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Reform programs in some developing countries are focused in transferring these services to nongovernmental
organizations or groups. Tn this WHO grant study our aim was to implement and evaluate the efficacy of
a new model for transferring state service delivery governance to nongovemnmental groups and studying if
they can be efficient in field of child and maternity health services compared to public health centers. In this
comparative study a total of 1000 households were selected systematically from the population covered by
9 health centers transterred to cooperatives and 18 cuirent public health centers. Data were collected during
a three months long study period and analyzed by 8PSS 10 statistical package. Chi-Square and t-tests were
used to analyze data. Overall health care coverage was higher for either cooperative or public health centers
compared to private sector physicians (p = 0.005). Around 88.8% of under 6 years aged children were under
coverage of health services provided by health centers in bath groups and no difference was found. There was
no statistically significant difference in quality of child health care services in declaring the date of health
care vigit and follow up in due time. There was no difference between the groups in perfect filling child
growth cards but the ability of mothers in interpreting child growth cards was statistically higher for the
population covered by cooperative health centers (p = 0.02). Growth status of children based on growth
percentiles were relatively similar in two groups. Some health indices of target groups covered by public
and cooperative health centers such as familty planning, child health cares, perinatal cares, and the mimbers
of households covered by health volunteers were studied. The results showed that in all of these fields
cooperative health centers had better rates. Observed differences were statisticallty significant (famity
planning: p = 0.03, infant health care: p = 0.03, 1-6 years old children cares: p = 0.009). The proportion
of those women owning a vac cination record (card) was higher in population covered by cooperative health
centers (p = 0.004). The rate for performing a cervical smear examination during the national program for
cervical cancer screening was higher for the women covered by cooperative health centers (p = 0.01). No
difference was found between the knowledge level of women covered by cooperative health centers about the
importance of cervical examination when compared with public health centers. We conclude that in the field
of target group children’s health care and matemity health services, cooperatives sector not only acts as well
as public sector meeting the standards of the program, but also has got a better finction in some areas. This
can be assumed as an achievement for the policy of transferring the health services to cooperative health
centers along with ongoing governmental supervision.
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INTRODUCTION

State domination on health service delivery centers is
going to be a major challenge during health sector reform
programs. But it must also be taken into account as stated
in a world health report, that there is no necessary
connection between public money and public provision,
although traditionally most governments have spent most
or all of their health funds on their own providing
institutions. Both because of the move towards
decentralization and because giving public facilities a
monopoly on public resources removes any competitive
stimulus to efficiency or more responsive service, there is
an increasing split in some countries between purchasing
and provision of services. While the theoretical benefits
of introducing more competition and regulation as
substitutes for direct public provision are clear, evidence
on the success of such arrangements is still scanty.
Developing countries often lack the resources and
experience to regulate contractual arrangements between
health care purchasers and providers and to enforce the
delivery of the services agreed upon in the contract when
these services are perceived to be a low priority by the
provider. Without such controls there is great potential
for waste and even fraud (Busel and Woxman, 2001).

Tt is often argued that the efficiency and quality of
private sector health services is higher than the public
sector, however throughout the developing world the
government remains the largest single provider of health
care. The need to improve efficiency, increase quality,
reduce costs and meet internal and external demands
made on provider health care units, presents huge
challenges for low and middle-income countries.

Taking into account that many consumers,
irrespective of socio-economic status have used or intend
to use private sector services; it raises the question of
whether governments should make greater efforts to
negotiate with the private sector in order to improve
access, quality and efficiency of health services.
Contracting mechanisms combined with quality assurance
programmes could lead to improvements in
technical/clinical quality, as well as maintaining high
levels of consumer satisfaction (Doyle et al., 1998).

