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FOREWORD 

Since its establishment in 1976, Acharya Nagarjuna University has been 

forging ahead in the path of progress and dynamism, offering a variety of courses 

and research contributions. I am extremely happy that by gaining ‘A+’ grade from 

the NAAC in the year 2024, Acharya Nagarjuna University is offering educational 

opportunities at the UG, PG levels apart from research degrees to students from 

over 221 affiliated colleges spread over the two districts of Guntur and Prakasam.  

The University has also started the Centre for Distance Education in 2003-

04 with the aim of taking higher education to the door step of all the sectors of the 

society. The centre will be a great help to those who cannot join in colleges, those 

who cannot afford the exorbitant fees as regular students, and even to housewives 

desirous of pursuing higher studies. Acharya Nagarjuna University has started 

offering B.Sc., B.A., B.B.A., and B.Com courses at the Degree level and M.A., 

M.Com., M.Sc., M.B.A., and L.L.M., courses at the PG level from the academic 

year 2003-2004 onwards.  

To facilitate easier understanding by students studying through the distance 

mode, these self-instruction materials have been prepared by eminent and 

experienced teachers. The lessons have been drafted with great care and expertise 

in the stipulated time by these teachers. Constructive ideas and scholarly 

suggestions are welcome from students and teachers involved respectively. Such 

ideas will be incorporated for the greater efficacy of this distance mode of 

education. For clarification of doubts and feedback, weekly classes and contact 

classes will be arranged at the UG and PG levels respectively.  

It is my aim that students getting higher education through the Centre for 

Distance Education should improve their qualification, have better employment 

opportunities and in turn be part of country’s progress. It is my fond desire that in 

the years to come, the Centre for Distance Education will go from strength to 

strength in the form of new courses and by catering to larger number of people. My 

congratulations to all the Directors, Academic Coordinators, Editors and Lesson-

writers of the Centre who have helped in these endeavors.  

Prof. K. Gangadhara Rao 

M.Tech., Ph.D., 

Vice-Chancellor I/c  

Acharya Nagarjuna University. 
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UNIT-I 

HEALTH CARE SYSTEMS IN INDIA 
 

 

INTRODUCTION:  

 

India's healthcare system is a complex, mixed model comprising a publicly funded, universal 

system and a large, rapidly growing private sector. The system is structured into a three-tiered 

network designed to provide a range of services from basic preventive care to super-

specialized treatments. The healthcare system in India is a complex and diverse structure, 

comprising a mix of public and private sector providers. It is often described as a system 

aiming for Universal Health Coverage (UHC) but facing significant challenges related to 

access, affordability, and quality, particularly in rural areas. 

Here is a detailed breakdown of its structure, key components, challenges, and government 

initiatives. 

 

Structure and Administration 

Healthcare in India is primarily a state responsibility, with state governments managing local 

public health, hospitals, and sanitation, while the central government handles national policy, 

research, and major disease control programs.  

 

The public healthcare delivery system follows a decentralized, three-tier structure, especially 

in rural areas:  

• Primary Level: The first point of contact includes Sub-Centres (SCs) and Primary 

Health Centres (PHCs), which focus on basic health services, maternal and child 

health, immunization, and sanitation awareness. 

• Secondary Level: This level consists of Community Health Centres (CHCs) and sub-

district/district hospitals, providing more specialized care, emergency services, and 

serving as referral centers for PHCs. 

• Tertiary Level: This top tier includes large government general hospitals, medical 

colleges, and premier institutions like the All India Institutes of Medical Sciences 

(AIIMS), which offer super-specialized medical and research facilities.  

 

Public vs. Private Sector 

The private sector is a dominant force, providing the majority of secondary and tertiary care, 

particularly in urban areas. While public facilities offer free or subsidized care, many citizens 

opt for private facilities due to perceived better quality, shorter wait times, and improved 

infrastructure, despite the high out-of-pocket expenses.  

 

Key Challenges and Initiatives 

• India's healthcare system faces several challenges, including: 

• Unequal access between urban and rural areas due to infrastructure gaps and a 

shortage of healthcare professionals in the countryside. 

• High out-of-pocket expenditure for many citizens, which can lead to significant 

financial strain. 

• A dual burden of disease, managing both communicable diseases and a rising tide of 

non-communicable, lifestyle-related conditions.  

• To address these issues, the government has launched major initiatives:  



Center for Distance Education                         2                     Acharya Nagarjuna University 

 

• Ayushman Bharat: A flagship scheme providing health coverage of up to ₹5 lakh per 

family per year to the poorest 40% of the population for secondary and tertiary 

hospitalization at empanelled public and private hospitals. 

• National Health Mission (NHM): Aims to strengthen public health infrastructure and 

human resources, with a focus on rural and urban primary healthcare. 

• AYUSH: A dedicated ministry promoting traditional and indigenous medicine 

systems like Ayurveda, Yoga, and Unani alongside modern medicine.  

 

The Indian healthcare market is expanding rapidly, driven by these initiatives, a growing 

health-conscious middle class, and the rise of digital health and medical tourism.  

To help you understand the current state more clearly, we can compare the pros and cons of 

the public and private systems in detail. Would you like to explore that comparison? 

 

Types of the Indian Healthcare Services 

 

The system is generally structured into three main tiers of care: 

 

1. Primary Healthcare 

This is the foundational level, focusing on prevention, early detection, health promotion, 

and basic curative care. It is the first point of contact for the community, especially in rural 

areas. 

• Sub-Centers (SCs): The most peripheral level, staffed by an Auxiliary Nurse 

Midwife (ANM) and male health worker. They focus on maternal and child health, 

immunization, family planning, and basic treatment of common ailments for a population of 

3,000–5,000. 

• Primary Health Centres (PHCs): Staffed by a medical officer and supporting staff. 

PHCs serve as a referral unit for 5-6 Sub-Centres, offering integrated curative and preventive 

services for a population of 20,000–30,000. 

• Health and Wellness Centres (HWCs): An initiative under Ayushman Bharat to 

upgrade existing SCs and PHCs to deliver Comprehensive Primary Health Care (CPHC), 

including screening and management of non-communicable diseases (NCDs) and mental 

health services. 

 

2. Secondary Healthcare 

This tier serves as a referral center for patients from the primary care system, offering more 

specialized medical care and inpatient services. 

• Community Health Centres (CHCs): Located at the block level, they are referral 

units for 4 PHCs. They provide specialist services in general medicine, pediatrics, obstetrics, 

and surgery, and typically have 30 inpatient beds. 

• District Hospitals: Offer comprehensive medical facilities for a larger population, 

providing specialist care, emergency services, and advanced diagnostics. 

 

3. Tertiary Healthcare 

This is the apex level of the system, providing highly specialized and super-specialty care, 

advanced diagnostic support, and often includes medical research and teaching facilities. 

Super-Specialty Hospitals: Treat complex diseases and perform advanced procedures like 

organ transplants, neurosurgery, and advanced cancer care. 
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• Teaching Hospitals/Institutes: Premier public institutes like the All India Institute of 

Medical Sciences (AIIMS) and various corporate hospitals fall into this category. 

• Private Hospitals: The private sector is a dominant player here, especially in urban 

centers, offering high-end services and technology. 

 

 Public vs. Private Healthcare 

The Indian healthcare system is characterized by a mix of public and private provision: 

Feature Public Sector (Government) Private Sector 

Primary 

Focus 

Rural, poor, and vulnerable populations; 

public health programs (immunization, 

disease control). 

Urban and semi-urban populations; 

specialized and tertiary care. 

Funding 
Largely funded by government budgets 

(Central and State). 

Primarily funded by patient Out-

of-Pocket Expenditure (OOPE) 

and private health insurance. 

Cost 
Services are often free or highly 

subsidized. 
High and market-driven. 

Accessibility 

Better reach in rural and remote areas (via 

PHCs and SCs) but often suffer from 

infrastructure and staff shortages. 

Concentrated in urban areas; 

limited accessibility for the rural 

poor. 

 

Health Services Pyramid issues in Health care Delivery: 

The concept of a Health Services Pyramid is a model for organizing and prioritizing 

healthcare delivery, where the base of the pyramid represents the broadest and most 

fundamental services, and the apex represents the most specialized and resource-intensive 

care. A well-functioning system requires a strong, broad base to efficiently manage the 

majority of health needs. 

 

Here is a detailed breakdown of the issues stemming from this inverse structure: 

    The "Inverted Pyramid" Problem in India 

The ideal health services pyramid has Preventive and Primary Care as its large, foundational 

base, while Tertiary Care occupies the small, sharp apex. The current reality in India is often 

the reverse, leading to systemic failures. 

 

1. Weak Base: Underfunded Primary Healthcare 

The base of the pyramid—Sub-Centres (SCs), Primary Health Centres (PHCs), and Health 

and Wellness Centres (HWCs)—is the most critical but the most neglected. 

Financial Constraint: Public spending on health in India is significantly low (around $2.1\%$ 

of GDP), and a disproportionately low share of this is allocated to primary care. This leads to 

recurrent funding shortfalls at the ground level. 

 

Infrastructure and Resource Shortages: Primary health facilities often suffer from: 

1. Non-availability of Staff: Acute shortage of doctors, nurses, and specialists, particularly in 

rural and underserved areas, resulting in a poor doctor-to-population ratio. 

2. Poor Equipment and Logistics: Lack of basic diagnostics, medicines, and unreliable 

infrastructure (like electricity and communication). 

Lack of Trust and Quality: Due to these deficiencies, people, even the poor, bypass primary 

centres and directly seek care at higher-level hospitals, further overloading the system. 
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2. Overloaded Apex: Excess Reliance on Tertiary Care 

Because the base is weak, the secondary and tertiary tiers are forced to handle cases that 

should have been managed at the primary level. 

Financial Catastrophe (High OOPE): Tertiary care (specialty hospitals) is expensive, and 

since most people bypass the free/subsidized primary care, they end up paying heavily 

through Out-of-Pocket Expenditure (OOPE). This pushes an estimated 22 million Indians 

below the poverty line annually due to health costs. 

 

• Inefficient Resource Use: Scarce and expensive specialist resources (doctors, complex 

equipment) are wasted on treating common, minor ailments that a PHC doctor could easily 

handle. 

• Access Disparity: Tertiary and super-specialty hospitals (mostly private) are 

concentrated in urban areas, making them inaccessible to the vast majority of the rural 

population. 

 

     Issues with Health Service Delivery Arising from the Inverted Pyramid 

This structural imbalance creates severe operational and efficiency problems 

throughout the entire delivery system: 

 

1. Breakdown of the Referral System 

The pyramid model requires a smooth flow: Primary to Secondary to Tertiary. In India, this 

system is weak or non-existent. 

 

Patients directly approach specialists (known as 'self-referral') because they lack trust in their 

local PHC or due to social expectations. 

 

There is often a lack of ambulance services and poor communication between PHCs/CHCs 

and District Hospitals, making timely transfer of serious patients difficult or impossible. 

 

2. Focus on Cure over Prevention 

Since the system is driven by high-cost treatment at the top, there is less emphasis and less 

incentive for the private sector to focus on prevention and health promotion, which are the 

functions of the base. 

 

This leads to a higher burden of preventable diseases and escalating costs for managing 

chronic conditions that could have been detected and controlled early at the primary level. 

 

3. Lack of Integration and Continuity of Care 

When patients consult multiple specialists without a "gatekeeper" (the primary care doctor), 

care becomes episodic, fragmented, and redundant. This leads to over-investigation, multiple, 

sometimes conflicting, medications, and unnecessary health costs, which further burden the 

individual and the system. 

 

4. Urban-Rural Skew The inverted structure is primarily an urban phenomenon, where high-

cost private hospitals cater to a smaller, wealthier population. 

The rural population, where the majority of India's citizens live, suffers from the most acute 

shortage of resources, poor quality of care, and a lack of accountability in the public system 

meant to serve them. 
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Patterns of old health care and new health care in India 

The healthcare landscape in India is undergoing a massive transformation, moving from 

"Old" patterns inherited from the post-independence era to "New" patterns driven by 

technological advances, changing disease burdens, and significant government policy shifts. 

The fundamental shift is from an urban-centric, curative, disease-fighting model to a 

digital-first, preventative, and universally accessible model. 

Here is a detailed comparison of the Old and New patterns of healthcare in India: 

 

Core Transformation: Old Patterns vs. New Patterns 

Feature 
Old Pattern (Historically 

Dominant) 
New Pattern (Emerging/Policy Focus) 

Primary 

Focus 

Curative Care (Treatment of 

acute illness) and 

Communicable Disease control 

(e.g., Malaria, TB). 

Preventive & Promotive Care and Non-

Communicable Disease (NCD) 

screening/management. 

Accessibility 

Urban-Centric and Supply-Side 

(Building hospitals in cities); 

huge rural-urban disparity. 

Universal Health Coverage (UHC) and 

Last-Mile Delivery via digital means 

(Telemedicine, HWCs). 

Financing 

High Out-of-Pocket 

Expenditure (OOPE) (patients 

pay directly); limited insurance 

penetration. 

Financial Risk Protection via large 

government schemes (e.g., Ayushman Bharat 

PM-JAY) and health insurance. 

Data & 

Technology 

Paper-based records; isolated 

hospital systems; low 

transparency. 

Digital Health Ecosystem (ABDM, ABHA 

ID); telemedicine, AI diagnostics, and remote 

patient monitoring. 

Service 

Integration 

Fragmentation (separate silos 

for general practice, specialists, 

and traditional medicine). 

Integration of services; Comprehensive 

Primary Health Care (CPHC); integration of 

AYUSH. 

 

 Patterns of Change in Disease Burden 

The shift in disease patterns has been a major driver of change: 

 

1. Old Pattern: Communicable Disease Burden 

• Focus: High mortality and morbidity from infectious diseases (e.g., Cholera, Plague, 

Polio, Malaria, Tuberculosis, Diarrheal diseases). 

• Response: Large-scale, vertical (single-disease focused) public health programs (e.g., 

National Malaria Eradication Program, Immunization drives). 

• Outcome: Significant reduction in infant and child mortality rates. 

 

2. New Pattern: Dual and Non-Communicable Disease Burden 

• Focus: Rising burden of Non-Communicable Diseases (NCDs) like diabetes, 

hypertension, cardiovascular disease, and cancer, driven by lifestyle changes and an ageing 

population. Communicable diseases like TB and HIV remain a concern. 

• Response: Policy focus on screening, early detection, and chronic disease 

management at the primary care level (via Health and Wellness Centers). 
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• Outcome: Need for continuous, lifelong management of health conditions, requiring 

a shift from "treat-and-release" to "manage-and-monitor" models. 

 

 

 Patterns of Change in Financing and Accessibility 

 

1. Old Pattern: Financial Catastrophe 

• Delivery Model: Highly fragmented, dominated by private providers in urban areas. 

• Payment Model: Fee-for-service paid directly by the patient at the time of 

consultation (OOPE). 

• Problem: High reliance on OOPE meant that healthcare was a major cause of 

poverty. Access was dictated by ability to pay. 

 

2. New Pattern: Risk Pooling and Financial Protection 

• Delivery Model: Emphasis on establishing a robust public primary care base and 

strategically using the private sector for high-cost care. 

• Payment Model: Introduction of large-scale government-funded health insurance like 

Ayushman Bharat PM-JAY. 

 

Patterns of Change in Delivery and Technology 

 

1. Old Pattern: Brick-and-Mortar Dominance 

• Infrastructure: Physical presence (hospitals/clinics) was the only way to deliver 

care. 

• Geographic Constraint: Distance was a major barrier to access, resulting in severe 

staff and specialist shortages in rural and remote areas. 

• Decision Making: Largely doctor-centric, relying on the physician's immediate 

knowledge and memory. 

 

2. New Pattern: Digital and Decentralized Care 

• Infrastructure: Shift towards "Care Anywhere" through virtual and home-based 

services. 

Telemedicine: Platforms like eSanjeevani allow patients in remote areas to consult 

specialists in urban hospitals, overcoming geographic barriers.Home Healthcare: Post-

operative and geriatric care delivered at the patient's residence. 

• Digital Tools: Creation of a Digital Health ID (ABHA) to link all health records 

electronically, improving continuity of care and empowering patients. 

• Decision Making: Increased use of AI and machine learning for rapid, accurate 

diagnostics and clinical decision support. 

Old Pattern Example New Pattern Example 

Waiting 3 days to see a specialist for 

a follow-up. 

Tele-consultation with the specialist using the 

eSanjeevani platform from the local HWC. 

Paying cash for heart surgery and 

falling into debt. 

Ayushman Bharat PM-JAY covering the surgery 

costs at a registered private hospital. 

Treatment records stored in a physical 

file carried by the patient. 

Digital Health Records linked to the ABHA ID, 

accessible instantly by authorized doctors across 

different facilities. 
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These patterns show that India is strategically leveraging its strengths in IT and policy to 

leapfrog traditional healthcare development stages and achieve better health outcomes for its 

large and diverse population. 

 

 

 

Factors Influencing change in healthcare delivery system 

Factors influencing healthcare delivery changes are multifaceted, including Technology (AI, 

telehealth), Economics (costs, financing, value), Demographics (aging, chronic 

illness), Patient Expectations (consumerism, personalization), Policy/Regulation, 

and Provider Factors (workforce, satisfaction). These forces drive shifts towards digital, 

patient-centric, and value-based models, demanding adaptability from systems facing 

pressures like rising costs and workforce shortages.  

 

Key Influencing Factors: 

1. Technological Advancements: 

• Digital Health: Telemedicine, remote monitoring, and electronic health records (EHRs) 

improve access and efficiency. 

• AI & Data Analytics: Predictive insights, personalized treatment, and automation of 

tasks. 

• Genomics & Precision Medicine: Tailored treatments based on genetic makeup.  

2. Economic Pressures & Costs: 

• Rising Costs: Overuse of services, technology, and administrative burdens drive 

expenses. 

• Value-Based Care: Shift from fee-for-service to outcomes-focused payment models. 

• Financial Challenges: Provider financial strain and consumer affordability issues.  

3. Demographic & Epidemiological Shifts: 

• Aging Population: Increased demand for chronic disease management. 

• Chronic Illness: Rising prevalence of long-term conditions. 

• Social Determinants: Poverty, location, race, and disability affect access and outcomes.  

4. Patient Expectations & Consumerism: 

• Empowered Patients: Demand for involvement, transparency, convenience, and 

amenities. 

• Retail Healthcare: Growth of convenient, on-demand care models.  

5. Policy & Regulation: 

• Government initiatives, reform efforts, and mandates (e.g., data security, quality 

reporting) shape the environment.  

6. Workforce & Provider Dynamics: 

• Provider shortages, burnout, satisfaction, competence, and motivation. 

