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ABSTRACT

Objective Despite provision of accreditation of private
sector health providers in government-led schemes for
maternity services in India, their participation has been
low. This has led to an underutilisation of their presence,
resources and expertise for providing quality maternal

and newborn health services. This study explores the
perception of various stakeholders on expectations,
benefits, barriers and facilitators to private sector
participation in government-led schemes—specifically
Janani Suraksha Yojana (JSY)—for maternity service
delivery.

Design Narrative-based qualitative study. Face-to-face in-
depth interviews were conducted with study participants.
The interviews were transcribed, translated and analysed
using a reflexive and inductive approach to allow codes,
categories and themes to emerge from within the data.
Setting Private obstetricians, government health officials
and FOGSI (Federation of Obstetrics and Gynaecological
Societies of India) members, Jharkhand and Uttar Pradesh,
India.

Participants Eighteen purposefully selected private
obstetricians from 9 cities across states of Uttar Pradesh
and Jharkhand, 11 government health officials and 2
FOGSI members.

Results The major factors serving as barriers to
participation of private practitioners in JSY—which
emerged on thematic analysis—were low reimbursement
amounts, delayed reimbursements, process of interaction
with the government and administrative issues,

previous experiences and trust deficit, lack of clarity

on the accreditation process and patient-level barriers.
0On the other hand, factors which were facilitators

to participation of private practitioners were ease of
process, better communication, branding, motivation of
increasing clientele as well as satisfaction of doing social
service.

Conclusion Factors such as financial processes and
administrative delays, mistrust between the stakeholders,
ambiguity in processes, lack of transparency and lack

of ease in the process of empanelment of private sector
are hindering effective public—private partnerships

under JSY. Simplifying and strengthening the processes,
communication strategies and branding can help revitalise
it.

Strengths and limitations of this study

» Perspectives of both private practitioners and
government officials responsible for managing
public—private partnership were studied which gave
a holistic view of major challenges in the system for
effective partnership between public and private
sectors and possible solutions to them.

» Study was part of a larger programme to improve
quality of care in private sector health institutions
of two states and thus pre-existing working
relationships helped us elicit more candid responses
from the study participants.

» Study was conducted in states of Uttar Pradesh
and Jharkhand that are most relevant to this issue
by virtue of their need for partnering with private
practitioners due to large size of population to be
catered and issues of access respectively.

» Perceptions of private practitioners from other parts
of the country were not taken.

» Private practitioners who were interviewed were
those who were practising in urban and periurban
areas and those practising in rural areas were not
included as they were not involved in the project.

INTRODUCTION

India has one of the most privatised medical
systems in the world with private sector
catering to 80% of outpatient care and up
to 60% of inpatient care in the country.'
Up to 60% of total hospital bed strength
and majority of human resources—70% of
total health workforce, 80% of physicians
and almost all of the 30000 obstetricians in
India are serving in the private sector.' > This
indicates a strong potential for this sector to
contribute to childbirth care—a priority area
for India.

However, private sector is underutilised for
this purpose. As per a recent estimate, up to
30% of institutional deliveries in rural areas
and up to 52.5% of institutional deliveries in
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urban areas are happening in the private sector.” Subanal-
ysis of these data reveals that there is a fair appetite for
seeking maternity care at private facilities among various
socioeconomic strata (ranges from 15.5% to 51.2%
women in wealth quintile class 1 to 5 in rural areas and
31.9% to 80.4% women in quintile class 1 to 5 in urban
areas).” This indicates two major considerations for
private sector engagement for maternity care in India—
exploring mechanisms to leverage the presence of private
sector to complement public sector in areas where it is
inadequate, and ensuring that clients, especially of lower
wealth quintiles, accessing services at private facilities of
their choice are financially protected and receive good
quality care.

The policy for accreditation and empanelment under
government’s flagship programme, the National Health
Mission (NHM), offers opportunities for both leveraging
private sector presence and ensuring financial and clin-
ical protection of pregnant women seeking care at private
facilities. Janani Suraksha Yojana (JSY), under NHM, is
a conditional cash transfer scheme covering the whole
country. In 10 select high-focus states, the scheme targets
all pregnant women delivering at health facilities with
entitlement to cash transfers after delivery.* To improve
the reach and quality of the services, it has a provision for
partnerships with private sector with two main modes—a
cost reimbursement model where private health facili-
ties meeting a certain set of criteria are accredited and
empanelled in JSY and render free care during childbirth
in lieu of reimbursement provided by the government;
and a contracting-in model where specialists from private
facilities are contracted on a case basis to provide care
for cases needing specialist attention such as a caesarean
section (C-section).”® Based on the need, district health
officials are expected to approach the available and
eligible private maternity facilities for empanelment
under this scheme. Empanelled facilities are expected
to provide free care for childbirth and they can then get
the costs incurred reimbursed from the district health
department. This reimbursement is based on submis-
sion of documentary evidence of care provided to the
clients. Usually, these facilities are reimbursed after they
have completed care for a batch of beneficiaries rather
than reimbursement on an individual case basis. This
provision is in line with India’s previous National Health
Policy’ and recently released National Health Policy®
which clearly stress the importance of public—private
partnerships (PPPs) in formulation and implementation
of health and family welfare policies and programmes at
both national and state levels.”®

With the initiation of NHM, almost all states in India
initiated accreditation of private practitioners under JSY
or other specific programmes under NHM for ensuring
high-quality care during childbirth which is affordable
and accessible. A similar PPP programme called Chiran-
jeevi Yojana (CY) was introduced in Gujarat with the
primary objective of increasing institutional births and
reducing out-of-pocket expenditure among below poverty

line and tribal pregnant women through empanelment
of private practitioners. It was considerably studied and
initially recognised as a successful scheme.’ '’ An urban
area-focused example was the Mamta scheme imple-
mented in the National Capital Territory of India, where
private facilities were empanelled in government system
to increase access to high-quality care among pregnant
women in urban slums."’

