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1. Introduction

Indiais the2"largestpopulatectountry(1.21billion) in the
World constituting29.1% of 0-4 agegroup, 8.3% of 60
plus,and65.6%o0f 15-64agegroupcoveringaround790
million (asper census2011). Also increasingpopulation
density especiallyin urban areas,and rising life style
diseasesn India underscoreghe needfor attentionon its
populatiorhealthin all agegroupdike neverbefore Indian
government was committed to provide ‘affordable
healthcare'to all, predominantlythrough public sector
since independence through various schemes and
programsAccordingto UniversalHealthCare(UHC) it is
definedas“eachindividualwould haveassure@ccesso a
definedessentiakangeof medicinesandtreatmentat an
affordableprice, which shouldbe entirely free for a large
percentageof the population” (12th plan documentof
planningcommissionindia2012).

Indiais committedto its sloganof affordablehealthcardo
themajority evenafter itintroducedhealth sectoreforms
in post 1990s, where it intend to provide affordable
healthcar@redominantlythroughprivatesectorandpublic
private partnerships(PPP). This documentin essence
analyseswhetherthe private sectoror PPPmodel could
deliver affordable healthcareto the majority of Indians,
following healthsectoreforms.

A three point strategy is requited to make
Healthcaein Indiaaffordableandsustainabldy

1. IncreasingPublicHeathSpending
2. Regulating’rivateSectorand
3. GoodGovernance.
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2. HealthsectorReformsan India

Health sectorreformsinclude major changessuchas 1) Reductionof investmentsin Public health
sector 2) openingup healthcareo the private sector 3) Private Investmentsn public hospitals,4)
Introductionof userfeesands) Techno-centripublichealthinterventiongtc.

Incentivesto private health sectorinclude reductionof direct taxes,Income tax exemptionsfor 5
yearsfor settingup rural hospitalsand Health Insurance higher depreciationin medicalequipment,
customduty exemptionsfor imported equipmentthat are lifesaving, promotionof publicly financed
healthinsuranceschemegpreferentiabndsubsidizedllocationof landthathasbeenacquiredunderthe
public acquisitions Act, subsidized education for medical, nursing and other paramedical

professionalgraduatingfrom governmentinstitutions, and the provision for 100% foreign direct
investmentFDI).

Figure 1: Government Expenditue on Health in India
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Souce: Planning Commission of India, Budget Division of Department of Health, NRHYVEH, NACO &
Health Reseah

Theeffectof healthsectoreformsis evidentfromthea) Stagnatiorof growthin healthinfrastructuredue
to major cutsin healthbudgetduring the period 1991-93(figure 1); b) Economicallypoor population
furtherexposedo ill health,dueto concurrenteformsin othersectorsof Indianeconomysuchasinter-
sectorabkubsidiesn Publicdistributionsystemeducatiorandtransportr) Increaseadostof medicalcare
andmedicinesd) Reductiorof essentiatirugslist underDrug PriceControlOrder(DPCO)from 378to
140in 1987to 73in 2011, thoughthecurrentgovernmenhasbrought52 moredrugsunderpricecontrol
recently [http://in.reuters.com/article/2014/12/12/india-pharmaceuticals-prices
idINKBN0JQOL020141212]thus covering 400 drugsinsteadof 348 drugsin the National List of
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EssentialMedicines(NLEM) 2011; e) Increasechousehold out of pocketexpenditureon healthhas
becomethe 2™ major causeof indebtednessn rural population,next to agriculture;f) Altered the
production patternsin health sector;g) Domination of donor driven priorities shapelndian health
agendas/strategiel) High-quality medicalcareis accesseanly by middle-clasdndians& medical
tourists;i) Healthresearctsufferedin diseasesurveillance andotherhealthresearchorganizationsj)

Expansiorof Family WelfareProgramsatthe expensef Primaryhealthcare(PHC)etc.,thatledto the
limited ornoaccesso qualitycaretothemajorityof Indians.

3. NationalRural HealthMission(NRHM) & AccesgoAffordableHealthcare

Deterioration ohealthcare servicdsllowing healthsector reformsvas pointedut byan Independent
Commissionon Developmentand Healthin India (ICDHI, 1995), that recommendeduture actions,
which was widely discussedand as a fall out of thesediscussionsNational Rural Health Mission
(NRHM) waslaunchedn April 2005.NRHM's objectivewasto developacomprehensivaealthcareo
rurallndiaby improvingsocialdeterminantsf healthlike nutrition,sanitationhygieneandsafedrinking
waterbesidegrovidinghealthcarservicesthroughPublicPrivatePartnership@PPP).NRHM intended
to provide quality healthcareto rural population(65%) by strengtheningnfrastructure, manpowey
transporthealthinformationsystemaccesso diagnostidacilities/servicegnedicinegandimmunization
throughgoodgovernancédecentralizatiomnddistrict managemeraf health,communityparticipation
andownershipof assetgtc.). Theobjectivesof NRHM werein line with Millennium DevelopmenGoals
(MDG) thatwaslaunchedn 2000,andindiabeingasignatoryto MDG hasanobligationto meethesame.

Launchingof NRHM increasedhealthbudgetsnamginally couldimprovehealthcarecapacitybuildingto
someextent,but, accesgo quality healthcarehasnot improved.NRHM was criticized for its lack of
managerial social and political competencén the administrationof healthcaredelivery andthat its
objectivesverereducedo achievingDG’ thanimprovingoverallhealthservices

4. CapacityBuilding in PublicHealthcareSector(2007-13)

4.1 Infrastructur e:PrimaryHealthCareCentrefPHCs)increasedrom 22,699n 2006to 24448,Sub
CentreqSCs)from 146,026to 151684 and CommunityHealthCentre CHCs)from 3910to 5187in
2013.Numberof government hospitalsandbedshaveincreasedlightly from the year2007to 2008,
whichwassteadyuntil 2011, followedby asteepisein theyear2012. At presentiverageuralpopulation

covered by SCs is 5,624 against the norm of 3,000-5,000, by PHCs 34,876 against the norm of 20,000-
30,000andby CHCs173,235gainsthenormof 80,000-120,00ihdicatingthatatleastthereareenough

health care centres to semhe population. Howevgtheir uneven distribution betweerban and rural

India makesit inequitableaccessacrosdndia (Fig 2). The growth of bedsin rural hospitalshowedan
increasef27%,whilein urbanareast is 31%from 2007t0 2013,in spiteof steadyimprovementit is still
inadequate.

‘BanerjeeD. Politics of rural healthin India. NationalRural HealthMission (NRHM), documentsNew Delhi: JanSwasthya
Abhiyan; 2005.

’Bajpai VandSarayaA. Developmenbf healthcareservicesn India, TheNationalMedical Journalof India, \ol. 26, NO. 2,
2013, 100-105.
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Figure 2: Growth of Beds in Rural and Urban Govt. Hospitals (2007-13)
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Averagepopulationservedper governmentospitalandper hospitalbedwaslargerin 2007 hascome
downsteeplysince201landstagnatedh 2013(NHP 2007-13) . The overallshortfallof doctorsin PHCs
decreasely 6%betweerMarch2009andMarch2010 thoughit variesacrosstates.

IndianGovernmenemphasizetheneedor improvingtraditionalhealthsystemsinderthedepartmenof
Ayushinits 11"& 12"five yearplanperiodis evident(Fig 3).

