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ABSTRACT

From an economic point of view, decentralisation 1s expected to increase
social welfare through better matching of service delivery to preferences. The
latter have been a central piece of the economic rationales for decentralisation but
only indirectly. Thus, at the theoretical level, the main question addressed 1n this
dissertation is: might preferences in themselves influence the impact of
decentralisation on allocative efficiency, in the context of health care resource
allocation?

Regardless of which model (public choice theory or principal-agent
theory) 1s used to explain the positive outcome above mentioned, in any case, the
benefits generated by decentralisation depend on the assumption of variation 1n
preterences across jurisdictions. However, there 1s little empirical evidence
regarding this matter. Consequently, at the empirical level, the main question
addressed 1n the current work 1s: does geographic vanation in preterences, in the
context of health care resource allocation, exist? To answer this question we
developed and administered the same questionnaire (eliciting preterences) to two
independent samples drawn from two Portuguese municipalities.

Within our framework, central and local decision-makers are seen as
alternative agents acting on behalf of local populations. Given the different
capabilities possessed by agents, decentralisation of resource allocation generates
some trade-offs between objectives. Depending on the trade-offs that local
populations are willing to make, they will be better-off with one or the other
agent. Theretore, we conclude that the specific preferences held by individuals
might also determine in themselves whether or not decentralisation 1s optimal,
when compared to centralisation.

Concerning the empirical work, the principal conclusion is that the results
do not corroborate the hypothesis of geographic variation in preferences, meaning

that the theoretical discussion about the impact of decentralisation on allocative
efficiency might have to be revisited. The empirical results further suggest that the
geographical dimension of (in)equality in treatment matters to people and that a

maximum opportunity cost of equality, in terms ot health gain toregone, 1s likely

to exist.
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CHAPTER 1. Introduction

Decentralisation in the health care sector has received, since the early 1990s,
an increasing attention from researchers and policy makers. The World Bank’s
World Development Report, in 1993, dedicated to health, has certainly contributed
to strengthen discussions about decentralisation by classifying the latter as
“potentially the most important force for improving efficiency and responding to
local health conditions and demands” (cf. Reich, 2002, p.1672). But the debate
has not been restricted to less developed countries. Saltman and Bankauskaite
(2004), tor example, say that the concept of decentralisation has become a

cornerstone of health policy in an increasing number of Western European

countries.

The phenomenon of decentralisation has been addressed by various
disciplines and it is difficult to define but one might say that in broad terms it
entails the transfer of powers from a central authority to more local institutions.
Decentralisation 1s also associated with an array of different outcomes. Within
economics, one of such (positive) outcomes 1s the increase 1n social welfare or
allocative efficiency through better matching of service delivery to preferences.

There have been two major lines of thought, within economics, that
explain this better matching of service provision to preferences. One, linked to
public choice theory, argues that locally elected governments compete with each
other for constituents (who are also taxpayers), who will choose their preterred
mix of services by ‘voting with their feet’ (the Tiebout ettect) and moving to
jurisdictions offering services more in line with their preterences. The other,
related to the principal-agent theory, draws attention on information. In this case,
the 1dea 1s that local authorities, by living closer to the people that they serve,
have a better knowledge and understanding of the preferences held by these
people, compared to the central authority. The concept of preferences has
therefore played a relevant role in economic analyses of decentralisation but only
indirectly. That 1s, what lead to the positive outcome above mentioned is
information asymmetry (about preferences) or competition (among local decision

makers) and not preferences themselves.

The nature and content of preferences have not in fact been given attention

11



In the literature about decentralisation. In this literature, the concept of preferences
has been implicitly interpreted as consumers’ preferences. However, a much
broader interpretation of this concept has been proposed in the health economics
literature, recognising that preferences might be society regarding and not only
centred on the self. Therefore, at the theoretical level, the main question addressed
in this dissertation is: are the nature and content of preferences relevant for the
evaluation of the impact of decentralisation on social welfare? In other words,
might preferences in themselves influence the impact of decentralisation on
allocative efficiency, in the context of health care resource allocation?

Regardless of which model (public choice theory or principal-agent
theory) 1s used to explain a better matching between provision and preferences, in
any case, the benefits generated by decentralisation depend on the extent to which
there 1s variation in preferences across jurisdictions. Despite the relevance of the
assumption ot variation 1n preferences, there is little empirical evidence regarding
this matter, for the context of health care. Consequently, at the empirical level, the
main question addressed in the current work 1s: does geographic variation in
preterences, 1n the context of health care resource allocation, exist?