However, PPPs for maternity services did not achieve
desired success. Later evaluations of effectiveness of
the CY found no effect on institutional delivery rates,
mortality and out-of-pocket expenditures.”* A concur-
rent assessment of JSY in selected states by Unicef showed
that only 36.6% of the interviewed women were aware of
empanelled private hospitals and only 1.4% of the bene-
ficiaries availed services from them."” Another evaluation
of JSY found that partnership with private sector facilities
under JSY was very poor in states that were considered
high focus by government of India based on their maternal
and newborn health indicators.” An evaluation of Mamta
scheme showed a potential for increasing institutional
delivery rates, but the scheme remained unattractive for
private practitioners and many targeted beneficiaries still
remained outside the ambit of services.'* Factors such as
the concentration of private practitioners in urban areas
leading to inadequate use, selection of uncomplicated
cases by empanelled practitioners and poor knowledge
among beneficiaries regarding free availability of services
at these sites were cited as major reasons for suboptimal
performance of these schemes."”

These findings brought the growing belief that while
private sector engagement is desirable to complement
the public sector, its current distribution makes it difficult
to address specific needs for socially and geographi-
cally marginalised communities. Accordingly, efforts to
empanel private health facilities under NHM slackened
in most of the states. Recent reports indicate that most of
the NHM’s high-focus states have a very low number of
private sector facilities empanelled under JSY.'°

However, the role of private sector in maternity care
in India cannot be fully discounted on account of these
initial setbacks. Private sector, even with its urban area
affinity, can play a significant role in decongesting the
tertiary care facilities of the basic obstetric care. Analysing
the available Health Management Information System
(HMIS) data from all the states in India, we identified
that District Hospital, the only tertiary care public health
facility in a district, alone handles up to 45% of total
deliveries happening in a district.'” Overburdening of
public sector facilities leads to poor work management
resulting in a quality gap. Experience from programme
evaluations of public sector facilities also indicates that
the quality of care at public health institutions currently
providing delivery services is a challenge.” This quality
gap is also evident from the fact that despite multifold
improvement in institutional delivery rates, proportional
reduction in maternal and newborn mortality has not
been witnessed.'*
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Table 1 Distribution of study participants across states
and categories .

Uttar Pradesh Jharkhand

(number of (number of
Participant interviews) interviews)
Private practitioners 10 8
District health officials 3 2
State health officials 2 1
Central government 3
officials
FOGSI members 2

FOGSI, Federation of Obstetrics and Gynaecological Societies of
India.

Potential usefulness of private sector in sharing burden
with the public sector to improve efficiency and quality
has been reported from other health programmes, such
as improving vaccine coverage, improving availability of
drugs like insulin in the market and improving tubercu-
losis (TB)care in Indian setting.Q?"Q5

Another important area where private sector can play
an important role in is filling the specialist availability
gap in public sector. Public sector suffers from a severe
shortage of obstetric specialists at all levels of health facil-
ities.'® In most instances, complicated cases from within a
district are eventually supposed to be managed at already
overburdened and resource-constrained district hospital
level or beyond facilities situated in urban areas. In such
cases, free transportation to the pregnant women and
their newborns is permissible under the ambit of Janani
Shishu Suraksha Karyakram launched in 2011.*° Since
pregnant women are referred to these institutions, in case
of specialist shortage, emergency obstetric care (EmOC)
services can be provided in private sector facilities empan-
elled under JSY scheme. A study on PPP for EmOC in
Maharashtra found that PPPs under JSY for this purpose
were inadequate and the administrators preferred a cost
subsidisation of services in private sector over hiring a
specialist on contract for provision of services in public
facilities.”

Providing high-quality care to its existing users is
another significant way by which the private sector can
contribute to the overall improvement in maternity
services in the country. Recent studies in India found
concerns with quality of services in private sector mater-
nity institutes.”” ** Since empanelment schemes also
require participating facilities to adhere to prescribed
norms for inclusion and sustained participation, accred-
itation of private facilities also has the potential for
standardisation of quality of services for their existing
clients of maternity services.

Jhpiego—an international notfor-profit health
organisation working in the field of women’s health—
implemented a programme for quality improvement
for maternity services in private sector facilities in the
states of Uttar Pradesh (UP) and Jharkhand. Most of the

targeted facilities were in urban and periurban areas in
tier 2 and below cities and were led by trained obste-
tricians. As a part of our efforts to strengthen overall
maternal health quality by leveraging the private sector
presence, we learnt that these private facilities, if empan-
elled with the government’s JSY scheme, can contribute
significantly to the decongestion of public institutions
and filling the specialist availability gap in public sector
while benefiting from a broader base of clients through
this scheme. However, upon engaging with private prac-
titioners, we found that though they were interested
in partnering with government programmes, there
were multiple influencers of their engagement with
government schemes. Considering this, we designed
this study to understand the barriers to the engagement
of private practitioners situated in urban areas with
government schemes. For perceived barriers, we also
explored potential solutions with relevant stakeholders
and present them for the consideration of programme
implementers in similar settings. In addition, we also
included understanding the perspective of government
officials in empanelling these reputed private facilities
for complementing public sector as a key objective of
the study.

