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Introduction 

Despite high medical costs in the private sector, more and more Indians are using the private 

sector to fulfill their health needs. The 71st Round (2014) of National Sample Survey data 

(NSSO) on health shows that on average, it is four times costlier to get treated in a private 

health facility per hospitalization case when compared to a government health facility (NSS, 

2015). Yet in India’s most populous state – Uttar Pradesh, more than 80 percent of the 

population use a private health care facility when they fall ill (IIPS, 2017). This pattern is true 

even across the wealth quintiles. While in the top quintile, two-thirds prefer using a private 

health care facility, in the first four quintiles, 

usage of a private facility ranges between 48 -

52 percent of households  (IIPS, 2017). “The 

reason for this seems to do with the pitiable 

quality and accessibility of public healthcare 

systems across rural and urban areas – which 

remain dismally funded, poorly monitored and 

inadequately standardised”  (Bhattacharjee & 

Mohan, 2017). 

Health care is provided by the government sector or private sector through “for profit” hospitals 

and self-employed practitioners, and “not for profit” non-government providers, including 

faith-based organizations.  

In this section, using data from 71st Round of the National Sample Survey (2014) we analyze 

the differences in costs for similar health procedures in government and private sector health 

                                                            
1 Corresponding Author, Assistant Professor of Economics, Deshabandhu Mahavidyalaya, Chittaranjan; Email: 

koushik_hati@hotmail.com 

“I prefer visiting the doctor’s chamber 

for check-ups and visit hospitals only in 

instances of admission because visiting 

the hospital for check-ups would imply 

forgoing an entire day’s wage which is 

unaffordable” 

-Casual factory worker 



2 
 

facilities. We also gather cost information for different medical procedures from “for profit” 

private hospitals and “not for profit” private hospitals in West Bengal. We compare these costs 

to the rates under the Central Government Health Scheme (CGHS) and Swasthya Sathi – a 

recent social health insurance scheme introduced by the Government of West Bengal for its 

contractual employees and civic volunteers. We also try to put forth reasons regarding the 

choice by consumers to go to the private sector despite the higher cost charged in these facilities 

compared to government sector units. 

 

Use and Cost of Private Health Care in India 

From the latest round of the NSSO data, we estimate that an average Indian, spends 

approximately 15,000 Indian rupees towards in-patient expenses per year to treat his/her 

illness. There is a fourfold increase in treatment costs if the person opts for a private hospital 

instead of a government hospital. The difference in costs between private and public health 

facilities is larger in urban areas as compared to rural areas. Table 1 summarizes component-

wise health expenditures across sectors and the public and private healthcare facilities in India.  

The NSS data shows that in India, four components, namely, doctor’s/surgeon’s fee, medicine, 

diagnostic test and expenditures for overall package component are the leading contributors to 

“My sister was diagnosed with sleep apnea and suspected pulmonary hypertension. As 

her saturation levels plummeted to less than 60%, she was admitted into the intensive 

care unit for two days and then kept in a private room for observation for another two 

days before being discharged. The major interventions required were intubation for about 

six hours till she stabilized and five arterial blood gas tests to check her carbon dioxide 

levels. I was curious to see how the prices charged by the hospital compared with those 

of Aarogyasri – the health scheme of the Telangana and Andhra Pradesh governments 

that aims to provide quality healthcare to the poor. A comparison showed a price 

difference of 30% to 40% for most items, leading to the question: were the Aarogyasri 

prices too low or the hospital billing too high? Some of the hospital’s prices were over 

the top: it charged Rs 19,080 for a CT scan of the lungs and Rs 880 for four tablets of 

thyroxin against Aarogyasri rates of Rs 2,500 and Rs 3.4. And though only the 

pulmonologist and the internist in the intensive care unit had examined my sister, eight 

other doctors were remunerated. In fact, the doctors’ fee alone accounted for 15.4% of 

the bill” 

K. Sujatha Rao, Former Union Health Secretary 
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health expenditures. A rural Indian pays nearly seven times to a doctor/surgeon if s/he prefers 

to visit a private hospital located in urban area rather than visiting a doctor/surgeon in a 

government hospital closer to their residence. Similarly, cost of package component reduces to 

about a quarter whereas the cost of medicines and diagnostic tests fall to one third if s/he opts 

for in-patient hospitalization in rural government hospital. 

Table 1 
Component Specific (in-hospitalization) Average Health Expense in India  

(Percent of average expenditure) 

Components 
Government Facility Private Facility 
Rural Urban Rural Urban 

Package Component 40 48 43 51 
Doctor's / Surgeon's Fee 9 10 9 12 
Medicines 18 12 16 14 
Diagnostic Tests 9 7 9 6 
Bed Charges 5 4 4 7 
Other Medical Charges 6 12 9 6 
Transport Charge for patient 4 2 3 2 
Other Non-Medical Expenditure 8 4 7 4 
Average Total Expenditure (INR) 13060.21 24088.47 43233.41 66585.97 
 Source: Authors’ own calculation based on NSS 71st Round data 

If hospitalized, then this is normally preceded or followed by non-hospitalization and there is 

a cost associated with that.  

Table 2 
Component Specific (non-hospitalization) Average Health Expense in India (INR) 

Particulars 
Government Facility Private Facility 

Rural Urban Total Rural Urban Total 
Doctor's / Surgeon's Fee 61.84 351.30 139.21 157.56 205.65 175.89 
Medicines: AYUSH 114.82 132.69 119.05 157.83 228.10 185.61 
Medicines: Excluding AYUSH 480.66 490.82 483.71 479.29 577.93 519.91 
Diagnostic Test 277.58 307.04 285.43 295.15 379.48 330.92 
Other Medical Expense 99.10 102.49 99.95 123.40 256.57 174.55 
Transport for Patient 96.26 95.40 96.01 88.07 115.98 97.76 
Other Non-Medical Expense 116.24 112.15 115.25 100.13 139.69 112.32 
Average Expenditure 1246.51 1591.90 1338.60 1401.44 1903.41 1596.95
    Source: Authors’ own calculation based on NSS 71st Round data. 

Similar to in-hospitalization, substantial cost differences across sectors and facilities exist for 

cases of non-hospitalization too (Table 2). Overall, at the country level, medicine and 

diagnostic tests are the most expensive components of health services in the case of non-

hospitalization. 
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If we focus on average health expenses for West Bengal, we find that in-hospitalization health 

service in the state is relatively at par when compared to the country average (Table-3). Package 

component in the urban private sector, however, costs roughly 5.7 times more than that in a 

government facility in the urban sector and doctor's fees are double the rates in urban public 

hospitals. 