We start nonetheless with a systematic review of literature, whose main
findings are reported in chapter two. The part of the review of literature
corresponding to section 2.4 not only gives an account of the current state of the
art regarding the theoretical and empirical literature about the impact of
decentralisation on efficiency but 1t also serves as the basis to set up the
framework underlying the theoretical discussion developed in chapter three. But
because both concepts of decentralisation and efficiency beg for some
clarification about their meaning, before reviewing the literature about the link
between the two, we present in sections 2.2 and 2.3 the interpretations of these
two concepts which have been mostly used 1n economics and health economics.

A possible taxonomy classifies decentralisation by three categories of
devolved responsibilities: political, administrative and fiscal. In the first case, the
focus is on the transfer of powers from the centre to democratically elected
representatives ot local populations. Within the administrative approach, a well
known typology classities processes of decentralisation as deconcentration,

delegation, devolution, and privatisation. Fiscal decentralisation focuses on the

control at lower levels of government over fund-raising and expenditures. Some
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have argued that political and fiscal decentralisation have a limited applicability in
the context of health care (due to the small weight that locally raised resources
represent and due to the existence of administrative restrictions regarding the
allocation of intergovernmental transfers). Two alternative frameworks have been
proposed: the ‘decision space’ (Bossert, 1998), which draws on the principal-
agent relationship and is interpreted as the range of effective choice that 1s
allowed by the central government (the principal) to be utilised by local
authorities (the agents); and the ‘arrows framework’ (Peckham et al., 2005) that 1s
a two dimensional framework that distinguishes eight tiers of decision making
(ranging from ‘global’ to ‘individual’) and three types of activities (inputs;
process or decisions; and outcome).

Concerning the concept of efficiency, three main interpretations have
been used in health economics: X-efficiency or production efficiency; health
maximisation; and allocative efficiency. Given a health production frontier, X-
efficiency might be increased by moving the health distribution from any point
inside the frontier to any point on the frontier. This movement, however, does not
necessarily lead to the maximum total health. Thus, a popular interpretation of
efficiency 1s health maximisation, which is met in that point on the health frontier
where its slope equals -1. In this case, movements on the frontier towards this
point are said to increase efficiency interpreted in this particular fashion. But
health maximisation does not necessarily corresponds to the maximum welfare 1f
the latter 1s affected namely by distributional considerations. Theoretical
arguments supporting these varied distributional considerations are reviewed 1n
section 2.3. In this section, we follow a classification that groups principles ot
justice into maximising principles, egalitarian principles, and need principles.
Moreover, a further distinction 1s made between distributive and procedural
justice. In the former case, outcomes are at the centre ot discussions, while in the
latter case, procedures are the core issue. Some of these considerations might
conflict with each other; in particular, when there 1s a conflict between health
maximisation and other principles, it 1s said that an equity-etticiency trade-off
exists. It might even occur that a point inside the health frontier is preterred to a
point on the frontier, on the grounds of e.g. procedural concerns. Thus, 1n this
case, the equity-efficiency trade-off might involve not only health maximisation

but also production etficiency.
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Bearing in mind that efficiency and decentralisation might be interpreted
In various ways, section 2.4 reviews the theoretical and empirical literature
regarding the impact of decentralisation on efficiency, with a special focus on the
context of health care resource allocation. There are arguments that point to a
positive link between decentralisation and both production and allocative
etficiency but there are also arguments that point to the opposite result. Examples
of the former are greater knowledge at the local level regarding local
circumstances affecting production costs, greater innovation at the local level, and
a better match between service provision and preferences. Examples of the latter
are the loss of economies of scale, lower technical knowledge at the local level,
and the existence of externalities. On the whole, there i1s some ambiguity
regarding the positive or negative impact of decentralisation on efficiency. This
ambiguity of results i1s also a characteristic of empirical studies that have
addressed this question.

