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Abstract In recent years, health systems have increasingly made use of contracting practices; despite results that are often promising, 
there have also been failures and occasionally harsh criticism of such practices. This has made it even more necessary to regulate 
contracting practices. As part of its stewardship function, in other words its responsibility to protect the public interest, the ministry 
of health has the responsibility of introducing the tools needed for such regulation. Several tools are available to help it do this. Some 
of them, such as standard contracts or framework contracts, useful as they may be, are nevertheless specific and ad hoc. Contracting 
policies, when carefully linked to overall health policies, are undoubtedly the most comprehensive of these tools, since they enable 
contracting to be accommodated within the management of the health system as a whole and thus take into account its potential 
contribution to improving health system performance. However, the requirements for success are not present automatically and it 
has to be ensured that there are mechanisms for vitalizing these regulatory mechanisms and that the key actors make proper use 
of the framework laid down by the ministry of health. The first three authors of this article have participated in the preparation and 
implementation of national policies on contracting in their own countries, viz. Chad, Madagascar and Senegal.
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Voir page 901 le résumé en français. En la página 901 figura un resumen en español.

Introduction
In recent years, there has been conss
siderable development of contracting 
almost everywhere in the health sector. 
Although a large body of experience on 
contracting has been documented, the 
results have often been promising but 
also occasionally limited, not so much 
because of the contracting approach 
itself, but on account of its inappropriate 
or untimely use.

Contracting is often seen as a tool 
that the various health actors use in an ad 
hoc manner to solve specific problems, 
without always considering how it fits 
into the overall working of the health 
system.

In this article, we provide an overss
view of the context in which contractss
ing has developed before considering 
it a tool whose use is regulated. Several 
means of carrying out such a regulation 
are then described. Subsequently, we exss
amine the requirements for these tools 
to be successful, restricting ourselves to 
analyses of experiences that have been 
published and to our own empirical 
observations.
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Context in which contract--
ing has developed
Increased use of contracting has been 
part of the evolution of health systems 
and of the relationships between the varss
ious actors in such systems. As a result, 
the position and role of these actors have 
evolved considerably, and the changes 
outlined below may be identified.

Role of the state
The definition of the role of the state 
that was called into question by analyses 
which concluded that privatization was 
the remedy for the state’s inability to 
manage is increasingly giving way to a 
vision in which the state’s role is to steer 
public interest rather than to provide 
and finance services.1 The health sector 
is no exception to this widespread trend, 
which proposes that the state should 
focus on its stewardship function and, as 
is suggested by the World health report 
2000,2 “row less and steer more.” There is 
nothing new about this ongoing examiss
nation of the state’s stewardship funcss
tion, which is defined as a “function of 

a government responsible for the welfare 
of the population, and concerned about 
the trust and legitimacy with which its 
activities are viewed by the citizenry”; it 
was addressed by JeansJacques Rousseau 
in the 18th century, then by Max Weber 
at the beginning of the 20th century, bess
fore being taken up by the Public Choice 
School in the United States.3

This vision reflects substantial chalss
lenges to the practices and techniques of 
public management. In the view of some 
analysts of government,4,5 we now stand 
at the watershed dividing two periods: 
that of the “commanding government,” 
which is coming to an end, and the dawn 
of the period of “government by partnerss
ship.” The commanding government, 
which is constituted and acts by virtue 
of the impersonal and coercive general 
rule of law, seems to be increasingly less 
suited to the environment of modern 
societies, with their inherent complexiss
ties. The current crisis of “governability” 
has exposed the inefficacy of the state 
and of its conventional legal regulatory 
mechanisms. No doubt, laws, decrees 
and regulations and their application by 
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an authoritarian bureaucratic organizass
tion were suited to a certain period in 
history. Nowadays, however, the results 
produced by this form of governance are 
less satisfactory; and it is more through 
necessity and pragmatism rather than 
ideology that new forms of public manss
agement have developed. “Government 
by partnership” is characteristic of a 
state that no longer commands from 
the top down, but which negotiates 
with its societal environment. Consess
quently, modern law should assign an 
increasingly important place to “law by 
regulation” or “negotiated law”6 (flexible, 
reflexive, reactive), and no longer aspire 
to regulate everything but rather provide 
frameworks for negotiation. The new 
style of government is that of governss
ment by delegation and through the 
coordination of interlinked networks.7,8 
A modern administration thus becomes 
a cooperative one which generalizes the 
practice of negotiating as a daystosday 
form of action. The law increasingly 
resorts to contracts as a means of ensurss
ing it is applied and less to enabling 
legislation that imposes it unilaterally. 
There are instances in which a framess
work law, in addition to setting out the 
fields for negotiation, requires actors to 
conclude contractual arrangements by a 
fixed deadline (for example, in France, 
Ordinance No. 96–346 of 24 April 1996 
requires hospitals to reach agreements 
with regional hospital agencies).

