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CONTEXT

The Community of Practitioners on Accountability and Social Action in Health (COPASAH) is a
bottom-up learning global network of community practitioners primarily from the global south,
working to strengthen the linkages between communities and health systems to provide quality
and accountable health care. Health, wellbeing, and dignity for all and the community's claim
for the human right to health are at the core of COPASAH's positioning of social accountability.
The community of practitioners of COPASAH encompasses various actors ranging from peopleoriented community leaders, organic intellectuals, and institutions committed to such an
equitable vision of society. (www.coapsah.net)
Building upon the need to bridge up the gap in the top-down and tool led accountability
discourse by focusing on bottom-up approach, forefronting citizen voices, and community-centric
focus and bringing the most marginalised within the ambit of health systems as active
participants, COPASAH organised a Global Symposium on Citizenship, Governance, and
Accountability in Health, between 15-18 October 2019 in New Delhi, India.
The Symposium facilitated interactions between nearly 500 delegates from over 40 countries,
which included practitioners in health, policymakers, academics, researchers, and other activists
on common issues of concern. This Symposium was collectively shaped by the perspectives and
inputs provided by the Steering group of COPASAH, the Global and India Organising
Committees that included over 100 leading organisations and intellectuals spearheading the
community-centred accountability processes. The Symposium organising group included the
COPASAH Steering Committee, People's Health Movement (PHM), Accountability Research
Centre (ARC) – American University (Washington DC), Global Health Justice and Governance
Programme of the Mailman School of Public Health, Columbia University (New York), Institute of
Development Studies (Sussex) and Azim Premji University (Bengaluru).
The COPASAH Global Symposium was woven around the issues of Citizenship, Governance, and
Accountability in relation to the lives and living conditions of the marginalised communities. It was
designed as a conversation and dialogue between grassroots accountability practitioners and
community-centred accountability advocates interfacing with public policy spaces, research
and academia, and those engaged with policy-making and policy implementation. Such
conversations were facilitated through formal and informal spaces. The formal spaces include
plenaries, thematic and inter-thematic sessions, accountability praxis, and assemblies endorsing
the practitioners' social accountability charter.
KEY THEMATIC AXES FOR THE COPASAH GLOBAL SYMPOSIUM
The key deliberations in the Symposium were premised around ve thematic axes which included
Theme 1- Community Action in governance and accountability for health systems strengthening;
Theme 2- Improving access to quality health services for the indigenous, excluded, vulnerable
communities and those in fragile context; Theme 3- Moving forward the agenda for Sexual and
Reproductive Health Rights; Theme 4-Setting the framework and agenda for people-centred
accountability of private and corporate health care sectors and Theme 5-Forging alliances
between the community and the health care workers.
PERSPECTIVE BEHIND KEY THEMES OF THE SYMPOSIUM
The health systems in developing nations include the public health systems as well as a whole
array of private health care providers. The public health systems, which are constitutionally
mandated to protect and promote the wellbeing of communities, are increasingly rendered
fragile, weak, fragmented, and shrunk. Alongside this, the burgeoning private health care
system has set itself progressively on the path of commercialisation and corporatisation,
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resisting its accountability neither to the constitutional principles nor to patients. Meanwhile, the
accountability to the health and wellbeing of citizens and communities has suffered a setback
due to the State's evasion of responsibility and the overpowering yet unaccountable presence of
the non-state actors in health and health care policy and provisioning. The global and national
actors from both the health and non-health sector actors who are operating in this eld have
contributed to making accountability chains more complex. Such accountability decits and
complexities are created in the upstream and global alignments of private and non-state actors
that wield undue inuence on global health governance.
Besides, the accountability discourse itself is fret with its challenges and limitations. The
discourses of accountability have been delinked from the policy contexts and the experiences of
the community. Some of the predominant approaches are overwhelmingly expert-led and
instrumental and narrow in their outlook as a tool (ticking a box) or a digital drive for
accountability with an overemphasis on efciency and outcomes simultaneously undermining
potential transformative perspectives of equity. It also undermines the centrality of the
community and the understanding of the power imbalances that the overarching policy
processes create. Such limited, instrumental, and reductionist accountability perspectives have
further exacerbated the alienation of communities. They tend to absolve global actors of their
inuence on the continuing indignities and violations of rights that the communities are confronted
with.
COPASAH has positioned health, wellbeing, and dignity for all and the community's claim for the
human right to health at the core of social accountability discourse. Such a discourse is also
located in the overarching framework of citizenship, governance, and accountability in health. In
the same vein, the understanding of health itself is broadened to include wellbeing, dignity, and
social justice, within which health care forms a signicant part. It is driven by the belief in and
engagement with the transformative potential of the community's power in demanding
accountability from the state and non-state actors and for realising such a right. Such an
understanding of accountability is a process of changing power equations of communities with
various actors and national-global policy processes, most importantly the state which is vested
with the constitutional obligation to ensure condition for communities be healthy. Realising that
such a process of social accountability is only possible in a strong bond of community to global
solidarity, the community of practitioners of COPASAH encompasses various actors ranging from
people-oriented community leaders, organic intellectuals, and institutions committed to such an
equitable vision of society.
CONCEPT AND ORGANISATION OF THE THEMATIC DISCUSSIONS
The global emergence of a dominant “for prot” private sector in healthcare and the increasing
commercialisation of health systems across most LMICs (Low- and middle-income countries) have
critical implications for the future of healthcare. In many LMIC countries, underfunded public
health systems are overwhelmed, with inadequate staff, facilities and supplies. Large sections of
people, including the poor, often have no other recourse but to turn to private healthcare
providers for their health needs. Increasing commercialisation of the health sector has led to
unaffordable health care and widespread malpractices such as unnecessary procedures and
tests, over prescriptions, irrational medicines.