Figure 3: Growth of all Ayush Hospitals (2007-13)
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Souce: Compiled Fom National Health mfiles fom 2007-2013, MOHFW5OI.

AmongAyush,ayurvedicinstitutionsarethe highestfollowed by homeopathyUnani, Siddhayogaand
naturopathySimilarly, Ayushteachingnstituteshavealsogrownsteadilyin thelast7 years,andin fact
theirnumbelis morethanAllopathicmedicalcollegegfig 4).
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Figure 4: Growth of Medical Colleges andhyush institutes (2007-13)
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Source: Compiled Fom National Health mfiles fom 2007-2013, MOHFWSOL.

4.2 HumanresourceonHealth:ln 2013therewere106813allopathicdoctors 5805specialists292498
healthworkersand30819healthassistantavailablein India. Overallabout6-6.5lakh doctorsavailable
currently andindiarequiregt morelakhsby 2020.

Populatiorservederdentalsuigeonis muchhighercomparedo allopathicandAyushdoctor(Fig 5),and

the situationis improvingin caseof dentalsuigeonwith a steadygrowth of dentalsuigeonsregistered
undemMCl & statecouncils.

Figure 5: Population served peAllopathic/ Ayush
Doctor and Dental Surgeon (2009-13)
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Souce: Compiled Fom National Health mfiles fom 2007-2013, MOHFW5OI.
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PopulationservedperAyushdoctoris little lower comparedo allopathicdoctoranddentalsuigeonin
governmenhospitalgfig 5). Thetotalnumberof doctorgegisteredindeMedicalcouncilof India(MCI)
andstatecouncilsalsoshowasteadyincline since2007with apeakin theyear2011 followedby asteady
declineuntil 2013(NHPs2007-2013).

Thoughthereis aslowgrowthof totalhealthworkers thestrengtiof doctorsatPHCs hasstagnateth the
last7 yearsAround7,467postsof doctorsarelying vacantoutof 33,515sanctionegbosts(July 2014)in
PHCsacrosghe country Total 5422 postsof specialistoout of 10,904postsarecurrentlyvacantin the
PHCs.Though, Allopathicdoctorspostedat PHCshaveincreasedy 45% during 2005-2013n rural
areasyetthereis shortagdor doctorsdueto theirunwillingnesgoworkin ruralareas.Manydoctorsvho
arepostedn ruralhospitalgemainabsenfor longperiods. In theabsencef doctors patientsrisiting the
healthcareentresretreatedy stand-irhealthpersonnélike pharmacistandnurses.

Overallthereis ashortfallof 63.9%specialistsshortfallof 75%of surgeons65.9%o0f obstetricianand
gynecologists80.1%of physiciansand74.4%of pediatriciansat CHCs.Similarly, the growth of lady
healthvisitors & pharmacisthiasstagnatedthoughthe strengthof nursesandmidwiveshasimproved
since2010.A steadyincreaseof auxiliary nursemidwiveswas also observedsince2010. Population
servedperpharmacisis growing,while populatiorservedernursds declining(NHP2007-13).

The aboveillustrationsshowthatthoughthereis slow growth of public healthcapacityit is unevenly
distributedandinadequateGoodgovernanceanensureoptimumutilization of theexpandedhealthcare
capacityin publicsector

5. ExponentialGrowthof PrivateMedicalEducationin India (2007-2013)

Traditionally, education and training of medical doctors was carried otlteb$tate, and private sector
hadlittle interestill twodecadeback.Indiahadl9medicalkollegegraduating. 200doctorseachyearin
1947.In 1990,0nly about33 percentof themedicalschoolsvereprivatelyoperatedtheproportionhas
now doubledto about57 per cent. Though,thereis a steadygrowth of both governmentand private
medicalcollegesin India since1991to till 2005,in 2006they arein equalnumberandby 2013the
situationhasreversed(Fig 6 andtable 2). Currently there are more private medical colleges(215)
comparedo governmentollegeg183)totalingaround398in India(Table1&2).

[http://www.mciindia.org/InformationDesk/ForStudents/Listof CollegesTeachingM BB S.aspx]
indicatinganexponentiajrowthof medicalcollegessince2006.

°RaoM., RaoK. D., ShivakumarA. K., CharrerjeeM., & Sundararamait, (2011) Humanresourcefor healthin India.Lancet
377(9765)587-598.
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Figure 6: Growth of Medical Colleges during 1993-2006
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Souce: http://wwwhrhindia.og/Paper2/Appendidppendix.html

Total numberof Studentsadmittedin medicalcollegesis also growing and alsothe femalestudents'
strengthis growing since2010-11 unlike in the previousyearswheremale studentsadmissionsvere

alwaysmorecomparatively(NHP 2007-13).Therapidgrowthof privatemedicalcollegess dueto their

registratiorundertrustsastheyprovidetaxconcessionsndereforms(Fig. 6 & table2).

Table 1: Growth of Medical Colleges in India

Year Total Number of Medical Colleges
2007-08 266
2008-09 289
2009-10 300
2010-11 314
2011-12 356
2012-13 398
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Table 2: Growth of Public, Private, Trust, Govt-Trust, University Medical Colleges (201-13)

Types of Medical Colleges
Year
Private/Trust Govt. Society Govt. Society | University
201 182 148 0 0 0
2012 186 161 7 1 0
2013 195 173 8 1 1

Duetolackof accountabilitymanyprivatecollegeshavecomeupwithoutthepermissiorof theMCI and
withoutbasicnecessarfacilities,andquality of healthcarevorkersis compromisedEightyeightpercent
of privatesectoiinstitutionsconstitutecollegeofferingcoursesn generahursemidwifery.

However little is known aboutseveralunrecognized® unregisterediursing schools,especiallyin

southerrstatesaslack of regulationcontinueso be a majorissué. Privatehospitalswithout qualified

nursesare alarmingly high, asthey do not follow any standardpracticesand nursing personnelare
generallytrainedonthejob’.

Moreover themedicaldoctorstrainedin governmentollegeshroughpublicresourcesreeitherlostto

foreigncountriesor to privatesectorasmanyof themsetuptheirown privateclinicsandNursinghomes,
leading toshortage ofjualified doctorsn public hospitalsin 2005,20 health workersvereservedper
10,000populatioroutof them70%workin privatesectohospitals.

6. Rapid Growth of Private Healthcare Infrastructure

Thereis asteadysteemrowthof privatehospitalsdispensarieandalsoallopathicdoctorssincel974-86
till today butavailability of bedsweremorein publichospitalscomparedo privatesectottill 2003 (table
3). Governmenhospitalanaintaineda studygrowthtill 1986andtheir numberis lessnow comparedo
privatehospitalsn thecountry

‘Barai— Jaitly, Tejal. National conferencereport: Emerging Health Care Models: Engaging the Private Health Sector
25th—26th September2009YMCA. Mumbai:CEHAT, vi,42p.,2010.