Table 3 
Component Specific Average Health Expense in West Bengal (in-hospitalization) 

Components Government Facility Private Facility 
 Rural Urban Total Rural Urban Total 

Package Component 5964.93 7054.33 6230.15 23236.68 40772.31 32457.41

Doctor's / Surgeon's 
Fee 

2534.55 5440.12 3192.69 5967.50 11661.59 8535.38 

Medicines 2496.80 2656.36 2536.47 5792.77 6965.19 6311.80 

Diagnostic Tests 1944.30 1630.51 1871.64 3285.35 5132.99 4120.41 

Bed Charges 681.56 383.36 615.68 2951.59 4354.98 3602.52 

Other Medical 
Charges 

876.96 1826.67 1125.31 1363.51 4344.12 2696.21 

Transport Charge for 
patient 

632.18 446.53 584.81 1017.14 1100.50 1056.22 

Other Non-Medical 
Expenditure 

661.79 764.50 686.34 1281.64 2819.14 1978.81 

Average 
Expenditure 

15793.08 20202.39 16843.09 44896.18 77150.81 60758.75

     Source: Authors’ own calculation based on NSS 71st Round data.  

However, in recent times, the Government of West Bengal has taken initiatives to provide 

different types of health services in government hospitals at no cost2. This step is likely to 

widen the existing gap between private and public health expenditures in the state. 

The picture is similar picture with respect to respect of non-hospitalization expenses. Average 

non-hospitalization expense in a private hospital in West Bengal is Rs. 1240.67 whereas in a 

government hospital it is Rs. 991.76. Non-hospitalization costs are higher in urban areas 

compared to rural areas.   

                                                            
2 Government of West Bengal, Department of Health, Memorandum No. HF/O/TDE/29/M-08/13 
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Table – 4 
Component Specific Average Health Expense in West Bengal (non-hospitalization) 

Particulars 
Government Facility Private Facility 

Rural Urban Total Rural Urban Total 

Doctor's / Surgeon's Fee 27.74 83.20 36.65 153.65 183.30 163.59 

Medicines: AYUSH 24.50 89.94 33.81 66.46 57.72 63.00 

Medicines: Excluding 
AYUSH 

345.44 418.00 364.16 467.91 497.04 479.71 

Diagnostic Test 312.65 591.04 352.14 296.79 330.33 309.92 

Other Medical Expense 7.37 104.49 16.40 39.21 149.90 84.92 

Transport for Patient 96.63 60.97 89.41 86.10 65.14 79.83 

Other Non-Medical Expense 108.68 59.51 99.20 67.88 31.01 59.71 

Average Expenditure 923.00 1407.16 991.76 1178.01 1314.45 1240.67

    Source: Authors’ own calculation based on NSS 71st Round data 

Table – 5 
Health Expenditure as percentage of Household Consumption Expenditure  

(Per capita terms) 

State Rural Urban Combined 

Andhra Pradesh 23.38 21.82 22.69 

Bihar 30.87 30.51 30.85 

Gujarat 12.50 6.23 8.57 

Haryana 9.76 29.60 25.30 

Jharkhand 14.75 40.10 25.03 

Karnataka 34.61 19.04 27.92 

Kerala 17.23 14.89 15.93 

Madhya Pradesh 18.24 45.50 30.24 

Maharashtra 33.15 19.84 28.58 

Orissa 49.05 28.06 46.47 

Punjab 37.73 27.40 34.47 

Rajasthan 20.78 13.58 18.80 

Tamil Nadu 21.55 27.60 25.69 

Uttar Pradesh 25.35 21.21 24.58 

West Bengal 41.61 24.19 37.59 

INDIA 33.15 24.24 30.48 

                                Source: Authors’ own calculation based on NSS 71st Round data. 
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To estimate the extent of vulnerability of households to health shocks, we compute, out-of-

pocket health expense as a percent of usual consumption expenditure. We find that on an 

average, out-of-pocket expense is as much as 30.48% of the usual consumption expenditure 

with considerable variation among states. Orissa is found to have the highest OOP expense as 

a percent of usual consumption expenditure while Gujarat has the lowest.  

Table 6 highlights the preferred facility by patients to seek treatment for different diseases in 

West Bengal. It is seen that in rural West Bengal, people prefer government hospitals over 

private facilities for most diseases. The scenario seems to change in urban areas. Here, for 

critical illness relating to Cancers, Blood, Endocrine, Metabolic & Nutrition, Eye, Ear, Gastro 

Intestinal, Skin, Musculo-Skeletal and Genito-Urinary (as shown in Table 6) patients prefer to 

visit private facilities. Accessibility and affordability could be a possible explanation for the 

difference observed in the use of government and private facilities across rural and urban areas. 

Controlling for family income and distance to health facility, the pattern may change in favour 

of private hospitals, especially for critical diseases.  
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Table 6 
Percentage of Patients Using of Private/Public Facilities in Rural/Urban Centers for 

different diseases in West Bengal (In-hospitalization) 

Disease 
Rural Urban 

Government 
Facility 

Private 
Facility 

Government 
Facility 

Private 
Facility 

Infection 89.79 10.21 73.28 26.72 
Cancers 69.44 30.56 35.53 64.47 
Blood Diseases 68.26 31.74 47.43 52.57 
Endocrine, Metabolic & Nutritional 83.53 16.47 34.91 65.09 
Neurological & Psychiatric 85.71 14.29 71.36 28.64 
Eye 68.22 31.78 13.62 86.38 
Ear 73.87 26.13 44.74 55.26 
Cardio-Vascular 87.61 12.39 60.15 39.85 
Respiratory 86.23 13.77 63.32 36.68 
Gastro-Intestinal 52.14 47.86 41.63 58.37 
Skin 93.33 6.67 45.52 54.48 
Musculo-Skeletal 73.68 26.32 49.48 50.52 
Genito - Urinary 49.02 50.98 43.20 56.80 
Obstetric 80.59 19.41 67.82 32.18 
Injuries 79.74 20.26 54.29 45.71 
Child Birth 78.38 21.62 65.52 34.48 
 Source: Authors’ own calculation based on NSS 71st Round data 

Table 7 
Percentage of Patients with Health Insurance 

State Rural Urban Aggregate 

Punjab 4.40 16.53 9.02
Haryana 0.90 16.30 7.00

Rajasthan 23.55 33.10 26.58

Uttar Pradesh 4.09 9.36 5.50

Bihar 7.68 3.96 7.29

West Bengal 18.99 26.69 21.39

Jharkhand 2.01 11.13 4.89

Orissa 26.74 17.43 25.32

Chhattisgarh 45.05 40.96 44.20

Madhya Pradesh 0.68 9.42 3.34

Gujarat 16.98 20.78 18.64

Maharashtra 1.72 14.34 6.72

Andhra Pradesh 71.05 51.59 64.32

Karnataka 8.66 18.73 12.57

Kerala 43.23 40.22 41.77

Tamil Nadu 23.68 25.59 24.72

ALL INDIA 19.45 24.56 21.20
     Source: Authors’ own calculation based on NSS 71st Round data  
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Around 80% of the patients did not have any health insurance in India. In urban India, 24.56% 

of the patients were covered by health insurance while roughly 19.45% patients were covered 

by health insurance in rural areas. Roughly equal percent of patients had insurance coverage in 

rural and urban areas in the state of Kerala. 

 

Paradox of Preference 

Despite significant differences in costs and large out of pocket expenses borne by patients, 

as reported in Table 7, patients prefer to use the private health sector for their health needs. 

