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Introduction

Private Health Sector in India
Private health sector which supplements

public health facilities is very diverse,
besides the inequities, questions and
concerns include practice by quacks,
unethical practices, substandard facilities,
lack of regulations, medical malpractices
and negligence, unnecessary procedures
and surgeries etc.

CEHAT, over the last decade has been
advocating for improvement of private
health sector in terms of quality, standards
and regulation. Emphasising state’s role in
providing good quality health care, CEHAT’s
study on accreditation suggested
establishing an accreditation body. This
body should include various stakeholders.
Hospital owners and administrators,
participated in the study, felt the need for
an accreditation body because of (i) the
increased competition in the health sector
(ii) no advantage enjoyed by hospitals
maintaining certain standards (iii) the
realisation that standards needs to be
improved and updated and (iv) the
emergence of health insurance. Providers
and consumer organisations, participated
in the study, also agreed on the formation
of an accreditation body. In addition
Government’s involvement would also be of
importance in legitimising the body. The
body will ensure quality health care
through,

i) assessing hospitals for compliance to
set standards,

ii) providing assistance to hospitals to
upgrade their standards,

iii) ensuring proper patient care, and
iv) aiding to upgrade standards of hospitals

through education, training and
consultation.

Accredited hospitals need to be monitored
for standards, quality, price and consumer
satisfaction. Issues that relate to
accreditation body are of functioning,
periodicity of assessment procedures and
financing.

This research study led to a workshop
aimed at establishing an accreditation
body.  Participants of the workshop  - various
stakeholders, discussed the need

andcredibility of such a body and felt its
importance in ensuring quality health care
in the private health sector. An ad-hoc
committee named Forum for Healthcare
Standards (FHS) convened by CEHAT was
also formed. The Forum focuses on
developing standards for hospitals, wards,
labour rooms, operation theatre, essential
drugs, waiting area or reception room,
consulting room, changing room, pantry,
medical records and waste management
and different specialities and super
specialities. In addition, CEHAT prepared a
framework for the accreditation body as
well.

Earlier CEHAT had proposed certain
minimum standards for the private health
sector from a study in Maharashtra. It lists
out minimum standards for nursing homes
that provide medical, surgical and
maternity facilities and explains standards
in various components to integrate nursing
homes to the community. It narrates the
way of setting up a functional programme
that describes the purpose of the nursing
home, its projected demand for utilisation,
staffing pattern, departmental
relationships, space requirements and
other basic information.

On the issue of regulation of the private
health sector CEHAT contributed to the
amendment of the Bombay Nursing Home
Registration (BNHRA) Act, 1949.  CEHAT
collaborate with Jan Swasthya Abhiyan
(JSA / PHA), Health Care Accreditation
Council (HCAC) and Forum for Medical
Ethics Society (FMES), towards advocating
for passing  the Act with certain
modifications. A researcher from CEHAT (in
his personal capacity) contributed to the
drafting of amendment while CEHAT, in its
institutional capacity, participated in a
stakeholder workshop organized by the
Government of Maharashtra.

This Health Panorama is a compilation
of the major researches conducted by
CEHAT and others on private health sector.

Highlights of a few research reports are
also included. The panorama starts with an
overview of privatisation in medical care
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in the Indian context.  Baru overviews the
emergence of various forms of health care
on a global basis, citing cases of various
developed and developing countries. It was
during the last decade, privatisation gained
a central place in determining directions
in health policy the world over. In India, the
private sector has grown and its distribution
is skewed towards urban areas and
concentrated in some states. Private
interests in health have grown over the
years and a significant proportion of doctors
are employed in the private sector and there
has been a growth of private nursing homes
and hospitals since mid seventies.

Followed by the overview is Nandraj’s
critique titled ‘Beyond the Law and the Lord:
Quality of Private Health Care’. He points
out the low regard given to quality aspects
by the private health sector. Among the
practitioners, quacks form a great majority.
They are mainly those who served as
helpers, pharmacists or assistants to
doctors for a period of time. Sometimes
spouses of doctors are also included, who
sit in the clinic in the absence of the doctor.
Sons or daughters who ‘inherit’ the practice
of their parents also practice medicine
illegally. The attention was paid on the
functioning and quality of care by private
practitioners because of the cases of
medical malpractice and negligence filed
in the court of law by the victims and their
relatives as well as due to the role-played
by media and different consumer
organisations.

Nandraj and Duggal’s research on
physical standards in private health sector
is empirical and at the same time policy
relevant. They attribute rampant,
unregulated, unplanned and largely
unmonitored growth of the private health
sector as the cause of the current situation
of poor and unreliable quality of care.
Authors suggested the following actions as
a step to reform in this sector (i) make
people aware of their rights and duties in
the health care system (ii) state and
medical councils should ensure that only
properly qualified persons practice (iii)
through licensing and encouragement,
government should ensure proper
geographic distribution of practitioners and
hospitals in the country (iv) regularise
medical prescription audits and mandate
renewal of license and registration on it and

(v) maintain proper records and provide
access to patients as well.

Related to quality and standards is the
issue of regulation. Duggal and Nandraj’s
paper titiled ‘Regulating the Private Health
Sector’ reviews the tremendous growth of
private health sector in the post
independent period that, probably, made
India the largest private health sector in
the world. Its share in hospitals, nursing
homes, maternity homes etc., is little over
half of all such facilities in the country. The
pharmaceutical and medical equipment
manufacturing industry is overwhelmingly
private and predominantly multinational.
Nearly two-thirds of the medical human
power is involved in private health care.
Despite all these, there is no regulation of
practice of this sector of health. The Medical
Council, where medical professionals
register and which sets standard of medical
practice, disciplines professionals, monitor
activities and checks malpractices have
failed miserably. In addition health sector
has provision for regulation in the Local
Bodies and the Food and Drug
Administration (FDA). The authors suggest
certain regulation encompassing the entire
health sector, including hospitals and
nursing homes, private practitioners,
diagnostic facilities and pharmaceutical
industries and pharmacies.

A patient’s movement to medical ethics
is the theme of Duggal and Jesani’s paper.
Authors explain, historically, the doctor-
patient relationship. Before ‘scientific’
knowledge developed adequately, quackery
and experimentation were rampant and
which caused great harm to the patients.
Elites and rulers availed experienced and
reputed doctors whereas the masses were
dependent on ill qualified doctors. Efforts to
enforce ethics in medical practice are
imperative, again, because the registered
medical practitioners do not directly elect
a majority of the members of the Medical
Council. Enforcement of ethics needs to
base on principles of non-malfeasance,
beneficence, autonomy and justice.

Jesani cites case stories of patients in
his comment ‘cross practice at the cross
roads’. Doctors oppose restriction of cross
practice on the basis that ‘millions of
underserved Indian villagers, who were
not looked after by allopaths’ will suffer.
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Jesani  caut ions the authori ty  to
rationalise medical education, care of
the sick in villages and standardise
qualifications of doctors to control back
door entry,  cross pract ice and
multiplicity of medical councils.

Khot and Menon introduce
accreditation as an approach towards
ensuring quality of health care. The
authors feel that accreditation should
evolve in a democratic manner while
reflecting the existing social, political
and economic realities.

Some parts of Phadke’s work on ‘The
Private Sector in Health Care in India’
is reproduced here. It includes abstract
of the report, reforms suggested by him
for the private sector and recommended
areas for research. The report covered
aspects of private medical sector such
as general practitioners, consultants,
hospitals, laboratories, medical colleges
etc. ,  with a v iew to analyse i ts
appropriateness in fulfilling health care
needs of the people.

‘Government policies that influence the
development of private provision forms part
of Berman and Eliya’s report titled ‘Factors
Affecting the Development of Private Health
Care Provision in Developing Countries’.
The approaches categorised by authors are
public production or provision, economic
incentives or disincentives in the form of
taxes or subsidies, regulation and licensing,
intervention in factor or input markets and
public information. Each component is
explained in detail.

The panorama ends with some relevant
data and selected readings on private
health sector. The Bombay Nursing Homes
Registrations Act, 1949 is also included.
This publication is part of CEHAT’s
information dissemination and advocacy
programme on selected public health
issues. This is the fourth in this series.
The first was on Violence as a Public Health
Issue; the second was on Abortions in India
and the third was on Health Policy Making
in India. Your comments and feedback will
be very useful in improving and
strengthening this initiative.
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The provision of medical care varies
across countries and the nature of such
provisioning is determined by the socio-
economic and political forces in a given
society. Although there is great variety in
provisioning, broadly there are three major
types. First, there are countries where the
state plays a central role in the finance,
provision and administration of services but
at the same time private interests in the
form of individual practice, hospitals and
other supportive services coexist. Second,
there are countries where the state is the
sole provider of medical care and no private
interests are allowed. Third, there are
countries which rely largely on the market
for the provisioning of services.

Barring a few socialist countries like
Cuba where the state is the sole provider
of medical care, most of the developed and
developing world largely has a mixed
provisioning of services.

Countries like Sweden, Britain and
India have a history of  p lanned
development of health services where
the state has played an important role
in their  f inance,  supply and
management. In most other developed
countr ies,  the state has f inanced
medical care through public or private
insurance schemes while the services
are provided by private and voluntary
medical institutions (Hollingsworth et
al . ,  1990) .  The var iat ions in the
provisioning of medical care can be best
explained by examining the historical
and socio-political contexts in which
they have evolved in different countries.

Prior to the growth of allopathic medicine,
during the nineteenth century, medical
care was largely a private activity in the
household and the community. During this
period, in most developed and developing
countries healers who had some formal
training, either philosophical or empirical,
dealt with wealthy patrons while the
treatment of ordinary people remained in
the hands of a number of lay practitioners
who used traditional and magical remedies
(Starr 1982).

Accounts of medical practice in most
Western countries during the pre-
industrial period show that it was an
empirical art aimed more at consoling the
ill than curing them. Apart from treatment
at home, medical relief was mainly
dispensed by apothecaries, barber surgeons
and lay practitioners who used a variety of
herbs and folk remedies. While these
various healers offered remedies for
specific complaints, there were no cures for
a host of infectious diseases which were
major killers of the times. The art of surgery
was also poorly developed and was a bloody
process. A study of medical practice before
the nineteenth century in America reveals
that treatment of illnesses was, practiced
in three spheres with almost equal
importance. These included the medicine
of the domestic household, physicians and
lay healers (Staff 1982). Women played a
significant role as healers by administering
herbal medicines, facilitating dietary
changes and providing emotional support for
the sick.

In India, indigenous systems like
ayurveda, unani and siddha were largely
the domain of individual practitioners who
provided services for a price which was paid
mostly in kind. Accounts of ayurvedic
practice during the nineteenth century
indicate that kings patronised ayurvedic
practitioners by offering large sums of
money. The rest of the population depended
on a variety of healers and paid for their
services (Baru 1997). The state played a
minimal role in assuming responsibility in
providing services to the people.

It is not until the end of the nineteenth
century that efforts were made for some
form of state intervention in health care.
The earliest effort was made by Bismarck
in Germany in 1883 when he introduced a
health insurance scheme for the working
classes. Subsequently other Western
European countries also introduced similar
schemes. However, many of these schemes
only covered the working classes but did not
include vulnerable sections like women,
children or the elderly. In 1911 the British
Minister, Lloyd George, introduced the

Privatisation and Medical Care: An Overview
Rama V. Baru
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National Health Insurance Scheme which
covered wage earners in industries but
excluded women, children, the unemployed
and the self-employed. The benefits under
this scheme-included provision of medical
relief drugs and cash benefits as
compensation for work lost during illness.
The scheme was introduced partly in
response to the political discontent of the
working classes as well as to improve
‘national efficiency’. By the beginning of the
twentieth century considerable
developments had taken place in the field
of medicine, however, the high cost and
poor organisation of medical care prevented
it from being accessible to the majority of
the population. Hence, the importance of
state intervention in providing medical care
was realised as early as 1911 but
consequent efforts only covered certain
section of the population. There was a fierce
struggle between various interest groups
and the introduction of the national
insurance scheme was in fact a
compromise between the interests of the
state, the medical profession and the
various organisations which were already
providing medical schemes.

It is only after the Second World War that
state intervention in health care and
universal access was implemented in
Western Europe. The socialist experiment
in the Soviet Union was also an important
factor in advancing the importance of free
and universal access for a number of social
security schemes.

The fifties and sixties marked the most
substantial growth period for the welfare
state wherein several developed and
developing countries invested in social
services. This was to be short-lived due to
the worldwide economic recession of the
seventies. The late seventies saw a cut
back of investments in the social sectors
and the debate on privatisation gained
importance. These developments were by
no means restricted to developed countries
but had ramifications for developing ones
as well. Here, it is extremely useful to
compare the experience of privatisation
across counties and its implication for
equity, universal access and the like.

Special attention is paid to the
experiences of the UK and the US because
the developments in both these countries

have had a profound influence in shaping
provision of medical care in India, the
former by virtue of having colonised this
country and the latter through the
activities of multinational corporations,
both medical and pharmaceutical.

Over the last decade privatisation has
gained a central place in determining
direction in health policy the world over.
This is a result of the restructuring of the
welfare state whereby the role of the state
has been minimised and there is a greater
reliance on the market for service
provision. The World Bank and the
International Monetary Fund (IMF) have
been pushing this agenda as a part of the
structural adjustment programme in
several developing countries. However, the
nature and direction of privatisation varies
across countries, depending on the type of
public-private mix that exists.

In the Indian context, privatisation of
medical care is a complex phenomenon
because the private sector has not grown
independently of the public sector. Since
independence, the Indian state has
invested in infrasturcture, training of
medical and paramedical personnel and
medical research. This has provided the
base for the growth of the private sector and
is therefore interrelated to the public sector
at several levels.

This book attempts to look at the
characteristics of the private sector and its
relationship to the public sector since
independence. Given the central role played
by the state in providing medical care, the
policy towards the private sector has been
reviewed to show that a mixed provision of
services existed even at the time of
independence ad the state has not only
accommodated but also protected private
interests. Over the years, the private sector
has grown and diversified its operations.
Studies have shown that the bulk of the
private sectors consists of individual
practitioners and that their services are
used extensively in rural and urban areas
(Banerji 1981).1  Institutional growth started
taking place during the seventies and
continued through the eighties and
nineties (Phadke 1994a). The distribution
of these private institutions is skewed
towards urban areas and concentrated more
in some states than other.

1 Also see Rhode and Viswanathan 1994.
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The magnitude, structure and
characteristics of private enterprises have
been examined both at the national and
state levels through different sources. The
data on private hospitals and beds published
by the Central Bureau of Health
Intelligence (CBHI) has been used to look
at the growth of private beds relative to the
public sector. The Central Statistical
Organisation (CSO) had conducted a survey
of non-governmental medical
establishments in 1983-84 and a resurvey
was done in 1991-92. The report of the latter
survey is yet to be published but some of
the provisional data has been used to
comment on trends in the growth of these
institutions. The variations in institutional
forms and their distribution across states
is reflected in utilisation patterns. The 42nd

Round of the National Sample Survey (NSS)
conducted in 1986-87 has been analysed for
utilisation patterns for outpatient and
inpatient care across rural and urban areas
and major states.

The social roots of the growth of the
private sector have been explored through
a survey of private nursing homes and
hospitals during the eighties and nineties.
This survey elicited details regarding type
of institution, social background of owners,
source of capital, ownership patterns and
services offered. The nature and extent of
the interrelationship with the public sector
was also examined by interviewing doctors
in Osmania General Hospital, which is a
teaching hospital. A total of 72 private
institutions including trust hospitals were
surveyed during 1990-91 and the same
units were resurveyed in 1996-97 to check
if they were still operational and whether
there had been any increase in bed
strength.

The factors influencing the growth of the
private sector and its implications for the
future of medical care have been discussed
by drawing from international and national
debates on privatisation.

There have been significant changes in
the nature of private medical care during
the last two decades with the development
of high technology equipment as well as
multinational health care corporations, of
which the USA has been a forerunner. This
has resulted in several America-based
multinational corporations entering foreign

markets to sell high technology medical
equipment. In some countries like the UK,
Spain, the Middle East and parts of South
East Asia, several of the corporations have
established hospitals as well (McKinlay
1980: 250). The changes taking place within
the American health care industry is
crucial to an analysis of developments in
the private sector anywhere in the world
because, as McKinlay puts it;

In order to understand the proliferation
of unevaluated high technology anywhere
in the world, it is necessary to trace to its
principal source: the worldwide invasion
of the medical sector by large scale
financial and industrial capital. Through
the presence of such interests over the
last several decades, the shape and
content of medical care have been
dramatically transformed. Since the
phenomenon is worldwide, no solution is
likely to emerge from analyses and policies
that are confirmed by particular national
settings (ibid: 250).

A review of the development of allopathic
medical care in the UK and the US becomes
vital in providing leads as to how historical,
socio-economic and political factors have
influenced the evolution of medical care in
these countries. The experiences of both
these countries also offer contrasts and
comparisons to the Indian situation.

Health Care Provision During the
NineteenthCentury in the UK: Rise
of Hospitals andReorganisation of
Medical Practice

In the UK the dispensers of medical relief
were divided according to social hierarchy.
At the top of this hierarchy were the
physicians, who were professional men
trained in a university and whose practice
was restricted to a small wealthy clientele.
The surgeons were mainly craftsmen
trained by apprenticeship and their work
was limited to surgical procedures. Yet
many also practices midwifery, kept shops
and even dispensed drugs. At the bottom of
the hierarchy were the apothecaries who
were tradesman by apprenticeship and
could only dispense medicines prescribed
by the physicians. Gradually they started
seeing patients, writing prescriptions and
became practitioners for ordinary people
through out the provinces (Rosen 1963).
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Until the eighteenth century there were
very few institutions which provided care
for the sick. The earliest hospitals in the
UK were managed by religious
organisations, which provided care for the
destitute whose origins can be traced from
the late eleventh to the early sixteenth
century. However, these institutions were
very few in number and not evenly
distributed. Apart from hospitals run by
religious groups, the merchant guilds also
played an important role in founding
hospitals. As George Rosen points out:

Several hospitals were founded by the
merchant guilds and funds were provided
for medical care and social assistance of
their sick and disabled members. Wealthy
guilds built their own hospitals while others
paid regular fees to a cloister hospital that
assumed responsibility for the care of their
members. In England alone, by the middle
of the fourteenth century, there were more
than 600 institutions founded by guilds,
ranging in size from a number of small
foundation caring for a few persons to larger
establishments (Rosen 1963: 9).

What needs to be kept in mind is that
until the eighteenth century the hospital
was ‘essentially an instrument of society
to ameliorate suffering, to diminish poverty,
to eradicate mendicity, and to help
maintain public order’ (Rosen 1963: 18).

The elite also felt the need for such
institutions because by the beginning
of the sixteenth century the conditions
of the poor had become even worse than
before. This period was marked by
increased unemployment, higher
prices, enclosure of peasant lands and
related factors which brought the
problems of vagrancy to the fore. Many
of these vagrants who were poor and
diseased were accommodated in these
hospitals. During the eighteenth
century a number of voluntary
hospitals were established all over the
country. With the founding of the
voluntary hospitals, the social
distinction between physicians,
surgeons and apothecaries began to
disappear. It became important for a
doctor to have a hospital appointment
and therefore a new division appeared,
i.e., between those who had a hospital

appointment and those who did not.
From then on the status of the surgeons
improved and some apothecaries also
began to work in hospitals. In 1858, a
medical act created the General
Medical Council, which prepared the
way for common recruitment, training
and registration of doctors thus
removing the historical distinction
between surgeon, apothecary and
physician. However, by this time
another distinction arose between the
consultant and general practitioner.
The British Medical Journal described
the consultant as ‘ the general
practitioner who owes his position to
the fact of holding an appointment in
connection with a country hospital’.

Both medical practice and hospital
services were disorganised prior to the
Second World War. During this period
general practice came in a variety of forms.
The well-to-do had their own doctors, whom
they paid for the treatment given. Less
fortunate doctors practiced in working class
areas by setting up ‘private dispensaries’
where they purveyed cheap and often
dubious medicines (Green 1985). Some
working class people had organised medical
relief through ‘clubs’ and friendly societies
that often employed other doctors to treat
their members. The doctors were salaried
and under the control of the institutions
managed by the working classes. However
many poor people received free out-patient
treatment at voluntary hospitals and also
from unqualified medical students,
chemists and quacks (ibid.).

Apart from voluntary hospitals, medical
care was also provided through municipal
hospitals and private nursing homes.
Workhouses, which were built under
provisions of the Poor Law as early as
1834, were intended for those requiring
public assistance. Although the
workhouse was not intended to be a
hospital, many people who entered it were
poor and sick so a public hospital system
had to be established. Such a system was
effected in 1867 when the parliament
authorised the construction of
infirmaries designed as hospitals. Apart
from infirmaries, hospitals for the
treatment of infectious diseases were
also set up during this period.
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The Industrial Revolution and its
Impact on Development of Public
Health and Medical Care

The beginning of the nineteenth century
was a period of rapid industrialisation which
led to the migration of a large number of
people from the countryside into major
cities in the UK. The lack of adequate
amenities for the working population lead
to overcrowding of cities. The housing that
was hastily thrown together by the
employers was of poor quality, cramped in
huddles around the factories, deprived of
clean water supplies and with inadequate
sanitation systems. These conditions
proved to be a breeding ground for disease
and death (Engles 1973). A host of infectious
diseases like tuberculosis, typhus,
diphtheria and cholera were the major
causes of morbidity and mortality, especially
in working class neighbourhoods. While
most of these diseases affected mainly the
working classes, cholera, which is a water-
borne disease, threatened even the affluent
since they shared a common source of
water supply (Doyal 1979). The fear of
disease by the affluent, coupled with a
growing concern regarding the chronic ill
health of the working population, were seen
as major obstacles to economic and military
expansion, were seen as major obstacles
to economic and military expansion. This
was an important reason for initiating
public health reform. Yet another political
development which paved the way for public
health legislation was the Reform Act 1832,
which led to the enfranchisement of the
urban middle class, who supported public
health reform as a form of self defense
against diseases spreading from the slums.
These various factors contributed to the
passing of the Public Health Act 1848, which
was one of the earliest moves towards states
control of individuals in what was
predominantly a laissez-faire society. The
aim of the Public Health Act of 1848 was to
deal with infectious diseases by defining a
narrow range of sanitary measures which
local authorities could choose to adopt. It
also sought to establish a general board of
health as well as boards at the local level to
control outbreaks of disease by persuading
towns to provide clean water supplies as well
as facilities for effective refusal and sewage
disposal. Around the same time, the poor
living and working conditions of the

labouring population led to the
strengthening of the trade union movement
which created a great deal of unrest during
this period. Thus it was a combination of
the need to improve the quality of the labour
force as well as a fear of working class
unrest, which led to the enactment of the
Public Helath Act. There was a great deal
of opposition from the private water
companies, slum landlords, sewage
commissioners and commercial sewage
dealers. As Turshen points out:

In the matte of sewage, profits were
made out of the vast dumps of ashes, night
soil, rotting vegetables, straw, dung, the
sweeping of streets, the offal of the
slaughter houses, and the contents of
public latrines - refuse of all kinds in
thousands of tons, occupying hundreds of
cubic metres. If the privy were replaced
by the water closet, dealers who retailed
the sewage by the cartload and barge load
to farmers, would lose a source of revenue
(Turshen 1975: 107).

Despite opposition from these various
quarters, a more comprehensive Public
Health Act was passed in 1875 which
formed the basis for a gradual improvement
in the physical conditions of British town
and did play a role in improving the health
of the working classes.

While attempts were being made to
institute public health measures, curative
medicine was still very limited both in
terms of viability and effectiveness. It was
only after the ‘germ theory of disease’ was
discovered during the latter part of the
nineteenth century that curative medicine
gained prominence and began to be
assimilated into clinical practice. By 1900
the discovery of X-rays, blood groups,
anaesthesia and above all the development
of antiseptic techniques are what gave
surgery a start. These various
developments projected the therapeutic
effectiveness of modern medicine, which
was only available to a small section of
society, namely the well off. Gradually
doctors used the advancements made in
medical science to establish medicine
worthy of middle-class status and rewards
(Turshen 1975: 107).

With the rise of curative medicine the
pace of public health reform began to
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gradually slow down and there was pressure
especially from the middle classes with the
extended role of the state in providing
medical care to all sections of society. As a
result, the split between preventive and
curative approaches widened and social
policies of the early twentieth century were
shaped by professional interests promoting
curative medicine.

State Intervention in Health Care: Rise
of the Welfare State in Britain

After the First World War the expected
growth of the economy did not take place,
instead the Great Depression resulted. By
the thirties, unemployment rate were
soaring and the poor soico-economic
conditions had a negative effect on the
health of the people. The National Health
Insurance Scheme (1911) was far from
effective since its coverage was limited to
only a small section of the population and
those who were not within its purview had
to either go without treatment or pay to
receive medical care. During this period,
not only was availability of primary care
limited, but hospitals were far from
adequate. The municipal hospitals were in
very poor shape and the voluntary hospitals
were overburdened. Therefore the
revenues, received in the form of payments
from wealthy clientele, were insufficient to
run them. Since both the municipal and
voluntary hospitals were chaotically
organised they could hardly meet the needs
of the British people adequately. Through
the twenties and thirties there were
demands for medical reform from various
sections of society. The middle classes, who
were increasingly feeling the burden of
rising costs of medical care, put pressure
for reforming medical care. As Eckstein
observes:

Many upper and middle class people
found themselves compelled, for the first
time in their lives, to enter public
hospitals, the pay-beds and small wards of
the voluntary hospitals now being closed
to them. They thus got first hand
experience of the Workhouse-turned-
hospital and their response was generally
furious (Eckstein 1958).

Doctors also supported the extension of the
health insurance to cover the entire population
mainly because their salaries from serving

only wage earners were very low. They strongly
resisted any move to integrate preventive and
curative services or the suggestion that doctors
should be engaged in full-time, state-salaried
service. Thus the moorings of state
intervention in health care was laid during the
interwar period and its fruition was seen with
the rise of the welfare state after the Second
World War.

The Welfare State and the National
Health Scheme

The insurance schemes introduced by
Bismarck in Germany and Lloyd George in
the UK provided protection against sickness
to only a small section of the working
population. It is only after the rise of the
welfare state during the post Second World
War period that a number of legislations
were introduced. These measures sought
to provide a variety of social security inputs
like health, education, housing and pension
schemes covering the entire population
under the domain of public responsibility
(Gough 1979). Based on the economic
precepts of Keynes and the complimentary
social policies recommended by Beveridge,
the emphasis was on the need to regulate
capitalism through state intervention.
Increased state intervention in the
economy and social spheres came to be
seen as crucial in order to avert the collapse
of capitalism itself. Keynes was of the
opinion that regulated capitalism would be
a middle path between the anarchy of
laissez-faire and the tyranny of socialism
(ibid.). As far as provision of social services
was concerned, Beveridge believed that it
was necessary to purge capitalism of all its
inefficiencies and injustices so that it may
survive. He believed that capitalism and
planning were compatible and state
intervention was necessary to make it
morally acceptable (ibid.).

His interest for a wider state concern for
welfare was not simply humanitarian,
because according to him, ‘Some welfare
expenditure, viz., on health and education,
should be regarded as a communal
expenditure, likely to bring a good return’
(George and Wilding 1976: 23).

This one sees that the post-war growth
intervention in the form of the welfare state
was an outcome of the capitalist crisis and
the ultimate purpose of the proponents of



10

this philosophy was to preserve the
capitalist order by purging it of its
efficiencies. They did not view the welfare
state as a socialist measure nor as a means
to transform their society into a socialist
state, but saw it as necessary for the
survival of capitalism (George and Wilding
1976: 18).

The Creation of the National Health
Service (NHS) and Retention of Private
Practice

When the idea of a National Health
Service was conceived, there were broad
agreement across the political spectrum for
the creation of a comprehensive health
services system to be provided free of cost
to all citizens (George and Wilding 1976: 70).
Even at this stage there was debate about
whether voluntary hospitals should be
nationalised and private practice be
retained or abolished.

There was an ideological divide on this
issue, not only between the conservative
and labour parties, but within the labour
party itself. The British Medical Association
(BMA) felt that a national health service
would affect their interests while the
radicals were concerned that allowing
private practice would undermine the
public service. After much deliberation, the
Labour Government decided to allow private
practice by consultants and general
practitioners in order to ensure cooperation
from the professionals (Griffith et al. 1987:
26). These measures were seen as
departures from the principle of a free
health service by the left within the labour
party. They feared that doctors would devote
their energies to maintaining private
practice at the expense of public patients.
Thus the final structure of the NHS was
determined through negotiations and
compromises between the state and various
groups like the voluntary hospitals formerly
approved societies and most importantly the
leadership of the medical profession that
was both socially and politically a powerful
lobby.

Through the sixties and seventies the
debate about private interests in the NHS
kept surfacing and a committee was
appointed by the conservative government
to study the advantages and disadvantages
of private practice. The findings of the

committee revealed that the disadvantages
of private interests were many including
consultants giving preferential treatment
for private patients and charging for beds.
The Junior Doctors’ and Nurses’ Association
complained that preference was being given
to patients who could pay for services. They
also drew attention to the fact that private
practice by consultants increased their
workload since the consultants were not
always available when required. There
were complaints about consultants blocking
promotion opportunities for junior doctors
in order to prevent competition for their
private practice. There were also charges
of unauthorised borrowing and even theft
of drugs and equipment by some NHS staff
engaged in private practice. This detailed
report suggested that the retention of
private interests within the NHS had a
damaging effect upon it; however, the
conservative majority on the committee
ensured that the status quo would be
maintained and no action was taken on the
report.

The controversy surrounding the public-
private mix came to be heard in 1974 when
the Labour Government decided to separate
private practice, phase out ‘pay-beds’ and
regulate the growth of private hospitals.
This move by the government evoked
strong reactions from the private sector and
the British Medical Association (BMA)
threatened to go on strike. With the threat
of a strike by doctors the government
compromised by pledging their commitment
to private medical practice and closing down
‘pay-beds’ only in those areas where
alternatives were available for doctors to
carry on private work (Higgins 1988).2

These accounts illustrate the powerful role
of private interests of doctors in shaping the
NHS.

Private interests were present not only
within the NHS but outside it, viz., the
pharmaceutical and medical equipment
industries. In Britain, private industry
controlled the production and distribution
of drugs since the Second World War.
Similarly, even the production and
distribution of medical equipment was
largely in the hands of private industries.
Thus, as far as the issue of public-private
mix is concerned, it was not only a question
of private interests within the NHS, but also
its dependence on the pharmaceutical and

2 Also see Griffith et. al. 1987.
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instrumentation industries which have
played a crucial role in shaping it.

As in the larger spheres of the economy,
there was a mixed economy in medical
care as well where private interests
were allowed to exist within the public
medical care system. This was effected
through the accommodation of pay-beds
and consultants within the NHS and the
pharmaceutical and medical equipment
industries outside it.

The Rise of Private Medicine in the UK
Until the mid-seventies, the private

sector had assumed a low profile by avoiding
conflicts with the government. The private
sector until then had consisted of voluntary
hospitals, nursing homes and a few
insurance companies catering essentially
to a middle class and upper middle class
clientele. However, the proposals of the
labour government to separate private
practice from the NHS, phase out ‘pay-beds’
and charge for the use of equipment evoked
strong reactions from hospital companies
because many of them made use of
equipment and beds within the NHS.
Sensing the aggressive stance of the
government, The British United Provident
Association (BUPA), the oldest hospital
company in Britain, played a leading role
in the formation of the Independent Hospital
Group (IHG). The IHG campaigned very
actively against the separation of private
practice from the NHS. Since they had
access to senior politicians and medical
professionals, they were politically an
influential body. After much deliberation a
few ‘pay-beds’ within the NHS were phased
out and this separation was a boost to the
private sector. Phasing out ‘pay-beds’ within
the NHS forced doctors to work exclusively
for either the NHS or the private sector. It
is during this period that private companies
started developing facilities outside the
NHS and companies like BUPA launched a
corporate body while the American Medical
International (AMI) made inroads into the
British market (Higgins 1984: 88).

The Boom Years and Changes in the
Private Sector

In 1979 the private market changed
considerably mainly due to the growth of
private insurance and hospital companies
as well as the conservative government

which created the conditions for its growth.
The government introduced several
changes in the NHS which facilitated all
consultants to practice privately. In addition
tax concessions were offered towards the
purchase of private insurance, expansion
of small businesses and growth of
consultant-owned hospitals (Higgins 1988:
128). There were also problems within the
NHS, which contributed to the growth of the
private sector. During the seventies
cutbacks in public expenditure led to the
closure of small hospitals which resulted
in growing lists for surgical and other
specialist cases. These problems were used
by the private sector to boost its own image
and persuade the public to buy insurance
and medical care (ibid.: 128).

Until the late seventies private hospitals
were small with around 30 or 40 beds and
owned either by religious organisation,
charitable trusts or ‘for profit’ companies
and nearly 95 per cent of all private beds
were in such hospitals. However, the
eighties saw the rise of hospitals owned by
large corporations, both British and
American. In 1979 these corporations
owned only 28 per cent of all private beds
but by the mid eighties they owned nearly
52 per cent.

As Higgins points out the rise of
corporations led to either the closing down
or taking over of smaller hospitals and
many of these corporations diversified into
private primary care, diagnostic facilities,
dental and optical care, institutional care,
abortion facilities and in vitro fertilisation.

Although there has been a boom in this
sector, there are conflicts emerging within
it. These are essentially between the ‘non-
profit’ and ‘for profit’ group as well as
between British-and American-owned
enterprises. BUPA has repeatedly accused
the AMI of pushing up the cost of medical
care by establishing large ‘luxury’ hospitals.
Since the AMI is a multinational
corporation with extensive resources it has
been an important influence on the British
market. As Higgins observes

The entry of American corporate
medicine has led to the transformation of
what was essentially a ‘cottage industry’
nurtured by Nuffield and BUPA into a more
aggressive, competitive and profit-oriented
enterprise (Higgins 1988: 128).
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Apart from the AMI there are seven
American corporations operating in Britain.
The reasons for American companies
entering Britain are two-fold: the changes
in British policy since the mid-seventies
is the pull factor, but equally important are
the changes that have taken place within
the American health care industry which
have pushed these corporations to seek
newer markets. This coupled with few
controls on the private sector in Britain has
been an added reason for the entry of
American multinational corporations into
the British market.