 

Future trends of Indian Health care system  

India's future healthcare system is rapidly evolving through digital transformation (AI, 

telemedicine, EHRs), focusing on patient empowerment (wearables, data access), preventive 

care (genomics), and expanded access (rural reach via digital), driven by government 

initiatives like ABDM, increased investment, and rising consumer awareness, aiming for 

integrated, accessible, and efficient care by 2047. Key trends include smart hospitals, 

personalized medicine, robust data governance, and strategic health tech mergers, all building 

towards universal health coverage and improved outcomes. The healthcare system in India is 

on the cusp of a major transformation, moving rapidly toward a model that is digital, 

https://www.google.com/search?q=Technological+Advancements&sca_esv=0ee57afbb50ab6e4&rlz=1C1JJTC_enIN1091IN1091&sxsrf=AE3TifOZwW5IhsZ4BxIcT1aKihWwiKRgyQ%3A1765652841106&ei=abk9admhBs2_vr0PrI3n6QM&ved=2ahUKEwjXzpWqpLuRAxUrXmwGHdvnM4gQgK4QegQIAxAB&uact=5&oq=About+Factors+Influencing+change+in+healthcare+delivery+system&gs_lp=Egxnd3Mtd2l6LXNlcnAiPkFib3V0IEZhY3RvcnMgSW5mbHVlbmNpbmcgY2hhbmdlIGluIGhlYWx0aGNhcmUgZGVsaXZlcnkgc3lzdGVtSPUqUPYTWN4hcAJ4AZABAJgBtAGgAccDqgEDMC4zuAEDyAEA-AEC-AEBmAICoAILwgIKEAAYsAMY1gQYR5gDAIgGAZAGCJIHATKgB5oEsgcAuAcAwgcDMi0yyAcIgAgA&sclient=gws-wiz-serp
https://www.google.com/search?q=Demographic+%26+Epidemiological+Shifts&sca_esv=0ee57afbb50ab6e4&rlz=1C1JJTC_enIN1091IN1091&sxsrf=AE3TifOZwW5IhsZ4BxIcT1aKihWwiKRgyQ%3A1765652841106&ei=abk9admhBs2_vr0PrI3n6QM&ved=2ahUKEwjXzpWqpLuRAxUrXmwGHdvnM4gQgK4QegQIBxAB&uact=5&oq=About+Factors+Influencing+change+in+healthcare+delivery+system&gs_lp=Egxnd3Mtd2l6LXNlcnAiPkFib3V0IEZhY3RvcnMgSW5mbHVlbmNpbmcgY2hhbmdlIGluIGhlYWx0aGNhcmUgZGVsaXZlcnkgc3lzdGVtSPUqUPYTWN4hcAJ4AZABAJgBtAGgAccDqgEDMC4zuAEDyAEA-AEC-AEBmAICoAILwgIKEAAYsAMY1gQYR5gDAIgGAZAGCJIHATKgB5oEsgcAuAcAwgcDMi0yyAcIgAgA&sclient=gws-wiz-serp
https://www.google.com/search?q=Patient+Expectations+%26+Consumerism&sca_esv=0ee57afbb50ab6e4&rlz=1C1JJTC_enIN1091IN1091&sxsrf=AE3TifOZwW5IhsZ4BxIcT1aKihWwiKRgyQ%3A1765652841106&ei=abk9admhBs2_vr0PrI3n6QM&ved=2ahUKEwjXzpWqpLuRAxUrXmwGHdvnM4gQgK4QegQICRAB&uact=5&oq=About+Factors+Influencing+change+in+healthcare+delivery+system&gs_lp=Egxnd3Mtd2l6LXNlcnAiPkFib3V0IEZhY3RvcnMgSW5mbHVlbmNpbmcgY2hhbmdlIGluIGhlYWx0aGNhcmUgZGVsaXZlcnkgc3lzdGVtSPUqUPYTWN4hcAJ4AZABAJgBtAGgAccDqgEDMC4zuAEDyAEA-AEC-AEBmAICoAILwgIKEAAYsAMY1gQYR5gDAIgGAZAGCJIHATKgB5oEsgcAuAcAwgcDMi0yyAcIgAgA&sclient=gws-wiz-serp
https://www.google.com/search?q=Policy+%26+Regulation&sca_esv=0ee57afbb50ab6e4&rlz=1C1JJTC_enIN1091IN1091&sxsrf=AE3TifOZwW5IhsZ4BxIcT1aKihWwiKRgyQ%3A1765652841106&ei=abk9admhBs2_vr0PrI3n6QM&ved=2ahUKEwjXzpWqpLuRAxUrXmwGHdvnM4gQgK4QegQICxAB&uact=5&oq=About+Factors+Influencing+change+in+healthcare+delivery+system&gs_lp=Egxnd3Mtd2l6LXNlcnAiPkFib3V0IEZhY3RvcnMgSW5mbHVlbmNpbmcgY2hhbmdlIGluIGhlYWx0aGNhcmUgZGVsaXZlcnkgc3lzdGVtSPUqUPYTWN4hcAJ4AZABAJgBtAGgAccDqgEDMC4zuAEDyAEA-AEC-AEBmAICoAILwgIKEAAYsAMY1gQYR5gDAIgGAZAGCJIHATKgB5oEsgcAuAcAwgcDMi0yyAcIgAgA&sclient=gws-wiz-serp
https://www.google.com/search?q=Workforce+%26+Provider+Dynamics&sca_esv=0ee57afbb50ab6e4&rlz=1C1JJTC_enIN1091IN1091&sxsrf=AE3TifOZwW5IhsZ4BxIcT1aKihWwiKRgyQ%3A1765652841106&ei=abk9admhBs2_vr0PrI3n6QM&ved=2ahUKEwjXzpWqpLuRAxUrXmwGHdvnM4gQgK4QegQIDRAB&uact=5&oq=About+Factors+Influencing+change+in+healthcare+delivery+system&gs_lp=Egxnd3Mtd2l6LXNlcnAiPkFib3V0IEZhY3RvcnMgSW5mbHVlbmNpbmcgY2hhbmdlIGluIGhlYWx0aGNhcmUgZGVsaXZlcnkgc3lzdGVtSPUqUPYTWN4hcAJ4AZABAJgBtAGgAccDqgEDMC4zuAEDyAEA-AEC-AEBmAICoAILwgIKEAAYsAMY1gQYR5gDAIgGAZAGCJIHATKgB5oEsgcAuAcAwgcDMi0yyAcIgAgA&sclient=gws-wiz-serp
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personalized, and financially protected. This evolution is largely driven by policy push, 

technological innovation, and a changing disease landscape. 

Here are the major future trends shaping the healthcare system in India: 

 

Key Trends & Drivers: 

1. Digital Health Revolution: 

• AI & Machine Learning: Enhancing diagnostics, personalized treatment, risk 

prediction, and hospital operations. 

• Telemedicine & Virtual Care: Bridging urban-rural gaps, offering remote 

monitoring, and increasing accessibility. 

• Electronic Health Records (EHRs) & Data: Creating integrated, patient-

centric digital records for better care and analytics. 

• ABDM (Ayushman Bharat Digital Mission): A government backbone for 

digital health infrastructure. 

 

2. Patient-Centric & Proactive Care: 

• Empowered Consumers: Especially Gen Z, demanding digital tools, 

personalized plans, and taking responsibility for their well-being. 

• Preventive Medicine: Leveraging genomics, genetic testing, and lifestyle 

monitoring via wearables for early intervention. 

• Personalized Medicine: Tailoring treatments based on individual genetic 

profiles and data. 

 

3. Infrastructure & Accessibility: 

• Smart Hospitals: AI-powered, scalable infrastructure for seamless operations 

and engagement. 

• Expanded Capacity: A national goal to add millions of beds and medical 

colleges, ensuring wider reach. 

• Health Insurance Growth: Rising premiums and digital platforms 

simplifying claims and encouraging healthy lifestyles. 

 

4. Policy & Investment: 

• Increased Government Spending: Aiming to raise public health expenditure 

as a percentage of GDP. 

• Strategic Partnerships: Public-private collaborations driving innovation and 

digital ecosystem growth. 

• Consolidation: Mergers among health tech startups to combine talent and 

technology.  

 

5. Consolidation and Specialization in Private Sector: 

 

The hospital industry will become more organized and focused to meet the demands of 

government schemes and private insurance. 

• Health Cities and Multi-Specialty Hubs: Large organized hospital chains will 

continue to expand, establishing major 'Health Cities' or multi-specialty regional hubs to 

cater to complex super-specialty cases (Oncology, Advanced Cardiac Care, Neurosciences). 

• Medical Tourism: India's potential as a global healthcare hub, offering high-quality, 

low-cost specialty care, will continue to grow, attracting patients from around the world. 

https://www.google.com/search?q=Digital+Health+Revolution&sca_esv=0ee57afbb50ab6e4&rlz=1C1JJTC_enIN1091IN1091&sxsrf=AE3TifOFuRByQrlkdq2fm-NsozyR-QvLxg%3A1765654328709&ei=OL89ad-CK-CQ4-EPgaKC4Ag&ved=2ahUKEwiptLD7pruRAxX6TWcHHWMsApEQgK4QegQIBBAB&uact=5&oq=+About+Future+trends+of+Health+care+system+in+india&gs_lp=Egxnd3Mtd2l6LXNlcnAiMyBBYm91dCBGdXR1cmUgdHJlbmRzIG9mIEhlYWx0aCBjYXJlIHN5c3RlbSBpbiBpbmRpYTIFEAAY7wUyCBAAGIAEGKIEMggQABiiBBiJBTIFEAAY7wVI-BpQpBBYwBNwAXgBkAEAmAGbAaABygOqAQMwLjO4AQPIAQD4AQGYAgSgAucDwgIKEAAYsAMY1gQYR5gDAIgGAZAGCJIHAzEuM6AHkAmyBwMwLjO4B-EDwgcFMi0zLjHIBxWACAA&sclient=gws-wiz-serp&mstk=AUtExfASofq6u54lhONA4KVsSybffum3Mj4337aDFP1Qn4Ig4K_vGY5ZOmvW7q9SG2QP6mLHcMKUn95Vdcms6riHN5BsPBbDZuApL1wrZtdaoglvJ9phCxiTgOWwseBSb8SKYFhNoUaijF9I8C9BA1IOjfGqC6_WprSRWMQVdR_OTK2_ICc_9T20LL7k8KntPh9D8Iyf_6CVi6PHjDRnGjiaWq6woiNLGK2vzCBCusdmXEGqye41fB76Hpy5z_Ua-KqeQmv3nn2D6KkzueY_aKFSDm2o&csui=3
https://www.google.com/search?q=Ayushman+Bharat+Digital+Mission&sca_esv=0ee57afbb50ab6e4&rlz=1C1JJTC_enIN1091IN1091&sxsrf=AE3TifOFuRByQrlkdq2fm-NsozyR-QvLxg%3A1765654328709&ei=OL89ad-CK-CQ4-EPgaKC4Ag&ved=2ahUKEwiptLD7pruRAxX6TWcHHWMsApEQgK4QegQIBBAG&uact=5&oq=+About+Future+trends+of+Health+care+system+in+india&gs_lp=Egxnd3Mtd2l6LXNlcnAiMyBBYm91dCBGdXR1cmUgdHJlbmRzIG9mIEhlYWx0aCBjYXJlIHN5c3RlbSBpbiBpbmRpYTIFEAAY7wUyCBAAGIAEGKIEMggQABiiBBiJBTIFEAAY7wVI-BpQpBBYwBNwAXgBkAEAmAGbAaABygOqAQMwLjO4AQPIAQD4AQGYAgSgAucDwgIKEAAYsAMY1gQYR5gDAIgGAZAGCJIHAzEuM6AHkAmyBwMwLjO4B-EDwgcFMi0zLjHIBxWACAA&sclient=gws-wiz-serp&mstk=AUtExfASofq6u54lhONA4KVsSybffum3Mj4337aDFP1Qn4Ig4K_vGY5ZOmvW7q9SG2QP6mLHcMKUn95Vdcms6riHN5BsPBbDZuApL1wrZtdaoglvJ9phCxiTgOWwseBSb8SKYFhNoUaijF9I8C9BA1IOjfGqC6_WprSRWMQVdR_OTK2_ICc_9T20LL7k8KntPh9D8Iyf_6CVi6PHjDRnGjiaWq6woiNLGK2vzCBCusdmXEGqye41fB76Hpy5z_Ua-KqeQmv3nn2D6KkzueY_aKFSDm2o&csui=3
https://www.google.com/search?q=Patient-Centric+%26+Proactive+Care&sca_esv=0ee57afbb50ab6e4&rlz=1C1JJTC_enIN1091IN1091&sxsrf=AE3TifOFuRByQrlkdq2fm-NsozyR-QvLxg%3A1765654328709&ei=OL89ad-CK-CQ4-EPgaKC4Ag&ved=2ahUKEwiptLD7pruRAxX6TWcHHWMsApEQgK4QegQIBBAI&uact=5&oq=+About+Future+trends+of+Health+care+system+in+india&gs_lp=Egxnd3Mtd2l6LXNlcnAiMyBBYm91dCBGdXR1cmUgdHJlbmRzIG9mIEhlYWx0aCBjYXJlIHN5c3RlbSBpbiBpbmRpYTIFEAAY7wUyCBAAGIAEGKIEMggQABiiBBiJBTIFEAAY7wVI-BpQpBBYwBNwAXgBkAEAmAGbAaABygOqAQMwLjO4AQPIAQD4AQGYAgSgAucDwgIKEAAYsAMY1gQYR5gDAIgGAZAGCJIHAzEuM6AHkAmyBwMwLjO4B-EDwgcFMi0zLjHIBxWACAA&sclient=gws-wiz-serp&mstk=AUtExfASofq6u54lhONA4KVsSybffum3Mj4337aDFP1Qn4Ig4K_vGY5ZOmvW7q9SG2QP6mLHcMKUn95Vdcms6riHN5BsPBbDZuApL1wrZtdaoglvJ9phCxiTgOWwseBSb8SKYFhNoUaijF9I8C9BA1IOjfGqC6_WprSRWMQVdR_OTK2_ICc_9T20LL7k8KntPh9D8Iyf_6CVi6PHjDRnGjiaWq6woiNLGK2vzCBCusdmXEGqye41fB76Hpy5z_Ua-KqeQmv3nn2D6KkzueY_aKFSDm2o&csui=3
https://www.google.com/search?q=Infrastructure+%26+Accessibility&sca_esv=0ee57afbb50ab6e4&rlz=1C1JJTC_enIN1091IN1091&sxsrf=AE3TifOFuRByQrlkdq2fm-NsozyR-QvLxg%3A1765654328709&ei=OL89ad-CK-CQ4-EPgaKC4Ag&ved=2ahUKEwiptLD7pruRAxX6TWcHHWMsApEQgK4QegQIBBAN&uact=5&oq=+About+Future+trends+of+Health+care+system+in+india&gs_lp=Egxnd3Mtd2l6LXNlcnAiMyBBYm91dCBGdXR1cmUgdHJlbmRzIG9mIEhlYWx0aCBjYXJlIHN5c3RlbSBpbiBpbmRpYTIFEAAY7wUyCBAAGIAEGKIEMggQABiiBBiJBTIFEAAY7wVI-BpQpBBYwBNwAXgBkAEAmAGbAaABygOqAQMwLjO4AQPIAQD4AQGYAgSgAucDwgIKEAAYsAMY1gQYR5gDAIgGAZAGCJIHAzEuM6AHkAmyBwMwLjO4B-EDwgcFMi0zLjHIBxWACAA&sclient=gws-wiz-serp&mstk=AUtExfASofq6u54lhONA4KVsSybffum3Mj4337aDFP1Qn4Ig4K_vGY5ZOmvW7q9SG2QP6mLHcMKUn95Vdcms6riHN5BsPBbDZuApL1wrZtdaoglvJ9phCxiTgOWwseBSb8SKYFhNoUaijF9I8C9BA1IOjfGqC6_WprSRWMQVdR_OTK2_ICc_9T20LL7k8KntPh9D8Iyf_6CVi6PHjDRnGjiaWq6woiNLGK2vzCBCusdmXEGqye41fB76Hpy5z_Ua-KqeQmv3nn2D6KkzueY_aKFSDm2o&csui=3
https://www.google.com/search?q=Policy+%26+Investment&sca_esv=0ee57afbb50ab6e4&rlz=1C1JJTC_enIN1091IN1091&sxsrf=AE3TifOFuRByQrlkdq2fm-NsozyR-QvLxg%3A1765654328709&ei=OL89ad-CK-CQ4-EPgaKC4Ag&ved=2ahUKEwiptLD7pruRAxX6TWcHHWMsApEQgK4QegQIBBAS&uact=5&oq=+About+Future+trends+of+Health+care+system+in+india&gs_lp=Egxnd3Mtd2l6LXNlcnAiMyBBYm91dCBGdXR1cmUgdHJlbmRzIG9mIEhlYWx0aCBjYXJlIHN5c3RlbSBpbiBpbmRpYTIFEAAY7wUyCBAAGIAEGKIEMggQABiiBBiJBTIFEAAY7wVI-BpQpBBYwBNwAXgBkAEAmAGbAaABygOqAQMwLjO4AQPIAQD4AQGYAgSgAucDwgIKEAAYsAMY1gQYR5gDAIgGAZAGCJIHAzEuM6AHkAmyBwMwLjO4B-EDwgcFMi0zLjHIBxWACAA&sclient=gws-wiz-serp&mstk=AUtExfASofq6u54lhONA4KVsSybffum3Mj4337aDFP1Qn4Ig4K_vGY5ZOmvW7q9SG2QP6mLHcMKUn95Vdcms6riHN5BsPBbDZuApL1wrZtdaoglvJ9phCxiTgOWwseBSb8SKYFhNoUaijF9I8C9BA1IOjfGqC6_WprSRWMQVdR_OTK2_ICc_9T20LL7k8KntPh9D8Iyf_6CVi6PHjDRnGjiaWq6woiNLGK2vzCBCusdmXEGqye41fB76Hpy5z_Ua-KqeQmv3nn2D6KkzueY_aKFSDm2o&csui=3
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At last, the future of healthcare in India is Digital-First, Patient-Centric, and Driven by 

Prevention. While challenges like workforce shortages and uneven public spending will 

persist, technology and policy are aligning to create a more resilient and accessible system. 

Future Vision (Towards 2047): 

India aims for universal health coverage, digitally enabled access, a significant increase in 

healthcare professionals, and a robust ecosystem where technology fosters efficiency, 

affordability, and quality care for all citizens, moving from reactive to proactive health 

management.  
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UNIT-II 

HISTORY OF HOSPITALS 
 

INTRODUCTION:  

 

The history of hospitals in India spans from ancient practices like Ayurveda (with King 

Ashoka building early facilities for humans/animals around 230 BCE) to sophisticated 

systems under Islamic rulers, culminating in organized, modern hospitals established by the 

British in the 19th century, introducing allopathic medicine, medical training, and institutions 

like AIIMS post-independence, evolving into today's corporate and technologically advanced 

healthcare landscape.  

This evolution can be broadly divided into three distinct phases: 

 

1.  The Ancient and Buddhist Era (Pre-Colonial) 

The concept of dedicated institutions for the sick, known in Sanskrit texts as 'Aturalaya' 

(home for the sick), is deeply rooted in ancient Indian thought, particularly within the 

traditional systems of Ayurveda and Buddhism. 