Some people may think that the main problem with
public health services is shortage of resources, but In
Nepal, for example, the Government made substantial
investments in basic health care; yet utilization remained
low because of clients’ negative perceptions of public
health care (Lafond, 1993). Some papers discuss a referral
shift from public to private health providers just because
of poor services of public health provision (Guldner and
Rifkin, 1993). In recent years the World Bank and other
donors have been advising developing countries to
ensure that limited resources not only have an optimal
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impact on the population’s health at affordable cost
but also that health services are client-oriented
(De Geydnt, 1995; Calnan et al, 1994, Williams and
Schutt-Aine, 1993).

Nevertheless reform programs in some developing
countries are focused in transferring these services to
nongovernmental organizations or groups. A specific idea
experienced by some countries is the idea of health
cooperatives. In the United Kingdom, the first general
practitioner co-operatives were set up in the early 1980s,
but it was not until the late 1990s that social, cultural and
health service changes produced a climate which
favoured their development (Hallam and Reynolds, 1999).
In Denmark in 1992, major national structural reform
resulted in the development of a network of local
co-operatives (Christensen and Olesen, 1998).

Glynn et al. (2004) findings also provides
reassurance that rural general practitioners concerned
about the impact on patient satisfaction of out of hours
care provided by a co-operative. In Tran based on state
constitution a ministry is established as ministry of
cooperatives. But the first health cooperatives were
established in East Azerbaijan northwestern Tran,
counting to be nine at the start of this study. Prior to this
time two sectors were responsible for health and medical
service supply in Tran. The first and most prominent one
was public health sector owning a vast networlk of health
houses, health centers, general hospitals, specialized
hospitals and so on employing 250000 personnel. Public
health sector is responsible for a great majority of
preventive health services using a subsiding system as
well as most of medical and hospital services. Private
health sector was active in private clinics and hospitals
and very inactive in case of preventive health services.
Cooperatives are new alternative for public health
sector in delivering preventive health services. East
Azerbaijan (centered by Tabriz) is the leading province of
Tran in establishing Cooperative Health Centers (CHCs).
Financed by WHO we conducted a comparative study to
compare quality of health services delivered by public
and cooperative health centers and this study discussed
the quality of child and maternity health services in
cooperative and public health centers.

MATERIALS AND METHODS

Study design and population: In this comparative study,
functioning of two group cohorts of public and
cooperative health centers were compared in field of
family health focused on maternity care and child health
care services. Study population was the population
receiving health services by 18 public health centers and
the population covered by nine health centers transferred
to cooperatives called as cooperative health centers.
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All nine cooperatives were entered to study and two
public health centers for each of these cooperative health
centers were selected based on socioeconomic similarities
to make the comparisons acceptable.

Method of transferring health service delivery to CHCs:
Each CHC is responsible for delivering preventive health
services to a population ranging from 9000 to 17000
people. These services include vaccination, maternity and
child health care, family planning, environmental heath
and outpatient visits. This is started with an annual
census followed by periodic visits and health care
delivery based on protocols designed by ministry of
health.

All health care costs are provided by governmental
subsidization as a capitation based payment method for
each service package through contracts between
provincial health department (center) and CHCs. Amount
of per-capita payment for each service package can differ
with regard to quality of services evaluated by provincial
and district health center experts every six months. This
means that if health cooperatives could deliver better and
quality services they earned more money. Most given
preventive health services in each service package are
predefined as free of charge services and service
recipients don’t pay for them. For some services not
defined as free services, CHS charge service recipients
directly but on governmentally established tariffs.

Payment to CHCs by government in this contracting
system is done every three months. All ongoing costs of
health center are covered by cooperatives themselves,

except for vaccines, some preventive heath drugs and
surveillance data sheets.

Stages for establishment of a health cooperative: First of
all an advertisement was publicized containing conditions
of transferring to those who possessed required
qualifications as follows:

A) Tranian citizenship
B) Having at least 7 members as follows:

+ Two general practitioners preferably one male and
one female.
Two midwives or family health graduates with at
least two years of academic education.
One midwife with four years of academic education
Environmental heath expert with 2-4 vears of
academic education.
A male nurse with 2-4 years of academic education.
TLacking a current occupation neither in public nor
private sector

&

D) Upper age limit of 30 years for males and 35 years for
females.
E) Owning the certificate for completing post

educational obligations and permanent medical
license (for general practitioners).