The literature about decentralisation has used the concept of preferences
but this concept has not been expressly addressed within that stream of literature,
in which preferences have been implicitly interpreted as consumers’ preferences.
However, once we look at the literature about health care resource allocation, we
conclude that this interpretation 1s limited in the context of health care. In tact, in
this dissertation the concept of preferences i1s used in a broad sense. Theretore, 1t
1S important to review the literature that supports this wider interpretation, which
1S done 1n section 2.5. Three main criteria that might be used to classity
preferences are identified: ‘whom respondents are asked to think about’; ‘what
respondents are asked to think about’; and ‘individual versus collective
preferences’. A major and perhaps the most important distinction 1s that between
personal preferences and social preterences. In the former case, what matters 1s
what individuals preter for themselves on whatever basis, whereas in the latter
case, what matters 1s what individuals prefer for the society as a whole. In general
terms, this distinction opposes a consumer perspective to a citizen perspective.

Expanding the concept of preferences in economic analyses might lead

some to question whether this 1s like opening Pandora’s box. Consequently, in
section 2.6, the empirical literature regarding preferences in the context of health
care resource allocation i1s reviewed, showing that a link between theories that

explain preferences and preferences held by the general public does in fact exist.
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Many empirical studies have been conducted in England or UK, theretore, this
part of the review of literature 1s also used to support the discussion in chapter
five. In the final section of chapter two, we 1dentity several topics that remain
under-explored in the literature, some of which are addressed in subsequent
chapters.

Chapter three then addresses the central theoretical question of this
dissertation: might preferences in themselves influence the impact of
decentralisation on allocative efficiency? We begin by defining the framework on
which the discussion i1s grounded. This framework stems from the literature
reviewed 1n chapter two and more detailed information about it as well as about
the theoretical or empirical literature supporting it is provided in section 3.2. The
central assumptions are: there is variation in preferences across jurisdictions; there
1s imperfect information regarding preferences and local authorities are better
informed about these preferences (in their respective jurisdictions) compared to
the central authority; the centre has superior technical information compared to
local authorities; decision-makers, both at the central and local levels, are
benevolent planners that seek to maximise the social welfare of local populations.
This 1s a possible framework but we acknowledge that, based on the review of
literature, information asymmetry for example can go either way. Moreover, the
literature 1s ambiguous regarding the impact of decentralisation on allocative
etficiency as well as on production efficiency. Our interest lies on the hypothesis
of both impacts diverging but we recognise that given the current state of
knowledge different assumptions would be acceptable as well.

Globally, our framework might be viewed as an adaptation of the
principal-agent approach. Traditionally, the principal-agent analysis applied to
decentralisation 1s focused on the relationship between the central decision-maker
(the principal) and local decision-makers (the agents). In our case, by assuming
that decision-makers are benevolent planners, emphasis 1s given to the
relationship between the central and local decision-makers, on the one hand, and
local populations, on the other. Both types of decision-makers are thus seen as
alternative agents and the 1dea i1s to compare, for each local population, the
relative performance of the central and local authorities, in meeting the
preferences of local people (see Figure 2). Centralisation is taken as the status quo

(which fits the perspective adopted in most Western European countries as well as
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less developed countries) against which decentralisation 1s evaluated. In our
discussion, decentralisation is said to improve allocative efficiency if 1t leads to a
better match, compared to centralisation, between what 1s achieved with resource
allocation and what are the preferences regarding this same allocation.

Sections 3.3 to 3.6 deal with different trade-offs between objectives of
resource allocation that might emerge with decentralisation. These objectives
range from production efficiency and health maximisation to equal provision of
health care; participation or voice in decision making; and reduction 1n
inequalities in health across jurisdictions. In this context, whether or not
decentralisation improves welfare depends on how people trade-off the various
arguments of welfare considered in each case. We thus conclude that preferences
might determine the extent to which decentralisation is optimal compared to
centralisation. In sections 3.3 to 3.6, preferences affect the distribution of local
budgets within jurisdictions but not the distribution of the whole health care
budget among jurisdictions. Therefore, in section 3.7, we consider the possibility
of (heterogeneous) local preferences about health states being used to allocate a
common pool of resources among jurisdictions and discuss its implications,
compared to the case in which national preferences are used. We argue that
distributing resources between junisdictions based on local preterences raises
some problems but, once local budgets have been set, 1t 1s optimal from the
perspective of local welfare to allocate local budgets based on local preferences.

The conclusions achieved in chapter three are obviously dependent on the
assumptions presented in the beginning of the chapter; hence, in the tinal section
(section 3.8) we point the limitations that might apply, discussing the
consequences of relaxing some assumptions.