Influence of American Model of Medical
Care

It is fairly clear that the late seventies
saw the invasion of the American health
care corporation into the foreign market in
both developed and developing countries. For
example, the AMI owns or manages
facilities in the UK, Spain, Switzerland,
Singapore, France and Venezuela as well
as in the United Nations. In 1979 Hospital
Corporation of America purchased a prepaid
health plan in Brazil with five hospitals,
forty-two clinics, 780 doctors and an
enrolment of over a half million people
(Mannisto 1981: 52-56).

In the United States corporate medical
care was essentially a development of the
seventies. While the sixties had seen the
introduction of public insurance schemes
like Medicare for the elderly and Medicaid
for the poor, the seventies was marked by
economic recession which resulted in a cut
back on public spending. Until the late
sixties and early seventies the private
sector was dominated by individual
practitioner entrepreneurs and smaller-
scale provider organisations. Large capital
was prominent in supportive inputs like
pharmaceuticals and medical equipment
and supplies but was never a major factor
in the delivery of services.

With the introduction of public insurance
programmes for the elderly and poor in the
sixties there was demand for more services.
In order to meet this demand the federal
government offered grants and tax subsidies
for the construction of hospitals directly to
the private sector. As a result of these
policies Medicaid and Medicare turned
public funds into subsidies to the privately
controlled market (Brown 1984: 70-71).

The fallout of this policy measure was
a shortage of doctors which was shown by
a government review. In order to cope with
this shortage the government decided to
invest in the training of medical personnel
as well as relax immigration procedures
for doctors from developing countries. Most
of these foreign doctors were from Korea
and India and it is estimated that almost
one-fifth of American doctors are
immigrants. As a result of this:

The supply of physicians grew at an
unprecedented rate. More of these newly
trained physicians were specialists or sub-
specialists rather than general
practitioners. They were eager to use the
wealth of newly available capital-intensive
technologies and pharmaceutical
treatments (Starr 1982: 427).

This boom in the health care industry
was short lived since the seventies was
marked by a recession across the
industrialised world due to hikes in oil
prices, declining economic growth,
increasing government budget deficits,
spiraling inflation and rising
unemployment. This had an effect on
health care as well; it resulted in cut-back
on public expenditure and government-
prescribed limits on charges by private
hospitals. This coupled with the escalating
cost of medical insurance led to a fall in
bed occupancy rates, which curtailed profits
in many of these hospitals. Within the US,
many of these hospitals started shifting
from traditional specialisations like cardiac
surgery, intensive care and gynaecology
which were low profit areas, to more
lucrative areas like psychiatry and drug
deaddiction. An executive of a hospital
corporation who moved into adolescent
psychiatry explained his reasons for the
shift.

To remain viable you have to produce
a bottom line. We do not make money
around open heart or cardiac specialities.
So we go for the lines of business that we
can provide a profit (The Times 1984).

Added to this, the other important reason
for the shift was the risk of malpractice
cases in specialisations like gynaecology
and cardiac surgery (The Economist 1991).

With the Reagan administration coming
to power in the eighties, there were further
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cuts in the health budget, which directly
affected the poor. Eligibility for Medicare was
tightened and state health programmes
also suffered reductions. As a result of this
the number of Americans who were
uninsured rose to 40 per cent after the
Reagan administration took over (The
Economist 1991).

As a result of these policies, three major
groups were unable to gain access to private
insurance or government support. These
included adults who were in low paid jobs
without health insurance and their
children, disabled people or those suffering
from chronic illness and the unemployed.

The Reagan administration held the view
that health care is a marketable product
like any other and should be organised
accordingly. Therefore, the emphasis was
on cutting back all public spending on
medical care and replacing it with a free-
market delivery system. As a result of the
cuts, several of the largest commercial
chains began to lose money during the late
eighties. This resulted in cutting back on
expenditure, dropping loss making divisions
like certain insurance schemes and laying
off staff. This did not result in a slowing down
of commercialisation as much as
marginalisation of the poor and publicly
insured patients. These changes also
meant a change in the activities of these
corporations. Jeff Goldsmith, a business
consultant, describes the hospital of the
future as:

multicorporate, diversified health
services enterprise - only one division of
which will be a conventionally organised
hospital. I believe that hospitals will offer
a wide range of ambulatory and aftercare
services through different corporations and
alliances with physicians in private
practice (Goldsmith 1980).

These kinds of measures had to be
adopted by these large corporations, not only
to contain the spiraling costs of medical
care, but to deal with a surplus of doctors in
the United States. As discussed earlier, the
liberal reforms of he sixties resulted in
federal aid being given to increase the
number of medical schools in the country.
This was done in order to cope with the
shortage of medical personnel. Between
1965-80 the number of medical schools rose

from eighty-eight to 126 and the number of
graduates from 7,409 to 15,135 (Starr 1982:
422). Apart from investing in medical
education, the government had also relaxed
immigration procedures during the sixties,
which resulted in a rise in the number of
foreign doctors, mostly from developing
countries. During the late seventies, the
government tightened immigration policies
to reduce the influx of foreign doctors but
despite this, the number of doctors in active
practice rose from 377,000 in 1975 to nearly
450,000 in 1980 and are projected to rise to
nearly 600,000 by the end of the decade.
This rapid expansion coincided with a slow
down of population growth and as a result,
for every 100,000 people, the United States
had 148 doctors in 1960,177 in 1975 and
202 in 1980. By 1990 the rate jumped to
nearly 245 (US Congress 1980).

As a result of these developments, the
major corporations have gone in for mergers
and the top 10 chains now operate over 70
percent of all proprietary hospitals, with
each entering into other area, mostly
nursing homes chains and free-standing
ambulatory care centres (Salmon 1987a).

The trend of the eighties and nineties is
for health care corporations to move into
the provision of ambulatory services. The
other prospects of corporate health care for
this decade, according to Salmon, will
include:

1. Continued diversification of ‘product
lines’ as the commodification of health
needs expands,

2. Increasing concentration in supply
firms, delivery organisations, and
insurers, predictably with numerous
interconnections,

3. Entry of non-health corporations into
services delivery,

4. Health care systems becoming a major
export activity to international markets
(Salmon 1987a: 172).

The crisis in the American health care
industry and its subsequent readjustment
has been following the path predicted by
Salmon. Within the United States there has
been greater emphasis on ambulatory care
and as far as specialist services are
concerned, there has been a shift away from
traditional specialities like cardiology and
gynaecology to psychiatry, drug deaddiction
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and care of the elderly. At the same time a
number of American health care
corporations are trying to establish
business in foreign markets in both
developed and developing countries. What
is happening in the American health care
market is crucial for understanding and
explaining certain trends in the
development of corporate medical care in
India.

The important factor is the Non-Resident
Indian (NRI) doctor who is based in the US
and is now showing interest to invest in
speciality hospitals in India, modeled along
the lines of American ones, or is promoting
such institutions while living abroad. Both
the Indian and American governments offer
a variety of concessions to establish these
hospitals. This is mainly a consequence of
cut-backs within the US resulting in more
competition between private practitioners
due to high risk of malpractice as well as
the retrenchment of hospital-employed
doctors. These various factors together have
acted as the push factor. Indian doctors
form a sizeable number of immigrants in
the US and it is these doctors who are now
investing in large corporate hospitals in
India. This could be a fallout of the limits
set on their practice in America as a result
of the financial crunch, which has also
been the push factor for their investments
in multi-speciality hospitals in India.

Thus one sees the influence of
developments in American medicine on the
Indian scenario at three levels: first, the
involvement of multinational
pharmaceutical as well as medical
equipment industries; second, the NRI
doctors who are also playing a prominent
role in investing in tertiary level care,
some of which is corporately managed; and
third, the recent announcement of the
Indian government to offer 100 per cent
equity to foreign hospital companies to
invest. The latter is really an open
invitation to American health care
corporations to establish hospitals, which
they have done in several third world
countries (The Business and Political
Observer 1991).

The Public-Private Mix in Medical
Care:The Indian Experience

Although the state has played a central
role in providing medical care in India,

private interests were never curbed and as
a result, they have grown over the years. A
significant proportion of doctors are
employed in the private sector and there
has been a growth of private nursing homes
and hospitals, in certain regions, especially
after the late seventies. A few studies have
examined various aspects of the private
sector like magnitude, characteristics,
utilisation of out-patient and in-patient
services, expenditure incurred at the
household level and efforts at regulating
this sector (Bhat 1993).3  These studies
show that there is a significant presence
of the private sector which is largely
dominated by individual practitioners, both
trained and untrained. The institutions in
this sector are heterogeneous with different
sizes of operation. Some district-and state-
level surveys on utilisation patterns point
to a high reliance on private practitioners
for out-patient care. Private nursing homes
and hospitals are largely an urban and peri-
urban phenomenon with variation in their
distribution across states. Some state-and
district-level studies suggest that there is
a strong association between overall socio-
economic development of a region and
growth of private institutions (Baru 1993:
963-967).

This is by no means peculiar to India as
several developing countries in the Asian
region seem to share a similar situation.
With many of the countries in this region
under the structural adjustment
programme of the IMF and the World Bank,
there has been a push towards greater
privatisation of the health sector. However,
there is paucity of data across countries
about details of the private sector, which
needs to be studied in greater depth for
similarities and differences.

While looking at the growth of private
medical care in India, it is important to
place the issue within an international
context because prior to independence the
British played a major role in introducing
allopathic medicine. After independence
the experience of the British in providing
welfare services influenced the leadership
of this country and shaped the structure of
health care provision. Like in Britain,
health care delivery was financed and
supported by the state. However, private
interests in the form of practice by
government doctors, private beds in

3 See Duggal 1991, Yesudian 1988.
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government hospitals and supportive inputs
like the pharmaceutical and medical
equipments industries, which are largely
controlled by private capital, were also
accommodated. Eckstein’s description of
private institutions as essentially small and
ill-equipped in England during the early
1900s is applicable to most nursing homes
and hospitals in India. The negative
influence of retaining private interests
within the public sector was demonstrated
in the UK. These issues are extremely
relevant to the Indian context as well.

A district level study in Maharashtra on
physical infrastructure in private nursing
homes revealed that there are differences
between small and large nursing homes.
The former have little space and do not have
adequate staffing or other supportive
services (Nandraj and Duggal 1995). A
similar study in Mumbai found that 62.5
per cent of the private hospitals were located
on residential premises and 12.5 per cent
were run from sheds, which had asbestos
roofs (ibid.). Uneven inputs in physical
infrastructure, staffing and equipment have
implications for quality of care provided by
the private sector.

World Recession and Growth of Private
Services

It was only during the late seventies that
there was a boom in the private sector
which led to the growth of hospitals and
insurance schemes across developed and
developing countries. The philosophy which
gained momentum was to roll back the
welfare state and give more prominence to
the market in the provisioning of medical
services. The advocates of this philosophy
argued that the welfare state consumed
resources that would be better used for
stimulating production rather than giving
hand-outs (Reich 1995: 64). The solution
was in cutting back on state intervention
in the economy, reducing taxes, spending
on welfare and privatising numerous state-
owned enterprises. The basic strategy of
this approach was to place the responsibility
for health on the individual for his or her
own welfare. Privatisation of welfare
services in the industrialised countries had
ramifications for the developing ones as
well. In the case of India and several other
developing countries, one finds that the

growth of private hospitals took place during
the late seventies and early eighties, which
was linked to developments in the
international as well as the national scene.
As discussed earlier, the seventies was a
period of recession in the industrialised
world and in India, too, the investiments
in health care were declining. During the
late seventies and eighties there were
concerted efforts to woo private
investments to the health sector. This trend
gained momentum through the eighties
and nineties by offering concessions for the
import of high technology equipment and
for NRIs to invest in industry and welfare
sectors. These policy shifts had an impact
on the structure of the private sector in
medical care. Until the eighties there was
a change of scene with the entry of big and
regional business groups, with or without
the involvement of NRIs, in the provision
of medical care.

Private Interests Within the Public Sector
What needs to be kept in mind in the

Indian context is that apart from individual
private practitioners owning enterprises, a
fairly large number of doctors in the public
sector practice privately. Venkatratnam in
his study shows how a large percentage of
doctors in a given government hospital have
private practice (Venkatratnam 1973). A
similar study in a teaching and a civil
hospital in Hyderabad has shown that nearly
75 percent of the doctors practice privately
(Rama Devi 1985). As Gish observes the
mixed provisioning of medical care is not
peculiar to India, but varying proportions of
this mix have been observed in several
developing countries. Although many of
these countries train personnel through
state expenditure, often the doctors opt to
serve in the private sector. Apart from those
who enter the private sector, in most of
these countries doctors employed in the
public sector also practice privately. One
agrees with Gish when he points out that:

such a situation opens up many
potential and actual distortions within the
national health services, it is often the
case that in such circumstance the public
services are substantially subverted to the
private ends of the doctors engaged in
mixed public and private practice (Gish
1975: 186).



16

A few studies have examined some
dimensions of the private sector. However,
there is very little known about the
sociology of these institutions and details
regarding bed strength, equipment and
staffing.

This study locates the growth and
diversification of the private sector in
medical care within the framework of a
mixed economy. Several studies have
analysed the growth, characteristics and
limitations of a mixed economy in
agriculture and industry. This has not been
applied in the analysis of the welfare sector.
It was essential to locate any study of the
privatisation of medical care with a mixed
economy model where the public and
private sectors are seen as a composite

unit. In such studies the evolution of the
private sector is examined in relation to the
change sin the public sector and the social
roots of private growth. The dominant class
interests have shaped the direction in
public policy and content of private medical
area. This has opened up opportunities to
capital, which is seeking new avenues for
investment. With privatisation, medical
care is being converted from a need to a
commodity and since profit becomes the
motive, it is bound to thwart effort at health
service planning.

Based on this perspective it is
hypothesised that the growth of the private
sector is not independent of the evolution
of the public sector. Over the years, the
former has used the latter for its growth.

(Source: Baru, R.V., 1998, Private Health Care in India: Social Characteristics and Trends,
Sage Publications, New Delhi)
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The World Bank paper on ‘Health
Financing in India’ and the ‘World
Development Report 1993’ advocated
privatization and liberalization of the health
sector. How relevant are these policy
prescriptions for the Indian context? What
exactly is the nature of the private health
sector in India? What are the regulatory and
monitoring mechanisms and their
implementation in this sector?The private
health sector is a large and important
constituent in the country’s health care
delivery system. The share of the private
health sector in India is between 4 and 5
percent of the gross domestic product. This
share at today’s prices works out to between
Rs. 16,000 crore and Rs. 20,000 crore per
year. India probably has the largest private
health sector in the world (Duggal and
Nandraj, 1991). This sector has enlarged
greatly in the post independence period,
especially in the ‘80s. A substantial
financial burden of households is for
meeting health care needs1. This gains
significance when we realise that nearly
half of the country’s population does not
have enough resources to meet its food
requirements. Compared to state
expenditure on health the private
household expenditure is nearly four to five
times more than that of the state (Duggal
and Amin, 1989).

Extent of Private Practice

Data on sectoral distribution of doctors
is not easily available because many states
do not file the required information in the
ministry of health. A study conducted in
1963-64 by the Institute of Applied
Manpower Research showed that out of a
total of 1,00,189 doctors 39 per cent of them
were in government service and 61 per cent
doctors in the private sector of the
allopathic system of medicine. Out of those
in private sector 88.4 per cent were self-
employed and 11.4 per cent were employed
in the private health establishments
(Jesani and Ananthraman, 1993). A study

in Ahmednagar district, Maharashtra
identified a total of 3,060 doctors belonging
to all systems of medicine in the district, of
whom 92 per cent were in the private sector
(including a very small percentage in the
voluntary sector). Of the 3,060 identified
doctors, 91.5 per cent were general
practitioners and 8.5 per cent were
specialists, information not being available
for 10 per cent of the doctors. Of the total
doctors identified 51 per cent were in urban
areas and the rest in rural areas. In urban
areas, GPs constituted 77 per cent and
specialists 13 per cent while the degrees
and specialisations of 9 per cent of the
doctors were not known. In rural areas, 85.5
per cent were GP’s, specialists constituted
only 1.8 per cent and the information on
11.9 per cent was not available. Further
with regard to break up of specialists out of
the total 234 specialists, 22 per cent were
gynecologists, 20.5 per cent were surgeons,
12 per cent were physicians, 10 per cent
were pediatricians, 7 per cent were
ophthalmologists, 6 per cent were
anaesthetists, 5 per cent were
dermatologists and orthopaedics, 4 per cent
were ear nose & throat (ENT) specialists, 2
per cent were psychiatrists, 6.5 per cent fall
in the category of others (includes
radiologist, pathologists, cardiologists,
plastic surgeons, physiotherapists) (FRCH
(a) 1993).

Practitioners also consist of those having
dubious qualifications and degrees or
having no qualifications at all such as those
who have worked as helpers, compounders
or assistants for other doctors for a period
of time and have picked up the skill in the
process. In this category sometimes
spouses of doctors are also included, who
sit in the clinic when the doctor is away.
Also included in certain cases are the sons/
daughters who ‘inherit’ the practice of their
parents. A study conducted in Madhya
Pradesh showed that of all those treated by
private facility, 52.24 per cent of the illness
episodes in rural areas, 17.83 per cent in

Beyond the Law and the Lord: Quality of Private
Health Care

Sunil Nandraj
Although the private sector in health care is large and growing, it is poorly

regulated with hardly any regard to quality of care.



18

urban areas were treated by licentiates/
RMPs (George, Shah and Nandraj 1993). The
extent of quackery can be gauged from the
advertisements which appear regularly in
leading newspapers of the country for cure
of various illnesses. The decay has set in
so much that posters are displayed openly
at local railway stations of Bombay urging
people to become a doctor2. In Maharashtra
the government appointed a committee to
look into the matter of quacks and take
action against them. With the help of public
health machinery at various levels 4,971
bogus doctors were identified and the list
sent to the state and police authorities for
further action (Sampark, August 1993). Till
date no action has been taken on the report.

In India, during 1974, 16 per cent of the
hospitals and 21.5 per cent of the hospital
beds were in the private sector and rest
were in the public sector. This proportion
increased in 1990 to 57.95 per cent of the
hospitals and 29.12 per cent hospital beds
in the private sector. There are reasons to
believe that the number of hospitals in the
private sector is much larger than what the
available data suggests. According to data
in Health Information of India 1992, there
were only 1,319 private and voluntary
hospitals in Maharashtra, and the Directory
of Hospitals brought out by the Ministry of
Health listed 1,174 hospitals in
Maharashtra. But the Bombay Municipal
Corporation listed 907 private hospitals and
nursing homes in Bombay city alone
(excluding Thane), on the basis of its
registration data which again is an
underestimate. Another instance of under
reporting of data is brought out by a survey
undertaken by Andhra Pradesh Vaidya
Vidhana Parishad, which found the
existence of 2,802 private hospitals and
42,192 private hospital beds in Andhra
Pradesh in 1993.

According to data available with GOI as
on January 1, 1991, however Andhra
Pradesh had only 266 private and voluntary
hospitals and 11,103 private hospital beds
(Health Information of India 1991). The
survey also showed that 67.60 per cent of
the private hospitals were located in urban
areas (which were state capital, divisional
HQ, district HQ and taluka HQ). The bed:
population ratio in private sector was 6.37
beds per 10,000 population and in the public
sector 5.12 per 10,000. Ahmednagar district,

Maharashtra had 274 hospitals and nursing
homes in the district, of which 82 per cent
were privately owned, 7 per cent by the
public sector and 4 per cent by voluntary-
missionary and 7 percent not known. The
response to the mailed questionnaire from
90 hospitals showed that there were a total
of 2,241 beds and the private hospitals
accounted for 1,050 beds (FRCH (a) 1993).

The above data suggests that the size of
private hospitals is much larger than
official data brought out by the government.
Secondly that indoor care provided by private
hospitals is much larger than public
hospitals and this growth has taken place
mainly in urban areas. The increase has
occurred not so much because private
hospitals are better equipped, more efficient
and manned by better qualified and more
humane staff as because public hospitals
have simply failed to keep pace with the
demand have been starved of funds, are
neglected and run down.

A recent development in private health
sector has been the growth of corporate
hospital, rightly termed ‘Medical Industrial
Complex’ (Relman 1988). In 1983, the first
corporate hospital in India was set up in
Madras. It was established by Apollo
Hospitals Enterprise (AHEL), which within
five years recorded a turnover of Rs 11.48
crore and a net profit of Rs 1.66 crore. Many
corporate houses and non-resident Indians
have recently joined this enterprise, e.g.,
Hindujas, Escorts group, Standard Organic
group, Surlux Diagnostic Centers, United
Breweries group, Goenkas, Birlas and the
Modis. In a span of two years, 1984 to 1986,
over 60 diagnostic centers have entered the
market with an investment of over Rs 200
crore in sophisticated equipment. Today
Bombay has 13 body scanners, Delhi has
11, Madras eight, Calcutta three, Hyderabad
two, Pune three  and Ahmedabad three
(Jesani & Ananthraman 1993). Each of the
MRIs cost Rs 6 crore a piece. The United
Group owns over 32 body scanners and 14
brain scanners in the country (Indian
Express, May 18, 1989). Suffice to say that
with the rise of the corporate sector, the
cycle in health care does not start with a
trained medical person and a sick person
in search of each other, but with an
investor in the share market in search of
profitable investment: the availability of
newer medical technology and a market in



19

medical care being merely an attractive
form of investment (Phadke 1993).

Most of the big corporate and trust
hospitals are concentrated in metropolitan
cities. Many of them use the facade of
register themselves as trust hospitals with
a view to getting various benefits from the
state and escape various taxes.

Quality of Private Care
Only recently attention has been focused

on the serious anomalies with regard to the
functioning and quality of care being
provided by private practitioners. This was
possible because a number of cases of
medical malpractice and negligence filed
in the court of law by the victims and their
relatives as well as due to role-played by the
media and different consumer
organisations.

For specialised treatment like
hospitalisation and investigations, the GP
usually refer the patient elsewhere.
Informal discussions and meetings with
private doctors revealed that in
metropolitan cities like Bombay, Delhi,
Calcutta, etc, and also in smaller urban
areas like Ahmednagar, Nasik, Pune there
is form of ‘cut-practice’ operating. For
referrals made, a part of the fee charged to
the patient is given to the referring doctor.
A GP/consultant gets a cut if s/he refers a
patient to a consultant, hospital/nursing
home, laboratory, diagnostic center, etc. In
Bombay, the cut-ratio is as high as 30 to 40
percent of the fees charged. As per a new
system which has started operating, if a
consultant wants to start practice, s/he
should deposit a certain amount of money
with the local GP for referrals to be made by
him/her. In some towns of Maharashtra
informal associations of doctors have
standardised the ratios of cuts to be given.
Recently in a suburb of Bombay the GPs
exerted pressure on the owners of private
hospitals/nursing homes to increase the
ratio of the ‘cuts’. Cut-practice operates
with everybody’s knowledge but there has
been no documentation or study of this
aspect. Cut-practices inevitably leads to
unethical and unnecessary investigations,
referrals, hospitalisation, high costs, etc.
For those doctors who want to practice
ethically and rationally survival in this
atmosphere is difficult.

The technical/medical knowledge of the
doctors regarding treatment being provided
to the people needs to be examined. Two
studies on knowledge and awareness
among doctors regarding tuberculosis and
leprosy were conducted in Bombay. It was
found that for treating tuberculosis patients,
100 private doctors prescribed 80 different
regimens, most of which were inappropriate
and expensive (Uplekar and Shepard 1991).
With regard to leprosy, it was found that
there was a gross lack of knowledge and
awareness among private doctors about the
disease and about the National Leprosy
Control Programme (Uplekar and Cash
1991). The medicines and injections which
the doctors use are either samples given
by the medical representatives or those
bought from the open market. Usually the
doctor gives those medicines and injections
received as samples or sells at a higher rate
those bought. This is unethical since the
doctor infringes on the pharmacists trade.
Some of the doctors also give medicines in
loose paper packets or bottles. This practice
is incorrect since the patient does not know
what the packets/bottles actually contain.
There is rampant and use of irrational
medicines and injections by the doctors in
the private health sector. In Jalgaon district
Maharashtra for illness episodes of
diarrhoea, 72.5 per cent received injections,
for cough and cold, 66.7 per cent received
injections; for malaria, 87.5 per cent
received injections; for measles, 61.1 per
cent received injections and for heart
diseases 76.5 percent received injections
(Duggal and Amin 1989). Irrational
practices are common among doctors in the
public as well as private health sectors. But
it is on the higher side in the private sector.
In the study conducted in Madhya Pradesh
it was further found that out of 884 illness
episodes which received medicines along
with injections, 86.09 per cent of them
received it from the private health facility
(George, Shah and Nandraj 1993).

Further, preliminary results of a study
being conducted in a typical district of
Maharashtra found that unnecessary use
of injections, irrational drug combinations,
hazardous drugs and unnecessary drugs
were prescribed more in the private sector.
Out of a total of 633 prescriptions analyzed
from 27 private clinics it was found that 28.9
per cent were of irrational drug
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combinations, 9.6 per cent were for
hazardous drugs, 45.7 per cent were
unnecessary drugs and 26.5 per cent were
unnecessary injections. Compared to 591
prescriptions from 17 public clinics, it was
found that 2 per cent were irrational drug
combinations, 0.5 per cent were for
hazardous drugs, 28.4 per cent were for
unnecessary drugs and 24.2 per cent per
cent were for unnecessary injections (FRCH
(b) 1993). The main source of continuing
education for doctors are the medical
representatives. Medical representatives of
the pharmaceutical industry, including
those from the renowned multi-nationals,
in their race for fulfilling targets approach
those not having proper or dubious
qualifications. In this manner, they also
encourage quackery.

The time spent on the patient for
diagnosing and explaining would depend on
the load of patients, the doctor has per day/
hour and/or demand for the services. A
public opinion study conducted by Medico
Friend Circle showed that out of 208
respondents 61 per cent of them felt that
the waiting period to see a doctor was highly
unreasonable: that is, beyond 20 minutes
(MFC, Bombay Group, 1993). Besides many
of the doctors while dispensing medicines
and injections or recommending
investigations, do not provide information
to the patient regarding the diagnosis and
side effects. In fact, many of them get angry
when questioned about the side effects of
the drugs prescribed, the investigative
procedures recommended or regarding the
diagnosis. The MFC study found that 41 per
cent of the doctors did not give information
about the diagnosis and among those who
gave information only half gave complete
information. Only 16 per cent of the
respondents were given information on
side effects of drugs. About 48 per cent of
the respondents were completely satisfied
with the behaviour of the doctors, 27 per
cent partially and 17 per cent not at all.

Doctors’ charges are more often than not
exorbitant and irrational. The charges
levied are arbitrary, irrational and without
any proper basis. The question of fees and
charges raises ethical issues, the
important one being the basis on which the
price skills in a profession which is meant
to be caring are computed. There are no

restrictions or guidelines for the fees
charged by the practitioners or consultants
in the country. There is no standardisation
of fees in the country. In the MFC study, in
answer to the question regarding
standardisation of fees charged by the
doctor, it was found that 65 per cent of them
felt that there should be some form of
standardisation of fees. The study also found
that nearly 76 per cent of the doctors did
not give a receipt for the payments made,
only 24 per cent of them gave receipts after
being asked for it.

The earnings of doctors have been studied
only recently. A study undertaken in Bombay
city found that a GP’s net income, on an
average, works out to Rs 16,560 per month
(George 1991). Another study conducted in
Delhi found that on an average the net income
of a GP practising in a clinic or residence was
Rs 24,290 p.m., and a graduate gynaecologists
income was found to be Rs 28,910 p.m. With
regard to those having post graduate
qualifications in medicine, the average
income was found to be Rs 27,880 p.m., for
general surgery Rs 37,870 p.m.; and for
gynaecology Rs 53,870 p.m. (Kansal 1992).

The fees of the doctors has grown apace
with private health care. The NCAER study
showed that 55 per cent of the household
expenditure on health care was spent on
private doctors and only 39per cent on public
institution. Many patients and their family
members have been pauperized during the
course of treatment from the private health
facilities.

Figures regarding cases treated,
diagnosis, type of treatment provided,
amount charged etc., are not easily
obtainable from private hospitals and
nursing homes. Only recently due to the
demands made by the judiciary, various
facts have come out. In Calcutta a petition
was filed by an advocate in the Calcutta
High Court regarding the conditions of
private hospitals and nursing homes. In
response to this a committee was appointed
by the speaker of the West Bengal
legislative assembly in 1985 to prepare a
report. This report found that the nursing
homes lacked adequate floor space,
ventilation, lighting, water, bathroom
facilities and qualified doctors and nursing
staff (The Telegraph, July 2, 1989).
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In 1991 the Chief Justice of the Bombay
High Court directed the Bombay Municipal
Corporation (BMC), to set up a permanent
committee to oversee and supervise the
implementation of the Bombay Nursing
Home Registration Act (BNHRA), 1949, and
make recommendations. This judgment
came about due to a public interest
litigation filed by a victim’s daughter and
the activists of MFC (Bombay Group). In this
case a homeopath doctor administered a
wrong blood type during transfusion to the
patient in an allopathic hospital. The case
raised questions regarding standards of
medical practice in private hospitals and
nursing homes, quality of staff employed
and treatment offered equipment used the
general administration of these hospitals
and their accountability to the people at
large. The case also further highlighted the
role of the implementation agencies.

The committee decided to look at the
functioning of existing hospitals and
nursing homes in the city of Bombay. As
part of the committee, the author studied
24 hospitals and nursing homes in the
eastern zone of Bombay [Nandraj 1992]. The
major findings from the study are used here
to throw light on the various broader issues
with regard to private hospitals and nursing
homes.

In India the contrasts in the private
health sector with regard to the hospitals
is vast. While there are the huge corporate
hospitals but majority are those having 10
to 30 beds, with the average number of beds
in Bombay being around 10. As it is quite
well known very few hospitals function from
an independent building. The study in
Bombay found that 62.50 per cent of the
hospitals were located in residential
premises, and 12.5 per cent were run from
sheds, which had roofs of asbestos, tin, etc.,
and only 8.33 per cent had an independent
building. The study further found that 50
per cent of the hospitals were located in
poorly maintained buildings or were in a
dilapidated condition. Hospitals functioning
from residential premises pose various
difficulties. Residents staying in the
premises are put to a lot of hardship.
Secondly, a residential premise is not
suitable for a hospital or nursing home with
its narrow passages and small doors. The
urban development department of the BMC
specifies that the hospital if run from a

residential building, should be located on
the ground floor or the first floor only and
that they should have a separate entrance.
In rural areas, a practising GP generally
keeps one or two beds in the clinic for the
exclusive use of his/her patients since the
facilities for indoor care are quite distant.
These could also be considered as hospitals
since they provide indoor care.

The study in Bombay found that out of 22
hospitals and nursing homes supposed to
have operation theatres (OT), only 15 had
an OT, and in seven, the labour room was
combined with the OT. The average area of
the OT was less than 100 sq ft. It was
generally observed that some of the OTs and
labour rooms were in the kitchen.
Leakages were to be found in the OT and
labour room with paint from the ceiling and
walls peeling off; and 17 hospitals and
nursing homes did not have a scrubbing
room. As for emergency there were no
supportive services like ambulance
services, blood, oxygen cylinders, generators
etc. Many of the hospitals and nursing
homes were ill equipped, especially those
providing maternal health services, for
instance many of them did not have
resuscitation sets in the labour room for
new born babies. Many nursing homes
claim to provide ICCU services but many of
them do not have or able to afford the
necessary equipment. They do not have
doctors round the clock. And even those that
do rarely have an allopathic doctor trained
in cardiology.

Private hospitals and nursing homes fall
very short of the requirement of trained
personnel. Majority of them employ
unqualified staff. In Bombay out of 24
hospitals and nursing homes only one
hospital had employed a post graduate
doctor, whereas 10 had doctors trained in
other systems. Few hospitals had provision
for the doctors to be present round the clock.
Majority of the nursing homes utilised the
services of visiting consultants. Many
private hospitals are staffed or run by
doctors employed in public hospitals. It is
quite common for such doctors to lure
patients to their private hospitals, while
misusing public facilities.

Only seven institutions employed
qualified nurses and that too one nurse
each. Most of them had employed
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unqualified nurses who were either trained
by doctor or had received training for about
3 to 6 months from various private training
institutes which have also sprung up to
meet the needs of private hospitals. These
nurses are paid measly salaries and their
working conditions are pathetic. During
informal discussions with the nurses it was
found that they were paid around Rs 500 to
Rs 700 per month in Bombay. In another
study in Delhi it was found that the
condition of those employed in private
health establishments, were working in
extremely grim conditions. For almost all
of the categories of personnel, the
maximum salaries drawn by private
medical employees was lower than that of
the government employees in the same
category. This apparently is an exploitation
of lower staff by high-income private
practitioners (Kansal 1992).

The sanitary conditions of private
hospitals and nursing homes leaves a lot
to be desired. The Bombay found that many
of the hospitals were congested lacked
adequate space: passages and entrances
were narrow and crowded. There was not
enough space for easy movement of a trolley
or a stretcher. The study in Bombay found
that in 37.50 per cent of cases, the hospital
premises were dirty, as were the beds,
especially in the general ward. More than
60 percent of the institutions did not have
a minimum of 50 sq ft space for each bed.
Lighting facilities were found to be
inadequate in 10 of the hospitals and
nursing homes.