The hegemony of the private health sector and the medical, industrial complex is compounded
by a lax regulatory framework and lack of accountability and oversight, which paves the way
for private healthcare providers to get away with malpractices and violations of patients' rights.
The impact of commercialisation in the private healthcare sector is disastrous. For example, in
India alone, where the private health sector accounts for more than 82 % of outpatient visits, 63
million people or 7 % of the country's population fall below the poverty line every year due to
catastrophic health costs. In Kenya, the private sector is mostly unregulated and has almost
monopolised certain domains of health services, with the burgeoning health insurance industry.
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Sri Lanka is witnessing an upsurge of market-based tertiary private care. Out of pocket
expenditure on drugs is a major cause of impoverishment in many countries. Arbitrary pricing of
health services also means that the poor delay seeking medical care or are denied treatment
outrightly.
SATHI as the COPASAH thematic hub on “Patients' rights and private medical sector
accountability”, is involved in developing an action-oriented discourse among African and
South- Asian organisations on safeguarding patient's rights and making the private healthcare
sector accountable. The hub is promoting networking among civil society organisations and
networks on issues related to private health sector regulation and patient's rights, with a focus on
South Asia.
It is, therefore, high time to initiate globally coordinated processes focusing on regulations and
accountability of the private health sector. Given this context, the thematic track on private sector
accountability in the Symposium attempted to:
Ÿ Provide health activists, advocacy groups, public health researchers, health rights-based

grassroots and community non-governmental organizations (NGOs), government agencies
and other key stakeholders with an opportunity to identify and discuss the newly emerging
challenges in private health sector accountability
Ÿ Enable them to share their work and foster information exchange through diverse

presentation formats and interactive sessions
Ÿ Discuss methodological approaches, perspectives and experiences deriving from case studies

of community level actions, campaigns and research;
Ÿ Provide a platform for networking and exploring possibilities for collaboration on inter-

regional dialogue on advocacy and engagement for the regulation of the private health care
sector.
THEMATIC SESSION: DAY 1 (OCTOBER 16, 2019): CHANGING NATURE OF THE PRIVATE
MEDICAL SECTOR – AN OVERVIEW OF THE EMERGING TRENDS OF COMMERCIALISATION
& CORPORATISATION IN THE HEALTHCARE SECTOR.
Moderator: Susana Barria, Population Services International, India
Opening remarks: The moderator opened the session by speaking about the transnational
linkages that fuel the process of commercialisation and corporatisation of healthcare.
Healthcare sector did not suffer impact by the global economic crisis of 2008-09. Market based
healthcare remains unaffected by economic slowdown as market principles of demand and
supply do not apply. Healthcare companies extract money and exploit not just patients, but also
healthcare workers. In South Asia, Asia and Africa, there is a culture of no unionisation. This allows
for low wages and other forms of exploitation. Data shows that the percentage of tax on the
income of large healthcare companies hovers around 7 percent of total income. This is much
lower than what they are expected to pay. Tax injustice not only contributes to strengthening the
power of companies in healthcare but also weakens the ability of the government to collect
revenues and therefor invest in the public sector.
PANELISTS
Shweta Marathe, from Support for Advocacy and Training to Health Initiatives (SATHI),
India shared ndings from a mixed-methods study on the impact of the corporatization of
healthcare on doctors in Maharashtra, India. The Mixed methods involved qualitative interviews
with doctors, hospital administration, and patients. She outlined that the entry of the private
medical sector has changed the nature of the employment of doctors. In the 1970s, doctors
largely worked as individual practitioners running their own clinics or in government hospitals.
The 1980s saw a shift towards doctors becoming owners of small or medium sized hospitals. Post
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liberalisation doctors moved to employees in multi-specialty hospitals. Healthcare has become a
business opportunity for attracting foreign and domestic investments. Large corporate hospitals
have led to the shutdown of small and medium sized hospitals. Factors that make corporate
hospitals a favourable employment destination for doctors- monetary opportunities and
benets, access to infrastructure and advanced technology and equipment, the prestigious
status associated with corporate hospitals, protection against violence from doctors due to
presence of adequate security staff, and no administrative tasks. The government is unable to
absorb doctors in their employment. Working conditions and pay is poor in government
hospitals. Doctors are being pushed towards the private sector. Running one's own clinic has
become difcult due to debt due to high fees in private medical colleges; small and medium
sized hospitals are not viable due to competition from private hospitals; small hospitals struggle
to match the sophisticated services offered by corporate hospitals, not able to match up to
patients expectations, high investment cost. She also spoke about the issues faced by doctors in
corporate hospitals. Choices for younger doctors are narrow. Differential pay and attitude of
hospital management towards junior, middle and senior level doctors. Corporate hospitals chase
big names and specialist doctors. Their credibility is used for the marketing of the hospital.
Younger doctors are underpaid. Senior doctors get paid 10-12 times that of junior doctors. The
insecurity of jobs for doctors in private hospitals was a major issue. Hospitals are run on
principles of business management and undermine the professional autonomy of doctors.
Management dictates performance targets. The pressure to meet targets increases towards the
end of the month. If targets are unmet doctors are given written or verbal warnings. Failing to
improve performance leads to termination or modication on their contract. Targets lead to
malpractices, increased cost of healthcare for patients. It also has implications on medical
practice and the doctor-patient relationship. 'Re-professionalisation' of the medical profession,
shaped by corporate management, compromising on patient centred priorities and ethics.
