\/‘ MATERNAL LONDON \
) | HAARKETS - SCHOOLo £ i
EVALUATION HYGIENE § >
TEAM &TROPICAL g
MEDICINE %

J IMPACT
i " Pariners in Social Development /I,

The Nature of Competition
faced byPrivate Providers of
Maternal Health Services In
Uttar Pradesh, India

April 2017




Acknowledgements

The research in thigeport was supported by funding from 8Dthrough its MSD for Mothers program.
Funding was used for general financial support, including staff salaries, travel, and overhead. MSD had
no role in the design, collection, analysis and interpretation of datariting of manuscripts; or in the
decision to submit a manuscript for publication. The content of this report is solely the responsibility of
the authors and does not represent the official views of MSD. MSD for Mothers is an initiative of Merck
& Co., le., Kenilworth, N.J., U.S.A.

This report was prepared bfatherineEGoodman; MeenakshiGauthant; Richardles'; Katia
Bruxvoort; ManishSubharwa; SanjayGupt&; and Manishlairt

! Department of Global Health and Development, London School of Hyaieh&ropical Medicine, London, United
Kingdom

2 Impact Partners for Social Development (Impact), Delhi, India



TABLE OF CONTENTS

Yol [0 11T/ [=Te [ [T 1T £ USRS 2
ADDIEVIALIONS. ... 6
EXECULIVE SUMML . ...ttt eea b mr e e e e e e e e e e e e e e e e e e e e 8
1 INTRODUCTION. ...ttt ettt ettt e e e e et ettt b e e e e e et eeetbbme e e e e e eebbaa e eeeeas 11
1.1  Study rationale 11
1.2  Aimand Objectives 12

2 METHOD S .. ettt e e e e e et e e et e e e aaan 13
2.1  Conceptual framework 13
2.2 Study setting 14
2.3 Facility mapping 16
2.4 Surey of facilities providing deliveries 18
2.5 In-depth interviews 19

B T S 1 | IR 10 PP 22
3.1  Market Structure 22
3.1.1 Number and type of facilities 22
3.1.2  Three broad type of private delivery facility 25
3.1.3 Key characteristics of delivery facilities 27
3.1.4  Growth of the market 31

3.2  Pricing and Payment 32
3.2.1 Price of delivery 32
3.2.2 Price setting 34
3.2.3  Insurance 36

3.3 Non-Price Competition 38
3.3.1  Location 39
3.3.2 Infrastructure and equipment 40
3.3.3  Hotel features 42
3.3.4  Staff and consultants 44
3.35 Marketing 49
3.3.6  Agents and commissions 51

3.4 Interventions affecting Private Facilities 57
3.4.1 Regulation 57
3.4.2 Maternal healthrelated interventions 60



4

5

3.4.3 Im

pact of public sector strategies on the private sector

DISCUSSION. ...ttt ettt enb ettt e e e e e e e e et e e e e et e e e e e e bbb n e e e e e e e e aaae
4.1  Study Strengths and Limitations

4.2  Key Findings for Informing Policy

4.3 Intervention Options

References

62
64
64
65
67



FIGURES

Figure 21 Conceptual FrameEWOIK ............cooiiiiiiiiiieeiiii e e e 13
Figure 22 Map of Uttar Pradesh showing Nature of Competitundy Sites...............c.oeeviiiiiiicnnns 15
Figure 31: Mapped facilities in (a) Kanpur Nagar Zones 1 and 2, (b) Kannauj and Kanpur Dehat, and (c)
Bareilly @l RAMPUL........ooi it e e e e e s e e e e e e s b e e e e e e e e annes 23
Figure 32 Share of deliveries by facility type and study Site...............ccooeiiicciiiiiiiiieeee e, 30
Figure 33 Mid-point of price ranged charged in general ward for (a) normal delivery andq4ggton34
Figure 34 Key elements of NGANCE COMPELITION...........eeviiiiiiiiiiiiiiee e 38
Figure 35 (a) Owner qualifications and (b) NMBBS owners that employ MBBS staff or consultads
Figure 41 Building block®r enhancing private sector performance.............ccocvvveeiiiiciiineeeeennnnns 67
TABLES