METHODS

This was a narrative-based qualitative study conducted
between September and November 2014. This study was
part of a larger project of Jhpiego implemented with the
support of MSD for Mothers. .

The study involved two groups of stakeholders: the
government officials from central government and
state governments of Jharkhand and UP as well as
the private practitioners and members of Federation
of Obstetrics and Gynaecological Societies of India
(FOGSI). FOGSI is a professional organisation repre-
senting practitioners of obstetrics and gynaecology
in India. The private practitioners were selected by
purposive sampling with maximum variation in terms
of their involvement with government empanelment
schemes, their work experience, their location (across
the two states of UP and Jharkhand), average number
of deliveries conducted per month at their facilities
and their type of practice—whether individual practice
or a combined practice like in multispecialty hospitals.
Only private practitioners from facilities conducting
more than 25 deliveries per month on an average were
approached. These practitioners were from cities of
Ranchi, Giridih, Dhanbad and Bokaro in Jharkhand
and cities of Meerut, Lucknow, Kanpur, Varanasi
and Allahabad in UP. Government officials who were
working in maternal health and were involved with
the empanelment process were approached. These
officials were holding key positions and handling
PPPs at district, state and national levels. Two senior-
level FOGSI members were also approached. Initially,
the potential participants were approached over
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telephone and informed about the study. Those who
expressed interest were requested for an appointment.
On obtaining the appointment, study team members
who were to conduct the in-depth interviews visited
them and explained the study and its purpose. If they
agreed to participate, a written informed consent
was obtained and they were interviewed. None of the
potential participants who were approached refused
to participate. Before initiating the interviews, the
interviewers made some general conversation with the
participants to make them comfortable and build a
rapport.

Study team members who conducted the interviews
were public health professionals with prior experience
of conducting in-depth interviews and were fluent in
participants’ native language. They used a pretested,
semistructured interview guide for conducting the
interviews. The questions were exploratory to allow
perceptions and experiences of participants to emerge
during the interview. The interviews were conducted
after ensuring privacy and confidentiality so that
participants were able to speak freely about various
issues that were discussed. For all the private practi-
tioners and FOGSI members, the interviews were held
in their clinics whereas for all the government offi-
cials, the interviews were held in their office cabins.
All interviews were audio-recorded. On an average,
the interviews took 40 min each. The study interviews
were stopped when we reached response saturation,
that is, when no new information was derived through
them. A total of 31 interviews were conducted, with 18
of them being with private practitioners from various
cities of UP and Jharkhand, 11 with government offi-
cials at various levels and 2 with key informants from
FOGSI (Table 1).

We hired a qualitative research expert who tran-
scribed and translated the interviews from local
language Hindi to English. A member of the study
team, who was involved in conducting the interviews,
cross-checked each of the transcripts against the
original recordings to ensure quality. The qualitative
research expert coded the translated transcripts using
the software package Atlas.ti V.7.2, using a reflexive
and inductive approach to allow codes and categories
to emerge from within the data. No pre-existing struc-
tural framework was used and a process of constant
comparison was carried out between the various cate-
gories that emerged across different stakeholders to
come up with a list of themes. Once the themes were
generated, they were shared with the study team
members and consensus on the final list of themes was
reached.

[ustrative quotations in English have been used in the
results. Both the main project as well as this study received
ethical approval from the Institutional Review Boards of
International Institute of Health Management Research,
India, and Johns Hopkins Bloomberg School of Public
Health, USA.

RESULTS

Profile of the participants

Out of the total 31 participants interviewed, there were 18
private practitioners. All of these respondents had post-
graduate training in obstetrics and gynaecology except
one who was a medical graduate. All of the respondents’
practices were located in tier 2 or below towns in UP
and Jharkhand. In most cases, these were just obstet-
rics and gynaecology practices, but some of them were
part of hospitals providing care in other specialties also.
Most of these respondents had a practice of more than
15 years with an exception of two respondents who had
5-T7years of practice. Most of the respondents reported a
mix of clients from urban and rural areas. Out of the 18
private practitioners, 9 reported having been empanelled
under the JSY scheme at any point of time. Also, eight
reported having been empanelled under Rogi Swasthya
Bima Yojana (RSBY) at any point of time. RSBY is a social
health insurance scheme implemented by government
of India to reduce out-of-pocket expenditure on health
and increase access to health. This scheme covers overall
health as compared with just the maternity focus under
JSY and includes empanelment of private practitioners by
private insurance companies to cover below poverty line
beneficiaries.”’

Government officials interviewed represented all
three important levels of programme implementation
in India—district, state and national levels. State and
national officials were responsible for overseeing the
larger maternal health and family planning programmes
including the PPP components and officials at district
level were responsible for actual empanelment of private
practitioners.

FOGSI representatives were senior members located at
national and state levels who are widely respected among
FOGSI members.

General perception of study participants on accreditation
and empanelment programmes

Both government officials and private practitioners felt
that it was desirable for private practitioners to engage
with such schemes for improving access of quality
health services to those who would otherwise not be
able to afford them. Government officials also pointed
that such schemes had the benefit of using the existing
resources of private sector to fill the gaps in govern-
ment services.