Ravi Duggal, Independent Researcher and Activist, India described the political economy of
health in India. He said examples of India apply to develop countries elsewhere too. The private
medical sector benets from the miseries of people. It remains unaffected by the economic crisis
and even continues to generate prot. Public services are generally tax nanced. Private
healthcare nancing in India partly funds public tertiary care. Social insurance is a system of
pooling resources from those who work to provide them with healthcare benets. Public health
services are comprehensive and include preventative, promotive and curative care. The private
medical sector is largely curative oriented. Public healthcare spending in India is one of the
lowest in the world- 1.02% of GDP. This number has remained the same over the decades. Best
performing states in healthcare are smaller states with a strong public health system.
Industrialised states like Maharashtra and West Bengal are among the worst performing states.
Large corporate hospitals are concentrated in industrialised states. Role of the state is crucial for
nancing and provisioning of healthcare.The complexity of different systems of medicine in
India- Ayurveda, Unani, Homeopathy, Yoga and other indigenous systems. A large number of
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quacks in the arena of general practices and outpatient care. Diagnostic centres have emerged
as protable business ventures, functioning independently of hospitals. They attract customers
through social media etc. Growing at 40-50% per annum. Private health insurance and out of
pocket expenditures are their main source of funding and revenue. Health insurance in India
exists in different forms. Thirty seven per cent of India's population is covered by insurance.
Seventy ve per cent of those covered are through government schemes. Individual and private
group insurance are other forms of insurance. Ten to thirteen per cent of the Indian population is
covered through social insurance. This is the population that has universal access to healthcare
through armed forces, railways and welfare funds for select sectors.
Prior to 1985, seventy ve per cent of hospital-based care was in the public sector. The structural
adjustment and economic reforms program in the 1990s shrunk resource allocation for public
health services and favoured the expansion of the private medical sector. Privatisation of
medical education ercely marketised and commodied healthcare. The private healthcare
sector is currently growing at 30 per cent per annum in India. Drug companies make the most
prots among the various players in the private healthcare sector.Private hospitals are allotted
land at discounted rates, and other forms of subsidies by the government. Thus, it is the
government's responsibility to regulate the private sector. The government has shown
incapability of honouring agreements with private hospitals who receive subsidies and funds
under government sponsored health insurance schemes like PMJAY. There are no standard
protocols.
India is a long history of controlled drug prices. Introduction of product patenting, along with
neoliberal reforms, has led to the dilution of pharmaceutical sector regulation. Under Pradhan
Mantri Jan Arogya Yojana or National Health Protection Scheme (PMJAY) huge shift towards
private sector provisioning. PMJAY is expanding health insurance market in India. Insurance
favours the rich promotes elitism and inequities. Lack of a legal, regulatory framework for the
private medical sector, including price regulation of drugs and diagnostics, remains a challenge
in India. Evidence has shown that government sponsored health insurance schemes don't reduce
out of pocket expenditure on healthcare. The government should instead focus on public
nancing and pooled resources for social insurance and improving public health services.
Sharad Onta, Peoples Health Movement (PHM), Nepal outlined the evolution of
commercialisation of healthcare in Nepal. He discussed the current situation and emerging
trends in privatisation and its impact on the public healthcare system in Nepal. The market has
advanced quickly in the commitment to the principle of 'leaving no one behind', and captured
many developing countries under the universal health 'coverage' framework. Even small
countries like Nepal have seen phenomenal growth and expansion of the private healthcare
sector. Nepal is a diverse country. It ranges from land at sea level to the highest peak of the
world within a 200 kilometre breadth. The population or 330 million people is composed of
diverse ethnic groups and languages. Until the 1990s, Nepal was an economically closed
country. Nepal was ruled by an autocratic monarchy. The presence of the market was almost
negligible during this period. Public healthcare services were inadequate. There was a big gap
between demand and supply of health services. The 1990s saw an overthrow of the monarchy
and establishment of a multiparty parliamentary system. This was an era of political and
economic liberation. A weak state was unable to regulate the dominant neo-liberal market
forces. Regulatory structures were weak. A World Bank report advocating for private
investment in healthcare was a crucial tool for the introduction of the private healthcare sector in
Nepal. This was aided by the demand-supply gap in public healthcare services.
The distribution of health workforce between the public and private sector is skewed. One third
of the total healthcare workforce of Nepal is in the private sector. This includes doctors, nurses
and paramedics. Fifty-four per cent of General Physicians, two-thirds of specialists, fty-two
per cent of nurses, seventy-ve percent dentists, and eighty percent of pharmacists are in the
private healthcare sector. The number of medical training institutes in the private sector is higher.
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Sixteen out of the twenty-one medical colleges, six out of the seven dental colleges, twenty-three
of the twenty-seven medical colleges are owned by the private sector. Thus the private sector
produces a greater share of the healthcare workforce in Nepal. Nearly sixty percent of hospital
beds are in private hospitals. One third of the total hospital beds are in private medical schools.
Medical professions are paid signicantly better in the private sector than in the public sector,
making opportunities in the private sector more attractive.
Implications of the skewed distribution of services and medical personnel- the high cost of
healthcare services, unnecessary hospitalisation and irrational use of health technology. The
private sector is concentrated in urban areas, and do not cover populations living in remote
areas. Only nine of the eight-hundred and eighteen general physicians in Nepal serve in the
remote western region of Nepal. Only nineteen of the nine-hundred and thirteen specialists
doctors serve in remote regions. The rest are concentrated in urban areas. The number of nurses
serving in remote regions is also negligible. State regulation of the private healthcare sector,
including price control, is very weak. This leads to catastrophic costs of healthcare borne by
people. Poor regulatory capacity of the state causes a dis-balance of power between people
and healthcare providers and compromises health services.
