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DECENTRALIZATION AND MARGINALIZATION IN HEALTH CARE

IN TRINIDAD AND TOBAGO

ABSTRACT

In this paper, I examine the legal and policy insttuments of the

proposed decentralized health reform in Trinidad and Tobago and

find that they contain mechanisms which are not likely to be in

the interests of the majority of health wolkets, patients and

potential patients of the health care system.

In observing that decentralized health care systems are being

implemented in several parts of the world jn the contemporary

period, 1 explore the parameters of what may be 'the

globalization of health care', which emerges in the wake of the

implementation of Structural Adjustment policies in the Third

World.

I argue that the multinational corporations both contribute to,

and are the largest beneficiaries of, the globalization processes

which are effected through the 'decentralizations' of health

services all over the world.
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DECENTRALIZATION AND MARGINALIZATION IN HEALTH CARE

IN TRINIDAD AND TOBAGO

INTRODUCTION AND HACKGROUND

In 1993, the Ministry of Health in Trinidad and Tobago intloduced

a policy document exposing its plans to decentralize the health

services through the creation of five semi-autonomous

geographical .regions to administer health care services in the

country. Since then, in January 1994, the government introduced a

Bill in Parliment (No. 27 of 1993) to provide the legal

instruments for this reorganization of health care services.

The main thrust of the policy document and the Bill is that the

new regional health authorities would own and operate all levels

of the former government health services. Regions will be free to

acquire services from wherever they can obtain them most

efficiently and would function independently and autonomously in

hiring, firing and setting salary levels for various grades of

staff, as well as in subcontracting services to third parties, or

in disposing of assets in the local and international markets.

It is proposed that health care will be operated through fewer

health centres and hospitals than previously existed and through

the expansion of out-patient services. The role of the Ministry

of Health in this scenario is to be that of setting policy

guidelines and monitoring of the regional health authorities.



This latter role is to be taken over by the National Health

Insurance Scheme (NHIS), a parallel arrangement of the

decentralization package, once this comes on stream.

I have argued elsewhere (Phillips, 1994) that the changes

proposed in the health care structure would be problematic to

both workers and clients of the health care services. Clients /

patients are likely to suffer through increasing difficulty of

access, both geographical and financial, which these changes

imply. Workers are likely to experience declines in their

conditions of work and service in relation to salary and income

levels, control of their work, and conditions of employment:.

Members of health care professions are likely to experience a

process of deprofessionalization, and the customary redress

offered by the Public Service Commission including security of

tenure would be removed.

In this paper, I test these predictions on the basis of the

revised policy documents and the health care Bill, and I contend

that health workers, patients. and potential patients will be

marginalized by the new arrangements. I use the dictioanry

definition of marginalization - "of or at the edge", "barely

adequate", "alienated". Alienation means "to make hostile and

unfriendly", "to transfer ownership".

It is my contention that the proposed health care reform has the

potential to push both workers and clients 'at the edge' of the

2
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health care system; to make them 'hostile and unfriendly' since

they are no longer of central concern of the system. I suggest

who or what may be of central concern to the new system of health

care.

OBJECTIVES OF THUS PAPER

In this paper I will carry out three sets of analyses.

1). The first is to examine the parameters of the health Bill

(and other related documents) in some detail so as to

understand their implications for change in the

organizational structure and functioning of the health care

system in Trinidad and Tobago.

2). Secondly, to place the changes in health care organization

in Trinidad and Tobago in an international/global theoretical

context in order to clarify and interpret more adequately the

reasons for, and meanings of, these changes.

3). Thirdly to discuss the challenges that these changes present

to both clients and the major groups of health workers in

Trinidad and Tobago.

CHANGES IN HEALTH CARE ORGANIZATION PROPOSED BY THE BILL

There are five aims of the proposed health care reform:

1. Higher quality care for patients throughout the nation.

2. More local accountability and consumer or 	 services.

3. Better value for money for the public purse.
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4. Greater challenges and jot)	 tot t ho	 in the

future.

5. High visibility and priority for health behaviour and health

and illness prevention.

These are all commendable aims. Our task is to assess whether

they are likely to be achieved by the institutional arrangements

represented in the Bill. We first look at the features of the new

organizational structure of health care which are to be enshrined

in law.