“If we [government/district health officials] can
involve them [private practitioners] in accreditation
with the government, then we can improve our
institutional delivery percentage.”

—District health official, UP

“As far as the private sector is concerned they have
resources, specialists...they have really skilled people
and we can make use of that.”

—District health official, UP
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Expectations from accreditation and empanelment schemes
In addition to their motivation to increase access, govern-
ment officials emphasised that they expected accredited
private practitioners to provide good quality care, espe-
cially to the poor patients who avail their services under
such schemes.

“Expectation of the government in this regard is
mainly to provide ... quality of care especially to below
poverty line families, beneficiaries...for better care
for normal deliveries, or caesarean sections accessible
to them in the nearby areas in private facilities.”
—Government official, UP

When asked about their motivations, private practitioners
provided the following reasons:

1.

To increase their clientele which would happen with
the additional numbers of people who come to their
facilities through the schemes;

To earn more revenues as a result of the increased
number of clients especially when high volumes were
involved,;

For public health reasons since participation in such
schemes meant that the poor would be able to access
their services that would otherwise be out of reach for
them;

Some private practitioners also felt that being
accredited and empanelled under such schemes gave
them added legitimacy since being accredited by the
government was seen as an added seal of approval
for their particular institution and the services they
offered.

“One is social service, second is increase the clientele,
third is earn money, basic three, every nursing home
has these three.”

—Private practitioner, UP

“Number one is of course business...because we are
in practice and we want business also, that more
footfalls will be there. And number 2 also that we
know that these patients they are not going to give
business to us. This is a sort of a help or a charity or
something giving to the society which is given to the
society which is not possible routinely for us.”
—Private practitioner, UP

Previous experiences with accreditation under JSY scheme

Government officials reported their experience in
empanelling private practitioners under JSY scheme.
They pointed out that where private participation had

worked, the reach of programme, especially in areas
where government was not in a position to increase their

coverage, had improved.

While private practitioners were motivated and keen to

fulfil their obligations under the programmes, most did
not have positive experiences to relate to. Practitioners

who did not have direct experience described their

own and their colleagues’ experiences of trying to work

with the programme and then opting out since in their

opinion, being part of such programmes was not proving
to be of any benefit to them in the long run.

“For Maternal health I have been accredited to one
programme Janani Suraksha Yojana and frankly I am
not finding it to be good.”

—Private practitioner, UP

“I knew of a doctor couple who were involved in the

JSY scheme but they finally left it. They said there were

lot of problems...payments were not done properly,
they were questioned about the treatments they used
especially medicines etc. They tried for 3—4 months
and then they said its not functioning smoothly, there
is a lot of tension.”

—Private practitioner, UP

Government officials at all levels were aware of the fact
that enthusiasm of private practitioners and institutions
to join their accreditation schemes was not very high and
many were avoiding such programmes due to a variety of
reasons.

“Some of our schemes are failing badly...the bills are
lying around without being paid and the hospitals
start refusing saying we will not give any more services
to your beneficiaries. So that is a big problem for the
government.”

—Senior government official, Ministry of Health

“Most of the private practitioners here are not
interested in collaborating with the government
sector because of the amount of paper work and
other types of formalities and also the expectation of
the beneficiaries I think.”

—District health official, UP

Barriers to accreditation and empanelment of private
practitionerss under JSY scheme

Further exploration of participant’s perspectives on
why the scheme was failing to sustain the targeted PPP
provided useful information on challenges related to the
scheme. From the thematic analysis of the interviews of
study participants, the following key barriers to empanel-
ment of private practitioners in government schemes for
maternal health emerged:

1.

2.
3.
4

system-level barriers,

trust deficit and unpleasant previous experiences,
client-level or patient-level barriers, and
facility-level barriers.

System-level barriers

System-level barriers on further analysis yielded subthemes
of finance-related barriers as well as barriers related to
administrative processes

Finance-related barriers

Low reimbursement amount was universally referred to
as the most important barrier in the present programme.
While some participants had been empanelled and
knew exact amounts offered under the scheme, others
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had heard from their peers about the reimbursement
amounts. Participants mentioned that they were offered
1400-1500 rupees for each successful normal delivery
and 4000-6000 rupees for a C-section under the scheme,
whereas they charged anywhere between 4000 and 6000
rupees for normal delivery and between 10000 and 12
000 rupees for C-section from their existing clients. In
the opinion of private practitioners, the amounts that
were reimbursed in return of their services were unreal-
istic given the costs involved in conducting deliveries at
their institutions. They felt that the government officials
failed to understand the associated costs such as hospi-
talisation, medication, and so on, which vary from case
to case. As a result of this, many private practitioners
ended up suffering losses and in a few years left the
programme.

“Is it possible to conduct complicated deliveries at

Rs 1500/-? I don’t know the people who made this

programme what they were taught. I don’t know.”
—Private practitioner, UP

“See the package I am charging others is Rs10,000/-

for a C-section, so if we do a C-section for Rs. 4000/-

then where will we get the rest of the money? We

cannot send the patient home [discharge] in 3 days

right?”

—Private practitioner, Jharkhand

All government officials, except one, also concurred with
the assessment that present reimbursement amounts were
very low and expecting private practitioners to provide
services with such low reimbursement amounts was not
sustainable.