Juliana Nantaba, Open Societies Foundation (OSF), USA highlighted that a World Bank
publication titled 'The Business of Health in Africa' was a tipping point for the marketisation of
health in Africa. The study also provides an analysis of the protability of investing in the
healthcare sector. As public health professionals, we need to acknowledge and hold accountable
the actors and stakeholders beyond the government. Such as donors and institutions of nance
like the World Bank, which promote public-private partnerships. The rst trend of takeover by
these actors is on the narrative of UHC, framed as Universal Health 'Coverage' rather than
'Care'. Political leaders have used UHC ('coverage') as a strategy to legitimise privatisation of
healthcare for all.
In Kenya and South Africa, health insurance was a big political promise. It presents opportunities
to the private sector to not just provide services, but also inuence decision making at the policy
and governance level. The second trend of market takeover is visible in the approach to publicprivate partnerships. 'PPP (Public-Private Partnership) Forum' was organised by the Ugandan
government and The World Association of PPP Units and Professionals (WAPPP), in Kampala in
September 2019. Governments of a range of African nations signed onto the network. The
governments are going ahead in implementing the PPP model despite lack of evidence. The PPP
model is being introduced in not just the health, but also social determinants of health like
agriculture, education, infrastructure and transportation, etc. In the next few years, there is a
threat of reduced budget allocations by the government on health.
In Zimbabwe, health insurance companies are also in the health service provisioning business
under the PPP model. This is a direct conict of interest and presents issues regarding the privacy
of medical information of patients and people as insurers have access to all your medical
information. The government is not transparent in the contracting process, which presents
challenges for advocacy and social action.In conclusion, a strong regulation mechanism is
required for the private healthcare sector. The critical role of researchers to challenge the
narrative that the public health system is ineffective, whereas the private healthcare sector is
effective and efcient.
DISCUSSION AND REFLECTIONS
Following the presentation, there was a discussion by the participants, and the reection pointers
are:
Ÿ The private medical sector in Uganda is unregulated. The Constitution contains economic
expertise where people can open a business as long as they have the requisite skills and
qualications. It is the right of the people to monitor services. Health inspectors are ineffective
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in conducting their work properly.
Ÿ Need to strengthen advocacy for social determinants of health. Processed food has the
largest Foreign Direct Investments in some countries and is linked to causing non
communicable diseases. The market for pesticides, herbicides, processed food and
genetically modied food is growing exponentially, and contributing to illness. Without
addressing the marketisation of social determinants of health, catastrophic expenditures
on healthcare will increase for people. Advocates need to keep a close eye on trade
regimes, and safeguards provided in intellectual property rights.
Ÿ Despite evidence that markets have failed to secure equitable healthcare, international
agencies working on health promote privatisation of healthcare. There is a contradiction
in evidence and practice. How do we proceed with the argument for evidence informed
decision making with this dichotomy?
Ÿ Nepal has been greatly affected by Maternal health. Deliveries in government hospital
are free of cost, whereas private hospitals charge exorbitant fees. Women are forced to
go to private hospitals due to poor quality of services in the public sector. Families are
often forced to sell their land and other assets for accessing maternal health services.
Ÿ The government in India has become aggressive in the introduction of the private sector in
India through schemes like the PMJAY. PMJAY is not transparent. The system for
procurement of drugs is also not transparent and has become centralised.
Ÿ Campaigns need new methods and innovative use of evidence based ndings and
research.
Ÿ There is a lack of data on the premium paid by the government to private hospitals/
insurance companies under insurance-based schemes and the actual amount spent on
beneciaries by the private hospitals/ insurance companies.
THEMATIC SESSION: DAY 2 (OCTOBER 17, 2019) : DOCUMENTATION OF DENIAL AND
VIOLATIONS OF PATIENTS' RIGHTS IN THE PRIVATE HEALTH SECTOR & ADVOCACY FOR
PATIENT RIGHTS CHARTERS & CAMPAIGNS
Moderator: Amar Jesani, Independent Research Consultant, India
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Opening Remarks: The moderator welcomed the delegates and the panelists and spoke about
how regulating the private sector and implementing patients rights is a subject that people's
movement hasn't been able to engage with and address. Traditionally, civil society interacts with
government and public sector actors but has not engaged with the private healthcare sector he
said. Important collective learnings for us, therefore, are from other countries with large private
healthcare sector presence. He invited the panelist to provide their opinion on Patients' Rights in
the private health sector & advocacy for patient rights charters & campaigns.
PANELISTS
Shakuntala Bhalerao, Support for Advocacy and Training to Health Initiatives (SATHI), India
spoke about various campaign strategies used for advocacy and social action to implement
patients' rights in India. Commercialization of the healthcare sector is uncontrolled in India. No
mechanism for control exists. We decided to document patients' rights violations in this context.
National Human Rights Commission (NHRC) and Jan Swasthya Abhiyan (JSA) and organised a
public hearing in 2013. More than 20 cases of denials of healthcare in private hospitals were
documented for the hearing. NHRC, at the last moment, cancelled the the hearing on the private
medical sector. This birthed a movement to collectivise.
Three pillars of the campaign- documentation, campaign and advocacy. Documentation- So far
collected 30 case studies from Maharashtra, Uttar Pradesh, Madhya Pradesh and Gujarat. 24
of these have been published in Marathi in a publication titled 'Horpad', which means 'turmoil'.