The area surrounding the hospital plays
an important role in the treatment of a
patient. During the study it was observed
that one of the hospitals was situated near
a factory and the entire atmosphere was
visibly polluted. Noise emanating from the
factory was well over prescribed limits.
Many of the nursing homes were found to
be situated close to a busy traffic spot. Our
findings with regard to waste disposal were
shocking. All the hospitals studied, disposed
of their waste in the common garbage
dump. This form of disposal has serious
implications, because of the increased risk
of spreading infectious diseases, including
AIDS. Secondly, waste disposed thus may
be recycled for further use as reports from
Delhi have shown.

The number of toilets and bathrooms
were not in adequate proportion to the
number of beds provided in the hospital and
also the area provided for such facilities are
very small. During visits to one of the
hospitals, blood-stained linen was being
washed in the common bathroom and being
dried in the passages. It was quite shocking
to note that many of the hospitals did not
have continuous supply of water, and in
some of them it was being provided from
outside through tankers and other means.

In the recent past care provided in private
hospitals has come in for closer
examination. Private hospitals tend to
perform unnecessary investigations, tests,
consultations and surgeries. Doctors in
private hospitals more often do not reveal
the diagnosis and go on recommending tests
to ‘diagnose’ the ailment. Whereas in the
public hospitals, doctors are required to
write the diagnosis on the case paper. Due
to the fact that the surgeries are ‘profitable’
many private hospitals are found to be
conducting unnecessary surgeries. The
KSSP survey revealed that 31 per cent of
deliveries were by caesarean section. More
significant 70 per cent of the hospitals
where caesareans were routine were
privately owned (Kannan et al., 1991). In
Maharashtra the Mangudkar committee
found that the average rate of caesarean
childbirth in government hospitals was 5
per cent while in private sector it was
nearly 30 per cent. According to a member
of the committee private clinics charge
between Rs 2,000 and Rs 5,000 for
caesarean delivery while normal delivery
fetches them Rs 300 to Rs 700. Ultrasound
investigation, amniocentesis, epidural
anaesthesia etc., are done unnecessarily,
particularly in private nursing homes. One
of the doctors in Bombay commented “Very
often endoscopy is done just because the
hospital has the facility” (The Week, Jan 5
1992). In the bigger hospitals there is
pressure on the doctors to ensure that all
the beds are occupied at all times and
equipment available in the hospital are
used fully. Many hospitals fix the amount
of ‘business’ a physician/surgeon has to
bring.

The majority of private hospitals and
nursing homes across the country are
generally refer patients who develop
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complications to public hospitals so that they
are not liable for cases of death. Most of
these hospitals refuse admission to
accident cases and those cases involving
medico legal work, even when patients are
in a very serious condition. Many
institutions refuse admission to patients,
unless a certain amount of money is not
paid beforehand. Public hospitals in most
cases do not refuse admission to serious
patients, if they have the facilities. In
public hospitals one can still demand
services while in private hospitals they can
turn patients at their will.

Most private hospitals are run by ‘medical
entrepreneurs’. Many do not maintain
proper books of accounts. The charges are
different for diverse kinds of nursing homes.
The charges include consultation fees and
charges for bed, nursing, operation,
operation theatre, various investigations
and disposables used, for medicines, etc.
These charges are levied by different
entities - for instance the Doctor conducting
the operation would be different from the
one who owns the nursing home, the
anaesthetists charges are again separate.
We found that the accounts in only one
paediatric baby care nursing were
maintained properly. There it was found
that the total gross income for one month
was Rs 2,20,000 (Nandraj 1992). A study
undertaken in Delhi of the earnings of the
private practitioners and that of the ones
running nursing homes with graduate
(MBBS) qualifications, their net income per
month was Rs 73,650 and those with post
graduate degrees the earnings were up to
Rs 79,960 pm (Kansal 1992). In Delhi the
amendment under discussion is seeking
to get the charges levied by the hospital,
displayed in a prominent place.

Private hospitals are known to have an
unhealthy nexus with the pharmaceutical
industry. Six patients who had every chance
of survival died in a prestigious private
hospital in Bombay due to the
administration of a sub-standard drug
during operation. Reports alleged that three
doctors attached to the hospital were
connected with the ownership of the
company, which had supplied the drug.
Private hospitals are less accountable to the
people than government hospitals. If they
have not had as much bad publicity as
public hospitals, it is primarily because

patients reluctance to name names, or
reveal information and because of the
inaccessibility of reliable information.

Regulatory Bodies
The rules and regulation framed for

practitioners broadly fall under their
respective State Council Acts for various
systems of medicine. The practitioners are
also governed by the Drugs and
Pharmaceutical Act of 1950. Recently
private practitioners and hospitals have
been brought under the purview of the
Consumer Protection Act. Medical councils
are statutory bodies that set the standard
of medical practice, ‘discipline’ the
profession, monitor their activities and
check any malpractice. The certificate of
registration issued by the council, which
has to be displayed in a conspicuous place
in the place of practice. The council has to
maintain a register of the doctors and this
has to be updated regularly. Renewal of
registration has to be made periodically.
Those not registered with the medical
council cannot practice. Although the bulk
of the practitioners in the country are
trained in other systems of medicine like
Homeopathy, Ayurveda, Unani, Siddha, etc.,
most of them practice allopathy.

The medical councils regulating the
conduct of doctors have failed in their duties
miserably. They have even failed in their
basic duty of maintaining and updating the
register of doctors. This is reflected in the
data brought out by Health Information of
India where many state medical councils
have not sent in the required information
to the central government for years together.
In the Maharashtra Medical Council (MMC)
the register of doctors is outdated and full of
errors. Secondly, there have been very few
instances of doctors being penalised for
negligence or violating the code of ethics.
The enquiries are held in secrecy. The
Maharashtra Medical Council (MMC) was
unable to produce even a single record of
action taken against erring doctors. The
medical councils in the country are in a
mess. They have given permission to private
medical colleges which are substandard,
understaffed, those not meeting the
minimum prescribed standards, like having
their own hospitals etc., and have failed to
resist the pressure from politicians for
opening of new medical colleges.
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The Recent elections to the MMC clearly
brought out the way things are managed in
the council. Elections are held through the
postal ballot method. The registers of the
council were not updated; so in a few
instances ballot papers were sent to doctors
who had long expired. The names of doctors
who had registered with the council were
not found in the register; doctors who were
indicted in the law courts and with dubious
degrees were candidates in the fray. There
was massive rigging in the election process.
A panel of doctors who were in the fray paid
money to the postal department and
intercepted ballot papers which were not
meant for doctors who were absent or dead,
etc., and stamped them. Blank ballot papers
were collected in an organised manner
from doctors across the state and stamped.
In an open forum some of the doctors in fact
endorsed this practice, saying that there
was nothing wrong with this procedure.
Clearly, there is something seriously
wrong. Politicians doing the same thing
would have been accused of fraud. Do doctors
expect patients to believe that a council
elected in this manner is capable of
disciplining unscrupulous practitioners?
[Pandya S 1993].

A study undertaken on behalf of the MFC
(Bombay group) on rules, acts, regulatory
and monitoring mechanisms existing in
various states of India, came out with
disturbing findings. A mailed questionnaire
was sent to all the health departments of
the state governments and union territories
in India. Tamil Nadu, Punjab, Andhra
Pradesh, Kerala, Goa, Daman and Diu,
Mizoram, Gujarat, Orissa, Sikkim and
Manipur responded to the questionnaire.
None of these states have any rules, laws,
regulations or even data for private
hospitals and nursing homes. Government
of Kerala specifically wrote back “This state
government has no control over private
hospitals/nursing homes functioning in
this state at present, as there is no
legislation now for this purpose”. Added to
these states are Madhya Pradesh and
Rajasthan. This was found out through
visits and discussions with government
officials of the respective state
governments. To our knowledge only in
Maharashtra and Delhi there is a
legislation for private hospitals/nursing
homes. In Delhi there is the Delhi Nursing
Home Registration Act (DNHRA), 1993. One

of the largest private health sectors in the
world, providing 70 percent of care in India,
functions practically unregulated!

The broad features of the BNHRA and
DNHRA Acts are somewhat similar. The
objectives of these acts are to provide for
registration and inspection of nursing
homes. The acts stipulate that every year
the nursing home and hospitals are required
to make an application for registration or
renewal for registration to the local
supervising authority, which could be the
municipal corporation, municipal body,
district board, district panchayat etc. During
the time of application detailed information
should be provided in terms of qualification
of staff, adequacy of staff, sufficient and proper
equipment, adequate accommodation
facilities and space, and regarding sanitary
conditions. Maternity homes have to specify
whether they have got on their staff a
qualified midwife. The Maharashtra Act
provides for the local authority to formulate
bye-laws. On receipt of application for
registration the local authority may refuse
to register the application if any person
employed in the nursing home is found unfit,
weather by reason of age or otherwise if the
nursing home or hospital is not under the
management of a qualified medical
practitioner of a qualified nurse, or does not
have adequate space, equipment etc. Failure
to register under the BNHRA could mean a
fine of Rs 500 for the first offence and
imprisonment for three months.

There are other regulations that are also
applicable to hospitals and nursing homes
such as those referring to or related to
buildings, drainage and sanitary facilities;
laws regarding Employees-Provident Fund,
minimum wages, maternity, working
conditions among others. In addition to
these hospitals registered, as trusts or
public societies have to follow the legislation
formed for the trusts and public societies.
These laws make it essential to file returns
periodically to the appropriate authority.

During the proceedings of the public
interest litigation it was found that the
municipal corporation, the authority for
registration in the city of Bombay, was not
enforcing the Act. The municipal
corporation started registering the hospitals
and nursing homes after the case was filed.
The judges in their order observed that “The
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writ petition has served the purpose of
activising the concerned authorities, who
seem to have woken up and taken certain
steps in the direction of implementation of
the various provisions of the law.” The
municipal corporation during the hearings
admitted that in several wards of the city,
the officials had not visited the hospitals
for the past two to three years
consecutively. Many of the nursing homes
were not registered with the local ward office
as per requirement. In fact, one out of four
hospitals were functioning without proper
registration. It admitted that for the last
three years it had not taken action against
any hospital or nursing home nor collected
fines. It has not prosecuted a single nursing
home upto now. The municipal corporation
could not submit a complete list of private
hospitals and nursing homes functioning
in Bombay to the court. In Delhi, the
administration admitted that only 134 out
of 545 nursing homes were registered. The
BNHRA Act is applicable to all of
Maharashtra, however its implementation
was found to be restricted to the cities of
Bombay, Pune, Nagpur and Sholapur.
During the hearing of the case, the State
Government issued a directive to all the
municipal corporations, councils and
municipalities in Maharashtra urging
them to implement the provision of the said
act. However during field work the author
found that the directive was not
implemented as the local bodies did not
have enough information regarding the act,
(one of them did not even have a copy of the
Act), and also the bye laws were not yet
formulated by the bodies. Both the acts are
very deficient. The use of the words like
‘adequate’ makes the provisions
ambiguous. They do not spell out what
‘adequate’ means with regard to the
provision of the acts. There are no
minimum requirement and guidelines
regarding space, sanitary conditions,
personnel, equipment, fees to be charged
etc., to be followed by the hospital and
nursing home authorities.

The judges in the Bombay High Court
recognising the inadequacy of the existing
act and also its poor implementation
directed the Bombay Municipal Corporation
(BMC) to appoint an apex committee and
three zonal committees to look into the
implementation of the act and make
recommendations. The committees were

overwhelmingly filled with bureaucrats of
BMC, who in the first place were supposed
to implement the act. Right from the
inception bureaucrats in the committees
started placing obstacles in the committees
functioning. And very little progress has
been made on the matter.

Corrective action needs to be taken to
bring about reforms in this sector. As a
first step people should be made aware of
their rights and duties vis-a-vis the health
care system, specifically the private
health sector. There should be adequate
representation of the people and consumer
organisations on the various regulating
and monitoring bodies functioning at
various levels. Legislation should be
enacted where there is none legislation
and the various existing legislations
should be implemented. The State should
ban and take strong action against the
private practice of doctors employed in
government institutions. One of the main
reasons behind the non-functioning of the
public health system is due to the private
practice of the Government doctors and
other functionaries. With regard to private
practitioners, the state and medical
councils should ensure that only properly
qualified person’s practice. Through
licensing and other means the proper
geographical distribution of practitioners
and hospitals in the country to prevent
over-concentration in certain areas. There
should be regular medical and prescription
audits and the renewal of license and
registration should be dependent on it.
Records should be maintained properly and
the patients should have access as a
matter of right. Minimum standards and
requirement for various types and kinds
of hospitals and nursing homes should be
laid down. With regard to charges and fees
there should be standardization of fees
charged by the practitioners and fixation
of reasonable charges by hospitals and
nursing homes for the services provided.
These should be displayed prominently in
a conspicuous place. There is a need for
overhauling the medical councils in the
country. They should make provision for
the registers to be maintained properly and
keep them open for public scrutiny. There
should be provision for continuing medical
education on a periodic basis with renewal
of registration dependent on it.
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Notes
(The support of friends and colleagues at

MFC, CEHAT and FRCH underlies this
article, in particular the author has greatly
benefited from Ravi Duggal and Amar
Jesani of CEHAT who have encouraged the
author in carrying out the above mentioned
studies. Thanks are also due to Alex George
for his helpful comments.)

In 1986-87, 42nd round of National
Sample Survey organisation (NSSO) found
that for hospitalized cases 36.85 per cent
episodes in rural and 36.59 per cent
episodes in urban areas used private
hospitals and nursing homes. With regard
to OPD, 53.01 percent cases in rural and
51.83 per cent cases in urban areas utilised
the private doctor. Private hospitals and
nursing homes accounted for 15.88 per cent
cases in rural areas and 17.33 per cent in
urban areas. The per capita expenditure on
health per year by the household was Rs.
56.18 (NSSO, 1989). NSSO data are gross
underestimates when compared to micro
level studies conducted by other
organisations. During the same period the
Foundation for Research in Community
Health (FRCH) conducted a study in Jalgaon
district of Maharashtra. This study brought
out that in 83.45 per cent of acute illness
episodes private practitioners and hospitals
and only in 9.07 per cent public health
facilities were utilised. The per capita
expenditure on health was found to be Rs.
182.49 per year. Households reported 7.64
per cent of total consumption expenditure
and 9.78 per cent of income were spent on
health care (Duggal and Amin 1989). Kerala
Shastra Sahitya Parishad (KSSP) which
undertook a study in rural Kerala in 1987
found that in 66 per cent of illness episodes
approached private health facilities. The
per capita cost per year incurred by the
household on health was Rs. 178.33. The
percentage of the reported income spent on
health was found to be around seven
percent. (Kannan, Thankappan, Raman
Kutty and Aravindan, 1991). National
Council of Applied Economic Research
(NCAER) conducted an all India study in
1990 which brought out that the private
doctor was utilised in 54.75 per cent of
illness episodes in urban areas and 55.46
per cent of episodes in rural areas. The
average household expenditure for
treatment worked out to Rs. 142.60 per

illness episode in urban areas and Rs.
151.81 per episodes in rural areas (NCAER,
1992). During 1991, the per capita
expenditure incurred by the State was Rs.
58 (Duggal, Nandraj and Shetty, 1992).
Another study conducted in two backward
districts of Madhya Pradesh, Morena and
Sagar by the above organisation in 1991
showed that out of 1,932 illness episodes
reported, 69.05 per cent were treated by
private health facilities. The per capita
expenditure incurred by the household on
health worked out to Rs.299.16 per year
(George, Shah, Nandraj, 1993). The per
capita expenditure incurred by the state
during 1991 on health was Rs. 45.

‘Become a Doctor, Join Bachelor of
Electropathy Medicine and Surgery (BEMS),
Minimum qualifications 10th/12th std/
equivalent, 3 years course.’
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I. Introduction
In India, provision of health care services

is complex. It is provided mainly by the
public and private sector. The public sector
provides health services through the
central government, state governments,
municipal corporations and other local
bodies. The private health sector consists
of the ‘not-for-profit’ health sector. The not-
for-profit health sector which is very small
includes various health services provided
by non government organisations (NGOs),
charitable institutions, missions, trusts,
etc. Health care in the for-profit health
sector is provided by various types of
practitioners and institutions. The
‘informal’ sector consists of practitioners
not having any formal qualifications, like
the tantriks, faith healers, bhagats,
hakims, vaidyas and priests who also
provide health care.

The private sector is a large and important
constituent in the country’s health care
delivery system. It has expanded greatly in
the post independence period, especially in
the 1980s. Various studies conducted by
organisations such as National Sample
Survey Organisation (NSSO), Foundation for
Research in Community Health (FRCH),
Kerala Shashtra Sahitya Parishad (KSSP)
and National Council of Applied Economic
Research (NCAER) bring out the fact that
between 60 and 80 per cent of people utilise
private health facilities in the country in
both rural and urban areas (NSSO, 1987;
Duggal R, Amin, S 1989; Kannan, K P, et
al., 1991; NCAER, 1992’ George, A, et al.,
1993). The findings also show that a
substantial financial burden is borne by
households for meeting health care needs.
Compared to public expenditures on health
the private household’s expenditure is
nearly four to five times more.

Data on sectoral distribution of doctors
is not easily available. Many states do not

file the required information to the
appropriate authorities. A listing of health
establishment and practitioners in
Ahmednagar district, Maharashtra, was
done by FRCH. This study identifies a total
of 3060 doctors in the district belonging to
all systems of medicine and 92 per cent of
them were found to be practising in the
private sector (including a very small
percentage, in the voluntary sector). Of the
total doctors identified 51 per cent were in
urban areas and the rest in rural areas
(FRCH, 1993). The 1981 census economic
tables which list occupational distribution
also show a more or less similar pattern.
Thus of all doctors in the country 59 per
cent were in urban areas (73 per cent for
allopathic) (Census, GOI 1981).

With regard to hospitals in the country,
during 1974, 16 per cent of the hospitals
and 21.5 per cent of the hospital beds were
in the private sector and rest were in the
public sector. This increased in 1990 to
57.95 per cent of hospitals and 29.12 per
cent hospital beds in the private sector
(CBHI, various years). There are reasons
to believethat the number of hospitals in
the private sector is much larger than the
available data suggests. Health Information
of India 1992, shows that there were only
1,319 private and voluntary hospitals in
Maharashtra. But the Bombay Municipal
Corporation listed 907 private hospitals and
nursing homes in Bombay city alone
(excluding Thane), on the basis of its
registration data which is also an
underestimate. Another instance of under
reporting of data is brought out by a survey
undertaken by Andhra Pradesh Vaidya
Vidhana Parishad, which found the
existence of 2,802 private hospitals and
42,192 private hospital beds in Andhra
Pradesh in 1993 as against only 266 private
and voluntary hospitals and 11,103 private
hospital beds according to official figures
(Mahapatra P, 1993). The survey also

Physical Standards in the Private Health Sector

Sunil Nandraj and Ravi Duggal
The rampant, unregulated, unplanned and largely unmonitored growth of the private
health sector has resulted in the current situation of poor and unreliable quality of
care. This article documents systematically the nature of care available to people in
the Satara district of Maharashtra. The poor implementation of existing legislation
and lack of standardisation in health institutions is brought into sharp focus.
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showed that 67.60 per cent of the private
hospitals were located in urban areas
(which were state capital, divisional HQ,
district HQ and taluka HQ). The bed
population ratio in private hospitals was
6.37 beds per 10,000 population as compared
to public hospitals which was 5.12 per
10,000.

The expectation of the public for quality
medical care is very high, especially of the
middle classes. There is a growing pressure
on health care providers and professionals
to maintain and improve the quality of
health care with emphasis on cost
effectiveness. This is reflected in a concern
accorded by policy makers, planners,
administrators, doctors, researchers and
consumers to the aspect of quality of care
in the delivery of health care services.

QUALITY AND STANDARDS IN
HEALTH CARE

There are different aspects and
dimensions of quality. The Oxford English
Dictionary definesas a noun meaning
‘degree of excellence’. The Bureau of Indian
Standards defines quality as ‘the totality of
features and characteristics of a product or
service that bear on its ability to satisfy
stated or implied needs’. They use the term
quality with a qualifying adjective such as
‘quality level’ ‘relative quality’. The quality
revolution with its emphasis on total quality
leadership, and total quality management
has resulted in its usage even in human
services. Concepts of quality of life (QOL)
quality enhancement and quality
assurance, total quality management,
quality level are currently having a
significant impact on human services like
health and education.

In developed countries quality as an
issue has been in the forefront for
management of various types of
institutions. Various systems and
methodologies have been developed to study
different dimensions of quality. These were
developed first in the industrial setting and
then later in the health care sector. The
same trend is being followed in India.

Quality medical care involves
methodology used to assess and ensure
quality, development of guidelines regarding
appropriate methods of quality assessment
to improve care provided and increase

overall access to health care of high
quality. There are systems and processes
for guaranteeing quality. The measures
include reducing unnecessary admissions,
assessing the appropriateness of average
length of stay, the number of consultations
and the number of days spent in hospitals.
The outcomes include such things as rate
of avoidable deaths, preventing hospitals
infection, avoiding surgeries and invasive
procedures when not necessary, and
reducing the instances of post operative
complications and readmissions.

Avedis Donabedian (1988), the guru of
quality assurance, in his contribution to the
assessment of health care lays emphasis
not only on the technical domain (defined
as knowledge, judgement and skill of
providers) but also on the interpersonal.
This consists of patient communication to
the physician for purposes of both diagnosis
and the determination of preference for
treatment and physician communication to
the patient for purpose of information on
the nature and management of the illness.

Explicit attention to the definition and
measurement of quality of care on the part
of the international health community can
be attributed to the widespread
dissemination of the writings of Bruce and
her colleagues (1990) who have initiated
activities to operationalise what had
previously been thought a rather elusive
concept. Bruce has developed a conceptual
framework, which defines quality of care
for family planning and related reproductive
services. The framework defines quality in
terms of six elements and associated
indicators. These are choice of method,
provider-client information exchange,
provider competence, interpersonal
relations, mechanisms to encourage
continuity and appropriate constellation of
services.

The conceptual framework provided by
Bruce on quality of care is rather narrowly
defined. The framework does not include
the health infrastructure. This dimension
clearly cannot be ignored when evaluating
services. Barbara Mensch (1990) mentions
two parts to a comprehensive assessment
of services. The first is a description of
programs which are considered part of the
infrastructure (i.e. equipment and
facilities, staff and training, supervision,
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record-keeping, and supplies). If all of these
are functioning, the necessary, although
not sufficient, conditions for adequate
services can be said to be in place. In other
words, a facility might be clean, reasonably
equipped, and staffed with trained
standpoint. Similarly, a family planning
clinic might have a decent contraceptive
logistics system with an adequate range of
supplies, but not provide balance
information or a full range of methods. The
existence of a large supply of any one
method may simply indicate that the
particular method is rarely offered.

Inevitably, emphasis on quality of care
leads us to the discussion of standards.
Standards assist us in defining the
meaning of quality as it relates to health
care delivery. The first step in improving
quality of care is an articulation of
standards that are needed for the provision
of care. The key concepts for the definition
of standards are firstly it notes that
standards are a degree of excellence,
secondly it suggests that standards serve
as a basis of comparison, thirdly that
standards are a minimum with which a
community may be reasonably content and
finally that it is recongnised as a model for
imitation.

Standards are classified broadly as
written or explicit standards, written or
implicit standards and unwritten or implicit
standards. Explicit standards are defined as
specific for care implicit standards are
defined as usual and customary in practice.
Implicit standards can also be written such
as a general checklist of items. Ideally
standards should be written and explicit as
these allow both the data collection process
and the assessment of care to be based on
clearly delineated agreed upon bench
marks rather than relying on the discretion
of assessors (Frooks and Rachlis 1990).
Donabedian (1988) states that standards
may be direct towards structure, process or
outcome. Structure standards apply to the
things such as human, financial and
physical resources. Process standards apply
to activities that constitute care, service
or management. Outcome standards refer
to the end results of care, clinical as well
as non-clinical.

In 1985 the deliberations of a WHO expert
committee resulted in a report entitled The

Hospital and Health for All. This report
highlighted the need for suitable
infrastructure for the hospital and for the
organisation of resources across various
levels of service. It further suggested a need
for an appropriate management system to
be in place, that hospitals determine their
scope of service with reference to a
community based information system. The
committee recommended that WHO develop
indicators of performance a well as methods
and materials related to facility planning
and maintenance for hospitals. In 1990 a
WHO study group at Geneva brought out a
report which recommended to WHO to
continue to develop guidelines on essential
procedures, technologies and standards for
first referral hospital functions. It further
recommended that national and
international non-government
organisations should improve the existing
standards of management. The report went
into the specific of elements of standards
such as information system, referral
systems, human resources, continuos
monitoring and evaluation of performance,
quality of care and effectiveness and
efficiency as well as its physical structure
and equipment (WHO, 1990).

Many countries recognise the need for
standards for hospitals. Some countries
have established national standards and
are continuously improving them, some of
them have established national programs
to monitor the compliance of individual
hospitals and other types of health care
facilities with national standards. Scrutiny
of hospital based services is required on the
grounds that a sound organisation is
necessary for the delivery of high quality
clinical care and a high quality of services
for the user.

There are various levels of standards.
There are minimum standards, which
generally represent a level of acceptability.
Minimum standards area must to meet.
Beyond the minimum there are desirable
or optimal standards. A hospital while
meeting a minimum standard should seek
to achieve a desired or optimum standard.
Minimum standard should be achievable by
all, optimal standards on the other hand
represent a degree of excellence. If good
quality service involves ‘conformity to
specified requirements’ we have to ask
whose requirements and whose standards
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are to be met. Standards have to be
developed and maintained. This is done
based on collective judgments. This
includes both the organisation and
management standards, standards for
clinical/professional practice.
Governments have an important role of
establishing standards for the delivery of
health care services.

In 1984 a regional committee of the WHO
adopted 38 targets for attainment of health
for all by the year 2000. Target 31 is
specially on quality, and reads “by 1990 all
member states should have built effective
mechanisms for ensuring quality of patient
care within their health care systems”. The
target book included establishing methods
and procedures for systematically
monitoring the quality of care given to
patients, by making assessment and
regulation a permanent component of
health professional regular activities, and
by providing all health personnel with
training in quality assurance. It also
emphasized the need for clear country
policies on quality assurance. Such policies
should state which procedures were to be
assessed, how the assessment should be
organised, how health providers, politicians
and consumers should co-ordinate their
efforts, and what the practical
consequences of quality assessment would
be. Policies would have to be formulated to
ensure the involvement and cooperation of
provider groups, researchers, public health
authorities and consumers. No member
state claimed to have established a
comprehensive programme for quality
assurance. Three countries had
incorporated into law the requirement to
include quality assurance (WHO 1990).

In recent times there is an increased
interest not only in formulation of
standards but also in the process of
measurement of compliance with them.
This is generally referred to as
accreditation. Accreditation is a process
wherein standards are set and
compliance with them is measured. CE
Lewis gives a useful working definition
of accreditation as professional and
national recognition reserved for facilities
that provide high quality health care. This
means that the particular health care
facility has voluntarily sought to be
measured against high professional

standards and is in substantial
compliance with them (Lewis 1984). In
many countries accreditation systems are
in place for the monitoring of standards
in hospitals. The countries with the most
firmly established accreditation systems
are the US, Canada and Australia. In the
US there were three clear phases in the
evolution of the accreditation process: the
era of minimal standards 1917-1965, the
era of optimal achievable standards 1966-
1987, and the era of performance
evaluation and beyond from 1988 (Brooks
1990).

In developing countries the issue of
quality assumes a different dimension, that
of accessibility and availability of health
services. In India the access to service is
very limited and until the present the
government’s attention was focused on the
expansion of services, namely opening of
primary health centres and sub-centres for
the rural population. This expansion was
carried on without giving emphasis to the
quality aspect. This resulted in the
government primarily concerned with
meeting targets of infrastructure and
human power. This is especially true of
family planning services. The expansion of
the family planning infrastructure in rural
areas which the country has undertaken
in the last few years will become effective
only if corresponding improvement in the
quality of service takes place. Perceiving
quality to be luxury in resource poor
settings, international donors, national
policy makers and local providers have
directed their attention to expansion of
services ignoring for the most part the
nature of these services. Not surprisingly
then researchers investigating the health
sector in developing countries rarely focus
explicitly on the assessment of existing
services (Barbara 1990).

There have been very few studies of
institutional based health care services and
practitioners and even fewer on the private
providers of health care. The application of
the concept of quality is relatively new to
the field of health. In the overall scenario
no significant impression has been made
on the issue of quality with regards to the
country’s health care services.
Nevertheless in a short period a number of
studies have been undertaken on the
aspect of quality.
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Only recently there have been studies
conducted on the aspect of quality. A search
of the studies conducted in Indian post-
1985 using the key word ‘quality’ identified
30 studies. This was due to the fact that
quality as a term has been used rather
loosely to mean many things. The various
studies on quality were baseline and
evaluation studies, which looked at specific
components of service delivery and
programmes. Majority of the studies
restricted themselves to the family welfare
programme. These studies were too narrow
and focussed in their approach. The studies
mainly dealt with the client perception of
quality, utilisation, acceptance, role of
demand and supply factors. These studies
have shown several shortcomings in the
programme operations. There were a few
major studies which focused primarily on
the aspect of quality. To mention few, the
ICMR conducted a study evaluating the
adequacy of facilities, humanpower and
quality of family welfare services offered by
398 primary health centres, selected across
18 states and 1 union territory (ICMR 1991).
Another comparative study undertaken by
the Operations Research Group in three
states examined functioning of PHS/SC, its
coverage, quality of service and main
bottlenecks, perceptions of people about
functioning of PHC/SC and reasons for not
utilising it (Khan and Tamang 1987).
Recently the International Institute of
Population Studies also conducted a study
in three states on the quality of family
welfare services. The study examined the
perception of clients and providers on quality
of family planning services provided and the
relationship between perception of quality
and utilisation of service (Verma, Roy and
Saxena 1994).

There have been very few studies
conducted on the private health sector in
India. Two studies on knowledge and
awareness among doctors regarding
treatment of tuberculosis and leprosy were
conducted in Bombay. It was found that for
treating tuberculosis patients, 100 private
doctors prescribed 80 different regimens,
most of which were inappropriate and
expensive (Uplekar, Shepard 1991). In the
study with regard to leprosy, it was found
that there was a gross lack of knowledge
and awareness among private doctors about
leprosy and about the National Leprosy
Control Programme (Uplekar, Cash 1991).

Another study examined the use of
irrational medicines and injections by the
doctors in the private health sector. Out of
a total of 633 prescriptions analysed from
27 private clinics it was found that 28.9 per
cent were of irrational drug combinations,
9.6 per cent were for hazardous drugs, 45.7
per cent were unnecessary drugs and 26.5
per cent were unnecessary injections
(Phadke et al. 1995). Another study
conducted by H Vishwanathan and J E
Rhode on diarrhoea brought out sharply that
62 per cent of ‘doctors’ identified by local
respondents had no formal medical
qualifications (Vishwanathan and Rhode
1990). The presence of these ‘doctors’ is
prominent especially in the remote rural
areas of the country. A study conducted in
Madhya Pradesh showed that of all those
treated in a private facility, 52.4 per cent of
the illness episodes in rural areas were
treated by licentiates/RMPs and in contrast
in urban areas 17.83 per cent were treated
by such practitioners (George et al., 1993).
The Medico Friend Circle conducted a public
survey to understand patient’s experiences,
views and perceptions on the private health
care system. The findings bring out various
aspects of the private practitioners
functioning in terms of waiting period,
treatment provided, reasonability of charges
among others (Medico Fried Circle 1990).

With regards to hospital-based studies
with specific reference to quality,
Mahapatra and Berman conducted two
studies based on secondary data of 108
secondary level public hospitals in Andhra
Pradesh. The first study looked at the
utilization and productivity, the second
study dealt with the performance service-
mix ratios (Mahapatra, Berman 1990 and
1992). Nandraj conducted a study of 24
randomly selected private hospitals and
nursing homes in Bombay City. It
documents their poor condition and an
absolute lack of concern for any minimum
standard (Nandraj 1994).

Presently, as mentioned earlier in India
there are no standards or guidelines being
enforced for the running of private hospitals
and nursing homes. For the running of
government hospitals there are basic
requirements and guidelines laid down.
Various government and non-government
bodies have attempted and evolved
standards for minimum requirements in
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hospitals and nursing homes. The various
government bodies which have some
standards for private hospitals are the
Municipal Corporation of Bombay, Delhi
development Authority and Karnataka
Government. The standards incorporated in
the legislations do not cover various aspects
of the hospital functioning are very limited
in scope of monitoring private hospitals. In
most of the places these are not being
implemented for various reasons. The
Bureau of Indian Standards (BIS) have laid
down standards for hospitals ranging from
30 to 250 beds. The standards, which are
laid down, are applicable to both private and
public sectors. National Institute of Health
and Family Welfare (NIHFW) has laid down
standards but largely for 50 and more than
50 bedded hospitals and that too only for
equipment. Most of the standards laid down
by BIS, NIHFW etc., are meant for relatively
larger hospitals located in major urban
areas. In Maharashtra the government
hospitals have to follow the Hospital
Administration Manual for the running of
the hospitals. Andhra Pradesh Vidya
Vidhana Parishad has laid down standards
for secondary level hospital in the
government sector, which comes under it.
One of the objectives of the present study
was to document and review various
guidelines available in the government,
NGO and private sectors for the minimum
physical standards necessary for provision
of health care of various kinds.

In the present study we selected two
talukas of Statara district in Maharashtra,
one economically developed and one
economically backward and in them a
sample of general practitioners and nursing
homes/hospitals to explore their existing
status and how they fit into a framework of
minimum standards for provision of health
care. The framework of minimum
standards for quality care have been evolved
on the basis of existing information
discussed as per the findings and its
critique at a workshop organised by CEHAT
to facilitate the placement of findings of the
present study.

