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Abstract
Decentralization in the health sector has been widely implemented since the 1970s as a reform 
mechanism with mixed results. This study describes Fiji’s 2 attempts at decentralizing its health 
sector and examines the implications they have had for the functions of planning, financing, and 
delivery of health services. The first wave attempted a major restructure by devolving Fiji’s health 
system. Political instability, along with a lack of acceptance, stalled its implementation resulting 
in a delegated system. While the functions of planning and financing remained centralized, the 
function of delivery was delegated to geographic regions. The second wave was a more focused 
effort that targeted the deconcentration of outpatient services in one division. This attempt 
also decentralized the delivery function while keeping the other 2 functions centralized. Fiji’s 
incremental approach to decentralization could provide lessons for Asia-Pacific countries that 
have had failed attempts in large scale decentralization efforts.
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Introduction

Globally, decentralization in the health sector has been widely implemented since the 1970s as a 
reform mechanism. Developing countries in particular have experimented with decentralization 
to encourage efficiency. However, experiments in decentralization have yielded mixed results 
with movement between decentralized and recentralized phases.1 While the understanding and 
application of decentralization vary, a generally accepted notion is that decentralization involves 
the dispersal of power or authority to manage, plan and make decisions from higher to lower 
levels of an organization or system.2,3 Thus, decentralization aims to promote a more efficient 
system that brings services closer to the people, improves access, allows for community partici-
pation and empowers the decentralized bodies to deliver better services by having greater respon-
sibility over different health system functions.2-7
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In Fiji there have been 2 attempts at decentralization: the first between 1999 and 2004, and the 
current from 2009, with a brief period of recentralization in between. Universal health care in 
Fiji, funded primarily through taxes, is provided by the Ministry of Health (MoH) through 4 divi-
sions (Central, Eastern, Northern, Western) that deliver health services to 887 000 people across 
332 islands (see Figure 1). The Central and Eastern divisions are administered jointly. Each 
administrative division comprises several subdivisions that provide health care through a combi-
nation of facilities. At the lowest level, nursing stations provide basic health care. Health centers, 
staffed by doctors, nurses, and ancillary health staff, provide primary health care while subdivi-
sional hospitals provide secondary-level care. Each administrative division has a divisional hos-
pital to provide tertiary-level care.

Decentralization followed several critical reviews of Fiji’s highly centralized system where a 
central office with 4 corporate divisions (primary and preventative services, health planning, 
hospital services, and finance) managed decision making, policy development, monitoring, and 
evaluation as well as legislative and regulatory compliance.8 This resulted in poor morale, high 
staff turnovers and transfers, inadequate staff numbers, and shortages of drugs at health 
facilities.9,10

The process of decentralizing Fiji’s health system began in 1999 following the conclusion of 
a prefeasibility study that found decentralization to be not only a viable option for Fiji, but one 
that was likely to succeed given the implementation of government-wide reforms over both 
finances and human resources. Decentralization occurred within changing political landscapes 
that influenced not only the effectiveness of decentralization efforts but also their successes and 

Figure 1. Administrative divisions.
Source: Ministry of Health Fiji.
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failures. Table 1 summarizes the decentralization efforts and the political backdrop under which 
the reforms were implemented.

The first wave of decentralization focused on the devolution (ie, reinforcement of subnational 
levels of government that then take over a fixed set of functions from the central ministry) of 
health services. Constraints in implementation meant that this was revised to delegation (ie, 
transfer of decision making and administrative authority for well-defined functions from the 
central ministry to agencies) of health services to 3 administrative regions. The second wave of 
decentralization was limited to the Suva subdivision, located in the Central/Eastern division, 
which caters for one-quarter of Fiji’s population. It focused on the deconcentration (ie, shifting 
some workload from the central office of the MoH to subnational levels) of outpatient services 
from the divisional hospital to health centers.

In this article, we describe Fiji’s 2 waves of decentralization using a framework to examine the 
degree of change over 3 health system functions: planning, financing, and delivery of services.6

Table 1. Timeline of Political Changes and Decentralization Efforts in Fiji.