• Ayurvedic Foundations: Ancient medical texts like the Charaka Samhita and the 

Sushruta Samhita laid down detailed guidelines not just for treatment, but also for the 

construction and management of a healing center. These texts prescribed specific 

architectural designs for a hospital, including requirements for proper ventilation, lighting, 

water supply, kitchen facilities, and well-trained attendants with good character, 

anticipating modern hospital administration principles by centuries. 

 

• The Mauryan Era and King Ashoka (3rd Century BCE): The earliest documented 

evidence of state-sponsored healthcare institutions comes from the time of Emperor Ashoka. 

His edicts speak of establishing hospitals (Vichikitsalaya) not only for humans but also for 

animals, reflecting a deep societal commitment to public health and welfare. 

• Buddhist Monastic Care: Buddhist monasteries often served as centers of healing 

and learning. Medical schools flourished in ancient universities like Takshashila and 

Nalanda, where medicine was taught and students were trained in practical healing arts, 

often caring for the sick within the monastic premises. 

 

2.  The Medieval and Colonial Era (The Introduction of Western Medicine) 

This period saw the integration and, later, the dominance of Unani and Allopathic (Western) 

medical systems, fundamentally changing the structure and function of the hospital. 

 

Sultanate and Mughal Influence: During the Delhi Sultanate and Mughal periods, the 

Unani system of medicine flourished. Rulers like Firoz Shah Tughlaq established large 

state-funded hospitals, often referred to as 'Dar-ul-Shifa' (House of Health), in major cities 

like Delhi. These institutions were staffed by Hakims and provided free medical aid to the 

poor. 

• Colonial Arrival (17th Century onwards): The arrival of European powers, 

particularly the Portuguese and the British, marked the introduction of organized Western 

(Allopathic) medicine. 

o The First Modern Hospital: The Government General Hospital, Chennai, 

is widely considered to be the first modern, formally organized hospital in India, established 

by the East India Company in 1664 primarily to treat its European personnel. 

https://www.google.com/search?q=Ayurveda&rlz=1C1JJTC_enIN1091IN1091&oq=Introduction+About+History+of+Hospitals+in+india&gs_lcrp=EgZjaHJvbWUyBggAEEUYOTIHCAEQIRigATIHCAIQIRigATIHCAMQIRiPAjIHCAQQIRiPAtIBCDE3NzJqMGo3qAIIsAIB8QVJcyOzruNHbA&sourceid=chrome&ie=UTF-8&ved=2ahUKEwiIw9_OrryRAxXuV2wGHaneEEwQgK4QegQIARAD
https://www.google.com/search?q=allopathic+medicine&rlz=1C1JJTC_enIN1091IN1091&oq=Introduction+About+History+of+Hospitals+in+india&gs_lcrp=EgZjaHJvbWUyBggAEEUYOTIHCAEQIRigATIHCAIQIRigATIHCAMQIRiPAjIHCAQQIRiPAtIBCDE3NzJqMGo3qAIIsAIB8QVJcyOzruNHbA&sourceid=chrome&ie=UTF-8&ved=2ahUKEwiIw9_OrryRAxXuV2wGHaneEEwQgK4QegQIARAE
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o Shift in Purpose: Colonial hospitals were initially reserved for European 

soldiers and officials, gradually expanding to the Indian populace, often with the dual 

purpose of humanitarian care and maintaining public order against epidemics (like cholera 

and plague). 

o Medical Education: The establishment of medical colleges in Calcutta 

(1835), Madras (1835), and Bombay (1845) led to the integration of medical education with 

teaching hospitals, creating the large, multi-functional medical institutions (teaching 

hospitals) that still form the backbone of public tertiary care today. 

 

3. 🇮🇳 Post-Independence Era (Public-Private Diversification) 

After 1947, the focus shifted to building a national health system to cater to the entire 

population. 

• Bhore Committee Report (1946): This seminal report laid the blueprint for a 

national health system, strongly recommending the development of comprehensive, 

community-based public health services and integrated, specialized hospitals. 

• The Three-Tier System: India established a massive public sector network, ranging 

from rural Primary Health Centers (PHCs) to large District Hospitals and finally, 

specialized Tertiary Care Centers (like AIIMS, PGI, etc.). 

• Rise of the Private Sector: Since the 1990s, especially after economic liberalization, 

the private sector has seen exponential growth. This led to the creation of high-tech corporate 

hospital chains focused on specialized and super-specialized care, often catering to the 

middle and upper classes, and driving the medical tourism industry. 

This historical journey illustrates the transition of the Indian hospital from a simple, 

benevolent healing lodge in ancient times to a highly complex, multi-stakeholder institution 

today, defined by a mix of traditional wisdom, centralized public provision, and dynamic 

private enterprise. 

 

Emergence of Health care Delivery system and Hospitals in independent India  

The emergence of the healthcare delivery system and hospitals in independent India (post-

1947) was a monumental undertaking aimed at transitioning from a fragmented, colonial-era 

structure to a unified, national framework dedicated to public welfare. The journey was 

defined by foundational planning, the creation of a three-tier structure, and the eventual, 

necessary integration of the private sector. 

 

Below Mentioned are key phase and components of this emergence 

 

1.  Foundational Planning and Policy (1943 - 1950s) 

The first step was to create a blueprint for a nationwide health system, replacing the system 

primarily focused on controlling epidemics in crowded urban areas. 

 

A. The Bhore Committee Report (1946) 

Often considered the "Magna Carta of Public Health" in India, this report, submitted just 

before independence, laid the philosophical and structural foundation for the new system. 

• Key Recommendation: Advocated for the establishment of a National Health 

Service that would be free for all, emphasizing preventive, curative, and promotive care 

delivered through a single integrated service. 

• Structural Blueprint: Recommended a three-tier organizational structure—

Primary, Secondary, and Tertiary—to be developed over 40 years, prioritizing the 

establishment of Primary Health Centres (PHCs) in rural areas. 
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• The Big Idea: The fundamental principle was that "no individual should be denied 

access to health services based on their inability to pay." 

 

 

B. Constitution and Central Role 

The Constitution of India, enacted in 1950, placed health largely under the State List, 

making state governments responsible for public health and sanitation. The Central 

government, however, took on the role of policy-making, coordination, training, and 

funding national health programs. 

2.  Establishment of the Public Healthcare Delivery System 

The government immediately began implementing the Bhore Committee's vision, focusing on 

rural access and high-level medical education and research. 

 

A. The Three-Tier Structure (The Backbone) 

The public system was built outwards from the community, forming the essential referral 

system: 

Tier Institution Primary Goal Emergence Timeline 

Primary 

Primary Health 

Centres (PHCs) 

and Sub-Centres 

Deliver basic maternal & 

child health, family planning, 

and immunization to rural 

populations. 

Began rollout in the First 

Five-Year Plan (1951-56). 

Secondary 

Community 

Health Centres 

(CHCs) and 

District Hospitals 

Referral unit for PHCs; 

provide essential specialist 

services (Surgery, 

Obs/Gynae, Pediatrics, 

Medicine). 

Gradually expanded from the 

1960s onwards, becoming 

stronger in the 1980s. 

Tertiary 

Medical Colleges 

and Central 

Institutes 

Provide super-specialty 

treatment, medical research, 

and training/teaching. 

Premier institutions like 

AIIMS (All India Institute 

of Medical Sciences), 

established in 1956, became 

the apex of the system. 

 

B. Vertical Health Programs 

To tackle immediate challenges like high mortality from infectious diseases, the government 

launched massive, centralized vertical programs. 

 

• Example: National Malaria Eradication Programme (1958), Smallpox Eradication, 

and the National Tuberculosis Programme. These programs were highly successful in disease 

control and shaped the initial priorities of the public health machinery. 

3.  The Rise of the Private Sector (1980s Onwards) 

While the public sector was the focus for decades, its limitations led to the explosive growth 

of private healthcare. 

• The Gap: Despite government efforts, the public sector often suffered from 

inadequate funding, staff shortages, and poor quality in many regions, especially in the 

1980s and 90s. This created a service vacuum. 

• Economic Liberalization (1990s): Economic reforms opened the doors to private 

investment, allowing for the import of sophisticated medical technology and equipment.5 

This spurred the creation of highly profitable, modern private hospitals. 
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• The Corporate Hospital Model: Large, multi-specialty corporate chains (Apollo, 

Fortis, Max, etc.) emerged in major cities, offering high-quality, technology-driven, 

specialized care to the growing urban middle and upper classes. This marked a shift in where 

many Indians, who could afford it, chose to seek care. 

 

4.  Modernization and Policy Shift (2000s Onwards) 

The 21st century saw the government respond to the system's inherent challenges (poor 

access, high Out-of-Pocket Expenditure). 

National Rural Health Mission (NRHM - 2005): A major revitalization of rural primary 

care, leading to the engagement of local women as Accredited Social Health Activists 

(ASHAs), significantly improving community outreach. 

Focus on Financial Protection: Realizing the private sector was inevitable but unaffordable, 

the government launched massive insurance schemes. The ultimate expression of this is the 

Ayushman Bharat - PM-JAY (2018), which provides financial risk protection for secondary 

and tertiary care for the bottom 40% of the population, leveraging both public and private 

hospitals. 

In essence, the emergence of the healthcare delivery system in independent India started with 

a noble, integrated, and state-led vision (Bhore Committee), transitioned into a vast but often 

under-resourced public framework, and ultimately stabilized into a complex, mixed system 

where the government is the primary provider of primary and public health services, and the 

private sector is the dominant force in high-cost specialized hospital care. 

 

Changing Roles of Hospitals 

 

Hospitals are shifting from purely "cure" centers to comprehensive health hubs, expanding 

into prevention, community wellness, and integrated care networks, driven by technology, 

changing patient needs (chronic diseases, aging population), and a focus on value-based 

care. Their roles now include health promotion, education, research, training, and managing 

care across inpatient, outpatient, and home settings, requiring greater collaboration, digital 

adoption (like AI), and community engagement.   

 

Key Shifts in Hospital Roles: 

 

1. From Cure to Care:  

Moving beyond acute treatment to holistic healthcare, encompassing wellness, chronic 

disease management, and rehabilitation.  

2. From Inpatient to Integrated Care:  

Expanding services beyond the hospital walls through outpatient clinics, community 

outreach, home care, and digital platforms.  

3. Community Health Focus:  

Becoming centers for prevention, health education (immunizations, family planning), and 

disease surveillance, says this Slideshare presentation.  

4. Technology Integration:  

Embracing AI, data analytics, and digital tools for better outcomes, streamlined operations, 

and personalized patient engagement, notes this Ashok One Hospital article.  

5. Education & Research Hubs:  

Continuing roles in training healthcare professionals and conducting biosocial research, 

states this eGyanKosh chapter.  

 6.From Isolated Facilities to Digital Connectivity Nodes 

Technology is pushing hospitals to become digitally integrated and data-driven entities. 

https://www.slideshare.net/slideshow/changing-role-of-hospital-249883154/249883154
https://www.google.com/search?sca_esv=bf6c3661cb9966f5&rlz=1C1JJTC_enIN1091IN1091&sxsrf=AE3TifNI0obYuyAXSIPkiJ0GscnH4yJhew%3A1765691790128&q=Technology+Integration&sa=X&ved=2ahUKEwj-ybu_sryRAxWp8DgGHbYCAfcQxccNegUI8gEQAQ&mstk=AUtExfCAeq_8kYaMs4aHTauoTXEBHY_H6uhEN-lzWpNismaRZcevHfzgBH_VEaMYFhmb6lMt-byklGFJmhlOO8PLS0xhrpBiwbasEJ7eZ7QNrmAdWitzfgjkWb7bnqpjvHLjBgSXuAAnxaKjFQV-RT-2CgVPc-faqDOVvihR4ysfG9wSKw484VeXzywpuTCV42YVrvEyCKJj6gAoDt5PlO53TQao48YwXU5zXEg4ORr9Nsd-guVB5ISdj0GWX33TEROxlzIW4pBUw2duLr-Biwt5bxvf&csui=3
https://www.ashokone.com/post/understanding-the-role-of-modern-hospitals-in-healthcare
https://www.google.com/search?sca_esv=bf6c3661cb9966f5&rlz=1C1JJTC_enIN1091IN1091&sxsrf=AE3TifNI0obYuyAXSIPkiJ0GscnH4yJhew%3A1765691790128&q=Education+%26+Research&sa=X&ved=2ahUKEwj-ybu_sryRAxWp8DgGHbYCAfcQxccNegUI1gEQAQ&mstk=AUtExfCAeq_8kYaMs4aHTauoTXEBHY_H6uhEN-lzWpNismaRZcevHfzgBH_VEaMYFhmb6lMt-byklGFJmhlOO8PLS0xhrpBiwbasEJ7eZ7QNrmAdWitzfgjkWb7bnqpjvHLjBgSXuAAnxaKjFQV-RT-2CgVPc-faqDOVvihR4ysfG9wSKw484VeXzywpuTCV42YVrvEyCKJj6gAoDt5PlO53TQao48YwXU5zXEg4ORr9Nsd-guVB5ISdj0GWX33TEROxlzIW4pBUw2duLr-Biwt5bxvf&csui=3
https://egyankosh.ac.in/bitstream/123456789/33180/5/Unit-1.pdf
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Old Role: Paper-based records and isolated departmental systems, leading to fragmented 

care and high administrative costs. 

New Role: Digital Nodes in the ABDM Network. Hospitals are adopting Electronic Health 

Records (EHRs) and integrating with the Ayushman Bharat Digital Mission (ABDM) 

platform. 

o They act as key endpoints for Telemedicine, using digital tools to deliver 

virtual consultations and remote monitoring. 

o Hospitals utilize Big Data and AI for operations (optimizing bed 

management, predicting patient flow) and clinical decision support (AI in diagnostics and 

personalized medicine). 

 

7. From Curative Sites to Preventive and Community Health Leaders 

The shift in disease burden toward chronic NCDs mandates that hospitals play a proactive 

role in prevention and wellness. 

Old Role: Primarily focused on sick care—treating disease once it is severe. 

New Role: Community Health Anchors. Modern hospitals are increasingly engaging in: 

o Population Health Management: Working with local primary care networks 

and communities to run large-scale screening programs (for diabetes, hypertension, and 

cancer). 

o Health Education: Providing educational services and wellness programs to 

manage chronic conditions, reducing the likelihood of severe, costly hospitalizations. 

o Research and Training: Teaching hospitals continue to evolve as critical 

centers for training future healthcare workers and conducting research to adapt global 

protocols to the Indian context. 

8. From Clinical Centers to Patient-Centric Experience Managers 

The emergence of the empowered consumer and the competitive private sector emphasizes 

the importance of patient experience. 

• Old Role: Focused on medical authority; the patient often had limited agency. 

• New Role: Focused on Holistic, Patient-Centric Care. 

o Hospitals are improving infrastructure to be more comforting and healing 

(e.g., dedicated attendant resting rooms, better communication). 

o There is a greater emphasis on soft skills, ethical practices, and transparency in 

billing and treatment, driven by the need for accreditation and patient trust 

 

9.  From Treatment Providers to Financial Risk Managers 

The rise of massive government health assurance schemes is fundamentally altering the 

hospital's financial relationship with the patient and the state. 

• Old Role: Fee-for-Service Model (especially in the private sector), where the patient 

pays for every service, driving up Out-of-Pocket Expenditure (OOPE). 

• New Role: Value-Based Care and Financial Partner. Under schemes like 

Ayushman Bharat PM-JAY, hospitals (both public and private) are contracted to provide 

defined packages of care. 

• The hospital's revenue is now tied to the efficiency and quality of the entire 

treatment episode, not just the volume of tests or procedures. 

• Hospitals must become efficient managers of financial risk, ensuring high-quality 

outcomes within a pre-defined package rate to remain viable 
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Drivers of Change:  

• Technology: Advances in medicine and digital health. 

• Demographics: Aging populations and rising chronic diseases. 

• Healthcare Models: Shift towards value-based care and patient empowerment. 

• Policy & System Factors: National health strategies and legal frameworks. 

 

 

Evolving Hospital Management: 

• Administrators need new skills in strategic planning, marketing, public relations, and 

managing complex stakeholder demands (board, staff, community, patients).  

• Focus on organizational culture, quality assurance, and efficiency through 

standardization and automation.  

 

Role of Hospitals in New Millennium: Globalization of Health care 

 

The new millennium has thrust Indian hospitals onto the global stage, fundamentally altering 

their operational model, financial objectives, and competitive landscape. This shift is 

characterized by the Globalization of Healthcare, where hospitals become players in an 

international market for services, investment, and talent. 

This globalization impacts hospitals in two primary ways: Inflow (foreign investment, 

patients, technology) and Outflow (Indian doctors and nurses seeking global opportunities) 

hospitals are shifting from isolated care centers to integrated global health hubs, driven by 

globalization, technology, and market forces, focusing on medical tourism, technology-

intensive care, specialized services, and broader community health roles, while balancing 

innovation with accessibility, facing challenges like rising costs, technology dependence, and 

maintaining the crucial doctor-patient bond amidst global health needs.  

 

Key Roles & Transformations: 

 

• Global Hubs for Treatment: Hospitals attract international patients (medical 

tourism) seeking specialized, high-quality, or cost-effective care, making them key 

players in the global health economy, notes AIHMS. 

• Technology & Specialization: Increased equipment investment makes hospitals 

machine-oriented, requiring constant upgrades, leading to highly specialized care but 

risking reduced human interaction, according to JaypeeDigital. 

• Integrated Health Systems: They move beyond curative care to become community 

health centers, offering preventive services, education, data collection, and outreach 

programs, supporting primary healthcare. 

• Research & Training Centers: Hospitals remain crucial for training healthcare 

workers and conducting research, adapting to new disease patterns and intervention 

opportunities. 

• Adaptation to Market Forces: Facing consolidation, privatization (especially in 

Europe), and the need for efficiency, they adopt quasi-market mechanisms and focus 

on quality/safety standards, notes Wiley Online Library. 

• Stewardship & Policy: Hospitals now involve complex planning, regulation, and 

information management to meet diverse community needs, requiring community 

participation and intersectoral cooperation, says National Institutes of Health (NIH).  