In developed countries quality as an
issue has been in the forefront for
management of various types of
institutions. Various systems and
methodologies have been developed to study
different dimensions of quality. These were

developed foremost in the industrial setting
and then later in the health care delivery
systems. The same trend follows in India.
Industrial units took up the issue of quality
and began developing quality standards in
their production, sales, operations,
management systems, among others. The
entry of multinationals, the opening of the
Indian economy and the increased
purchasing-power and consciousness in
the middle class consumer have been some
of the factors which have raised quality
awareness. ‘Quality’ is the new buzz word
with International Standards Organisations
(ISO) certifications being chased by an
increasing number of organisations. As
regards health care services as yet no
significant impression has been made on
the issue of quality in this country.

For the present study we had to evolve a
study design and use different
methodologies for collecting the required
information. This was due to the limited
amount of information and the secretive
nature of the functioning of the private
health sector in the country. Studies on
public health services are relatively easier
to conduct since the data is available,
though often its accuracy is questionable.
The present study is exploratory in nature
and mainly an enquiry into the existing
nature and physical infrastructure
available with the practitioners and
hospitals operating in the domain of private
health care.

Maharashtra is considered one of the
more developed states in India. The average
per capita income in the state was Rs. 3,168
during 1982-83 to 1984-85, ranking second
only to Punjab. Though majority of the
population is engaged in agriculture, it is
one of the industrially more developed states
in the country. A word of caution about
Maharashtra being a more developed state
in India - if the Bombay-Thane-Pune belt
is excluded the state income may even fall
below the average income for the country
as a whole. Thus the state is characterised
by uneven development among its various
regions. This pattern of development gets
reflected within the districts (George and
Nandraj 1993). Using the CMIE scores for
districts we categorised them into
developed, average, and underdeveloped.
Shortlisting all the average districts and
fitting other criteria like logistics,
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resources, short time frame, and the nature
of the study we selected Satara district
randomly from a final list of six districts.

The district of Satara reflects a trend like
in many of the districts in the country
where some of the regions are developed
and some underdeveloped. There are
around 4356 co-operative societies of all
sorts in the district, a large number of them
being connected and dependent on the
sugar industry which is controlled by
politicians; 16.13 per cent of the irrigated
land is used for sugarcane, oil-seeds, and
cotton cultivation. From among the 11
tehsils in Satara district, Karad being a
developed tehsil and Patan underdeveloped.
This was on the basis of broad socio-
economic indicators.

As this was an exploratory study we used
a combination of methodologies. Firstly from
the sources such as District Statistical
Handbook, District Gazetter, Census
documents, offices of the district health
officer and the block development officer,
documents of the various medical councils
and associations, etc., we collected basic
information on the district. There was
paucity of information on private health
facilities with the government bodies,
including the DHO’s office. No compilation
of their number, size, care provided,
facilities available was available in the
district. There was no information on the
number of doctors practising in the district.
Registration of the hospitals in the district
was not being done in spite of the fact that
in Maharashtra under the Bombay Nursing
Home Registration Act (BNHRA) of 1948 it
is mandatory to register with the local body.

The team had to make use of various
handbooks, and membership lists compiled
by different local associations of doctors,
chemists and medical representatives.
These were available for the tehsil of Karad
and Patan town. These were deficient in
many respects since some of them had only
names of their members, some had
restricted it to the system of practice, others
had names of only those who had paid the
subscription. There was inadequate
information on the doctors practising in the
Indian systems of medicine.

From the lists provided by the various local
associations and the Medial Council list,

the lists were cross-checked and in addition
key informants such as drug stores, senior
doctors, government health officials, etc
were contacted for updating the list. After
this exercise a final list was compiled of the
practitioners and institutions in the two
selected tehsils of the district. Care was
taken to include practitioners from different
systems of medicine and speciali/ties. The
names of those persons practising without
any qualifications were collected through
informal discussion with key informants in
the villages such as shopkeepers, PHC
doctors, private qualified doctors, local
voluntary organisations etc. Our attempt
was to cover around 50 practitioners and
50 hospitals and nursing homes from both
the tehsils. This was considered a fairly
sufficient sample to understand the
functioning and examine the physical
standards available in them.

The final sample consisted of 53
practitioners and 49 hospitals. In Patan
tehsil 18 hospitals and 22 practitioners
were covered under the sample. In Karad
which was the developed tehsil 31
practitioners and 31 hospitals and nursing
homes were covered. The selected sample
in the two tehsils was roughly proportionate
to the actual number as found in our
compilation. The sample with regard to
practitioners consisted of those qualified
and also those not qualified and from various
systems of medicine, to whatever extent
possible in the same proportion as in the
population, and different regions in the
tehsil. It was done in order to capture the
variations in size and spread across various
socio-economic divisions within the tehsil.

The sample for both the tehsils was from
the tehsil headquarters, the villages where
the hospitals were located and one PHC
village and its subcentre (SC) village and a
remote village in each tehsil. Care was
taken to interview those doctors practising
in remote villages which had no public
health facility. In the rural sample care was
taken to select GP’s from the PHC village,
SC village and a remote village of the
particular SC village. This gave us a
diverse sample. An effort was also to
interview doctors during bazar day in the
village bazar. (The terms hospitals and
nursing homes have been used
synonymously and henceforth will be
mentioned in the text as hospitals).
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The data collection was undertaken during
January, February and March 1995. As this
was during the winter season the doctors
were relatively, free since the morbidity load
according to them is fairly low during this
season. The tools of data collection consisted
of a structured interview schedule along
with an observation schedule and checklist
for equipment.

Contrary to our expectations the response
of the doctors practising and of hospital
owners was quite positive. Initially there
was some apprehension like some were
under the impression we were from the
income department, many of them were
exposed to a research study for the first
time and did not know how to react, a few
were openly hostile and did not give the
information etc. But this was mainly in
Karad taluka. The positive side was that
many doctors especially in smaller towns
and the persons who feared and were
worried were those practising without any
qualification. In one instance the
respondent who did not have proper
qualification informed his brother who was
a sub-inspector in the Bombay police to
make inquiries about us.

A one-day workshop was held on
‘Minimum Physical Standards for Private,
Hospitals and Nursing Homes’ in Bombay
for researchers, government officials,
doctors from the public and private hospitals
from urban and rural areas. A consultant
was appointed to evolve minimum standards
for the hospitals taking into consideration
various aspects of functioning. A
background document ‘Proposed Minimum
Standards for Private Hospital and Nursing
Homes: Upto 30 bedded unit providing
Medical/Surgical/Maternity Care’ was
discussed in the workshop. Various
valuable suggestions and comments where
emerged have been incorporated in the
final document. The document evolved was
an independent exercise from the field-
based study. While efforts were made to
collect substantial information from the
field based study and compare it with the
standards evolved, it was not possible to
examine all the aspects of the standards
evolved due to the nature of the study. (Eg
Information was collected on the source of
supply of water and its storage but we did
not collect information on the amount
available per day).

There were various problems faced by the
researchers during the conduct of the study.
The most important was that of inadequacy
of data on the size, functioning and nature
of the private health sector. This was
compounded by the fact that there few
studies available on private health facilities
and the few studies that were available
dealt with only the urban setting. This
becomes more frustrating when neither
the government nor medical associations/
council have any kind of information on
this sector. The second problem related to
the size of the institutions, which ranged
from the three beds to 500 bedded hospitals.
This made the task of categorising different
aspects related to physical standards
between two extremes difficult for analysis.
It was difficult to study such a wide
variation in the present study. The third
problem was in terms of defining the
various units under study and their various
functions. Practitioners in the district
ranged from the road side quick fix operator
to the super specialists. In between we had
persons claiming to be doctors and
practising. Further there were those
qualified in a formal system and those
trained by tradition. A related problem was
with reference to defining qualitative terms
for the observation schedule. We have come
to the conclusion that the observations are
subjective since we did not standardize
various definitions such as clean,
adequate, proper etc.

Another problem was with the
instruments and their numbers. We went
into details of certain instruments such as
scissors, scalpel sets, gauze, kidney trays.
In some of the bigger hospitals they would
laugh at us for asking such questions, since
many of them were having it by the dozens
but on the other hand smaller setups would
not have them in sufficient quantities.
Another problem was that all the
researchers involved in the data collection
were from the social science background.
It was difficult for the researchers to grasp
especially when clinical terms were used
and with the names of, drugs, instruments
and equipment. We feel that a study of this
kind should have a person with a medical
background. Two other major limitations of
the study was that it covered only aspects
of physical standards (which included
staffing) and that it was not possible to check
records of the hospitals in most cases.
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II. Private General Practice: Nature
and Status

Provision of routine medical care for a
wide range of diseases and symptoms is
mostly in the private sector. While
government health centres exist across the
length and breadth of the country they have
failed to provide the masses with the basic
health care which the latter expect. The
scope of this document does not permit a
detailed analysis as to why the government
health care has failed. It will suffice to say
that a fairly large investment by the public
sector in health care is being wasted due
to improper planning, financing and
organisation of the health care delivery
system - the national public sector health
expenditure today is Rs. 10,000 crore per
year being spent on 4800 hospitals, 11,110
dispensaries, 23,000 PHCs, 140,000
subcentres and various preventive and
promotive programs, including family
planning. The state employs 125,000
doctors and also runs 108 medical colleges.
But the services provided by the state do
not meet the expectations of people and as
a consequence the latter are forced to use
private health care whatever be its quality
and/or effectiveness.

Private medical practice flourishes
almost everywhere. The range of providers
are also varied, from the herbal and witch
doctor to the modern unqualified or quasi-
qualified ‘quack’, and to the qualified
practitioners of different systems of
medicine, many of whom also indulge in
quackery. There is no firm data available
on the entire range of practitioners. Even
the medical councils of the various systems
of medicine have failed to maintain a
complete register of active practitioners.
The census is another source but the latest
available census data for occupations is of
1981. Hence estimates from various
studies or indirect extrapolations are the
only methods for fixing a proximate size of
medical practitioners.

Our estimate based on indirect
extrapolation using the assumption that all
doctors (compiled from lists of the various
medical councils) minus government
doctors is equal to the private sector. Today
there are about 11,25,000 practitioners
registered with various medical councils in

the country and of these 125,000 are in
government service (including those in
administration, central health services,
defence, railways, state insurance, etc).
This leaves 10,00,000 doctors of various
systems of medicine floating in the private
sector and one can safely assume that
atleast 80 per cent of them (800,000) are
economically active and about 80 per cent
(640,000) of the latter are working as
individual practitioners. Apart from this
there are as many unqualified
practitioners as estimated by the UNICEF/
SRI-IMRB study in Uttar Pradesh, and if we
accept this estimate then the total medical
practitioners active becomes about
13,00,000, that is one such practitioner per
750 population (Hema and Rhode 1994).
Another study in Ahmednagar district
showed that the district had 3060 active
medical practitioners (FRCH 1993).
Ahmednagar being an economically
average developed district, if we multiply
this figure by 452 districts we get
approximate figure of 13.8 lakh
practitioners for the country as a whole
which is quite similar to the earlier
estimate. The latest census figures were
not available, and in Satara district we were
unable to do a complete listing of medical
practitioners because of the limited
objectives of the present study and the
constraint of time and resources. Apart from
this no other information about the size of
the health sector is available. This problem
of poor availability of information, especially
about he private health sector calls for
intervention to make the various medical
councils and the local bodies more
accountable and to improve their recording
and information systems.

Unlike the estimate which was possible
in the Ahmednagar study mentioned
earlier the limited scope of the present
study did not allow the time nor had the
resources to throw our nets wider to collect
information on the size of the private health
sector. The objectives of the study are
limited to the existing status and nature of
the practice and how it conforms to accepted
minimal standards or quality of care. In
Satara district from the two sample units,
one a developed taluka and another a
backward taluka, 31 and 22 medical
practitioners were selected, respectively, to
explore the nature of general practice.
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Profile of Medical Practitioners
The number of medical practitioners in

the EDA is expected to be much larger than
those in the EBA since medical
practitioners tend to concentrate in
developed markets and our sample reflects
that. The same is true for the urban/rural
distribution in the two areas, though this
may be closer to the actual proportion. The
EBA is almost wholly rural except for the
taluka headquarters which we have
classified as an urban area. The EDA has
well-developed urban centres and thus even
has a private teaching hospital, making for
a much large concentration of medical
practitioners in urban centres. Urban
concentration of health care providers is a
well known fact - 59 per cent of the
country’s practitioners as per 1981 census
(73 per cent allopathic) are located in cities,
and especially metropolitan ones (Census
1981). For instance, of all allopathic medical
graduates in Maharashtra 60 per cent are
located in Bombay city which has only 11 per
cent of the states population (see Table 1).

This selective concentration of health
care providers then becomes a major
concern to be addressed to, especially since
the health care market is supply induced
and when people fall ill they are wholly
vulnerable and forced to succumb to the
dictates of such a market. The consequence
of this is that access to health care
providers gets restricted to those living in
urban and developed pockets and the vast
majority of the rural and EBA populace have
to make do with quacks or travel to the
EDAs for satisfying their health care needs.
In fact, studies have shown that those living
in EBAs spend about as much on health
care as those in EDAs (Duggal, Amin 1989;
George et al., 1993). And hence relocation
can become economically viable for qualified
private practitioners. Thus the state and
the local bodies must intervene to restrict
the number of practitioners from setting up
practice in EDAs. This calls for some
locational policy, which can establish a
relative socio-geographic equity.

The gender and age distribution show a
very male concentration in both the areas
and as one would expect a larger proportion
of women practitioners are located in the
EDA.  Macro data also show that the
proportion of women doctors is abysmally

low. For instance the 1981 census reveals
that women constitute only 10.8 per cent
of all doctors (4 per cent in rural areas). This
overwhelming male dominance of the
medical profession has had its adverse
impact on health care of women, especially
of care specific to women. Further the
women who become doctors also tend to
locate themselves in the larger urban
centres.

As regards age distribution of the active
doctors, the mean age of the sample is 37.75
years and 42 per cent of them are below 35
years. The mean age of the EDA
practitioner is higher and this is perhaps
indicative of the push factor in EDAs as a
consequence of over concentration which
is forcing new practitioners to move
gradually into EBAs (half of EBA
practitioners are below 35 years) in larger
numbers. If this is happening it is a
welcome trend and a policy to encourage
youngsters to move into underserved areas
and conversely a policy to discourage new
entrants into the profession from setting
up shop in overserved areas would be
helpful - the local governments have an
important role to play here.

When we launched on this study the first
question which confronts us was how to
determine who was a qualified practitioner.
After much debate and conclusion we
decided to ‘qualify’ those practitioners who
had obtained a degree or diploma from a
recognised university or statutory board of
allopathy, homeopathy, ayurveda, unani
and siddha. All others who did not fit the
above definition have been regarded as
unqualified and this includes the so called
group of registered medical practitioners
(RMPs), unless of course the latter had an
actual registration with a recognised board
or council (some very old practitioners in
Maharashtra, for instance do have such a
registration).

Thus in our sample we have ‘recognised’
two categories, one called ‘accredited degree
or diploma’ and the other called
‘unqualified’. We would like to note here
that by labelling this group as unqualified
we are in no way commenting on their
abilities and skills in providing care. Our
perception being coloured by modern
science we have only made categories to
facilitate our anlayses.
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In our sample of practitioners we see that
one-fourth of them are unqualified and the
difference between the EDA and EBA on this
count is very large. The EBA has unqualified
practitioners nearly five times that of EDA.
This reflects not only the fact that the
unqualified are largely located in EBAs but
also that EBAs have weak markets (low
purchasing power) and probably no concern
at all for regulation. The EDAs with large
concentration of practitioners are also well
developed markets and some unwritten
regulatory mechanisms operate due to
forces of demand and supply but as is well
known these forces vis-à-vis the health
sector are very weak because health care
has always been a supply induced market.

Of all the qualified practitioners in the
total sample 40 per cent are allopaths 52.5
per cent from Indian systems and only 7.5
per cent from homeopathy. Between the EDA
and EBA again a vast difference as per the
pattern discussed above prevails. Thus in
the EDA of all qualified 53.6 per cent are
allopaths and 42.9 per cent from Indian
systems, and in the EBA conversely only 8.3
per cent are all allopaths (over six times
less than EDA) and a whopping 75 per cent
from Indian systems.

Further, we see that those qualified in
modern medicine tend to locate in EDAs and
in our sample the EDA has six times more
allopaths than the EBAs. The Indian system
practitioners which is the largest group of
practitioners in the country, as also in our
sample, is more or less equally distributed
in the EBA and EDA. The 1981 census also
indicates a similar pattern - the allopaths
in urban areas (EDA) are three times more
than in the rural areas (EBA), and the
Indian system doctors distribution is more
or less similar, 55 per cent in rural areas
and 45 per cent in urban areas (if we
exclude government doctors from the
census data then the similarity with our
sample becomes very close) (census 1981).
The findings of the Ahmednagar study also
support the findings in Satara district. In
Ahmednagar 77 per cent of allopaths were
in EDAs and 23 per cent in EBAs and for
Indian systems the percentage distribution
was 68 and 32, respectively (FRCH 1993).
And in our sample of all the allopaths 94
per cent were in EDAs and of all Indian
systems 43 per cent were in EBAs.

The diversity and complexity discussed
above becomes a serious concern in the
context of the fact that an overwhelming
majority of them, including unqualified, are
practising allopathy. Thus, a major question
which needs to be addressed is how do we
view practitioners of different systems of
medicine, how should they be distributed
in the population ad what type of care should
each group be allowed to administer. While
recognising the advantages that each
system may have, overall it is generally
accepted that modern medicine deserves
the priority it commands today and hence
it should become the basic system of
medicine (until another system establishes
its ‘superiority’) and hence medical
education must produce a single stream of
basic doctors trained in modern medicine
and those who wish to acquire knowledge
and skills of other systems should have the
necessary facilities to pursue those as
electives or specialisations. We strongly
feel that this is an important issue of
concern for policy makers. If some steps in
the direction suggested are not undertaken
with due seriousness then the existing
system hierarchies (with allopathy as
dominant and homeopathy and ayurveda
qualifications serving as a legitimacy to
practice modern medicine or as alternate
to allopathy for the patient when the latter
fails to cure) will continue and quality care
or care with basic minimum standards will
never be achieved.

Related to having an accredited
qualification is the question of registration
with the appropriate authority and renewing
the registration periodically. Legally
speaking registration gives the qualified
practitioner the right to practice medicine
and it is the duty of the concerned authority
to assure the consumers of such health care
that no practitioner without appropriate
registration is treating patients. For
instance, the Maharashtra Medical Council
registers all doctors qualified in allopathy
and permits them to set up medical practice
in the state. Similarly each state or region
has such a council. The Indian systems and
homeopathy also have their respective
councils and give registrations for
practising the relevant system of health
care. The registrations given are not
permanent and are usually for five years
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and it is responsibility of every practitioner
to renew their registration at the
appropriate time failing which the council
can prevent the practitioner from practising.
It is well known that the various medical
councils have been lax and negligent and
have not been performing their statutory
duties. As a consequence the medical
practitioners have also become lax and a
large number of them are practising today
not only without proper registration but also
without the requisite qualifications. All this
then becomes a threat to the patient who
is thrown at the mercy of ‘doctors’ who may
not have the necessary skill and practice
with half baked knowledge. Thus, even
something for which there is a law and an
authority to administer it, it is being
neglected. It is the responsibility for the
State to see that its own constituted
authorities are carrying on with their
responsibilities effectively.

In our study sample we found that only
55 per cent of the practitioners had the
appropriate registration and even from
among all the qualified practitioners only
72.5 per cent were registered. Between the
EDA and EBA the former had 61 per cent of
practitioners registered and the latter 45
per cent and from those qualified the
percentages for the two areas were 68 and
83, respectively. Of course, as mentioned
earlier the EBA has nearly five times more
unqualified practitioners than the ED. All
this clearly demonstrates both the laxity of
the concerned authorities and the
unconcern of the medical profession for
proper standards and quality care for
treatment of patients. The health care
administration needs to pull up its
bootstraps on the one hand and the
concerned medical professionals must take
a lead to put their own house in order on
the other hand.

When people fall ill the first line of contact
is usually the neighbuorhood general
practitioner (GP) or some government
facility like a dispensary or primary health
center or hospital. That the GP is the most
sought after health care provider has been
confirmed now by a number of studies, and
this ranges from 60 per cent to 85 per cent
of all non-hospital care which patients seek
(NSSO 1987; Duggal, Amin 1989; Kannan,
1991; NCAER 1992; George et al., 1993). But
we have already seen above that many GPs

are there in the market place, and more so
in the EBAs where the majority of the
population resides, who may be more a risk
than help to patients seeking care (see
Table 2).

While modern medicine has simplified
treatment of most illnesses and symptoms
to a few drugs (even making many of us self-
prescribers) its commercialization has
brought in more problems than the benefits
it has created. The pharmaceutical
industry and the medical equipment
industry have both caused much harm to
the character of the medical profession.
Their marketing practices have lured a
large majority of medical professionals (and
not the unqualified quacks alone) to
increasingly resort to unnecessary and
irrational prescriptions of drugs, the
overuse of diagnostic tests, especially the
modern ones like CAT Scan, ultrasound,
ECG, etc., and uncalled for references to
specialists and superspecialists (for all of
which a well organised kickback system
operated - the givers and beneficiaries
calling it commission!). These issues, while
they fall within the context of standards and
quality of care, are extremely difficult to
study and hence only anecdotal information
is available. However, through indirect
methods some amount of information may
be derived as was done in one study in
Satara district of drug supply and use. This
study lends credence to the anecdotal
evidences we so far had about unnecessary
and irrational drug prescription and use. We
conclude that there is a very high proportion
of use of unnecessary, irrational, hazardous
drugs and unnecessary injections,
especially in the private sector, to the
extent that 69 per cent of expenditure on
prescriptions is a waste (Phadke et al.,
1995). In the present study such an
exercise has not been possible because we
have focused largely on the supply side and
not looked at usage.

In the preceding section we discussed
the qualifications of the practitioners and
even mentioned that the non-allopathic and
unqualified are in reality largely practising
modern medicine even when they are not
trained for it. This fact is clearly borne out
amongst the sample practitioners where we
see that as many as 79 per cent are
practising only allopathy as against 30 per
cent of the doctors in the sample who are
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qualified allopaths. If we add to this those
practising allopathy along with their own
system in which they are trained then the
total of those actually practising allopathy
becomes 94 per cent. The trend in both the
EDA and EBA is similar with the EBA having
a slightly larger proportion of those who
practice allopathy alone - in the context of
the fact that it has only 4.5 per cent qualified
allopaths amongst its practitioners the
difference assumes added significance.

When we cross-tabulate the actual
practice data with the practitioners actual
qualification we see that almost all the
allopaths practice only allopathy, only 14 per
cent of the ayurveds practice solely their
own system, none of the homeopaths
practised their own system independent of
allopathy and 77 per cent of the unqualified
are practising purely allopathy. The
patterns in the EDA and EBA are similar. A
proxy cross-practice rate reveals that the
qualified allopaths have an insignificant
volume of crosspractice as against the ISM
and homoeopath practitioner. As suggested
in the preceding section something needs
to be done at the policy level about this
crosspractice and the large presence of
unqualified practitioners. Action has to
begin from reorienting medical education
to create a basic doctor in rational modern
medicine and strengthening regulation and
control of medical practice by getting the
regulatory bodies to become active and
committed to the cause of quality and
standards of health care.

The mean number of years of practice in
the overall sample is 10.5 years. There is a
significant difference between the EDA and
EBA with the former having practitioners
with a greater number of years of
experience as compared to the latter. While
the EBA has 68 per cent practitioners with
10 or less years of practice the EDA has 64
per cent of its practitioners who have worked
for over ten years. In the sample 60 per cent
of the practitioners are working in rented
clinics. In the case of EBA practitioners 73
per cent have rented clinics in comparison
to 52 per cent in EDA. Further, in both the
areas about 30 per cent of the practitioners
run clinics in more than one place. (For
those having multiple clinics all data
pertains to the clinic in which the
practitioner was interviewed). One-third of
the practitioners had indoor care facilities

and in the EBA this facility was there in
one-half of the clinics. This difference is
understandable because the EBA is less
likely to have nursing homes and hospitals
and hence individual practitioners do
maintain some provision for day-care
(usually saline drips) or for observation of a
serious patient. In the EDA this is not
necessary because of easy access to
hospitals and nursing homes. Of all those
who have indoor facilities half of them have
one bed and the other half two or more beds.
The EBA has more of the former and the
EDA more of the latter. As regards laboratory
services very few doctors in either area
have them and they usually refer to the
nearest one available. In the EDA a large
majority of the doctors have their own
telephone connection whereas in the EBA
very few do. A large majority of the clinics
are open six days of the week, however the
EBA has many clinics open for all seven
days of the week, and the average number
of hours the clinic is open everyday is
10.11hours with a large difference between
the EDA (about 9 hours) and the EBA (12
hours) (in fact two practitioners from the
EBA stated that their clinic runs for 24
hours!). The differences due to location are
as expected and reflects the nature of supply
of services in the two areas, clearly
establishing that the supply is related to
potential of making profits. Thus, the EBA
does not have laboratory services because
a minimum volume of such cases perhaps
does not exist or more properly cannot be
induced in the EBA market whose
purchasing capacities are much more
limited to make such an investment in the
EBA viable.

The number of cases or patients seeking
care from practitioners has been recorded
in a number of different ways so that it can
give us some methodological insight. Thus,
we first recorded the number of cases
treated on the preceding day, then
questioned about cases (incidence) and old
cases continuing from the earlier month
into the last month (the latter two together
constituting from the monthly caseload),
and the number of cases treated per day
during the monsoon months. Since case
records are not maintained properly by most
practitioners the figures most often are
those reported by the practitioner him/
herself. Therefore, recall plays its role. Our
assessment is that the preceding days
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figures and previous weeks figures are the
most accurate and the others are
approximate. Wherever possible monthly
figures were checked against records
available at the clinics and our judgement
is that the monthly figures are quite
accurate, though an underestimate. Of
course, the most appropriate would have
been to sit through the entire work-day of
the practitioner and record the actual
attendance, but this has not been possible
due to the limited time and resources on
our hands.

The data on workload show that
practitioners are seeing 20 patients per
day, 125 patients per week and 400 cases
per month. During the monsoon months
they estimate that their work load
increases by 63 per cent of a daily average
load of 32 patients. The difference between
the EDA and EBA is substantial. The EBA
practitioner is treating on an average more
patients than the EDA practitioner. This is
perhaps due to the fact that EDA has a
greater concentration of practitioners as
against the EBA. This then allays the
apprehension of doctors that patients are
not available in the backward and rural
areas. The EBAs and rural areas have as
much a demand for health care as the EDAs
and hence there is much sense in
implementing a policy of locational
restriction in overserved areas and
locational encouragement in underserved
areas through, for instance, fiscal and tax
related measures. Further, the question of
a lack of purchasing power, which is very
valid, can also be overcome by involving the
qualified practitioners into a state
sponsored universal health care system
which assures them a clientele and income
through a system of family practice. For the
latter to be successful a statute backed
locational policy for setting up medical
practice becomes essential. Along with this
regulation, standards and quality care are
necessary features.

Visits by medical representatives (MRs)
to clinics and other health care
establishments is an important feature of
the health sector economy. MRs from
pharmaceutical companies are the lifeline
of the drug industry on the one hand and a
source of information or misinformation for
the practitioners on the other hand. The
network of MRs is so well entrenched that

even in the EBA as many as 73 per cent of
practitioners are visited by them. As is
expected the EDA based practitioners are
subjected to more frequent contacts by the
MRs because of the medical market and
especially the drug maker being
concentrated in urban and developed areas.
With the irrational and unnecessary drug
prescriptions being very high, and the role
of the pharmaceutical industry in
perpetuating this calls for a mechanism for
rational continuing medical education for
medical practitioners on the other hand.

Another disturbing feature of medical
practice is the lack of maintaining case
records by the practitioners. Only 38 per
cent of the practitioners had some
resemblance of a record but even these
were not case records in the true sense.
The records were usually just what
medicines they administered and the
charges to be paid by the patient and it was
mostly the latter so that they could keep
track of which patient owed them what
most of these were maintained in dairies
or notebooks. This is again an important
area of policy concern and practitioners
must be legally made liable for maintaining
a proper record of patients diagnosis,
treatment given, prescriptions, charges
levied, etc. Proper records are a must both
from the perspective of the patient as a right
to information as well as for the doctors own
protection to evaluate his/her
interventions especially when there are
charges of negligence and malpractice
against him/her.

While carrying out the field study the
investigators were provided with an
observation checklist to record qualitative
aspect of the clinic. The listing in Table 3
gives the percentage of clinics which
‘scored’ positive on the feature observed.
For instance noise level refers to clinics
which were not noisy or condition of floor
refers to clean and well kept and type of floor
means tiled or display of registration means
‘Yes’ or pharmacy means it exists as a
separate entity etc. The findings are self-
explanatory and show that overall conditions
are not very conducive and that the EDA
clinics are little better off in some of the
features. To improve these general
conditions the role of a regulatory authority
becomes manifest. There is an urgent need
to have provisions as to where, how, what
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features etc., a clinic must have in the
interest of good medical practice and that
of the patients.

Like the observation checklist we had a
checklist for equipment and instruments.
This list was developed in consultation with
a number of medical practitioners in
Bombay. While this list may not be complete
it may also have some items which sound
frivolous to ask and enlist. Nevertheless,
this list may be assumed to be a proxy
minimum requirement that any GP clinic
must meet. The results are evident in
Table 4. Again one sees that certain crucial
requirements are lacking and the
difference between the EDA and EBA in
some cases is sharp. Overall the existing
situation is quite bad - things like
sterilisers, thermometers, examination
table, weighing machine, bed sheets, towels
and napkins, wash basin, etc., are grossly
lacking. Again a need to formulate a
minimum list of equipment which a
general practice clinic must have in the
interest of good medical practice becomes.
Clinics without the agreed upon basic
minimum must not be granted permission
to be set up.

III. Hospitals
Care in institutions like hospitals could

be for the purposes of examination,
diagnose of diseases, curing, surgical
interventions, recuperating, maternity and
related purposes, among other. One can
broadly classify these institutions on the
basis of their (i) bed strength, (ii) locations,
(iii) ownership and (iv) services and
facilities provided. Institutions range from
those having five beds or below to corporate
hospitals having more than 500 beds, which
are set up by corporate bodies as business
ventures. In addition to these are
companies who have their hospitals to
provide medical care to their employees.
Lastly there are hospitals which are run by
NGOs and private charitable trusts.

There is under-estimation of data and the
quality of data available from official
sources is unreliable. There are reasons
to believe that the number of hospitals in
the private sector is much larger than what
the available data suggests. Health
Information of India 1992, claims that there
were only 1,319 private and voluntary
hospitals in Maharashtra, and the Directory

of Hospitals brought out by the ministry of
health listed 1,174 hospitals in
Maharashtra (CBHI, 1992). But the Bombay
Municipal Corporation listed 907 private
hospitals in Bombay City alone (excluding
Thane), on the basis of its registration data
which again is an underestimate. Another
instance of under reporting of data is
brought out by a survey undertaken by
Andhra Pradesh Vaidya Vidhana Parishad,
which found the existence of 2,802 private
hospitals and 42,192 private hospital beds
in Andhra Pradesh in 1993 (Mahapatra P
1993). According to data available with GOI
as on January 1, 1991, however Andhra
Pradesh only 266 private and voluntary
hospitals and 11,103 private hospital beds
level of the total number of health
establishments. The data available is of the
same quality as available at he state and
national level. The Directory of Hospitals,
1988 lists only 47 hospitals and 1728 beds
in Ahmednagar district (CBHI 1988). A
listing of hospitals in the district in 1992
found that there were 274 institutions
having indoor facilities. Out of them 18
were government run, 224 from the private
sector and 12 from the voluntary sector
(FRCH 1993). Primary health centre were
not included in the listing. Data for hospitals
from official sources is very scanty and
unreliable. Many states do not file the
required information and the data that is
provided is incomplete. Due to inadequate
and unreliable nature of data, planning for
the health system becomes inaccurate and
faulty.

Location
There were 49 hospitals involved in the

study sample. From the EDA 31 hospitals
were selected and 18 hospitals from the
EBA. As expected nearly three fourths of the
institutions were located in the urban
areas, which consisted of the two tehsil
head quarters and one other town. Majority
of them were from the EDA area namely
Karad. This was due to the fact that
geographically the town of Karad is well
connected with other surrounding districts
and tehsils, located on the national highway
and boasts of a private teaching hospital.
In the EBA more than 50 per cent of the
hospitals were located in urban area of the
developed taluka. This is reinforced by
other studies, which looked at the location
of private hospitals. A listing of institutions
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in Ahmednagar found that out of the 274
institutions 201 were located in urban
areas and 71 were in rural areas of the
district (FRCH 1993). Another study
conducted in Andhra Pradesh found that the
highest concentration of hospitals homes
were in the towns and cities of the advanced
districts. Even in the backward districts
they were restricted to major towns. The
private sector functions in areas where
there is a paying capacity. The growth of
the private sector in health care is directly
related to the level of economic
development. This link is logical because
it is economically developed areas which
not only provide the market for these
services but also the surplus to invest in
commercial enterprises (Baru R 1993).

The majority of the hospitals were
established during the post 1980s and these
were in the urban areas of the developed
district. Between 1968 to 1978 there were
12.2 per cent hospitals established, between
1980 to 1990, 44.9 per cent hospitals were
established and 42.9 per cent hospitals
between 1991 to 1995. More than eighty
percent of the hospitals in the sample were
established in the 1980s and 1990s period.
During this period the private sector
increases its presence and this growth took
place at a rapid pace. In the Ahmednagar
study too it was found that out of 75
hospitals in the sample 51 percent of them
were established between 1983 to 1991
(FRCH 1993). The growth of private hospitals
can be noticed at the National level also. In
India, during 1974, 16 per cent of the
hospitals and 21.5 per cent of the hospital
beds were in the private sector and rest
were in the public sector. This proportion
increased in 1992 to 57.42 per cent of the
hospitals and 32.22 per cent hospital beds
in the private sector (CBHI, various years).
This clearly bears out that the private
sector increased its presence and became
more dominant in the last two decades even
in the hospitals sector.