Any team applying for establishing a health
cooperative which meets the above mentioned criteria
undergoes a process as described in following steps to
start its participation in health service delivery as a health
cooperative (Fig. 1).

Agpplying the request for establishment of

health centers to deputy
h

r for medical services

Completing necesary forms

v

Presentation of members and delivering
required documents

T

Are the qualifications
approved by deputy for
medical services

Yes

Yes

o No ‘Are the Qualifications’
Rejection < approved by deputy
for health 7
Choosing location for . Introducing to secretary for
health center = cooperatives
Registratin of cooperative as a | 4 Introducing to documents and
company N registration office

Fig. 1: Flowchart for stages of a health cooperative establishment
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Data collection and analysis: To compare the health
services delivered by CHCs and public health centers, a
total of 1000 households were selected systematically
from the population covered by 9 health centers
transferred to cooperatives and 18 current public health
centers. Data were collected during a three months long
study period using special questionnaires designed and
analyzed by SPSS 10 statistical package. Clu-Square and
t tests were used to analyze data.

RESULTS

There was a similar distribution of different age
groups for the target group children and no statistically
significant difference observed between cooperative and
public health centers. A summary of some comparisons
made between CHCs and PHCs m health service quality
indices is given in Table 1 and more details are given later.

There was no statistically significant difference in
quality of child health care services in declaring the date
of health care visit and follow up in due time (p = 0.4).
There was no difference between the groups in perfect
filling child growth cards but the ability of mothers in
interpreting child growth cards was statistically higher
for the population covered by cooperative health centers
(p = 0.02). Growth status of children based on growth
percentiles were relatively similar in two groups (p = 0.5).

Knowledge of mothers about their children health care
was compared between cooperative and governmental
health centers which is presented in Table 2. No
statistical difference was shown to exist.

There was not much of a difference n breast feeding
program function between the groups. Some health
indices of target groups covered by public and
cooperative health centers such as family planning, child
health cares, perinatal cares, and the numbers of
households covered by health volunteers were studied.
The results showed that in all of these fields cooperative
health centers had better rates.

1007 = —

Percentage
$ $

Immmmization ' Childbood care Follow up bwmm' lgnmh' Blunibed.ng" Infint care'
Indices: history in <6 histary for delays card matio inwnder 6 month covernge
ymdl]ﬂzm infants

O Cooperative health centers [ Public health centers

Fig. 2: Mam child health care indices in CHCs and public
health centers

Fig. 2 and 3 are comparative graphs for main matermty
and child health care indices in CHCs and public health
centers.

The proportion for those women owning a
vaccination record (card) was higher in population
covered by cooperative health centers (p = 0.004). The
rate for performing a cervical smear examimation during the
national program for cervical cancer screening was
higher for the women covered by cooperative health
centers (p = 0.01). No difference was found between
the knowledge level of women covered by cooperative
health centers about the importance of cervical
examination when compared with public health centers
(p=0.08).

Women covered by cooperative health centers had
higher knowledge about family planning methods
(p = 0.005). No difference was identified about using
different family planning methods and willingly selection
of family planming methods and satisfaction with the
related services or type of method

Table 1: A summary of health service quality comparisons among some family health services between CHCs and PHCs

CHCs had significantly
better indices than PHCs

Both PHCs and CHCs were similar
with no significant difference

PHCs had significantly
better indices than CHCs

Child health care
services

Ability of mothers in interpreting child
growth cards, Infant health care coverage,
1- 6 years children care coverage
Proportion for those women owning a
vaccination record, The rate for performing
a cervical smear examination, higher
knowledge about family planning methods
Higher knowledge about family planning