“The amount [reimbursement amounts] they get is
not really useful. It does not cover whatever services
they are providing.”
—A government official
“Charges [reimbursement amounts] are very low. We
are giving Rs1500/- for a caesarean and patients give
more than this in a normal delivery. So why will they
be interested in such a low amount?”
—District health official, UP
Having to provide services at rates that did not even
cover the expenses meant that there were instances
of private practitioners charging patients who came to
their institutions for some of the services they provided
in order to break even. This practice was considered
corrupt and frowned upon by government officials
and, in their opinion, led to the failure of accreditation
schemes in some places.

“They [private practitioners] were taking money from
both sides. Not just the government but the clients
too. So the scheme failed.”

—District health official, UP

“Some hospitals take money to cover their expenses
but this is not a healthy thing.”
—Private practitioner, UP

Barriers related to administrative processes
The following subthemes emerged on further analysis of
barriers related to administrative processes.

Delayed reimbursements

The amount of time taken to reimburse private practi-
tioners for their services to the patients was another
disincentive for private health facilities to participate.
Private practitioners with experience of participation
in the scheme narrated their personal experience of
having to wait for very long time once all formalities were
completed.

“Everyone wonders about the delay. Why there is a

delay in spite of doing our work well and sending

the necessary reports on time. Well even if you say it

will be delayed its ok to take 15 days’ time. But after

that we expect our payments to happen. Otherwise it

becomes very difficult for us to run the hospital.”

—Private practitioner, Jharkhand

State-level and national-level government officials
agreed that the time taken for settlement of claims
was not ideal and this was proving to be a stumbling
block for private sector participation in empanelment
programmes.

“See one of the major problems why the private
practitioners do not come and enter into agreements
with the government is the release of money. See
for example today I might have seen 100 cases. But
when the bills are raised he [private practitioner]
has no clue if he will get his payment in a month
or in twomonths. Why should I have an MoU with
the government when if today I give my services my
money will be released in 6 months.”
—Senior government official
District-level government officials spoke about addressing
delays and pointed out that they were trying out online
transfer of money directly to the private practitioners to
reduce such delays.

“If they [private practitioners] give us a voucher

[reimbursement claim] it is done within 10 days,

within even a week because we are now giving the

money via RTGS [Real Time Gross Settlement].”

—District health official, UP

However, one district-level official also pointed out that
the delays were due to the way funds were given from the
state to the lower levels. He pointed out that without a
continuous flow of funds, even when all the documents
were submitted by private practitioners, he was unable
to reimburse them until the next instalment of funds
was released to his office.

“The flow of budget from the state is not continuous,
3 months,6 months. Suppose the private sector has
produced a voucher [reimbursement clain] it will be
pending if we do not have money until we receive it
from the top.”

—District health official, UP
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Thus even if the transfer was done online, cutting through
the delay of preparing and presenting cheques, it did not
address the issue of lack of continuous flow of funds.

Process of interaction with the government and administrative
issues

Private practitioners having previous experience of
empanelment under a government scheme perceived
that they were not made fully aware of the procedure
and necessary documentation for empanelment and
submission of claims for reimbursement during their
engagement. Moreover, they mentioned that government
officials were very rigid on the type of documentary proofs
of services. Thus, this lack of clarity on necessary submis-
sions on their part and rigidity to evidence on official’s
partled to multiple submissions, wastage of time and frus-
tration among practitioners. Most of the participants who
did not have personal experience with the scheme had
heard about these administrative issues from their peers,
and cited this as a deterrent to their joining the scheme
themselves.

“They are very rigid about the guidelines that we

have to follow and not rigid about their part of the

guidelines.”

—Private practitioner, UP

All the government officials (except one) agreed to the
fact that there was need of more transparency in the
system related to necessary documents, record keeping
and procedures related to reimbursement.

“Majority of the time I think the problem is about the
record keeping. Plus it also has to be transparent; he
[private practitioner] should not have to run around
to get multiple forms. It should be clear and available
on the website for everyone to see and the conditions
should be clear.”

—Senior government official

Lack of clarity

In qualifying norms for a private practitioner to get
empanelled in government schemes was also referred to
as a challenge by government officials. The highly diverse
nature of the private sector in India (ranging from a single
practitioner running a clinic to superspecialty hospitals)
posed a peculiar problem on who should qualify, what are
the criteria for empanelment, how these criteria would be
implemented, and so on.

“I don’t see a very bright future for the private sector
in this [accreditation under JSY] until and unless we
have a clear cut policy as to how we are going to make
them partners.”

—District health official, UP

Trust deficit and unpleasant previous experiences

Past experiences of participants (private practitioners
and government officials) had an influence on how they
perceived each other. Thus, in general private health-
care practitioners accused government officials of biased

attitude towards them where they, despite having better
quality than public sector, were subjected to greater scru-
tiny and maintenance of documentary proofs. They also
referred to government processes as cumbersome, ineffi-
cient and unsatisfactory. The government officials felt that
private institutions were not transparent with their data and
were not interested in maintaining documents and records.
Some government officials also felt that private practitioners
were primarily oriented towards profits and what benefits
they could get and in such a scenario spending time and
energy on adequate paperwork and being supervised by the
government was something that they disliked.

“On the contrary when we go to a government
hospital, what parameters are they maintaining?
This is a very partial situation. It’s a one sided affair.
Standards are very much double.”
—Private practitionerr, UP
The government officials too had their own take on the
issue.