 

 

https://www.google.com/search?sca_esv=bf6c3661cb9966f5&rlz=1C1JJTC_enIN1091IN1091&sxsrf=AE3TifNI0obYuyAXSIPkiJ0GscnH4yJhew%3A1765691790128&q=Demographics&sa=X&ved=2ahUKEwj-ybu_sryRAxWp8DgGHbYCAfcQxccNegUI0QEQAQ&mstk=AUtExfCAeq_8kYaMs4aHTauoTXEBHY_H6uhEN-lzWpNismaRZcevHfzgBH_VEaMYFhmb6lMt-byklGFJmhlOO8PLS0xhrpBiwbasEJ7eZ7QNrmAdWitzfgjkWb7bnqpjvHLjBgSXuAAnxaKjFQV-RT-2CgVPc-faqDOVvihR4ysfG9wSKw484VeXzywpuTCV42YVrvEyCKJj6gAoDt5PlO53TQao48YwXU5zXEg4ORr9Nsd-guVB5ISdj0GWX33TEROxlzIW4pBUw2duLr-Biwt5bxvf&csui=3
https://www.google.com/search?sca_esv=bf6c3661cb9966f5&rlz=1C1JJTC_enIN1091IN1091&sxsrf=AE3TifNI0obYuyAXSIPkiJ0GscnH4yJhew%3A1765691790128&q=Healthcare+Models&sa=X&ved=2ahUKEwj-ybu_sryRAxWp8DgGHbYCAfcQxccNegUIzgEQAQ&mstk=AUtExfCAeq_8kYaMs4aHTauoTXEBHY_H6uhEN-lzWpNismaRZcevHfzgBH_VEaMYFhmb6lMt-byklGFJmhlOO8PLS0xhrpBiwbasEJ7eZ7QNrmAdWitzfgjkWb7bnqpjvHLjBgSXuAAnxaKjFQV-RT-2CgVPc-faqDOVvihR4ysfG9wSKw484VeXzywpuTCV42YVrvEyCKJj6gAoDt5PlO53TQao48YwXU5zXEg4ORr9Nsd-guVB5ISdj0GWX33TEROxlzIW4pBUw2duLr-Biwt5bxvf&csui=3
https://www.google.com/search?sca_esv=bf6c3661cb9966f5&rlz=1C1JJTC_enIN1091IN1091&sxsrf=AE3TifNI0obYuyAXSIPkiJ0GscnH4yJhew%3A1765691790128&q=Policy+%26+System&sa=X&ved=2ahUKEwj-ybu_sryRAxWp8DgGHbYCAfcQxccNegUI0AEQAQ&mstk=AUtExfCAeq_8kYaMs4aHTauoTXEBHY_H6uhEN-lzWpNismaRZcevHfzgBH_VEaMYFhmb6lMt-byklGFJmhlOO8PLS0xhrpBiwbasEJ7eZ7QNrmAdWitzfgjkWb7bnqpjvHLjBgSXuAAnxaKjFQV-RT-2CgVPc-faqDOVvihR4ysfG9wSKw484VeXzywpuTCV42YVrvEyCKJj6gAoDt5PlO53TQao48YwXU5zXEg4ORr9Nsd-guVB5ISdj0GWX33TEROxlzIW4pBUw2duLr-Biwt5bxvf&csui=3
https://www.google.com/search?q=medical+tourism&sca_esv=bf6c3661cb9966f5&rlz=1C1JJTC_enIN1091IN1091&sxsrf=AE3TifNI0obYuyAXSIPkiJ0GscnH4yJhew%3A1765691790128&ei=jlE-af7KB6nh4-EPtoWEuA8&ved=2ahUKEwi1vfudtLyRAxURSWwGHa90HXoQgK4QegQIARAC&uact=5&oq=Role+of+Hospitals+in+New+Millennium%3A+Globalization+of+Health+care%3B&gs_lp=Egxnd3Mtd2l6LXNlcnAiQlJvbGUgb2YgSG9zcGl0YWxzIGluIE5ldyBNaWxsZW5uaXVtOiBHbG9iYWxpemF0aW9uIG9mIEhlYWx0aCBjYXJlO0jrA1AAWABwAHgBkAEAmAG7AaABuwGqAQMwLjG4AQPIAQD4AQL4AQGYAgCgAgCYAwCSBwCgB3ayBwC4BwDCBwDIBwCACAA&sclient=gws-wiz-serp
https://aihms.in/blog/the-growth-of-healthcare-and-hospital-system-in-india/
https://onlinelibrary.wiley.com/doi/full/10.1002/hpm.3891
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1.  The Role of Hospitals in Globalization: Medical Value Travel (Inflow) 

Indian hospitals, particularly large private chains, have successfully positioned themselves as 

global players by offering high-quality, cost-effective specialized care. This is the core of 

Medical Value Travel (Medical Tourism). 

 

A. Global Service Provider 

• Cost Advantage: Indian hospitals offer complex procedures like cardiac surgery, 

organ transplants, and advanced cancer care at a fraction of the cost in developed countries 

(often 1/5th to 1/10th the price in the US or UK). 

• Zero Waiting Time: For patients coming from countries with national health services 

(like the UK or Canada), Indian hospitals offer virtually no waiting time for elective 

surgeries, making them a highly attractive option. 

• Accreditation and Quality: To attract international patients, many top Indian 

hospitals have pursued international accreditation from bodies like the Joint Commission 

International (JCI) and domestic accreditation (NABH). This adherence to global quality 

and safety standards is non-negotiable for foreign patients. 

• Skilled Talent: India's large pool of highly skilled, often Western-trained, medical 

professionals (doctors and nurses) who are proficient in English is a massive competitive 

advantage. 

 

B. Infrastructure and Hospitality 

• Hospitals catering to foreign patients have invested heavily in creating "Hospitality-

Enhanced Healthcare Facilities". These facilities offer specialized services like 

international patient wings, interpreter services, travel assistance, and luxurious 

accommodations, blending clinical excellence with premium hospitality. 

• The government has supported this role by introducing specialized visas like the 

Medical Visa (M-Visa) and the Ayush Visa, streamlining the travel process for foreign 

patients. 

 

2.  Role as Receivers of Global Investment (Inflow) 

Globalization has meant that hospitals are no longer just social service providers; they are 

major commercial enterprises. 

• Foreign Direct Investment (FDI): The Indian healthcare sector is a huge recipient of 

FDI, particularly in the hospital and medical device manufacturing segments. This infusion of 

capital, often from overseas funds, is crucial for building the high-cost, high-tech 

infrastructure required for tertiary care. 

• Technology Transfer: Investment often comes bundled with technology transfer. 

Global partnerships enable Indian hospitals to acquire the latest medical equipment (like 

robotic surgery systems, advanced imaging devices) and implement global best practices in 

administration and clinical protocols. 

• Competition and Consolidation: Globalized investment creates intense competition 

among private hospitals, leading to consolidation (mergers and acquisitions) to gain 

economies of scale, further driving the need for operational excellence and cost efficiency. 

 

3.  Role in Global Talent Mobility (Outflow) 

Hospitals play a crucial role as exporters of talent and education. 

• Medical Education: Indian teaching hospitals continue to be vital centers for training 

medical professionals who often pursue further education and employment overseas, 

especially in the US, UK, Middle East, and Australia. 
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• Nursing and Paramedical Staff: Indian nurses are highly sought after globally due 

to their training, dedication, and English proficiency, making Indian hospitals part of the 

global medical workforce supply chain. 

 

Challenges: 

 

• Cost & Accessibility: High tech costs can limit access for the poor, creating social 

tensions, notes BieColl. 

• Technology vs. Humanity: Balancing machine-based care with essential doctor-

patient interaction (bedside manner) becomes critical, notes JaypeeDigital. 

• Disease Spread: Globalization also facilitates the rapid spread of infectious diseases, 

posing new challenges, says Study.com.  

In essence, hospitals in the new millennium are evolving into adaptable, technologically 

advanced, globally connected entities essential for comprehensive healthcare, but must 

strategically manage complex economic, technological, and social demands to remain 

effective and equitable, says National Institutes of Health (NIH). Addition to this , the 

hospital's role has expanded from a local provider to a Transnational Healthcare Entity, 

balancing the commercial demands of the global market with the social imperative of serving 

the local population under government mandates like Ayushman Bharat. 

 

  

https://biecoll.ub.uni-bielefeld.de/index.php/publichealth/article/download/532/627/622
https://study.com/academy/lesson/globalization-of-healthcare-development-impact.html
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UNIT-III 

ADMINISTRATION OF HEALTH SERVICES IN INDIA 
    

INTRODUCTION: 

 

   The administration of health services in India is a massive and intricate undertaking, 

governed by a multi-layered structure that reflects the country's federal political system and 

its diverse population needs. It is characterized by shared responsibility, with the Central 

Government focusing on policy and planning, and the State Governments primarily 

responsible for service delivery. 

 

The system's goal is to achieve Universal Health Coverage (UHC) and is managed across 

three primary administrative tiers: Central, State, and Local (District/Peripheral). 

  

1. Central Level Administration 

The Central Government's role is focused on national health policy, inter-state coordination, 

standardization, and funding large national programs. 

A. Ministry of Health and Family Welfare (MoHFW) 

This is the apex administrative body for health in the country. It is led by a Cabinet Minister 

and is responsible for: 

 

• Policy and Planning: Formulating and reviewing National Health Policies (e.g., 

National Health Policy 2017). 

• International Health: Administering port and airport quarantine, and coordinating 

with international agencies (like WHO). 

• Central Institutions: Directly managing premier central institutions like AIIMS, and 

funding major research bodies like the Indian Council of Medical Research (ICMR). 

• National Programs: Designing, financing, and monitoring major national health 

programs (e.g., National Health Mission, Ayushman Bharat). 

• B. Directorate General of Health Services (DGHS) 

• This is the technical arm of the MoHFW, headed by the Director General. Its 

functions are largely advisory and regulatory. 

• Technical Guidance: Providing medical and public health advice to the Central and 

State governments. 

• Standardization: Regulating medical, dental, and nursing professions through 

councils (e.g., National Medical Commission - NMC) and establishing drug and food 

standards (e.g., CDSCO, FSSAI). 

• Central Health Schemes: Administering schemes like the Central Government 

Health Scheme (CGHS). 

 

2.  State Level Administration 

Under the Constitution, Public Health and Sanitation is primarily a State Subject (State 

List). This means the State Governments hold the primary responsibility for the actual 

delivery and day-to-day management of healthcare services to the people. 

 

A. State Ministry of Health and Family Welfare 

This is analogous to the Union Ministry, led by a State Health Minister. Their key functions 

include: 
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• Service Delivery: Managing the entire network of public hospitals, including Sub-

Centres, PHCs, CHCs, and District Hospitals. 

• Personnel Management: Recruiting, training, and managing doctors, nurses, and 

paramedical staff within the state. 

• Budget Allocation: Allocating state funds and implementing Central government 

schemes according to state-specific needs. 

 

B. State Directorate of Health Services 

This is the technical and executive wing, led by the Director of Health Services. They are 

responsible for implementing state health programs, supervising medical education, and 

collecting vital statistics. 

 

3.  Local and Peripheral Administration (Decentralization) 

This tier is crucial for linking community needs with the formal health system and involves a 

significant degree of decentralization. 

 

A. District Level 

The District Health Officer (DHO) / Chief Medical and Health Officer (CMHO) is the 

key administrative figure. 

• Coordination and Supervision: The DHO/CMHO supervises all health facilities 

(PHCs, CHCs, District Hospitals) within the district, manages logistics (drugs and 

equipment), and implements national and state programs locally. 

• Link between State and Grassroots: The district serves as the main administrative 

and financial control point between the state capital and the peripheral health workers. 

 

B. Grassroots Level (Panchayati Raj and Urban Local Bodies) 

Following the 73rd and 74th Constitutional Amendments, the local self-governance 

institutions (Panchayats in rural areas and Municipalities in urban areas) have been mandated 

to take on increased responsibilities for health. 

• Panchayati Raj Institutions (PRIs): At the village level, the Panchayats are meant 

to play a greater role in the oversight of PHCs, health worker mobilization (ASHA workers), 

and sanitation. 

• Village Health and Sanitation Committees (VHSCs): These are micro-level 

committees that ensure community participation in local health planning and monitoring. 

 

 Key Administrative Challenges 

The dual system of administration (Central and State) and the mixed public-private model 

create several challenges: 

• Coordination Gaps: Lack of seamless coordination between the Central 

government's policy mandates and the State government's implementation capacity, leading 

to uneven execution of national programs. 

• Resource Allocation: Significant variation in health spending and workforce capacity 

across different states, perpetuating health disparities. 

• Accountability: Establishing clear lines of accountability for fund utilization and 

service quality, especially when public funds (like those from Ayushman Bharat) are used to 

purchase services from the private sector. 

• Decentralization Barriers: Despite policy, true administrative and financial power 

often remains centralized at the State level, limiting the autonomy and effectiveness of 

District and Panchayat bodies. 
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The administration of health services in India is thus a continuous process of balancing 

centralized planning for scale (e.g., National Health Mission) with decentralized management 

required for local responsiveness (e.g., Primary Healthcare). 

 

Health committees Appointed by Government and their Influence  

 

Government-appointed health committees, like India's pivotal Bhore Committee (1946) and 

subsequent groups, significantly influence national health policy by surveying existing 

conditions and recommending system improvements, leading to implemented reforms in 

primary healthcare, integration of services, and disease control, forming the bedrock of public 

health strategies. Their reports, such as the Bhore Committee's vision for multi-tiered health 

centers and the Mudaliar Committee's focus on strengthening PHCs, directly shape healthcare 

infrastructure and program design, guiding the country towards goals like "Health for All".  

 

Key Committees & Their Influence 

 

• Bhore Committee (Health Survey & Development Committee, 1943-46): 

o Influence: Laid the foundation for India's health system post-independence. 

o Recommendations: Integrated preventive, promotive, and curative care; 

proposed a three-tiered system (primary, secondary, tertiary); suggested Primary Health 

Centers (PHCs) for rural areas. 

 

• Mudaliar Committee (Health Survey & Planning Committee, 1959-62): 

o Influence: Reviewed progress post-Bhore and focused on strengthening 

existing PHCs. 

o Recommendations: Strengthened PHCs before expanding; highlighted 

interdependence of health with sanitation, nutrition, and employment. 

 

• Chadha Committee (1963): 

o Influence: Addressed specific program needs, particularly malaria. 

o Recommendations: Established primary health units for malaria 

maintenance; introduced Basic Health Workers for malaria and family planning. 

 

• Kartar Singh Committee (1973): 

o Influence: Reviewed multipurpose workers scheme. 

 

 

• Shrivastav Committee (1975): 

o Influence: Focused on health manpower development.  

• Influence and Impact: 

The most immediate and significant impact was the launching of the Rural Health Scheme 

in 1977, based directly on its recommendations. This scheme introduced the concept of 

Community Health Volunteers (CHVs), which later influenced the creation of the ASHA 

(Accredited Social Health Activist) cadre under the National Health Mission (NHM). This 

emphasized the vital role of non-doctor, community-level manpower in primary healthcare 

delivery. 

• Policy Framework: Committees provide expert advice, guiding national health plans 

and reforms. 

• Structural Changes: Recommendations led to the creation of PHCs, district 

hospitals, and referral systems. 

https://www.google.com/search?q=Bhore+Committee&sca_esv=bf6c3661cb9966f5&rlz=1C1JJTC_enIN1091IN1091&sxsrf=AE3TifO_nQ8v4Raf7ENnDMq3bQ3bP7fU4w%3A1765692927048&ei=_1U-aYraAs-VseMPyf21oQ4&ved=2ahUKEwifipHCuLyRAxVSe2wGHeBcEYkQgK4QegQIARAB&uact=5&oq=Health+committees+appointed+by+the+government+and+their+influence&gs_lp=Egxnd3Mtd2l6LXNlcnAiQUhlYWx0aCBjb21taXR0ZWVzIGFwcG9pbnRlZCBieSB0aGUgZ292ZXJubWVudCBhbmQgdGhlaXIgaW5mbHVlbmNlSMUUUJ8LWJ8LcAF4AJABAJgBmwGgAaICqgEDMC4yuAEDyAEA-AEC-AEBmAIBoAIHwgIKEAAYsAMY1gQYR5gDAIgGAZAGCJIHATGgB5cJsgcAuAcAwgcDMi0xyAcFgAgA&sclient=gws-wiz-serp
https://www.google.com/search?q=Bhore+Committee&sca_esv=bf6c3661cb9966f5&rlz=1C1JJTC_enIN1091IN1091&sxsrf=AE3TifO_nQ8v4Raf7ENnDMq3bQ3bP7fU4w%3A1765692927048&ei=_1U-aYraAs-VseMPyf21oQ4&ved=2ahUKEwifipHCuLyRAxVSe2wGHeBcEYkQgK4QegQIBBAB&uact=5&oq=Health+committees+appointed+by+the+government+and+their+influence&gs_lp=Egxnd3Mtd2l6LXNlcnAiQUhlYWx0aCBjb21taXR0ZWVzIGFwcG9pbnRlZCBieSB0aGUgZ292ZXJubWVudCBhbmQgdGhlaXIgaW5mbHVlbmNlSMUUUJ8LWJ8LcAF4AJABAJgBmwGgAaICqgEDMC4yuAEDyAEA-AEC-AEBmAIBoAIHwgIKEAAYsAMY1gQYR5gDAIgGAZAGCJIHATGgB5cJsgcAuAcAwgcDMi0xyAcFgAgA&sclient=gws-wiz-serp
https://www.google.com/search?q=Mudaliar+Committee&sca_esv=bf6c3661cb9966f5&rlz=1C1JJTC_enIN1091IN1091&sxsrf=AE3TifO_nQ8v4Raf7ENnDMq3bQ3bP7fU4w%3A1765692927048&ei=_1U-aYraAs-VseMPyf21oQ4&ved=2ahUKEwifipHCuLyRAxVSe2wGHeBcEYkQgK4QegQIBBAF&uact=5&oq=Health+committees+appointed+by+the+government+and+their+influence&gs_lp=Egxnd3Mtd2l6LXNlcnAiQUhlYWx0aCBjb21taXR0ZWVzIGFwcG9pbnRlZCBieSB0aGUgZ292ZXJubWVudCBhbmQgdGhlaXIgaW5mbHVlbmNlSMUUUJ8LWJ8LcAF4AJABAJgBmwGgAaICqgEDMC4yuAEDyAEA-AEC-AEBmAIBoAIHwgIKEAAYsAMY1gQYR5gDAIgGAZAGCJIHATGgB5cJsgcAuAcAwgcDMi0xyAcFgAgA&sclient=gws-wiz-serp
https://www.google.com/search?q=Chadha+Committee&sca_esv=bf6c3661cb9966f5&rlz=1C1JJTC_enIN1091IN1091&sxsrf=AE3TifO_nQ8v4Raf7ENnDMq3bQ3bP7fU4w%3A1765692927048&ei=_1U-aYraAs-VseMPyf21oQ4&ved=2ahUKEwifipHCuLyRAxVSe2wGHeBcEYkQgK4QegQIBBAJ&uact=5&oq=Health+committees+appointed+by+the+government+and+their+influence&gs_lp=Egxnd3Mtd2l6LXNlcnAiQUhlYWx0aCBjb21taXR0ZWVzIGFwcG9pbnRlZCBieSB0aGUgZ292ZXJubWVudCBhbmQgdGhlaXIgaW5mbHVlbmNlSMUUUJ8LWJ8LcAF4AJABAJgBmwGgAaICqgEDMC4yuAEDyAEA-AEC-AEBmAIBoAIHwgIKEAAYsAMY1gQYR5gDAIgGAZAGCJIHATGgB5cJsgcAuAcAwgcDMi0xyAcFgAgA&sclient=gws-wiz-serp
https://www.google.com/search?q=Kartar+Singh+Committee&sca_esv=bf6c3661cb9966f5&rlz=1C1JJTC_enIN1091IN1091&sxsrf=AE3TifO_nQ8v4Raf7ENnDMq3bQ3bP7fU4w%3A1765692927048&ei=_1U-aYraAs-VseMPyf21oQ4&ved=2ahUKEwifipHCuLyRAxVSe2wGHeBcEYkQgK4QegQIBBAN&uact=5&oq=Health+committees+appointed+by+the+government+and+their+influence&gs_lp=Egxnd3Mtd2l6LXNlcnAiQUhlYWx0aCBjb21taXR0ZWVzIGFwcG9pbnRlZCBieSB0aGUgZ292ZXJubWVudCBhbmQgdGhlaXIgaW5mbHVlbmNlSMUUUJ8LWJ8LcAF4AJABAJgBmwGgAaICqgEDMC4yuAEDyAEA-AEC-AEBmAIBoAIHwgIKEAAYsAMY1gQYR5gDAIgGAZAGCJIHATGgB5cJsgcAuAcAwgcDMi0xyAcFgAgA&sclient=gws-wiz-serp
https://www.google.com/search?q=Shrivastav+Committee&sca_esv=bf6c3661cb9966f5&rlz=1C1JJTC_enIN1091IN1091&sxsrf=AE3TifO_nQ8v4Raf7ENnDMq3bQ3bP7fU4w%3A1765692927048&ei=_1U-aYraAs-VseMPyf21oQ4&ved=2ahUKEwifipHCuLyRAxVSe2wGHeBcEYkQgK4QegQIBBAQ&uact=5&oq=Health+committees+appointed+by+the+government+and+their+influence&gs_lp=Egxnd3Mtd2l6LXNlcnAiQUhlYWx0aCBjb21taXR0ZWVzIGFwcG9pbnRlZCBieSB0aGUgZ292ZXJubWVudCBhbmQgdGhlaXIgaW5mbHVlbmNlSMUUUJ8LWJ8LcAF4AJABAJgBmwGgAaICqgEDMC4yuAEDyAEA-AEC-AEBmAIBoAIHwgIKEAAYsAMY1gQYR5gDAIgGAZAGCJIHATGgB5cJsgcAuAcAwgcDMi0xyAcFgAgA&sclient=gws-wiz-serp
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• Service Integration: Pushed for combining different health services (e.g., malaria, 

family planning) under one worker. 