Date Event

May 1987 Coup d’état removes elected government
September 1987 Second coup d’état
October 1987 Fiji declared a republic and 1970 Constitution revoked
July 1990 1990 Constitution comes into effect
July 1997 1997 Constitution comes into effect
February 1998 FHMRP prefeasibility study
February 1999 Implementation of FHMRP begins
May 1999 New government elected
October 1999 FHMRP team presents position paper to get government “buy-in”
November 1999 New government endorses changes
March 2000 Cabinet Sub Committee convened by Prime Minister to review 

alternative decentralized structure proposed by Prime Minister
April 2000 Cabinet Sub Committee endorses FHMRP Project as the way forward. 

Health Services Bill to be forwarded to Cabinet by June for approval
May 2000 Third Coup d’état removes elected government. Interim military 

government formed
July 2000 Interim government formed
November 2000 Interim government declared illegal
September 2001 New government elected
February 2002 3-year implementation period of the FHMRP ends
February 2004 Planned completion of FHMRP
March 2008 Rollback of health sector reform
August 2008 People’s Charter for Change, Peace, and Progress endorsed
March 2009 Decentralization of outpatient services in Suva subdivision begins with 

decentralization of Valelevu and Makoi health centres
April 2009 Raiwaqa health centre decentralized
July 2009 Government’s Strategic Framework for Change announced
December 2009 Roadmap for Democracy and Sustainable Socio-Economic Development 

2010-2014 launched
January 2011 Lami, Samabula, and Nuffield health centres decentralized
February 2011 CWM Hospital ceases provision of outpatient services
September 2013 2013 Constitution comes into effect

Abbreviations: CWM Hospital, Colonial War Memorial Hospital; FHMRP, Fiji Health Management Reform Project.
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Methods

A desktop analysis, with the aim of describing Fiji’s experiments in decentralization, was con-
ducted from secondary sources of data. A formal request was made to the MoH for documents. 
Additionally, a search of electronic databases and a manual search of the MoH and government 
websites and key Pacific journals was conducted. A total of 172 documents were identified, of 
which 78 were from the MoH, 8 were from electronic databases, and 86 from the manual search. 
Government documents included official press releases, reports, memoranda, cabinet papers, 
draft legislation, divisional/subdivisional plans, official correspondences, utilization data, and 
financial reports. In order to ensure that data were accurate, credible, and authentic, 3 criteria 
were applied to all documents: who conceived the material, the form in which data were found, 
and the purpose or reason for them.11 Documents were eligible for inclusion if they pertained to 
the 2 waves of decentralization, including the brief period of recentralization, and were dated 
between the period of 1979 and 2014. Incomplete documents and those that did not meet the 
eligibility criteria were excluded from the study. Of the 172 documents, 13 were excluded, leav-
ing a total of 159 documents for analysis. Reasons for exclusion were the following: 4 were 
incomplete documents (consisting of draft memoranda), 3 were duplicate documents, 4 were 
utilization data sets, and 2 did not meet the eligibility criteria. All documents collected were in 
the English language, this being the official language of Fiji. Ethical approval was obtained 
from the University of Auckland Human Participants Ethics Committee (Approval #8861, 
November 9, 2012) and the Fiji National Research Ethics Review Committee (Approval #2013 
06, May 17, 2013).

Documentary analysis involved, first, familiarization with the data by reading the 159 docu-
ments collected. A simple process to sort documents by decentralization period was undertaken. 
Documents pertaining to each period were then analyzed by examining the implications of 
decentralization on the health system functions of arranging, planning, and facilitating; financ-
ing; and delivery of services.6 Arranging, planning, and facilitating (referred hereafter as “plan-
ning”) refers to the system-level organization and facilitation that determines rules for contracting, 
coordination, surveillance, control of access and quality, and decisions regarding general incen-
tives and sanctioning. In the framework, this function examines which decisions over planning 
are made centrally and which decisions are made by the decentralized units. Financing refers to 
how health services are financed (ie, through taxation, public/private insurance, or private out-of-
pocket payments) and in what combinations. The function of financing examines which funding 
decisions are made centrally and which are made by the decentralized units. The function of 
delivery of services examines which decisions affecting primary, secondary, and tertiary care are 
made at the central level and which are made by the decentralized units.12

Lack of document storage facilities at the MoH means that the study may have been limited 
by missing documents. Additionally, one of the innate difficulties with using secondary data 
sources such as documents is that the organization may make available only those documents that 
portray it favorably. In the case of this study, the MoH made available documents relating to user 
complaints following decentralization. This bias, therefore, may be minimal. However, poor 
recording systems in a resource-constrained setting may mean that not everything gets recorded 
and as such, the documents may not be reflective of decentralization in its entirety.