One of the previous limitations has to do precisely with the assumption of
variation in preferences across jurisdictions. Thus, in chapter four we report on a
small-scale empirical study that sought to address this question; the main
objective of this chapter 1s theretore to assess whether or not there are differences
in preferences, 1n our case, between two independent samples drawn from two
distinct Portuguese municipalities.

To pursue this objective we developed and administered (method of
delivery and collection) the same questionnaire to both samples. The selection of

regions from which to draw the samples was partly by practical convenience and
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partly judgemental, being the samples defined by quotas based on the composition
of local populations (age, sex and level of education). The questionnaire
comprises 6 questions (for the English version of the questionnaire see Appendix
B; for the Portuguese version of the questionnaire see Appendix C) and adopting
the terminology reviewed in chapter two, on might say that two types of
preterences are elicited: personal preferences and social preferences. Regarding
the latter, we have elicited preferences concerning the criteria of health
maximisation and equality of treatment (across geographic regions) as well as the
trade-off between them (using person trade-off questions). The selection of
preterences to test for geographic diversity followed from the review of literature
in which we concluded that the geographical dimension of (in)equality has not
been addressed in empirical works; thus, this seemed to be an opportunity to
contribute to current knowledge by looking at people’s views about the trade-off
between health maximisation and geographic equality in health care provision.
This sort of trade-offs might actually acquire particular relevance in contexts of
decentralisation given that the latter have been associated with geographic
variations 1n provision. Additionally, that type of trade-off is addressed in chapter
three; therefore, the empirical findings could be seen as a test regarding the
pertinence, from a practical point of view, of the theoretical discussion.
Descriptive statistics and graphical methods are used to explore the data, giving
an account of respondents’ preferences and an initial overview of differences
between samples. Differences are afterwards analysed using inductive statistical
methods. In all tests, the null hypothesis is that both samples have been drawn
from the same population (or, from populations with the same mean, median or
distribution, depending on the test), that 1s, to conclude that differences between
samples are statistically significant one should be allowed to reject the null
hypothesis.

The main conclusions of the empirical study are: there are no differences
in preferences across samples (given that the statistical tests showed that basically
for all variables the null hypothesis could not be rejected); people are sensitive to
geographic 1nequality in health care provision; and people are willing to make
trade-offs between the principles of health maximisation and geographic equality

of treatment (most people are willing to forego between 10 and 30 per cent of

total health gain to keep geographic equality of treatment in return). These results
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naturally apply for the case of the specific regions and for the particular topics
approached in the study, which has its own limitations. These and other
limitations (e.g. method of administration and size of samples) are identified 1n
the final section of chapter four and directions to future research are suggested.
Given the various forms that concepts such as decentralisation, efticiency
and preferences might embody, there has been some lack of clarity in the use ot
these concepts in the literature. But this lack of clarity has also characterised the
political discourse about decentralisation in health care. It 1s therefore important to
point where ambiguities arise and further clarifications are needed. The objective
of chapter five is precisely to draw attention on these ambiguities for the case ot
the debate about decentralisation in the English National Health Service (NHS).
The focus on the English NHS is justified with the fact decentralisation in health
care 1S one of the current policy themes in England, reflected in the political
discourse of ‘shifting the balance of power’. In fact, the English NHS has been the
object of numerous analyses which 1s comprehensible given the successive

reforms that it has been subjected to, in some cases representing worldwide

pioneer initiatives.

We first look at the use of the concept of preferences, in the context ot the
English NHS, noting that both consumer and citizen perspectives apply to this
context but the distinction between the two has not always been explicit. Another
ambiguity or confusion that seems to exist in the English NHS and that might
affect the respective debate about decentralisation i1s that between variations 1n
provision due to varying technical knowledge and variations in provision due to
varying preferences. In chapter five, we use the framework proposed 1n section
3.2 to distinguish between the two sources of variations. This question 1s even
more pertinent in the case of the English NHS given the aversion to variations 1n
provision that seems to exist in England. Finally, public involvement or
participation in decision making is also a current theme 1n the English NHS and 1t
is also a central issue associated with decentralisation. In England, there is at a
rhetorical (and legal) level an association between participation and local NHS
organisations. The question 1s that two approaches to participation have been
identified (consequentialist approach and procedural approach) and some
ambiguities might arise when, for example, the public and authorities have

different views about participation or, when the approach adopted by authorities is
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not accompanied in practice by mechanisms to implement 1t. In chapter five we
suggest that this sort of ambiguities exists in the English NHS as well.