The campaign began from Maharashtra. Started with a ballot where 20,000 people voted on
their health rights. The largest demand was to enact a law to regulate the private sector and
ensure transparency. The second activity was 'jaadoo ki jhappi' or 'a hug of magic' in which we
approach doctors to include them in the campaign. This campaign is not a confrontational
campaign pitting doctors against patients but for solidarity against the corporatisation of
healthcare. During the winter Assembly of the Maharashtra Legislative Assembly, we took out a
rally. Many citizens joined the rally to demand to enact a law to regulate private healthcare and
ensure patients' rights. The campaign also did advocacy with Ministers and leaders of
Opposition. During the monsoon Assembly, we did a Satyagraha with 16 patients in
Maharashtra.
A new phase of the struggle began then. NHRC and Jan Swasthya Abhiyan (JSA) drafted an
exhaustive 17 point charter on patients' rights in 2016. In mid- 2018 NHRC endorsed the charter
and sent it to the Union Health Ministry. The Union Health Ministry did not take any immediate
action. We started an online petition to the Union Health Ministry to implement the charter. This
was followed by a protest in Delhi in February 2019. Many organisations united on this issue. The
issue was also highlighted in national and regional media. After elections, the Union Ministry
circulated a diluted 13 point charter of rights and responsibilities to all States for
implementation. Signicant learnings were that mobilising people is difcult. Only those who
have suffered tragedies at private hospitals are driven to raise the issue. Need to spread more
awareness on patients' rights, and involve people from all classes. The campaign will continue
demonstrations to keep the issue in the public eye. The campaign is planning a national public
hearing on the issue in the months to come.
Shishir Chand, People for Better Treatment, India spoke about the denial of patients rights in
the private sector. He outlined the case of his brother's health right violation. 'My brother was a
victim of negligence and malpractice at one of the most prestigious private sector hospitals in
India. As a victim, I felt the gaps in the accountability mechanisms need to be lled, and that is
when I became a patients' rights advocate,' he said. The Medical Council of India (MCI), the
regulatory body for doctors, has widespread corruption. MCI has failed to regulate doctors.
There has been an alarming drop in personal conduct and ethics. MCI has failed to punish
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doctors or take disciplinary action against them. In the past ve decades, only 109 doctors have
been blacklisted for malpractice on over 40,000 complaints. MCI has laid down a detailed
code of ethics for doctors. It mandates maintaining records, prescribing only generic names of
drugs, and complying with laws on medical practice. But most of these are breached by their
own members.
Many manifestations of corruption in healthcare in India- widespread racket in medical school
admissions, drug procurement scams, rent seeking behaviour in licensing of medical colleges,
underhand commission systems between doctors and diagnostic centres. Doctors use the
knowledge asymmetry between doctors and patients to exploit patients. Most of the members
of MCI are nominated from corporate hospitals and private practice. Therefore, they are
reluctant to take action against their own people. Low punitive action has given rise to a situation
where doctors are emboldened to engage in the reckless practice, the culture of impunity, no
fear of repercussions. My personal ght against the MCI has been exhausting. I am helping at
least 50 other people across India to get justice. The medical register maintained by MCI is not a
live register. Many names on the register of doctors who are not practicing, have moved to a
different country, or have died. How will you regulate doctors when you do not even have a
database of doctors? There are no records of medical errors and deaths due to medical
negligence in India. According to independent estimates, fty lakh people die every year in
India due to medical negligence.
He advocated that we need a strong regulatory body, audit and accountability of healthcare
services by independent auditors, social accountability of the private medical sector, and strong
adherence to standard treatment guidelines. He closed by saying that legal precedent on
medical malpractice is weak.
Amulya Nidhi, Swasthya Adhikar Manch, Peoples Health Movement, India spoke about
clinical trials. In 2005, India allowed concurrent clinical trials in India. From 2005 to 2010, many
clinical trials were conducted without transparency or ethics. We came across 81 deaths in
Indore, Maharashtra due to clinical trials. That was the genesis of our campaign against clinical
trials. There is no data available on the number and types of adverse reactions during the trials
from this 2005- 2010. In Rajasthan, we found that no formal process exists for enrolling people
in clinical trials. It is the marginalised and disempowered who are enrolled with incomplete
information and monetary lure.
He added, we found consent forms with fake signatures, fake names and fake addresses.
Justice for victims of clinical trials is slow and inadequate. Recently the NHRC paid Rs. 75,000 to
a victim of clinical trials after a battle of seven years. The strategy for the campaign was the
mobilisation of victims, paired with litigation.
Pharmaceutical companies blackmail the government that regulations on clinical trials will
compromise their ability to research new drugs. The truth is that in the last thirty years, only
seven drugs have been domestically developed. So the pharmaceutical companies argument is
awed. Patients' Rights Charter notied by the Union Health Ministry includes the rights of
subjects of clinical trials. When we started the campaign, the most common violations we came
across were lack of informed consent from participants. With our efforts, now it is compulsory for
companies to provide product information sheets (including information on possible sideeffects) to patients and video record informed consent. We found instances where ethics
committees hadn't approved the consent forms being used in trials. We are demanding
separate forms for children and people living with severe mental illnesses.
In 2014, the Supreme Court directed to halt all clinical trials, until a mechanism for the safety of
patients' rights is set up. Video recording on informed consent has been made compulsory.
Transnational companies have double standards while conducting trials in the developed world
v. the developing world. In the USA, for example, Pzer provides insurance coverage to
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participants in a trial. The same standard is not followed for trials in India. The campaign is now
focusing on two major demands right now, and one is ensuring the government pays
retrospective compensation to those harmed in clinical trials before the law changed in 2013.
The Drugs and Clinical Trials Rules, 2019 do not include the patients' rights charter. We are
ghting to include the charter in the Rules, that is second.