°Duggal Ravi, OommenC. Kurian, PadmaBhate-Deosthaland SuchitraWagle (2012).Political economyof Healthcardn
India.Healthfor theMillions, Oct- Dec.,2012,Vol. 38,No.4.
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Table 3: Public Private Distribution of Healthcare Infrastructur e

Hospitals Dispensaries Hospitals Beds Allopaths

Year Pub. Pvt. Pub. Pvt. Pub. Pvt. Pub. Pvt.
1964 * * * * * * 39.6 60.4
1974 81.4 18.6 * * 78.5 21.5 * *
1981 56.2 43.8 86.2 13.8 71.6 28.4 294 70.6
1986 54.7 45.3 * * 73.9 26.1 26.6 73.4
1988 44.1 55.9 50.6 49.4 70.1 29.9 * *
1991 42.6 57.4 40.4 59.6 67.8 32.2 * *
1993 33.4 66.6 37 63 64.6 35.4 * *
1996 31.9 68.1 39 61 63.4 36.6 * *
1997 31.72 68.28 43.28 56.72 61.49 38.51 * *
1998 30.02 69.98 43.32 56.68 67.2 37.2 * *
1999 25.35 74.65 47.63 53.37 6.74 38.26 * *
2000 28.78 71.22 47.67 52.33 62.34 37.66 * *
2001 27.48 72.52 45.9 54.1 61.83 38.17 * *
2002 26.31 73.69 46.71 53.29 61.67 38.33 * *
2003 onwards segrgated date not updated
*Not available

Souce: Health for the Millions, Oct - Dec., 2012IV38, No. 4

'"The growth of private hospitals has increased from 14 per centin 1974 to 74 per cent in 2002. Today 74.05
per cent of hospital beds are in urban areas, whereas 69 per cent of the population lives in villages’. Though
the number of hospital beds increased in private sector in post 1990s, it is accessible to those who can
afford (table 4).
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Table 4: Beds in Public and Private Hospitals in some States of North India (2012)

No. of Beds
Year <100 100-500 500-1000 >1000
Private | Public | Private | Public | Private | Public | Private | Public

Delhi 9 20 3 3 3
Haryana 5 1 1

Jammu & Kashmir 2 1
Chandigarh 1 2 1 1
Punjab 9 1 2 1 1
Rajasthan 6 13 1 4 1 1
Himachal Pradesh | 2 1

Uttar Pradesh 7 26 2 4 3 1 1

Souce: compiledfrom "Bridging the Divide - for a Healthy India: Agendafor TransformingHealthcae Delivery in the
Northern Region", Grant Thornton India [wugvantthornton.in] & Confederation of Indian Industry CII, New Delhi, India.

6.1 The Growth of Charity/Private fust Hospitals

Historically, charitablehospitals wereet upby philanthropist¢o providefree orconcessional medical
care. Howeverunlikeearliertimes Jargenumberof hospitaldn IndiawereregisteredindertheTrustor
SocietiedAct, asit providestax concessions) thelast3-4 decadegtable5), thoughtheydon'tindulgein
any kind of charity Severalwell-known hospitalssuchas Bombay Hospital, Jaslok,BreachCandy
Lilawati, Hinduja, Kokilaben Dhirubai Ambani and Nanavatiare ownedby corporateand registered
undertheBombayPublicTrustAct areoperatingasTrusthospitalsputtheydonotprovidefreeserviceto
thepoor. Onlytherichorinsuredoatientanaffordthehospitalkchages.

Table 5: Growth of Non-Profit Health care Institutions in Post 199s

No. of Non-R oft Healthcare Institutions

Before 1970 1683
1971-80 2311
1981-90 6014
1991-2000 16614
2001-2009 32718

Souce: Report on Non-Pfit Institutions in India, CSO, Govt. of India, 20New Delhi
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Therearelaws that meantto registerandregulatecharitableinstitutionsto benefitthe poor However
generapublicis notawareof thesdaws.

Thesdrustsaresupposetb providefreeserviceio economicallypoorclassof 10%of inpatientand25%
of out-patientreatmentThesehospitalgyetall thetaxbenefitsthatthelaw providesbuttheydonottreat
genuinelypoorpatientsasmandatedby law, citing thatsuchtreatmen{10%freebeds)causesossed

The private health care provision remains unregulated as well as unethical in practice. For instance, the
profitability rateof Apollo groupof hospitalgs 40 percent,anddespitebeingpublictruststheirfinancial

datais notavailablein publicdomain.Thetaxthatwouldaccrueothestatewouldbemanytimesoverthis

figure’.

6.2 Increased~oreignDir ectinvestments(FDI) in Healthcare

Health Sector reforms facilitated foreign direct investments(FDI) in pharmaceuticalmajors of
multinationalcompanie$MNCs),andFDI flows haveincrease@sshownin table6 & 7. FDI upto 100%

is in operationn Pharmaceuticegbectorsince2001. FDI flows in Healthsectoraremainly in drugsand

pharmaceutical$5%) followed by hospitals& diagnosticcentresand Medical & sumgical appliances
(table6 & 7).

Table 6 : Increased FDI Hows in heath sector (April 2000 to June 202)

Amount % with Total
Amount (Crore INR
SEE) ( )| (milion USD) FDI (+)
Hospital and diagnostic 6.340.88 1.395.82 0.80
centers
Medical and surgical
T 2,469.41 523.54 0.30
Drugs and 45,313.03 9,659.26 5.53
Pharmaceuticals

Souce: FDI Statistics June 2012, DIPMinistry of Commere & Industry GOI

Accordingto DIPP(2014) thedrugs& pharmaceuticaectomattracted=DI worthUS$12,688.7 Imillion
during April 2000 - September2014. [http://indiainbusiness.nic.in/newdesign/index.php?param=
industryservices_landing/347/1].

During the 1990s,Indian healthcargrewat a compoundannualrateof 16%,andit is currentlyvalued
aroundmorethan$34billion, orroughly6%of GDR projectedo growto nearly$40billion.

6Kurian, Oommen C., David Siddarth (2013). Free Medical Care to the HmCase of Statkided Charitable Hospitals in
Mumbai. Mumbai: CEHA, 2013 [ISBN : 978-81-89042-64-6].
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Table 7:Increased Investments in Healthcar Facilities during 2000-2008

Transaction
Company Name Year Investor value
(US $ million)
Vikram Hospital 2008 | ICICI venture, India 24
Oyster & Pearl Hospitals 2008 | Saviour Health care 13
Rockland Hospitals 2008 | IFC, USA 14
Health Care Global 2008 | Premiji Invest, India 20
Health Care Global 2007 | IDFC PE, India 10
Apollo Hospitals 2007 | Apax Partners, UK & IFC, USA -100
Sahyadri Hospitals 2007 | ICICI Venture, India 36
Fortis Health Care 2007 | Trinity Capital,India 20
RG Stone 2007 | ICICI Venture, India 10
Hianandani Hospital 2007 | Fortis Health Care, India -6
Manipal Hospitals 2006 | IDFC PE, India -20
Max Health Care 2006 | Warbug Pincus, USA IFC, USA -45
Sterling Hospital 2006 | Actis, UK -300-400
Narayana Hrudayalaya 2007 | AIG & JP Morgan, USA -100
Medica Synege 2008 | ICICI, Venture India 16

Souce: Report on Bridging the divide- for a healthy India by @lpyil 2013

According to Confederationof Industry of India (Cll), hospitalsconstitute71% of large chunk of
healthcarenarketfollowed by pharmaceutical& medicaldevicesmedicaldiagnostic&ndinsurancen
India(Fig 7).

12
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Figure 7: Growing Healthcare Market in India
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Souce: Report on Bridging the divide- for a healthy India by @lpyil 2013

Bothimportsandexportshaveincreasedtable8 & 9). Thoughthecountryis almostself-suficientin case
of formulationsit still continuegoimportDrugsandPharmaceuticalsasedneconomiconsiderations,
but not necessarilydue to non-availabilityfrom domesticsourcesThe rate of growth of imports of
medicinedasincreasedrom 18%(2003-04 o 35%within 5yearqTable8).