The findings with regard to the type of
management revealed that 92 per cent of
them were individual proprietorship, 6 per
cent were run on partnership basis, one was
on a cooperative basis by doctors. All the
partnership run hospitals were in the EDA.
Three-fourths of the hospitals in the sample
were operating from premises, which was
owned by themselves. The doctor was the

administrator/sole incharge of the
institution for all the hospitals in the
sample. The Ahmednagar study found that
out of 75 hospitals 93 per cent of them were
individual proprietorship and 4 per cent
were run on partnership basis. With regard
to ownership of premises 81 per cent of the
premises were owned by the doctor running
it and in only 19 per cent it was on a rental
basis (FRCH 1993). The findings on the type
of management and ownership of premises
clearly brings out the fact that many of the
medical practitioners are progress towards
building their own hospitals. The
phenomena of individual proprietorship of
the hospitals by the doctors has been due
to the increasing number of doctors passing
out from the medical colleges and the fast
returns on the investment in the health
field. There is an increasing tendency to
start self-owned hospitals.

More than 90 per cent of the doctors
running the hospitals were males. There
were only four female doctors in the sample
running the hospitals independently. In
most cases the team found that it was the
husband and wife team running the
hospitals. The phenomena of husband and
wife running the hospital is quite unique.
Discussions with the medical fraternity and
a glance at he matrimonial advertisements
reinforce the fact that in the medical
profession spouses look out for the partners
with a hospital in mind, therefore the
specialization of the spouse become an
important factor. This requires a more
detailed sociological study.

Further examination revealed that in
85.7 per cent of the hospitals patients were
admitted only by the doctor-owner and only
in 14.3 per cent of the hospitals other
doctors could admit their patients. This was
more so in the EDA, whereas in the EBA all
of them were admitting only their own
patients. The findings on the type of
management, ownership for the premises
and admission of patients, clearly brings out
the fact that many of the medical
practitioners progress towards building
their own hospitals.

With regards to the qualification of
doctor/owner it was found that 71.4 per cent
of them were qualified in the allopathy
system of medicine. Out of them 10 were
MBBS, 10 were specialists with MD or MS
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and five were MBBS with some diploma.
Out of the 10 specialists nine were
located in the EDA of the district. This
shows that the doctors with
specialization prefer to set up hospitals
in a developed area. There were 16.3 per
cent and 10.2 per cent of the doctors who
were trained in ayurveda and
homeopathy systems of medicine
respectively. Those qualified in other
systems of medicine were located in the
EBA of the district. All the hospitals owned
by doctors from other systems in the
sample were also providing care in the
allopathy system. This is of serious
concern, as these doctors qualified in
homeopathy and Indian systems of
medicine are not trained in allopathy.
This has taken place since there are no
monitoring mechanism or a regulatory
authority operating in the country.

None of the hospitals were being
registered by local authorities or any
authority for that matter. In Maharashtra
hospitals are legally required to register
with the local governing authority under the
Bombay Nursing Home Registration Act
(1949). The act is applicable to the whole of
Maharashtra, however it is not being
implemented. Many of the local bodies did
not have enough information regarding the
Act and the bye-laws were yet to be
formulated in some. Except for Delhi,
Bombay ad Karnataka none of the states
have any rules, laws, regulations or even
data for private hospitals and nursing
homes. In Delhi there is the Delhi Nursing
Home Registration Act (DNHRA), 1953. In
the above states the various act are not
being implemented for various reasons. In
most of the states in India there are no
regulations for private hospitals and
nursing homes. Despite having one of the
largest private health sectors in the world,
providing 70 per cent of care in India, the
fat that it should function practically
unregulated is a matter of grave concern.

The average number of beds was 11 beds
per hospitals in the study sample. In the
EDA the average was 12 beds as compared
to 8 beds in the EGA. More than fifty percent
of the hospitals had a bed strength in the
range of 6 to 15 beds. Nearly a quarter of
the hospitals in the sample had a bed
strength between three to five beds, most
of them were located in the EBA. It was

generally found that the majority of the
hospitals located in the EBA had bed
strength of less than 15 beds. In the studies
conducted in Bombay and Ahmednagar it
was found that the average bed size of a
private hospital/nursing home was 10
(FRCH 1993; Nandraj 1994). This raises
issues of efficiency and effectivity of
running smaller hospitals.

All the hospitals in the study had OPDs.
This was either for a new cases,
consultancy or for follow-up of the indoor
treatment provided earlier. The average
number of OPD cases was collected for the
previous day, last week and last month. On
an average a hospital was attended to 40.14
OPD cases per day and 185.58 cases in a
week. The OPD attendance was higher in
the EDA by about 2 per cent. Data collected
for the month could not be compared with
actual records and hence there were
substantial problems in reporting by the
respondent because of the long recall period
and hence the data is not usable. The higher
attendance of OPD cases in the EDA is
because people prefer to come to the
developed/urban area in case of major
ailments as specialists are available mostly
in the EDA and also due to referrals by
practitioners and institutions from the
rural areas (see table 6).

Admissions for indoor patients on an
average in a hospital for the last week
worked out to 11 and for the last month 42
patients. The average length of stay of
patients in the hospitals was about 13 days
for patients under care during the month.
The number of days’stay was higher in the
EDA, about 16 days as compared to seven
days in EBA. This could be because the
investment in the EDA for setting up a
hospital is higher and therefore to
maximize returns the hospitals would be
keeping the patient for longer period of
time. This could also be that for major
ailments, illnesses, surgeries, etc., people
prefer to go to hospitals located in the urban
centres in the developed areas which have
specialists and other supportive structures
such as blood bank, laboratories and
diagnostic facilities. The other reasons are
that many patients come from the periphery
to the developed areas for treatment. The
occupancy rate for the month was on an
average 51 per cent of the beds available in
the sample hospitals.
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There are diverse categories of personnel
who run the hospitals. They could be broadly
classified as those with qualification and
those without any formal qualification. The
personnel could be further classified based
on the role they perform. There are doctors,
nurses, paramedics, pharmacist, various
types of technicians to handle the
equipment and conduct various tests and
the other supportive staff like ward boys,
ayas, receptionist, typist, security
personnel etc. The availability of human
power in the hospitals is of prime
importance. Data regarding the staffing
pattern was collected with regards to the
various categories of personnel employed
their number and their qualification. Data
on visiting consultants was also collected.
The full time staff generally consisted of
medical and paramedical workers. They
were doctors, nurses, technicians,
wardboys/ayahbais, receptionists and
others. These are the staff mainly running
the hospitals and those who are employed
in the institutions (See Tables 7 and 8)

Information on the place of residence of
the doctor was collected. It was found that
out of 49 hospitals 38 of the owner doctors
resided in the same premises and of those
not residing in the same premises nine
stayed at a walking distance of five to 10
minutes from the hospital. There were a
total of 69 full time doctors in the hospitals
of the sample. 46 were qualified in modern
medicine and 23 were from other systems
of medicine. More than 60 per cent of them
in the EDA. Out of a total of 23 doctors
trained in other systems 57 per cent were
in the EBA.

Out of a total of 49 hospitals 39 per cent
of them were being run by the doctor-owner
without any assistance from other doctors
or visiting consultants; of these only half
had any specialist qualifications and one-
forth of them (all from the EBA) did not have
a qualification in modern medicine. An
issue of grave concern is that as many as
29 per cent of the hospitals were run by
doctors trained/qualified in the other
systems of medicine and were providing
care using allopathic cures. The BNHRA
(1949) clearly mentions that the hospital
should be under the management of a
qualified medical practitioner or a qualified
nurse. It was generally found that MBBS
doctors prefer to practice with the aid of

either a full time doctor or a visiting
consultant. In Bombay it was found that out
of 24 hospitals and nursing homes only 1
hospital had employed a post graduate
doctor, whereas 10 of them had doctors
trained in other systems. Few hospitals had
provision for the doctors to be present round
the clock. Majority of the nursing homes
utilized the services of visiting consultants
(Nandraj 1994).

The majority of the consultants were
anesthetists, followed by surgeons and those
trained in general medicine. The services
of the visiting consultants were mainly
utilized by those performing surgeries. In
the EBA the visiting consultants would visit
the hospital on a particular date. Usually
the planned operations were performed on
that day. Most of the hospitals that utilized
visiting consultants were located in the
EDA. In some hospitals the consultants
were called when required and in some
they were visiting on a regular basis.

Qualified nurses were in short supply.
There were only three qualified nurses in
the entire sample. Most of them were
employing unqualified nurses. They were
usually women with some formal education
trained by the doctors themselves. Many
doctors claimed that the nurses trained by
them were also assisting them in the OT.
Informal discussions with them also
revealed that they were performing other
tasks in the hospitals such as sweeping,
dispensing of drugs etc. Their hours of work
was very long and working conditions
miserable, with poor remuneration. The
BNHRA (1949) states that a maternity home
should have on their staff a qualified mid-
wife. In the study in Bombay it was found
with regard to qualified nurses only seven
had employed them that too only one nurse
each. Most of them had employed
unqualified nurses who were either trained
by the doctor or had received training for
about three to six months from various
private training institutes which have also
sprung up to meet the needs of private
hospitals (Nandraj 1994).

Other staff present in the hospitals were
technicians, ward attendants, sweepers
and a category of personnel who performed
all the jobs (OT etc.) in the hospital. Thus
generally we see that employment of
qualified staff is an issue of serious concern
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in private hospitals. It was generally found
that the availability of staff was in adequate
and many of those employed were not
properly qualified. Many hospitals
functioned with doctors trained in other
systems of medicine who administer
allopathy treatment in these hospitals.

There have been very few studies
conducted on the services and facilities
provided by private hospitals. Data and
information with regard to the functioning
of private sector is not forthcoming. Figures
regarding cases treated, diagnosis, type of
treatment provided, amount charged etc.
are not easily obtainable from private
hospitals (See Table 9).

Hospitals providing care could be of a
general nature providing basic care or
interventions or may be restricted to
certain specialties. They could be classified
as medical, surgical, obstetrics and
gynecological, pediatric, orthopaedic,
ophthalmic, etc., or a combination of them.
The services could include maternity,
medical termination of pregnancy (MTP),
baby care, intensive care services (ICU),
surgery, day care and other types of
services. The responses with regard to the
services provided by the hospitals for indoor
admissions were open ended under the
broad categories of medical, surgical and
ob/gynaecology (maternity). This gave a
broad spectrum of type of cases admitted in
the hospitals. One of the hospitals were
providing care in certain specialties such
as orthopaedics. Ob/gyn were single largest
service provided in the sample hospitals
with 55 per cent of hospitals providing the
service. It was provided exclusively by 14
per cent of the hospitals. The main services
consisted of care for normal delivery,
cesarean, hysterectomy, abortion, MTP,
DNC, infertility, STD, etc. The major
services being provided was medical care.
The cases treated were mostly for illness
such as tuberculosis, malaria,
gastroenteritis, typhoid, diarrhoea,
dysentery, jaundice, asthma and various
kinds of fevers such as rheumatic fever,
enteric fever, etc. Medical services were
being provided exclusively in 20 per cent of
the hospitals. In 18 per cent and 8 per cent
it was being provided alongwith ob/
gynaecology and surgical services

respectively. Hospitals providing exclusive
surgical services comprised 16 per cent of
the sample, all of them located in the EDA.

IV Minimum Standards
In this section the findings of the study

are compared in the context of the
standards developed for private hospitals
having a bed strength of upto 30 beds. As
mentioned earlier in the review of
literature private hospitals in the country
function without any regulation or adhering
to standards. Standards are not prescribed
nor are being enforced either through
legislation, bye-laws or professional
organizations /associations.

One of the major objectives of the
study was to evolve standards for the
smaller private hospitals functioning in
small towns and rural areas. A medical
doctor, well-acquainted with hospital
administration was consulted to evolve
standards for private hospitals having a
bed strength upto 30 beds. A document
on the physical standards for private
hospital was prepared. This was based
on existing material, visits to private
hospitals, discussion with owners of
hospitals and other doctors. These
standards covered minimum
requirements for running a hospital in
terms of  serv ices of fered,  space,
humanpower, facilities available with
regard to equipment and instruments.
They were evolved keeping in mind both
scientific principle as well as patients
minimum comfort.

For the smooth functioning of the hospital
certain basic requirements are needed.
The environment and infrastructure
related factor and mainly those connected
with the physical structures of the unit, its
location, size, condtion, etc. It also includes
communication facilities such as phone,
ambulance for the transport of patients,
continuous power and water supply etc. The
facility related factors are operation theatre,
labour room, sterilization room, equipment
and instruments. In this section the
findings have been presented under the
following broad heads: Functional
programme; humanpower available;
facilities available and space requirements
and equipment and instruments.
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Funtional Programme

As per the physical standards would for
hospitals certain basic facilities need to be
provided by the hospitals irrespective of the
services being provided.

Emergency Care: The standards clearly
mention that every hospital should be in a
position to provide first aid to stabilise a
victim’s condition for transportation to a
higher or appropriate service in case of
emergency. The hospitals should provide
emergency services for cases such as road,
minor, domestic accidents and those
involving medico legal victims. In the field
bases study we found that private hospitals
were unwilling to treat emergency cases
and those involving accident cases. Only 2
per cent of the hospitals were treating
emergency cases. In 14 per cent hospitals
preliminary treatment was given and the
cases were referred elsewhere. In 33 per
cent hospitals the cases were not admitted
at all but referred directly. In the EBA
majority of the hospitals do not admit the
patients. With regard to accidents cases
majority of them treat only accidents, which
are of a minor nature. They do not admit
cases involving road and domestic
accidents. The doctors like to play it safe
and not get involved in medico legal cases.
This is in clear violation of the ethics of
the doctors and amounts to negligence on
the part of the doctor. They do not want to
even provide first aid and refer the patient
to bigger institution. Most of them complain
that it is because of the various formalities
and procedures involved.

Pathology: There should be provisions in
hospitals or nearby location for minimum
pathological tests to be performed on site
or at a nearby facility. Of all hospitals only
18 per cent had facilities for pathological
examination. These were mainly located in
the EDA and they did routine tests such as
blood, urine and stools. Most of the hospitals
were referring the patients to the private
laboratories in the same village or town. In
another district we found that persons from
the laboratory would come and collect the
samples from the hospitals and bring back
the results. This practice was not found in
Satara district (FRCH 1993). Hospitals
located in the rural areas of EBA were
referring them to laboratories located in
another village or town.

During data collection we found that
many of the pathology laboratories
functioning in small towns or bigger villages
had unqualified persons to conduct the tests.
Many of them conducting the tests were not
qualified to carry out the tests
recommended. In rural area it would be
quite appropriate for the hospitals to have
facilities for conducting certain basic tests,
otherwise proper treatment in such cases
could be delayed. It would also save the
patient unnecessary transport to an urban
areas. The referrals for examination mainly
for diagnostic tests has had an unhealthy
nexus. There is a system of cut system
operating. In Bombay, Pune, Nasik the
laboratory/diagnostic centre gives a cut of
the charges to the doctor referring the
patient. We were not able to collect
information on this aspect in our study, as
the data was not forthcoming. In Karad
informal discussions with the doctors
revealed that sonography was being
conducted rampantly. At one end in rural
areas there are no facilities to conclude
simple tests in the hospitals and at the
other end we find unnecessary
investigation and examinations being
conducted more out of economic reasons.

Blood transfusion facilities should be
available within half to one hour for
hospitals providing maternity and surgical
services. None of the hospitals had facilities
of a blood bank. Blood banks were located
in Karad and Satara towns of the district.
In Karad it was available in the private
teaching hospital and the cottage hospital
run by the zilla parishad. Majority of the
hospitals informed the patient to make their
own arrangement in procuring blood for
either surgery or transfusion. This is major
problem, which the patients face as in case
of a planned surgery or transfusion the
patient has to run around to procure blood.
In case of emergency the problem is worse
especially in the rural areas.

Power Supply: For the running of a
hospital the availability of power supply is
of utmost importance. Those of non-
availability of continuos power supply a
generator should be available. With regard
to continuous power supply it was found that
only in a quarter of the hospitals power was
available without any interruption. Only 24
per cent of the hospitals in the sample had
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of a generator. The non-availability of
continuous power supply to the hospital is
of concern as in certain situations it could
mean life and death for a patient. The
patient is put to a grave risk if power fails.

Water: The majority of the hospitals were
getting water which was supplied by the
municipal/grampanchyat authority and
were having storage facility either
underground or in an overhead tank.

Communication: Three fourths of all hospital
had facilities of a telephone but in the EBA
only 50 per cent of them did so. A quarter of
the hospitals in the sample were depending
on a care-off number which was either in a
nearby shop or situated close to the hospital.
Hospitals which did not have the facility if a
telephone were mainly located in the rural
areas of the EBA. The non-availability of a
telephone for the functioning of hospitals is
of serious concern as in case of an
emergency the communication between the
doctor and the supportive services and with
patients is not present.

None of the hospitals had an ambulance
available. Many of the doctors expressed
surprise at this question as it was assumed
by them that transportation of the patients
was their own responsibility. It should be
the responsibility of the hospital to provide
proper transportation facilities to the
patients especially when they are referred
by the hospitals. In the EBA most of the
patients were transported in a passenger
jeep for those who could afford. It became
more difficult for patients from rural areas
and in case of emergencies. In the EDA,
private ambulances were available. It is
possible for some of the smaller hospitals
to come together and have one which could
be used by all of them. This would be more
beneficial in the areas due to the
transpiration facilities being poor.
Communication and transport facilities
should be a prerequisite for the functioning
of a hospital as the time for providing any
intervention is often critical.

Fire fighting: Fire fighting equipment was
available only in 22 per cent of the hospital,
all of them were located in the EDA.

Humanpower
As seen earlier the availability of staff

for the running of hospitals was grossly

inadequate, and of those available majority
of them were not qualified. Here we
examine the availability of humanpower
especially doctors and nurse in relation to
he standards laid down.

Doctors: The standards laid down were
that there should be one duty medical
officer available for every 20 indoor beds
or part thereof in every eight hour shift.
In hospitals where the qualified owner
doctor is resident the requirement could
be scaled down.

As noted earlier 39 per cent hospitals
were functioning without either a full-time
doctor or a visiting consultant for the care
of the patients. Assuming that the owner-
doctor is resident, it is not possible for him/
her to work for 24 hours. The situation could
become dangerous when the doctor goes out
of the hospital even for a short while. A
qualified doctor is a must for proper care to
be provided to the patient. Out of the 19
hospitals which were run by the doctor-
owner alone, 29 per cent of the hospitals
were being run by doctors trained in other
systems and in 10 per cent they were
operating alone. Out of a total of 14 hospitals
who had a doctor-owner qualified in other
system, two of them were providing services
in ob/gyn and medical services, three
hospitals in medical care, and one surgical
services. It was surprising to note that one
of the doctors was providing care in surgical
services. The practice of doctors trained in
other systems of medicine providing care
in Allopathy system of medicine needs to
be banned.

Such a situation has arisen because
there are no regulations for the functioning
of private hospitals in the country. Anybody
can open hospitals and start practicing and
providing care even if they are not qualified
to do so. With regard to the doctors who were
only had a MBBS it was found that three of
them were providing care for all type of
services and two were providing care in
Medical services, four for all types of care
and three each for only ob/gyn and ob/gyn
alongwith medical care. There were 46
qualified allopaths totally available on a full
time basis who were either employed or
running the hospitals themselves. If we
exclude the owner-doctor of the 19 hospitals
functioning without any full-time doctor we
find that only 27 doctors were available on
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a full time basis for the rest of the 30
hospitals. This practically means that full-
time doctor’s were not available on a shift
basis.

This clearly brings out the fact that the
hospitals are not willing to employ full-time
qualified doctors to tun them. The hospitals
were being run on a purely individual basis
by the doctors with some additional help
from other persons trained by them. This
has come about due to the fact that there
is no accountability and monitoring system.
It is also because the practice of medicine
had become commercialized with fast
returns by not employing qualified staff.
Visiting consultants were not taken for
analysis as many of them were visiting
more than one hospital.

Nurses: The standards specify that there
should be one nurse available for every
seven beds for every eight-hour shift. For
hospitals offering maternity facilities and
emergency surgical facilities two more
operation theater nurses are required on
shifts. In the study the availability of
qualified nurses it was found to be grossly
inadequate. Only two hospitals had three
qualified nurses between them. There were
14 hospitals who did not have either
qualified or unqualified nurses. Comparing
them with the recommendations of nurses
to be available in shifts, even taking into
consideration unqualified one the
availability was only two nurses per
hospital.

Facilities and Space
A hospital should have certain basic

facilities in terms of various zones for the
provision of treatment. These are the
waiting room, dispensary/pharmacy
counter, bathrooms, consulting room,
dispensary/pharmacy counter, toilets,
bathrooms, wards among others. Those
providing surgical services and maternity
services should have an operation theatre,
labour room, sterilisation room, changing
room etc.

Location and Premise: In the study it was
found that 82 per cent of the hospitals were
located near a market place and in 66 per
cent of them were functioning from an
independent building. The noise level in 55
per cent of them was disturbing. The
location and premise of the hospitals play a

very vital role in the recuperation of the
patient. The location of the hospitals near
a market place is due to the fact that the
hospitals would like to attract patients and
be known. Hospitals in a residential
complex pose a number of problems for the
residents living in the locality. For instance,
the garbage is dumped in the common
dumping ground, which could lead to spread
of infections. Also the residential premises
are not suitable for hospitals as the purpose
for a dwelling place is much different from
that providing indoor care, with its wards,
OT, etc. The study in Bombay found that
62.50 per cent of the private hospitals were
located in residential premises, and 12.50
per cent were run from sheds which had
roofs of asbestos, tin, etc. and only 8.33 per
cent had an independent building of their
own. The study further found that 50 per
cent of the hospitals were located in poorly
maintained buildings or were in a
dilapidated condition. In Bombay the
development rules clearly state that
hospitals should have a separate entrance,
as it would not disturb other residents of
the building.

Pharmacy/dispensary: Usually in private
hospitals it is generally found that in the
waiting room premises a place is there for
the dispensing of the drugs. In 27 per cent
of the hospitals there was a place for a
dispensary but the space provided was
inadequate for all the hospitals.

Waiting Room: The waiting and consultant
room are the first entry points of a patient
visiting the hospital. Certain basic
facilities need to be provided for the comfort
of a patient during his waiting. The
environment of the waiting room should be
such that it is pleasing and not congested.

Various types of information need to be
provided. The doctor’s qualification,
registration in the council and schedule of
fees should be displayed in the waiting room
prominently. There should be a proper
system of entry to the doctor’s chambers.
Enough space should be provided for the
patients and their relatives to sit in the
waiting room. The environment in the
waiting room was reasonable in 82 per cent
of the hospitals.

Consultancy Room: The majority of the
hospitals in the sample had facilities of a
consulting room. Only in 28 per cent of the
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hospitals the area was found to be adequate.
It was found that 92 per cent of those who
had a consulting room an examination table
was present and of those 71 per cent of them
had a bedding on the examination table.
Further it was revealed that in 47 per cent
of the consulting room did not have a stool
and only 8 per cent had a revolving stool.
The privacy of the patient is of utmost
importance, especially for women. There
was neither a screen, curtain or a separate
room for examination of patients in 65 per
cent of the hospitals. The privacy of
patients was not given adequate
importance. It is imperative that there is a
wash basin and with sufficient water as the
doctors examine different types of patients.
A wash basin with tap was available in 59
per cent of the hospitals, and out of these
49 per cent there was no water available in
the wash basin.

Wards: The major standards
recommended were that wards should be
separate for male and female patients,
infectious and non-infectious diseases.
There should be a minimum of 70 sq ft per
bed with a minimum distance of 2.2 sq ft
between centres of two beds. The findings
with regard to the wards was conducted of
the general ward. This was done since the
observation of a special room would provide
a different picture all together. It was
generally found that the walls in the wards
were bad, there was sufficient light,
ventilation was not proper, distance
between beds not sufficient, width of the
door less than 3 ft, etc. Three fourths not
having a screen and of those having a
screen it being dirty in nearly most of the
hospitals. Surprisingly in 71 per cent of the
bed pans were not available.

Beds: The conditions of the beds were
observed. It was found that in only 6 per
cent of the hospitals the space per bed was
adequate. It was generally noticed that
private hospitals as far as possible try to
make the maximum utilisation of the space
available. This is done usually at the cost
of patient comfort. The space between beds
is kept as little as possible so that more
number of beds could be put. In 57 per cent
of the hospitals the distance between two
beds was less than 3 ft. This has other
consequence such as the spread of various
infectious diseases within the hospital. In
more than 50 per cent of the hospitals the

bedsheets and pillows were found to be dirty.

Operation Theatre (OT)/ Labour Room:
Hospitals providing surgical services should
have a facility of an operation theatre. The
standards evolved do not differentiate
between a minor and Major OT. Out of 49
hospitals providing care in surgical services
either exclusively or in addition with ob/gy
and medical services. All of them had OT
facilities except one hospital which was
providing services for surgical and medical
care.

There were 27 hospitals providing care
in ob/gyn services seven exclusively,
others in addition to medical and surgical
services. One hospital neither had an OT
or a labour room. In 13 hospitals there were
no facilities for a labour room, the OT was
used as a labour room. In four hospitals
facilities were present of only for a labour
room. All the four hospitals were providing
services in addition with medical services.

Though most of them had facilities of an
OT the area was found to be adequate in
only 11 per cent of the hospitals of those
who had an OT. The minimum requirement
of space for the provision of an OT was 350
sq. ft. The conditions of the OT and labour
room were very bad. OT table was present
in only 71 per cent of the hospitals having
OT facilities. Shadowless lamp was present
in only 39 per cent of them. Lithotomy was
present in 37 per cent of the hospitals. In
64 per cent of them the wall were dirty and
in 49 per cent the ceiling was leaking and
paint peeling off. The equipment was kept
in an unorganised manner in 57 per cent
of the OTs.

Equipment and instruments: Standards
evolved have dealt with equipment and
instruments in great detail inclusive of
minor and major instruments and their
number. The standards have recommended
that a portable ECG facilities should be
available in all hospitals round the clock. For
the purpose of analysis of availability of
equipment and instruments, not all of them
were analysed. It was generally found that a
ECG monitor which is a must for all hospitals,
only 10 per cent of them had the facility. A
steriliser was available in 65 per cent of the
hospitals. The findings reveal that basic
instruments and equipment was available in
more than 50 per cent of the hospitals.
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In hospitals providing OB/Gyn services
nearly a quarter of them did not have
equipment and instruments, which was a
basic requirement. A oxygen cylinder was
available in 52 per cent, labour table in 74
per cent and a suction machine in 81 per
cent of the hospitals. With regard to
hospitals providing surgical services only
39 per cent had a X-ray machine. Oxygen
cylinder was available in 56 per cent of the
hospitals. A Electro cautrey unit was
available in 39 per cent of the hospitals.
None of them had a Boyles apparatus.

The availability of equipment and
instrument is of vital concern. They should
be available in sufficient numbers and be
in a working condition. They should be well
maintained. In the study we found in some
hospitals that they were kept in an
unorganised manner. Basic cleanliness
was not maintained with regard to the
equipment and instruments. Except for a
few hospitals who were storing them in a
cupboard with glass doors, most of them
were leaving it open. In some hospitals
there was more than sufficient number of
smaller instruments such as needles,
thermometer, dressing material, kidney
trays, scalpel sets. In fact the respondent
would laugh at the investigators for asking
such things but at the other end there were
hospitals which were not even these in
sufficient quantity.

The private health sector has grown to
be the most dominant one in the health
sector. This sector’s growth has been
unregulated, unplanned and is not
accountable. This has taken place been the
state did not regulate, monitor to make the
private health sector accountable.
Surprisingly, the functioning of this sector
has been the least examined. There are no
minimum standards laid down for the
functioning of private hospitals in the
country. Even where regulation exists in
paper it is not being implemented. In the
US where the market forces play a
dominant role, there are stringent
regulations for setting up private practice
and hospitals.

Action needs to be taken to bring reforms
in this sector. The suggestions made are
not exhaustive, but touch upon some areas
which need to be looked at in the prevailing

situation. As a first step people should be
made aware of their rights and duties vis-
a-vis the health care system. With regard
to private practitioners, the state and
medical councils should ensure that only
properly qualified persons practice. The
government should endeavour through
licensing and encouragement and proper
geographical distribution of practitioners
and hospitals in the country to prevent over-
concentration in certain areas. There
should be regular medical and prescription
audits. The renewal of license and
registration should be dependent on it.
Records should be maintained properly and
the patients should have access as a matter
of right. Minimum standards and
requirement for various types and kinds of
hospitals and nursing homes should be laid
down and be made legally binding.
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The health services planning in India
is characterised by its failure to take
into account the holistic picture of the
health care services. In the mixed
economy model the social sector is
planned with a view to provide for the
externality and to redistribute the
services in favour of the underprivileged
masses. In the post independence period
the growth of the private health sector
has been tremendous. This is inspite of
the fact that the First Five Year Plan has
clearly set out the purpose of planned
development vis-à-vis the private sector.
The distinction between the public and
the private sector is, it will be observed,
one of  re lat ive emphasis ,  pr ivate
enterprise should have a public purpose
and there is  no such thing under
present condit ions as complete ly
unregulated and free enterprise. Private
enterpr ise funct ions within the
conditions created largely by the State.
Apart from the general protection that
the state gives by way of maintenance
of law and order and the preservation of
sanctity of contracts, there are various
devices by which private enterprise
derives support from the government
through general or special assistance by
way of tariffs, fiscal concessions and
other direct assistance, the incidence
of which is on the community at large.
In fact, as the experience of recent years
has shown, major extension of private
enterprise can be rarely undertaken
except through the assistance of the
state in one form or another (First Five
Year Plan 1951-56,  Planning
Commission, GOI pg. 33). Over the period
this has not happened in the planning
process simply because the planning
commission never had a holistic picture
of the size, distribution and growth
trends in the health care services. India
has probably the largest private health
sector in the world. Even in the USA
about half the resources of the health
sector  are provided by the publ ic
exchequer. Right through the Seven
Five-Year Plan the planners and policy
makers have never discussed the
private health sector, which provides

two-thirds of the health care in the
country. Hence plans and policies are
bound to be limited in their impact.

The private health sector consists of, on
the one hand, private general practitioners
and consultants of different systems
(allopathy, Indian system and homeopathy)
and a variety of non-qualified practitioners
and on the other hand hospitals, nursing
homes, maternity homes, special hospitals
etc. In the hospitals, nursing homes,
maternity homes etc., the private sector’s
share is a little over half of all such
facilities in the country. Besides this there
is the pharmaceutical and medical
equipment manufacturing industry, which
is overwhelmingly private and
predominantly multi-national. There are
also laboratories, which carry tests right
from blood testing to CAT scans. The share
of the private health sector is between 4%
to 5% of the gross domestic product (GDP).
This share at today’s prices works out to
between Rs.16,000 Crores and Rs.20,000
Crores per year.

This paper deals with regulation that
exists in the private health sector. The
implementation of the Bombay Nursing
Homes Regulation Act in Bombay as a case
in point is discussed and subsequently
issues relating to a comprehensive
regulation system for the private sector are
thrown up for debate. Let us make it clear
in the beginning that privatization and
liberalization are not synonymous with lack
of monitoring or of regulation. Even in the
USA with a ‘free market’ operating there
are stringent regulations for medical
practice and running hospitals and nursing
homes.

1. Existing Regulations
The private health sector consisting of

general practitioners, nursing homes and
hospitals involve two thirds of the medical
human power in the country. Despite this
there is hardly any regulation of the
practice of this sector of health. This is
indeed surprising because such activity
cannot be carried out without registration.
The medical professional has to be

Regulating the Private Health Sector
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registered with the Medical Council which
is a statutory body that sets the standard of
medical practice, ‘disciplines’ the
professionals, monitors their activities and
checks any malpractices. The doctors who
decide to set up their own clinics as well as
hospitals, nursing homes, polyclinics etc.,
have to register with the respective local
body. The problem with the above is that
the controlling bodies are virtually non-
functioning. The reason for this is not only
lack of interest but also weak provisions in
the various acts. They are also heavily
influenced by the private health sector.

Another agent in the private health
sector which needs to be regulated further
is the pharmaceutical industry. As a
chemical industry this agent is regulated
to some extent but as a participant in the
health sector it operates virtually
unregulated.

Whereas the public health sector due to
bureaucratic procedures is forced to
maintain at least some minimum
requirements (e.g. they will not employ non-
qualified technical staff, follow certain set
procedures of use of equipment or purchase
of stores etc.) and is subject to public audit,
the private health sector operates without
any significant controls and restrictions.

As per existing law the health sector has
provision for regulation under three
different authorities.

1. The Medical Council: The Medical
Council of India and the respective State
Councils have to regulate medical education
and professional practice. Presently beyond
providing recognition to medical colleges
the Medical council does not concern itself
with the practitioner, unless some
complaint is made and a prima facie case
established. Even the list of registered
practitioners is not updated properly by the
Medical Councils. The national body at
present concerns itself with only
recognizing and de-recognizing medical
colleges whereas the State bodies function
only as registers for issuing a license for
practicing medicine. (The State Councils
also facilitate recognition of private medical
colleges which the National Council has de-
recognized!).

2. The Local Bodies: (Municipalities, Zilla
Parishads, Panchayat Samitis etc.) have the

authority to provide a license to set up a
nursing home or hospital and regulate its
functions. However, besides providing the
certificate to set up a hospital or nursing home
the local bodies do not perform any other
function, inspite of provision in the Act.