Results

For each of the waves, the implications for planning, financing and delivery are detailed below. 
We also demonstrate the consequences of major political instability, which gave rise to changes 
of government and coups d’état over the period.
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Fiji Health Management Reform Project (1999-2004)

The first wave of decentralization, known as the “Fiji Health Management Reform Project” 
(FHMRP), was initiated by the Government of Fiji in collaboration with the Government of 
Australia (through AusAID) in February 1999 and was to be completed over a 5-year period.13

Modeled on the Australian Government’s efforts to decentralize Papua New Guinea’s (PNG’s) 
health system, the FHMRP aimed to improve health service delivery through a devolved health 
system with strengthened management capacity that would address a highly centralized and 
bureaucratic system that was not responsive to user needs.14,15 Whereas political and administra-
tive authority was devolved to the local government and provincial level in PNG,2 health care 
reform in Fiji created a divisional structure based on geographically defined boundaries with 
delegated managerial responsibility.14 A coup d’état 16 months into implementation, coupled 
with restrained support from MoH staff, discouraged progression to a devolved structure.14

Planning. Under the FHMRP, the MoH was restructured into 7 corporate divisions, broadly cat-
egorized under the central office divisions and the geographical divisions (Figure 2).16

While geographical regions existed prior to 1999, they were formally structured, consolidated 
and strengthened during FHMRP to support a decentralized health system. These structural 
changes allowed the MoH to retain certain centralized functions while devolving others. Broader 
functions of planning remained centralized. The MoH division of finance was upgraded to 
become the corporate services division, to allow the MoH to manage its own human resources, 
purchase and supply and maintenance, functions previously undertaken by the Public Services 
Commission (PSC), Ministry of Finance (MoF), and Public Works Department (PWD) 
respectively.

During the planning and inception stages of the FHMRP and as part of wider government 
reforms, the PSC delegated responsibility to the MoH to manage its own human resources. 
Shortly afterward, in May 1999, national elections produced a change in government, which 
stopped the wider government reform process. This led to the PSC withdrawing delegation over 
human resources.13 Financial management reform, that aimed to delegate financial functions 
from the MoF to the MoH, also ceased. The FHMRP had major setbacks from its first year, with 
several planned outputs not achieved.14 Coupled with uncertainty over the direction of the 

Figure 2. Organizational structure after first wave of decentralization (1999-2004).

 by guest on April 19, 2016aph.sagepub.comDownloaded from 

http://aph.sagepub.com/


Mohammed et al 237

reforms as a result of government change, revisions to the reform agenda were made that limited 
the scope of decentralization from a devolution model to a delegation of health services.14,17

An understanding reached in October 1999 allowed for the transfer of maintenance functions 
from the PWD to the MoH by January 2002,17 supported by cabinet’s endorsement that future 
budget allocation for building and general maintenance be transferred from the PWD budget to 
the MoH. Under the agreement, the PWD was to transfer its hospital services maintenance staff 
to the control of the MoH. A proposed Bill was to have consolidated the devolution of health 
services and provide the MoH divisional structures with legal autonomy to determine their 
human resources, finance, supply and purchasing and maintenance.14 The proposed Bill, based 
on a 1990 version that was not enacted, was to be tabled in cabinet in June 2000.18 However, a 
coup d’état in May 2000 ensured that the bill was once again not enacted, halting the intended 
transfer, and leaving the MoH with negligible control, even at a central level, over these functions 
making a devolved health structure unachievable.

Financing. The FHMRP was implemented during a period when wider government reforms in 
financial and human resources management were taking place.13,14 The financial management 
reform was initiated prior to the May 1999 elections. Changes in policy direction following a 
new government taking office meant that the financial management reforms ceased in June 
1999. These reforms were necessary for the functioning of the proposed divisional health 
boards.14,15 While the MoH central office would retain control over the allocation of funds, the 
FHMRP had proposed predetermined financial delegations allowing line managers to make 
financial decisions.14

However, 4 changes in government during the FHMRP, of which 2 were interim caretaker 
governments following the coup d’état, meant that the MoF did not adjust the MoH budget to 
cater for the new structure until 2003,16 limiting the functioning of the newly established divi-
sional structures. Additionally, with no clear agreement between the MoF and MoH to support 
the proposed decentralized structure, the MoF retained control over MoH finances, with limited 
input from the MoH in determining yearly budget allocations.