Moses Talibita, Uganda National Health Users/Consumers Organization, Uganda
presented on public advocacy for patients' rights and promoting patients' charter in Uganda.
While the private sector thrives on patients and illnesses, it doesn't give patients the respect they
deserve. Our campaign intends to put patients at the centre. In Uganda, we are still using
medical negligence or law of torts as a legal framework. The prosecution success rate is minimal.
Medical Councils are stuck in the past and have not been able to keep up with the medical
profession. The doctor patient ratio in Uganda is very poor, and human resources for health are
overburdened. Health work or specialised care is only concentrated in urban areas. Health
service provision is thus an amenity one can access only in city centres. Health workers are not
motivated to work in rural areas due to poor working and living conditions.
Uganda has been ghting for national health insurance. Budget allocation for health and
healthcare in Uganda is reducing. Any increase goes into administrative expenditures. This
speaks to drug stock-outs and sale of expired drugs. The national list of essential medicines has
been gradually shrunk. The health sector is completely clinicalised in Uganda. Patients are
economically vulnerable and are powerless to negotiate with the private medical sector. High
commercialisation of healthcare has led to detentions, investment in overly specialised care,
denial of information, and lack of transparency. Patients are directed to particular private
facilities like diagnostic labs. The patient cannot choose based on their economic capacity.
We are demanding from our government to include the right to health in our Constitution. The
phrasing has to make health rights and goods claimable entitlements. Denial of these should be
justiciable. Law should empower patients to hold gatekeepers of their health rights accountable.
The aim of our campaign is to create a health system that is in harmony with patients for
achieving Universal Health Care. We have translated the patients' charter from text to graphics
to make it more accessible to community members. Hospitals that detain patients and bodies for
payment of bills are subjected to media shaming. The patients' rights bill in Uganda is under
consultation, he said.
Vijaya Kumar S, Karnataka Janarogya Chaluvali, India shared experiences of patients'
rights campaign in Karnataka, India; cases where a patient went for a simple test, not even
treatment, to a large private hospital. For the next three years, the patient was in a vegetative
state. The speaker showed a video documentary in which a doctor is heard discussing the
impunity with which doctors operate. He outlined, 'We came across huge violations by the
private healthcare sector in our work. Apart from the usual medical negligence and denials, we
found mass hysterectomies across Karnataka in every district.'
In Gulbarga district, the District Collector wanted to le a case against doctors, but there was no
applicable law to denial and violations of patients' rights. We had two concurrent campaigns
for patients' rights- one to tackle the unnecessary hysterectomies, and the other to enact a law to
regulate the private healthcare sector. The hysterectomy cases informed the government about
the need for a regulatory framework. The struggle for a law to regulate the private medical
sector has been a long, drawn out struggle. We were in the committee appointed to draft the
law. The committee was taken over by the medical fraternity, which was vehemently opposing
such a law. Corporate interests were well represented in the committee. Despite being in the
government committee, we were ghting against it.
Reecting upon the strategy and mobilization, he said, mainstream media support was crucial in
keeping a watch on the arguments put forth by the medical fraternity. It was important to not let
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the public discourse be dominated by the medical fraternity. Social media was a very effective
tool in our campaign, in countering fraudulent argument put forth by doctors. The Indian Medical
Association (IMA) spread a lot of false information on the Karnataka Private Medical
Establishment (KPME) bill. Upon engagement with the medical fraternity, we found that many
doctors opposing the Bill had never actually read the Bill. They were opposing the bill on the
basis of false information being spread by the IMA.
The campaign was not limited to people working on issues relating to health but received a lot of
support from people. People across the State began writing on the issue in newspapers and
responding to our campaign on social media. Writers, thinkers came out in support of the KPME
bill. However, the medical fraternity was strongly opposed to the capping of rates for treatment.
DISCUSSION AND REFLECTIONS
Following the presentations, the participants deliberated on issues of denial and violations in the
private sector. The discussion highlights include:
Ÿ The deregulated and corrupt private healthcare in India is a matter of great concern to

Ÿ

Ÿ
Ÿ

Ÿ

Uganda. Medical tourism from Uganda to India is very high. Similarly, there was a racket
of organ transplants in Uganda where India doctors were implicated. The urgent need for
cross border co-operation and civil society action was stressed upon in the discussion.
In Uganda, the private health sector is dominant and poorly regulated. The private
medical sector has insiders and inuence in the government, which is a challenge to the
demand for regulation. Failing public health systems push poor, dispossessed people to
private clinics. Private clinics at the primary care level function as referral points for large
corporate hospitals.
Dental care is a highly corporatised eld, which attracts high volumes of medical tourism.
No cap on the costs of dental services.
Patients' rights need to be a global movement with global accountability frameworks. An
international alliance of patients' organisations accredited to WHO can be one global
forum for patients' rights accountability.
Judiciary is not receptive to patients' issues. Average time for cases to be settled in India is
six years. Doctors are scared to give an expert opinion against another doctor.

THEMATIC SESSION: DAY 3 (OCTOBER 18, 2019): STRATEGY PLANNING- PROMISING
CASE STUDIES OF STRATEGIES USED TO REGULATE THE PRIVATE HEALTH SECTOR AND
PROMOTE ACCOUNTABILITY
Moderator: Abhay Shukla, Support for Advocacy and Training to Health Initiatives (SATHI) &
Peoples Health Movement (PHM), India.
Opening Remarks: While introducing the panelists, Abhay remarked that 'we have a spectrum
of experiences'as he invited them to make their presentations.