The private sector
In most health systems, the private sector 
is developing, becoming more diversiss
fied and playing or aspiring to play an 
increasingly important role. As far as 
provision of health services is concerned, 
private providers, both forsprofit and 
notsforsprofit, are sometimes more imss
portant than public service providers. 
For example, the private sector provides 
onesthird or more of health services in 
most African countries.9 This sector has 
become diversified, and private nons
profit providers, who used to be mainly 
from religious orders, now include 
nondenominational organizations. The 
private forsprofit sector, which used to 
be present mainly in towns and which 
essentially provided curative services for 
the well off, is now spreading to more 
diverse locations and addressing less 
privileged sectors of the population.10

Working in isolation is no longer 
desirable; gradually, the actors involved 

are realizing the need to build relationss
ships that are more formal and less on an 
ad hoc basis. As in the business world, 
the actors involved consider contractss
ing as a tool that enables them to solve 
their own problems, without regard to 
the public interest.11 We thus witness 
the juxtaposition of specific contractual 
arrangements that suit everyone, includss
ing the health authorities, even though 
contracting as a concept remains limited 
and relatively unknown. However, there 
are drawbacks to such arrangements, as 
discussed below.

Within the health sector, contracting 
is being used opportunistically, rather 
than as part of a strategy that has 
been clearly laid down by the minisss
try of health. In Benin, for example, 
the decision to delegate management 
of the Ménontin Health Centre in 
1992 is an isolated one. Similarly, a 
study covering 10 countries in the 
Eastern Mediterranean Region12 that 
use subscontracting reveals considerss
able differences between them that 
cannot be accounted for by any exss
plicit strategy.
Occasionally, use of contracting enss
tails excesses and abuses that are unss
acceptable. For example, in some 
hospitals in Morocco that had subs
contracting cleaning services, the subs
contractors were found to be paying 
their workers less than the minimum 
wage. Elsewhere, subscontracting has 
led to the dismissal of public employss
ees and consequently the opposition 
of trade unions;13

There is often a lack of professionalss
ism in the decision to use contractss
ing; for example, some of the actors 
involved, stimulated by a particular 
positive experience they have had, 
plunge in heedlessly, and their amass
teurism often results in failure.14 
Handling a contractual process and 
drafting a contract that sets out, in 
both word and spirit, the underss
standing reached between the players 
involved, is far from being as easy as 
it seems. For example, in Senegal, the 
contracts signed between the minisss
try of health and several nongovernss
mental organizations (NGOs) as part 
of the Integrated Health Developss
ment Programme were badly wordss
ed, largely accounting for the poor 
results achieved.

When used badly, contracting may also 
prove dangerous. For this reason, it is 

•

•

•

accused of being a vehicle for privatizass
tion or of indicating the withdrawal of 
the state, with as a corollary, its perceived 
loss of concern for the public interest.15 
The realization that contracting might be 
seen as a factor favouring the developss
ment of privatization and the withdrawal 
of the state has been one of the main 
arguments in favour of the development 
of a policy on contracting in Chad, 
Madagascar and Senegal.