• Foundation for Programs: Their reports form the basis for many national health 

programs and strategies.  

 

Summary of Influence 

 

These committees were not just advisory bodies; they were agents of systemic change. 

Committee Year Core Philosophy Lasting Influence 

Bhore 1946 
Integrated, Free, Three-Tier 

System 

PHC Network, Foundation of Public 

Health Policy 

Mudaliar 1962 Consolidation and Referral 
Strengthening District Hospitals, Focus 

on Quality 

Kartar 

Singh 
1973 

Efficiency through Multi-

Purpose 

Multipurpose Worker (MPW) Scheme at 

grassroots level 

Srivastava 1975 
Community-Centric 

Manpower 

Rural Health Scheme, Foundation for 

ASHA Cadre 

 

These reports, taken together, chronicle India’s continuous effort to overcome resource 

constraints and geographical challenges by constantly refining the structure of its public 

health workforce, the definition of its primary health centres, and the ethical responsibility of 

the state towards its citizens’ health. 

 

International Health Agencies 

International Health Agencies (IHAs) play a crucial and multi-faceted role in the global 

health landscape. They are organizations—ranging from intergovernmental bodies 

established by treaties to non-governmental organizations (NGOs) supported by private 

donations—that work across national borders to address health challenges, set standards, 

coordinate efforts, and provide technical and financial assistance. Major international health 

agencies include the World Health Organization (WHO), UNICEF, and the Global Fund, 

which coordinate global health efforts, focus on child welfare, and fight specific diseases, 

respectively, alongside many other UN bodies, bilateral aid agencies (like USAID), and 

NGOs (like Doctors Without Borders) that provide funding, aid, research, and on-the-ground 

support for public health, disease prevention, maternal/child health, and emergency relief 

worldwide.  

 

Key Multilateral Agencies (UN-Related) 

• World Health Organization (WHO): The UN's directing authority for international 

health, focusing on disease eradication (smallpox), Polio, HIV/AIDS, and setting health 

standards.  

• UNICEF (UN Children's Fund): Works for child health, nutrition, education, and 

well-being.  

• UNFPA (UN Population Fund): Focuses on reproductive health and population 

issues.  

• UNDP (UN Development Programme): Integrates health into broader development 

goals.  

• World Food Programme (WFP): Addresses hunger and food security, crucial for 

health.  
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Key Global Health Partnerships & Funds 

• Gavi, The Vaccine Alliance: Works to increase access to immunization. 

• The Global Fund: Fights AIDS, Tuberculosis, and Malaria.  

 

Key Non-Governmental Organizations (NGOs) & Other Bodies 

• International Federation of Red Cross and Red Crescent Societies 

(IFRC): Delivers humanitarian aid and disaster relief.  

• Médecins Sans Frontières (Doctors Without Borders): Provides emergency 

medical aid in conflict zones and epidemics.  

• PATH: A global nonprofit that innovates for health.  

• CARE: Fights global poverty and injustice, including health aspects.  

Bilateral Agencies (Country-Specific) 

• USAID: (United States Agency for International Development). 

• SIDA: (Swedish International Development Cooperation Agency). 

• DANIDA: (Danish International Development Agency).  

1.  Inter-Governmental Agencies (IGAs) 

These organizations are established by formal agreements (treaties) between member states. 

They operate under a mandate given by sovereign nations and often possess significant 

political and financial clout. 

 

A. World Health Organization (WHO) 

• Role: The leading and most comprehensive IHA, established in 1948 as a specialized 

agency of the United Nations. 

• Functions: 

o Directing and Coordinating Authority: Directs international health work 

and coordinates efforts towards health objectives. 

o Standard Setting: Develops global health norms, standards, and guidelines 

(e.g., essential medicines lists, disease classification systems like ICD). 

o Surveillance and Response: Monitors global health trends and leads the 

response to health emergencies (e.g., pandemics, outbreaks) under the International Health 

Regulations (IHR). 

o Technical Assistance: Provides technical support to member countries to 

strengthen their national health systems. 

B. The United Nations (UN) System Agencies 

Several other UN agencies focus on specific health-related domains: 

• UNICEF (United Nations Children's Fund): Focuses on maternal, neonatal, and 

child health, including immunization, nutrition, and clean water access. 

• UNAIDS (Joint United Nations Programme on HIV/AIDS): Leads the global 

effort to end AIDS as a public health threat. 

• UNDP (United Nations Development Programme): Addresses the social and 

economic determinants of health, linking health to development goals (Sustainable 

Development Goals - SDGs). 

 

2.  Multi-Lateral and Development Banks 

These organizations provide significant financial resources, loans, and technical assistance, 

often influencing national health policy through their funding conditions. 

A. World Bank (International Bank for Reconstruction and Development - IBRD) 

• Role: A major financier of health projects in developing countries. 

• Functions: Provides low-interest loans, interest-free credits, and grants for 

infrastructure development, health system strengthening, and specific disease control 
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programs. Its focus is often on economic growth and poverty reduction through improved 

health. 

 

B. Regional Development Banks 

• Examples: African Development Bank (AfDB), Asian Development Bank (ADB). 

• Role: Finance region-specific health projects, infrastructure, and technical assistance 

to address localized health challenges. 

 

3.  Public-Private Partnerships and Global Health Initiatives (GHIs) 

These are collaborations that pool resources from governments, foundations, and private 

companies to address specific, high-priority diseases. They have fundamentally changed the 

way global health is financed and managed. 

A. The Global Fund to Fight AIDS, Tuberculosis and Malaria 

• Role: A financing organization, not an implementing agency, that raises and invests 

nearly US$4 billion a year to support programs run by local experts in more than 100 

countries. 

• Influence: Has had a massive impact on the three deadliest infectious diseases by 

providing direct funding for prevention, treatment, and system strengthening. 

B. Gavi, the Vaccine Alliance 

• Role: A global health partnership that increases access to immunization in poor 

countries. 

• Influence: Pools demand and guarantees funding to lower the cost of vaccines, 

dramatically increasing coverage for crucial childhood vaccines 

4.  Bilateral Agencies 

These are governmental agencies that provide aid directly from one country to developing 

countries. The direction and nature of the aid are determined by the donor country's foreign 

policy. 

• Examples: 

o USAID (U.S. Agency for International Development): Manages foreign 

civilian aid, with major health programs focusing on HIV/AIDS (through PEPFAR), maternal 

and child health, and infectious disease control. 

o DFID (Department for International Development - UK, now part of 

FCDO): Traditionally focused on poverty reduction and health system strengthening through 

direct aid. 

o JICA (Japan International Cooperation Agency): Often focuses on 

infrastructure and technical training in health and water/sanitation sectors. 

Other Important Entities 

• Pan American Health Organization (PAHO): Regional body for the Americas. 

• International Labour Organization (ILO): Focuses on occupational health.  

These agencies work to strengthen health systems, provide technical/financial aid, set 

standards, and respond to health crises, supporting countries in achieving health goals like 

universal health coverage.  

Overall Influence and Contribution 

IHAs collectively exert influence by: 

• Financial Mobilization: Channeling billions of dollars into global health priorities. 

• Agenda Setting: Determining global priorities (e.g., SDG 3: Good Health and Well-

being). 

• Capacity Building: Training local health workers and strengthening national 

institutional capacity. 
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• Knowledge Sharing: Disseminating research, best practices, and technical expertise 

across the globe. 
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UNIT-IV 

ECONOMICS OF HEALTH CARE 
 

INTRODUCTION: 

 

Introduction to the Economics of Healthcare 

Health economics is an applied field of study that uses economic theory and methods to 

analyze decision-making concerning health and healthcare. The core challenge in all 

economies is that resources are scarce relative to people's wants and needs, requiring choices 

about how these limited resources are used. In the context of healthcare, this means decisions 

must be made about what services to provide, how to produce them efficiently, and who 

should receive them, especially since no health system worldwide can meet all potential 

demands for care.  

Health economics is distinct from general economics due to unique characteristics of the 

healthcare market, such as extensive government intervention, information asymmetry 

(doctors know more than patients), and the significant role of third-party payers (insurers). 

The ultimate goal is to find system-based solutions to make healthcare more equitable, 

accessible, and affordable.  

 

Core Definitions and Concepts 

The field is built upon several fundamental economic concepts: 

• Scarcity: The basic economic problem that arises because people want 

more health and healthcare services than are readily available, making choices necessary. 

• Opportunity Cost: The value of the next best alternative that is forgone 

when a choice is made. For example, the opportunity cost of building a new hospital might be 

the benefits lost from not funding a preventive health program instead. 

• Demand (for Healthcare): The quantity of healthcare services consumers 

are willing and able to purchase at a given price. This is often a derived demand from the 

fundamental desire for better "health capital". The concept of "need" (capacity to benefit 

from care) is often considered more relevant in health policy than "demand" 

(willingness/ability to pay). 

• Supply (of Healthcare): The quantity of services (e.g., hospital beds, 

physicians, drugs) that providers are willing to offer at a given price. Supply can be limited 

by government regulation and the high costs of production. 

• Efficiency: The relationship between inputs (resources) and outputs 

(benefits or health gains). The goal is to maximize the benefits from the available resources 

or minimize the costs for a given level of benefit. This includes: 

• Technical Efficiency: Producing a given output with the least amount of 

inputs. 

• Allocative Efficiency: The pattern of output matches the pattern of demand 

or need, ensuring resources are used in a way that maximizes social welfare. 

• Equity: The fair distribution of healthcare resources, services, and the 

financial burden of care among the population. Equity does not necessarily mean equality (an 

equal share for everyone) but rather fairness based on factors like need or ability to pay. 

• Utility: The happiness or satisfaction an individual gains from consuming a 

good or service, which in healthcare is often related to improved health or quality of life. The 

measure Quality-Adjusted Life Years (QALYs) combines the quantity and quality of life into 

a single utility measure for economic evaluation.  
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By applying these concepts, health economics provides a framework for decision-makers to 

evaluate policies and interventions and make informed judgments about the best use of 

limited resources to improve public health.  

We can delve deeper into the different types of economic evaluations used to make these 

decisions, such as cost-benefit and cost-effectiveness analyses. Would you like to explore 

those methods in detail? 

 

SIGNIFICANCE OF HEALTHCARE ECONOMICS 

 

Healthcare economics is crucial because it provides the analytical framework to navigate the 

fundamental challenge of scarce resources and unlimited healthcare needs, with the ultimate 

goal of making healthcare more equitable, accessible, and affordable for all.  

 

Here is a breakdown of its key significance: 

• Optimal Resource Allocation: Health economics helps decision-makers 

determine how to best distribute limited resources, such as funding, personnel, and medical 

equipment, to maximize the overall health benefits for the population. 

• Evidence-Based Policymaking: It provides a data-driven approach to policy 

creation by evaluating the economic impact of potential interventions and reforms, which is 

essential for developing sustainable healthcare systems. 

• Assessing Cost-Effectiveness: Tools like cost-effectiveness analysis (CEA) 

and cost-utility analysis (CUA), which use measures like Quality-Adjusted Life Years 

(QALYs), help compare the value of different treatments, technologies, and public health 

programs (e.g., vaccination campaigns) to ensure the best value for money. 

• Improving Efficiency and Quality: Health economics identifies areas of 

inefficiency and waste within the healthcare system, guiding efforts toward models like 

"value-based care," which focuses on quality of outcomes rather than the quantity of services 

provided. 

• Addressing Health Equity and Access: It examines disparities in healthcare 

access and outcomes across different populations, helping to design policies and financing 

mechanisms (like health insurance schemes) that promote fairness and reduce the financial 

burden on vulnerable individuals. 

• Influencing Behavior and Markets: By analyzing the behavior of patients, 

providers, and insurers, health economics informs interventions that encourage healthier 

lifestyles and more efficient market operations. 

• Economic Growth and Stability: A healthy population is a productive one. 

Investments in a well-functioning health system, guided by economic principles, contribute to 

increased labor productivity and overall national economic growth and stability.  

In essence, health economics is a vital discipline that bridges health and finance, ensuring that 

societies make the smartest possible choices to improve the well-being of their citizens within 

existing constraints. 

 

FINANCIAL RESOURCES FOR HEALTHCARE SERVICES :  

 

Healthcare services are financed through a mix of public, private, and external sources. In 

India, the primary financial resources include government spending, private health insurance, 

and a significant portion of out-of-pocket expenditure (OOPE) by households.  
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Key Sources of Healthcare Financing 

Government Health Expenditure (GHE): This includes funds from both central and state 

governments. The share of GHE in the GDP increased from 1.13% in FY15 to 1.84% in 

FY22, reflecting an increased commitment to public healthcare. Government spending as a 

percentage of total health expenditure also rose significantly to 48% in FY22. Initiatives like 

the National Health Mission and Ayushman Bharat are funded through this channel. 

Out-of-Pocket Expenditure (OOPE): This is the direct payment made by individuals at the 

point of receiving services. Historically, this has been the dominant source of funding. While 

it has shown a steady decline as a percentage of total health expenditure (from 48.8% in 

FY18 to 39.4% in FY22), it still represents a substantial financial burden on households and 

accounts for nearly 47% of total medical costs. 

Private Pre-paid Expenditure/Health Insurance: This includes private health insurance and 

employer-based schemes. While this source is growing, it is still a smaller component of the 

total, with private insurance expenditure as a percentage of total health expenditure rising 

from 3.4% in FY14 to 7% in FY20. 

External Sources: These include funds from international donors and non-governmental 

organizations, though they typically form a smaller portion of the overall national health 

expenditure.  

 

Expenditure Trends and Data 

 
Challenges and Future Directions 

 

Despite progress, a significant gap remains in achieving the National Health Policy 2017 

target of public health expenditure reaching 2.5% of GDP by 2025. The high reliance on 

OOPE pushes a significant portion of the population below the poverty line annually. The 

government's focus is on increasing public spending, strengthening insurance coverage 

through schemes like Ayushman Bharat, and developing health infrastructure to reduce the 

financial burden on citizens and move towards universal health coverage. 
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The Ayushman Bharat Pradhan Mantri Jan Aarogya Yojana (AB-PMJAY) scheme has 

had a significant, measurable impact on reducing household out-of-pocket expenses 

(OOPE) and expanding health insurance coverage across India.  

Key Impacts on Financial Burden 

• Significant Savings: The scheme has reportedly saved eligible families over 

₹1.25 lakh crore (1.25 trillion rupees) in out-of-pocket healthcare expenses since its launch. 

• Reduced OOPE Percentage: Nationally, the overall Out-of-Pocket 

Expenditure as a percentage of total health expenditure has declined significantly from 62.6% 

in FY2015 to 39.4% in FY2022, a trend to which government schemes like AB-PMJAY have 

contributed substantially. 

• Mitigation of Catastrophic Expenditure: By covering significant medical 

costs, the scheme helps prevent an estimated 6 crore (60 million) Indians from falling into 

poverty annually due to healthcare expenses. Studies indicate that the prevalence of 

catastrophic health expenditure is significantly lower among PM-JAY beneficiaries compared 

to non-beneficiaries. 

• Lower Direct Costs for Beneficiaries: Research studies in various states 

have found that direct medical expenses for hospitalizations were substantially lower for 

beneficiaries. One study in Haryana found that expenses for beneficiaries were 65% lower 

than for non-beneficiaries (₹11,131 vs. ₹31,675). 

• Cashless Treatment: The program provides cashless and paperless access to 

services at empanelled public and private hospitals, eliminating the need for upfront 

payments at the point of care for covered procedures. 

• Decrease in Emergency Loans: The program has also led to an 8% decrease 

in the incidence of families taking emergency loans for health-related reasons.  

Expansion of Insurance Coverage 

• Massive Reach: As of late 2025, over 42 crore (420 million) Ayushman 

Cards have been issued across India, providing health cover of up to ₹5 lakh per family per 

year for secondary and tertiary care hospitalization. 

• Targeting Vulnerable Populations: The scheme primarily targets over 12 

crore poor and vulnerable families identified based on the Socio-Economic Caste Census 

(SECC) 2011 data, ensuring coverage for the bottom 40% of the population. 

 

Recent Expansions: 

The scheme was expanded to include around 37 lakh (3.7 million) ASHA, Anganwadi 

Workers (AWWs), and Helpers and their families. 

In a significant move in late 2024, coverage was extended to all senior citizens aged 70 and 

above, irrespective of their socio-economic status, benefiting around 6 crore (60 million) 

elderly people. 

Gender Equity: The scheme promotes gender equity, with approximately 49% of the 

Ayushman Cards issued to women, who also account for a significant portion of hospital 

admissions. 

Portability: Beneficiaries can avail treatment at any of the over 33,000 empanelled hospitals 

across the country, regardless of their home state, enhancing accessibility for migrant 

populations.  