Table 8: Growth of Imports of Pharmaceuticals

Year LSl Cl Drggs & Growth % in Crores
Pharmaceuticals
2003-04 15213 18.6
2004-05 17228 13.2
2005-06 21230 23.2
2006-07 25666 20.8
2007-08 29354 14.3
2008-09 39821 35.6
2009-10 42456 6.62
2010-1 47551 12.0
2011-12 51393.29 8.08
2012-13 55692.53 8.36

Souce: Compiled fom annual Reports (20412 & 2013-14), Depart. of pharmaceuticals, Ministry of
Chemicals & Fertilizers, GOI.

DrugsandPharmaceuticalmanufacturerarefreetoimportandproduceanydrugthatis approvedythe
Drug Controlauthoritieg Departmenbf Pharmaceutical2012-13).Thiswould allow thecompanieso

import highly expensive brands drugs of MNC4go sell them inndian markets for theprofit. Many
timesdoctorsprescribeexpensivedrugsto consumersthoughcheapeidrugsare availablewith same
formulaandwhichis equallyeffectivein termsofits medicinalvalue.

13
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This would only increaseshe burdenof the consumetto spendmoreon expensivemedicinesthough

compulsonylicensingprovisionof WTO-TRIP Sfacilitatedbringingdownthepricesof someanti-cancer
drugsunderDPCOrecently(table1l).As thereis nostrictimplementatiorof drugsbeingprescribedand

soldasgenericstheimport allowancedo pharmaceuticahdustrywould encouragesellingonly those
brandf drugsthatarehighly expensivédor theirprofit.

IncreasedrFDI flows (table 6) madeIndian MNCs in the forefront in global markets,and Indian

pharmaceuticahdustrysoonbecame!”largestproducenf themedicinesy volumeandbecamamajor

global exporterof genericdrugs.India's pharmaceuticalshareof exportsin saleshassteadilygrown

from15percentin 1993-94to 41 percentin 2009-10. The ratef growth of exportsof bulk drugswas

greatetthanformulationsduringthe 1990s whichwasreversedn post2005period,while formulations
showedsteadygrowththroughout

Table 9: Growth of Exports of Drugs

Year SIS @ DrL_Jgs & Growth % in Crores
Pharmaceuticals

2003-04 2,956 3.18
2004-05 3,139 6.19
2005-06 4,515 43.84
2006-07 5866.37 29.92
2007-08 6734.15 14.79
2008-09 8648.90 28.43
2009-10 9959.0 15.15
2010-1 11113.86 11.59
2011-12 14287.66 28.55
2012-13 16965.09 18.73

Soure: Compiled fom annual Reports (20112 & 2013-14), Department of pharmaceuticals,
Ministry of Chemicals and Fertilizers, GOI.

Joseph, Reji K (2012) Policy Reforms in the Indian Pharmaceutical Sector since 1994: Impact on Exports and Imports,
Economic and PoliticaNMeekly. Vol.47No. 18, pp. 62 — 73.

14
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Table 10:Trade Balance of Drugs & Pharmaceuticals

Items/Years 2006-07 2007-08 2008-09 2009-10 2010-1

a) Exports of Drugs & | 25666 29354 39821 42456 47551
Pharmaceuticals angl
finechemicals

Sharen TotalExports%| 4.5 4.5 4.7 5.0 4.2
b) Importsof Medicinal | 5866 6734 8649 9959 10937
andPharmaceuticals
Products
Share inTotal Imports % 0.7 0.7 0.6 0.7 0.6
Trade Balance 19800 22620 31172 32497 36614

Souce: Compiled fom annual Reports (20112), Department of pharmaceuticals,

Ministry of Chemicals and Fertilizers, GOI.

Thoughthetable10 showstherateof shareof total exports(declinedfrom 5%to 4.2%)andtheshareof
total imports (declinedfrom 0.7% to 0.6%) has declinedafter 2009-10,trade balanceof drugs &
pharmaceuticais essencehowgrowingtrendof pharmaceuticaksxports.

7. IncreasedPricesof Medicines& DeclinedAccesdoAffordableMedicines

Exports ofdrugs werenuch highethan thedomestic consumptided tothe escalationf theprices of
essentiamedicinesastheiravailability declinesn thecountry Indiahasalargeunmetdomesticdemand
for critical medicinesAround65percentof thelndianpopulatiorstill lacksacces$o essentiamedicines.
Theshareof drugexpenditurén outpatientiepartmen{OPD)thatwasestimatedo beat63%in January
2004hadrisento 82percentin 2010. Accordingto NationalHealthaccounts38-62percentof inpatient
expenditurén ruralandurbanareasiccountedor medicines.

The nationallist of essentiaimedicines(NLEM) 2011 orderof India includeda list of 384 essential
medicines undgrice controlHowever expertsvere criticalof theselection critéa of essential drugs
inclusionunderDPCO(2013) whichwasbasedntheceilingprice(decidedby takingthesimpleaverage
of pricesof brandswith morethan1% marketsharewould excludecertaindrugswith specifiedstrengths
outof DPCO.Thesecriteriaexcludesall chemicalanaloguegexcludess00mgparacetamahndincludes
650mgparacetamol)all existingandvariouscombinationsof NLEM andnon-NLEM medicinesand
manyusefuldrugsfor asthmaDiabetesMDR-TB, basicdrugfor iron deficiencyprophylaxisfalciparum
malaria medicinesexceptartesunatdabletsand many other expensivedrugs such as meropenem,
imipenemcilastatin tigecycline, colistin, abciximab, tirofiban, eptifibatide, mycophenolatemofetil,
tacrolimusomitetc.

NLEM was criticized that the nationalpricing policy is in favour of pharmaindustry becausef all
essentiamedicinesvith theirstrengthandformulationsarebroughtundedDPCO it wouldaffectsaleof
86%of anti- diabetics 88% of anti-malarialsg3%anti-infectives81%of anti-TB drugs;99%of blood
relateddrugs; 71% of cardiac;90% of derma;85% of gastrointestinal86% of gynaec;100% of
hepatoprotective33%of HIV related56%0f hormones82%of neuro/ CNS94%of opthal/otologicals;
99% of sex stimulants/rejuvenators90% of pain/analgesics;94% of respiratory ; 100% of
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stomatologicals99% of vitamins/ minerals/nutrients68% of vaccines;etc.,andthe “benefit” to the
averageeitizenis only aboutRe 1 permontH. It is notatall in favourof consumersinlessgyovernment's
pricingpolicyisrevisedn theinterest®f publicthanin favourofindustry

The Indianpharmaceuticalormulationsindustryis characterizedby wide-rangingpricesfor the same
productwith high profits, apartfrom marketingandselling unnecessarirrational combinationgtable
11).An analysiof marketingrendsof medicinesn Indiashowedhat> 60%o0f thetop-selling300drugs

whichaccountedor nearly80%of theretailsalesarenotto befoundin thenationalkessentiatiruglist’.

Table 11: Prices of Essential Medicines with and without DPCO

Decontrolled Controlled
Category Name of Drug Price Price
(Rs.) (Rs.)