3. The Food and Drug administration: (FDA)
has the jurisdiction to control and regulate
the manufacture, trading sale of all
pharmaceutical products. This is one
authority which has been provided some
teeth by the law. But its performance is
most embarrassing. It is ridden with
corruption. Inspite of the ridicule it faced
as a result of the Lentin Commission
Inquiry its behaviour remains more or less
unchanged.

Given this state of affairs the people of the
country are left entirely to the whims of the
goodness of doctors. With highly
commercialized medical practice the latter is
very rare today. In view of the existing health
situation and health practices, regulation of
those who provide health care is an urgent
necessity. Regulation exists in other sectors
so why not in health? Hence there is an urgent
need for strong measures to control and
regulate the private health sector.

4. The Main Features of the Bombay
Nursing Home Act (1949): This act applies
only to private hospitals and nursing
homes. It must be pointed out that the
public health sector has its own internal
regulation based on the Hospital
Administration Manual. As indicated
earlier the very fact of the existence of a
bureaucracy brings about certain
minimum controls and regulation. But this
does not mean that we ignore the public
health sector. Our suggestions are equally
applicable to the public health sector also.

The objective of the Act is to provide for
registration and inspection of nursing
homes. This Act extends to the whole of
Maharashtra. Nursing home means any
premises which is providing for treatment
and nursing of persons suffering from any
sickness, injury or infirmity (and includes
maternity). Anybody intending to carry on
a nursing home shall make every year an
application for registration or renewal to the
local supervising authority which could be
the municipal corporation, municipal body,
district board, district panchayat and other
like bodies constituted by the government.



64

The Act lays down conditions under
which the local authority can grant or
refuse to grant a certificate of registration
to any private nursing home or hospital.
This certificate should be kept affixed in a
conspicuous place in the nursing home.
Detailed information should be provided in
terms of qualified staff, adequate staff,
sufficient or proper equipment and adequate
accommodation, floor space for patient beds,
whether the sanitary conditions are
suitable on its staff a qualified midwife. The
local authority has the authority to refuse
to register to renew registration for any
hospital, or nursing home if it is not
satisfied in terms of the provisions of the
Act. The Act provides that the local
authority formulate bye-laws.

The implementation of the Act by the
Bombay Municipal Corporations (BMC) in
the city of Bombay is in a very sorry state of
affairs. The private hospitals and nursing
homes have over the years become lax in
observing the provisions of the Act because
of the indifference of the concerned
authorities. Redressal can be sought in
government hospitals because of some
amount of accountability and public audit,
but in private hospitals this is not the case.
As a consequence we find that private
hospitals are functioning in a very arbitrary
manner without any control over them.

In connection with the court case
referred to above the BMC has given a list
of hospital and the visits made by their staff
in the last 5 years. This list is not complete
since many of the wards have not filed their
returns. Registrations and renewals have
become mere formalities. Visits are rarely,
if ever, made by the representatives of the
supervisory authority to the nursing homes,
hospitals etc.

There are not many instances of
registration cancelled or refused to any
nursing homes or hospitals. Many nursing
homes, hospitals etc., continue to operate
without being registered. Hospitals, nursing
homes etc., continue to exist in unhygienic
conditions without the basic amenities like
water, proper ventilation, basic equipment,
deficient on various matters. It does not lay
down minimum standards to be followed for
setting up of nursing homes. The rules do
not prescribe any standards for facilities.
The rules have kept the criteria for staff

equipment, accommodation etc., vague by
just mentioning ‘adequate’. It is not that
this cannot be done, since there is a
minimal standard to be followed by govt.
hospitals and nursing homes. For govt.
hospitals there is a manual which provides
indepth instructions about hospital
management. It is divided into chapters
like hospitals, buildings and compound;
casualty services, organization of out
patient wards, operation theatres, X-Ray
department, blood banks, medical records,
etc. Though there is much scope for
improvement atleast they prescribe a
minimum standard. Private hospitals could
be made to follow atleast this to begin with
especially when they charge such
exorbitant fees. The bye-laws which have
been formed are very limited in scope.

What should a comprehensive
legislation seeking regulation
include?

The following suggestions on regulation
encompass the entire health sector.
However, they are not an exhaustive list
but only some major important areas
needing regulation.

(a) Nursing Homes and Hospitals

h Setting up minimum decent standards
and requirements for each type of unit;
general specifications for general
hospitals and nursing homes and
special requirements for specialists
care, example: maternity homes,
cardiac units, intensive care units etc.
This should include physical standards
of space requirements and hygiene,
equipment requirements, human
power requirements (adequate nurse:
doctor: bed ratios) and their proper
qualifications etc.

h Maintenance of proper medical and
other records which should be made
available statutorily to patients and on
demand to inspecting authorities

h Fixing reasonable and standard hospital
and professional charges.

h Filing of minimum data returns to the
appropriate authorities e.g. data on
notifiable diseases details, death and
birth record, patient and treatment data
etc.
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h Regular medical and prescription
audits which must be reported to the
appropriate authority.

h Regular inspection of the facility by
the appropriate authority with
stringent provisions for flouting
norms and requirements.

h Periodic renewal of registration after
a thorough audit of the facility

b) Private Practitioners:

h Ensuring that only properly qualified
persons practice.

h Compulsory maintenance of patient
records, including prescription, with
regular audit by concerned
authorities.

h Fixation of standard reasonable
charges.

h Regulating a proper geographical
distribution and switching over to
family practice.

h Filing appropriate data returns about
patients and their treatment.

h Provision for continuing medical
education on a periodic basis with
license renewal dependent on it.

(c) Diagnostic Facilities:

h Ensuring quality standards and
qualified personnel

various diagnostic tests and procedures.

h Audit of tests and procedures to check
their unnecessary use.

h Proper geographical distribution to
prevent over concentration in certain
areas.

(d) Pharmaceutical industry and
Pharmacies:

h Allowing manufacture of only essential
and rational drugs.

h Regulation of this industry should be
switched to Health Ministry from
Chemical Ministry.

h Formulation of a National Formulary of
generic drugs which must be used for
prescription by doctors and hospitals.

h Ensuring that pharmacies are run by
pharmacists through regular
inspection by the authorities.

h Pharmacies should accept only generic
drug prescriptions and must retain a
copy of the prescription for audit
purposes.

In view of the existing health situation
and health problems and the context of
commercialized practice, regulation of
those who provide the nations health care
is an urgent necessity and this entire
process of regulation must have the end
user (consumer) represented on the
regulating bodies.

Source: Medico Friend Circle Bulletin, 1991

h Standard reasonable charges for



66

At the outset one must bear in mind that
inquiry into the ethics, unlike into the
morals, of medical practice is a thoroughly
rational inquiry. Originally yes. In the
modern world it is no longer so. Medical
ethics is now understood as the code of
conduct acceptable and normal within the
medical profession. Morals, on the other
hand, seem to imply acceptance of a
standard outside that group or profession,
in the form of a spirituality, a philosophy or
a religion. This does not mean that morality
or moral philosophy never influence ethics,
but that ethics must be understood,
analysed and practiced from a rational
standpoint as prevalent within the
profession at a given point in time.
Therefore, in this inquiry there is nothing
given forever in medical practice, and yet,
while practising medicine, there are
acceptable ethical limits beyond which a
medical professional cannot venture
without inviting criticism and even
punishment form the profession as such.

Similarly, a distinction must be made
between the law and ethics. Although the
society demands, and the profession does
comply, that all ethical medical practices
ought to be legal, it is not necessary that
all legal practices are ethical. For instance,
if in a case of medical negligence no real
harm has come to the patient, no legal
action can be taken against the doctor, who
cannot be prosecuted under the criminal
law, and nor can one claim compensation.
However, if the ‘harmless’ negligence
involved violation of the code of ethics, the
profession can take action against such a
doctor. Thus, in short, ethics is something
more than law, a greater law applicable to
the members of the profession than a
codified law applicable to all citizens of a
nation.

Another term that needs clarification is
‘etiquette’. This is often used along with
ethics to characterise a doctor’s
professional behaviour. However, it is also
used to describe conventional rules of social
behaviour in general and in our Indian
context, it is often, and perhaps wrongly,
used to describe certain mannerisms.

Thus, it is always better and less confusing
to use the term ‘professional behaviour’
rather than the term ‘etiquette’ which in
any case is fast disappearing from current
usage in the English language.

Why Medical Ethics?
The Western world in its history of

development initially consolidated four
great professions: law, medicine, the
ministry and university teaching. These
professionalised occupations have their own
internal codes of conduct. Later, many more
occupations were professionalised and they
have, to a greater or lesser degree, codes of
conduct for their respective members. Why
do most professions and the medical
profession in particular need to have a code
of conduct or ethics? What is the social
relevance and role of medical ethics?

The British Medical Association’s
Handbook of Medical Ethics, entitled
Philosophy and Practice of Medical Ethics
(London, 1988), succinctly describes the
doctor’s position vis-à-vis patients and other
members of the society:

Doctors use technical skills and
expertise which the untrained person does
not possess. Possessing these skills gives
him great power over his patients who by
the very fact of being patients are
dependent, ill and vulnerable. In caring for
his patients, a doctor makes a series of
judgements and decisions which patients
have the right to expect are made fairly in
the light of the doctor’s knowledge and
experience.

Thus, the relationship between the
patient and the doctor is inherently
unequal. How does the patient decide what
is required to cure his or her malady and
which doctor possesses the requisite
knowledge, skills and expertise to treat that
illness? If the patient finds the answer after
personally experiencing the skills of a
doctor, it may well be too late. That indeed
was the case before the actual
professionalisation of medicine took place.
Earlier, medicine (which incidentally also
included the nursing component) was

Medical Ethics: Awaiting a Patient’s Movement
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practised by skilled artisans who were
mostly informally trained by other such
skilled artisans. Further, the ‘scientific’
knowledge base of medical practice was not
adequately developed. Thus, quackery and
experimentation were rampant, sometimes
causing great harm to the patients. The
experienced and reputed doctors were
available to the elite and rulers alone, while
the masses were dependent on ill qualified
doctors.

The earliest known code for regulating
medical practice is that of King Hammurabi
in 2000 BC, under which the Babylonian
surgeon was either rewarded or punished
for the results of his efforts, depending on
the outcome and the social status of the
patient. Thus, if the doctor’s action resulted
in the loss of one eye of the patient, the
doctor could be punished by the loss of his
eye as well. However, the code which has
shown durability and is now universally
accepted in the modern allopathic medical
system is the Hippocratic Oath, which was
first a part of the initiation ceremony of
fraternal societies practising healing arts
in the ancient Greek civilisation. Indeed,
the oath taken at the initiation ceremony
also regulated the practise of medicine by
the members of such societies. Unlike the
code of Hammurabi which was a state law,
the Hippocratic Oath was an internal
regulatory mechanism applicable only to
those members of society involved in the
occupation of healing. Thus, it is not
surprising that when medicine was
professionalised in the 19th century, the
Hippocratic tradition of internal code of
conduct was adopted as a logical choice.

The formal recognition of
professionalised medicine came in 1858
when the Medical Registration Act was
passed in the UK. This recognition bestowed
upon the medical profession two major
rights and responsibilities. First, it gave the
profession a virtual monopoly over medical
practice. That is, only those registered
under the Act were formally recognised as
individuals qualified to practice medicine.
Further, it gave an autonomy to the
profession to decide the criteria for
qualification and the control over who could
be permitted to be registered. Thus, medical
education was put under the control of the
representatives of the profession. This
system made it possible for the people to

assess who was the most skilled person to
approach at the time of illness. Second, in
order to get prompt and universal
acceptance the profession highlighted its
internal code of regulation. This internal
code had two regulatory mechanisms. The
first regulated the doctor’s behaviour
towards the patients so that the latter’s’
interests were protected. The other
regulated the relationship between doctors
so that the unhealthy competition which
could tarnish the profession’s image was
kept in check.

Thus, the code of ethics performs
multiple functions for the profession. It
keeps competition between doctors under
control so that the doctor is able to practise.
The doctor, in turn, is made to practise
within the accepted technical standards.
The patient feels safer as he or she knows
that the doctor’s ethics will protect his or
her interests too. This, in turn, adds
respectability to the benevolent image of
the doctor, who indeed is looked upon as a
demi-god. All these taken together provide
a powerful rationalisation for keeping the
monopoly over medical practice with the
medical profession alone, and also make it
possible for the profession to ward off
competition from the ‘outsiders’.

The functions of supervising medical
education and enforcing the code of medical
ethics are performed through legally
constituted medical councils.

Medical Councils

With the Medical Registration Act of 1858
was established the first medical council
in the UK. It was known as the General
Council of Medical Education and
Registration, now popularly known as the
General Medical Council. Fifty-four years
later, the first medical council was
established in India in Bombay, through the
Bombay Medical Act of 1912. Two years
later, the Madras Medical Registration and
the Bengal Medical Acts were passed.
Subsequently, many such medical acts were
passed to cover other provinces. These
provincial medical councils supervised
medical education and had disciplinary
powers to regulate medical professionals.
In 193, the Indian Medical Council Act was
passed and the Medical Council of India was
constituted in order to establish a uniform
minimum standard of higher qualification
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in medicine for all provinces. Many of these
medical acts were replaced by newer acts
after independence, but the functions of the
medical councils have remained
essentially the same.

In India, the medical councils have
signi f icant representat ion from
government officials and government
nominated individuals. For instance, in
the Maharashtra Medical Council, there
are two ex-officio government medical
bureaucrats (the Director of Health
Services and the Director of Medical
Education and Research), five members
nominated by the state government (one
of  them a non-pract i t ioner ) ,  one
member from each university in the
state which has a medical faculty,
elected by members of the medical
faculty of the university from amongst
members who are practitioners, one
member elected by members of the
governing body of  the Col lege of
Physicians and Surgeons, Bombay, and
the remaining nine members elected by
postal  bal lot  f rom among doctors
registered with the council in the state.
Thus, a majority of the council members
are not directly elected by the registered
medical  practit ioners!  This is why
efforts to enforce ethics in medical
pract ice should be directed
simultaneously at the profession and
the government.

However, the enforcement of ethics in
medical practice by the medical
professionals is the sole responsibility of the
state-level medical councils.

What is Medical Ethics?
There are four major principles on

which the modern code of ethics ought
to be based. They are:

(i) the Principle of Non-malfeasance;
(ii) the Principle of Beneficence;
(iii) the Principle of Autonomy; and
(iv) the Principle of Justice.

The Principle of Non-malfeasance
This principle states that one must

do no harm. In other words, the doctor
wil l  never use his or her ski l ls  to
injure or wrong anyone.

The Principle of Beneficence

While the principle of non-malfeasance
is restrict to the non-infliction of harm, the
principle of beneficence calls for actions
involving prevention of harm, removal of
harm, and provision of benefit.

The Principle of Autonomy

This principle recognises the fact that
each individual seeking a doctor’s help is
an autonomous agent and his or her
autonomy in taking decisions during the
process of medical practice must be
respected by the doctor.

The Principle of Justice

This principle is a macro concept that
underlines the social responsibility of the
medical profession. It determines how the
social burden and benefits of medicine
ought to be allocated.

The actual application of these four
principles is not uniform. The rules which
are codified on the basis of these principles
are determined by the extent of social
progress made by the concerned society and
the emergence of a consensus on this
matter within the society and the
profession, in the context of the given state
of medical knowledge and skills, and the
availability of economic resources at a
given point in time. This is so because the
doctor’s capacity to provide benefit is in
direct relation to the average skill and
knowledge available to the profession.
Further, situations can arise in which two
principles might come into conflict while
rendering care to the patients. For
instance, take the case of a woman seeking
sex determination tests to determine the
sex of the foetus in her womb. In this case,
she is not suffering from any disease. She
is not seeking treatment but a service due
to certain socio-economic and ideological
compulsions. She wants to know the sex of
the foetus with the definite intention of
aborting it if it turns out to be female. Thus,
there is here a conflict between the
principle of autonomy and the principle of
which makes it mandatory for a doctor not
to indulge in discriminatory acts. Further,
within the principle of autonomy,
overwhelming social evidence points to the
fact that the woman’s consent is based on



69

socio-economic and ideological compulsions
and thus, is not a voluntary consent. This
ethical conflict has to be resolved by the
profession by weighing various factors in a
rational manner. To us, the resolution lies
in refusing to perform sex determination
testes for two reasons. Firs, the very fact
that the woman is acting under certain
compulsions weakens the principle of
autonomy. The informed and voluntary
consent of the woman is, therefore, not
certain. Second, the principle of not
discriminating on the grounds of sex, caste,
religion, political beliefs, etc., takes
precedence over the weakened principle of
autonomy. Since the doctor knows that
such a service is normally demanded in
order to discriminate against the female,
the doctor cannot collude in such
discriminatory action. Unfortunately, the
profession and its councils in India have
done nothing to evolve a rule of ethics on
sex determination despite the fact that
such tests are rampant and that the
resolution of the ethical dilemma, in this
case at least, is easy from the rational
standpoint. Instead, the profession is
leaving this task to the government, thus
undermining both its reputation and
autonomy.

A brief review of the progress in medical
ethics would bring out the following major
points:

h The doctor-patient relationship is a
social contract. The doctor’s
paternalistic attitude towards the
patient is no longer considered the
correct approach. Today, the emphasis
is on equality and on the patients’
autonomy. The ethics say that patients
come for help and advice, and therefore,
the doctor should try to win their trust
and confidence by trusting and
understanding the patients’ judgments
about themselves. In the US, several
groups including the American Hospital
Association have put out a statement
of patients’ rights which is based on the
premise that the observance of these will
contribute towards more effective patient
care, and that the patient himself is an
integral part of the healing process (see
Bos1 for an abbreviated version of this Bill
of Rights).

h The doctor is required to keep all
information about the patient in strict
confidence. This principle of confidentiality
is broken only with the patient’s consent.
In certain exceptional circumstances,
such as when required by law to prevent a
serious risk to public health, this principle
may be violated without the patient’s
consent. Even in such cases a rational
justification for disclosure must be provided
by the doctor to the patient.

h Informed consent is another area in which
great progress has been made. It is now
accepted that the patient must be made to
understand various options available in the
investigation and treatment of his problem
and then allowed to voluntarily choose from
these options. Even if the patients’ choice
differs from the doctor’s preference, the
same should be recorded but he patient’s
choice respected.

h Thus, informed consent makes the
doctor’s ‘paternalism’ an exceptional
situation and not a rule. There are six
aspects related to consent:

h The consenting individual should be a
major (in the case of a minor, the
parents or guardian) and should be
mentally sound

h The consent ought to be voluntary or of
free will without any compulsion

h It must be informed consent in the
sense that all options must be
explained with their advantages and
disadvantages. The ultimate choice
must be that of the patient and the
doctor’s role should be that of adviser

h It has to be an intelligent consent and
the same should be verified by the
doctor by ascertaining that the patient
has understood all the ramifications

h The consent should be specific. It
cannot be a general consent to undergo
any treatment under any
circumstances

h Sometimes, the consent can be
implied. But this element is
controversial and may not be
sustainable. Thus it is safer to obtain
an expressed or written consent.
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h The doctor’s relationship with the state
is now more specifically defined as
codes governing a doctor’s relationship
with prisoners, with cases of torture,
etc., have been adopted internationally.
It is now accepted that while the doctor
may be employed by the state, the state
has no place in the doctor’s loyalty and
service in his or her role as a
physician. For a doctor, the welfare of
the patient is of greatest importance.
In any conflict between a state order
and loyalty towards and welfare of the
patient, the latter always takes
precedence. Thus, the doctor must
refuse to participate, assist, or in any
manner collaborate in any form of
torture or in death penalty (see Box 2).

h The doctors are expected to behave with
honour and propriety towards theire
pateitns, other doctors, and the rest of
society. Therefore, the doctor’s primary
responsibility is to his patients and
other considerations are to be
subordinated to this responsbibility

h The professional advice offered by a
doctor to a patient must not be
influenced by financial or other benefits
offered to professionals by commercial
organisations whose products or
services are being recommended by
those professionals.

Medical Ethics in India
The medical profession in India is in the

grip of a severe crisis in terms of medical
ethics. This, in fact, is an understatement.
Anyone with first hand experience of the
system of medical care in India would
realise that medical ethics as described
above and as encoded in a detailed ‘code of
medical ethics in India’, are rarely followed.
To begin with, there is no principle of
justice. According to the 1981 Census, only
27.2 per cent of all qualified allopathic
doctors are located in rural areas where
over 70 per cent of the population resides.
Although government statements do
recognise such skewed distribution of
medical humanpower, the profession has
shown no concern. The medical councils
have devised no rules to even marginally
correct the situation. Everybody is waiting
for the market to change the situation, but
the market is not obliging. In fact, from

1961-1981 (i.e., over three decades) the
number of doctors located in rural areas
declined! Indeed, this situation demands
that the profession must take positive
action, invoking the ethical principle of
justice to make doctors’ services available
to those who have no access to them.

Although medical practice is in the hands
of professionals who are supposed to follow
an average standard of care as the
minimum, there is no mechanism to
oversee the skills or competence of doctors.
This situation actually hits at the very
definition of the professional. Some studies
by Dr. Uplekar of the Foundation for
Research in Community Health of doctors
in Bombay show that they have a grossly
inadequate knowledge of highly prevalent
diseases like tuberculosis and leprosy as
well as of the standard treatment for these
diseases. In fact, the technical competence
of doctors is a major ethical problem of the
profession in India today. Incidentally, even
in a country like the UK, this problem was
recognised only in the late 1970s. It is
estimated that in the UK, 10 to 15 percent
of independently practicing doctors are
normally incompetent. A study in Canada
found ‘serious deficiencies’ in the medical
records or nature of care of 8 per cent of
the doctors studied. As a result, the General
Medical Council in the UK has now devised
special mechanisms to identify both
competent and incompetent doctors, to
upgrade the skills of the former and
rehabilitate the latter. Similarly, practicing
out sick doctors also form a significant
proportion. For them, too, the GMC of the
UK has a mechanism for identification,
treatment and rehabilitation. However, in
our country, the medical councils have
absolutely no provision in this regard and
usually wait for someone to suffer, bring a
case to the council and then, in exceptional
circumstances, take action against the
doctor. But there is no means of
rehabilitating such doctors.

In our country the doctors have shown
almost complete subservience to the state.
Even where there are exceptions to this
rule, the medical profession has done
nothing to protect those who defied the state
to uphold medical ethics. For example, the
excesses committed during the Emergency
in the population control programme are
well known. But the profession has failed
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to ask one question: how can a doctor
ethically perform sterilisations knowing
well that the person’s consent was given
under duress? In another case, an epidemic
in one of Delhi’s slums was responded to by
the state with a programme of mass
vaccinations. The medical profession was
aware that such vaccinations were not
useful and perhaps even harmful during
such an epidemic. But the profession chose
to collude with the state’s populism. It was
reported that a few doctors in Delhi’s
hospitals did protest, but were promptly
transferred. Here, too, the profession did not
come forward to protect them in spite of the
fact that they were upholding medical
ethics.

Over 80 percent of the doctors in our
country work in the private sector. An
overwhelming number are independent
private practitioners. Fifty six percent of
hospitals and 30 percent of hospital beds are
in the private sector. In spite of this there
is no regulation and quality control. Even
when laws are passed, they are rarely
implemented. For a private practitioner,
there is no limit on the number of patients
to whom he or she can ethically provide
medical care.

Furthermore, until recently the
profession believed that the doctors in the
private sector could refuse to attend to
injured patients and medico-legal cases. It
required a judgment from the Supreme
Court that to attend to such cases was the
‘total, absolute and paramount’ duty of all
doctors.

The organisation of medical practice has
undergone profound changes. The rules of
ethics provide that the consultant play a role
of a specialist to whom the general
practitioner or the family physician refers
cases for advice, diagnosis and the line of
treatment to be pursued. And this rule is
one of several codified in the code of ethics
in India. However, as Dr. C.N. Chandrachud
in his Memoirs of an Indian Doctor
observes:

It is common for a consultant to see
and examine a patient without being called
in by a general practitioner. A consultant
often deals directly with the patient and
carries out further the job of giving
injections, etc. I have known consultants
who have maintained dispensaries and

dispensed medicines much against the
rules. Some of the consultants have almost
made it a rule to ask a patient to seek
consultation after a week or fortnight and
tempt the patient with the offer that the
fees for the next consultation would be half
of what was charged for the first
consultation.

Such poaching of patients, declared
unethical by the profession, is now a rule
rather than an exception.

Similar observations can be made on
irrational medical practices. In India, over
50,000 drug formulations are marketed by
the industry. The All India Drug Action
Network has declared a majority of them
irrational. However, the profession
recklessly continues to use such irrational
combination drugs and often banned and
hazardous drugs to treat patients.

The issue of informed consent is almost
non-existent in our country, so much so
that there is little talk about it. Even the
consent, leave alone information, is
obtained in a non-specific manner before
an operation and the signature is obtained
on a paper stating that the patient is ready
to undergo whatever is necessary and
under any anaesthetic! The information
component is dispensed with under the
plea that in our country the majority are
illiterate and cannot understand what the
doctor is attempting to do! Moreover, the
doctor is far too busy to spend time
explaining the nature of these
investigations and the treatment to the
patients.

Any discussion on medical ethics would
remain incomplete without referring to the
relationship between doctors and the
medical industry. It is now well known that
the educator of doctors is the industry which
interacts with them from the time they are
in medical college. There is hardly any
medical gathering which is not sponsored
by the industry. This nexus is so well
established that doctors have come to be
seen as sales agents of the industry.

This harsh judgement is more to describe
the unethical practices rather than to cast
aspersions on doctors, many of whom have
refused to subordinate their profession to
commerce. However, the fact remains that
such an unethical relationship with the
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industry does exist and is becoming wide
spread.

The commercialisation undermining
medical ethics is now well known.
Consultants taking over some function of
general practitioners is only on instance.
They also try to attract patients directly
without any referral from general
practitioners. As a result, the general
practitioners have worked out their own
arrangement! In Bombay, for instance,
many now charge a ‘cut’ from the
consultants for referring patients. Such a
‘cut’ is also charged form the industry by
doctors in the form of free samples, gifts,
foreign tours, and so on. Similarly, a nexus
exists between the drug stores, pathology
laboratories, diagnostic centres and doctors.
That is not a ‘defensive’ measure by doctors
to protect themselves from malpractice
litigations, which is evident from the
negligible number of such suits in court,
but a means of augmenting their profits.
All this adds to the cost of medical care in
the private sector.

Further there are few independent
practitioners who maintain complete
medical records of patients treated by them.
Indeed, a case paper for each patient in
general practice is now a rarity. Providing
a receipt for money charged without the
patient asking for it is also rare.

Organ trade is another pernicious
practice in the profession. The trade in
kidneys has been widely reported. Here the
issue is not of organ transplantation, but
the ethics of buying a kidney from an
unrelated living individual who is selling it
due to economic compulsions. Such
practices have been reported from many well
known private hospitals but the medical
councils have turned a blind eye to them.
A. K. Salahudeen et al., in their study
entitled High Mortality among Recipients
of Bought Living Unrelated Donor Kidneys,
Lancet, 22 September 1990, have shown
that 130 patients from three renal units in
the United Arab Emirates went to Bombay
between June 1984 and May 1988 to
purchase through brokers kidneys from
living unrelated Indian donors for the sum
of US$ 2,600 to 3,300. There was
significantly high mortality rate by the end
of one year after transplantations. This
shows that not only is Bombay becoming a

centre for kidney trade, but that even in
the prestigious private hospitals this
unethical conduct is being performed under
such deplorable conditions that the
mortality rate is so high. Indeed the
unethical practice helps doctors to increase
their incomes but normally does not benefit
the patient. In fact, since ethics are
primarily to protect patients, their violation
is bound to harm them both economically
and financially.

Commercialisation breeds unhealthy
competition as also unethical
advertisements. As new specialisations and
new technologies are introduced, those who
invest their money in them make all
attempts to utilise them to the fullest. The
code of ethics does not prohibit institutions,
hospitals, nursing homes and diagnostic
centres from advertising their services. But
it does clearly forbid doctors from doing so.
However, even doctors have indirectly
and, to a lesser extent, directly started
advertising their own skills. This is
done in many ways:  by pr int ing
advertisements in the newspapers about
their professional visits to certain areas,
by distributing hand bills to people’s
homes through the newspapers, and
more obviously, by giving interviews in
the media about their specialised skills,
particularly if the work is in the area of
providing ‘serv ices ’  l ike sex
determination tests, cosmetic surgery,
etc., and finally, by giving the institution
the same name as that of the doctor
running it.

In our country the list of unethical
practices cannot be exhaustive simply
because one has to depend more on
observation rather than hard scientific
facts. This must be emphasised because
there is hardly any substantial research in
the ethics of medical practice in India.
However, all ethical doctors are aware that
there is something terribly wrong in the
profession; though very few of them will be
ready to acknowledge it publicly. Many are
afraid they might be branded as traitors by
their colleagues.

Although commercialisation has
undermined ethics, it has also created
conditions for initiating a battle against
unethical practices. It has done this by fast
uncovering the garb of nobility that
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surrounds the profession. People are now
beginning to realise that doctors are not
‘gods’ they are expressing their
dissatisfaction with the care they receive,
thus setting the ground for a patients’
movement demanding ethical and quality
care that is moderately priced. That is why
the past decade has seen more litigations
against malpractices than ever before and
more cases are being brought to medical
councils for disciplinary action. However,
this is still only a drop in the ocean. During
the course of our work through the Medico
Friends Circle (Bombay group) in helping
victims of medical malpractice, we
encountered many cases of unethical
practices. Ten such instances are cited as
examples.

Case One
A leading cancer specialist in a reputed

private hospital in Bombay advised an
elderly patient to undergo surgery, despite
the fact that a reputed cancer specialist from
the USA had advised the patient not to
undergo surgery of the abdomen as the
cancer had spread extensively.
Nevertheless, the surgery was conducted,
by the said specialist’s assistant. Although
he himself was in the adjoining theatre,
he did not even look in on the patient being
operated. When complications developed
after surgery, the specialist refused to
accept that the hapless woman was his case
and did not visit her even once. She
suffered and ultimately died. But her
husband received a bill of Rs. 5,000 as the
operation as the operation charges of the
said specialist from the hospital.

In this case, the doctor insisted on
surgery in spite of protests from the
patient’s husband. He did not perform it
himself but the hospital charged a fee on
his behalf. He disowned the patient
completely and did nothing to take care of
her. On all these counts, his behaviour was
ethically questionable.

Case Two
A patient was admitted in a private

hospital for heart bypass surgery. The
patient wanted the best specialist in the
field, who was identified and contacted. He
accepted the case and agreed to perform the
surgery. However, for two days there was
no news of his whereabouts, although the

patient was kept ready for surgery, and on
one occasion even taken to the operation
theatre. Another doctor informed the
patient’s relatives that the specialist was
not satisfied with the official fee to be paid
through the hospital. They were advised to
meet him personally. When they met him
in his private consulting room he demanded
Rs. 30,000 in cash. After some protest, the
desperate relatives agreed to pay and the
operation was fixed for the following day.
The patient was once again prepared for the
operation but once again the specialist
failed to arrive. The patient died of a heart
attack later the same day.

Case Three
A 14 year old child was admitted to a

hospital for heart surgery. The doctor
operated on him and inserted an artificial
heart valve. However, his diagnosis was
wrong. The child was in fact suffering from
some other disease of the heart, and died
on the operation table. To conceal the fact
that the case had been wrongly diagnosed,
the doctor made the pathologist change the
histopathology report of the heart. It was
also found that he had charged almost 50
percent extra as the price of the valve
purchased by him.

Case Four
A woman suffering from bronchial

asthma visited an ophthalmologist for some
complaint. The doctor recommended eye
drops which when administered produced
a reaction. Fortunately, the woman survived
as prompt care was made available. As the
problem with her continued, she visited the
doctor again and after two months the same
eye drops were prescribed by him, although
he was aware of the consequences the time
before. This time the reaction killed him.

Case Five

An elderly woman approached a
specialist for the problem of kidney stones.
The doctor advised her to opt for stone
crushing by the lithocrite machine method
is she could afford it, and since it was an
alternative to surgery, the woman agreed.
The doctor used the machine himself
although he did not have the requisite
training. The patient was sent home and
the doctor left the city without appointing
anyone to take follow up care of the patient.
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The woman developed fever and was
ultimately admitted to the intensive care
unit in a serious condition. The first scan
report suggested pus formation in the
abdomen. But the doctor preferred to wait
and ask other specialists to give their
opinion. After several days, the patient’s
worried relatives felt compelled to call in a
surgeon who was a family friend. He was
surprised to see that such a serious case
of peritonitis had not been operated upon
sooner. Two days after his visit, the
operation was performed and the patient
kept in the intensive care unit. Two days
later the patient died. At the time of her
death, the ICU’s monitoring system was not
functioning and the private nurse appointed
was asleep in the next room. The patient
was discovered dead by a ward boy who in
turn informed the patients husband who
was outside the ICU.

Case Six
A very obese woman in her early 40s

advised a hysterectomy in a charitable
hospital. A gynaecologist attached to the
hospital persuaded the woman to have the
operation in her own private nursing home.
The nursing home was ill equipped to
operate on such high risk obese women.
During the operation, the relatives were
suddenly asked to produce two bottles of
blood immediately. Unable to comply at such
short notice, they lost the patient.

Case Seven
An elderly woman was operated upon for

heart bypass surgery. A day after the
operation she suffered a myocardial
infarction but this was not disclosed to the
patient or her relatives. Ten days later she
was discharged and asked to exercise
regularly to recover from the operation.
This she did despite the intense discomfort
it caused. Within a fortnight she developed
plains in the chest. When she visited the
doctors they made her wait for several
hours and when she was finally examined
it was by the doctors’ assistants. It was
when she died that the husband discovered
that the doctors had concealed the true
state of her health from him and did not
tell him that in fact the bypass operation
had not been successful.