Estimates suggest that the Indian healthcare sector has grown at a compound annual growth 

rate of 16.5% and is likely to be worth $280 billion by 2020. This significant growth within 

the Indian healthcare industry is often ascribed to the rapid privatization of healthcare 

(particularly in secondary and tertiary healthcare services). Under these circumstances, it 

becomes imperative for the government interventions to enforce strong regulatory reforms 

in the health sector and rationalize pricing in the health sector particularly in private health 

facilities. In this context, we collected pricing data for similar treatments from public, private 

and not-for profit health facilities.  

We collected price data from three types of health care facilities - public, private and semi-

private for different procedures. Common diagnostic and therapeutic, surgical and non-surgical 

as well as cold and emergency procedures were selected randomly for comparison. For the sake 

of comparison, information on only those procedures were collected that were available in all 

three categories of hospitals. The reimbursement costs of procedures in the Central 

Government sponsored Group Health Protection Scheme (CGHS), the Government of West 

Bengal’s Swasthya Sathi for its contractual employees were collated to proxy for pricing in the 

public health sector. Under the Swasthya Sathi scheme, hospitals have been divided into three 

Grades, A, B and C based on the following criteria apart from bed strength and National 

Accreditation Board for Hospitals (NABH) accreditation: 

1. General environment including air-conditioning etc. 

2. Facilities such as Ambulance, Blood Bank, CCU, Dialysis Unit, MICU, NICU, PICU, 

Nursery and Pharmacy  

3. Separate specialized wards, Burn unit, Trauma Center, interventional and vascular 

radiology, organ transplant, joint replacement facilities. 

The cost of selected common procedures was collected from all three grades of private 

hospitals. From the list of hospitals of similar grade determined by Swasthya Sathi Scheme, 

one metro (Kolkata) and another non-metro hospital was selected randomly. Hence costs of six 
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groups of hospitals were considered and compared against the reimbursement rates of 

Swasthya Sathi and CGHS. One metro (Kolkata) based Semi-private, not for profit hospital 

was also selected through convenience sampling based on perception among patients and 

doctors regarding quality of service delivery by that particular hospital. Difference of costs 

ranged from 17 to 440 percent in between public and private and from 10 to 133 percent in 

between public and semi-private hospitals (Table 8). 

The appropriate role and balance of public and private sector, in providing healthcare services 

to the population is a debatable issue in our country since long and views of most stakeholders 

as well as experts regarding this issue are variably polarized (Basu, Andrews, Kishore, Panjabi, 

& Stuckler, 2012). Globally and nationally, it is argued that to achieve universal and equitable 

access to health care, the public sector must be made to work as the majority provider 

(Berendes, Heywood, Oliver, & Garner, 2011). To achieve this goal, the public sector 

healthcare services have been made more accessible and affordable to the common man in the 

past few years. Infrastructure development has seen a change during the last decade at all levels 

of service delivery including the super-specialty areas. In spite of that, the low and middle 

income groups are still showing a definite preference to access private healthcare services in 

comparison to government provided services.  

 

 



Table 8 

Cost Comparison of common surgical and non-surgical procedures (in Rs.) 

Surgical Procedures 

Swasthya Sathi Semi-Private 

(incl. paying bed 

charge wherever 

applicable) 

Private Corporate Hospital 
Central Government Health 

Scheme 

 

Grade A 

 

Grade B

 

Grade C
Grade A Grade B Grade C 

Non-

NABH/Non-

NABL rates 

NABH/NABL 

rates 

    Metro Non-Metro Metro Non-Metro Metro Non-Metro   

Heart Failure Medical Treatment 20000 18000 16000 25000 120000 100000 110000 90000 100000 85000   

Excision of Dental Cyst under LA 1500 1350 1250 2000 7000 6000 6500 6000 6000 5500   

Hernioplasty with Orchidectomy 18000 16200 14580 20000 35000 32000 30000 27000 25000 21000 25399.33 29209.44 

Appendectomy with Ovarian Cystectomy 15000 13500 12150 18000 28000 21000 25000 21000 20000 18500 18565.83 21350.94 

Diabetic Ketoacidosis 3000 2000 1500 3500 5500 4500 4500 4000 3500 3000   

Cholecystectomy with Abdominal

Hysterectomy 
27600 24840 21500 30000 38000 28000 35000 30000 33000 32000 26579.28 30566.67 

Excision of Venereal Warts 840 756 680 1000 2000 1850 1800 1500 1500 1200 157.33 181.00 

Breast Lump Excision 9600 8200 7776 10000 13000 12500 12000 11800 11500 11000 6659.22 7658.00 

Cervical Polypectomy 5000 4000 3000 5500             1475.78* 1697.39* 

Comprehensive Mother Package (Three

ANC visits to Delivery-Normal / LUCS) 
15000 13500 12000 15000 18000 16500 16500 15800 16000 15500 7785.83** 8953.72** 

Laparoscopic Sterilization 5000 4500 3000 6000 8500 8000 7800 7200 7500 7000 3422.50 3936.33 

Below elbow POP Cast 8000 7200 4455 9000 12000 10000 9800 9400 9500 9200   

Phacoemulsification with foldable

hydrophilic Lens 
6000 5400 3000 7500 9500 9000 8500 8200 8000 7800 10481.56*** 12053.56*** 

Excision of Mole 850 756 567 900 1350 1250 1200 1100 1200 1000 337.44 388.28 

Source: Field data collected from private hospital, Swasthya Sathi & CGHS portals and Ramkrishna Mission Seva Pratisthan 

*Polypectomy,** Normal delivery with or without Episiotomy & P. repair, *** Phacoemulsification with foldable IOL Lens  
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Multiple household surveys conducted both in rural and urban areas of different states of India 

showed a significant prevalence of, and also preference for, private healthcare delivery. The 

71st National Sample Survey (NSS) conducted in early 2014 concluded that out of the total 

number of hospitalization cases, even in rural areas, 42% were in government hospitals and 

58% in private. The corresponding admissions in urban areas were 32% in public and 68% in 

private hospitals. Hence, the NSS findings over last two decades clearly show a decline in the 

share of public hospitals in treating both rural and urban patients. This has created an 

asymmetric healthcare distributive network across states in India. It is disproportionately 

scattered between the public and private healthcare sectors. 

Published studies document that in India, more than 90% of children affected by diarrhoea are 

still taken to private healthcare providers even incurring substantial out of pocket expenditure 

(Bustreo, Harding, & Axelsson, 2003). Current data from developing countries do not support 

claims that the private sector has been more efficient, accountable, or medically effective than 

the public sector (OXFAM International, 2009). 

However, this comparison between private and public sector providers is not so straightforward 

because of primarily two reasons. Firstly, there is considerable overlap between the two sectors 

as far as manpower and resources are concerned and secondly, private sector is inherently 

heterogeneous and consists of for-profit multinational and national corporations, formal and 

informal for-profit individual providers and not for profit providers like the non-governmental, 

civil society or charitable organizations. Public-private partnership projects also exist. 