Regulatory tools
In recent years, many countries have 
felt the need to introduce regulation 
of contractual practices. The need has 
been expressed not only by ministries 
of health, but also by other players. For 
example, Medicus Mundi International 
would like the use of contracting to be 
circumscribed by a clearly defined framess
work between the state and NGOs in 
countries where it provides support.16

To understand the concept of reguss
lation, we need to first define it: “Regulass
tion occurs when government controls 
or deliberatively tries to influence the 
activities of individuals or actors through 
manipulation of target variables such 
as price, quantity and quality.”17 This 
broad vision of regulation encompasses 
both the texts and the tools used to conss
trol and supervise — the regulation in a 
narrow meaning — as well as the incenss
tives, the trends, the strategies and policy. 
The aim is at the same time to stimulate 
initiatives by all actors involved, to enss
courage them to contribute towards the 
health of populations, and to provide a 
framework for contracting so as to avert 
its potentially negative effects. Establishss
ing normative documents is a first stage 
of the regulation process: laws and rules 
may be sufficient to avoid abuses and 
corrupt practices. However, countries are 
increasingly introducing other measures 
to regulate the contractual practices, as 
discussed below.

Harmonization of contractual 
documents
Many countries harmonize contractual 
documents by drawing up model or 
standard contracts, in the same way as 
healthsinsurance companies use stanss
dard contracts to govern their relations 
with their members. This is illustrated 
by the following examples.

In France, Act No. 99–477 of 9 June 
1999, guaranteeing access to palliative 
care, stipulates that “those associations 
that organize voluntary work in public 
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or private establishments, welfare and 
medical and welfare establishments must 
sign with the establishments concerned a 
standard agreement defined by a decree 
of the Council of State”.

In Canada (Province of Quebec), a 
standard contract has been drawn up to 
harmonize contracts between network 
clinics and Health and Social Services 
Centres (CSSS); the purpose of these 
contracts is to coordinate the services 
offered by the network clinics and the 
CSSS in order to offer clients access, via 
a clearly identified portal, to a continuss
ous range of services required by their 
state of health.

In the United Kingdom, the Departss
ment of Health has agreed the content of 
the General Medical Services Standard 
Contract with the General Practitioners’ 
Committee (GPC) and the National 
Health Service (NHS) Confederation. 
Thus, by offering a formal framework 
for specific contractual relations, the 
standard contract technique makes it 
possible to harmonize practices even if 
it remains focused on the wellsdefined 
aspects of contractual relations.

Guidance documents
Certain countries use guidance docuss
ments relating to specific areas, which 
resort to contracting. These include 
Canada (Province of Quebec), which 
inspired by the United Kingdom, is 
developing, through Act 61 of 2004, 
public–private partnerships to renovate 
public infrastructure and improve the 
quality of services provided to citizens.

In France, the “Hospitals” ordinance 
of 4 September 2003 has authorized the 
use of “longsterm (emphyteutic) hospiss
tal leases” (BEH), a particular type of 
partnership contract, and established the 
National Mission to Support Investment 
in Hospitals (MAINH). The latter is a 
form of contractual arrangement coverss
ing the funding, design, construction, 
maintenance and operation of the buildss
ing and in some cases the overall proviss
sion of services associated with it. These 
official documents precisely determine 
the use of this type of contracting, albeit 
within a clearly determined area.

Framework agreements
The use of framework agreements ress
flects different objectives, as discussed 
below.

Certain framework agreements 
define contractual terms with which acss
tors may or may not wish to comply. In 

France, for example, this applies to the 
agreement between health insurance 
funds and general practitioners’ professs
sional organizations: practitioners may 
simply send a letter stating that they 
wish to adhere to the general agreement 
regulating relations between the funds 
and general practitioners; this means 
that there is no specific contract binding 
a physician to a health insurance fund.