“First of all there is a condition of being supervised

and we are the ones in the supervisory position and

this it not acceptable to them.”

—Government official, Jharkhand

Following from such perceptions, there emerged a
phenomenon of trust deficit between private health-
care providers and the government health system that
hindered optimal collaboration between the two.

“Mutual faith is not there between the government
and the private and that is a major challenge.”
—Senior government official

“There is a trust deficit...absolutely and in any
transaction whatever it may be if there is a trust deficit
that policy is not going to survive, it is never going to
survive.”

—Private practitioner, UP

Client-level or patient-level barriers

The most important patient-level barrier for private
practitioners was the poor level of antenatal care among
patients who came via the empanelment programmes.
This, they said, resulted in complicated cases landing
up at literally the last minute in their healthcare facility
causing the doctor in charge to arrange for treatments
that would not have been required if adequate care had
been provided during the antenatal period. A typical
example which many participants referred to was women
who were severely anaemic who presented themselves
at the last minute for the delivery. In such situations,
blood had to be arranged and there was no clarity on
who would arrange or pay for it. Patients and their care-
givers came with the expectation that all services would
be provided freely and such situations caused difficulties
for all concerned. On the other hand, by virtue of their
sustained relationship with their own clients during ante-
natal care (ANC) period, they seem to have better control
over the clinical condition of the client.
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“The patients who come through this system, the JSY,

usually they neither have their antenatal check-up,

nor have they received any medicines nor have they

done any investigations. Now the government has

sanctioned very little fund so it is not possible within

this fund to manage all of this and see the patient.”

—Private practitioner, UP

One of the private practitioners referred to the class
of patients who come in via JSY and other government
programmes and how among some of the private health-
care providers this might be a disincentive since having
people from a highly different class could potentially
impact the image of their hospital and therefore impact
their profit margins. No other private practitioner
referred to this issue directly or indirectly as a barrier.
This could be possible due to the factor that majority of
the private practitioners interviewed for this study were
from such cities and towns where such strict demarcation
might not exist between the types of patients who come
to private hospitals. However, it would be worth investi-
gating if this is a barrier among private practitioners in
larger urban centres and how accreditation programmes
can be run successfully and equitably in the face of such
barriers.

Facility-level barriers

Government officials pointed out that while several private
healthcare providers did provide good quality services,
there were an equal numbers who also provide substan-
dard services. Hence for a programme manager, who had
to choose from among the applicants to an accreditation
programme, this posed a dilemma since private facility
did not necessarily equate to high-quality services. Private
practitioners admitted that there were institutions that
did not provide good quality care but pointed out that
this would be the case with any service sector and not just
in healthcare system.

“No doubt, some of the hospitals [private hospitals]
they are providing good quality services but some of
them don’t have sterilised OT [operation theatre],
don’t have specialists and don’t have all types of
facilities that are needed for quality care. But they are
also accredited and giving services.”

—District health official, UP

“It is a challenge for the government because there
are all varieties of private settings. So it is not easy
to go and expect that the accreditation system will
happen overnight. Because if they sincerely do the
inspection then most private set ups may not even
qualify!”
—Key informant, private
Government officials also pointed out that the differ-
ences in charges for services among different types
of practitioners also posed challenges for defining a
reimbursement rate that is acceptable to all private prac-
titioners. A private practitioner having a large healthcare
unit in an urban centre might have a certain rate that

was fixed for certain services whereas it would be possible
to obtain the same services fromanother private practi-
tioner at much lower rates. This created the dilemma of
what would be the ideal rate that the government could
reimburse and what sort of practitioners should it look
to accredit in its programmes. Should it focus on those
whose rates fall within its ambit or should the programme
be open to every class of private healthcare institution?
The private practitioners quoted a range of 2000-4000
rupees as an acceptable range of reimbursement for a
normal delivery and a range of 8000-16 000 rupees for
C-section, where for both cases, the higher limit is double
the lower limit of expectations, thereby confirming this
wide variation in their charges. One solution pointed out
by an official was to standardise the rates and procedures
across the board in the country. That would mean that
whether a normal delivery was conducted in a superspe-
cialty hospital or a clinic, the protocols to be followed
would be standard and the amount to be charged for the
services would also be fixed. While this would eliminate
the problem of differential payments between institutions,
given the highly varied nature of healthcare institutions
in the country it might not be feasible to implement it
across the board.

Facilitators to successful empanelment programmes

On analysis of the interviews for facilitators of empanel-

ment of private practitioners in government schemes for

maternal health, the following themes emerged:

1. system-level changes which can facilitate empanelment
of private practitioners,

2. branding: individuals and institutions, and

3. motivation of increasing clientele as well as doing
social service.

System-level changes which can facilitate empanelment of private
practitioners

Our analysis brought out two system-level changes which
could facilitate the empanelment of private practitioners
in government services: ease of process and better
communication.

Ease of process

A transparent and easy process that did not overwhelm
those who wanted to be part of the programme was
considered as an important facilitator by study subjects.
Private practitioners shared their experience when even
after completing all formalities, they were not sure if they
had done everything according to the expectation of the
government and if their payments would be processed
without any problems. Given that many of the private
practitioners are in a comfort zone with patients coming
to them and paying for their services, the whole prospect
of getting caught up in administrative and legal issues
that are time consuming and ambiguous was unattractive.
Initiatives such as putting up guidelines on the website,
making the entire process of applying to get empanelled,
registration, submission of details and payments online
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along with clearly defined timelines for each proce-
dure to be completed were aspects that participants felt
would facilitate private involvement in empanelment
programmes.