Matemnity health care
services

Client satisfaction

Owning a growth chart Child care follow up in due
time, Perfect filling child growth
cards, growth status of children
based on growth percentiles,
Knowledge of mothers about

their children health care

methods, Cleanliness of health center, Friendly
attitude of personnel, Giving sufficient and suitable
education, Dedicating sufficient time for each
service, Timely availability of services, Acceptable
waiting time for receiving services, Security of the
place of receiving services, Perfect equipments
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Table 2: Knowledge of mothers about their children health care in population covered by CHCs and public health centers

Cooperative health center

Governmental health center

Knowledge item Frequency Percent Frequency Percent p-value

Preparation of ORS solution Knowing 42 5/52 54 47 NS
Not Knowing 38 547 61 53

Maintenance of ORS solution Knowing 26 532 32 8/27 NS
Not Knowing 54 5/67 83 2/72

Reason of iron droplet consumption Knowing 10 37 30 60 NS
Not Knowing 17 63 20 40

Reason of multivitamin Knowing 12 5137 18 36 NS

droplet consumption Not Knowing 20 5/62 32 i3}

9 - DO Cooperative health centers [ Public health centers
80 1

70 4

60

éso-
40 4

-9

301

20 4

10 1

n

T T T
Indices; & Pap Smear  Followup goodkno-  Family- Prenatsl Screeming
‘Vacciration History in  in family wiedge about plarming care coverage for coverage male
prior 3 yewsplanning  AIDS coverage covernge 10-49 years for eldedy
iransmisgtion WOnEn women

0

Fig. 3: Main matermty health care indices in CHCs and
public health centers

A similar function on different aspects of
vaccination such as mean of the number of cold chain
process defaults and pert of vaccination was noticed,
mdicating the suitability of cooperative health centers’
structure for providing primary health care services.

A positive history of pap smears conducted by
women in prior 3 years was compared between
cooperative and public health centers, which showed a
statistically higher percentage in cooperative centers
equal to 49.3% (141/286) compared to 38% (155/408) in
public health centers (p<0.01).

Present study showed a higher customer satisfaction
rates for cooperative health centers than public health
centers in following fields:

Cleanliness of health center (p = 0.04)

Friendly attitude of personnel (p = 0.009)

Giving sufficient and suitable education (p = 0.01)
Dedicating sufficient time for each service (p = 0.001)
Timely availability of services (p = 0.01)

Acceptable waiting time for receiving services
(p = 0.009)

Security of the place of receiving services (p = 0.002)
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Perfect equipments (p = 0.003)
*  Overall satisfaction with services (p = 0.003).

In summary mean likert score (1-5) for satisfaction of
service recipients was 4.14+0.6 (mean +SD) in cooperative
health centers and it was 3.9+0.63 (meantSD) in
cooperative  health centers difference for mean
satisfaction score was statistically significant (p = 0.005).

DISCUSSION

In 1993 the World Health Assembly called on WHO
to mobilize and encourage the support of all partners in
health  development, including nongoverrumental
organizations and institutions m the private sector, i the
implementation of national strategies for health for all
(Buse and Waxman, 2001 ). In many countries as well as
Iran, private sector has shown to be quite effective in case
of curative health services. And in some countries it has
been shown to be active mn delivering preventive health
services either. For example in USA 57% of cluldhood
vaccinations are done by private sector and in a study in
Dhaka 62% of all vaccinations were provided by private
sector. In India more than 90% of vaccinations are
provided by public facilities (Khan et al, 2004;
LeBaron et al., 2002; Peters et al., 2002).

In an Indian study by Howard, it was shown that
with the exception of measles vaccination, predicted
probabilities of the receipt of vaccinations and prenatal
care do not differ based on the type of provider at which
children and women sought curative care. Children and
pregnant women in households who used private care
were almost twice as likely to receive preventive care from
private sources, but the majority obtained preventive care
from public providers (Howard and Roy, 2004).