Advocates of Universal state-based Healthcare and the proponents of Private Healthcare 

System, both seem to have significant conflict of interest and criticize one another as 

ideologically biased (Berendes, Heywood, Oliver, & Garner, 2011) (Rosenthal & Newbrander, 

1996) (Montague, et al., 2009) (Stocking, 2009) (Smith, Feachem, Feachem, Koehlmoos, & 

Kinlaw, 2009). They usually selectively point towards case studies and published reports to 

uphold their viewpoint (OXFAM International, 2009) (Harding, 2009). 

However, researchers have also attempted at systematic, structured review of comparative 

performance of various healthcare sectors against six health systems themes used by World 

Health Organization (WHO), adapted from the 2000 World Health Report. The six themes or 

categories are: accessibility and responsiveness, quality, outcomes, accountability, 

transparency and regulation, fairness and equity, and efficiency. Evaluation of several 

subcategories like timeliness of service, distributive justice, public health functions; reform 

capacity, management standards etc. were also conducted. Published studies dealing with data 

from middle and low-income countries including India revealed that private sector healthcare 
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systems tend to lack published data by which to evaluate their performance, had greater risks 

of low-quality care, and served higher socio-economic groups, whereas the public sector tend 

to be less responsive to patients and lack availability of supplies. Both public and private sector 

systems have poor accountability and transparency. Contrary to prevailing assumptions, the 

private sector appears to have lower efficiency than the public sector, resulting from higher 

drug costs, perverse incentives for unnecessary testing and treatment, greater risks of 

complications, and weak regulation (Basu, Andrews, Kishore, Panjabi, & Stuckler, 2012) 

(Bustreo, Harding, & Axelsson, 2003) (Rosenthal & Newbrander, 1996). Thus, the preference 

of the people for private healthcare seems apparently paradoxical. Added to that is the impact 

of dual (simultaneous private and public) practice by the health care providers. Although there 

is scarcity of hard evidence regarding the extent of dual practice by physicians, it is documented 

in published literature that the practice is ubiquitous in all countries and unregulated in most of 

them (Fresta, et al., 2001) (Hipólito, et al., 2002) (Hipólito, 2001) (Ferrinho, et al., 2003) 

(Antunes, et al., 2002) (Involving Private Practitioners in Tuberculosis Control Issues, 2000) 

(Banda & H., 1994) (Thomason, 1994) (Volmink, Metcalf, Zwarenstein, Heath, & Laubscher, 

1993) (Nittayaramphong & Tangcharoensathien, 1994) (Chen & Hiebert, 1994). In most states 

of India including West Bengal, present legalization of Dual Practice has led to increase in its 

extent. In a broad based study, physicians mentioned early departure (N = 13, 41.9%), late 

arrival (N = 8, 25.8%), reduced attention to their public hospital job (N = 7, 22.6%), taking long 

breaks due to tiredness (N = 5, 16.1%), and absenteeism (N = 3, 9.7%) as some of the negative 

consequence of dual practice on public sector services (Abera, Alemayehu, & Henry, 2017). 

During Focus Group Discussions (FGD), in this study, it was unequivocally accepted by the 

hospital administrators that the principle positive impact of the current dual practice policy is 

retention of senior specialist clinicians in public healthcare facilities. Impact of dual practice 

also affects the public sector adversely and in multiple ways. It leads to competition for 

physicians’ time in each sector, transfer of resources from public to private sector both 

perceptible and imperceptible in the form of diagnostic and therapeutic resource pilferage 

which has been reported to account for 10% median drug leakage in Venezuela to 78% in 

Uganda (Asiimwe, et al., 1997) (McPake, et al., 2000) (Jaén & Paravisini, 2001) (Montague, 

et al., 2009) (Stocking, 2009) (Smith, Feachem, Feachem, Koehlmoos, & Kinlaw, 2009) 

(Harding, 2009). These are worsened by the fact that the best-trained and most competent 

health care providers are also the most likely to divert their time to other private activities 

outside the public health sector which amounts to a de facto brain drain. Increased extent of 

dual practice leads to almost same set of senior clinical practitioners in both private and public 
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set-ups. Patients prefer to consult the same specialist at the private hospitals incurring even 

substantial out of the pocket expenditure instead of consulting the specialist clinician at the 

public hospital totally free of cost. However as per literature, in the developing countries, many 

physicians carrying on dual practice noted that poor organization and management in the public 

hospitals contributes to lack of motivation and absenteeism during the public working hours 

(Abera, Alemayehu, & Henry, 2017). 

In one of the studies, 64.5% physicians recommended improving the public hospitals’ working 

environment in order to retain physicians. The principal suggestions were increasing 

availability of necessary medical supplies and instruments, decreasing bureaucracy and 

improving hospital management (Abera, Alemayehu, & Henry, 2017). Hence, performance of 

the public sector below expectations, mostly seems to have managerial causes. As per views 

of H. Koontz and O’Donnell, “management” involves “the design or creation and maintenance 

of an internal environment in an enterprise where individuals working together in groups can 

perform efficiently and effectively towards the attainment of group goals” (Koontz & O' 

Donnell, 1959). Therefore, in other words, public healthcare institutions may be having 

inherent system defects in relation to the environment in which it is operating. 

The stakes, as found out in patient satisfaction survey in the present study are undoubtedly high 

because of the fact that the perception of quality of overall healthcare services across all the 

sectors is based on performance of the public sector. Even beyond that, one of the important 

determinants of demand of a service or product e.g. private healthcare services, is the 

willingness of the patients to pay for it. The aversion towards public healthcare services and 

facilities is also acting as a negative impact of the alternative and forcing low income group 

patients to attempt to buy private healthcare services. This results in around one fifth of 

households incurring “Catastrophic Health Expenditure” (Loganathan, Deshmukh, & Raut, 

2017). 

As per Bulletin of the World Health Organization (WHO), in India, during 1993 to 2014, the 

proportion of households experiencing catastrophic health expenditure increased more in the 

poorest than the richest quintile. In the 1993–1994 and the 2011–2012 expenditure survey, the 

proportion increased 1.84-fold in the poorest quintile compared with 1.38-fold in the richest. 

But in the 1995–1996 and the 2014 utilization survey, the proportion increased 3.00-fold in the 

poorest quintile and 1.74-fold in the richest quintile. It is obvious that people from households 

in the poorest quintile are supposed to seek healthcare services at the public hospitals. The 

developing general trend in change of preference of these households to seek services at the 

substantially costlier private facilities has led to increased proportion of catastrophic health 
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expenditure in this subset of population (Pandey, Ploubidis, Clarke, & Dandona, 2018). This 

adds to the urgent need of improving the status of public healthcare sector as the dominant 

provider of service to the masses. In a sense, the public sector needs to improve on its Return 

on Investment (ROI). 

Management process is the way of converting the input into an output through a logical 

sequence of major managerial functions of planning, organizing, staffing, leading, and 

controlling (Koontz & O' Donnell, 1959). Comparisons among different healthcare sectors 

were based on the above parameters. 

Focus Group Discussions (FGD) with relevant experts and Pilot study on this topic led to the 

decision that questionnaires and discussion need to be based on the above parameters for 

effective and structured analysis of the Healthcare Paradox in the state. 

Analysis has been done through: 

1. Semi-structured, pre-validated questionnaire for patients, selected stakeholders and 

external experts from all the three healthcare sectors (public, semi-private and private). 