While the scheme has made remarkable strides, challenges remain, such as ensuring 

beneficiaries are fully aware of their entitlements, addressing non-medical expenses (like 

transport and food), and improving uniform implementation across all states. 
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Role of Health Insurance: Introduction 

Health insurance is a vital financial instrument that provides a safety net against the 

escalating costs of medical care, ensuring individuals can access necessary healthcare 

services without facing substantial financial hardship or depleting their savings. It functions 

on the principle of risk-sharing, where many individuals pay a regular, relatively small 

premium into a common pool, and the fund covers the large, unpredictable medical expenses 

of the few who become ill.  

 

Key Definitions and Concepts 

 

Understanding health insurance requires familiarity with specific terms that define how costs 

are shared between the policyholder and the insurer: 

Premium: The regular (usually monthly or annual) amount paid by the individual or employer 

to the insurance company to keep the policy active. 

Sum Insured: The maximum amount the insurance company will pay for covered services 

during a policy period. 

Deductible: A fixed amount the policyholder must pay out of pocket for covered medical 

services before the insurance plan starts paying. 

Co-payment (Copay): A fixed amount (or a percentage) the policyholder pays for a specific 

service, such as a doctor's visit or a prescription, with the insurer covering the remainder. 

Co-insurance: A percentage of the costs for covered services that the policyholder pays after 

they have met their deductible. For example, in an 80/20 plan, the insurer pays 80% and the 

individual pays 20%. 

Out-of-Pocket Maximum: The maximum amount a policyholder has to pay for covered 

services in a plan year. Once this limit is reached, the insurance plan typically covers 100% 

of additional eligible costs.  

 

Significance of Health Insurance 

 

Health insurance plays a critical role in both individual well-being and the broader healthcare 

system.  

Financial Protection: It shields individuals and families from the immense financial strain of 

medical emergencies, which can otherwise lead to debt or poverty. 

Improved Access to Care: Insured individuals are more likely to seek timely medical care, 

including preventive services and screenings, which leads to early detection and better health 

outcomes. 

Access to Quality Healthcare: Insurance provides access to a wide network of reputable 

hospitals, specialists, and advanced medical treatments that might be unaffordable otherwise. 

Tackling Medical Inflation: With healthcare costs rising faster than general inflation, health 

insurance helps manage these escalating expenses by covering major costs like surgeries, 

diagnostics, and post-hospitalization care. 

Promoting Health Equity: Public and private insurance schemes help bridge the gap in 

healthcare access among different socio-economic groups, promoting fairness in the 

distribution of care. 

Peace of Mind: It offers psychological security, allowing individuals to focus on recovery 

without the added stress of managing substantial medical bills.  
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Scope of Health Insurance 

The scope of health insurance has expanded significantly beyond basic hospitalization 

coverage: 

Comprehensive Coverage: Most modern policies cover a wide range of expenses, including 

inpatient hospitalization, daycare procedures (less than 24-hour stays), pre- and post-

hospitalization charges, ambulance costs, and prescription medications. 

Specialized Plans: Various plans cater to specific needs, such as individual plans, family 

floater plans (covering the entire family under one sum insured), senior citizen plans, and 

critical illness policies (providing a lump sum upon diagnosis of specific life-threatening 

diseases). 

Preventive Care: Many plans now include benefits for preventive health check-ups and 

vaccinations to encourage a proactive approach to health. 

Alternative Medicine: The scope often extends to covering alternative treatment systems like 

AYUSH (Ayurveda, Yoga, Unani, Siddha, Homeopathy). 

Technological Integration: The future scope involves integrating telemedicine services and 

value-based care models, leveraging technology to streamline processes and improve 

efficiency.  

Understanding how these elements work is crucial for both individuals making personal 

financial decisions and policymakers shaping national health strategies. 

 

In India, both government and voluntary (non-governmental) agencies are essential 

components of the healthcare ecosystem, working together to address the diverse health 

needs of the population. While government agencies provide the formal, structured 

public health system, voluntary agencies fill gaps, innovate, and provide last-mile 

connectivity.  

 

Government Health Agencies in India 

Introduction 

Government health agencies operate at central, state, and district levels, forming the 

backbone of the public healthcare delivery system. The Ministry of Health and Family 

Welfare (MoHFW) is the primary central body responsible for national policy, planning, and 

coordination of nationwide health programs. State governments manage the on-ground 

implementation of these policies and the extensive network of public hospitals and health 

centers.  

 

Objectives  

 

To ensure equitable, affordable, and quality healthcare services that are accountable to 

people's needs. 

To progressively achieve Universal Health Coverage (UHC). 

To reduce maternal, infant, and neo-natal mortality rates. 

To prevent and control communicable and non-communicable diseases. 

To ensure free access to comprehensive primary healthcare services, including drugs and 

diagnostics, for all citizens, especially the poor and disadvantaged groups. 

Role  

Policymaking and Regulation: Formulating and implementing national health policies and 

setting standards for medical education and practice. 

Infrastructure and Service Delivery: Establishing and maintaining a network of public health 

centers (PHCs, CHCs) and hospitals that offer free or subsidized care. 
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Disease Control Programs: Leading large-scale initiatives for disease eradication and control 

(e.g., Tuberculosis, Malaria, Polio). 

Financing and Planning: Allocating resources, managing public health expenditure, and 

implementing major insurance schemes like the Ayushman Bharat Pradhan Mantri Jan 

Aarogya Yojana (AB-PMJAY).  

 

Voluntary Health Agencies in India 

Introduction 

Voluntary health agencies (VHAs) are non-governmental, non-profit organizations 

administered by autonomous boards that raise funds primarily from private sources, grants, 

and donations. They emerged as critical players, especially in the post-independence era, to 

supplement government efforts and reach remote or underserved areas.  

 

Objectives  

To promote health education and awareness. 

To advance research and health legislation. 

To provide direct health services, particularly in areas with limited government presence. 

To act as a medium for active community involvement in health policymaking and 

implementation. 

To experiment with innovative and flexible approaches to healthcare delivery. 

 

Role of health Insurance  

Supplementing Government Efforts: Providing essential services in areas where government 

infrastructure is limited (e.g., disaster relief work by the Indian Red Cross Society). 

Pioneering and Innovation: Initiating pilot projects and innovative approaches to health 

challenges (e.g., the Family Planning Association of India pioneered family planning work 

before government programs). 

Health Education and Advocacy: Developing accessible health information materials in local 

languages and advocating for better health policies and legislation. 

Capacity Building: Training healthcare workers and community volunteers to enhance their 

skills in healthcare delivery and program management. 

Watchdog Function: Monitoring the implementation of government programs and providing 

feedback and constructive criticism for improvement.  

The combined efforts of these agencies are crucial for India's journey toward achieving health 

for all its citizens. 

 

A powerful example of government and voluntary agency collaboration in India is the 

long-standing "Manipal Model" in Karnataka, a public-private partnership (PPP) that 

has successfully provided high-quality, accessible healthcare and medical education for 

over seven decades.  

 

Case Study: The Manipal Model (Karnataka) 

This partnership involves Kasturba Medical College (KMC), a private institution, and two 

major government district hospitals: the Government Wenlock Hospital and the Lady 

Goschen Hospital in Mangalore.  

 

The Collaboration Framework 

The arrangement, initiated in the 1950s, operates on a mutually beneficial model: 
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Government Role: The Department of Health and Family Welfare, Government of 

Karnataka, retains ownership and administration of the hospitals. They are responsible for 

infrastructure, major equipment procurement, and overall oversight. 

 

Private/Voluntary Agency Role: KMC manages the day-to-day clinical services, provides 

specialist and super-specialist consultants (over 100 specialists), hires additional paramedical 

staff (nurses, technicians), and handles non-clinical operations like housekeeping and 

security. In return, KMC uses the hospital's extensive patient base and clinical facilities to 

train its undergraduate and postgraduate medical students.  

 

Role and Impact 

This collaboration has proven highly effective in bridging gaps in healthcare delivery: 

Improved Quality and Access: The public gains access to state-of-the-art diagnostic and 

treatment modalities, specialist consultations, and free laboratory services, which would 

typically only be available in expensive private facilities. The hospitals maintain high 

standards, with average bed occupancy rates of over 90%. 

 

Efficiency: The model leverages the private sector's efficiency in management and service 

delivery while utilizing existing public infrastructure, ensuring optimum use of resources. 

Capacity Building: It directly addresses India's healthcare human resource shortages by 

providing a robust training ground for hundreds of doctors annually, a crucial benefit to the 

national health system. 

 

Financial Affordability: The partnership ensures that patients receive high-quality care at an 

affordable or free cost within a government setting, helping to break the "poverty-illness-

poverty cycle".  

 

Broader NGO-Government Partnerships 

Beyond specific infrastructure models, collaborations also thrive in programmatic areas: 

Emergency Services: The government's "Dial 108/102" ambulance services, a major 

achievement of the National Health Mission, are often operated and managed by private 

players and NGOs, ensuring emergency transport services are available across many states. 

 

Disease Control: NGOs like Operation ASHA have partnered with the government on 

programs like DOTS (Directly Observed Treatment, Short-course) for tuberculosis, using 

innovative, technology-based approaches to ensure patient adherence and prevent treatment 

dropouts. 

Health Education: Many local NGOs are involved in community-based initiatives, working 

with government health workers to promote health awareness, nutrition, and maternal/child 

health practices in rural and tribal areas.  

These examples demonstrate that when defined roles, transparency, and mutual trust are 

established, government and voluntary agencies can form powerful alliances to significantly 

improve India's public health outcomes. 

 

WESTEREN ECONOMICS OF HEALTHCARE :  

 

Introduction to Western Economics of Healthcare 

Western healthcare economics applies core economic principles—such as scarcity, 

opportunity cost, supply, and demand—to the healthcare sector, which is characterized by 

significant market failures like information asymmetry (doctors know more than patients) and 



MBA Hospital Administration                         33               Health Care Business Environment 

 

uncertainty in disease and treatment. The field seeks to understand how individuals, 

providers, and governments make decisions about health resources to improve efficiency, 

effectiveness, and value for money, ultimately aiming for more equitable and accessible 

healthcare systems.  

 

Core Concepts 

The foundational concepts remain the same as general health economics but are applied 

within specific Western market contexts where universal coverage is a key policy goal in 

most developed nations:  

 

Scarcity and Opportunity Cost: All resources are limited. Choosing to fund a new hospital 

means foregoing benefits from something else, like a preventive health program. Western 

systems constantly grapple with these trade-offs to maximize "health gain" for a fixed budget. 

Demand (for Health as Capital): A notable model in Western economics is the Grossman 

model, which views health as a form of capital stock that individuals produce and consume. 

People invest in their health (via exercise, healthcare, etc.) to increase their stock of "healthy 

days," which yields satisfaction and productivity. Healthcare demand is derived from this 

fundamental demand for health. 

 

Efficiency vs. Equity: Economic analysis uses efficiency (getting the most output for a given 

input) and equity (fair distribution of health and healthcare) as primary criteria for judging 

systems. There is often a trade-off, where maximizing efficiency might not lead to the fairest 

distribution, a central debate in Western policy. 

 

Information Asymmetry and Moral Hazard: In Western private insurance markets (especially 

the US), information asymmetry (the patient and doctor know more than the insurer) and 

moral hazard (insured people might overuse services because the direct cost to them is low) 

are major concerns. These lead to complex regulations and cost-sharing mechanisms like 

deductibles and copays. 

 

Economic Evaluation (HTA): A core practice in many Western systems, particularly in 

Europe, is Health Technology Assessment (HTA). This uses formal economic evaluations 

like cost-effectiveness analysis (CEA) and cost-utility analysis (CUA)—often measured in 

Quality-Adjusted Life Years (QALYs)—to decide which new drugs or technologies should 

be publicly funded and reimbursed.  

 

Dominant Models of Healthcare Systems 

Western nations have typically adopted one of three primary models, though many use hybrid  

 

systems:  

The Beveridge Model (e.g., UK, Spain, Italy, Sweden): 

Funding: Primarily through general taxation. 

Provision: Healthcare is provided for all citizens by the government and is a guaranteed right, 

largely free at the point of service. Hospitals are often government-owned, and many doctors 

are government employees. 

Goal: Universal access and equity. Costs are controlled because the single-payer government 

acts as a monopoly buyer, which can lead to issues like waiting lists. 

The Bismarck Model (e.g., Germany, France, Japan, Belgium): 

Funding: Financed through "sickness funds," which are usually non-profit insurance plans 

jointly funded by employers and employees via payroll deductions. These are compulsory. 



Center for Distance Education                         34                     Acharya Nagarjuna University 

 

Provision: Healthcare is delivered by private doctors and hospitals. The government 

maintains strict control over prices and standard benefit packages to prevent exploitation. 

Goal: Security and access for the workforce while allowing private provision and competition 

among insurers. 

 

The National Health Insurance (NHI) Model (e.g., Canada, Taiwan, South Korea): 

Funding: A single-payer government entity manages a public insurance plan funded by taxes 

that everyone pays into. 

 

Provision: Services are delivered by private providers (doctors and hospitals) who bill the 

government plan at fixed rates. 

 

Goal: Blends the universal coverage and cost control of the Beveridge model with the private 

provider choice of the Bismarck model. It can also result in long wait times for certain 

procedures. 

 

The Out-of-Pocket Model (Parts of the US, developing nations): This is where the patient 

pays directly for services, which is common in developing nations but also exists in the US 

for the uninsured or underinsured.  

 

The US uses a complex blend of all four models (Medicare for elderly/disabled is NHI, the 

VA system is Beveridge, most private insurance is Bismarck-like but for-profit, and parts of 

the system are pure out-of-pocket). 

 

CONCEPTS OF MEDICARE AND MEDICAID 

Medicare and Medicaid are two distinct, government-sponsored health insurance programs in 

the United States, created under the Social Security Act of 1965, but serving different 

populations and based on different core concepts.  

 

Medicare 

Medicare is a federal social insurance program that provides health coverage primarily based 

on age or disability status, regardless of the recipient's income.  

Concept: Social Insurance: It is largely funded by payroll taxes paid by current workers and 

employers, establishing an entitlement to benefits upon meeting the eligibility criteria. 

 

Eligibility: 

Individuals aged 65 and older. 

Younger individuals with certain disabilities (after receiving Social Security Disability 

Insurance for 24 months). 

Individuals of any age with End-Stage Renal Disease (permanent kidney failure) or 

Amyotrophic Lateral Sclerosis (ALS). 

Coverage Structure (Parts): 

 

Part A (Hospital Insurance): Covers inpatient hospital stays, care in a skilled nursing facility, 

hospice care, and some home health care. Most people do not pay a premium for Part A if 

they or their spouse paid sufficient Medicare taxes while working. 

Part B (Medical Insurance): Covers medically necessary doctor's services, outpatient care, 

preventive services, and durable medical equipment. Most people pay a monthly premium for 

Part B, which can be higher based on income. 
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Part C (Medicare Advantage): Private insurance plans approved by Medicare that provide all 

Part A and Part B benefits, often including Part D and extra benefits like vision or dental 

care. 

Part D (Prescription Drug Coverage): Optional private plans that help cover the cost of self-

administered prescription drugs. 

Costs: Beneficiaries typically have out-of-pocket costs, including premiums, deductibles, and 

coinsurance/copays.  

 

Medicaid 

 

Medicaid is a joint federal and state assistance program that provides medical coverage to 

individuals and families with limited income and resources, regardless of age.  

Concept: Needs-Based Assistance: It is a means-tested program, meaning eligibility is 

determined by an applicant's financial need, not their work history or age. 

 

Eligibility: Varies significantly by state, within federal guidelines, based on factors such as 

income, family size, pregnancy status, disability, and age. The Affordable Care Act allowed 

states to expand eligibility to nearly all adults below 138% of the federal poverty level. 

Funding and Administration: Funded jointly by federal and state governments and 

administered by individual states, leading to variations in covered services, eligibility 

thresholds, and payment rates across the country. 

 

Coverage and Costs: 

Covers a broad range of services, including mandatory benefits like hospital stays and 

physician services, and optional benefits such as dental care and long-term nursing home 

care, which Medicare generally does not cover. 

Recipients usually pay very little or nothing for covered medical expenses, though small 

copayments may apply in some cases.  

 

Dual Eligibility 

Some individuals, typically low-income seniors or disabled persons, may qualify for both 

Medicare and Medicaid. In such cases, Medicare acts as the primary insurer, and Medicaid 

acts as the secondary payer, often covering Medicare's premiums, deductibles, and 

copayments.  
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UNIT-V 
EMERGING APPROACHES IN HEALTHCARE AND RECENT TRENDS 

 

Introduction to Emerging Approaches in Healthcare 

 

The healthcare industry is undergoing a profound transformation, moving beyond traditional, 

reactive models of care to a future defined by proactive, personalized, and technology-driven 

solutions. This shift is propelled by demographic changes (like aging populations and the rise 

of chronic diseases), increased patient expectations, workforce shortages, and rapid 

technological innovation. Emerging approaches leverage data, AI, and digital platforms to 

improve accessibility, efficiency, and patient outcomes globally and in India, fundamentally 

reshaping how health services are delivered and consumed.  

 

Global Trends and Emerging Approaches 

Globally, the integration of advanced technology and a focus on value-based outcomes are 

the primary drivers of change.  

 

Artificial Intelligence (AI) and Machine Learning (ML): AI has moved from experimental 

to operational in clinical practice. It is used in diagnostics (achieving over 90% accuracy in 

detecting cancers), streamlining administrative tasks, developing personalized treatment 

plans, and powering predictive analytics to identify at-risk patients. 

 

Digital Health and Telemedicine Expansion: Virtual care is a fundamental component of 

healthcare delivery. Modern virtual care includes video consultations, AI-powered symptom 

checkers, e-pharmacy, and remote monitoring tools. The global telemedicine market is 

projected to reach $225 billion by 2028. 

 

Remote Patient Monitoring (RPM) and IoMT: Wearable health devices (smartwatches, 

glucose monitors) and the Internet of Medical Things (IoMT) enable continuous, real-time 

monitoring of vital signs from a patient's home. This allows for early detection of issues, 

proactive interventions, and reduced hospital readmissions. 

 

Genomics and Precision Medicine: This approach tailors medical treatment to an 

individual's genetic, environmental, and lifestyle factors. Genomics is used in oncology to 

customize therapies based on tumor DNA profiles and in pharmacogenomics to guide safer 

prescriptions, moving care from a "one-size-fits-all" model to a highly individualized 

strategy. 

 

Shift to Value-Based Care: Healthcare systems are moving away from fee-for-service 

models (rewarding volume) to value-based payment systems that reward outcomes, 

efficiency, and patient satisfaction. 

 

Sustainability: Healthcare organizations are focusing on reducing their carbon footprint 

through renewable energy, waste reduction, and leveraging digital health to decrease the 

environmental impact of physical infrastructure.  

