Healing the Private Health caresector
IN India

Is some radical treatment required?
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Some essential ingredients of the cure

Operationalising and widely publicisii®ptients
rights in the health care sector

Regulation of private medical sectothrough
appropriate Clinical establishments acts (Social
regulation)

Major Restructuring anReform of Medical
councils

Moving toward a system fddniversal Health
care (UHC)



What happens when a
Large, dominant private medical sector
and
Weak public health system coexist?




Private Sector Dominated

Mixed Health Systems Syndrome

Unregulated, profit driven private sector

Underfunded,

poorly managed
Public sector

Absenteeism,
neglect

Weak referral
linkages within
public system

Lack of medicines
and diagnostics,
poor maintenance

Poor quality of public  High costs and irrationality
health services in private medical care




Symptoms of MHSS

Overwhelming predominance of Qof-pocket payments
catastrophic spending

Massive inequities in health care access

Public subsidisation of private sector, with formal and
Informal flow of resources

_arge problems of governance in Public health system
persist without social unrest, because private sector
orovides for the dominant, vocal and powerful sections

Private sector oO0Osets the
Il ncluding treat ment prac:!
for doctors, constricts availability for public system

Private medical coll eges
distort the entire ethos of medical profession




Malpractices & Irrational care - inevitable side
effects of gross commercialisation of health car

e rational health care, society n
wher eby 0ma

We are seeing today the results of

Gross commercialisationof health care.
To remedy this, systematic scale public action is required!



Poor women die from lack of cesarean operations,
their rich sisters suffer from excess cesareans

Percent deliveries by caesarean section, India
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Two contending logics in the Health care sector
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Charity may be abolished.
It should be replaced by justice.

- Dr. Norman Bethune



Why reqgulate the

Private Medical Sector?

i.  The Human rights rationale:
Patients rights are Human right$ Healthcare g
state obligation to protect i3 & Right,

Not a Prmlege
Il. The Market failure rationale:Realisation

of Rights requires Regulation
ii. The Health systems rationald®ublic xi',w;

health services are constrained due to

unregulated Private medical sector; major «

public subsidies are being given to private
sector

Iv. The Ethical imperativa ethical duties of
doctors translate into rights of patients




Is the private medical sector
accountable?

IMA and most private providers claim they are like any
other business or profession, and are not specifically
accountable to society

However the entirerivate medical sector in India has
grown based on massive public subsidieg benefits from
doctors educated with large scale public funds

Due to massivenformation asymmetry major

vulnerability of patients visa-vis doctorsand inability of
Individual patients to deal with health care establishment
duetoahi ghl y o6 unev envatpredigali n g
sector must be made to conform to certain social norms a
accountability

Preferred mechanism for enforcing accountabllity is
effective social regulation
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Charter of Patients Rights In
Private hospitals

Right to Emergency Medical Care

Right to information, including info about rates of
services

RIQ
RIg
RIQ
RIg
RIg
RIQ

Nt to patient records and reports

Nt to confidentiality and privacy

Nt to informed consent

Nt to second opinion

Nt to choice of medical store or diagnostic centre

Nt to take discharge of patient, or receive body of

deceased from hospital, without preconditions

Right to protection as per ICMR guidelines, during
participation in clinical trials



Legal justifications
x Right to Emergency Medical Care

x Supreme court judgmeRarmanandKatarav. Union of India
(1989)

x Judgment of National Consumer Disputes Redressal
CommissiorPravatKumar Mukherjee v. Ruby General
Hospital & Others(2005)

MCI Code of Ethics sections 2.1 and 2.4

x Right to Information, Medical reports and

records
x Section 91, Clinical establishments (Central Government) Rule
x MCI Code of Ethics sectioh.3.2

x Central Information Commission judgment, NighragyaBhatia Vs.
Institute of HB&AS, GNCTD, 2014