Better communication

Participants in this study universally acknowledged the
trust deficit that existed between the two stakeholders:
government and private. Hence they felt that involving
all stakeholders in the process right from designing of
programme to fixing the rates, protocols, and so on,
would go a long way in facilitating open communication
between the two stakeholders. They also felt that such
involvement should be carried out at all levels between
the government and the private sectors from the national
level (central government officials, policymakers) right
up to the level of service provision.

Some study subjects suggested that one way to achieve
this is by involving professional bodies like FOGSI which
can act as a bridge between the government and indi-
vidual private practitioners. In addition to facilitating
better communication between the various stakeholders,
FOGSI and other similar professional bodies could also be
involved in processes right from design of the programme
to its implementation and ongoing monitoring.

“They are very important, because professional
bodies are the torch bearers of all technical protocols.
Plus they can help with their advocacy [for the
accreditation scheme]. They can go to every member
and they have a wide number of people attached to
them. Advocacy and then certification also.”
—Senior government official

Branding: individuals and institutions

Private practitionerss pointed out that they considered
being empanelled by the government to be a positive sign
and in some cases even a status symbol that gave them a
standing as a place where quality services were delivered.
This they felt could be used by the government as an
attraction for those who want to get empanelled in their
programmes. Also, if those who were part of the govern-
ment programmes were given a seal of quality, like the
ISO (International Organization for Standardization)
certification, it would be a motivating factor for signing
up for such programmes and provide services even if
monetary benefits were minimal or absent.

“If you are recognised by the Government of India it
will give you prestige, that itself will attract and on a
government seal it will be of quite a value.”

—Senior government official

“A branding system will be rewarding to any hospital.
It will inspire the doctor to improve their level, their
quality and it is very good.”

—Private practitioner, Jharkhand

“The advantage of the brand will be that everybody
will think there is something in it and we should not
miss out on this opportunity.”

—XKey informant, private

DISCUSSION

In this study, we tried to document the major perceived
barriers and facilitators for private sector practitioners’
participation under the JSY scheme through in-depth
interviews with private sector actitioners and key govern-
ment officials in-charge of PPP in the states of UP and
Jharkhand. While both government representatives and
private practitionerss expressed keenness in partnering
with each other, there were many reported challenges
for the same. Based on the perceived challenges and our
understanding of the issue, we have also made recom-
mendations for improvement in the system for improved
participation of private practitioners in the JSY scheme.

Based on the reported perceptions of participants, our
research identified the following major themes: reim-
bursement amounts currently offered for empanelled
practitioners under the JSY schemes are low; there is a
widespread trust deficit between government officials
and private practitioners; the current system of empan-
elment of private practitioners under JSY scheme lacks
transparency, accountability and clarity on part of various
stakeholders; private practitioners have apprehensions
about the types of clients who will access services at their
institutions after they get empanelled under the JSY
scheme; and recognition of empanelled facilities through
a quality of care seal or brand is considered an additional
motivator by private practitioner for empanelment with
JSY scheme.

In our study, both government officials and private
practitioners felt that the current reimbursements for
delivery services offered under JSY schemes were very low.
A study on practitioners’ perceptions on empanelment
under CY also reported that reimbursement amounts
were considered low by private practitioners”’; however,
there were considerable differences from our findings. In
CY, the rates provided are higher (INR 2800) than those
provided under JSY (INR 1400). In the CY study, the prac-
titioners had variable responses to the adequateness of
this amount (rural participants said the amounts were
sufficient for normal deliveries), whereas in our study the
practitioners unanimously said the amounts were very
low. This might be due to three major reasons—higher
amounts offered under CY, primarily urban nature of
our private practitioners who routinely charge higher
for services, and the time difference between two studies
leading to increased costs of care. A study in Maharashtra
found that amounts offered under JSY were low even
for contracting out just the services of obstetricians for
providing care in public facilities.” A unique finding of
our study was the perspective of government officials who
also considered these amounts significantly lower than
what will be appropriate, but reported that any revision in
reimbursement amounts was out of scope of their admin-
istrative authority. Our findings in comparison to this
study suggest that if the government system intends to
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engage well-performing private facilities to share burden
of tertiary centres and leverage their specialist presence,
the amounts reimbursed under the schemes will have to
be substantially (three to four times) increased and such
process will require a policy change at national level.

Similar to our study, the study on CY also concluded
that mistrust between private and public sectors was an
important reason for private practitioners’ disinterest in
partnering with the scheme.” This mistrust was fuelled
primarily by previous experiences of private practitioners
like difficulty in getting empanelled or getting their reim-
bursements. A study on private practitioners’ perspectives
on participation in RSBY scheme also reported tension
between the insurance company and doctors over delays,
malpractices, perceived threat of being de-empanelled
and moral hazards.” However, our study brings out a very
important perspective of government officials on this
mistrust. The government officials perceived that private
practitioners were mostly concerned with making profit
with services and thus cut corners with quality of services.
Another challenge perceived by government officials was
the hesitation of the private institutions in maintaining
records and agreeing to have their quality of services
supervised by them.