Many governments are experimenting with strategies
to engage the private sector to improve child health.
Bustreo et al. (2003) suggests that improving the umpact
of child health programmes m developmg countries
requires a more systematic analysis of how to engage the
private sector most effectively McPake et al. (1994)
contracting 18 an effective way for private sector
participation which along with quality assurance plans,



J. Med. Sci., 6 (3): 352-358, 2006

can lead to quality improvement in health services and
mcreased client satisfaction. This 1s a strategy used by
many public organizations in developed countries
(McPake et al., 1994).

Present study had compared quality of preventive
health services delivered by public and cooperative health
centers as well as patient and client satisfaction in both
groups. In a study in china it was shown that health
clinics transferred to private sector had less
willingness to give preventive care compared to public
health climcs. Individual mdicators of quality including
capital inputs in clinics and educational background of
health workers didn’t differ according to clinic
ownership status. There was no difference in mean
mumber of medical equipments used in both types of
clinics. The mentioned study couldn’t find any difference
1 over treatment rate between groups. Because of data
collection limitations the above mentioned study in
china quality evaluation doesn’t seem to be expansive
enough as it has been discussed in its research
(Meng et al., 2000).

Our study showed a higher customer satisfaction
rates for cooperative health centers than public health
centers in many fields. In a study in Sheffield assessing
the role of general practitioner cooperatives, it was shown
that although GPs had a higher satisfaction but a ligher
customer satisfaction was not gained (Pickin et al., 2004).
Another study in UK by Glynn et al. (2004) has shown
that family doctor cooperatives had led to increased
patient satistaction providing out of hours care.

In our study many of features of child health service
indices were better and at least in some fields similar mn
cooperative health centers compared with public health
centers. In a review of the last 20 years of experience
in child health programmes, Although international
institutions and governments in developing countries
have concentrated on working with and through the
public sector, an mcreasing amount of data ighlights the
private sector's critical influence on child health in
developing countries, including the health of poor
children. Evidence 1s also emerging that it 1s possible for
governments in low-income countries to achieve better
child health outcomes by working with the private sector
(Bustreo et al., 2003).

It must be taken into account that production of
health services by different providers with a different
range of sklls wont be achievable except when a
systematic coordination exists and this is why public
private mix strategy is an important one (Perrot et al.,
1997). The health cooperatives' experience n our study
although is a public private mix type through contracting,
but has its own specifications which makes it somehow
different from other experiences around the world and
many cases quite successful.
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Contrary to GP cooperatives in UK, in Tran's
experience a considerable variety of health personnel
with different types of skills work together not just
physicians or nurses.

In our experience health services delivery of which 1s
transferred to cooperatives is focused mostly on
preventive health care.

Although some preventive health services like
vaccination are being accomplished by private sector
in many countries, but in Tran's experience health
services delivered to cooperatives are to be provided
in an integrated form and each cooperative is
responsible for providing all given preventive health
needs of a family covered by that cooperative such
as family planning, planned child cares, maternity
cares, health education, vaccination and so on.

As each health cooperative 1s responsible for
providing health services to a given local population
based on a contract and is responsible for preventive
health needs of that population, this can be
considered a form of decentralization either.
Cooperatives can only apply to contract health
service delivery of predetermined populations which
enables the government for prioritizing.
The subsidizing and payment system
experience 1s different from a fixed subsidization and
per capita payment in that amount of payment can
differ depending on quality of services as evaluated
periodically by provincial health department.
Management process inside each cooperative can be
quite effective because of two reasons: first that
health cooperatives are not large scaled and have
small number of personnel and second that all of the
personnel in a health cooperative are responsible for
their practice directly affecting their income by
improving the quality of their service.

in our

CONCLUSIONS

Tt may be concluded that in the field of target group
children’s health care and maternity health services,
cooperatives sector not only acts as well as public sector
meeting the standards of the program, but also has got a
better function m some areas.

This can be assumed as an achievement for the
policy of transferring the health services to cooperative
health centers along with ongoing governmental
supervision.
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