Other framework agreements are 
designed more as documents setting out 
the major contractual guidelines, leaving 
it for the actors to define, within their 
framework, their specific contractual ress
lations. For example, the major national 
NGOs and religious bodies that own 
and manage numerous health facilities 
in lowsincome countries are keen to 
have framework agreements drawn up, 
to which they may then refer in negoss
tiating specific contractual agreements. 
For example, in Burundi18 and Benin,19 
churches find that specific contractual 
arrangements require often arduous cases
byscase negotiations. Moreover, each 
contractual arrangement is considered 
an exception, as the contractual strategy 
is not part of the national health policy. 
To make up for these shortcomings, the 
churches have requested the introducss
tion of a frame of reference for their 
negotiations to provide strength and 
credibility to any contractual arrangess
ments into which they may subsequently 
enter.

In some cases, framework agreess
ments take the form of a memorandum 
of understanding; for example, to 
implement the DOTS strategy to treat 
tuberculosis, WHO’s Stop TB Departss
ment has recommended that ministries 
of health sign a memorandum of unss
derstanding with private practitioners, 
setting out the terms of collaboration 
between the public and private sectors.20 
Private practitioners are then free to 
sign contracts to implement the DOTS 
strategy.

In comparison with a laissezsfaire 
approach, the abovesmentioned agreess
ments provide a framework for conss
tractual practices. From the practical 
angle, benchmarks and limits are laid 
down for certain types of contract, in 
respect of which the rules need to be 
spelt out. However, this does not mean 
that contracting is part of a systemic apss
proach, i.e. a framework within which 
it is considered to be a tool to improve 
healthssystem performance.

Integration of contracting into 
health policy
If contracting is to be seen within the 
broader framework of healthssector 
reform, it is in countries’ interest to inss
tegrate it within their health policy. To 
do so, they have two options.

Draw up “national health policy” 
documents, which address the evoss
lution of the health sector together 
with the reforms required. Countries 
that wish to adopt contracting may 
define the terms and strategies for its 
implementation within this overall 
policy framework.
Draw up a specific “contracting polss
icy” document. This is recommended 
by the resolution adopted by WHO 
on contracting,21 which stipulates 
that “The Fiftyssixth World Health 
Assembly … urges Member States: 
… to frame contractual policies that 
maximize impact on the performance 
of health systems and harmonize the 
practices of all parties in a transparss
ent way, to avoid adverse effects”. 
The purpose of a policy on contractss
ing will thus be to define relations 
between actors; it will determine the 
place of the contract in relations bess
tween actors operating in the field, 
lay down the principles and objecss
tives of contractual relations, deterss
mine priorities and which actions 
are subject to contract and lay down 
certain ground rules (such as requiress
ments for registering contracts).

Few countries have actually formally 
drafted such “national contracting polss
icy” documents: Chad,22 Madagascar,23 
Senegal 24. However, there are several 
that intend to do so: Benin, Burkina 
Faso, Burundi, Cameroon, Mali and 
Morocco.

Clearly, these two strategies are 
not mutually exclusive; ideally, they are 
complementary. Depending on when 
they are drafted, the latter will complete 
the former, or the former will incorposs
rate the latter.

Of the tools described here, conss
tracting policies are perhaps the most 
comprehensive and innovative; they 
make it possible to integrate contracting 
within a systemic approach, along the 
lines of policies adopted for other areas, 
such as those on drugs, human resources 
and health financing. Because in many 
cases contracting is a new tool which 
may occasionally give rise to criticism 

•

•
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from certain actors, it is in the interest of 
the ministry of health to define carefully 
its orientations and strategy.

Requirements for success
All the regulatory tools described here 
will have an impact only if they are propss
erly defined and implemented. There is 
no failsafe solution, although it is posss
sible to identify several requirements, as 
discussed below.