To conclude the chapter, we suggest that the debate would benefit 1t the
1ssues that we have addressed in regards to the NHS were made clearer,
particularly, in terms of policy guidance flowing from the central government to
local organisations and in terms of information directed at the general public.
Although our discussion is focused on the English case, these ambiguities are
likely to apply to other countries as well.

Chapter six closes this dissertation with a summary of our main results and

conclusions, pointing out their major limitations and the future research agenda

that might succeed the current work.
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CHAPTER 2.

Review of literature: the core concepts of

decentralisation, efficiency and preferences; theory and evidence about

the impact of decentralisation on efficiency; and the evidence about

preferences

2.1. Introduction

The phenomenon of decentralisation has been addressed by various
disciplines and 1s associated with an array of different outcomes; in some cases,
the same outcome results from different explanations depending on the discipline
at stake. Given that the current dissertation focuses on the efficiency of health care
resource allocation in the context of decentralisation, this chapter reviews the
theoretical as well as the empirical literature regarding the impact of
decentralisation on efficiency. Moreover, our interest lies on the perspective of
economics and, in particular, of health economics.

The main objectives are therefore to review the theoretical literature
concerning the impact (positive or negative) of decentralisation on efficiency; the
arguments used to explain that impact and how the concept of preferences relates
to these arguments. We start with economic arguments in general and then focus
on the particular case of health care resource allocation. In addition, the review of
empirical evidence (in the context of health care) aims to reach a conclusion on
whether or not the theoretical arguments are supported by the evidence. This part
of the review (of theoretical and empirical literature), presented in section 2.4, not
only gives an account of the current state of the art but 1t also serves as the basis to
set up the framework (section 3.2) within which the discussion 1s developed 1n
chapter three.

Because social scientists often do not share common meanings even when
they use common words (Culyer, 1989b), 1t 1s important to clarify the meanings of
the concepts of decentralisation and efficiency, before reviewing the literature
regarding the relationship between them. Consequently, sections 2.2 and 2.3

present the interpretations of these concepts mostly used in economics and health

economics.
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The economic arguments, presented 1n section 2.4, that support a positive
link between decentralisation and (allocative) efficiency make use of the concept
of preferences, without explicitly addressing the concept in itself. However.
several distinctions have been made in the literature about health care resource
allocation, namely between self-regarding and society-regarding preferences.
Hence, section 2.5 reviews the main classifications of preferences found in the
health economics literature. This part of the review is important to support the
(wide) concept of preferences used in the theoretical discussion, in chapter three,
as well as to classify preferences in the empirical work reported in chapter four.
Together with section 2.3, section 2.5 also serves to show that the examples of
preterences used throughout this dissertation are not arbitrary. To show in
addition that they are not empirically unfounded, section 2.6 reviews the empirical

evidence about what matters to people when it comes to allocate health care

ICSOUrccs.

In chapter five, we will also recall much of the content of sections 2.3, 2.5
and 2.6, namely to point out the lack of clarity of some concepts (like values or
preterences) that have been used in the context of the English NHS and to support
some parts of the discussion with available evidence for this context (e.g.
preferences regarding participation in decision making).

In the final section of this chapter (section 2.7), we summarise the main
findings of the review of literature and identify some gaps and areas that remain
under-explored 1n the literature, some of which are addressed in subsequent

chapters.

Methodology

Data sources included electronic searches of various databases (EconLit,
Medline, Wilson Social Sciences Abstracts and PsycINFO) as well as the tollow-
up of references in selected papers. The main search was carried out in the second
semester of 2004 though more recent publications are also included, which have
resulted from a few updates of the literature search (the last update took place in

June 2007).

The key terms used (usually in the form of combinations that included



health or decentralisation) were: health, decentralisation, efficiency, public (or
social) preferences (or values), equity, justice, fairness and public participation (or
involvement).