Anticancer Tab. Geftinate 11,500 5,900

Tab Nolvadex 200 45

TabVeenat 11,500 8,500

Tab Glivec 1,08,000 8,500
Blood Pressure/Heart Tab Cardace 5mg. 128 92

Tab Seloken X150 164 78

Tab Losar 50mg. 94 67

Tab Plavix 1,615 147
Antibiotics Tab Moxicip 400 399 250

Tab Moxif 418 295

TabTaxim O 200 198 118

TabAugmentin 625 263 150

TabTaribid 200 173 34
Cholesterol Tab Storvas 10 97 62
Anti-Depressants TabAlprax 0.5 39 31

TabAlprax 0.25 22 15
Eye-Drops Xalatan 1,187 450

Xalacon 1,348 515
Diabetes Inj. Huamn Mixtard 169 140

TabAmaryl 2 208 98
Injections Albumin 20 5,500 3,800

Anti D 3,500 2,200

Anti Rabies (Kamrab) 7,000 2,670

’S SrinivasanT Srikrishna, MaliniAisola (2014). Pharma Price Control Policy Unrealistic and Uraionomic & Political
Weekly EPWAugust 23, 2014 vol xlIX no 34, 13-15.
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Others Tab Decdak 2 21 10
Tab Zyloric 100 34 21
Tab Ocid 20 97 50
Tab Megafreeflex 346 255
TabAndriol 157 115
Tab CCM 194 177
TabAmdepin 47.40 31.60

T.B. Drugs Rcinex 54 49.70

Souce: peoplesdemocraday/2014/1019_pd/decomtiling-drug-prices

The Profit motivatedpharmaceuticahdustryalwayscomplainof lossesf manydrugsareunderprice
control.However healthsystemsn KeralaandTamil NaduandLOCOST(Vadodarajhasdemonstrated
that evenwith lessprices (under DPCOQO) industry can still makeits profits and at the sametime a
centralizegprocuremensystemsanalsomakethemaffordablé (table12).

Table 12:Comparison of Chittorgarh, TNMSC Procurement

Prices and Retail Market MRPs

1A
—

_ Chittor MRP TNMSC Brand Name Per MIMS
Generic Name . garh | Printed [ Prices and
f Dru s Tender |on Pack/q 2010-11 (Rt
A RILE , Manufactur er 2008)
Rate(Rs)|trip (Rs)| (Rs.)
Albendazolgéab [10tablet§ 11.00 | 250.00 |4.62 Albezole-Khandelwal Rs.12.00pertablet
IP 400mg
Combantrin —Pfizer Rs. 14.83 per table
Nemozole- IPCA Rs 9.75 per tablet
Zentel-GSK Rs 17.00 per table
Alprazolam tab |10 tablet$ 1.40 14.00 |0.45
IP 0.5mg
Arteether 2ml Inj. |1 in;. 9.39 99.00 [9.71 for
80 mg
per vial
Amylodipine tab |10 tablet$ 2.50 22.00 [0.42 for | Amlodac-Zy-Alidac Rs 15.10 per strip
5 mg. 10 tabs of 15 tablets
of 2.5 mg
Amlopres-Cipla Rs 36.86 per strip
of 15 tablets
Calchek-IPCA Rs 22.50 per strip
of 10 tablets

Lama-Stadmed

Rs 15.03 per strip
of 10 tablets

Myodura-Wbkhardt

Rs 15.45 per strip

of 7 tablets

*Srinivasan 201, Medicines forAll', the Pharma Industry and the Indian State, Economic & Polifieakly (EPW),June
11, 201 vol xlvi no 24, 43-50.
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CetrizinelOmg 10tabletd 1.20 35.00 [0.50

Ceftazidime 1inj. 52.00 | 370.00 |8.77 for
1000mg 250 mg
injection
Atorvastatin tab |10 tablet$ 18.10 | 170.00 | 2.30 for
20 mg 10 tabs
of 10 mg
Diclofenac tab 10 tablet$ 2.20 25.00 [0.63 Nac- Systopic Rs 16.00 per strip
IP 50mg of 10 tablets
Tromagesic-Thermis Rs 3.15 per strip of
10 tablets
Voveron- Novartis Rs 34.70 per strip

of 15 tablets
Diazepam tab 10 tablet$ 1.90 29.40 [0.47 Calmpose- Ranbaxy Rs 22.20 per strip
IP5 mg of 10 tablets
Placidose- Lupin Rs 14.00 per strip
of 10 tablets
Valirum-Nicholas PiramgIRs 23.00 per strip
of 10 tablets

Amikacin 500 mg |1 inj. 6.95 70.00 [6.78

Souce: Srinivasan, 2, Economic & Political Wekly June 1, 2011, 24:43-50.

Tamil NaduMedicalServicesCorporation(TNMSC) catergo all levelsof careandpatientsangetthese
medicinedree from governmenhealthsystem.n caseof ChittorgarhandNagpurdistrict the patients
abovepovertyline haveto payfor thesemedicinesat the samelow prices. Thesystemrunsbasedon a

monthlycreditfromthesupplierswith theprovisionfor returningunusednedicinesandwith noworking

capitalfrom the district administration.The 20% maigin on the procuremenpricestakescareof the

overheadsSuppliersare mostly well-known companiesquoting much lower pricesfor the district

administratiorandthis effort waspossibledueto the saleof genericdrugsatlow pricesby otherprivate
retail pharmaciesn Chittorgarhthroughadvocacyaboutthe availability of genericmedicinesin their

shop$

8. GovernmengxpenditureonHealthin India

Indiaranksamongsthelowestin theworld in governmenspendingon health whichis around0.9%of
GDR comparedo aglobalaveragef 6.0%of public healthspendingWHO). Thoughthereis a steady
growth ofpublic expenditur@n healthin thelast 7years inabsolute numbe¥s while its proportionof
private spendingon healthis one of the highest. Public spendingon healthregistereda substantial
increaseluringadecad€1975—-85)yroundl.05%,hasdecreasedlowly followed by economiaeforms
in 1990s.

An estimate of public expenditure on health in India”, May 2012 NIR&port.
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Figure 8:Public & Private Expenditur e on Health in Select countries
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Source: Wrld Health Statistics 2010, WHO

Indiaspentonly 1.4%o0f its GDPon publichealthin 2009-10whichwasextremelylow, bothin absolute
termsandin comparisorwith otherdevelopingcountriessuchasNepal,BangladeshChina, Thailand,
ArgentinaandBrazil, andits private spendings the highestof 70% comparedo both developingand

developedountriesn 2010(Fig 8). Eventhedevelopedountriedike CanadandUK spendsnaximum

sharecomparedo privatespendingf 30and18percentespectively

Also fiscal allocationfrom centreto stateshavealsodeclinedfrom 19%to 7% of total expenditureon
health between 2004-05 and 2010-and public health expenditupe health between state acehtre
ratio hasremainedstableat 35:65over the years(2006-201)". It is observedhatin countrieswhere
government spendg onhealth § high(UK, SwedenGermany FranceDenmark, Norwaynd Japan),
life expectancyat birth is also notedto be long as 82 years(Draft National Health Policy 2015)
[http://mww.mohfwnic.in/showfile.php?lid=3014] helatestdraft NationalHealthpolicy (2015)motto
is sameasthat of NationalHealthPolicy 2002to provide healthcareserviceshroughPPR thoughit
intenddoincreasédealthexpenditur@nhealthin thecomingsyears.