 

Trends and Approaches in India 

India is rapidly adopting these global trends, leveraging technology to bridge vast 

geographical and infrastructure gaps and improve accessibility.  
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Accelerated Digital Adoption: The COVID-19 pandemic served as a major catalyst for 

digital health adoption in India, with one report noting a 500% increase in telemedicine 

consultations in the early months of the pandemic. The telemedicine market is expected to 

grow at a CAGR of 24% from 2023 to 2030. 

 

Government-led Digital Initiatives: The government is actively promoting digital health 

through initiatives like the Ayushman Bharat Digital Mission (ABDM), which aims to create 

a nationwide digital health ecosystem with integrated Electronic Health Records (EHRs) and 

unique digital health IDs for citizens. 

 

Growth of HealthTech Startups: The Indian HealthTech sector has seen substantial growth, 

with startups using AI, IoT, cloud computing, and big data to create scalable solutions, such 

as remote diagnostics and cloud-based EHRs, often available in multiple Indian languages to 

enhance inclusivity. 

 

Focus on Lifestyle Diseases: India is experiencing a shift in disease burden from 

communicable diseases to non-communicable lifestyle diseases (e.g., diabetes, heart disease). 

This is driving demand for specialized care, preventive services, and remote monitoring tools 

to manage chronic conditions proactively. 

 

Increased Investment and M&A: The healthcare sector has attracted significant private 

equity (PE) and venture capital (VC) funding, particularly in the hospital and digital health 

segments, indicating strong investor confidence in the sector's growth potential. 

 

Hybrid Care Models: A "phygital" approach that blends digital access with in-person 

human connection is emerging as a standard model of care, combining the convenience of 

virtual consultations with the necessity of physical examinations.  

The future of healthcare in both global and Indian contexts lies in the seamless integration of 

technology with human expertise to create a more efficient, patient-centric, and resilient 

system. 

 

Managing the massive influx of digital health data requires robust regulatory 

frameworks that balance patient privacy with innovation. The primary regulations 

guiding this globally are the EU's General Data Protection Regulation (GDPR), the US's 

Health Insurance Portability and Accountability Act (HIPAA), and India's new Digital 

Personal Data Protection (DPDP) Act, 2023.  

 

Here is a comparison of how these frameworks manage the data landscape: 

 

Comparative Regulatory Overview 

Key aspects of these regulations include their scope, treatment of sensitive data, consent 

requirements, breach notification procedures, individual rights, and potential penalties. The 

DPDP Act covers digital personal data processed within India or related to goods/services in 

India, while GDPR applies to personal data of EU residents globally, and HIPAA is sector-

specific to US healthcare entities handling Protected Health Information (PHI). Health data is 

considered high-risk under DPDP, a special category under GDPR, and is specifically defined 

as PHI under HIPAA. Consent requirements range from explicit under DPDP and GDPR 

(especially for sensitive data) to often implied under HIPAA for treatment purposes. Breach 

notification timelines also vary, with DPDP requiring notification without undue delay, 
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GDPR within 72 hours, and HIPAA within 60 days. Individual rights granted differ across 

the frameworks. Penalties for non-compliance are substantial under all three regulations.  

These regulations have a significant impact on healthcare. The DPDP Act supports India's 

health-tech sector and mandates strong security. GDPR influences global "privacy-by-design" 

practices, and HIPAA has standardized US healthcare security. Organizations operating 

globally must adhere to the strictest applicable standards. 

 

Regulations are quickly adapting to the unique challenges posed by data from 

wearables and AI diagnostics, focusing primarily on transparency, accountability, and 

patient consent. These frameworks treat health data as a high-risk category, requiring 

stringent safeguards across its lifecycle. 

Data from Wearables and the "App Gap" 

Wearable data (from smartwatches, fitness trackers, etc.) often falls into a regulatory gray 

area, particularly in the US. 

 

US (HIPAA) "App Gap": HIPAA primarily applies to covered entities like hospitals, 

doctors, and insurance companies. Many direct-to-consumer fitness apps and general 

wellness wearables are not directly subject to HIPAA unless they integrate their data with a 

healthcare provider system (at which point the data becomes Protected Health Information or 

PHI). This leaves a significant amount of personal health data vulnerable if not covered by a 

robust privacy policy agreed upon by the user. 

EU (GDPR): GDPR offers broader protection as it covers all digital personal data of EU 

residents. Data collected by wearables is considered personal data, often falling under the 

"special categories of data" (health data), mandating stricter consent requirements and data 

minimization principles. Companies must have a valid legal basis, typically explicit consent, 

to process this data. 

India (DPDP Act, 2023): The DPDP Act covers all digital personal data. While it does 

not explicitly categorize "sensitive personal data" differently in the Act itself, the overall 

framework is strong. Data from a telemedicine app, for example, is subject to the Act's clear, 

unambiguous consent requirements. The Act uses an illustration specifically for a 

telemedicine app to demonstrate that data fiduciaries (companies) can only process data 

necessary for the stated purpose, preventing the misuse of data like phone contact lists for 

health services.  

 

Regulation of AI Diagnostics 

 

AI used for diagnostic purposes is typically classified as Software as a Medical Device 

(SaMD) and is regulated as a high-risk system across all jurisdictions. 

US (FDA): The FDA regulates AI diagnostics under existing medical device frameworks. 

They have introduced guidance documents, such as the "Predetermined Change Control 

Plan," to manage the unique challenge of adaptive AI algorithms that learn and change over 

time, requiring developers to outline planned modifications ahead of time without needing a 

full restart of the approval process for every minor change. 

EU (EU AI Act & MDR): The EU has a layered approach. AI systems intended for medical 

use are generally classified as "high-risk" under the new EU AI Act, adding strict 

requirements (on top of existing Medical Device Regulation/In Vitro Diagnostic Regulation) 

related to data quality, transparency, human oversight, and performance monitoring. 

India (ICMR Guidelines & DPDP Act): India lacks a single, dedicated AI regulatory 

authority, but the Indian Council of Medical Research (ICMR) has issued ethical guidelines 

for AI in healthcare, emphasizing safety, trustworthiness, privacy, and accountability. The 
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DPDP Act ensures data privacy for AI use, mandating that research using anonymized data 

cannot be used to make decisions specific to individuals. The government is working on 

extending the National Health Data Management Policy to support AI tools and ensure 

compliance.  

In all jurisdictions, key challenges remain, including ensuring algorithmic fairness 

(addressing potential biases in training data), managing the "black box" problem of AI 

decision-making (requiring "explainability" to clinicians and patients), and establishing clear 

liability when AI systems make errors. 

 

Regulators use a comprehensive approach to address algorithmic bias in AI diagnostics 

and data from wearables, combining legal mandates with technical and operational 

strategies to ensure fairness and transparency across the entire AI lifecycle. 

Key Regulatory and Technical Strategies 

 

1. Data-Centric Approaches 

The most fundamental strategy is ensuring the quality and representativeness of the data used 

to train AI models. 

Diverse Data Collection: Regulators like the FDA and the EU AI Act emphasize that training 

datasets must reflect the diversity of the target patient population (age, race, gender, 

socioeconomic status, etc.). If a model is trained predominantly on data from one group (e.g., 

white males), it will likely perform poorly for others. 

Data Preprocessing and Auditing: Before training, data is rigorously audited and 

preprocessed. Techniques include re-sampling (balancing underrepresented groups), re-

weighting data points to equalize their influence, and removing proxy variables (features like 

ZIP codes that may correlate with sensitive attributes like race). 

Data Anonymization: Strong data protection regulations (HIPAA, GDPR, DPDP Act) 

mandate robust anonymization and security measures to protect patient privacy, though the 

challenge remains in ensuring data cannot be re-identified.  

 

2. Algorithmic and Technical Strategies 

 

Bias is also addressed during the model development phase using specific technical methods. 

Fairness-Aware Algorithms: Developers incorporate fairness constraints directly into the 

algorithm's design. Techniques like adversarial debiasing train two models simultaneously: 

one to make accurate predictions and another to try and predict the sensitive attribute (e.g., 

race) from the first model's output. Penalizing the first model for giving away sensitive 

information helps it learn unbiased representations. 

 

Explainable AI (XAI) and Transparency: Regulators push for "explainability" to understand 

how an AI arrived at a specific decision ("the black box problem"). Tools like SHAP and 

LIME provide human-readable explanations, allowing clinicians to scrutinize 

recommendations and identify potential bias in real-world scenarios. 

 

Multiple Fairness Metrics: Instead of relying solely on overall accuracy (which can mask 

poor performance for minority groups), developers use multiple metrics, such as "equalized 

odds" (ensuring similar false positive and false negative rates across groups) and 

"demographic parity," to assess performance across different populations.  
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3. Operational and Oversight Mechanisms 

 

Regulations establish processes for human oversight and continuous monitoring. 

Human-in-the-Loop (HITL): Healthcare AI is generally considered a decision-support tool, 

meaning a qualified human clinician retains final accountability for the patient's diagnosis 

and treatment. This human oversight helps catch and correct biased AI recommendations 

before harm occurs. 

 

Pre-Market Assessment and Post-Market Surveillance: 

 

US (FDA): The FDA requires rigorous validation before AI tools are deployed and an action 

plan for continuous monitoring of real-world performance to detect emerging biases over 

time. 

EU (EU AI Act): The AI Act classifies medical AI as "high-risk," requiring strict conformity 

assessments, risk management systems, and mandatory post-market surveillance. 

India (ICMR Guidelines): India's guidelines emphasize ethical principles, patient safety, and 

robust evaluation processes, recommending a similar approach to continuous monitoring and 

validation, though specific pre-market approval laws for AI tools are still evolving. 

Diverse Development Teams: Encouraging collaboration among data scientists, clinicians, 

ethicists, and representatives from affected communities helps identify potential biases that 

homogeneous teams might overlook during the design phase.  

By combining these technical, regulatory, and human-centric approaches, frameworks aim to 

mitigate bias effectively and build trustworthy, equitable healthcare AI systems. 

 

ETHICAL AND LEGAL ISSUES OF HEALTHCARE:  

Healthcare universally involves a complex interplay of legal requirements and ethical 

principles aimed at balancing patient well-being with societal responsibilities. The core 

ethical framework rests on four pillars: Autonomy (respecting patient choices), 

Beneficence (acting in the patient's best interest), Non-maleficence (doing no harm), and 

Justice (fairness and equitable access).  

Global Ethical and Legal Issues 

 

Key issues worldwide include: 

 

Informed Consent: A primary legal and ethical standard ensuring patients understand 

treatment risks, benefits, and alternatives before agreeing to care. Dilemmas arise when a 

patient's capacity to consent is impaired or family wishes conflict with the patient's 

documented desires (e.g., Do Not Resuscitate orders). 

 

Confidentiality and Data Privacy: Protecting sensitive patient information is a moral duty and 

a legal mandate (e.g., HIPAA in the US, GDPR in the EU). The rise of digital health records, 

wearables, and AI diagnostics introduces new challenges regarding data security and who has 

access to this vast information. 

 

Resource Allocation and Equity: Decisions about distributing scarce resources, especially 

during crises like a pandemic, pose significant ethical challenges. Legal frameworks often 

guide these decisions based on non-discriminatory, documented protocols. 
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Medical Malpractice and Negligence: When a healthcare professional's actions fall below the 

accepted standard of care, it opens the door to legal liability. 

 

End-of-Life Decisions: Issues like physician-assisted suicide and the withdrawal of life 

support are highly contentious, with legality varying significantly across jurisdictions and 

involving profound moral debates about the sanctity of life versus relief of suffering. 

 

Emerging Technologies: AI diagnostics, genomics, and telemedicine present new legal 

questions about liability for errors, data usage, and ensuring equitable access to advanced 

(and often expensive) treatments.  

 

Ethical and Legal Issues in the Indian Context 

India navigates these global issues within its unique, dual public-private healthcare system. 

Right to Health as a Fundamental Right: Although not explicitly stated as a fundamental right 

in the Constitution, the Indian Judiciary has interpreted the Right to Life (Article 21) to 

include the right to health and medical care. This provides a constitutional basis for citizens 

to demand services. 

 

Regulatory Fragmentation: India's healthcare system is governed by a mix of central and state 

laws, leading to inconsistencies in standards and enforcement across states. Key laws include 

the Clinical Establishments (Registration and Regulation) Act, 2010, the National Medical 

Commission (NMC) Act, 2019, and the Consumer Protection Act, 2019. 

 

Medical Negligence and the Consumer Protection Act: Medical services fall under the 

purview of the Consumer Protection Act, allowing patients to seek redress for negligence in 

consumer forums. However, the process is often lengthy, expensive, and complex, deterring 

many from seeking justice. 

 

Information Asymmetry and Paternalism: Historically, a paternalistic model of care was 

prevalent. While laws like the landmark Samira Kohli v. Dr. Prabha Manchanda (2008) 

judgment have clarified the need for informed consent, challenges remain in ensuring 

patients' autonomy is respected due to socio-cultural factors and commercial interests. 

 

Access and Affordability: High out-of-pocket expenditure and weak public infrastructure, 

especially in rural areas, raise significant ethical and legal questions about justice and 

equitable access to quality care. 

 

Nexus Between Doctors and Industry: Concerns exist regarding the influence of 

pharmaceutical companies on doctors through gifts and commissions, which is prohibited 

under Medical Council regulations but remains a challenge to enforce effectively.  

 

The legal and ethical landscapes for medical negligence differ significantly between the 

United States and India, primarily in their litigation culture, compensation amounts, and legal 

frameworks. The US system is characterized by a high volume of lawsuits and large 

damages, while the Indian system is more focused on compensation for actual losses through 

specialized consumer courts. 
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Comparison of Medical Negligence Litigation 

Feature  United States (US) India 

Primary Legal Basis State-based tort law (fault-

based liability) 

Consumer Protection Act and 

tort law; potential for 

criminal charges under Indian 

Penal Code (IPC) 

Governing Body Varies by state within a 

federal framework 

Centralized (Consumer 

Courts at 

district/state/national levels) 

Litigation Process Highly litigious, with an 

emphasis on pre-trial 

settlements; generally faster 

than India 

Slower, more prolonged legal 

process; less emphasis on 

out-of-court settlements 

Damages Awarded High compensation for 

economic and non-economic 

damages (pain, suffering); 

punitive damages are 

common 

Lower compensation, 

primarily for actual economic 

losses; punitive damages are 

rare but increasing in some 

landmark cases 

Lawyer Fees Often taken on a contingency 

basis (30-40% of settlement) 

Lawyers are not permitted to 

take cases on a contingency 

basis 

Insurance Mandatory malpractice 

insurance is standard due to 

high lawsuit risk and large 

payouts 

Insurance is less developed, 

and the market is more stable 

due to lower claims and 

awards 

Impact on Doctors High burden of risk 

management leads to 

"defensive medicine" (over-

testing, excessive 

procedures) 

Doctors still hold a high 

status, but a rising number of 

cases is making them more 

cautious 

 

Contracting in healthcare: 

 

Contracting in healthcare refers to the intricate system of legally binding agreements that 

govern nearly every aspect of the industry's operations, from patient care and insurance to 

vendor relationships and employment. These contracts establish clarity, define financial 

terms, ensure regulatory compliance, and mitigate significant financial and legal risks for all 

parties involved.  

 

Significance and Role 

 

Contracts are fundamental to the healthcare ecosystem for several reasons:  

Legal & Financial Security: They outline payment terms, reimbursement rates with insurers, 

and penalties, ensuring financial stability and reducing revenue loss from billing errors. 

Regulatory Compliance: Healthcare is a highly regulated sector. Contracts are essential for 

adhering to laws like HIPAA (US), GDPR (EU), Stark Law, and the Anti-Kickback Statute, 

which carry significant penalties for violations. 
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Accountability and Efficiency: Well-defined contracts clarify the duties and obligations of 

each party, streamlining operations and ensuring quality standards are met for purchased 

services or staffing. 

Patient Safety and Continuity of Care: Agreements like patient transfer contracts ensure 

seamless transitions between facilities, while employment contracts define standards of care 

and responsibilities, safeguarding patient well-being.  

 

Types of Healthcare Contracts 

 

The industry uses a vast array of contracts to manage different relationships:  

Payer-Provider Agreements: Between healthcare facilities (hospitals, clinics) and insurance 

companies (payers) to outline reimbursement rates (fee-for-service, capitation, value-based 

models), coverage policies, and claims submission processes. 

 

Physician Employment/Recruitment Contracts: Define the professional relationship between 

physicians and healthcare organizations, covering salary, benefits, duties, on-call 

requirements, and non-compete clauses. 

 

Vendor and Supply Chain Agreements: Govern the procurement of medical supplies, 

equipment leases, pharmaceuticals, and support services (e.g., IT, cleaning, management 

services) from third-party vendors. 

 

Patient Agreements/Consent Forms: Establish the scope of services provided to a patient, 

billing agreements, confidentiality clauses, and liability limitations. 

 

Patient Transfer Agreements: Formal documents between two healthcare facilities specifying 

protocols, duration of care, liability considerations, and billing for patient transfers to ensure 

continuity of treatment. 

 

Technology Licensing Contracts: Define the terms for using software, electronic health 

record (EHR) systems, and other IT services, ensuring data security and compliance with 

privacy laws.  

 

Contracting in the Indian Context 

In India, contracting is a critical tool for enhancing health system performance and leveraging 

the private sector to meet the vast healthcare needs. The government uses various models of 

Public-Private Partnerships (PPPs) that rely heavily on robust contracts:  

 

Service Contracts: The government contracts private providers to deliver specific services. 

For example, under the Ayushman Bharat Pradhan Mantri Jan Aarogya Yojana (AB-

PMJAY), empanelled private hospitals sign contracts with public authorities to provide 

testing and treatment, reimbursed based on a national price list. 

 

Management Contracts: In some instances, private organizations are contracted to manage 

public hospital facilities to improve operational efficiency and quality. 

 

Performance-Based Contracts: India has experimented with contracts that reward providers 

based on achieving specific health outcomes (e.g., reduced post-partum hemorrhage rates in 

rural areas), which have shown effectiveness in improving quality of care.  

Effective contract management is crucial for the success of these initiatives, ensuring 
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transparency, accountability, and the ability to monitor performance metrics within India's 

complex regulatory environment. 

 

Effective media communication in healthcare 

 

Effective media communication in healthcare is a strategic practice that builds trust, educates 

the public, and influences positive health behaviors by disseminating accurate, timely, and 

relevant health information through various channels. It is crucial for managing public 

perception, especially during crises, and for ensuring the public can make informed decisions 

about their health.  

 

Key Principles for Effective Healthcare Media Communications 

 

Know Your Audience and Channel: Messages must be tailored to the target audience 

(patients, caregivers, the general public, policymakers) and delivered through the appropriate 

medium (e.g., social media for younger demographics, radio for rural communities, academic 

journals for peers). A complex scientific paper won't work as a social media post; it needs 

translation into plain language. 

 

Clarity and Simplicity: Avoid medical jargon and use plain language that is easy for the 

general public to understand. Prioritize 3-5 key messages per interaction and use visual aids 

(infographics, videos, diagrams) to simplify complex information. 