PANELISTS
Manuj Weerasinghe, University of Colombo, Sri Lanka
spoke about experiences of the private health sector in
Srilanka. Among South Asian countries, Sri Lanka is known
to have satisfactory health statistics and a strong public
health system. A struggle for access to medicines began in
1956. Demand was for an essential list of drugs to be
provided by the government. In the 1970s the government
was pushed to form a committee to make a list of essential
medicines. Activists were able to push for bulk procurement
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of drugs through a single agency. By 1980s, the political scenario changed. A right wing
government came into power and introduced regressive health policies.
As students, we started a campaign with the support of two senior professors. Our aim was to
form a group within the medical fraternity in the 1990s. The main issue was that there was no
policy document ensuring access to medicines for people. The list of essential drugs was
introduced in 2005. The objective was to ensure the availability of efcacious drugs. Our main
argument was that when the private market is allowed markups based on the percentage of
cost, retailers push for expensive drugs for prots. Companies too push for retailers to buy
expensive drugs. We proposed a dispensing fee not based on the percentage of the cost. In
2019, we succeeded in inuencing the policy and removing the practice of mark ups as a
percentage of the cost.
After a massive seven year struggle, an Act to regulate the private sector was introduced. The
private medical sector was able to inuence that the agency under the Act is a registration
agency with no powers for enforcing accountability. Cost of insulin in Sri Lanka is very high. It is
equivalent to 7 days of daily wages. Courts were unresponsive to our petitions on the issue,
because of lack of regulation on the same. So now our struggle is for ensuring a law to cap
prices. In Sri Lanka, health services are free at the point of delivery, but health is still not a
fundamental right. It is a fundamental right in 150 countries. PHM Sri Lanka did advocacy and
consultations and released a statement in 2016 demanding that health should be made a
fundamental right. Our proposal was that “each and every citizen has a fundamental right to
receive quality and quantitative and un-biased free medical attention for treatment in case of a
disease, ailment, or accident and preventive and consultative services regarding communicable
and non-communicable diseases under state expenditure.”
In Parliament, however, only the demand for emergency medical care was included. We have
submitted a private member bill through a Member of Parliament. We are doing our best as a
campaign to push it through. Sri Lanka has Presidential elections in November 2019. So were
trying to get this debate in the political stage. We are asking candidates if they agree that
health should be a fundamental right. They cannot say no, but they nd it difcult to say yes. My
role is to raise awareness in parliament.
Brian Kiira, Initiative for Social and Economic Rights (ISER), Uganda spoke of application to
access to information law to Public- Private Partnership (PPP) in health in Uganda. There is a
gradual but increasing growth of PPPs in Uganda and Africa. Conversations about what we can
do to hold the private sector accountable. The challenge is that the access to information law
does not apply to private entities in Uganda. There was a case of a woman who lost her baby
due to negligence in a private hospital. We wanted access to documents on the care she was
given. The government has a list of facilities to whom they give primary healthcare grants. The
hospital where the woman lost her baby was a hospital receiving such a grant. First, we pursued
a case for medical negligence, but that is difcult to prove. Then the woman and we separately
led an access to information request. Both the requests were denied.
The legal framework says that information in possession of state can be given under the law. So,
if public funds are being given to a private entity, then the government has to be accountable,
and the agency has to be held as acting on behalf of the government. The patients' rights
charter has no legal force in Uganda. So we are advocating for a patients' rights and
responsibilities Bill that will substantively lay out patients' rights. The Ministry of Finance has a
framework to implement PPPs. When we asked them about PPPs in health, they said they do not
have any information about PPPs in health! The patients' charter in Uganda has no legal force.
That is why we are trying to advocate for a patients' rights and responsibilities, and it will
substantively lay out these rights. Our strategy is to bring PPPs within the realm of access to
information act.
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Arun Gadre, from Support for Advocacy and Training to Health Initiatives (SATHI), Alliance
of Docs for Ethical healthcare (ADEH), India spoke about the doctor's initiatives to enhance
ethical practices . He said, there is an Industrial complex onslaught on health in India. There is a
massive trust decit between doctors and patients. Instances of violent attacks on doctors in the
recent past have sprung. Doctors and patients are both angry. The government is helpless. 80%
of outpatient care and 60% of inpatient care in India is in the private sector. With PPP, public
money is put into the unregulated private sector. We interviewed 78 docs across India in private
hospitals and wrote a book called Dissenting Diagnosis. Some of us doctors came together to
form an Alliance of Docs for Ethical healthcare (ADEH) to make doctors part of the change.
ADEH is an advocacy group of medical professionals across India, who promote and support
patient centred rational medical practice, free from any commercial inuences. Nearly 200
docs from across India have joined the alliance. These are mostly private practitioners who are
specialists and super specialists. The core group of ADEH consists of 20 docs.
The objective is to check corporatisation of healthcare; regulation of Pharma industry,
equipment industry and consumables; honouring patients' rights; transparency in rates. We
started another initiative in Pune, India called Poona City Doctor Forum. We have a website
where we help people nd a good doctor. Our criteria to suggest a rational doctor is- the
overall level of satisfaction with the doctor; time is given to patients; a doctor that listens to you;
information received from the doctor; doctors who don't insist on the purchase of drugs from a
particular store. We also conduct awareness programmes against fairness creams, dengue and
mobile addiction in children. The private sector is a giant monopoly with huge power. Patients
have become consumers. We are tearing the mask of the private medical sector and showing
people that private hospitals don't necessarily mean better quality of care.
Meena Putturaj, from Institute of Public Health (IPH), India shared the experiences of
Karnataka Private Medical Establishments Act (KPME), 2017 is an Act meant for the regulation
of the private healthcare sector in the state of Karnataka. There is a long history of struggle
behind the evolution of this Act. Use of John Kingdon's political theory to understand what
favoured the amendment process of the Act neatly ten years after it was enacted. Unwanted
hysterectomies in Gulbarga district, Karnataka was a triggering point for the beginning of the
amendment process. An enquiry committee was formed by the state to investigate the unwanted
hysterectomies. There was pressure on the state government to act on improving the quality of
care in the private sector.