National policy on contracting
A national policy on contracting canss
not be drafted without sound political 
support from the ministry of health, if 
not the government itself. Realization of 
the need to lay down a framework for 
contractual practices may be a technical 
matter; however, without any political 
commitment, technical arguments may 
be insufficient. Additionally, the differss
ent actors will more closely comply with 
a contractual policy if there is real comss
mitment from politicians. For example, 
Morocco has drafted a strategy for inss
troducing internal contracting between 
the central ministerial level and health 
regions. Although the regional directors 
did not initiate this strategy, they are 
now committed to the policy because 
they have understood the political dess
termination to implement the reform. 
It will be easier to secure such political 
commitment if there is support from the 
ministry of health’s partners. Within the 
framework laid down by the resolution, 
WHO supports countries that wish to 
develop a policy on contracting; likewise, 
the World Bank, via operations funded 
by it in countries as well as through the 
training programmes it offers, provides 
similar support to countries wishing to 
receive it; and lastly, before they pross
vide technical and financial support, 
several NGOs, such as Medicus Mundi  
International, suggest that countries 
introduce rules for contracting.

Mutual understanding between 
the actors involved
Regardless of its nature, there is little 
likelihood that a regulatory tool will pross
duce satisfactory results if it is imposed 
by those responsible for drafting it; this 
is particularly true of contracting, which 
relies on mutual understanding between 
actors. Thus, in Benin, the ministry of 
health realized that some trade unions 
were vehemently opposed to certain 
forms of contracting (lease contract for 

public hospitals and some forms of subs
contracting or externalization). Rather 
than impose its views in the document 
on national contracting policy, which 
it intends to draw up, the ministry of 
health has preferred to persuade the 
unions first of all to discuss the strategy. 
Three countries — Chad, Madagascar 
and Senegal — which worked out 
their policy of contractualization have, 
throughout the development process, 
sought the consensus of all actors of 
health. The search for a consensus when 
drawing up regulatory tools will often 
prove to be a prerequisite for effective 
implementation of the regulations.

Drafting regulatory tools
The drafting of regulatory tools is a press
requisite that will prove fully effective 
if it is linked to followsup mechanisms, 
which may take a variety of forms, as 
outlined below. One or more monitoring 
bodies need to be set up. If regulatory inss
struments or policy documents are to be 
implemented and complied with, there 
need to be agencies within the ministry 
of health that are charged with oversight. 
The task may be entrusted to existing 
agencies, or to an ad hoc body, which is 
given the necessary resources to perform 
its tasks. Disregard for actual operating 
conditions means that sound measures, 
strategies and policies frequently remain 
defunct. In Madagascar and Senegal, 
provision for such monitoring bodies 
was made in the actual contracting polss
icy document, although they face many 
difficulties in carrying out their tasks. 
The ministry of health has preferred to 
persuade the unions to first of all discuss 
the strategy. An authority for followsup 
of the national policy of contractualizass
tion should not, however, be confused 
with a technical support structure for 
contractualization which helps the actors 
who need it.

Implementing contracting 
policies
If contracting policies are to be impless
mented, they often need to be backed 
up by legal texts (laws and regulations). 
For this reason, health actors often give 
up the idea of establishing contractual 
relations because of the difficulties posed 
by a meddlesome administration. A legal 
framework will determine the “deciss
sion space”25 allowed to each actor. This 
framework varies considerably from one 
country to another, depending on the 

institutional reforms they have carried 
out. In Colombia, for example, the law 
allows newly autonomous hospitals to 
sign contracts with private health insurss
ances systems, whereas this is not posss
sible under a similar law in Chile. The 
three documents on contracting policy to 
which we have most frequently referred 
in this article,22–24 provide for a system 
for registering contractual documents; 
so far, not one of the three countries has 
taken any action in this respect.

Incentives
A ministry of health may introduce inss
centives to back up the implementation 
of its texts and policies. In this way, the 
ministry may influence the decisions of 
actors by persuading them to resexamine 
their interest in entering into contractual 
relations. For example, it may decide to 
tie the award of a bonus, subsidy or tax 
exemption to the signing of contractual 
arrangements.