Table 21 Demographic, geographic and health indicators for study Sit€S........vvveeviiiiiinninnn. 16
Table 22 Key maternal health and utilisation indicators for study Sit€S.......cccccvvvviiiinil. 16
Table 23 Mapped urban wards and block towns across the three study.Sites.........ccccccvvvvvevveennn.. 17
Table 24 Private delivery facilities surveyed of those mapped..........ccvvvveveeeieeeiiiiiiiiieecieeeeeeeeee, 18
Table 25 Charactdstics of private facilities included in IDIS...........cuuvviiiiiiiiiiiiiiiiieeeeeeeeeeeeeeee, 20
Table 26 Characteristics of allied service providers and stakeholders inclodBdis......................... 20
Table 31 TYPE Of fACHItIES...eveeiiieieieiee e e e e e e e e e 22
Table 32 FaCIlity CAtEQOIIES. . .. .uuuiiiiieeiiiie ettt e e e e e s e e e e e e s e e e e e e e e anes 27
Table 33 Characteristics of facility OWNELS...........uuuiiiiiiiiiiiiiiieeeeeee e 28
Table 34 NUMDEr Of DEAS ......oiieeeeeeee e e e e e e e 29
Table 35 Services OffEred..... .o e 29
Table 36 Facility ULIISALION............uuuiiiiiiiiiiiiiiieeee e rereeeeeeeeees 30
Table 37 3firm and 5firm concentration ratios of deliveries in the past month............................. 31
Table 38 YEArs iN OPEIAtIONL......uuuieieieieiiieeiee ettt e e e e e e rarersaeeeeereeeees 31
Table 39 Mid-point of price range for delivery (Rupees, median (IQR)).......ccccccvvvviiiiiiinnnil. 33
Table 310 Insurance / cashless scheme empanelmMent...........ccoooiuiiiieieeiiiiiiiieee e 36
Table 311 General INFraStrUCIUIE. ........iiii i e e s e e e e e s s snnneeeeaeeas 40
Table 312 Medical INfraStrUCTUIE.........ccoi et r e e e e e e e aaeaaeeeeaaeaeaesseaasasassannnnnnnnnne 40
Table 313 PriVAte FO0OMIS. .. ..cii it iee ittt e e e e e e eeeeeteaaaaaaaaaaaaaeaeesssaassaasaasaaannssnnsnnnes 43
Table 314 MBBS and medical specialist salaried staff and visiting consultants.......................... 45
Table 315 Delivery referrals from other facCilitieS............uvvviiioiiii e 52
Table 316 Delivery patients brought to fdities by ASHAs and Dais.............ccccccviiniviiviiiiiieeeeeeeen. 52
Table 317 Referrals for allied SEIVICES..........uviiiiii e 56
Table 318 RegiStration @nd IECOIUS ... ...ccii ittt e e e e r e e s e eeeeas 58
Table 319 Interventions and affiliatioNs............cooiiii e 61



Abbreviations
ANC: Antenatal visit

ANM: Auxiliary Nurse Midwife

ASHA: Accredited Social Health Activist

AYUSH: Ayurveda, Yoga and Naturopathy, Unani, Siddha and Homoeopathy
BAMS Bachelor in Ayurvedic Medicine & Surgery

BHMS: Bachelor in Homoeopathic Medicine & Surgery

BUMS: Bachelor in Unani Medicine & Surgery

BR: Bareilly and Rampur study sites

CEmOC: Comprehensive Emergency Obstetric Care Services

CHC: Community Health Centre

CME: Continuous Medical Education

CMO: Chief Medical Officer

FBO: Faitlbased Organisation

FOGSI: Federation of Obstetrics and Gynaecology Societies of India
GDP: Gross Domestic Product

HLFPPT: Hindustan Latexrily Planning Promotion Trust

INR: Indian Rpees

ICU: Intensive care unit

IDI: Indepth interview

IMA: Indian Medical Association

IQR: Interquartile range

IUD: Intra uterine device

IVF: In vitro fertilisation

Jhpiego: International, neprofit health organisation affiliated with Johns Hopkldsiversity
JSYJanani Suraksha Yojana

KKD: Kannauj and Kanpur Dehat study sites

KN: Kanpur Nagar study site

LSHTM: London School of Hygiene and Tropical Medicine

MBBS: Bachelor of Medicine and Bachelor of Surgery

MET: Maternal Healthcare MarkelEsaluation Team

MfM: MSD for Mothers



MSD:Merck Sharp & Dohme

NABH: National Accreditation Board for Hospitals
NABL: National Accreditation Board for Testing and Calibration Laboratories
NFHS: National Family Health Survey
NICU: Neonatal intensive canait