Delivery. The creation of divisional structures concentrated the efforts of the divisions to manage 
hospital and community health services, control expenditure, and take responsibility for mainte-
nance of health facilities.8 Following decentralization, a director supported by 3 general manag-
ers, responsible for community health, hospital services, and corporate services, respectively, 
managed each division. However, preliminary studies showed that only 3 qualified health man-
agers existed in the entire ministry and its divisions.14 This critical shortage—which had resulted 
from a seniority-based rather than a merit-based promotion process in the civil service—inhibited 
the divisions from realizing their newly delegated management authority.14 With a lack of quali-
fied managers in the divisions, the central office retained considerable management authority 
over the divisions. Attempts were made during the FHMRP to provide health managers with 
access to health services management training through twinning relationships with Australian 
hospitals and health services.14 However, emigration of health professionals following the 1987 
and 2000 coups hampered efforts to create a pool of skilled health managers to support the decen-
tralized health structure.19

Despite the setbacks, the reforms succeeded in consolidating clinical services under one 
umbrella, allowing for standardization of health services across the divisions. Within divisions, 
strengthening of clinical services resulted in subdivisional hospitals being equipped with 
resources to handle higher levels of clinical services before needing to refer to divisional hospi-
tals. However, the reforms targeted hospital policies, standards, and guidelines but did not resolve 
community dissatisfaction with hospital building deterioration, long waiting times, and falling 
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standards of service and cleanliness.14 Community dissatisfaction with service delivery contin-
ued following the reforms.

Recentralization (2008)

FHMRP encountered significant problems from the start. Four changes in government during the 
project period meant that government endorsement and ownership needed to be renegotiated 
with each change. In addition, reservations from MoH staff, who viewed the project as being 
driven by an AusAID agenda,14 meant that a devolved organizational structure was not consoli-
dated and only limited delegation occurred. As a result, much of the decentralization was reversed 
(ie, “rolled back”) in February 2008 (Figure 3). With no studies carried out to evaluate the 
reforms, government motives for recentralizing remain unclear. A lack of staff acceptance and 
failure to implement the reforms as planned are thought to be the most likely reasons for 
recentralizing.13 Under the FHMRP, community health services and national hospital services 
had been amalgamated under each division. However, the roll-back undid these changes. 
Although divisional structures continued to exist under the roll-back, the way that these services 
were planned changed. Hospital services were placed under the division of curative services and 
planning was carried out by the general manager of each hospital in collaboration with the direc-
tor of curative services.20 Health services delivered at the community level were placed under the 
division of primary health services. Planning was facilitated by the general manager of each divi-
sion, along with the director of primary health services.

Decentralization of General Outpatient Services (2009-Present)

A year later in March 2009, before recentralization was fully executed, a second wave of decen-
tralization was initiated, with the more modest aim of improving access to health services only in 
the Suva subdivision of the Central/Eastern Division.21 This was in response to calls from gov-
ernment to improve physical and financial access to good-quality health services.13 
Decentralization in this initiative was characterized by deconcentration, where some workload 
was moved from the central to the subnational levels.22 The decentralization strengthened periph-
eral health centers and designated the divisional hospital, previously accessible to the public 
through self-referral, as accessible only by being referred.23

Starting in 2009, strengthening of 6 health centers took place over a 2-year period, with hours 
of operation increasing from 8 to 16 hours per day in weekdays and also opening in the weekend 
for 8 hours per day.24 Human resources, infrastructure, consumables and medications, equip-
ment, transport, and administration were boosted to support the expanded workload.24 The 

Figure 3. Organizational structure following recentralization (2008).
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divisional hospital subsequently stopped providing adult outpatient services from the end of 
February 2011.

Planning. The second wave of decentralization brought about another change of organizational 
structure, streamlining the functions of planning under three key areas: hospital services, public 
health, and administration and finance (Figure 4).

In spite of additional workloads being transferred to health centers in the Suva subdivision, 
decentralization was not accompanied by increased autonomy. The central office ensured that 
each division’s plans were aligned to national plans and strategic directives.25 This resulted in a 
consistent package of health services being offered by the health centers, which had little input 
into the selection of the services that they offered.