Organizational structure

1. The creation of corporations for health care delivery.

Clauses 4 and 5 of the Bill create five Regional Health

Authorities, four in Trinidad and one in Tobago. The 'Authority'

is understood to be a body corporate, managed by a Hoard of

Directors. Clause 6 gives this corporate body its powers and

functions.

This body is NOT a State enterprise; its powers and functions

resemble those of a private company; its structure lies somewhere

between that of a statutory authority and a private company, in

that, it can receive funding from the State but is not

accountable to the State. The Regional Health Authority then, is

the euphemistic name of a health corporation.
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2. A small number of people, 7 - 9, have the legal light to

control the activities of these companies. Only one memb r of

this board represents the public interest; the others represent

business interests including finance and accounting, management,

personnel management and law. One represents health care.

While it is clear that the financial function is an important one

in any enterprise, whether public or private, it is equally

obvious that the construction of this Board. is heavily biased

with respect to business interests, and it is also clear that

both the public interest and health interests can be voted out in

situations in which these conflict with business and financial

interests.

3. Public resources are transferred into private hands to become

the property of the Corporation.

Corporations own resources - land, buildings, equipment - which

previously belonged to the people of Trinidad and Tobago.

The Bill recommends that properties be transferred to and vested

in the relevant Authorities. "All rights, privileges, advantages,

liabilities and obligations to which the State was previously

entitled are transferred to the Authorities". "Reference to deed,

contract, bond, security to the state are now reference to the

relevant Authority". "The Authority may acquire, hold, enjoy, any

property, real or personiLl, by purchase, devise, bequest, gift or
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in any other way; it may lease, accept or surrender leases; grant:

or accept licences, rights of way or easements".

4. Corporations may dispose of property, with the consent of the

State, when such property is "no longer requited for the purpose

of the Authority". It may offer property for sale on the open

market, once the State does not wish t:o purchase i.n 90 days.

In contrast, the Trinidad 14 Tobago 'Authority' or corporation has

no legal responsibility to return. any thing t:o the State and the

people. In fact, according to the Bill, "The Authority is exempt

from all taxes, duties, fees, charges, assessments, levies,

imposts on its profit or on such assets which it acquires for its

own use."

This is a corporation 'par excellence'. It is treated i.n the Bill

like a public, charitable organization, yet it is allowed to have

structures, and ownership arrangements similar to a private

profit making business company. lt enjoys the best of both

worlds! The creation of health corporations is an international

phenomenon, a part of the process of globalization into which

parts of the Third World are now being drawn. The. USA is perhaps

the country with the largest number of mwerful health

corporations. It is also the country with the highest health care

costs and greatest difficulty of access.
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FUNCTIONING OF THE HEALTH CORPORATION

1. The Director of the Corporation or the Authority, the Chief

Executive Officer (CEO) has extremely wide powers of decision

making for:

- 'the effective management or delivery of health care,

- the execution of functions necessary for the attainment of

objects of the Authority'

This CEO - one person - has extreme power in relation to any

matter concerning health care within 'his' Authority. This

includes matters relating to staffing, training etc..

Delegation of functions to the CEO or a Committee is revocable

only by the Board, The wider body of health workers or their

representatives, have no say in this. This amounts to an absence

of democratic principles and is extended to the procedure for

resolving issues relating to staff. This is to be determined by a

committee, on the direction of the Board.

2. This power of the CEO seems to be provided without threat

liability, for, according to the Bill:

"no personal liability shall attach to a member

of a Board for anything done, permitted to be

done or omitted to be done in good faith, in

the course of the operations of the relevant

Authority under this Act."
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3. Increase in costs of health care.

There is great emphasis on financial management, profit

maximization and costing of services. There is the separation of

the 'provider' function from the 'purchaser' function, the

definition of every activity as a service and the costing 01 each

activity. These concepts of 'purchaser' and 'provider' and the

notion of costing of activities, are borrowed from the US health

care system and are found internationally in the literature on

the decentralization of health care (FARO, 1990).