In France, for example, the ministry 
of health will award hospitals (both pubss
lic and private) certain subsidies only if 
they have signed a contract setting out 
objectives and means with the regional 
hospital agency on which they depend. 
Incentives will be particularly relevant 
for all contractual policies whose aim is 
to persuade the private sector to work 
hand in hand with the public sector. 
Such a strategy has been adopted by 
certain Asian countries to introduce the 
DOTS strategy: ministries of health ofss
fer incentives to encourage those who 
sign contracts with them.26 Moreover, 
incentives lie at the heart of the curss
rent trend for “performancesrelated 
contracts”; these are contracts in which 
assignment of resources (whether human 
or financial) by one actor depends on 
another, who is responsible for providing 
health services and attaining results that 
are defined in the contract. The Malian 
Ministry of Health is currently drawing 
up performancesrelated contracts with 
different actors, such as autonomous 
hospitals, NGOs and local authorities 
and this strategy will be set forth in the 
document on contracting policy which 
is being drafted. Similarly, in Haiti, the 
United States Agency for International 
Development (USAID), which finances 
health activities through NGOs which 
have signed contracts with it, has intross
duced incentive mechanisms in the form 
of bonuses for NGOs that achieve the 
levels of performance defined therein.27
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Résumé

Bénéfices de la fixation de règles de base et de pratiques réglementées pour la passation de contrats
Au cours des dernières années, les systèmes de santé ont recouru 
de plus en plus à l’externalisation. Malgré des résultats souvent 
prometteurs, ces pratiques se sont aussi heurtées parfois à des 
échecs et à des critiques acerbes. Cette situation a rendu encore 
plus nécessaire une réglementation des pratiques de passation 
de marché. Dans le cadre de ses fonctions, s’agissant notamment 
de protéger l’intérêt public, le Ministère de la santé a la charge 
de mettre en place le dispositif nécessaire pour réglementer 
l’externalisation. Il existe plusieurs outils pouvant l’aider dans 
cette voie. Certains d’entre eux, comme les contrats types ou les 
contrats cadres, aussi utiles qu’ils puissent être, sont néanmoins 
spécifiques et conçus pour une situation donnée. Lorsqu’elles sont 
soigneusement élaborées en fonction des politiques sanitaires 

générales, les politiques de passation de contrats constituent 
indéniablement les outils les plus complets, car elles permettent 
à cette opération de s’intégrer dans la gestion globale du système 
de santé, ce qui permet de prendre en compte leur contribution 
potentielle à l’amélioration des performances du système de santé. 
Cependant, les conditions pour que l’externalisation réussisse ne 
sont pas systématiquement présentes et il faut s’assurer qu’il existe 
des dispositifs pour dynamiser ces mécanismes réglementaires 
et que les principaux acteurs font bon usage du cadre établi par 
le Ministère de la santé. Les trois premiers auteurs de cet article 
ont participé à la préparation et à la mise en œuvre de politiques 
nationales de passation de contrats dans leur propre pays, à savoir 
Madagascar, le Sénégal et le Tchad.

Evaluation
Use of contracting must be subject to 
a process of evaluation, to which all 
those involved should contribute. The 
ministry of health is responsible for 
evaluating experiences with contracting 
to draw lessons: its relevance as a tool, 
the effects produced by contracting and 
tracking the contractual process. The 
evaluation should also highlight good 
practices, which may then be applied 
to improve the proposed regulatory 
mechanisms. Three years after adopting 
its contractual policy, the Ministry of 
Public Health in Chad carried out an 
evaluation of its implementation. The 

main finding was that although the 
policy did make it possible to increase 
significantly the number of contracts 
signed, in particular with NGOs, it was 
also necessary to give it a new lease of life; 
for example, many of those responsible 
for drawing up the policy are no longer 
with the health system.