Case Eight
In a casualty unity of a public hospital,

the police brought in a young man who had
been arrested on stealing charges and kept
in jail. The doctor found injuries on both
extremities, and blackening of the skin of
both wrists and thighs. All four limbs were
tender, swollen and on arm had a wound as
well as an abrasion measuring 3 inches.
He complained of pain in the abdomen,
vomited several times, and his blood
pressure was high (150/100). While the
doctor talked to the patient and examined
him, a policeman was present all the time.
He was given a Sulpha drug and analgesic
tablets, and returned to the custody of the
police. Five days later he was suddenly
released by the police in a very serious
state of ill health. He was taken to another
public hospital by a relative where he died
the next day. In this case the doctor was
responsible for not allowing a free
relationship between the doctor and patient
to develop. With the police present at all
times, the patient could not tell the doctor
that he had been tortured. Further, despite
the nature of the injuries, suggesting
systematic infliction by a blunt object, the
doctor failed to diagnose or even suspect
torture. Finally, the doctor did not even
regard high blood pressure and sever
vomiting as sufficient causes for
hospitalisation. He returned the patient to
more torture and eventually death.

Case Nine
In a tribal area in Maharashtra, we

encountered a PHC doctor who enticed the
tribals with toddy and country liquor as
incentive to undergo sterilisation. This was
also done by the paramedical staff to meet
their targets.

Case Ten
Certain non-medical friends happened to

be present at a PHC in Maharashtra when
a case of organo-phosphorous poisoning was
brought to the doctor. It was a case of
attempted suicide. One of the two doctors
on duty wanted to treat the patient as the
injections were available at the PHC.
However, the senior doctor refused as it was
a medico-legal case. The patient was taken
back untreated and died a few hours later.
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Conclusion
These cases have been cited not to show

the extent of unethical practices but to
illustrate the nature of such practices in
the medical profession. From our
experience in helping victims of medical
malpractice, for each case reported there
are numerous others which go unreported.
This is because only a very small minority
of those who suffer realise that they have
been victims of unethical practices and
negligence. And of those who do, only a
small number find the courage and time to
report. And of those who do report, only a
few decide to take the courts. Further, most
of the cases which are reported are those
in which the patients have either suffered
great harm or have died. Closer monitoring
of medical practice by doctors in India would
reveal findings that would not only shock
the world but cause the medical profession
to hang its head in shame.

Lack of space does not permit a
reproduction of the Indian code of medical

ethics. Suffice it to say that it is an
extensive document covering every aspect
discussed in this paper – and much more.
It includes a declaration which is given to
each applicant at the time of registration,
and which asks of the applicants to pledge
to consecrate their lives to the service of
humanity. The code covers certain general
principles, duties of physicians towards
patients, towards fellow physicians, their
duties as consultants and their
responsibilities in case of breach of ethics,
their duties towards the general public, and
finally, the disciplinary action to which they
themselves can be subjected.
Unfortunately, it appears this document
remains on paper alone. It is time that the
code of ethics is taken seriously, both by
the professionals and the patients. The
profession seems to be in the grip of
commercial interests to such an extent that
here is little hope of it carrying out reforms
on its own. Only a powerful patients’
movement could be expected to uphold
ethics and press for reforms within the
profession.

Source: Voluntary Health Association of India, 1992, State of India’s Health, New Delhi, VHAI.
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The Supreme Court and Cross
Practice

Market place medical practice, the
sacred mantra of the medical profession in
India, has caused a baffling situation once
again. The Supreme Court has asserted
that practising medicine in violation of the
law constitutes negligence per se. Cross
practice ‘where a homeopath or an ayurved
uses allopathic drug and vice versa’ is now
illegal.

The case, which originated from Bombay,
involved a homeopathic doctor who treated
a patient with allopathic medicine, and
when the patient deteriorated, transferred
him to a nursing home, which in turn, as
is their usual practice, transferred him to
a major hospital where he died. The
consumer courts consulted medical experts
and came to the conclusion that there was
no negligence involved in the treatment.
However, a Supreme Court bench
consisting of two judges ruled that the cross
practice per se violated the Indian Medical
Council Act and not only attracted
imprisonment, fine or both, but also
constituted medical negligence. They
awarded a compensation of Rs. 3,00,000 and
costs of Rs. 30,0001.

Distribution of doctors in rural India
There are almost a million doctors in

India. Sixty percent are qualified and
registered non-allopathic doctors. There are
an additional quarter – to half-a-million
‘doctors’ not having any recognised
qualification. While a section of the
overmedicated rich and middle classes is
turning to non-allopathic systems for the
treatment of certain specific ailments, our
rural masses are in a grip of an
unprecedented wave of allopathic
medicines and injections. According to 1981
Census, sixty-one percent of non-allopathic
doctors practised in rural areas in
comparison to only twenty-one percent of
allopathic doctors. These figures do not
include the unqualified practitioners, a big
majority of whom also practice in rural
areas. However, one thing common to
doctors of all systems is that around ninety

percent of them are in private practice2 and
they share great responsibility for both
creating and catering to the craze for
allopathic medicines and injections.

Further, with the rise of the non-
allopathic pharmaceutical industry and its
marketing of drugs in the same manner
as is done by the allopathic drug firms,
allopathic doctors are not increasingly
using homeopathic and ayurvedic drugs.
Cross practice has ceased to be an
aberration and is almost the nor-created,
cultivated and propagated by our profession
with impunity. Given the market demand
for allopathic therapy, the Supreme Court
judgement will predominantly penalise
non-allopathic doctors, but no stratum of the
profession can claim innocence.

Arguments for and against cross
practice

The Supreme Court has taken a legal
position. The law of the land restricts the
practice of medicine to that branch in which
the practitioner has been trained. This is
being violated. It doesn’t matter that it has
been violated for so long. Since somebody
asked the Court for remedy, it was their
duty to uphold the law. It has non-ordered
the non-allopathic doctors to stop practising
medicine. It merely asks them to practice
what they are qualified to do. Another
argument against cross practice is the code
of ethics, which clearly demands that the
practitioner not claim or practice what he
is not qualified for. There are dangers posed
to patients by cross practice. Yet another
argument against cross practice is that it
allows non-allopathic doctors to use a back-
door entry to allopathic medical practice.

Situations are created by the
unscrupulous who train thousands of
doctors in a non-recognised discipline and
then on humanitarian grounds, demand
that their products be absorbed in the non-
allopathic stream of doctors, knowing full
well that they will end up doing allopathic
medical practice.3 There is a strong
sentiment in the public mind against such
crass and hazardous commerce in medical
education. The Indian Medical Association,

Cross Practice at the Cross-roads
Amar Jesani
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dominated by allopathic doctors, has not
considered this judgement important
enough to mount a campaign like that
started by them against the consumer
courts. One can imagine the secret glee of
the allopathic who stand to be the sole
beneficiaries of injection mania.

The panicky non-allopathic doctors have
on the other hand suddenly discovered that
they are playing a socially useful role.
Following the judgement, we were
approached by their associations and many
individual doctors to get hard data on the
total number of doctors and their rural-
urban distribution. There was jubilation
when they discovered that their fraternity
has a better record than the allopathic
doctors in locating their practices in the
villages. While the consumer movement
has generally welcomed the Supreme Court
verdict, some doctors have come out in
opposition. They are justifiably worried that
if the non-allopathic doctors are denied the
right to practice allopathy, the millions of
underserved Indians in our villages, who
are not looked after by the allopathic, will
suffer. Some community health activists,
the pioneers of de-mystified and de-
professionalised primary health care, have
also shown muted opposition to the
judgement as it would restrict the right of
community health workers in the Non-
Governmental Organisation health projects
to use allopathic medicine and would, thus
adversely affect their work.

Status quo or change?
Clearly, both sets of arguments have a

grain of truth. But more importantly, both
sets, in the final analysis adhere to the neo-
liberal market approach. The legal position
restricts medical practice by trained and
registered doctors strictly to their
disciplines knowing full well that were they
to do so, the access to health care by the
under-served villagers would be severely
restricted by virtue of the fact that
disciplines other than allopathy have no
means for treating a person bit by a rabid
dog or stung by a scorpion or so injured as
to run the risk of developing tetanus (to give
but three common examples). Non-
allopathic doctors are only interested in
maintaining status quo, the better rural-

urban distribution of their doctors forming
a convenient cover for respectability. They
are neither bothered about the financial
barrier to access created by the market nor
the quality of care provided by them.

The solution?
It is clear that the profession is in a big mess.

It is time firm steps were taken to rationalise
medical education and the care of the sick,
especially those in our villages. The minimum
that needs to be done is to standardise the basic
qualification of all doctors so that back-door
entry, cross practice and a multiplicity of
medical councils are given a decent burial.
Basic, primary medical education that equips
a doctor to be a competent general practitioner
should incorporate the best of all branches of
medicine – ayurved, homeopathy, unani and
allopathy. This integrated form of training
should be uniformly imparted throughout the
country through a single class of medical
colleges. All other medical colleges must be shut
down. For the needy sick of this country there
is nothing to be gained by defending the market
interest of one set of doctors against others.
Their interests will be served only when there
is free and easy universal access to good quality
basic medical care.

Such change is not easy to achieve but
unless this is done, the logic of the market
place and market-determined tort law will
continue to hurt the profession. The Supreme
Court verdict may turn out to be a blessing
in disguise. Any adverse effect of the
judgement on the access of the populace to
health care must be countered. But such a
fight should not have as its goal a
continuation of the present anarchy of
practising medicine whatever way one
please.
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The sine qua non in the health sector
today is “Quality”.  In our country, too,
there seems to be a growing urgency
amongst health care providers for
promotion of effective and efficient
health care.   This  process is
accentuated due to the increasing
demands placed on the providers for
qual i ty  medical  care by people,
especially the middle class.  As a result,
new and different ways of understanding
qual i ty ,  new approaches to i ts
measurement and implementation are
cont inuously emerging within the
health care del ivery system. One
approach, which is gaining momentum,
is the process of accreditation.

What is accreditation?

Accreditation is a process wherein
standards are set and compliance with
them is measured. According to C E
Lewis, accreditation is “professional and
nat ional  recognit ion reserved for
facilities that provide high quality health
care”. This means that the particular
health care facil ity has voluntarily
sought to be measured against high
professional  standards and is  in
substant ia l  compl iance with them
(Lewis C.E.  in Scr ivens El l ie ,
“Accreditat ion:  Protect ing the
professional or the consumer? 1955).

In simple terms, we can say that
accreditation refers to a voluntary
process wherein the functioning of a
participating hospital/nursing home is
accessed against set standards.

Efforts are being made around the globe
to develop accreditation as one of the
alternatives to improve the quality of care.
Since its origin in 1917 in the United States
of America, where it has presently
developed in to the Joint Commission on
Accreditation of Health Care Organisations
(JCAHO), accreditation has also spread to
countries like Canada and Australia,
Countries such as the United Kingdom,
South Africa, New Zealand, Spain, Israel,
Taiwan, among many others, are also

engaged in the process of developing their
own accreditation system.

Accreditation in India
While understanding this concept in the

Indian context, we must bear in mind that
private hospitals and nursing homes are an
important link in the health care delivery
system, and also consider the pivotal role
played by them in the provision of health
care services. The present paper mainly
aims at raising issue which could come up,
while exploring the possibility of
establishing an accreditation system in our
country, especially in the city of Mumbai.
The initiation of such a system requires
us to gain a deeper insight into the various
areas relating to the role, structure and
functioning of the system, as well as
implications of the system for the various
constituents. Apart from the role the system
plays the manner in which it operates
works on the basic tenet that the system,
which is formed, should be acceptable to the
various constituents in the health care
sector.  This would be reflected in the way
it is structured.  Keeping this in mind, an
important aspect is how should
representatives from various constituents
be included not only to form the constitution
of the system but also to control its
activities which would cover the internal
policies and procedures as to how the
system would function.

Monitoring system
In terms of the functioning of the system,

we need to look at the procedures followed
to measure compliance against set
standards and the follow-up mechanisms
after the assessment among any other role
envisaged. The main question which arises
is who would assume responsibility for
ensuring that the stipulated procedures are
duly followed?  Keeping in focus the
cruciality of these procedures, the selection
and training of these individuals is an
important area. One needs to develop a set
of criteria for employing them as well as to
ensure that they are trained for the various
tasks down.

Accreditation: A New Beginning
Anagha Khot & Sumita Menon
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The costs that would incur in the
running of any system have always been
a very critical area.  This also holds true
in the case of the possibil ity of
establishing an accreditation system.
The issue of prime importance is how will
the system finance itself? How will the
initial cost of establishing and running
the system be met? Among others, one
also needs to consider whether
membership fees should be levied on
participating hospitals to cover the
various costs incurred or wil l  the
government be able to provide grants or
any schemes of financial assistance?

Protecting professionals or
consumers?

Gradually, as the system evolves,
another issue, which needs to be
addressed, is that of publicness of
information. This means deciding to
whom should the assessment findings be
disclosed. The answer to this unveils the
dilemma faced whether the system aims
at protecting the professional or the
consumer?

As this system cannot exist in a
vacuum, whatever form it takes, it will
definitely have a certain impact not only
on the participating hospital but also on
the various other constituents involved
in the health care system.  These would
encompass the providers, the consumers,
and the policy-makers, insurance
companies and financial institutions
among other. The providers would be able
to reassure themselves as well as the
public that the infrastructure of that
particular health care organisation is at
a level to promote the best possible care
within the existing restraints.

It would also provide them with
appropriate working environments for
practice.  Consumers are taught to believe
‘you get what you pay for’.  When confronted
with a choice about selection of a health
care provider, they have little information
and tend to associate high quality with high
price.  They may utilize the accreditation
system to make informed choices thereby
reducing the burden to develop their own
criteria for their choice of the health care
provider.

The policy-makers are always under
constant pressure to formulate
mechanisms to monitor the functioning of
the health care delivery system. They may
use the accreditation system to enhance
the development of the health care services
as well as to move towards improving the
existing health care systems. Insurance
companies as well as financial institutions
could use the process of accreditation to
identify well run hospitals and can limit
their schemes to these hospitals and
nursing homes which deliver quality
medical care.

Finally, what seems to emerge is that it
is pertinent for the concept of accreditation
to evolve in a democratic manner while
reflecting the existing social, political and
economic realities.  In this paper, we have
just attempted to highlight certain key
issues, which need to be dealt with and are
essential in this first step towards a new
beginning in the quality movement in
health care delivery.

(This paper was written as part of project
“Self Regulation of Private Hospitals &
Nursing Homes: Need for an Accreditation
System” funded by the World Health
Organisation)

Source: Health Action, Vol.12, No. 8, August 1999
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The private medical sector in India
accounts for 61 percent to 86 percent of the
total medical expenditure, 73 percent of
allopathic doctors, a much larger proportion
of non-allopathic doctors, 56 percent of
hospitals and 30 percent of hospital beds.
In spite of this dominant share that the
private sector occupies, there are hardly
any studies which have looked into its role
and functioning (The role of the drug
industry is an exception).

This lacuna is especially glaring in the
context of the recent trend towards further
privatisation of medical care. In this paper,
we have tried to study different aspects of the
private medical sector such as general
practitioners, consultants, hospitals,
laboratories, medical colleges, etc., with a view
to analyse how appropriate is this private
sector in fulfilling the health care needs of
the Indian people and to find out what reforms
are needed to make it fulfill its role.

Though the private medical sector in
India is more accessible to and popular with
those who can easily afford to pay for it, it
suffers from a number of features which are
inimical to the interests of a rational,
affordable, socially desirable form of medical
care system. These are - socially
inappropriate, costly, substandard medical
education; lack of adequate, proper
Continuing Medical Education; irrational
drug use; unnecessary and unethical
medical interventions; substandard quality
of medical care; lack of rationalisation of
professional charges; paucity of record
keeping; lack of preventive measures and
health-education; unqualified poorly paid
paramedic staff; lack of professional self
regulation. Many of these features are also
present in the private medical sector. Each
of these problems is briefly examined below.

I) Inappropriate medical education
Medical education in India is elitist,

biased towards curative care, hospital
oriented, wasteful and socially

inappropriate. Private medical colleges,
barring exceptions, are no solution to these
problems. Yet their role has been
increasing. The number of allopathic
medical colleges in India has increased
from 28 to 125 from 1950 to 1987. During
this period, the proportion of private medical
colleges has increased from 3.5 percent to
17 percent. Twelve out of eighteen new
medical colleges opened during 1974-1986
were in the private sector. By 1986, the
proportion of private medical colleges in
Ayurvedic, Homeopathic, Unani medical
colleges was 67 percent, 65 percent, 75
percent, respectively. This proliferation of
private medical colleges is inimical to the
interest of rational, affordable medical care
for three reasons:

1) There is no need to open new medical
colleges anymore. Looking at the
current output from the existing
medical colleges, the year 2000 AD
there will be one MBBS doctor per 2000
population and one doctor of whatever
degree, per 1000 population. This ratio
is satisfactory for a developing country
like India. Secondly experience shows
that merely producing more doctors is
not the solution for paucity of doctors
in rural areas; MBBS and postgraduate
doctors tend to flock to the cities. Use
of well-trained well-supported
paramedics is the more appropriate
solution to the paucity of doctors in rural
areas. Doctors from private medical
colleges increase the urban
concentration of doctors since it is only
in cities that they can earn back their
substantial investment in medical
education.

2) Private colleges charge from 3-5 lakh
rupees per student. From 1993-94,
these fees are now standardised by the
state - Rs. 1.72 lakh per year for paying
students! Any doctor who has spent so
much on education is bound to recover
it from his patients. This can only be
done by indulging in excessive billing
and unnecessary medical intervention,
thus further lowering the ethical

The Private Sector in Health Care in India
Anant Phadke

(Abstract)
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standards in medical practice.

3) Most of the private medical colleges are
sub-standard and are not recognised by
the Indian Medical Council.

Private medical colleges thus worsen the
situation in the filed of medical education
and hence need to be banned.

II) Lack of continuing medical
education (CME)

Unlike in some western countries, a
doctor’s registration in India is renewed
without undergoing any CME. There are
voluntary efforts at CME. For example, many
branches of the Indian Medical Association
conduct CME programmes for their
members and IMA runs a monthly Journal
of Indian Medical Association (JIMA) for its
members, But out of 3.5 lakh MBBS doctors
in India, less than 25 percent are members
of IMA, and about 1-25 percent attend its
CME programmes. For the eight lakhs non-
allopathic doctors (Homeopaths, Ayurvedic
etc.) there is hardly any proper CME. Most
of them prescribe allopathic medicines
(“cross prescriptions”) and depend more or
less solely on the medical representatives
of drug companies for their knowledge of
allopathic drugs. As a result, the half truths
and untruths propagated by the drug
companies are uncritically accepted by the
medical profession.

A national medical board has to be set up
which would through its state branches,
deliver compulsory CME to doctors. Renewal
of registration of doctors should be subject
to satisfactory completion of CME. Cross
prescriptions should be banned or should
be allowed strictly in accordance with proper
training in the other part.

III) Irrational drug use
Most of the drugs marketed in India are

in the form of drug-combinations and most
of these drug combinations are irrational and
some are even hazardous. Yet they are widely
prescribed in India, especially in the private
sector. In the public health facilities the
health authorities draw up a list of rational,
essential drugs and the District Health
Officers are to buy medicines in accordance
with this list. The centralised purchases of
drugs in the public sector are therefore
mostly of rational drugs. But in the private
sector, all kinds of irrational drugs are

prescribed. This is confirmed by the
preliminary results of a study of prescription
practices in a typical district in
Maharashtra. It was found that prevalence
of use of irrational or hazardous or
unnecessary drug or injection is far more
common in the private clinics than in the
primary health centres. This can be seen
from the table in the following page.

Unnecessary use of injections and
intravenous infusions is the most glaring
and the most common unnecessary
medical intervention. This again, is much
more common in private practice since
there is a strong financial incentive in
unnecessarily using this costly mode of
medical interventions.

To remedy this situation, only rational
drugs and rational drug combinations should
be allowed; all others should be banned. Along
with continuing education of doctors, there
has to be extensive, continuous health
education of lay-people so that patients do
not ask for injections or “powerful medicines”
due to their misplaced faith in them. A
practice of paying “examination fee” to a
general practitioner has to be instituted.
Lack of this practice is partly responsible for
unnecessary use of injections.

IV) Unnecessary and unethical
medical interventions

Unnecessary surgeries and laboratory
tests are on the rise. This is because of
increasing urban concentration,
increasing commercialisation and the rise
of the corporate sector in medical care. To
the list of unnecessary removal of appendix,
tonsils, uterus, etc., are added new high-tech
procedures like heart operations. According
to a senior heart surgeon in Bombay, 40
percent of coronary angioplasties and 20
percent of coronary bypass surgeries done in
Bombay are unnecessary! It is quite common
for CAT-Scan centre to offer commissions to
doctors for sending their patients for this
costly investigation.

The sale of kidneys for transplants;
misuse of prenatal diagnostic tests for
detection of the sex of the foetus and the
subsequent elimination of female foetuses;
buying of blood from professional blood
donors and the consequent risk of spread
of AIDS, Hepatitis - these murky deeds are
a special feature of the private medical
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sector. These nefarious practices must be
stopped with a heavy hand. Standard treatment
guidelines should be worked out by medical
bodies so that unnecessary medical
interventions can be easily singled out.

V) Sub-standard medical care
Many pr ivate pract i t ioners buy

medicines from many small companies
who do not mind selling sub-standard
cheap drugs to practitioners. Many
private nursing homes neither have
adequate f loor  space,  vent i lat ion,
cleanliness or adequate water supply,
nor well-trained staff. This was recorded
by a committee of the West Bengal
Legislat ive Assembly in 1985. The
Nursing Homes Act is merely on paper,
wherever it exists (as in case of some of
the metropolitan cities).

Minimum standards for private hospitals
must be laid down and strictly enforced.

VI) Arbitrary professional charges
There is no principled basis for the level

of fees to be charged by the doctor. The rule
seems to be - charge as much as the patient
can bear. A pediatrician from a small town
may charge Rs. 20/- as consultation, as
compared to Rs. 100/- in a city like Bombay.
Similarly charges for caesarean delivery
may vary from Rs. 500/- in a small town to
Rs. 5000/- in Bombay. Cost of living,
knowledge and experience of the doctor,
type of surgery - all these should be properly
considered to standardise charges. An
individual patient is helpless to influence
doctors’ fees, especially in a life threatening
situation. This underscores the importance
of standardising doctors’ charges.

VII) Paucity of record keeping
General practitioners and small hospitals

keep (if at all) very cursory and inadequate
records of their medical findings, not to
mention statistics and proper accounts.
The doctor’s medical findings are not
available to the patients as a matter of
right. There is, therefore, no scope for any
medical audit to evaluate the performance
of the doctor.

There must be minimum mandatory
record keeping by doctors and it should be
available to the patient as a matter of right,
when he/she asks for it.

VIII) Lack of preventive measures
and health education

Private practice, by its very nature, is
confined to individualised relation between
a patient and a doctor. So long as the patient
is relieved of his/her suffering, the job of
the private practitioner is considered to be
over. But the disease process originates at
a social level, e.g., defective water supply
to a community or promotion of tobacco.
Doctors should therefore participate in the
collective action to control diseases
because they have the knowledge about
these. But private doctors, by and large, do
not participate in the national health
programmes like tuberculosis, malaria,
leprosy control programmes, etc.

Simi lar ly  curat ive,  prevent ive,
promotive health practices and their
rationale need to be propagated through
health educat ional  act iv i t ies .  But
private practice, by its very nature tends
to neglect these health educational
activities, especially on a social scale.
This also holds true for the medical
profession as a body, although some
exceptional doctors,  through their
individual efforts, do undertake health
education activities by writing articles
for lay people, giving popular talks, etc.
The magazine published by IMA “Your
Heath” and “Aapka Swashtya” (in Hindi)
are not widely circulated; in fact they are
hardly known. Notable exceptions are
The Diabetic Association of India which,
in some places, has been active for
years together in educating lay people
about diabetes.

The content of health education is also
affected by the needs of private practice.
On the one hand, aspects of science of
medicine are explained to the people. On
the other hand, the overall impact of
such health education is to narrow down
the concept of disease - process to
merely its biological aspects while
ignoring the broader social causes such
as environmental degradation or an
unhealthy life style. Secondly, such
health education mystifies medicine
and exaggerates the importance of
doctors.  In short ,  consciously or
unconsciously, such health education
serves to expand the market of medical
care.
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IX) Unqualified, poorly paid staff
Most assistants employed in the private

sector, except in big hospitals, are under
qualified. Given their low educational
qualification and the very superficial
training given by the doctors, most
assistants cannot cope with the
responsibility they have to handle. The
quality of care thus suffers. Due to long
hours of work (in many small hospitals, the
shift stretches to 12 hours) and poor wages,
poor avenues of progress, the staff is
dissatisfied and this, in turn, adversely
affects the quality of their work.

There is a need to proper education and
continuing education of paramedics in the
private sector; also some incentive in the
form of a share in the prosperity of the
hospital or clinic.

X) Lack of professional self
regulation

Medicine is not mere business. It is an
honorable profession with its own code of
ethics and a statutory body (the medical
council of India) to uphold the dignity of the
medical profession. But in practice, the MCI
is quite inactive and ineffective in curbing
irrational practices and malpractices.
Neither MCI nor the voluntary body - Indian
Medical Association are regulating the
quality of medical care or curbing unethical
practices in the medical field. Everything
is left to the “law of the market”. There has
to be some effective mechanism of
ensuring professional standards and ethics
in the medical profession.

XI) Conclusion
The above very brief survey of the private

medical sector in India forces us to conclude
that the private medical sector suffers from
many serious problems and hence needs
drastic reforms. The nature of these
reforms has been indicated above, at end
of the discussion of each of the problems
pinpointed. To reiterate, these once again

h Ban on private medical colleges;

h Compulsory continuting education of
doctors;

h Ban on irrational and hazardous drugs;

h Ban on cross prescription;

h Standardisation of medical
interventions, of nursing homes and of
professional charges;

h Mandatory minimum medical record
keeping;

h Participation of private practitioners in
national health programmes;

h Proper training of parmedical staff and
giving them proper share in the
prosperity of the clinic/hospital;

h Tightening of professional self
regulation by doctors’ associations;

The state has to take a much more active
role in enforcing these reforms. Secondly
if the state pays for the medical care of its
citizens, this single, powerful buyer can
enforce the above reforms much more
effectively. Patients are too vulnerable,
powerless and scattered to put any positive
pressure on doctors to reform the medical
system. Thus a system of Universal
Medical Insurance (UMI) in which every
citizen is automatically medically insured
(the state pays doctors’ bills for all its
citizens) is necessary to enforce these
reforms. Such a system exists in Canada
and Australia and is eminently practicable.
This publicly financed privately managed
medical care system would allow private
practice initiative. But, at the same time,
it would also regulate it to safeguard the
interests of patients; of the nation and of
rational, ethical practice in general. A large
majority of doctors would benefit from it
because of the security and the job-
satisfaction it would provide to doctors. The
question is, can we achieve adequate
political mobilisation and political
enlightenment to bring about such a
medical care system.

Reforms Needed

1. Possible Macro Solutions

As in India today, the health care system
in the west was mostly in the private sector
till the 1940s. Thereafter, in the UK the
National Health System was formed, which
was mostly a nationalised system with
some option for doctors to opt partly or fully
for private practice. In other developed
capitalist countries, including Japan (but
barring the US) there has been some form
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of National Health Insurance in which the
local and/or Central government pays the
doctor for those cases which she/he treats.
In case of hospitalised treatment, the
hospital is paid by the state.

It is thus publicly financed but privately
managed health care system. Even in the
US the majority of the population is covered
under some form of private medical
insurance. Thus, the patients do not have
to pay directly to the doctor or the hospital
even though the clinics and hospitals are
privately owned. In the US there are a
number of insurance companies competing
with each other and the administrative
expenses of such a multitude of insurance
agencies much more than that of a
universal, national medical insurance in
a comparable country like Canada.1 The
rise of medical insurance, whether private
or national, has proved to be the most
important step towards regulating the
practices of the doctors and hospitals. This
is because the payer is now a powerful
institution which can successfully bargain
with the medical lobby for rationalisation
of the fee-structure and medical
interventions. Even the content of medical
intervention is now being queestioned.2

Rationalisation of fees and medical
interventions could not be successfully
bargained for by atomised, individual buyers
of health care. In India also, it is difficult to
imagine as to how the medical lobby would
rationlise its operations unless the buyer
of health care has some colour. Many of the
reforms suggested below would not be
implemented unless there is a strong lobby
interested in implementing these reforms.
A strong health movement can succeed in
creating public opinion in favour of reforms.
But to carry through the reforms in practice
would require continuous, comprehensive
vigilance on a long term basis. Movements
are, by their very nature episodic and
cannot be expected to do this work on a
sustained basis. The individual patient is
rather helpless before the doctor. Therefore,
though some of the reforms suggested below
can be implemented with a universal,
national medical insurance, the package
has been presented in the context of such
a national medical insurance.

The second option before us is
nationalisation of health services as has

been done in the U.K. (We are not
considering here the option chosen by
countries like Cuba and China, because
their overall system is quite different from
the capitalist system we have adopted).
However, with the current trend towards
privatisation of existing public utilities, this
option is today politically far more difficult
to argue for. Secondly, it is true that in
India, public vigilance over public
institutions on a day-to-day basis if far more
weak compared to that in developed,
capitalist societies. A nationalised sector,
therefore, tends to become bureaucratic far
more easily in our country. Bureaucratic
apathy is very much inimical to a highly
personalised, delicate service such as
medical-care. Therefore, a publicly funded,
yet privately managed medical-care system
seems to be a better option today, in India.
Such a system, would not however, be
concerned with preventive and health
educational measures at a social level. The
existing Public Health Service Sector can
be used for this work. It is already doing
this work, the question is to improve and
extend its functioning. The third option is
the American Path. In a way we are
following it. There has been a rise in the
corporate sector-medical insurance nexus.
But this type of medical care is simply
unacceptable. It is too costly for India, apart
from being undesirable for any country. One
important element of the predominantly
private health care system in the U.S. is
the rise of malpractice/negligence claims
against doctors. In India also, there has
been a rapid rise of such legal cases against
doctors. Malpractice suits are a necessary
weapon in the hands of the patient to get
some justice for the harm done to them.
But in the absence of a thoroughgoing
reform to eliminate the cause of
malpractice, these legal battles are counter
productive. Doctors in the U.S. are paying
billions of dollars every year to patients for
malpractice/negligence. Every American
doctor insures himself/herself against
professional liability. The professional
liability premium of doctors have increased
by about 2.5 times in a matter of just 10
years, in the seventies. All this expense is
ultimately recovered by doctors from the
patients. In litigations, a substantial part
of the insurance money is spent on the
lawyer and the administration.
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For example, in the U.S., insured patients
receive, on an average, 30 cents of every
premium dollar paid by physicians for
professional liability insurance.

Secondly, the fear of law-suits has not
improved the quality of medical care but has
increased the cost of medical care due to a
defensive, over cautious approach leading
to unnecessary investigations. John R. Ball,
the then Executive Vice President of the
American College of Physicians, pointed out
the impact of these legal battles as “… I do
see a negative impact, primarily because
we begin to do more (medical procedures)
that have not been shown to be worthwhile.”
Thirdly, with the creed of malpractice
litigations, doctors and patients look upon
each other as potential enemies. This lack
of trust is quite damaging to medical care
as such. The American option has
therefore to be rejected.

Let us now turn to the concrete reforms
needed to regulate the private health sector
in India.

2. Medical Colleges

Private medical colleges should be closed
down. No compensation whatsoever should
be paid to them.

Medical education should be made
relevant to Indian conditions, to the practice
of a basic doctor and to the practice of a
general practitioner. Primary Health Care
providers and GPs should be on the teaching
faculty of the medical college and a
substantial part of training should occur
outside the hospital-setting.

3. Licentiate Medical Practitioners

The system of registering medical
practitioners on the basis of experience
alone should be discontinued. Existing
RMPs must undergo adequate training for
delivering Primary Health Care on a
scientific footing. These Primary Health
Care providers should be allowed to deal
with only a specified type of conditions with
the help of limited number of drugs.

A new category of Licentiate Medical
Practitioners should be trained to provide
Primary Medical Care, to the rural people
with the help of a limited number of drugs.
These LMPs would help to reduce the urban-
rural disparity in the provision of at least

Primary Health Care. If possible, the system
of LMPs should also be encouraged in urban
areas. Their fees should be fixed and these
should be at a level lower than that of
doctors.

Both these categories should
compulsorily participate in continuing
medical education on the lines similar to
the CME for doctors as outlined below.
Renewal of the license should be subject to
proper participation in CME as in the case
of doctors.

4. Ban on Cross-Prescription

Prescription of allopathic drugs by non-
allopathic practitioners and vice-versa
should be banned. This provision is easy to
implement. A ‘cross prescription’ by any
practitioner would be an automatic proof of
violation of this provision. Stocking of drugs
belonging to other systems of medicine can
also be easy to identify.

This provision would not debar anybody
from acquiring professional knowledge of
more than one system of medicine. The only
expectation is, one should undergo some
systematic training before practicing any
system of medicine. There could be even a
Licentiate Course in each of these systems
of medicine and one practitioner can be a
graduate in, say, allopathy and a licentiate
in Ayurveda (and vice-versa) and use a
limited number of drugs for specified,
limited types of conditions while practicing
the ‘other’ pathy.

5. National Medical Education Board

Such a board should be formed to make
medical education more relevant and to
conduct continuing medical education. The
board should publish a journal, each, for
Licentiate Medical Practitioners, for
General Practitioners and for each of the
main specialities like paediatrics, surgery
etc. Such journals should be published in
collaboration with IMA and with respective
associations of different specialities. One
of these journals must be sent to each
medical practitioner, depending upon the
type of practice of the practitioner. The
subscription to the journal should be
collected at the time of renewal of
registration, say, every three years. A poof
of participation in CME of 150 hours every
three years is now required in some of the
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states in the U.S. for renewal of registration.
In India a modified system would be more
suitable. A periodic test consisting of
objective questions to be answered by
consulting these journals and books should
be conducted. The answer sheet would be
sent back by post for evaluation. This test
would be conducted to ensure that the
journal for CME is read seriously by the
practitioner. Re-registration should depend
upon satisfactory performance in such a
test. Practitioners should give such a test
again in case of failure.