The Authority may 'charge fees, raise funds, receive donations,

build up reserves (or profits), invest reserves (or profits),

grant loans. It may borrow any money, pledge, mortgage or charge

its assets as security for any loan, dispose of surplus...

belonging to the Authority'.The funds of the Authority are to be

applied to expenditure for the remuneration and honoraria for

Board members and Committees, remuneration and other payments for

staff, capital expenses, maintenance insurance, miscellaneous

expenses and investment.

There will be increased_purchasing from international sources by

the five Corporations to be established. There is also the

encouragement of increased competition in health care service

delivery; there will be a mutiplicity of spending and ultimately

increased costs.
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SUMMARY ON HEALTH CORPORATIONS

The health care reform in Trinidad and Tobago provides the way

for the creation of corporations in health care. These are much

like private enterprises and are open to market influences. The

health care reform allows small Boards of Directors wide leverage

in carrying out action in THIS DIRECTION as the new role of the

Ministry of Health in this scenario is to ensure policy

direction. The health care reform transfers,  public companies to

private hands and it facilitates the buying and selling of health

services. It opens local companies to international speculation

in the purchasing of goods and services and in the transferring

of property. In short, the health care reform creates health

institutions which conform to the globalization of health care.

HEALTH CARE IN THE INTERNATONAL CONTEXT / THE GLOBALIZATION AND

PRIVATIZATION OF HEALTH CARE SERVICES

Globalization refers to the the incLeasing similarity of patterns

of production and consumption all over the wolld (Glyn

Sutclifi, 1902). Thew% pallotnn aio noon to hf , ( Wfliffiflq

alarming rapidity in thou;: oonnllion nndoi.nlood an (•omptining t ► o

Third World which have i	 t oan i tut v heen I / 11 I ' I 'll"' ; 1 / '")	 I) I hr.'

international organization 'II	 ;./o110, hiyht , nitat, , a tit

World oonnttiog.
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Globalization also involves the growing international

interdependence of countries of the world such that each nation

now depends more and more on others for its supply of goods and

for markets for its products. This is part of the process of

globalization understood as internationalization; in this process

the production and distribution of goods and services are

controlled by multinational corporations to such an extent that

the main determinants of income and employment can now only be

understood at a global and no longer at a national level

(Hopkins, 1987).

Globalization is partly achieved through the similarity of

policies implemented in Third World countries (such as the

Structural Adjustment Policies of the International Monetary

Fund) which facilitate the internationalization process, as well

as the similarity of processes which result from

internationalization, to the detriment of other players, both

government and local private enterprises. This process of tighter

incorporation of developing countries into the world capitalist

system has been occurring throughout our history, but has lately

been facilitated by industrialization by invitation policies, and

more recently by structural adjustment policies.

The process of incorporating new areas of the world more fully

into this economic system results in the 'articulation' (Oxaal,

1975; Foster-Carter, 1978) of the economies of individual nation
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states more tightly into an international and global system

(Magdoff,1992). In general, the major decision makers of this

system are the owners of multinational corporations (MNCs) and

the political activists of the more powerful states. Peripheral

state governments are usually subordinate actors compelled to

follow, and not make decisions in this global/international

system (Wallerstein et al, 1982). Varying anti-systemic movements

of the ordinary people occur over time (Arrighi et al, 1989;

Watson, 1989) which also influence decision making and social

change, but they do so within the domain of capitalism.

According to Glyn and Sutcliff (1992), in the Third World, more

people are separated from 'precapitalist rights' (such as rights

to health care) and absorbed into new employment and relations

under the capitalist market. The inadequacy of that employment

has led to the emergence and/or expansion, on a large scale, of

petty commodity production or the 'informal sector'. This process

of globalization also involves a shift from state capitalism to a

more pure market capitalism since the 1980s, and includes the

overthrow of actually existing socialism and replacement with

capitalist relations since 1989 (Panitch & Miliband, 1992).

Globalization therefore involves the extension of capitalism (or

the market), through 'broadening' and 'deepening' ( Hopkins,

1982; Wallerstein et al, 1982) into all areas of the world.
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Broadening refers to the spread of market relations into

countries and sectors of the economies in which these relations

had not previously existed in the pure form. This would include

'social services' or 'public services' controlled by governments

in most Third World countries following the gaining of

'independence' from former colonial masters. Capitalist market

relations are now being extended to the remaining vestiges of

public ownership and services not previously under the full and

direct control of multinationals. They are being transformed into

industries or areas for profit maximization and speculation.