8.1:Incr easedOut-of-pockethouse-holdexpenditureon Health

Accordingto theNRHM Frameworlkdocument;morethanRs.100,000croreis beingspentannuallyas
householdxpenditureon health whichis morethanthreetimesthegovernmenexpenditurenhealth.”
Hugehealthcareexpenditurehiavebeenthe major causeof householddlebtandpovertythatshattered
familiesof poorin thecountryTheout-of-pockeexpendituraspercentof privateexpenditur@nhealth
was92.2%in 2000,whichreducedo 74.4%in 2008[http://mospi.nic.in/Mospi_New/upload/SAARC_
Development_Goals_%20India_Country Reporta@§13.pdf].

“Gaig CC. Equity of healthsectorfinancingand deliveryin India. TakemiFellow in InternationaHealth.HarvardSchoolof
Public Health, June 1998. Available at https://wwwhsph.harvad.edu/wp-conteftiploads/site14/2012/10/rpl44df
(accessedn29thDec2014).
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9. AccesgoHealthcarethroughPublic PrivatePartnershipgPPPs)
9.1: HospitalsthroughPPPs

PPPRin hospitalaneantin IndiathatGovernmenprovidesfreeland,directfinancialassistancandlarge
taxexemptiongo privatehealthsectorin exchangdor the provisionto providefreeservicedo acertain
percentagef poorpatients Onesuchexampleis TheApollo Indraprasthadospitalthatwasfoundedin
1996, in collaborationwith the Apollo HospitalsGroup andthe Governmenibf the National Capital
Territoryof Delhi. Thegovernmenkeased. 2acreof primelandatanominalsumof onerupegpermonth,
andbuilt theentirehospitabuildingatacostof morethanRs.1700million, thewith 25%o0f stakesn it and
the restof the moneywasdrawnfrom public financial institutions,while only a small percentagef
investmentvasfrom theApollo Group.Accordingto thelease 200bedswerereservedor poorpatients
for freeoutof 600bedsn-patientcapacityandonly in case®f emegencywith governmenpermission5
beds out othe reserved beder poor patientgan be usetly paying patientdt should alsdreat OPD
patientsree.However noneof thesdeaseagreemerns followed by thehospital Moreover afterApollo
Hospitalprofiting from the initial investmentyy the governmenthadnow offeredto buy up the entire
shareof theDelhi governmerit. This exampleshowsthatprivatecorporatehospitalsionotstickto long-
termcommitment.

However High courtindictedApollo Hospitalsheavilyfor theviolation of its commitmento treatpoor
patientsfree of chage, anddirectedcertainprivate hospitalsto ensurefree treatmento 10 percentin-
patientsand 25 percentoutpatients.The recent SupremeCourt judgmentdirectedthat the private
institutions wouldprovide medial cae freeof costto thepoor, pendingoreparatiorof ascheme which
wouldinvolve privateplayerdn treatingthepoor. Thismandatoryuling wasgivenonthegroundthatthe
landfor constructiorwasgivenonanundertakingvhichboundthe privateplayersto providefreehealth
careto peoplevhobelongto economicallywveakeisection®ofthesociety

9.2:Outsourcinghealthcareserviceshrough PPPs

These includeontracting outgecific ancillary servicesuch agliagnostic, securifycanteenssanitary
serviceshandingpublic infrastructure servicedelivery, handingover primary healthcentreso NGOs
etc.Contractingputasuperspecialtyhospitalin Belgaumto theApollo Group,establishmeraf aCardiac
centreby theEscortsGroupin Chhattisgarhanddrugstoresmanagemernh Rajasthamresomeexamples
to cite. “Governmentefforts to collaboratewith the private sectorhavebeenprogrammaticsporadic,
disjointed and tentative, amit the result o well-thought strategy aimed achieving national hith

713

goals”.

9.3:HealthInsuranceSchemeshrough PPP

Tenpercenof India'spopulationhasanyform of healthinsurancecoveratpresentHealthschemedike
EmployeestateinsuranceschemgESIS)andcentralgovernmenhealthschemg CGHS)wereentirely
coveredoy governmenhospitalsanddispensaries pre1990s However in post1990sstateandcentral

“BajpaiV and SarayA. Healthcare financingdpproaches and trends in Indighe National Medical Journal of IndiéOL.

23, NO. 4, 2010, 231-235.

 PHFI Report, Srinath Reddgakthivel Selvaraj, DKrishna D. Rao, MMaulik Chokshi, Preeti Kumavandanarora,
Sachin Bhokare and Isheeta Ganguly (Q0A Critical Assessment of the Existing Health Insurance Models in India, a PHFI
Report, sponsored by Planning commission of India, New Delhi.
[http://planningcommission.nic.in/reports/sereport/ser/ser_heal130fpd@ssedn29"Dec2014).

20



Affordable Healthcae - The Indian Perspective

governmenschemeslsocoveredorivatehospitalgan theirlist to providehealthcareéo employeesThis
hasincreasedovernmenéxpenditur@nhealth.

Themeanhospitalizatiorexpensesf theprivatehealthof the ESISandCGH Stakescareof risk pooling
andrepaymenfasthey are basedon contributionfrom employerandthe schemesre entirely public
fundedschemesOntheotherhand healthcarecostswereveryhighin insurancescheme@ commercial
sectorthatcoveredn-patienttreatment:Nearly all providersunderTN andCGHSareprivatehospitals,
while in Andhra Pradeshover 80 per centof the hospitalizationoccursunderAarogyasriin private
hospitals.*

During 2009-10,over one-fifth of all governmentexpenditurewas on tertiary care,and the overall
spendingon hospitalcare underinsuranceschemeswvas around37%. Statessuchas, Delhi, Andhra
PradeslandTamilNaduhavealreadyspentwvell overhalfof all governmenéxpenditur@ntertiarycare.

Currently there are aroundmore than 25 Community healthinsurance(CHI) schemespy the state
governmentsoveringover10million livesall overindia. Two hundredorivatehospitalsand153public
hospitalsare coveredunderRashtriyaSwasthyabimayojana,enrolled17 48 471 peoplefrom 8 states
(table11).

Table 13:Govt. Sponsoed Insurance Scheme

States No. of Districts In district with enr olment Hospitals
BPL

Selecteq S;Zp Prolgres; Tg[;l”?ezl' ;erl]rroillilgz Private| Public | Total
Bihar 38 30 8 1,50,1,570| 73,98,390 | 814 50 864
Odisha 30 9 21 |[52,91,971 | 32,78,899 | 146 461 | 607
West Bengal 19 12 6 76,49,343 | 45,43,976 | 599 27 626
Mizoram 8 8 - 69,299 43,256 13 74 87
Gujrat 26 26 - 36,39,634 | 18,20,326 | 1,257 | 426 | 1,683
Maharashtra 32 23 9 44,38,792 | 20,81,821 | 1,207 | 15 1,222
Karnataka 30 - 30 | 36,71,204 | 16,80,913 | 478 318 | 796
Kerala 14 14 - 26,11,319 17,48,471 | 200 153 | 353

Souce: Rashtriya Swasthya Bimajiva, Government of India

An observatiorof existinghealthinsuranceschemeghroughPPRn Indiashowthatgovernmentostson
healthcareare increasingas governmentmoney is siphonedto bear the catastrophiccosts (often
unnecessargiagnosticandtreatment)n private healthsector thoughconsumerdenefitasin caseof
Aarogyasrin AndhraPradeshit is arguedthatthismodelmaynotbesustainablé thelongrungiventhe
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inherentprofit motive of privatesectorandits unethicalpracticesn theabsencef regulationof private
healthcarén India,wouldincreasgovernmenéxpenditur@nhealth.