NHRC issues notice on unwanted hysterectomies. This created further pressure on the state.
Several policy solutions were discussed at the policy table. A former health minister suggested
an ombudsman like structure. But there was massive opposition from doctors. In November
2016, the state held a stakeholders consultation with several discussions among 50 people.
Most of the members at the consultation were private hospital representatives. Very few
research organisations and civil society representatives. The discussion was whether to adopt
the central Clinical Establishments Act (CEA) or amend the KPME Act. The government decided to
amend the KPME because adoption of CEA would bring public hospitals under the regulatory
framework. The apprehension that many public facilities would have to shut down as they don't
meet the registration standards. The window of opportunity to effect change lasted from
October 2016- November 2017.
The context of policy amendment- Karnataka is an economically well off state with increasing
reliance on the health service industry. Since 2002 lots of social health insurance schemes have
been introduced where the private sector has a role to play in the implementation of these. PPPs
have been introduced across different sectors. Linkages between private hospital associations,
doctors associations and specialist associations were very strong. They all came together to
represent their interests. Comparatively, linkages among civil society actors were weak. Due to
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these opportunities to effect change are taken over by private actors, who have strong linkages.
It is important that civil society resolve their differences and form a strong alliance. The private
medical sector, especially Indian Medical Association) inuenced the public mind with false
information. There were mass protests by the medical fraternity against pro-patient
amendments. Protests by civil society were not as well covered in the media. Pro-patient
provisions were diluted as a result. Patients' rights charter was included in the Act. Fine of Rs.
10,000 for false complaints led against doctors. This may be a deterrent to patients seeking
redressal.
Civil society strategies- vocal in consultations, open letters, media statements, public protests.
The amendment process was ultimately about power, position and players. It was about how who
was more successful in inuencing public opinion. Government alone cannot bring reform due to
low technical expertise, and uctuation of political will. Conict of interest- some bureaucrats
who were responsible for the committees were pro private hospitals
We need to build strong alliances to counter the private sector. Create an advocacy coalition of
supporters. The epistemic community of knowledge based experts to marshal evidence, instead
of opinion based advocacy. When an opportunity comes, researchers and academia should
play an active role. Need to leverage the power of media. The private sector is huge, inuential
and organised. Civil society needs strong strategic advocacy coalitions supported by research
and evidence to react to opportunities for policy engagement.
Birender Sangwan, Advocate & Citizen Activist, India, a practicing advocate in Delhi
(India)High Court spoke about his patient's rights initiatives. In India, when you start working for
a cause, people pull your leg- hospitals, doctors, and politicians. I had no relation with the
medical line. Used to think of doctors as gods. Hospital owners seemed like they have set up an
army of gods for us. I revered owners of private hospitals. Bad doctors have given the entire
medical fraternity a bad name. Since I succeeded in getting the government to reduce stent
prices, I get calls from patients and families asking to help. If I call up hospitals asking them to
reduce prices, they comply. But, I cannot get this done for all individuals who contact me.
Private hospitals have turned into business ventures. Doctors are burdened with targets. I did not
know earlier that even stents have a maximum retail price. Most people do not know this. To
reduce the prices of stents, I led two writs (Public Interest Litigation), and two contempt petitions.
It was only after this long struggle that I saw any ray of hope. In India, the 1000 crore stent
business has now reduced to a business of rupees 400 crores. Private hospitals have increased
bed charges, oxygen charges, doctor visit charges etc. to make up for the reduction in stent
prices. Twice we have led write petitions in court against the 'package system'. Patients should
be aware of the prices of individual services, drugs and diagnostics. Neither of the writs has
brought us relief yet, but we are going to continue the ght. This is the rst time a legal pathway
has been charted to cap prices of medical devices. We see some hope of corruption reducing in
the medical eld. I would encourage everyone to seek legal recourse.
DISCUSSION AND REFLECTIONS
· Doctors are being pushed towards unethical practices by the management of private
hospitals. It was reected that the focus should be on pinning the liability on hospital
owners and management.
· There are honest bureaucrats who are pro-people. They are victimised and hounded by
the system. Such as the NPPA Chairman who was given a punishment posting for acting on
stent prices. It was mooted that the movements must identify and support honest
government functionaries.
· The future threat to price capping is global politics. The USA is trying to keep stents out of
price control. They want intellectual property law to suit multinationals. International
pressures need to be addressed in the movement.
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· Doctors and lawyers have a very critical role in society. Today the public views both
professions with suspicion, the participants lamented.
· It was reected that the movement must recognise the variations of the type of hospital
and their interests in the private medical sector. Small doctors and clinics were not against
the KMPE in its entirety. Many of them were swayed by false propaganda and false
information on the provisions of the KPME by corporate hospital representatives.
CONCLUSION
The thematic track on private sector accountability examined challenges and strategies related
to ensuring social accountability of the private health sector through three sessions over a period
of three days. The rst day was dedicated go examine the changing nature of the private health
sector, wherein an overview of the emerging trends of commercialisation and corporatisation
with its implications on people's health was deliberated upon. The second day focused upon
actions for patients' rights, and the focus was on documentation of violations of Patients' Rights
and advocacy efforts like for Patient Rights Charters and Campaigns. On the last day do the
Symposium case studies of strategies used to promote social accountability and socially
responsive regulation of the private health sector, were deliberated upon.
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