Included here, in the Caribbean context, would be former 'social'

services such as health care and education, and previous 'public'

utilities such as electricity, telephones, 'public' transport,

water and roads.

Deepening refers to a process of extension of market relations

into more aspects of life within societies of the advanced

industrial world or those parts of Third World societies already

within the capitalist economic structure. The process involves

the making available of a broader range of goods and services to

be bought and sold (commodification) as well as the use of more

machinery and higher levels of technology to increase output per

worker. Deepening also involves 'contractualization' the

regulation of social and economic relationships by formal,

precise, :legal arrangements. What is also being globalised is the

spread of 'ethnic' conflict and other forms of violence.
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We have observed the processes of broadening and deepening

occurring in the fabric of social and economic relations in

Trinidad and Tobago as in the wider Caribbean. Market relations

are being extended to areas of life which were recently

understood as being 'social' and 'public'. These areas of life

are being regulated for profit maximization and speculation.

In formal, official and government circles, these areas of life

are no longer understood as 'rights' of all citizens, but as

something that must be paid for directly, at the point of

consumption. The ideological justification for these changes is

that people can no longer hope to get something for nothing (they

never did). People have been too long dependent on governments;

they must now be responsible; responsible for their own health.

The big (multinational) business which controls capitalism and

market relations in the world are now poised to control resources

in the social service sectors of previously low capitalist

activity. Industries are being created out of what was previously

understood as constituting 'services'. For example, the health

industry has been one of the fastest growing industries in the

United States in the last two decades; it is the third largest

industry after government and retailing (Ginzberg, 1987). The

growth of corporations in health care in the United States

concerned with profit maximization has coincided with the
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phenomenal increase in health care costs observed in that country

within the last two decades.

In summary then, the process of globalization which is currently

being experienced in the world, has come about because the owners

of multinational corporations, supported by the governments of

nation-states, have been moving to gain profit out of areas of

social life which they had not previously totally controlled.

These are the areas of social services and public economic

activity. These are being made into private business industries

for profit maximization. This process in the Caribbean and other

parts of the 'Third World' has been facilitated by Structural

Adjustment Policies, the implementation of which has

simultaneously been impoverishing larger sections of the

populations while improving the wealth of a relatively small

stratum.. In the process, multinational corporations come to own

more and more of the production in all countries and the

relations between people, as well as the ways in which social

life has been organized in the past, all go through change which

is not generally in the interest of the majority of the local

population.

SIGNIFICANCE OF THE CHANGES IN HEALTH CARE ORGANIZATION IN

TRINIDAD AND TOBAGO.

. Now, the question we must address is what is the significance of

the health reform Bill of Trinidad and Tobago in relation to



15

globalization? What is the Bill doing to health care and in

relation to the way health care was previously organized?

Further, what is the relationship between the Structural

Adjustment Policies implemented in Trinidad and Tobago since 1986

and this Bill introduced in 1994?

The policy changes introduced with structural adjustment laid the

way clear for the transfer of ownership of resources and services

from public control to private control, and they have opened the

way for multinational corporations to own resources and services

in all countries which have to implement structural adjustment

policies when they negotiate international loans from the IMF. We

review these policies again as they have been implemented in the

Caribbean and the rest of the Third World.

The structural adjustment policies encouraged reductions in

government (public sector) spending and in the size of the

public sector; they insisted on an end to the creation of new

public enterprises and the rationalization and privatization of

those already in existence; higher interest rates; removal of

trade and exchange controls; devaluation of the currency;

reduction in effective protection against imports; tax reform and

the introduction of a more pervasive tax structure; the

elimination of labour welfare and other protective measures and

the creation of incentives to attract foreign capital.
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The policy measures to enhance participation by multinational

corporations in 'Third World' countries through the instrument of

structural adjustment are the groundwork for the incorporation

of health care services into the world market system. This is

exemplified and symbolized in the health care legislation

currently being debated in Trinidad and Tobago.

I argue here that not only is the health care delivery system in

Trinidad and Tobago in the process of 'privatization', but it is

also in the process of globalization and of eventual control by

large multinational corporations. It is moving into private

control and soon into international ownership; it is being

incorporated into an international market system where profit

maximization is the major objective of service; not the well

being of patients and workers. In this market system, the

wellbeing of patients is of concern only to the extent that it

enhances profit, and to the extent that the patient can pay for

services.