Regarding the empirical literature about decentralisation in health care,
much of the evidence has been produced for the case of developing countries.
Although there might be differences in terms of key issues between developing
and e.g. Western European countries, we did not exclude a priori the studies
applied to the former context. In terms of the empirical studies about preferences
in the context of health care resource allocation, we excluded empirical studies
that elicited preferences from a specific perspective like the views of patients or
health staff (we have nonetheless retained studies that used convenience samples
such as students or academic staff provided that the stated aim was to elicit views
from the perspective of the general public). Within this latter literature, there has
been a discussion about the pros and cons of the various methods of preference
elicitation. It is not however our objective to address this question, therefore, we
also excluded studies specifically designed to approach methodological issues
(there 1s an exception for the case of the person trade-off technique but this part of
the literature is reviewed in chapter four, in the context of the empirical work

reported there).

2.2. The concept of decentralisation

Decentralisation has been approached from diverse perspectives and by
various disciplines, leading to different interpretations. As above stated, here our
objective 1s to present the main interpretations referred to in the health economics
literature, which 1n turn rely on the frameworks developed by economists. It
should be said that it 1s unlikely that any single framework apply in all
circumstances and 1t 1s also common to find overlaps between categories within
the same framework. The main interdisciplinary consensus regarding the concept
of decentralisation 1s perhaps the recognition that it represents a complex

phenomenon. Levaggl and Smith (2005, p.225) say that decentralisation in health

care is indeed difficult to detine. These authors still suggest that, in broad terms,
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“1t entails the transfer of powers from a central authority (typically the national
government) to more local institutions™.

A possible taxonomy (used by e.g. Saltman and Bankauskaite, 2004, and
Hutchinson and LaFond, 2004) classifies decentralisation by three categories of
devolved responsibilities: political, administrative and fiscal. The distinction
among these categories 1s not however clear cut.

Regarding political decentralisation, i1t has been broadly defined as the
shift 1in the public decision making power from a more-central to a more-local
authority, in particular through democratic processes. It generally assumes that
local decision makers are democratically elected representatives of local
populations.

Administrative decentralisation “is the transfer of responsibility for
planning, financing, and managing certain public functions from the central
government and its agencies to subordinate units or levels of government, semi-
autonomous public authorities or corporations, or areawide, regional, or functional
authorities” (Hutchinson and LaFond, 2004, p.5, quoting Dennis Rondinelli).
Saltman and Bankauskaite (2004, p.8) say that the concept of administrative
decentralisation emerged in opposition to the core tenets of Weberian
bureaucracy. This form of decentralisation emphasises the greater or lower
operational authority of lower level functionaries.

Within the administrative approach, Rondinelli’s (1983) four-fold
typology (related to the institutions to which responsibilities are devolved) has
been widely used to classify processes of decentralisation: deconcentration -
spatial relocation of decision making, 1.e. the shift of power trom the central
offices to peripheral offices of the same administrative structure (e.g. Ministry ot
Health and its district offices); delegation — shifts responsibility and authorty to
semi-autonomous agencies (€.g. a separate regulatory commission or an
accreditation commission); devolution —shifts responsibility and authority from
the central offices of the Ministry of Health to separate administrative structures
still within the public administration (e.g. local governments of provinces,
municipalities); and privatisation — transfers operational responsibilities and 1n
some cases ownership to private providers.

A distinction between vertical decentralisation and horizontal

decentralisation might also be introduced here. In the former case, authority is
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transferred to lower levels of decision making (this adjusts to forms of
decentralisation such as delegation or devolution). In the case of horizontal
decentralisation, at each level of decision making, authority might be spread out
from a central point (this notion conforms to the concept of deconcentration).

The third category of decentralisation, above introduced, 1s fiscal
decentralisation. This sort of decentralisation refers to the control, at lower levels
of government, over financial resources, either in terms of fund-raising and/or
expenditure assignments. Saltman and Bankauskaite (2004) note that the seminal
literature on fiscal decentralisation appeared under the label of ‘fiscal federalism’,
given its original conceptualisation to fit the characteristics of a federal state (US).

Each of these frameworks captures only some of the diverse dimensions of
decision making. For this reason, each framework naturally presents weaknesses
In some aspects, while performing better in other particular features. An
advantage of the administrative approach, pointed by Saltman and Bankauskaite
(2004), 1s that 1t acknowledges the distinction between policy and management,
recognising that policy can remain partly central even as health system
management 1s mostly decentralised.

In the case of the four-part typology presented above, a central feature 1s
the tocus on the appropriate level for decentralising functions and responsibilities.
However, although there 1s an 1mplicit assumption that moving from
deconcentration toward privatisation is likely to increase the range of choice
allowed to local officials and managers, there 1s not a clear link between each
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