10. RisingHealthcarecostan postreformperiod

Accordingto HLEG, the private sectorwhich accounted% in 1947, now accountsfor 93% of all
hospitals,64% of all beds,80%-85% of all doctors,80% of out-patients,and 57% of in-patients
[planningcommission.nic.in/reports/genrep/rep_uhc0812.pcifjyering all aspectsof health care
marketsincluding healthfinancing,healthworker educationand healthequipmentmanufacturingand
service.

It was expectedthat the expansionof private healthsectorwould translateinto equity in healthcare
servicedn India. However two decade®f experiencen India showthatquality careandhigh costof
medicaltreatmentrethe dreadfulbarriersto accesdealthcardrom privatesector(Table14 & 15).In
Delhi, in patientprivatehospitaladmissiorchagesare2-3fold highercomparedo Governmenhospital
(table14).In 2003 fee-chagingprivatecompanieaccountedor 82%of India's$30.5billion expenditure
onhealthcareOnly 25%o0f theIndianpopulationhasaccess$o Westerrmedicinemainlyin urbanareas,
wheretwo-thirdsof India'shospitalsandhealthcentresrelocated.

Figure 14:Coronory angiography prices forone day stay in Delhi Hospitals

Management Hospital GeneralWard | Shared Room | Single Room
Corporate Max Devki Devi 13,000 16,000 21,000
Corporate Indraprasth@pollo 14,000 15,500 19,000
Trust Sir Ganga Ram Hospital 13,000 13,500 19,000
Corporate Fortis 10,000 11,000 12,000
Public AlIMS 5,000 5,000

Souce: (Lefebve, 2008).
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Table 15: Schedule of Charges: Fortis Escorts Hospital

General Twin Super Triple
S. No. Service Name Séﬁ;?;ég Ward Sharing ghilrjé(:s Deluxe | Sharing
Charges | Charges Charges | Charges
CLOSURE (VSD) HIGH RISK
Open Hear
CARDIAC SURGERY Sub | DUgees
Group | Moderate
Risk
CRDS-69| Annuerisms Moderate Risk 185000 105000 225500 270500
CRDS-70| Aortic Valve Replacement + 175000 175000 | 212130 | 253380 | 155000
Cabg Moderate Risk
CRDS-71| Atrial Septal Defect Closure 145000 145000 | 176500 | 211500
(ASD) Moderate Risk
CRDS-72| CABG Carotid Endarterectomy 170000 170000 | 207130 | 248380
Moderate Risk
CRDS-73| CoronaryArtery Bypass Graft 160000 160000 193750 231250 | 140000
(CABG) Moderate Risk
CRDS- DoubleValve Replacement + 199750 199750 | 242445 | 289880 | 175000
128 CoronaryArtery Bypass Graft
(CABG) Moderate Risk
CRDS-74| DoubleValve Replacement 175000 175000 | 212130 | 253380 | 155000
Moderate Risk
CRDS-75| ICR/TAPVC/VSD with PS 185000 185000 | 225500 | 270500
Moderate Risk
CRDS-76| Mitral Value Replacement + CABG 175000 175000 | 212130 | 253380 | 155000
Moderate Risk
CRDS-77| Other Open Heart Sgeries 155000 155000 | 188750 | 226250
Moderate Risk
CRDS-78| Patent Ductusérteriosus Closure 145000 145000 | 176500 | 211500
(PDA) Moderate Risk
CRDS-79| Redo CABG Moderate Risk 170000 170000 | 207130 | 248380 | 160000
CRDS-80| Redo Double/alue Replacement 186500 186500 | 227340 | 272710 | 175000
Moderate Risk
CRDS-81| Redo Valve Sugery - Mitral 170000 170000 | 207130 | 248380 | 160000
Valve Replacement Moderate Rish
CRDS-82| Redo Valve Sugery -Aortic Valve | 170000 170000 | 201730 | 248380 | 160000
Replacement Moderate

Souce: FDI Statistics June 2012, DIPMinistry of Commere & Industry GOI

Thedirectcostdor variousserviceofferedby privatehospitaldike EscortsFortis,Apollo etc.,arehighly
expensiveinafordablebythepoor(tablel5).

Hospitalizationexpenditureshowsa steeprise of 9% in private hospitalscomparedio government
hospitalsnruralareas.

Privatesectomprescribesinnecessariests diagnostigproceduresndtreatmenimethodsathigh cost.A

12%increaseexpendituren urbanprivatehospitalsn postreformswasnotedcomparedo prereforms
periodandits costis further escalatedo 37% within 10 yearsby 2004.Also, householdexpenditure
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increasedrom 5.43%in 1993-94to0 6.09in 1998-99%ndto 6.61%in 2004-05n ruralareasandin urban
areast was4.6%in 1993-94 hasincreasedo 5.06in 1998-9%ndt05.19%in 2004-05",

About47 percentof thetotalruralhospitalisatiortasesn thecountrywerefinancedoy thesaleof assets
orloansandin urbanindiait is about31%,with theproportionrangingfrom 13to 55%for differentclass
of households Thefinancialreasorcitedfor notaccessingealthcarewas15%n ruraland10%in urban

areasn 1986-87whichrosesharplyto 28%in ruraland20%in urbanareasn 2004(MoHFW 2007).

Thecostof healthcareservicesn postliberalizationperiodincreased fold in public sectorand? fold in
privatesectorwhereagpurchasingpowerof poorerclassehasnotchangediuringthesameperiods. In
addition, governmentspendingon public health declined, coupled with deregulationof essential
medicinedasednmarketmechanismbhasweakenedvelfareneed®of publicandpublichealthsystems.

ThenewlyformedBJPgovernmenin its Budgetannouncemer{2014)promisedo providefreedrugand
diagnosticserviceto achieve“Health For All” by setting up medical, dental colleges, AlIMS like
institutionsin somestatesModel RuralHealthResearclCentres|aunchingnationalprogramto haltthe
deterioratingmalnutrition situationin India, and to StrengthenState'sDrug Regulatoryand Food
RegulatorySystemsvithin sixmonthslt'sbeeré monthsnow, onlytimecanrevealts promises.

However it is onceagainreiteratedhatincreasegublic healthspendingandstrictregulationof private
sectomwith Goodgovernanceanonly sustairaffordablehealthcarén India.

11 PolicyRecommendation® EnsureAccessoAffordableHealthcare

1. Increasepublic expenditureon healthfor optimumutilization of existingpublic healthresources
and for the expansionof capacitywherevergapsexist. It is the public healthsectorthat always
providedaffordablequalityhealthcarelespitanadequacieasacknowledgety therecentNational
draftonhealthpolicy 2015'-“Intermsof comparativesfficiency, publicsectoiis valuefor moneyas
it accountgbasedntheNSSO60thround)for lessthan30% of totalexpenditurebut providesfor
about20%of outpatientareand40%of in-patientcare Thissame=xpendituralsopaysfor 60%of
end-of-lifecareg(RGl estimatesnhospitaimortality),andalmostl00%of preventiveandpromotive
careandasubstantigbartof medicalandnursingeducatioraswell.”

2. Improve determinantsof health on priority basissuch as provision for clean environment,
(sanitation & hygieneand accesdo safedrinking water),goodliving conditionsand balanced
diet. This will bring down air born & waterborn diseaseslrastically Experienceof developed
nationsshowedhatit is primarily socialdeterminantef healththatpromisedgoodhealththanthe
technocentricapproachegvaccinesand medicines).Tuberculosismalariaarerarein developed
countries.