2. Collection of relevant data regarding infrastructure, performance and delivery related 

aspects from all three sectors.  

3. Root cause analysis of different elements. 

Evaluation of the modus operandi and pricing structure of successful semi-private 

organizations were also included in the process as substitutes. 

World Health Organization (WHO) has defined Health as “a state of complete physical, mental 

and social well-being and not merely an absence of disease or infirmity” (Constitution of the 

World Health Organization, 1946). 

Based on this definition, the types of Healthcare Services are divided into: 

•  Primary – deals in Health Promotion (Primordial) and Illness Prevention 

•  Secondary – related to Diagnosis and Treatment and 

•  Tertiary – concerned with Rehabilitation and Health Restoration  

Healthcare Service essentially needs multidimensional and inter-sectoral involvement at the 

Government level, especially to deliver primary and tertiary types of care. Recent trend is shift 

in focus and priority from primary (preventive) to secondary (curative) healthcare in all the 

three sectors. It is said that most of the Healthcare delivery centres are basically sickness-care 

delivery centres. Some authors even describe them as “monuments to disease”. In fact, these 

institutions in reality will be so, if they continue to cater only curative care, detaching their 

services from the larger social, economic, cultural, and political context of the people’s lives 

which largely determines their health (Bajpai, 2014). In view of this and also due to practice 



15 
 

of “evidence-based medicine” and threat of Consumer Protection Act against doctors, has led 

to extreme dependence on Clinical Investigations. It has increased the cost of healthcare at all 

levels. The fine line of demarcation between a necessary healthcare activity or investigation 

and one added for purposes of over-billing becomes almost obscure at times. The essentially 

uneven construct of healthcare institutions and patients’ relationships do not allow detection of 

such irregularities and so called unethical practices in most cases.  

During the last one decade, government-sponsored health insurance schemes have contributed 

to a significant increase in the proportion of general population covered by health insurance in 

India. A WHO report in 2015 (Forgia & Nagpal, 2012) stated that such rapid increment is 

possibly unseen elsewhere in the world. Most of these schemes give patients the choice to visit 

any public or private healthcare provider empaneled by the government. The transactions are 

fully cashless, requiring no payment to be made by the patient to the hospital. These schemes 

have targeted low-income groups, made impressive use of information and communication 

technology, and used pre-agreed package rates for payment. Universal coverage of population 

under insurance scheme ensures delivery of curative services essentially. Although drawing 

from international experiences, the Government Sponsored Health Insurance Schemes 

(GSHIS) have suggested augmentation of Primary Healthcare; channelization of efforts and 

resources towards effective delivery of preventive healthcare is still not noticeable at the state 

or national level. 

Certain key areas of concern for the Public Sector Healthcare Delivery system were identified, 

which need priority attention. The suggested interventions in those areas, revealed during the 

study are summarized below: 

 

1. Lack of effective and efficient administrative control especially at the peripheral 

level. 

Beginning with the Bhore Committee in 1946, several committees have stressed the 

need for a comprehensive and integrated health manpower policy dealing with health 

manpower requirement projection, manpower training, recruitment, career 

development, supportive supervision, skill enhancement, postings in underserved areas, 

retention and transfers etc. which are yet to be implemented in most of the states 

(Nandan, Nair, & Datta, Human resources for public health in India: issues and 

challenges, 2007) (Rao, Rao, Kumar, Chatterjee, & Sundararaman, 2011). 

Indira Gupta and Mrigesh Bhatia of the London School of Economics and Political 

Science, in their article, “The Indian Health Care System” commented “The Indian 
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health system does not promote efficiencies or control costs. Studies have found that 

most hospital systems across states are inefficient (Tigga & Mishra, 2015) (Sebastian, 

Jat, & San, 2013). Lack of competition has made the public health infrastructure 

costly.” 

The most important root cause for lack of desired performance appears to be the lack 

of effective administrative and management training for the human resource 

responsible for driving the system. Other non-training gaps also exist, like absence of 

Vision and Mission statements of the Department along with lack of communication of 

the larger goals to be achieved to the ground-level staff. These gaps exist in both the 

wings of service at the state level i.e. Medical Education Service and Health Service. 

Medical Education Service is supposed to generate competent Medical Professionals at 

the Government run Medical Colleges. Any gap at that level invites further downstream 

gaps in the entire system. Suggested interventions by various stakeholders were as 

follows: 

a) Introduction of Administrative Service Cadre in Medical Education Service (Principal, 

Medical Superintendent, Head of the Departments, Nursing Superintendent in Medical 

Colleges) with willing and adequately trained existing manpower. 

b) To start basic management training in MBBS, BDS and BSc Nursing Curriculum. 

These graduates are expected to act as obvious team leaders. This can be extended to 

the individual AYUSH curriculums also. 

c) Decentralization of administrative control by way of empowerment and making 

operational the health department at peripheral locations like North Bengal Secretariat, 

“Uttorkanya” for both healthcare and Medical Education purposes. 

d) Presently a single University of Healthcare at the state-level exists. The university also 

needs to decentralize its academic control through peripheral offices for the sake of 

proper functioning of peripheral Medical College and Hospitals. 

 

2. Universal free facility at Government Hospitals – percolation of benefits to the 

intended lowest level. 

Larger goal of Universal Healthcare (UHC) for the basic level of care needs to be 

targeted by the public sector even beyond just providing all services free of cost to 

everyone, irrespective of their income level. In the present scenario, free services in 

many cases are ineffective because of the simple reasons of excessively long waiting 

time and disparity between demand and supply of infrastructure or services. For 
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example, a couple, who is about to marry, needed to be screened for Thalassemia. In 

the public sector, facility for the test as well as pre and post-test counselling is available. 

But turnaround time for release of the report is in many cases so long that by the time 

the report is ready, the couple actually gets married. Intensive care unit beds and 

Operation Theater facilities are way too short of the required demands. These are the 

principle causes for patients seeking private facility care in spite of the costs being 

unaffordable for many of them. The semi-private facilities fare well as far as the 

management aspect is concerned. But even their infrastructural shortage is an issue. 

Suggested interventions and actions are as follows: 

a) Adequate indoor beds and infrastructure development is necessary to reduce the waiting 

time. If long dates are given for surgeries or investigations, the sole purpose of making 

all services free becomes irrelevant. For example, the Turnaround Time (TAT) of a 

simple investigation like serum TSH is 4 to 6 hours in a standard private facility. The 

TAT for same investigation can go up to an unbelievable three and half months in a 

government Medical College setup. Most of the delay is due to providing long dates 

and the root causes for that are operational rather than infrastructural. 

b) Need for structured and continuous survey as well as operational research on this issue 

exists. Actions should be based on reports and conclusions of such surveys. 

c) Tie-up between the public and semi-private organizations for better delivery of services 

should be considered. 

 

3. Untoward violent incidents against Health Care Providers (HCP) within hospital 

premises hampering vital services and losing precious man-hours. 