 

Credibility and Transparency: Information must come from reliable, trustworthy sources and 

be backed by scientific evidence. Building trust requires transparency, honesty about risks 

and benefits, and designating credible spokespersons who are well-informed and media-

trained. 

 

Timeliness and Relevance: Disseminate information when it is most needed or when the 

audience is most receptive (e.g., during a health emergency or an awareness month). 

Localizing the story makes it more relevant and impactful for specific communities. 

Empathy and Human Connection: While data is important, stories resonate emotionally. 

Sharing authentic, consented patient stories helps humanize the message and build a stronger 

connection with the audience. 

 

Proactive Planning: Develop a comprehensive media strategy that includes a crisis 

communication plan, designated spokespeople, and approved messaging to handle unforeseen 

events efficiently. 

 

Two-Way Communication and Feedback: Create opportunities for audience feedback and 

engagement through social media, community forums, or surveys. This allows for monitoring 

public reaction, addressing misinformation, and refining strategies based on real-time input.  

 

In India, effective media communication is vital for: 

 

Bridging Information Gaps: Disseminating health information to a vast and diverse 

population with varying levels of health literacy and access to technology. 

Promoting Public Health Initiatives: Supporting government campaigns like Ayushman 

Bharat or disease control programs (e.g., TB Mukt Bharat) by raising awareness and 

encouraging participation. 
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Combating Misinformation: Acting as a reliable source of information to counter rampant 

misinformation, especially on social media. 

Building Trust in Institutions: Showcasing accountability and ethical practices in a sector that 

sometimes faces a trust deficit due to commercial perceptions.  

Effective media communications are a powerful tool for improving public health outcomes 

and ensuring that essential information reaches those who need it most. 

 

Introduction to Robotic Surgery in Healthcare 

 

Robotic surgery, or robot-assisted surgery (RAS), is a form of minimally invasive surgery 

where complex procedures are performed using tiny instruments attached to robotic arms and 

controlled by a human surgeon from a console. This technology is designed to enhance the 

surgeon's capabilities, offering greater precision, control, and visualization than traditional 

surgical methods.  

 

The system typically includes: 

A surgeon console with a high-definition 3D view of the surgical area. 

Robotic arms that hold instruments and a camera, translating the surgeon's hand movements 

into precise actions. 

 

A vision cart supporting the camera system.  

Robotic surgery has revolutionized fields like urology, gynecology, and general surgery by 

enabling smaller incisions, reduced blood loss, shorter hospital stays, and faster patient 

recovery times.  

 

Global and Indian Trends in Robotic Surgery 

The use of robotic surgery is rapidly expanding worldwide, with the global market projected 

to grow significantly as more hospitals adopt the technology.  

 

Global Trends 

Integration of AI and Machine Learning: AI is increasingly used for preoperative planning, 

real-time decision support, and predictive analytics, which helps identify complications and 

optimize surgical outcomes. 

 

Miniaturization and Single-Port Systems: The development of smaller, more flexible robotic 

systems allows for surgery through a single small incision or even natural orifices 

(endoluminal interventions), further minimizing trauma and scarring. 

 

Tele-surgery and Remote Operations: Advancements in connectivity, such as 5G networks, 

are making remote surgery feasible, potentially allowing specialists to operate on patients 

across vast distances and increasing access to specialized care. 

 

Enhanced Haptic Feedback: Next-generation systems are incorporating improved haptic 

(touch) feedback to address a current limitation, giving surgeons a better sense of tissue 

resistance and texture during procedures. 

 

Focus on Value-Based Care: As technology becomes more efficient, the focus is shifting to 

demonstrating value through better patient outcomes, which helps offset the high initial costs 

of the equipment.  
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Trends in India 

India is a fast-growing market for surgical robotics, driven by increasing awareness, an 

expanding healthcare infrastructure, and medical tourism.  

Market Growth: India's surgical robots market is expected to grow at a CAGR of 14% from 

2025 to 2033, with a projected value of nearly USD 4 billion by 2031. 

Indigenous Technology: Cost-effective Indian robotic systems are emerging, making the 

technology more accessible to a wider range of hospitals, including those in Tier 2 and 3 

cities. 

Expanding Public Access: Government institutions are increasingly launching robotic surgery 

programs through PPP models to offer affordable procedures to a broader population. 

Specialized Training Programs: There is a growing emphasis on standardized, hands-on 

training for surgeons to address the skilled workforce shortage. Over 500 surgeons were 

trained in 2024 alone. 

Key Application Areas: Urology and gynecology currently dominate the use cases in India, 

with increasing applications in oncology, orthopedics, and gastrointestinal surgeries.  

The trend indicates a future where robotic surgery is more precise, more accessible, and 

seamlessly integrated with emerging technologies like AI and advanced imaging, promising a 

new era of surgical excellence in India and globally. 

 

The increased autonomy of AI in robotic surgery introduces complex ethical and legal 

challenges primarily centered on accountability, patient autonomy, and algorithmic 

bias. 

 

Ethical Concerns 

 

Human Oversight and Autonomy: A key ethical consideration is the balance between 

machine precision and human judgment. There is a risk of surgeons becoming overly reliant 

on technology, potentially diminishing their own skills and the crucial "human touch" 

(empathy, moral judgment) in the patient-doctor relationship. The core ethical principles of 

beneficence (doing good) and non-maleficence (doing no harm) are at risk if AI systems are 

deployed without adequate training and validation. 

Algorithmic Bias and Fairness: AI algorithms learn from historical data, which may contain 

existing human or social biases. If the data is not diverse, the AI might provide suboptimal 

recommendations for underrepresented patient groups, exacerbating existing healthcare 

inequalities. 

Transparency ("Black Box Problem"): Many sophisticated AI models operate as "black 

boxes," meaning their decision-making processes are opaque and not easily understandable 

by clinicians or patients. This lack of transparency makes meaningful scrutiny difficult and 

can erode trust in the technology.  

 

Legal Concerns and Accountability 

 

The fundamental legal challenge is determining who is responsible when an error occurs. 

Traditional medical malpractice law assumes a human is in full control, a paradigm that 

breaks down with increased AI autonomy. 

Liability Allocation: The key question is whether liability falls on the surgeon, the hospital, 

the AI manufacturer, or all of the above. 

Surgeon's Role: Currently, the human surgeon remains legally responsible for the patient's 

outcome because they are the operator and retain final decision-making authority. They are 
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expected to be sufficiently trained in the use of the technology and to exercise independent 

professional judgment, not blindly follow AI recommendations. 

 

Manufacturer's Liability: Manufacturers can be held liable if the error is due to a defect in 

design, manufacturing, or software. However, proving this can be difficult, as manufacturers 

may argue the surgeon was ultimately in control, or that the error was an unforeseeable 

consequence of the AI's autonomous learning capabilities. 

 

Hospital's Responsibility: Hospitals can be held accountable for failing to ensure adequate 

training for staff or proper maintenance of the robotic systems. 

 

Informed Consent: Obtaining true informed consent becomes more complex when explaining 

the nuances and potential risks of a highly technical, autonomous procedure to a patient. 

Patients must be fully informed about the level of AI involvement in their care. 

 

Regulatory Gaps: Existing regulatory frameworks often lag behind the rapid pace of 

technological development. The need for clear, adaptable regulations and standards is critical 

globally and in India to ensure patient safety and legal clarity.  

 

The consensus among experts is that AI should currently function as an assistance system to 

augment human decision-making, rather than a replacement for human clinicians who hold 

moral agency and accountability. 

 

Introduction to Telemedicine in Healthcare 

 

Telemedicine is a revolutionary approach to healthcare delivery that leverages 

telecommunications and information technology to provide clinical services and medical 

information across distances. The term literally means "healing at a distance" (from the Greek 

"tele" for distance and Latin "mederi" for heal) and encompasses a wide range of services 

from virtual consultations and diagnosis to remote monitoring and patient education. The 

primary aim is to overcome geographical barriers and enhance access to healthcare services, 

particularly for those in remote or underserved areas, while also improving efficiency and 

convenience for both patients and providers.  

 

Meaning and Types 

 

Telemedicine specifically refers to the remote clinical services provided by doctors and other 

healthcare professionals. It is a subset of telehealth, which is a broader term covering all 

remote non-clinical services, such as administration, training, and health education.  

 

The main types of telemedicine services are: 

 

Real-time (Synchronous) Telemedicine: Live, interactive communication between a patient 

and a healthcare provider using video conferencing, phone calls, or secure messaging. This is 

ideal for routine check-ups, follow-up visits, and mental health counseling. 

Store-and-Forward (Asynchronous) Telemedicine: Involves the secure transmission of 

recorded health information (e.g., medical images like X-rays, photos of skin conditions, 

patient data) to a specialist for later review. This is commonly used in teleradiology and 

teledermatology. 
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Remote Patient Monitoring (RPM): The use of digital devices to collect and transmit patient 

health data (e.g., blood pressure, blood glucose, weight, ECG) from the patient's home to 

healthcare providers for continuous monitoring of chronic conditions.  

Significance and Role 

 

The significance and role of telemedicine extend across various aspects of the healthcare 

system:  

Enhanced Accessibility: Telemedicine breaks down geographical and mobility barriers, 

making care accessible to individuals in rural areas, senior citizens, and those with disabilities 

who might otherwise struggle to travel to a clinic. 

 

Cost-Efficiency: It generates savings for both patients and providers by reducing travel time 

and expenses, minimizing overhead costs for clinics, and preventing unnecessary emergency 

room visits. 

 

Improved Quality and Continuity of Care: It allows for timely intervention, proactive 

management of chronic diseases, and seamless communication between primary care 

physicians and specialists, leading to better overall health outcomes and reduced hospital 

readmissions. 

 

Patient Engagement and Convenience: Patients benefit from the convenience of receiving 

medical advice from home or work, which improves satisfaction and adherence to treatment 

plans. It also reduces wait times for consultations. 

 

Public Health and Disaster Management: During a pandemic or natural disaster, telemedicine 

allows for remote screening, triage of patients, and continuity of care while minimizing the 

risk of spreading infectious diseases and alleviating the burden on physical healthcare 

facilities.  

 

The widespread adoption of telemedicine, particularly following the COVID-19 pandemic 

and supported by initiatives like India's eSanjeevani national service, has cemented its role as 

a key component of modern, resilient, and equitable healthcare delivery systems. 

 

Realizing the full potential of telemedicine requires overcoming several significant 

technological barriers and challenges related to infrastructure, connectivity, and digital 

literacy in both global and Indian contexts.  

 

Key Technological Barriers and Challenges 

 

Limited/Unreliable Internet Connectivity: This remains the most significant barrier, 

particularly in rural and remote areas of India and globally. Telemedicine, especially real-

time video consultations, requires stable, high-speed internet (broadband), which is often 

unavailable, leading to dropped calls, poor video quality, and an inability to share large 

diagnostic files (like radiology images) effectively. 

 

Lack of Access to Technology and Infrastructure Costs: A substantial portion of the 

population, particularly the elderly and low-income groups, lacks access to necessary digital 

devices like smartphones, computers, or tablets. Additionally, the high initial cost of 

implementing and maintaining robust telemedicine infrastructure and equipment can be a 

barrier for healthcare providers, especially in resource-limited settings. 
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Digital Illiteracy and Lack of Skills: A significant percentage of both patients and healthcare 

providers may lack the necessary skills or comfort to effectively use digital health platforms. 

This "digital divide" can lead to frustration, errors in use, and an overall resistance to 

adopting the technology, even when available. 

 

Interoperability Issues: Healthcare systems often use a multitude of disparate, proprietary 

software and Electronic Health Record (EHR) systems that cannot easily "talk" to each other. 

This lack of seamless data exchange makes it difficult for different providers to access a 

patient's complete medical history, leading to fragmented care, duplicate testing, and 

potential medical errors. 

 

Data Security and Privacy Concerns: The transmission and storage of sensitive patient data 

across digital platforms raise concerns about cybersecurity threats, data breaches, and 

unauthorized access. Building trust requires robust security measures and clear policies, 

which can be challenging to implement uniformly. 

 

Lack of Standards for Devices: For remote patient monitoring (RPM) to be effective, various 

medical devices (e.g., blood pressure monitors, glucose meters) need a common standard to 

communicate and share data seamlessly with EHR systems. Currently, there is a lack of 

harmonization in these technical standards. 

 

Technical Support and Usability: Technical glitches and connectivity problems are common. 

The lack of quick and responsive technical support for both patients and providers often 

disrupts the workflow and leads to missed appointments or negative experiences. Platforms 

need to be user-friendly and intuitive to ensure smooth adoption.  

 

Addressing these technological challenges is crucial for a scalable and sustainable 

telemedicine ecosystem that benefits everyone. 

 

Introduction to Medical Tourism Medical tourism 

 

Introduction to Medical Tourism Medical tourism, also known as medical travel or global 

healthcare, is the practice of traveling across international borders to receive medical, dental, 

or surgical care. This sector has grown rapidly as patients seek high-quality treatment at 

affordable prices, often combining medical procedures with a vacation or wellness tourism 

experience. Services sought range from elective surgeries like cosmetic procedures to 

complex treatments in cardiology, oncology, and orthopedics.  

Meaning and Concepts  

 

Medical tourism is driven by a "push-pull" dynamic: Push Factors in a patient's home country 

include high costs, long waiting times for procedures, and lack of specialized care.Pull 

Factors in the destination country include significant cost savings (often 60-80% lower than 

in the US/Europe), world-class facilities, highly trained medical professionals (many with 

Western training), and no waiting periods.  

 

A key concept is the distinction between medical tourism (focused on curative treatment) and 

wellness tourism (focused on rejuvenation, preventive health, and traditional medicine 

systems like Ayurveda and Yoga). Many destinations, including India, combine both.  

Scope and Significance  
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The scope of medical tourism is broad, encompassing modern allopathic medicine and 

traditional systems of healthcare. Its significance is evident in its economic impact and 

contribution to global health access.  

 

Global Reach: The industry is a multi-billion dollar market globally, with countries like 

Thailand, Malaysia, and India as key players. 

 

Diverse Treatments: The scope includes complex procedures such as organ transplants, 

cardiac bypass, orthopedic surgeries, fertility treatments (IVF), and alternative medicine 

therapies. 

 

Quality Assurance: International accreditation bodies like the Joint Commission 

International (JCI) certify hospitals to ensure quality and safety standards are met, providing 

confidence to foreign patients. Contribution to Indian Healthcare and Economic 

Development Medical tourism has made significant contributions to India's healthcare sector 

and overall economy.  

 

Economic Development Foreign Exchange Earnings: The sector is a major source of foreign 

exchange, earning an estimated US\(6.5billionin2023**andcontributingaround**0.18\) 8.71 

billion in 2025. 

 

Job Creation: The sector supports both direct and indirect employment in hospitals, clinics, 

hospitality (hotels, guesthouses), travel, and support services. As of 2023, the sector 

supported approximately 167,000 jobs.  

 

Stimulation of Allied Industries: Growth in medical tourism stimulates related sectors like 

pharmaceuticals, diagnostics, wellness tourism, and hospitality, leading to a significant 

multiplier effect on the economy.  

 

Government Revenue: It contributes to government revenues through taxes and duties, which 

can then be reinvested in healthcare infrastructure and training. Indian Healthcare  

System Infrastructure Improvement: To compete globally, private hospitals in India have 

made significant investments in cutting-edge facilities, technology (e.g., robotic surgery), and 

equipment that meet international standards (JCI, NABH accreditation).Talent Retention and  

Reverse Migration: The development of world-class facilities has helped attract and retain 

highly skilled medical professionals who might otherwise have sought opportunities abroad. 

Policy Support: The government's "Heal in India" initiative, the introduction of a specific 

"Medical Visa" category for patients (and a separate "Medical Attendant Visa" for 

accompanying family), and financial assistance schemes have further streamlined and 

promoted the sector. While medical tourism boosts the economy and raises healthcare 

standards, it also raises ethical concerns about prioritizing foreign patients over domestic 

needs and the potential for a "two-tier" healthcare system. 

 

The rapid growth of medical tourism presents a classic ethical and economic trade-off 

between maximizing economic benefits and ensuring health equity within the host 

nation, India. 

 

Ethical Challenges of Medical Tourism 

"Two-Tier" Healthcare System: The primary ethical concern is the creation or exacerbation 

of a two-tier healthcare system. Hospitals that focus on highly profitable international 
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patients may divert resources, skilled staff, and high-tech equipment away from local public 

health needs. 

 

Prioritization and Waiting Times: Foreign patients who pay higher rates often jump waiting 

lists, ethically challenging the principle of justice (fairness) in healthcare allocation for 

domestic patients who may have life-threatening conditions but lack the financial means to 

pay privately. 

 

"Brain Drain" Within the Country: The domestic healthcare system, particularly the 

underfunded public sector, struggles with a shortage of skilled medical professionals. The 

demand generated by high-end medical tourism exacerbates this "internal brain drain," 

pulling qualified doctors and nurses from public hospitals to lucrative private institutions 

catering to international clients. 

Commercialization vs. Vocation: The strong commercial incentives of the medical tourism 

sector can lead to an over-commercialization of healthcare, potentially compromising the 

core ethical principle of beneficence (acting in the patient's best interest) by focusing on 

profitable treatments over essential needs. 

 

Exploitation of Patients and Organ Trafficking Concerns: The system must be rigorously 

monitored to prevent the exploitation of vulnerable patients who may travel for unregulated 

procedures or, in extreme cases, the illicit organ trade. 

 

Policy Solutions to Balance Growth and Equity 

 

Governments and regulatory bodies are implementing policies to manage these challenges: 

Mandatory Quotas and Bed Reservations: Governments could legally mandate that private 

hospitals accredited for medical tourism reserve a certain percentage of their beds or services 

for domestic patients (often at subsidized government rates) to ensure local needs are met. 

Differential Tax and Financial Incentives: The government can use tax policies to encourage 

equitable behavior. Offering tax breaks to private hospitals that invest in underserved rural 

areas or participate significantly in government insurance schemes (like Ayushman Bharat) 

can balance the focus on high-profit international segments. 

 

Investing in the Public Sector: The most effective long-term solution is to substantially 

increase public health expenditure to improve the quality, infrastructure, and capacity of 

government hospitals, ensuring a viable alternative exists for all citizens. 

 

Regulation of Professional Migration: Policies could be developed to tie private sector 

growth in medical tourism to mandatory contributions to medical education and training 

programs, or to mandatory service periods in public institutions for medical graduates. 

 

Strict Regulatory Oversight and Accreditation: Strong accreditation bodies (like the National 

Accreditation Board for Hospitals & Healthcare Providers - NABH in India) can enforce 

standards of care for both domestic and international patients, ensuring that world-class 

facilities are not just for foreigners. 

 

Transparent Pricing and Ethical Guidelines: Enforcing transparent pricing structures and 

strong ethical guidelines for advertising and practice helps mitigate commercial exploitation 

and protects patients from misleading information. 
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By proactively implementing these policy measures, India can leverage the economic 

potential of medical tourism while safeguarding the ethical mandate of providing equitable 

healthcare access to its own population. 

 

Dr. PRASAD CHUNDI 

 

 