This is the significance of the health reform Bill

LIKELY EFFECTS OF HEALTH REFORM ON HEALTH WORKERS

1. Corporations decide on the qualifications for the persons they

employ. For the health professionals, this implies:

-removal or reduction of control by professional bodies,

-reduction of the accreditation function and the ability to

set standards by professional bodies,
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-the encouragement of low levels of training,

-substitution of one type of worker for another,

(for example, there has been talk about training nurses for four

weeks to take x-rays, thus reducing the need for properly trained

radiographers),

-expansion of job function without additional remuneration.

These all impact negatively on quality patient care.

2. Health workers will have to apply for their jobs and must

choose to consent to transfer to the control of an Authority. Of

the options outlined, transfer, secondment or remaining in the

public service (where the post is likely to be abolished) the

only real hope of maintaining employment for health workers in

the 'public' sector is transfer to the control of a Regional

Health Authority, since the option of secondment is effected with

the consent of the Authority. The Bill does state however, that

if on secondment, "the period of secondment shall not exceed five

years" at the end of which the officer must opt for transfer,

remain in the public service (where the post is likely to become

redundant) or voluntarily retire.

3. The officer also cannot exercise choice of the Authority under

which she/he would wish to function since the appointment must be

approved by the Regional Health Authority "in which the health

care facility is vested". Thus officers who now function in a

particular health care facility can (only) be appointed on
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transfer to the Regional Health Authority in which that health

facility is vested. Transferring to another health Authority is

possible only by the appointment of the respective Authority; NOT

by the choice of the worker.

4. The health worker will have to function under less attractive

conditions than now exist. The Bill allows the Authority to

appoint, fix qualifications and terms and conditions of service

and to transfer between Authorities "upon such terms and

conditions as are acceptable to him and the Authority". In the

context of the nature of the financial programme of the Authority

which we previously outlined, it is to be expected that income

and benefits packages of workers will be less attractive than

those which now obtain.

The Bill does not specify that the current terms and conditions

of employment will be continued in the new arrangement, except

for people on secondment. These persons must, in effect, at the

end of the seconded period, opt for transfer.

This suggests that terms and conditions will be set in the

'profit maximization' interests of the Authority, Similar

interests usually collide with the interests of the worker.

Salaries and benefits are likely to decline, be removed, or be

reduced form their current levels. The only rights to be

preserved, as stated in the Bill, are the pension rights (not
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levels), and these rights to pension are to be included in a

pension scheme to be set up by the Authority within three years

of its incorporation.

5. Security of tenure of the worker, once transferred, is also

negatively affected in that the Bill does not allude to any

notion of permanence in employment as is evident in the public

service provisions. The worker is not guaranteed continued

employment for satisfactory performance, as is the case under

public service conditions. Periods of appointment on transfer to

the Authority are not specifically stated and the security

provided by the Public Service Commission to the worker under the

old arrangements are removed in this reform.

In summary, the health reform proposals:

1. encourage deprofessionalization, poor training and over

work; professionals lose control over standards and over

their wider areas of function;

2. force health workers to transfer to the control of an

Authority of face loss of their jobs (indeed some job loss

seems inevitable under these arrangements);

3. workers also cannot choose the Authority under which they

prefer to work, for although transferring to another

Authority is possible, this is also to be carried out on

the discretion of the Authority;
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4. workers are likely to have to function under less

attractive conditions in relation to salaries, leave and

other conditions of employment; and finally,

5. workers have lower security of tenure under the new

reform conditions.

These conditions amount to 'marginalization' of workers; that is,

pushing workers 'at the edge of the health care system.

The Bill does provide for the continuation of representation of

former officers of the public service or statutory authority by

associations which previously represented them, but it makes

clear that previous agreements must be registered with the

Industrial Relations Act within six months of the commencement of

the (Health) Act.

In comparison with these likely effects of health care reform on

workers in Trinidad and Tobago, it is to be noted that the most

powerful group of health professionals in the United States -

medical practitioners - experienced the following changes in

their conditions of work between the early 1970s and the present,

which correlate with the 'corporationization' of health care in

the US, according to Light, (1991).