As with the first wave of decentralization, in the second wave the MoF and PSC reserved 
control over finance and human resources planning, respectively. The central office had some 
input into the budgetary allocation and allowed divisional structures to make funding requests. 
However, ultimate approval remained with the MoF.

Financing. The finance function was unaffected by the second wave of decentralization. The MoF 
retained responsibility for public sector funding which was released to the respective ministries 
through a yearly budget allocation. These allocations were determined using historical expendi-
ture and consultations with the central office on projected activities. The central office, in turn, 
determined divisional allocations based on historical expenditure, with limited consultation with 
divisional managers. Subdivisions drew funding from their respective divisions, with the excep-
tion of administration costs for which each subdivision had their own allocation.26 Health centers 
had no specific budgetary allocation and needed to request funding from their respective subdivi-
sions. Fees for health care continued to be set by regulations enacted at the national level. During 
this wave of decentralization, changes to patient copayments were made. Users accessing health 
services directly through public facilities continued to enjoy free health care as they did in the 
previous wave of decentralization. However, those referred from private providers to the public 
health system were charged fees to use the public health system. These user fees were introduced 
by the ministry to supplement the ministry budget in carrying out upgrades to services. It was 
based on the notion that users who were able to afford private services would be able to pay for 
services at the public hospital when referred.

Budgetary allocations to outpatient services, a key part of the decentralization efforts, 
decreased from the first to second wave of decentralization. A comparison between the 2 periods 

Figure 4. Organizational structure following second wave of decentralization (2009-current).
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of decentralization revealed a decline in the percentage of total government health expenditure 
allocated to outpatient services. However, to strengthen outpatient services at health centers, 
capital expenditure, maintenance, and equipment allocations increased over the same period.27-29

Delivery. The second wave of decentralization primarily affected the primary health care facilities 
(health centers) in the Suva subdivision, which became the users’ first point of contact. The 
health centers would then refer users to the divisional hospital for secondary and tertiary-level 
care not available at the health centers.24 Resource allocations at these health centers were aug-
mented to deliver extended services as well as provide limited diagnostic services. This was a 
significant change to the delivery of health services from the first wave, transforming the scope 
of health centers from primary health care providers to providers of primary and limited second-
ary health care. The extended hours of operation for these health facilities resulted in a reported 
300% increase in utilization of the health centers with a corresponding decrease in the usage of 
the divisional hospital for outpatient services.30

A summary of key changes for the 3 periods is presented in Table 2.

Discussion

Attempts to decentralize health services have yielded mixed results with few examples of success 
in developing countries.1,12 In Fiji, after several years of incremental implementation, in 2013 the 
MoH deemed the decentralization of services a success and proposed rolling out decentralization 
to the rest of the country.21 This success was attributed to users’ increased use of services pro-
vided at the decentralized health centers.13 However, with limited evaluation of the first wave of 
decentralization and no evaluation of the second wave, there is a limited evidence to support 
assertions of success.13 While there is not a single model for all, Fiji’s experiences with decen-
tralization (devolution, delegation, and deconcentration) offer insights for other countries in the 
Asia Pacific Region.

Decentralization in Fiji resulted in considerable changes to the function of planning. Major 
reforms were also attempted in Samoa, Tonga, Vanuatu, and PNG, which resulted in structural 
changes affecting system-wide organization, coordination, and facilitation.31-33 Similar to Fiji, 
these Pacific Island nations’ efforts to decentralize their health services did not achieve their 
intended outcomes. Fiji’s first decentralization effort was modeled, at the time, on PNG’s attempt 
to devolve its health system. As with Fiji, PNG’s effort was not successful. PNG made another 
effort at decentralizing its health services to correct what it described as “profound consequences 
for the health system, from which the system may never recover.”32 This major reform attempt 
resulted in poor performance of the health system, deteriorating health status of people, a lack of 
accessible, affordable, and cost-effective health services as well a disconnect between policy 
formulation at the national level and policy implementation at the subnational level.34 As these 
decentralization attempts happened in the same time period, there were limited opportunities for 
Pacific Island nations to learn from each other and understand the impacts of decentralization on 
the function of planning. However, Fiji’s current decentralization efforts have ensured policy and 
planning alignment between national and subnational levels and may provide lessons for Asia 
Pacific countries such as PNG and Vanuatu whose decentralization efforts have resulted in a 
disconnect between national and subnational levels.