Patients rights in private medical sedtaurrently

scaftered across regulations and not adequately
O] ust 1 theseanbed ® be consolidated and
made fully operational with grievance redressal,

through-
Clinical Establishment Acts



Regulation is now on the agenda

Question Is what type of regulation would effectively
promote peopl eds 1 nter

x Due to variety of reasons, Regulation of private sector Is
now unfolding across India

x But history of public regulation of private actors in India I
checkered, often a basis for corruption.

x Twindanger§ 6el ite capturedo and

x IMA wants minimal regulation; corporate sector would
like excessively demanding infrastructure / technical
standards to weed out competition; bureaucracy Is
promoting largely unaccountable tdpwn regulation

x| f peopl eds health I ntere
effectively, public good and patients rights will continue t
be ignored, threat of corporatization



Some core components of a regulatory
framework from peo

Observance of range of Patients rights

Moving from transparency towards standardisation of
rates of services

Standard treatment guidelines to minimize irrational ca
Grievance redressal mechanisms

District level multistakeholder appellate body with civil
soclety representation for accountabllity

Dedicated public regulatory structure with adequate
budget and additional staff at different levels



Social regulation =

State supported legal regulation
_|_

Participatory monitoring with accountability
of regulators to citizens

+
Professional self regulatioroy doctors

Multi -stakeholder oversight bodies

at various levels



The slow and tortuous development
of CEA framework at national level

X

X

National CEA passed in 2010

National CEA Rules adopted in 2012 with significal
added provisions like regulation of rates

So far nine states indl.UP, Bihar, Jharkhand,
Rajasthan, Himachal, Assam adopted the central a

However, due to strong resistance from private

medical sector and weak public voice, as well as st
technical complexities, slow development of officia
standards, hence act not yet implemented in any s

Reqgulation of rates is an especially contentious Iss



The basic reason that programs fail is not
Incompetence, ignorance or stupidity, but
because they are constrained by the interests o
the powerful.

- Richard Levins



JAN SWASTHYA ABHIYAN DEMONSTRATION A
MAHARASHTRA STATE LEGISLATURE FOR ST/
CEA WITH PATIENTS RIGHTS




To change the p
it might be necessary to pay the piper

Comprehensive and effective regulation
private medical sector could be
iIncreasingly realised by moving towards
publicly funded system for
Universal Health Care (UHC)
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uHC Features of Universal Health Care

UNIVERSAL HEALTH CARE

wafardt e

x Right to Health Care for all, No exclusions or targeting

x No payment at point of service, no role for commercial
Insurance in UHC system

Free healthcare through a network of improved, expanded
public hospitals and contractad regulated private providers

Special efforts and programmes for marginalised groups

Elimination of unnecessary medicines, investigations,
procedure$ reducing huge wastage and cweedicalisation

Uniform norms for urban and rural areas, with integrated c:
from primary to tertiary levels

Reducing ilthealth through integrated action on key factors
related to health

Participatory governance at all levels with Patient's rights!
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System for Universal

Health Care
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Compartmentalized existing public healthcare

Public Health Dept Medical Colleges  Municipal Corp/ Council
facilities hospitals

Railway hospitals PSU hospitals ESIS hospitals

Integrate existing public providers
and significantly expand and
strengthen public provisioning

In-source regulated private
providers as per requirements

Integrate all providers into a

comprehensive system of UHC
(rural & urban, primary, secondary & tertiary)




In-sourcing of regulated private providers to
complement the public system

Compl etely diff er e nContfactimgm
In with reqgulationand rationalisation tbridge thegap, ina
manner that would complement and strengthen public
systemd will work as extension of public system

Charitable trust hospitals- 20% reserved beds to be
brought undepublic management fadHC

Individual practitioners I may be completelin-sourced to
work in various levels of UH®acllities

Private nursing homes andhospitals two options
x Complete in-sourcingi no patients outside UHC

x Primarily in -sourced at least twethirds of their beds /
patient facilities for UH(patients

Comprehensive regulation of treatment practices,
costs and standards e. . Pi



Without democratic transformation of Health
system governance, achieving a peoptiented
system for UHC will remaln a dream'