At the ideological level, they moved from sacred trust in doctors

to distrust of doctors' values, decisions and competence;
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at the economic level, from carte blanche to do what seems best,

power to set fees and incentives to specialise to fixed payment

contracts, with accountability for decisions and their efficacy;

they moved from an informal array of cross subsidizations for

teaching, research, charity care and community services to

experience the elimination of "cost shifting" and payment only

for services contracted.

At the political level, they moved from extensive legal and

administrative power to define and carry out professional work

without competition and to shape the organization and economics

of medicine, to minimum legal and administrative power to do

professional work but no power to shape the organization and

economics of services.

At the clinical level, they moved from exclusive control of

clinical decision making, to close monitoring of clinical

decisions, their costs and their efficacy; while

at the organizational level, they moved from cottage industry to

corporate industry; that is, from independent doctors in private

practice or in small private firms to employment in the corporate

organization of health care. This latter point explains the root

of all the other changes.

The recent witholding of services by doctors of the two major

hospitals in north and south Trinidad following the debate of the
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Bill in Parliament, and the earlier mass migration of nurses are

indicators of the threat perceived by these major groups of

health workers. The ongoing activities of protest and concern by

these workers suggest that they feel extremely vulnerable under

the proposed changes. The 'professional dominance' (Phillips,

1993) exercised by doctors is being threatened and the insecurity

of the nursing body seems to be increasing. Indeed the proposed

'regionalization' of the health services seems to be accompanied

by marginalization of staff of the health care system.

Among the nurses there is also threat; threat to their employment

security, income levels and the promise of over-work. The

Radiographers, Lab Technicians, Physiotherapists, Dieticians,

Nurses Assistants and others are all exposed to declining

conditions of work and service. We, too, are about to experience

the globalization of health care as it affects health workers.

But what happened to patient care in the US in this scenario?

According to Light, pateint care moved from overtreatment,

iatrogenesis (diseases caused by health workers and

hospitalization), high costs, unnecessary treatment,

fragmentation and depersonalization (ie doctors had 'professional

dominance') to undertreatment, cuts in services, obstructed

access, reduced quality and excessive paperwork.
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Let us now look at the likely effects of the health reform on

patient care in Trinidad and Tobago.

POSSIBLE EFFECTS OF HEALTH REFORM ON PATIENT CARE

All of the above arrangements and provisions which concentrate on

the creation of corporations of health care, which seem

overwhelmingly interested in the financial function, and which

negatively impact on workers, also negatively impact on patient

care.

But there are other provisions in the policy documents which

affect patient care on their own:

1. There will be fewer hospitals and health centres - some will

be closed down. This affects geographical and financial access to

care centres for people who live in the affected areas. To

compensate for the closure of some existing services, there is

the promise of the creation of polyclinics which will be better

equipped and staffed and there is the promise of an improved

ambulance service. But these are promises; they are not at all

addressed in the Bill. The Bill is to become law, NOT the

promises.

There would be geographical and financial barriers to access and

there are no provisions in the Bill for ensuring access and

quality care for the patient. Indeed, the patient is not

mentioned in the Bill. There are, however, plans for the
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rationing of care, but these too ate not spelt out. We may

examine all that constitute 'rationing of care' in other health

systems.

In the decentralised British system of health care, rationing of

care is taking place. We have already observed that rationing of

care was alluded to in the description of the changes in the US

system by Light (1991). In the context of the globalization of

health care it is likely that some, if not all, of the maesures

of the British system will be adopted in Trinidad and Tobago.

Rationing of care in the British health care system involved the

following conscious, deliberate measures:

1. waiting lists,

2. charging for service and ability to pay,

3. unequal geographic distribution of service (access),

4. lack of information about service,

5. delays,

6. making the service unpleasant,

7. rationing by lifestyle,

8. computer selection,

9. less service per person,

10. cost effectiveness (league tables),

11. curtailing services to less vocal subgroups of the community

such as the elderly and gropus that have difficulty in

expressing their viewpoint,.
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12. health staff in primary care acting as "gatekeepers" of

hospital service.

13. underfunding.