On 29th April, 2017 an article was published in Lancet, the nearly-200-year-old 

international medical journal where it has been said: "Health workers in India have 

reached a breaking point as they face risk of physical attacks while carrying out their 

work. These incidents are responsible for lack of confidence and trust between the 

physicians and patients.” According to the Lancet article: "These instances point not just 

to poor safety of health workers in the workplace, but also to deeper malaise of growing 

mistrust between doctors and patients and inadequate health infrastructure." 

The Lancet report also cited a 2016 study which said that over 40 per cent of resident 

doctors in a tertiary care hospital in New Delhi faced violence at work in the last one 

year. It also said that according to the Indian Medical Association, 75 per cent of the 

doctors have faced violence — verbal or physical during their lifetime (Sharma, 2017). 
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It was also pointed out that junior doctors were more exposed to violence for they are the 

first responders during emergency and also inexperienced in handling the patients' 

relatives. 

Citing various reasons for this situation, the Lancet article also cited one expert who said 

funding of public health care has declined and passive privatization has been encouraged. 

He said it is important that the government begins to spend more on public health-care 

and regulate the private services. It may be mentioned here that exorbitant medical bills 

often make the conflict between the patients' relatives and the hospital authorities 

inevitable (Sharma, 2017). 

Steps for rectifying this situation can be: 

a) State level central team consisting of General and Health administration personnel as 

well as legal experts to investigate into each and every untoward incident and suggest 

remedies. 

b) Increasing security of Health Care Provider specially the junior tier at all facilities. 

c) Strengthening of state and district level liaison between general and health 

administration. Filling up necessary posts in this regard e.g. post of “Secretary” of 

Medical College Hospitals (vacant in most of the hospitals for almost last 8 to 10 years 

causing major inconveniences). 

d) Strict vigilance, appropriate and timely legal action and guideline circulation to curb 

the menace of touts within the Government facilities. 

e) Mandatory inclusion of formal and informal Medical Ethics and Bioethics teaching at 

the undergraduate and postgraduate level. The Medical Education Unit of every 

Medical College should be empowered for this activity. 

f) Introduction of mandatory pathological autopsies for determination of cause of death 

and deficiencies in management of patients in cases of alleged and suspected negligence 

before final verdict by the investigating authorities. This will substantially increase in 

transparency of services provided and at the same time a learning experience for the 

medical faculty and administration. 

 

4. Lack of adequate and efficient human resource. 

The requirement of specialist Healthcare Providers (HCP) including doctors in most 

cases is an over-estimation. It can be explained as follows. Appointment of a 

Cardiothoracic surgeon in any District Hospital where set-up for Cardiothoracic 

Operations does not exist is not only underutilization of skilled human resource but it 
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leads to providing private set-ups operating nearby with facilities for such operations 

and procedures with necessary manpower. Hence patients, due to obvious reasons are 

forced to receive service from the private hospital and in most cases incurring out of 

pocket expenditure. Interventions suggested were:  

a) Proper utilization of AYUSH manpower and bringing them into the mainstream 

through awareness generation among the masses regarding benefits of AYUSH. 

Peripheral hospitals can be manned by only paramedics and AYUSH doctors. Deoki 

Nandan and Dinesh Kumar in their article “Human Resources for Health in India: 

Urgent Need for Reforms” has suggested that “Doctors of indigenous systems of 

medicine like AYUSH (Ayurveda, Yoga, Unani, Siddha and homeopathy) can be 

provided training on jobs performed by medical officers at Primary Health Centers 

PHCs including conducting deliveries” (Nandan & D., 2012). Strengthening the referral 

system from peripheral set-ups to tertiary care facilities is also needed urgently.  

b) Integration of the closely related services e.g. investigative services like radiology, 

biochemistry, microbiology and pathology. Surgical and medical services also need 

base level integration rather that dissipation at least up to the secondary level of care. 

c) To identify and take administrative actions against non-performing staff. These actions 

are significantly lacking at present. Tangible and measurable performance and quality 

of performance indicators need to be developed keeping in view the ground reality of 

public sector functioning.  

d) Award for best service providers specially appreciating soft skills of the profession at 

all healthcare facilities need to be introduced. 

 

5. Gaps in Coordination and Communication within and outside the organizations. 

Most stakeholders perceived these gaps and suggested: 

a) Increment of operational coordination and communication among different 

departments of a tertiary and the peripheral healthcare facilities like the Block level 

hospitals. 

b) To train and recruit a group of volunteers for helping patients and their relatives access 

public healthcare services and avoid unscrupulous agents of profit making 

organizations. 

c) Utilization of Community Medicine department of all Medical Colleges in this regard. 

d) Quarterly or at least an annual meeting of all members of the hospital team. In larger 

hospitals the key staffs do not know each other properly. 
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6. Improvement in Quality of healthcare and Medical Education. 

Providing quality service is the single most important way by which patients can be 

drawn into a healthcare facility. Third party audit of quality and competence of services 

and staff of all public sector facilities should be made mandatory. Proactive steps can 

then be taken for improvement of individual hospitals. This assurance of quality can go 

a long way in making public sector again the majority provider of healthcare in our 

country. It can be achieved through:  

a) Concrete steps towards Accreditation of Hospitals, Blood Banks and Laboratories by 

National level bodies like National Accreditation Board for Hospitals and Healthcare 

Providers, National Accreditation Board for Testing and Calibration Laboratories etc. 

should be initiated. 

b) Multidisciplinary research activities can be undertaken for quality improvement of 

management and technical issues. 

c) Development of skill labs at Medical Colleges and District Hospitals to improve 

technical skills of HCPs and minimize tendency of medical students and junior doctors 

from experimenting directly on patients. 

 

7. Strengthening of the primary and tertiary levels of care  

This would need participation of both the central and state governments and 

interdepartmental co-ordination. Although health is a state subject, family welfare, 

primary and tertiary healthcare are funded and taken care of by the union government. 

Bio Medical Waste Management can be done in-house at the larger hospitals and the 

elements recycled for generation of revenue and sustainability of the projects. 

International level cooperation can also be sought.  

The vertically running projects for preventive or rehabilitative healthcare should be 

oriented horizontally and aligned with other curative and routine hospital services. 

In India, it is said that the “private medical sector” has proved to be the proverbial 

“camel” that has pushed the Arab (the “public medical sector”) out of the tent (Bajpai, 

2014).  

The business oriented Private Healthcare Sector takes advantage of this situation.  The 

National Health Policy 2017 document says that out of the pocket expenditure on health 

pushes, nearly 6.3 crore Indians below the poverty line, out of which the expenditure 

on drugs was to the tune of 67 per cent. On 13th July, 2017 Anand Patel wrote an article 
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in India Today titled “How hospitals in collusion with pharma firms are burning a hole 

in your pocket” (Patel, 2017) in which he commented that “India Today” has exclusive 

access to quotations from pharmaceutical companies of repute to hospitals and stockists 

that show how pharma firms are hand-in-glove with hospitals to fleece cancer patients. 

While hospitals receive a particular life-saving drug from pharma firms for a nominal 

cost, the former charge the patients many times that cost for the same.”  In the same 

article it was said that “As per industry figures, the business of pharma companies in 

the country is well over Rs 1 lakh crore. The All India Drug Action Network alleges 

that 25 per cent of this amount is earmarked for medical corruption which goes to 

doctors, bureaucrats and politicians. The central government has asked doctors to 

prescribe generic drugs, which are relatively cheaper. But even these generic drugs have 

different prices from patients, stockists and retailers. 