There was a high level of dissatisfaction among private
practitioners with the system for application for empan-
elment and providing services under it. For applications,
there was a reported lack of transparency in terms of
response times, criteria for empanelment and the process
of implementation. The practitioners also perceived that
government officials were extremely rigid with respect
to the implementation of guidelines. Procedural burden
and paperwork were also reported as a perceived chal-
lenge by the CY study from Gujarat.” In our study,
another frequently reported challenge was the delay in
the payment of reimbursement amounts. Delayed avail-
ability of funds at the point of disbursal from higher
levels was reported as one reason for delayed reimburse-
ments by government officials. This is consistent with
the findings of an evaluation of JSY scheme where timely
availability of funds was quoted as a major challenge by
government officials.” Although in a study from Maha-
rashtra, block and higher level administrators did not
perceive any problems with the fund flow,’ similar proce-
dural, administrative and transparency-related challenges
have been reported from other PPP initiatives in India
and other nearby countries.” ™ Thus, procedural delays,
fund availability and administrative processes will need
to be improved for accreditation and empanelment of
private facilities under JSY programme to improve.

Another unique finding of our study was that despite
the challenges prevalent in the system, most private sector
practitioners said that their interest in partnering with
the government system will improve if there is a recog-
nition of partnering institutions by the way of a brand
or seal apart from the usual reimbursements for services
rendered. This seal or brand could be based on the
process of verification of services at these institutions at

the time of application. Thus, this recommended action
seems to partially have the potential to offset some of the
barriers experienced by practitioners for partnering with
the system. This seems very well in line with the expressed
motivation of practitioners that partnering with the system
will bring them more clients and will increase revenues.
Any recognition of services of these institutions that they
can advertise will increase the visibility of institution in
the sector and will, in turn, bring more clients to the insti-
tutions. Apart from economic benefits, the recognition
of services was expected to lead to improved professional
standing and satisfaction of these partnering private
sector practitioners. Formal accreditation of facilities and
sense of professional satisfaction from services have been
reported as an influencer of success partnerships in other
settings as well.”

Similar to the CY study in Gujarat, private practi-
tioners in our study also reported concerns with the
type of clients accessing services. However, in our study,
the predominant concern was the perceived poor ANC
status of clients targeted under JSY. Only one private
practitioner expressed apprehension that the category of
clients accessing services at their centres under the JSY
scheme will lead to a ‘downgrading’ of the image of their
centres whereas this was commonly reported by the CY
study participants.”

Our major recommendations from this study that
might be beneficial in improving the PPPs under the JSY
and other related schemes are the following:

First, the reimbursement under JSY scheme should be
increased significantly taking into account the current
cost of services. Payment rates for similar services under
the schemes such as Central Government Health Services
are significantly higher than the current JSY rates. These
examples can form a basis for cost calculations to arrive
at appropriate reimbursement rates under JSY schemes.
Second, the existing guidelines defining the process,
target beneficiaries, criteria for selection of private prac-
titioners and service standards should be reviewed and
refined to ensure a better fit with the current context.
For this purpose, all the important stakeholders including
representatives from professional associations should be
consulted. The revised guidelines should also stronglyfocus
on setting up systems for periodic reviews and refinements
in the structure of the system. Furthermore, the guidelines
should bring a strong impetus on improving the trans-
parency and accountability in the system for application,
empanelment and reimbursements for services under JSY
scheme. Use of technology for creating online systems for
such activities should also be procured. This will help in
both improving transparency in the system and reducing
paperwork and related administrative challenges. Deiden-
tified data such as payments, services provided, antenatal
care status, medications, number of C-sections, patient
income levels, and so on can be periodically published on
publicly accessible websites to strengthen accountability.

Leveraging existing identification systems such as
Aadhaar numbers for public health has been suggested
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widely.” The same can be used to effectively and
efficiently track the target beneficiaries. Third, commu-
nication with stakeholders regarding the features of PPP
mechanism under the JSY scheme should be improved
from the government’s side. This should include clear
instructions to the government officials regarding
the operational aspects of guidelines on empanelling
private practitioners under JSY scheme, their sensitisa-
tion on important features at available opportunities,
and regular oversight from the government of India
and state government’s side. Practitioners should be
educated better on the entitlements under the schemes,
administrative processes and target beneficiaries through
targeted communication efforts using mass media tools.
Professional associations of providers should be involved
in disseminating this information further to the private
sector practitioners. Their help can also be taken for
defining the role of private sector more clearly in the
delivery of maternal and newborn health services under
the ambit of JSY scheme. Finally, the government should
consider strategies to establish partnership under the
scheme as a desirable and prestigious action. This can be
promoted through developing a branding strategy for the
scheme and creating public awareness about the scheme.
This will also include developing a seal of services that
can be awarded to the partnering institution that can
advertise their coveted status as a partner in government’s
effort for improving quality of services in the country.

CONCLUSION

We conclude by saying that the private sector can poten-
tially play an important complementary role to the public
sector for maternity services in India. Despite provisions
in existing schemes, due challenges such as inadequate
reimbursements, mistrust between the stakeholders, lack
of clarity regarding processes, administrative delays, lack
of transparency and ease in the process of empanelment
of private sector, it is severely underutilised. This can be
improved by improving the system of empanelment of
private sector to address challenges including relook at
the reimbursement amounts, improving communication
with the private sector, and by introducing strategies to
ensure that partnership with public system is seen as a
prestigious thing by private sector.
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