks or the unintended consequence of blocking part-
ner participation should be eliminated.

● Similarly, regulations that interfere with smooth and effec-
tive program implementation should be reviewed and modi-
fied or eliminated, as appropriate.

● Regulation should give way to more flexible, participatory
means of accrediting and assessing the quality of educational
programs and institutions.

● Legislation that protects the legitimate interests of all stakehold-
ers, including governments, NGOs, donors, the private sector
and communities in fostering partnerships should be enacted.

● Legislation that promotes appropriate decentralization should
be enacted.

● Tax exemptions, credits and other financial incentives such as
matching grants should be legislated to encourage investment
in education by NGOs, the community and the private sector.

Institutional and Organizational Arrangements
● A high-level body on educational partnerships including rep-

resentatives of the private sector, NGOs, communities and
the government may be appointed to:
● review regulatory environment to identify obstacles to

partnerships,
● review best practices from around the world,
● formulate policy guidelines for partnership structures, tak-

ing into account mechanisms for ensuring quality, equity,
relevance, transparency and accountability,

● mobilize leadership, public interest and awareness, leg-
islators and public and private resources for partnerships,

● encourage organizational structures that are appropriate
for national, regional and local levels,

● promote the creation of financing mechanisms such as trust
funds and corporations for partnerships in education, and

● develop guidelines for a code of conduct for partners,
moving towards the idea of self-regulation and peer re-
view of partnerships.

● No one should have a monopoly on information and partners
should share information possibly through clearing houses,
networking and other mechanisms.

Accountability and Sustainability
● Accountability should start with responding to the demands

and interests of communities and parents.
● Communities should be empowered to take a leadership role

in determining their educational needs and future develop-
ment paths.

● Interpersonal relationships are important to partnerships and
require nurturing but are not sufficient; government needs to
formalize relationships to insulate partnerships against ad-
ministrative and political administrative changes.

● Self-evaluation and monitoring mechanisms should be es-
tablished.

An Action Agenda for Partnerships from annex to
Public-Private Partnerships in Education
Executive Summary Series No. S27/00
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