Addressing cost divergence across different healthcare sectors with an objective of 

drawing at least a line for the ceiling costs can contribute towards making advanced 

healthcare affordable for majority of the population. In spite of significant cost 

divergence, apparent preference for the costlier services, when studied by experts and 

stakeholders, provided the platform for unveiling different areas with potential scope 

of improvement in the public healthcare sector. By way of analyzing these gaps and 

comparing with the other two sectors, most root causes pointed more towards 

managerial and administrative issues than infrastructure related deficiencies. Easy to 

implement, simple suggestions evolved through focus group discussions among the 

experts which need to be tested through subsequent operational researches in different 

phases.  

 

References 

1mg.com. (2018). Retrieved August 2, 2018, from 1mg: https://www.1mg.com/ 

Abera, G., Alemayehu, Y., & Henry, J. (2017). Public-on-private dual practice among physicians in 
public hospitals of Tigray National Regional State, North Ethiopia: perspectives of physicians, 
patients and managers. BMC Health Serv Res 17:713. 

Antunes, A., Biscaia, A., Conceição, C., Fronteira, I., Craveiro, I., Flores, I., . . . Ferrinho, P. (2002). 
Workplace Violence in the Health Sector Portuguese Case Studies Final Report. Lisbon: AGO. 

Asiimwe, D., McPake, B., Mwesigye, F., Ofoumbi, M., Oertenblad, L., Streefland, P., & Turinde, A. 
(1997). The private sector activities of public-sector health workers in Uganda. In M. B. Bennet 



22 
 

S, In Private Health Providers in Developing Countries Serving the Public Interest? (pp. 140–
157). London and New Jersey: Zed Books. 

Bajpai, V. (2014). The Challenges Confronting Public Hospitals in India, Their Origins, and Possible 
Solutions. Advances in Public Health, Article ID 898502, 27 pages. doi:10.1155/2014/898502 

Banda, E., & H., S. (1994). The public-private mix in the health care system in Malawi. Health Policy 
and Planning 9., 63–71. 

Barik, D., & Desai, S. (2014). Determinants of Private Health care Utilization and Expenditure patterns 
in India. MPRA Paper No. 77220. 

Basu, S., Andrews, J., Kishore, S., Panjabi, R., & Stuckler, D. (2012, June 19). Comparative 
Performance of Private and Public Healthcare Systems in Low- and Middle-Income Countries: 
A Systematic Review. PLOS Medicine. doi:https://doi.org/10.1371/journal.pmed.1001244 

Basu, S., Andrews, J., Kishore, S., Panjabi, R., & Stuckler, D. (2012, June 19). Comparative 
Performance of Private and Public Healthcare Systems in Low- and Middle-Income Countries: 
A Systematic Review. PLOS Medicine. doi:https://doi.org/10.1371/journal.pmed.1001244 

Berendes, S., Heywood, P., Oliver, S., & Garner, P. (2011, April 12). Quality of Private and Public 
Ambulatory Health Care in Low and Middle Income Countries: Systematic Review of 
Comparative Studies. PLOS Medicine. doi:https://doi.org/10.1371/journal.pmed.1000433 

Berendes, S., Heywood, P., Oliver, S., & Garner, P. (2011, April 12). Quality of Private and Public 
Ambulatory Health Care in Low and Middle Income Countries: Systematic Review of 
Comparative Studies. PLOS Medicine. doi:https://doi.org/10.1371/journal.pmed.1000433 

Bhattacharjee, A., & Mohan, D. (2017, June 12). India's Healthcare System Is Becoming More and 
More Unequal. Retrieved from The Wire: https://thewire.in/featured/india-healthcare-system-
inequality 

Bhattacharya, K. (2005). Surgical Procedures for laparoscopic surgery. Journal of Minimal Access 
Surgery, 1(2), 74-75. 

Bustreo, F., Harding, A., & Axelsson, H. (2003). Can developing countries achieve adequate 
improvements in child health outcomes without engaging the private sector? Bull World Health 
Organ, 81(12). 

Chen, L., & Hiebert, L. (1994). From socialism to private markets: Vietnam's health in rapid transition. 
Rockefeller Foundation, Bellagio Study Centre. Retrieved from 
http://www.hsph.harvard.edu/hcpds/wpweb/94_11.pdf 

Constitution of the World Health Organization. (1946). Am J Public Health Nations Health 36(11)., 
1315–1323. 

DrugsUpdate.com. (2018). Retrieved August 2, 2018, from http://www.drugsupdate.com 



23 
 

Ferrinho, P., Biscaia, A., Craveiro, I., Antunes, A., Fronteira, I., Conceição, C., . . . Santos, O. (2003). 
Patterns of perceptions of workplace violence in the Portuguese health care sector. Human 
Resources for Health 1:11. doi:10.1186/1478-4491-1-11 

Forgia, G. L., & Nagpal, S. (2012). Government-sponsored health insurance in India : are you covered? 
(English). In Directions in development : human development. Washington, DC: World Bank. 
Retrieved from 
http://documents.worldbank.org/curated/en/644241468042840697/Government-sponsored-
health-insurance-in-India-are-you-covered 

Fresta, E., Fresta, M., Van Lerberghe, W., Laise, P., Bugalho, M., & Ferrinho, P. (2001). The health 
care sector in Luanda, Angola. The unsteered growth of the private sector. AGO. 

Harding, A. (2009). Oxfam—this is not how to help the poor. Washington (District of Columbia): Center 
for Global Development. 

Hipólito, F. (2001). Regime remuneratório experimental. In Dissertação submetida na cadeira de 
estágio da licenciatura em sociologia da Universidade Lusófona de Humanidades e 
Tecnologias. Lisboa, Julho de. 

Hipólito, F., C., C., V., R., P., A., W., V. L., & P., F. (2002). Quem aderiu ao regime remuneratório 
experimental e porquê? Revista Portuguesa de Clínica Geral. 18, 89–96. 

IIPS. (2017). ational Family Health Survey (NFHS-4) 2015-16. Mumbai: International Institute for 
Population Sciences. 

International Institute for Population Sciences (IIPS) and ICF . (2017). National Family Health Survey 
(NFHS-4) 2015-16. Mumbai, India: IIPS. 

Involving Private Practitioners in Tuberculosis Control Issues, I. A. (2000). Geneva: World Health 
Organization. 

Jaén, M., & Paravisini, D. (2001). Wages, capture and penalties in Venezuela's public hospitals. In S. 
W. Di Tella R, In Diagnosis Corruption Fraud in Latin America's Public Hospitals (pp. 57–
94). Washington DC: Inter-American Development Bank. 