The function of finance remained largely centralized during both of Fiji’s attempts at decen-
tralization. Similarities can be seen in other Pacific countries. The Solomon Islands attempted 
government wide reforms without much success. Similarly, PNG and Vanuatu attempted to 
devolve finance and management responsibilities to provincial levels without success. Their 
experiences show that decentralizing the finance function may not lead to health care gains nor 
improved access for users. In PNG’s case, provisional governments charged varying fees for 
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health services, resulting in unequal access between provinces.34 In Fiji’s second wave of decen-
tralization, there was no attempt at financial delegations. There is some evidence to indicate that 
keeping the finance function centralized may lead to cost containment by avoiding duplication.12 
However, whether Fiji’s decision to keep financial functions centralized will yield benefits is yet 
to be seen.

In both decentralization efforts, Fiji’s health service experienced changes to the delivery func-
tion. In the first wave, divisional structures were formalized and consolidated, with planning and 
delivery of health services being undertaken at divisional levels. The second wave further 
strengthened service delivery in one of these divisional structures. The health services in Samoa, 
Tonga, Vanuatu, and the Solomon Islands all underwent reforms in order to improve health ser-
vice delivery. PNG’s decentralization effort resulted in a disconnected delivery of health services 
with hospitals provided at the national level and primary health services provided by provincial 
governments.34 Fiji’s focus on only one function for its current decentralization attempt may 

Table 2. Summary of Key Changes.

Function
FHRMP (1999-2004) 

(Devolution/Delegation)
Recentralization 

(2008)

Suva Subdivision 
Decentralization (2009-Present) 

(Deconcentration)

Arranging, 
planning, 
and 
facilitating

•• Divisional structures 
created to facilitate 
arranging, planning and 
facilitating

•• Human resources 
management delegated 
from PSC to MoH (and 
subsequently revoked)

•• Transfer of hospital 
maintenance staff from 
PWD to MoH control

•• Separation of 
planning activities 
for curative and 
primary health 
services

•• Finance and human 
resources planning 
centralized

•• Streamlined structure 
under 3 key areas: hospital 
services, public health, and 
administration and finance

•• MoH planning aligned to 
national plans

Financing •• Budget to cater for 
divisional structures 
adjusted only in the 
fourth year of reform 
implementation

•• Centralized control of 
finances under MoF

•• No change •• Centralized control 
of finances under MoF 
with allocations made to 
MoH based on historical 
expenditure

•• Patient copayments for 
users referred from private 
providers

Delivery of 
services

•• Health services delivered 
through divisional 
structures

•• Management positions 
created to support delivery 
of health services through 
divisional structures

•• Consolidation of clinical 
services under one 
umbrella

•• Strengthening of clinical 
services at within health 
facilities

•• No change •• First point of contact for 
users in Suva subdivision 
became the primary health 
care facilities

•• Central division hospital 
could only be accessed by 
referrals

•• Primary health facilities hours 
of operation increased from 
8 to 16 hours per day in 
the weekdays and started 
opening 8 hours per day in 
the weekends

Abbreviations: FHMRP, Fiji Health Management Reform Project; MoF, Ministry of Finance; MoH, Ministry of Health; 
PSC, Public Services Commission; PWD, Public Works Department.
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provide lessons for Asia Pacific countries that have attempted major reforms without achieving 
desired results.

Conclusion

Decentralization efforts across the world have yielded mixed results with countries moving from 
decentralized periods to recentralized ones. Fiji is no exception to this, moving from a period of 
decentralization to recentralization and back to decentralization. However, in spite of its failures, 
Fiji’s experience provides lessons for other Asia-Pacific countries, especially those undergoing 
periods of political instability. The decentralization agenda must not only be flexible but should 
comprise changes that can be adopted quickly. Furthermore, Fiji proves the old adage “if you fail, 
try again.” Whereas Fiji’s first wave of reform did not succeed at decentralizing the 3 health 
systems functions, its second attempt implemented a more focused and incremental approach to 
decentralization by targeting only the health system function of delivery. An incremental approach 
may be appropriate for Asia-Pacific countries that have not been successful in decentralizing 
health services through large-scale structural reforms.
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