Conclusion
Within a health system, largesscale use 
of contracting almost automatically 
involves forms of regulation. A laissezs
faire approach, which may be allowed as 
long as contracting is used only excepss
tionally, is no longer appropriate when  

contracting is used by a variety of actors 
in varied settings. The need to lay down 
a framework is selfsevident, and the need 
for it is frequently felt and expressed by 
the actors themselves. However, it may 
prove to be a perilous exercise, as the 
framework should not be too restrictive, 
so as not to dampen the inherent vitality 
of the contractual approach. We believe 
that by drawing up national policies on 
contracting it will be possible to address 
all its facets and to determine sound 
guidelines and strategies, which will be 
taken up by all those involved in health 
care.  O
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Resumen

Beneficios derivados del establecimiento de normas fundamentales y de la regulación de las prácticas 
de contratación
En los últimos años los sistemas de salud han recurrido cada vez 
más a prácticas de contratación; aunque se han obtenido unos 
resultados a menudo prometedores, también se han registrado 
fracasos, y en ocasiones esas prácticas han recibido duras críticas.  
Ello ha hecho aún más necesaria si cabe la regulación de las 
prácticas de contratación.  Como parte de su función de rectoría, 
esto es, de su responsabilidad de proteger el interés público, el 
ministerio de Salud debe implementar los instrumentos necesarios 
para llevar a cabo esa regulación. Existen varios instrumentos al 
efecto de los que puede servirse, algunos de los cuales, como 
los contratos ordinarios o los contratos marco, aunque útiles, 
son sin embargo específicos y se conciertan ad hoc. Las políticas 
de contratación, cuando se vinculan circunstanciadamente a las 

políticas de salud generales, representan sin duda la más completa 
de esas herramientas, pues permiten acomodar la contratación 
en el marco de la gestión del conjunto del sistema sanitario, y 
tener así en cuenta su contribución potencial a la mejora del 
desempeño de ese sistema. Sin embargo, los requisitos para el 
éxito de esas iniciativas no se dan de manera automática, y es 
preciso asegurarse de que haya mecanismos para robustecer esas 
normas de regulación y de que los agentes más importantes usen 
adecuadamente el marco establecido por el ministerio de Salud. 
Los tres primeros autores de este artículo han participado en la 
preparación y aplicación de políticas nacionales de contratación 
en sus respectivos países: Chad, Madagascar y Senegal.
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ملخص
منافع وضع قواعد وتنظيامت أساسية ملامرسات التعاقد

ازداد استخدام النظم الصحية يف السنوات األخرية ملامرسات التعاقد، وذلك 
ة، فقد كان هناك  عىل الرغم من أن النتائج يف غالب األحيان مل تكن مبشرِّ
أيضاً االنتكاسات واالنتقادات الجارحة لهذه املامرسات. ولعل هذا ما يزيد من 
رضورة تنظيم مامرسات التعاقد. وتضطلع وزارة الصحة، من موقعها املسؤول 
عن تجهيز وتقديم الخدمات، أو بحكم مسؤوليتها عن حامية املصالح العامة، 
دة  أدوات متعدرِّ ة  التنظيم. وثـَمَّ الالزمة ملثل هذا  األدوات  مبسؤولية إدخال 
املعيارية  العقود  األدوات  ومن هذه  ذلك،  تحقيق  للمساعدة عىل  متوافرة 
أو عقود اإلطار العميل، وهي مفيدة ملا قد تتمتع به من نوعية ومن تلبية 
لالحتياجات الطارئة وقت حدوثها. وليس هناك شك من أن سياسات التعاقد 

ستصبح  فإنها  اإلجاملية،  الصحية  بالسياسات  محكاًم  ربطاً  ُرِبَطْت  ما  إذا 
ن من مواءمة التعاقد ضمن إدارة الخدمات  األدوات األكرث شموالً، ألنها ُتَكرِّ
الصحية مبجملها مع األخذ بالحسبان ما قد تساهم به لتحسني أداء النظام 
الصحي. إال أن متطلَّبات النجاح ال تتوافر تلقائياً والبد من ضامن أن هناك 
آليات إلحياء هذه اآلليات التنظيمية، وأن العوامل املؤثرة األساسيـية تستفيد 
من اإلطار العميل الذي تضعه وزارة الصحة. وقد ساهم ثالثة من مؤلفي هذا 
املقال يف تحضري وتنفيذ السياسات الوطنية للتعاقد يف بلدانهم وهي تشاد 

ومدغشقر والسنغال.