Jha, D. N. (2017, November 21). Dengue patient dies, parents billed Rs 16 lakh for 2 weeks in ICU. 
Retrieved from Times of India: Indiatimes on July 30, 2018: 
http://timesofindia.indiatimes.com/city/delhi/dengue-patient-dies-parents-billed-16-lakh-for-
2-weeks-in-icu/articleshow/61732259.cms 

Koontz, H., & O' Donnell, C. (1959). Principles of Management. In M.-H. S. Management, An Analysis 
of Managerial Functions (pp. 54-56). London, New York, Toronto: McGraw-Hill Book 
Company. 

Loganathan, K., Deshmukh, P., & Raut, A. (2017). Socio-demographic determinants of out-of-pocket 
health expenditure in a rural area of Wardha district of Maharashtra, India. Indian J Med Res. 
145., 654–661. doi:10.4103/ijmr.IJMR_256_15 



24 
 

Mandal, S. (2018, September 17). Health panel walks pricing tightrope. Retrieved from The Telegraph: 
https://www.telegraphindia.com/calcutta/health-panel-walks-pricing-tightrope-214033 

McPake, B., Asiimwe, D., Mwesigye, F., Ofumbi, M., Streefland, P., & Turinde, A. (2000). Coping 
strategies of health workers in Uganda. Studies in Health Services Organisation & Policy 16., 
157–162. 

Montague, D., Feachem, R., Feachem, N., Koehlmoos, T., Kinlaw, H., & al., e. (2009). Oxfam must 
shed its ideological bias to be taken seriously. BMJ 338:b1202. Retrieved from 
https://www.bmj.com/rapid-response/2011/11/02/oxfam-must-shed-its-ideological-bias-be-
taken-seriously 

Nagarajan, R. (2018, September 2). India costlier for heart operations than richer nations. Retrieved 
from The Times Of India - Mumbai eEdition: 
https://epaper.timesgroup.com/Olive/ODN/TimesOfIndia/shared/ShowArticle.aspx?doc=TOI
M%2F2018%2F09%2F02&entity=Ar00129&sk=7C0CDC4C&mode=text# 

Nagarajan, R. (2018, February 21). Private hospitals making profits of up to 1,737% on drugs, 
consumables and diagnostics: Study. Retrieved from The Times Of India: 
https://timesofindia.indiatimes.com/india/private-hospitals-making-over-1700-profit-on-
drugs-consumables-and-diagnostics-study/articleshow/62997879.cms 

Nandan, D., & D., A. (2012). Human Resources for Health in India: Urgent Need for Reforms. Indian 
J Community Med. 37(4), 205-206. doi:10.4103/0970-0218.103464 

Nandan, D., Nair, K., & Datta, U. (2007). Human resources for public health in India: issues and 
challenges. In Health and Population: Perspectives and Issues 30. (pp. 230–242). 

(n.d.). National Sample Survey. National Sample Survey. 

National Sample Survey. (2015). Key Indicators of Social Consumption in India: Health. Ministry of 
Statistics and Programme Implementation, national Sample Survey Office. 

Nittayaramphong, S., & Tangcharoensathien, V. (1994). Thailand: private health care out of control? 
Health Policy and Planning 9., 31–40. 

NSS 71st Round. (2014, January - June). Key Indicators of Social Consumption in India: Health. 
Ministry of Statistics and Programme Implementation. 

OXFAM International. (2009). Blind Optimism: Challenging the myths about private health care in 
poor countries. Retrieved December 31, 2017, from 
https://www.oxfam.org/sites/www.oxfam.org/files/bp125-blind-optimism-0902.pdf 

Pandey, A., Ploubidis, G., Clarke, L., & Dandona, L. (2018). Trends in catastrophic health expenditure 
in India: 1993 to 2014. Bulletin of the World Health Organization 96., 18-28. 
doi:10.2471/BLT.17.191759 

Patel, A. (2017, July 13). How hospitals in collusion with pharma firms are burning a hole in your 
pocket. India Today. 



25 
 

Porecha, M. (2018, February 21). Private hospitals fleece patients, overcharge up to 1737%. Retrieved 
from DNA India on July 30, 2018: http://www.dnaindia.com/delhi/report-private-hospitals-
fleece-patients-overcharge-up-to-1737-2586945 

PTI. (2017, November 22). Karnataka Assembly passes medical bill after dropping controversial 
clauses. Livemint. Retrieved July 30, 2018, from 
https://www.livemint.com/Politics/YfLwqZAnn9OZDpu4YTKJdI/Karnataka-Assembly-
passes-medical-bill-after-dropping-contro.html 

Rakshit, A. (2017, March 4). Mamata introduces Bill to regulate private hospitals. Retrieved from 
Business Standard on July 30, 2018: https://www.business-standard.com/article/economy-
policy/mamata-introduces-bill-to-regulate-private-hospitals-117030300936_1.html 

Rao, K. S. (2018, September 17). Expert view: What can India do to stop hospitals from overcharging? 
Retrieved from Scroll.in: https://scroll.in/pulse/872309/expert-view-what-can-india-do-to-
stop-hospitals-from-overcharging 

Rao, K. S. (2018, March 26). Why India’s private hospitals can get away with overcharging patients. 
Retrieved from qz.com on July 30, 2018: https://qz.com/india/1237169/why-indias-private-
hospitals-can-get-away-with-overcharging-patients/ 

Rao, M., Rao, K., Kumar, A., Chatterjee, M., & Sundararaman, T. (2011). Human resources for health 
in India. The Lancet 377., 587–598. 

Rosenthal, G., & Newbrander, W. (1996). Public policy and private sector provision of health services. 
Int J Health Plann Manage, 11(3), 203-216. 

Sebastian, T., Jat, R., & San, M. (2013). Technical Efficiency of Public District Hospitals in Madhya 
Pradesh, India: A Data Envelopment Analysis. Global Health Action 6(1). 

Sengupta, A., & Nandy, S. (2005). The private health sector in India: Is Burgeoning but at the cost of 
public health care. BMJ, 331(7526), 1157–1158. 

Sharma, D. (2017). Rising violence against health workers in India. Lancet 389:1685. 

Smith, R., Feachem, R., Feachem, N., Koehlmoos, T., & Kinlaw, H. (2009). The fallacy of impartiality: 
competing interest bias in academic publications. J R Soc Med 102., 44–45. 

Stocking, B. (2009). Critique of Oxfam paper inaccurate, unconstructive and ideologically biased. BMJ 
338: b667 [response]. Retrieved from http://www.bmj.com/rapid-
response/2011/11/02/critique-oxfam-paper-inaccurate-unconstructive-and-ideologically-
biased 

Thomason, J. (1994). A cautious approach to privatisation in Papua New Guinea. Health Policy and 
Planning 9., 41–49. 

Tigga, N. S., & Mishra, U. S. (2015). On Measuring Technical Efficiency of the Health System in India. 
An Application of Data Envelopment Analysis. Journal of Health Management 17(3), 285–
298. 



26 
 

Volmink, J., Metcalf, C., Zwarenstein, M., Heath, S., & Laubscher, J. (1993). Attitudes of private 
general practitioners towards health care in South Africa. South African Medical Journal 83., 
827–833. 

 

 


	IPFPR_Khan_Hati _2018_10
	WP_Template
	IPFPR_Khan_Hati _19_07_18
	Final Tables_25_7_18

	khan_hati_ipfpr_wp