These measures for rationing health care were being introduced to

medical students at the University of London in 1993. The

students were being tutored on the measures which they themselves

must use in delivering health care.

The patient, the potential patient, all who need health care,

will be marginalized. Patients who have the ability to pay are

somewhat better off. The NHIS, which is not yet fully available

for scrutiny, provides minimal coverage for the poor, the

unemployed and the indigent; much less than is now readily

available.

THE BENEFICIARIES OF THE HEALTH REFORM

Who, then are the beneficiaries of this process?

According to my analysis, they are :

1 -the local health Authorities (personified in the Boards of

Directors) to the extent that they achieve economies of scale

and to the extent that they maximise profits;

2 -local companies and individuals to the extent that they are

subcontracted to provide services or goods;

3 -the international health service industry consisting of

pharmaceutical companies, health technological companies and
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health service companies which get contracts for the supply

of drugs, goods, technology, equipment and training. They are

best placed to take advantage of the 'open market facilities

which are being created by the State. In other words,

corporate agents, largely multinational corporations in the

health industry are poised to benefit from the regionalization

process in Trinidad and Tobago.

These are the MNCs, and these both_contribute to„and_benefit

from, the conditions of globalization. Everywhere, health care

systems are taking on similar patterns (PAHO, 1990) and

everywhere, the benefits are the same; the same big players,

multinational organizations reap the greatest rewards. The people

- as workers and as clients - seem to be getting a worse deal

than had previously existed.



27

REFERENCES

Arrighi,C; Giovani,A; Hopkins, I; Wallerstein, 1.
Anti-Systemic Movements. Monthly review Press, New York, 1989.

Foster-Carter, A. "The Modes of Production Controversy" New Left
Review, No. 107, 1970.

Ginsberg, E. "Facing Facts and Figures" American Journal
Nursing, December, 1987.

Glyn, A. & Sutcliff, B. "Global But Leaderless?" in R. Milibana &
L. Panitch (Eds), Socialist Register, 1992, The Merlin Press,
London, 1992.

Government of Trinidad and Tobago.
"An Act to Provide for the Establishment of Regional Health
Authorities and for Connected Matters" House of Representatives
BILL, NO 27 of 1993. Government Printery, P.O.S., 1993.

Health and Life Sciences Partnership.
Towards a Healthy Nation: Proposals for the Future Health -Related
Services of Trinidad and Tobago. HLSP, London, 1993.

Hopkins, I. "Capitalism and the Incorporation of New Zones into
the World Economy" Review 10: 763 - 780, 1982.

Light, D. "Professionalism as Counterveiling Power"
Journal of Health Policy, Politics and Law. Vol. 16, No. 3, Fall,
1991.

Magdoff, H. Globalization - To What End?" in R. Miliband & L.
Panitch (Eds), Socialist Register, 1992, The Merlin Press,
London, 1992.

Oxaal, I. (Ed) Beyond the Sociology 	 Development. Routiedge
and Kegan Paul, London, 1975.

:Panitch, L. & Miliband, R. "The New World Order and the Socialist
Agenda in R. Miliband & L. Panitch (Eds), Socialist Register,_
1992 The Merlin Press, London, 1992.

Pan American Health Organization
Decentralized Health Care Systems. PAHO/WHO, Geneva, 1990.

Phillips, D. "The IMF, Structural Adjustment and Health in the
Caribbean:Policy Change in Trinidad and Tobago" 21st Century
Policy Review, Vol 2, Nos 1-2, pp129-149, 1994

Phillips, D. "Professional Dominance and Patient Satisfaction in
Trinidad and Tobago" 1993. Social Science and Medicine.
(Forthcoming)



Wallerstein, I.; Gunder-Frank, A.; G'iovani, A.; Amin, S.
Dynamics of the Global Crisis, Monthly Review Press, New York,
1982.

28


	Page 1
	Page 1
	Page 1
	Page 1
	Page 1
	Page 1
	Page 1
	Page 1
	Page 1
	Page 1
	Page 1
	Page 1
	Page 1
	Page 1
	Page 1
	Page 1
	Page 1
	Page 1
	Page 1
	Page 1
	Page 1
	Page 1
	Page 1
	Page 1
	Page 1
	Page 1
	Page 1
	Page 1
	Page 1
	Page 1