6. Elimination of Influence of the Drug
Industry

It is well known that the drug industry
has an unhealthy influence on the
prescription practices of doctors. This
influence must be eliminated. Distribution
of drug samples to doctors has no role
whatsoever in rational therapeutics. Hence
it should be banned. Gifts of any kind should
also be banned. This seemingly stringent
provision is necessary because drugs form
a unique product in the sense that the
patient who pays for them has no choice
but to follow the doctor’s prescription. Hence
the possibility of any non-therapeutic
consideration influencing the doctor’s
prescription has to be eliminated.

Sponsoring of a trip to any conference or
other such programmes has to be, of course,
banned. As a matter of social responsibility,
drug companies should contribute to the
general fund for CME programmes of IMA
and other such organisations. This
contribution should not be in the form of
lunches, dinners, gifts, etc.

Secondly, they should have no role in
the content of the programme. Their
contribution can be acknowledged but no
specia l  advert isement be a l lowed.
Similar provisions should apply to
eliminate unhealthy influence of the
equipment manufacturers and the
corporate medical centres.

The government should statutorily
contribute funds to CME programmes.

In the USA, the drug information
supplied to doctors needs prior approval of a
vigilant body like the F.D.A. A similar
provision should apply to the Indian drug
industry.

A number of provisions are required to
improve the abysmally unhealthy practices
of the drug industry in India. These have
been put forward by the All India Drug Action
Network. Here we would point out the only
one provision which directly affects medical
practitioners functioning - the need to
prepare a prioritised list of rational drugs,
to prioritise production of drugs according
to this list and the need to ban all other
drugs, as well as to disallow brand names.

7. Regulation of Nursing Homes

There should be an All India Nursing Home
Act, on the lines of the Bombay Nursing Home
Act, 1949, but more specific than the latter.
This act should specify the space, ventilation,
sanitation, medical equipment and personnel
for various categories of hospitals. The
category of the hospital, types of cases that
can be safely treated in that hospital, and the
minimum facilities expected in that hospital
should be clearly displayed in each of the
hospitals so that patients themselves and
their relatives can question any laxity in the
quantity of medical facilities in any hospital.

8. Standard Treatment Guidelines

There is a tremendous variation amongst
doctors in the mode of management of the
same ailment. In India, this variation is
hardly ever part of any research but is often
due to the ignorance of doctors about the
current scientific status of different
treatment schedules. Many a time
treatment schedules reflect sheer personal
idiosyncrasy and an irrational ‘faith’ in a
particular mode of management. Therefore,
there should be standard treatment
guidelines for various conditions and
doctors should be answerable to a Medical
Audit Committee for any substantial
variation from these guidelines. There
should be professional auto regulation of
standards and ethics of medical practice.
Over and above this, the Medical Council
can intervene, Medical Councils should be
more active. According to Sec. 62 (1) and
71 (2) of the Maharashtra M.C. Rules, 1967,
the Council can conduct inquiries in the
absence of any complainant.

The standard treatment guidelines may
consist of more than one mode of
management, if necessary, because in
medicine there are different schools of
thought and so long as they have some
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scientific rationale (which may even be
social) aiming to serve the patient better,
different modes of management for the
same ailment would continue. However, in
the West, there is an increasing awareness
of the need to critically reassess different
conventional and new medical
technological interventions. The results of
such reassessments should be widely
publicised in India and the unequivocal
results should be integrated into standard
treatment guidelines. These results must,
of course, be assessed in the context of the
Indian situation and modified accordingly.
Guidelines should also be prepared for the
necessary investigations that should be
carried out for at least major diseases.

The concept of Standard Treatment
Guidelines and Medical Audit has taken
roots in the West. It is not an infringement
on the clinician’s judgement but is an
attempt to protect the interests of the
patients form unscientific practices. These
guidelines can be prepared and enforced if
there is a powerful payer of medical bills,
like the government.

The Consumer Protection Act 1986, is a
good opportunity for socially conscious
doctors to lobby within their own medical
associations, like I.M.A. to institute
standard guidelines. If medical associations
prepare standard treatment guidelines
about what is “reasonable care” in different
medical situations, those doctors who follow
these guidelines would be medico-legally
safe.

This is because a doctor is not expected
to guarantee cure or even relief, but is
expected to give only “reasonable care”. But
what is “reasonable care” is to be defined
by local medical organisations. This has not
been done in India. Since, due to the new
Consumer Protection Act, doctors are
feeling threatened, many of them would now
agree with the idea of preparing and
following standard treatment guidelines.

9. Mandatory Record Keeping

If there has to be any rationalisation of
medical practice and any medical audit,
proper clinical records are a must.
Important clinical findings, probable
diagnosis and treatment must be recorded
on the case paper. As a matter of the
patient’s right, a photocopy of this clinical

record must be made available to the
patient, if demanded. Photocopying charges
will of course be borne by the patient.

10. Rationalisation of Doctor’s Fees

Doctor’s charges should be based on the
doctor’s qualification, area of practice
(urban, rural, metropolitan) and in case of
procedures and surgeries, the nature of
procedure. Reputed and experienced doctors
would draw more patients and hence earn
more. These attributes should not,
therefore, be given much weightage in
deciding the basic rates. In case of general
practitioners, examination charges should
be separately levied from ‘treatment -
charges’. This would decrease unnecessary
injections. When drugs are dispensed by
doctors there would be proper labeling, as
per the law, and the charges for medicines
should not be more than the cost the doctor
has incurred, including overheads.

Many employers have fixed the upper
limit of the reimbursible amount for
different aspects of hospitalisation
including different types of investigations
and surgeries. Similarly, some trust
hospitals have also set up an upper limit to
the charges to levied for different services,
procedures, surgeries. The actual amount
could be debated. But this system is
irrespective of who does the surgery and is
more just and egalitarian than the current
system of arbitrary an exorbitant charges
by some surgeons.

All these charges should be revised every
year by automatically linking them with the
consumer price index. The whole package
should be reviewed every three years.

11. Participation in National Health
Programme

Practitioners must participate in National
Health Programmes for major diseases like
tuberculosis, malaria, leprosy, etc., and
cooperate with the government by notifying
the notifiable diseases, including some
occupational diseases and injuries.
Practitioners should also participate in
health educational activities. The public
health authorities and the associations of
doctors should together prepare posters,
slides, pamphlets, for health education
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about a variety of common diseases as well
as medical procedures (for example, on what
is an X-ray and what is its use, adoption of
children etc.), and this should be widely
circulated through practitioners. Proper
health education is quite essential for good
medical practice.

12. Justice to Paramedic Staff

The minimum wages of the practitioner’s
assistants, should be linked to the
Consumer Price Index and should be
revised every five years to take into the
changes in the socio-economic situation.
Paramedics must have promotional
avenues, encouragement for upgrading
their training through periodic, systematic,
continuing medical education. Medical care
is team work and paramedics should be a
share in the prosperity of the clinic or
hospital. Promotion and share in increased
income should, however, be subject to
performance and there should not be any
complacency about work ethics in serving
the sick.

13. Implications of Reforms

The reforms suggested above imply far-
reaching changes in our medical care
system. A section of doctors who earn far
more than the quantity and quality of their
work would steadfastly oppose these reforms
and other doctors may be misled by them.
But in a regulated system, an average,
honest doctor would be more happy. The
increasing commercial and unethical
competition is making it more and more
difficult to do rational, ethical practice.

Universal medical insurance would
reduce the incentive to do unethical
practice. Secondly, the people who do not
seek medical care today due to poverty,
would do so due to universal insurance and
this would mean a substantial increase in
work for doctors. Since commercial
pressures will cease to be the over-riding
concern, doctors will get back the
professional satisfaction of proper diagnosis,
proper advice, and relief of suffering of the
patient. In the absence of universal
insurance, however, a large section of
doctors would oppose measures to regulate
their practice and a lot of public pressure
will have to be built up for each of the
reforms suggested above.

Universal medical insurance would
mean that the government will have to
spend a lot more on medical care. But in
any case, the current governmental
expenses on health care are too meager - a
mere 1.17% of GNP, as compared to 5% of
the GNP recommended by the WHO, for the
achievement of the declared goals of Health
For All by 2000 A. D.  Yet, the latest strategy
of the government is to reduce state
expenses on social services. There will have
to be quite a bit of pressure from the public
to reverse this trend. The government may
levy an additional health care tax on the
well-to-do to partly cover the increased
budget for health care. It should, however,
be much less than what the people are
spending today on private health care.
Otherwise, the people would not benefit
from the new scheme.

On the whole, universal medical
insurance should be operated in a
decentralised way, as part of the proposed
Panchayati-Raj. But, since the Central
Government collects most of the taxes, the
decentralised set up must get statutory,
regular and adequate share from the
central funds. Otherwise, backward regions
will have less funds and regional disparities
would not lessen.

Regulation of the private sector would
thus mean far-reaching policy changes.
Pressure of enlightened public opinion is
quite essential to initiate any of these
changes. A wide ranging public debate is
needed towards that end.

Recommended Areas For Research

The following areas can be pointed out
for research.

1. Medical Education

Precise area and mode of improvement
in medical education from the point of view
of clinic based practice and small hospitals.

Quality of training in private non-
allopathic medical colleges and their
functioning in general.

2. General Practitioners and Consultants

Number, distribution, functioning of
unqualified medical practitioners. Quality
of care rendered by them. What is their
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reaction towards the proposal for retraining,
CME, regularisation and regulation?

Documenting the functioning of non-
allopathic medical practitioners. To what
extent do they practice allopathy? What are
their sources of training in allopathy?

Comparative study of the quality of
prescription by non-allopathic graduates,
allopathic graduates and post-graduates.
How frequently are injectables given? Their
rationality? Rationality of the current
practice of advising investigations in
different diseases.

Income of different types of practitioners
in different representative areas; their
economics in general, including
compliance with Minimum Wages Act.

CME activities amongst practitioners -
the level of participation; what percentage
of practitioners read scientific literature,
to what extent?

KAP studies of doctors about different
major diseases. KAP of their paramedics.

Work load of practitioners; time spent for
each patient; can they do justice to the
patients? Quality of records kept. Nature of
GP’s set-up, preparedness for emergency
care, level of cleanliness, sterilisation.

Patient’s experiences and perceptions of
doctor’s attitude, behaviour, medical
treatment, charge levied.

Doctor’s perceptions about different
aspects of practice.

3. Hospitals, Laboratories

Urban-rural disparity of different types of
hospitals.

Quality of laboratory and other
investigations; factors affecting quality;
quality of training of laboratory workers,
their KAP about their work. Relations
behind charges levied to the patients.

Nature and quality of set up of private
hospitals, including space, ventilation,
light, sanitation, cleanliness, medical
equipment and personnel; economics of
settling up and running of hospitals of

different sizes in different representative
areas.

Evaluation of record keeping, rationality
of treatment given; variation amongst
hospitals and comparison with established
specifications. Rationality of hospital
charges, consultants’ and surgeons’ fees,
amount of variation.

Difference between trust hospitals,
corporate hospitals and small private
hospitals as regards different aspects -
facilities, quality and rationality of care,
charges, concessions to poor patients,
quality of staff, their salaries, functioning
etc.

Patient’s and doctor’s experience and
perceptions about the functioning of
hospitals.

4. General Issues

Role of private sector in health
education, National Programmes,
preventive measures.

Number and trend of malpractice/
negligence suits their outcomes, attitude
of medical associations and fellow doctors
in such cases.

Opinion of different strata of people, of
doctors, hospital staff, as well as those of
policy makers and opinion-makers, about
regulation of and reforms in the private
sector.

Amount of wastage due to unnecessary,
irrational drugs, unnecessary injections,
investigations, procedures, surgeries.

In short, almost all the issues discussed
in this chapter need systematic
documentation and research so that the
need for reforms in the private health sector
would emerge on a much firmer basis and
the mode of reforms, their implications can
be worked out in a better, clearer way.

Comparison of Prescriptions in Private and Public Clinics
Percent of prescriptions     Public sector  Private sector
containing one or more     No. %   No. %
a) Irrational drug combination 12 2.0 183 28.9
b) Hazardous drug 3 0.5 61 9.6
c) Unnecessary drug 168 28.4 289 45.7
d) Unnecessary injection 143 24.2 168 26.5

No. of prescriptions studied 591 (17 clinics) 633 (27 clinics)

Source: Phadke, A., 1993, The Private Sector in Health Care in India, 1993, Bombay,
Foundation for Research in Community Health
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Governments are extremely important
influences on the development of private
services. The approaches of governments
vary immensely from complete indifference
and noninterference to control and
regulation of private services or substantial
financial subsidies. They may also,
especially in recent years, seek to actively
enlarge the role of the private sector,
namely “privatise”. Strictly speaking,
“privatisation” refers only to the divestiture
from the public to the private sector of the
ownership and/or control of productive
assets or services, their allocation and
pricing, and the entitlement to the residual
profit flows generated by them (Adam et al.,
1992). However, the definition of
privatisation is often stretched to include
simply removing government action from
a particular subsector of health care or
actively supporting development of private
provision.

Most developing countries have implicitly
accepted the need for a mixed supply, while
officially emphasising public provision.
Under certain sets of circumstances,
governments may accept as a matter of
policy a greater reliance on private services
such as the following:

h The desire to increase the resources
entering the health care sector as a
whole

h The need to selectively increase the
supply of medical services to politically
important constituents, over and above
that generally available from the public
sector, e.g., in Argentina, Brazil, South
Africa, Bismarck’s Prussia, Japan

h Ideologically based beliefs about the
optimum public-private mix (e.g., Chile,
Singapore, the formerly socialist
economies of Eastern Europe)

h Pressure from outside donors

h High income growth leading to rapid,
uncontrolled expansion of private
services.

In trying to understand the particular
choices actually made by policymakers and
government, it is also useful to take into
account their perceptions and those factors
that influence them. From this perspective,
Grindle and Thomas (1991, 34-35) identified
two important factors as determining
government policy: the “ideological
predispositions”, and the professional
expertise and training of the elites
concerned.

Thus the different approaches to private
provision found in different developing
countries are often influenced by
approaches of particular developed
countries: the UK in the case of many
Commonwealth countries and South
Africa, France in the case of most
francophone African nations, Japan in the
case of Korea, and Spain and the United
States in the case of many Latin American
countries. While this is not particularly
surprising, it does mean that the diversity
of experience with private provision
throughout the world is rarely drawn upon
by policymakers in any one country. For
example, in more than twenty papers on
health policy in South Africa reviewed for
Appendix B, there were dozens of references
to the experience of UK (usually positive)
and the USA (usually negative), but only
three or so to Latin America and Germany,
and none to any other countries in either
Africa or Asia.

Government can influence the
development of private health care services
indirectly by their impact on the general
social and economic environment, and
directly by the intervention in the health
care sector. Such interventions, which
influence the development of the private
health care market, can be examined in
terms of whether they act through either
the demand side or the supply side. They
can seek to influence the overall quantity
of private provision or its composition.
These interventions have an impact
because they necessarily affect the various
determinants of private sector development,
therefore, should improve the effectiveness

Government Policies that Influence the
Development of Private Provision

Berman, P. and Eliya, R.R.
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of government action with regard to private
health care provision.

The indirect impact of government policy
is of more importance than often realised.
The role that governments play in
macroeconomic management and general
socioeconomic development is of
fundamental importance to the health care
sector. Economic growth increases real
incomes, the number of formally employed
and in receipt of regular incomes, the stocks
of human capital and technology, and the
potential for increasing tax revenues or
insurance contributions. Macroeconomic
stability improves the predictability and
stability of the market and investment
conditions within which providers,
investors and managers must operate.
Social development independently
influences health seeking behaviours and
the demand for higher quality medical care.
These determinants have an important
impact on the development of any health
services-public or private.

There are a number of possible areas for
direct state intervention. Approaches can
be categorised as follows:

h Public production or provision

h Economic incentives or disincentives,
in the form of taxes or subsidies

h Regulation and licensing

h Interventions in factor or input markets

h Public information

These will be covered in the following
discussion.

1. Demand Side

Macroeconomic factors are the major
determinants overall of the demand for
health care. However, there are a number
of direct public interventions or policies
that can influence the demand for private
health care services.

1.1 Public Production or Provision

The state can influence the demand for
private services by direct involvement on
the supply side through public production
of health services. This will influence the
demand for private provision via the

mechanisms of public-private sector
competition.

1.1.1 Quantity, Distribution, and Composition
of Public Services

The quantity, distribution, and
composition of public services are
determined by the level and pattern of
government expenditures on public
provision. Where public services are
deficient in terms of quantity or quality with
respect to the actual demand for health care
services or where the nonmonetary costs
of subsidised health care are high, then the
demand for private services will be greater.

Therefore, from a public sector viewpoint,
the provision of public services themselves
can be used to modify the level and
composition of private services. If the
overall level of public expenditures is kept
low or is not increased at a rate
commensurate with increasing demand,
then demand for private services may grow.

Within a country the geographic
distribution of publicly provided services
may also influence the provision of private
services. Griffin and Paqueo (1987)
examined the changes in distribution of
hospitals and hospital beds across provinces
in the Philippines between 1972 and 1983.
During this tie, there was a major increase
in the overall number of hospital beds, and
a significant rise in population-to-bed ratios,
as well as an improvement in the
distribution of beds across provinces. When
these changes were disaggregated into
public and private components, it was found
that the growth in private sector beds was
greatest in those provinces that were worst
off in terms of population-to-bed ratios in
1972, increasing by 555 per cent in the
“worst 10” provinces compared with 167 per
cent nationally. These trends were later
somewhat reversed. During 1983 to 1990,
the public sector gained 7,584 beds, while
the private sector lost 2,906 beds. This
expansion in public sector beds, at a time
of generally poor economic growth and
stagnating per capita incomes in the
Philippines, was probably substituting for
private provision (Griffin, 1992).

1.1.2  Pricing Policy in the Public Sector

The level of prices in the public sector
influences the demand for comparable
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private services. Increasing government
prices, without any other changes will tend
to shift demand towards private providers.
The exact impact will depend on the
importance of other factors in the choice of
providers by patients, such as quality and
nonmonetary costs, the relevant cross-price
elasticities of demand between public and
private providers, and the price response of
private providers. The effects of such
changes will vary by income levels-at lower
incomes the effect is more likely to be
reduced utilisation of all providers. The use
of user fees in the public sector is a much
overlooked method of influencing the
development of private services.

Public sector facilities may underprice
private competitors by setting fees below
the cost of the services or not rigorously
collecting them. Not setting fees sufficiently
high to cover the capital or overhead costs
involved represents a hidden subsidy, and
can significantly undercut other private
services, making them unprofitable. In
Belize, this type of competition resulted in
the failure of all three private hospitals that
had been established in Belize City (La
Forgia et al., 1991).

The structure of the price schedule in
government facilities can also be used in
efforts to control the composition of demand
for private services. If inpatient care is largely
free, while prices for outpatient care are set
high, then private ambulatory provision may
expand relative to hospital capacity.

1.2 Taxes and Subsidies

Governments can directly influence the
demand for private health care through a
number of tax and subsidy policies. Taxes
on the provision of medical services or
products act to increase their price and thus
reduce demand for them. However, in many
countries such taxes are not significant,
and little scope exists for reducing them to
encourage demand. In countries where
personal income tax payments are
significant, it may be possible to increase
demand for private services by making
medical expenditures tax deductible.
Examples of countries with such policies
include Zimbabwe, Brazil, Colombia, and
Mexico, but it is again unclear how relevant
such policies will be in most low and lower
middle income developing countries, where
the income tax base is low. Caution must

also advised in the use of such tax
exemptions. Once established they are
often politically difficult to remove, as has
been the case in the United States. This
may be a problem, as tax exemptions are
typically regressive in their distributive
impact. For example, in Mexico, the
beneficiaries of such implicit subsidies are
the middle and upper classes, who are the
only ones who earn enough to pay taxes.
The rest of the population uses private
provision but does not benefit (Cruz, et al.,
1991). In most cases these subsidies are
open ended to the extent that there is no
limit to the amount of subsidy that
individuals can capture. Possible solutions
may be to limit the total amount of tax
deductions claimable or to limit the subsidy
to low-income groups only.

1.3 Insurance and Risk Sharing
Mechanisms

In many middle income countries, or
urban areas in some low-income countries,
the major intervention or development that
will alter the nature and extent of demand
for medical care will be insurance.
Insurance will expand both the demand for
and the supply of private services.
Government approaches with respect to
insurance provision include introducing
social insurance, taxes and subsidies, as
well as regulation and legislation. The first
choice is of major importance because of
its long-term implications for the structure
of the health care system.

Even if there is no social insurance,
governments can control private insurance
through regulation of insurance
reimbursement rates or premium
structures to achieve broader social goals.
The two major areas for intervention are
the use of risk rating by insurance
companies, and the overall level of fees and
premiums. For example, the greater the use
of risk rating, the less the degree of cross-
subsidisation. Deregulation of the
insurance industry in South Africa resulted
in greater risk rating, but may have had
negative impacts in terms of the long term
expansion of private provision. Similarly,
controlling the overall level of fees may be
potentially of some importance. In Japan
keeping insurance fees low appears to
have encouraged the expansion of
ambulatory care providers.
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Government subsidies can be given to
reduce the cost of insurance to both
employee and employer, and thus increase
the demand for health insurance. Such
subsidies can be given directly in the form
of contributions or voucher, or indirectly in
the form of tax exemptions. Direct transfers
can be made to or on behalf of the insured
persons, their employers, or the insurance
companies. Tax exemptions (e.g., for
insurance premiums) also represent
transfers, but indirect ones. These
measures may be extremely useful in the
initiation of widespread insurance
coverage. Direct subsidies or technical
assistance to insurance companies may
also be particularly effective.

Government policies to support
insurance, particularly private insurance,
should be developed with caution. There are
limits to the extent to which private
insurance will cover the population.
Removing tax exemptions once they are
given can be extremely difficult politically,
as is the experience in the United States.
If social insurance is the goal, private
insurance could eventually become a
hindrance, not a help. Private insurance
also brings increased risks of cost
escalation, which can be difficult to control.
Subsidies given in the form of unrestricted
tax exemptions will represent more of a
subsidy to higher income individuals and
thus may conflict with equity goals.

A major constraint to the expansion of
private provision to the whole population is
that it will remain too costly to certain low-
income individuals. This can only be
resolved by the transfer of subsidies to such
individuals either from government
budgetary resources or other insurance
funds. Direct transfers to individuals to
increase their purchasing power and thus
access in the market for medical services
is in practice difficult to arrange. Social
insurance systems provide the most
successful mechanism for doing so to date.

1.4 Public Information

The use of public information or
education appears to be a largely unexplored
area for intervention. By providing patients
with information, their health-seeking
behaviour and thus demand patterns can
be changed. This has been most developed
in the field of social marketing, directed at

family planning and selected public health
technologies.

Potentially, information could be provided
to influence patients in their choice among
providers. For example, the area in which
consumer ignorance is greatest is in
determining the technical quality of
providers. Information could be given to help
consumers, either by educating them in
what is considered best clinical practice or
by providing them with information about
objectively determined characteristics of
private providers. Examples of the latter
could include developing requirements to
clearly post information about a provider’s
qualifications and certifications or fee
schedules.

The above are all examples of direct
intervention. However, in many developing
countries another possible mechanism for
informing consumers is the mass media.
The ability of independent or relatively
independent media in reducing or
constraining corruption and inefficiency in
the public sector through exposure is well
recognised. This could also apply to private
health care activities. This may be of some
importance, since many countries lack the
administrative resources to regulate the
private sector effectively, and in practice
this is now more likely to happen as a result
of competitive market pressures.

Finally, it should always be remembered
that public provision itself may have an
important role in educating consumers
about the effectiveness of modern medical
care, especially where that knowledge is
relatively lacking. For example, in Papua
New Guinea the widespread provision of
health services by the public sector appears
to have played an important role in
creating a demand for private medical care.
Elsewhere, where familiarity with modern
medical care is greater, publicly provided
services may act to inform consumers as
what acceptable levels of quality care.

2 Supply Side

Governments have a number of policies
available to them that can influence the
supply side of the market for private health
care services. They generally involve
interventions in factor markets as well as
licensing and regulatory approaches. Most
of these are aimed at enhancing or
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controlling the supply of inputs to private
providers, such as labour, capital,
technology or equipment and supplies.

2.1 Interventions in Factor Markets

2.1.1 Labour

The supply of health care personnel, in
particular doctors but also nurses and other
support staff, is a significant factor in the
development of private provision.
Governments have considerable
opportunity and power to intervene in the
medical labour market, e.g., through direct
provision and/or subsidies (principally to
education) and licensing.

The level of direct provision and/or public
subsidies to medical schools and similar
institutions can be used to control the
overall stocks of personnel available to
meet the demand for labour in the private
sector. Note that subsidies include not only
direct transfers in the form of money or in
kind to such establishments, but any other
benefits or privileges extended to them. For
example, in the Philippines numerous tax
incentives, such as preferential access to
duty free imports, are available to hospitals
that engage in teaching. Certification of
medical schools and official recognition of
their qualifications can be used to control
the quantity and quality of output from both
public and private schools.

Governments regulate the curricula and
standards of private medical education.
Public authorities also determine the output
of public graduates, because of fiscal and
manpower policies, which affect the demand
for private education. Private training
institutions may still be able to respond to
unmet demand for private medical care, by
increasing output.

When governments finance public
facilities to train personnel who go on to
work in the private sector, governments are
also implicitly subsidising the private
sector. Requirements for newly qualified
personnel or recently trained specialists to
serve in the public sector influence the
numbers of personnel available for private
provision.

When sufficient numbers are available
to work in the private sector, problems may
still occur in the distribution of doctors

geographically or across facilities or
specialties. Even employment or under
employment may be insufficient to
encourage doctors to enter private practice
in under provided areas. Possible policies
to deal with this include targeted subsidies
to private doctors working in underserved
areas, modifications to the selection
procedures used for entrance to medical
schools so as to enroll those who are more
likely to do so, and efforts to familiarise
doctors during their training with the
possibilities available for private practice.

2.1.2 Capital

The importance of capital as a constraint
to the development of private health
services varies, being more likely in the
case of hospital and clinic services.
Governments can influence the supply of
capital through directly providing
investment funds, subsidies, tax policy, and
credit controls, and through managing
direct foreign investment.

Direct government subsidies or indirect
subsidies (e.g., preferential credit
allocations, access to limited foreign
exchange, tax exemptions) serve to both
reduce the risk and increase any eventual
rate of return. They have been used
occasionally to help expand private services
selectively. In Thailand the Board of
Investment and the Ministry of Public
Health have encouraged private
investment in private hospitals through
various tax privileges. These were
ostensibly to reduce the pressure on
government beds and thus improve access
for the poor (ADB, 1987; Cohen, 1989). The
Development Bank of the Philippines
similarly provided special loans for private
hospitals during 1970s (Griffin and Paqueo,
1987). More recently, Sri Lanka’s Board of
Investment has also offered considerable
tax concessions to both domestic and foreign
investors building large hospitals in urban
areas (Trade Media Ltd. 1992, 44-49). While
the first two schemes seem to have had
some success, further research needs to
be done to investigate the actual impact
they had, separate from other trends. This
kind of incentive remains relatively under
exploited as a form of public action,
although USAID’s “Cost Recovery for Health”
project in Egypt has as one of its main
components development of a guaranteed
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credit scheme for young doctors, to assist
with the start-up costs for private practices,
in the hopes that this will alleviate some of
the pressure for public sector jobs among
recent medical graduates.

2.1.3 Technology, Equipment and Supplies

There are a number of incentives that
governments can use to increase the
supply of technology and equipment. Such
inputs are usually imported and can be
encouraged through the use of preferential
import quotas, preferential access to
rationed foreign currency, and exemptions
from import duties.

Other than these measures, the inflow
of new technology will be largely determined
by the demand for it within the health care
sector, both public and private. This
demand is partly set by providers
themselves, especially doctors, and depends
on the economic return from the
acquisition of new equipment. The
economic incentives for individual providers
to acquire new equipment are mostly
determined by the nature of competition in
the health care market and the type of
payment mechanism. If insurance is an
important method of financing, then
attention should be paid to the fee setting
mechanisms.

As in other sectors the rate of technology
transfer or diffusion in the health care
sector is strongly influenced by the level of
educational development in the sector.
Since the level of education is largely
determined by government interventions in
the labour supply market, policymakers
should be aware of the spillover effect of
improved medical education in terms of its
increasing the potential for technology
acquisition. In some developing countries,
an increase in the technological capability
of the health care sector may be viewed as
desirable because of a need to improve and
technically upgrade the quality of care.
However, in others, especially low income
countries, it may be viewed as undesirable
because of its effect on costs and resource
distribution. This latter situation illustrates
how the health care market often behaves
differently to other sectors. While
investment in education is generally
beneficial in developing countries, because
of its multiplier effects on technology

diffusion and thus productivity, in the case
of medical care it may have the opposite
effect. Governments should carefully judge
the types of specialist medical training that
they invest in.

In some countries there is significant
domestic production of medical equipment,
and, in a larger number of countries,
production of pharmaceuticals. Government
efforts to promote the development of
industries related to the healthcare sector
may conflict with other health policy goals,
such as cost containment or efficiency.
This has been a particular issue in the area
of pharmaceuticals. For example, India has
encouraged domestic production of drugs by
establishing policies that foster
proliferation and consumption of large
numbers of medically inappropriate and
expensive drug combinations.

2.2 Regulation and Licensing

Regulation represents an alternative
method of altering the constraints under
which private providers must operate and
thus the market for private services.
Regulation can seek to influence price,
quantity, and quality. Historically,
regulators in developing countries have
been unimaginative and blunt in their
approach. However, it should be noted that
effective regulation of the private sector will
usually depend on adequate information on
the private sector and its internal
dynamics, and on sufficient administrative
resources and commitment to develop and
then implement regulations affecting the
private sector. In most cases, this implies
that time and effort must first be invested
in creating the necessary capacity to carry
out such tasks.

An important example of ineffective
regulation involves the complete restriction
on private practice by physicians that many
countries have introduced. In practice,
these types of policies have had little
success (WHO, 1991, 26). In the context of
high demand, lax enforcement, doctor’s
often considerable political influence and
their monopolistic market power, doctors
can often ignore such restrictions with
impunity or find alternative methods of
bypassing such restrictions. Such policies
thus may not be effective unless they are
backed up by sufficient economic
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incentives for doctors to remain in the
public sector as well as a strong
administrative apparatus. In recent years,
many countries faced with such realities
have moved to relax such restrictions;
examples include Sri Lanka, Tanzania, and
Mozambique (McInnes et al., 1992).

Historically, in many countries permission
for public sector provides to work privately part-
time may have been important as an
intermediate step in the transition to larger
scale private provision by formal providers. By
providing providers a basic income, facilities,
and contact with potential consumers, public
employment can act as a form of subsidy for
private providers. This be especially crucial,
when demand for private provision is not
sufficient to support many full-time private
providers, or the individual provider full-time.

2.2.1 Prices

Prices can be regulated by directly fixing fee
levels for private providers or by regulating
provider payments through third parties. The
former method is rarely used. The later
approach is easiest when the government or
other statutory bodies have control over the
financing mechanism, usually with social
insurance or through legislation affecting
private insurance. Otherwise it may be difficult
to ensure private providers’ adherence to official
fee schedules.

2.2.2 Quantity and Distribution of Private
Services

The quantity of private services can be
controlled through intervention in input
markets and the demand side of the
market or through regulation of the
establishment of private facilities.
Regulation of private sector output is also
possible. Payment mechanisms can again
be used to control the output of individual.
Providers by limiting practice size (e.g., in
capitation systems) or creating the
appropriate incentives to reduce over
treatment or excessive prescribing.

The distribution and location of private
providers are often of major concern.
Regulatory approaches to controlling
distribution and location include the
licensing of new facilities. New facilities

can be allowed only in areas where they are
thought to be desirable. This type of
intervention is probably more applicable to
clinics and hospitals than individual
practitioners. Within large institutions, the
acquisition of equipment and new
technology can be controlled also through a
process of assessment and licensing.

2.2.3 Quality aspects

Licensing and regulation are probably of most
importance in the case of quality, as this is
the one area where consumer ignorance can
result in considerable market failure. This is
of greatest relevance to standards of technical
quality, but this is the least likely to be
guaranteed through market forces. Therefore,
it is with those aspects of technical quality least
subject to evaluation by consumers that there
are strongest arguments in favour of
intervention by regulation.

In practce, there will be considerable
difficulties in regulating technical quality. By
its very nature, it requires expert judgment to
assess, and such judgment may be limited in
availability. Dealing with the more structural
and process oriented aspects of quality will be
easiest. The licensing of facilities can be made
contingent on suitable levels of quality of basic
amenities, staffing, and service. For this to be
effective, there must be sufficient ability to
monitor and inspect providers, as well as a legal
framework in which compliance and co-
operation can be ensured. But in many
countries, although licensing requirements
exist, they are not enforced or checked.

Quality in terms of clinical outcomes is
much more difficult to assess and regulate.
The quality of individual practitioners is
often in theory controlled through
professional organisations. The
effectiveness of such self policing
arrangements may vary considerably.
Professional organisations may also be
weak or non-existent in many countries,
or incapable of carrying out a regulatory
function. Alternative methods may be
difficult to implement without the
cooperation of providers. The practice of
peer review and medical audit is generally
limited outside the United States and some
European countries.

Source: Berman, P., Eliya R.R., 1993, Factors Affecting the Development of Private Health
Care Provision in Developing Countries, Major Applied Research Paper No. 9, health Financing
and Sustainability (HFS) Project, Bethesda.
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