3. Involve localpanchayats andocal communitieso doa needbased analysifor expandingand
providing healthcarefacilities, skilled human resourceand social determinantsof health for a
comprehensivlealthcare.

4. Provide autonomy to local Panchayats(village, block, and district) or decentralizehealth
administrationto work towardsaffordable healthcarewnhile respectivestatesand union health
ministrymaymonitortheiraccountabilityandprogress.

“Baru RamaArnabAcharya, Sanghmitracharya,A K Shiva KumayK Nagaraj, Inequities iAccess to Health Services in
India: Caste, Class and Region, Economic & Polititaékly EPWseptember 18, 2010 vol xlv no 38, 49-58

24



Affordable Healthcag - The Indian Perspective

10.

11.

12.
13.
14.

15.

Q 8 8 W

Connect& reachup to remoteareasthrough existingsystemsljike Indian Postalservicesindian
postalservicesareveryefficientin reachingeventheremotecornersof thecountry A PHCunit can

beattachedvith eachpostoffice asconnectingointfor distributionof essentiamedicinegallopath
andayush)with first aidkits andatrainedhealthpersonnefrom thelocalcommunitycanbemaden

chageoftheunit.

Generatehealth workers from within local communities(ASHAs, Health workers/assistants,
Nursesand paramedicalstaff) with attractive salariesto ensureinvolvement,commitmentand
employmento rural population. Successfutommunitybasedmonitoringandplanningthatwas
implementedin 13 districts, 37 blocks and 150 PHCs and 680 villages across13 districts of
Maharashtranvolving around25 civil society organizations[http://www.copasah.net/uploads/
1/2/6/4/12642634/ community _based_monitoring_and_planning_in_maharashtra.pdf] can be
adaptedotherestof Indiafor makinghealthservicesaccountablandresponsible.

Improvemechanismgo train andretain skilled healthmanpoweltby providingincentiveso work

in rural villagesor bygeneratingandtraining peoplefrom within thelocal communitywith better
salaries,provision of accommodationand other good living amenitiesas in defenseservices.
Providingregularemploymentith bettersalariecanensureservicedelivery

Build and adoptaffordable health care deliverysystemdike Kerala, Tamil Nadu, Maharashtra
and Mizoram in other statesof the country, as they are proven examplesto show that good
governancendpolitical will candeliveraffordablehealthcaretothemajority.

StrengthenPublic sectorfor the stableaffordablesupplyof vaccinesand Universalimmunization
Programme.

Introduce newvaccinesonly after its 'need,efficacy and safetyis assesseih Indian population
with scientificevidenceandcost-benefi& cost-efectiveanalysis.

Balancethe useof Vaccineswith otherpreventivgublic healthmeasuresthan dependingonly on
techno-centriapproach.

Implementevidencéasedoliciesto ensurehealthfor all.
Prioritize healthresearchhasedn epidemiologicakvidenceof diseaseurveillance

Strengthendiseasesurveillancethrough networkingwith privateand public healthfacilities and
diagnosticcentresusinglT andthroughlocal panchayats.

Instigate proactive approach in implementing corporate social responsibility of private
companiego provideaffordablehealthcareservicesThedraftNationalHealthPolicy2015makes
'‘Corporatesocialresponsibility'asmandatoryHowever this shouldnot berestrictedto organising
freecampgo promotenewvaccinesntroductionandnewdrugsof doubtfulefficacy.

EnsureAccessoAffordableEssentiaMedicines
Implementhesaleofgenericdrugsasgenericgatherthanasbrandeddrugs
Banproductionandmarketingofirrational drugsandirrational combinations
Banthesaleofovercounterdrugswithoutprescription

ImplementNLEM underDPCO. Includeall newvaccinesthat are availablein the openmarket
underDPCO.
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17.

Q ©

Q 8 8 8

18.

Fix thepricesbasedndomestimeedatherthanonmarkettrendcriteria to enableaffordability of
essentiamedicineslncreaseNationallist of EssentiaMedicinedNLEM)to 500medicinesnstead
of400to covermedicinegor rareconditions.

Setup a centralizedpublic procurementsystenfor procuring genericgoodsand fix the price of
essentialdrugslow. Ensue the practice of high degiee of transpaencyin the procurementand
relatedoperationgoensuetheacces®flowpricedmedicines.

Ensueavailability of medicinesn all PHCsthrougha centralisedoublic procuremensystemNon
availability of medicinesn public healthsectorfacilities, while non-affodability in private retail
pharmacieds a major concern,thoughthe availability of medicineds betterin private shopsin
India.

Regulation of private health sectorto deliver free or affordable healthcare servicesthrough
following measures,

No further expansiorof private healthcae facilities unlessit is regulatedto meetpublic health
needs.

formulatingsimilar normsandstandadsfor governmenandprivatehospitalsalike.

Stipulateuniform servicechamgesin all private hospitals,clinics and dispensariesdiagnostic
centresat par with public hospitalsasmandatoryrequirement Sincelargemasse®f peopleavail
healthservicestheeconomie®f scalewouldtakecareof privateinstitutionsprofit needsaswell as
patient'sneed Many privatehospitalsareboundto providedaffordableservicesasperthestipulated
law, astheyacquiredreegovernmeniand.

Punishingdoctorsfor prescribingorandedmedicinesatherthangenerics.
Stipulaterulesto all chemistendpharmacieso sellgenericmedicinesatherthanbrands
Punishingchemistandpharmaciegor sellingbrandeddrugs

Regulataunethicalpracticesof drug promotionandpunishthosewhoconductunethicalpracticesof
drugpromotionsuchasincentivesasthe“cut” practicebydoctorsaboratories,CAT scancentes,
etc.

Makeaccountableéheprofessionamedicalassociationsike thelndianMedicalAssociation(IMA),
the Indian Associationof Physiotherapistd AP), the Federatiorof Obstetricand Gynaecological
Societiesof India (FOGSI),the Pharmacy Associatiomndthe Medical Council of India (MCI),
Indian academyof paediatrics(IAP), amongothers, for supporting,promoting any unethical
practicesn medicines/vaccindsr complementatioandimplementatiorof theaboveobjectives.

Eliminationof corruptionbothin publicandprivatehealthcae systentanonlybeachievedhrough
appropriatestringentegulatorymechanismanditsimplementation.

Improving healthcaresystemshrough Information Technology(IT)

Prepare a databaseon private health sectorthat can be accessedrom the public domain.
Implementsystematicrecoding and documentingthe databaseon facilities, infrastructue,
manpowervailablein the private health sector(ascompiledin caseof public sectoron healthby
CBHI, MOHFW GOI) for informeddecisionmakingfor optimumutilization of private healthcae.
Currentlythereis noauthenticsingledatasouiceis availableonthesame.
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Link up all the accreditedhealthcarefacilities, clinics, hospitals,dispensariesand diagnostic
centres usingnformation technology(IT) for collecting anddocumenting healtinformation on
patient (while maintaining privacy) by providing a unique code numberto enable systematic
documentationfailmentghataffectindianpopulationin urbanandrural areas.

Build authenticdiseasesurveillancesystemfrom both public and privateinstitutions using IT .
Link up all diagnosticcenties and private clinics through IT to recod and documentdisease
surveillance and health surveillance datadtgh ITand feeding this information to a centralised
datasystentike NIC to enablecollation of healthinformationdatain onesinglesource. Thiswould
helpenablanformedpolicydecisiomrmaking.
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