NoC: Nature of Competition

NSS: National Sample Survey

OBGYN: Obstetrics and Gynaecology

OT: Operating theatre

PFP: Private for profit

PHC: Primary Health Centre

PNFP: Private not for profit

PRO: Public Relations Officer

Ql: Quality improvement

RMP: Rral medical provider

RSBY: Rashtriya Swasthya Beema Yojana
SC: Scheduled Caste

ST: Scheduled Tribe

TPA: Third party administration

UP: Uttar Pradesh

USD: US dollar

WHP: World Health Partners



Executive Summary

The private healthcare sector dominates tHelivery of healthcare in Indjaand while use of private
facilities is lower for maternal healthcare than for general curative care, it is still substantial and increasing
The interventions funded by MSD for Mothers have a strong focus on the priveta send anticipating

and interpreting their effects requires an understanding of the nature of competition in these markets.
We aimed to develop this understanding by studying the market for delivery services in Uttar Pradesh,
where several MSD for Motig projects were operating.

This study investigated (i) the market structure for maternal healthcare, in terms of number and types of
providers, their characteristics and market shares; and (ii) private provider conduct in terms of their
competitive straegies in relation to price setting, neprice competition, integration and collaboration.

We used our findings to explore the implications for accessibility and quality of maternal healthcare, and
for the design of policies and interventions related to firesate sector.

The study was conducted in five contrasting districts in Uttar Pradesh: Kanpur Dehat, Kannauj, Rampur
and Bareilly, and two of the urban zones of Kanpur Nagar. Data collection comprised a systematic mapping
of all healthcare facilities, @uantitative survey of all facilities providing deliveries (N=265), aftpth
gualitative interviews (N=92) with facility staff, allied providers (e.g. ambulance drivers, pathology labs,
ASHAS), and other key informants.

Nearly 4000 healthcare facilisavere identified in the mapping. Of these around 9% provided deliveries,
of which 8% were private forprofit, 1% private noffor-profit and 21% GovernmeniThe delivery
facilitieswere highly clustered, particularly in larger cities (Bareilly, KanpuaNagnd outside of this in

the larger district centresThe number of private delivery providers has grown rapidly over the last
decade, though some rural areas remain distinctly urgkved Facilities could be grouped into three
broad categories: (i)hbse providing advanced muKpecialty care and critical care (which we term
tertiary ¢ 46% of delivery facilitigs(ii) those with sufficient capacity to manage caesarean sections and
normal deliveries but not advanced critical care (which we term s#aomng 43%), and (iii) those with
only normal delivery capacity (which we term primar$1%j.

Facilities were mostly small, with on average only 15 beds, and 14 deliveries per month, and the vast
majority were owned by individuals or family partnershiphiere was substantial variation in facility
infrastructure; just under a half had intensive care unitdhause pathology or ultrasound, while very few

had blood banks. However, nearly 90% had private rooms, indicating the importance of the hotel aspects
of care in this sector. Most facilities were owned by qualified doctors (MBBS), but a significant minority
(16%) had AYUSH ownesly, and the provision of delivery care through undealified staff was
common at the loweiend of the market. All facilitis relied heavily on visiting consultants (93% used at
least one, and a facility on average worked with 6 different consultants). At lenifacilities orcall
OBGYN and anaesthetists were regularly called in for specific procedures, while -andhifdailities
OBGYN rented the services of certain hospitals for the deliveries of patients within their practice.

Deliveries were usually priced as-aly Of dza A S RSt AGSNER aLJ O1F3Sa¢ AyOf
medicines and tests. In general wardsmal deliveries cost on average USD 68, compared with USD 167

for Gsections, with a private room adding about USD 30. The vast majority of payment was in cash; only
afewhighSy R Fl OAft AGASa gSNBE SYLI yStf SR sonfe facidieshddf S a & ¢



enrolled in the Government subsidised insurance scheme for the poor (RSBY) it was said to be functioning
poorly.

Beyond price, key dimensions of competition included location, infrastructure and equipment, hotel
features, and staffing, with the reputation of individual clinicians and whether they are female being
particularly important.t KS WKSI f 6KASaiQ SO02y2YAO t20FGA2y&a 6SN
patients, close to other private facilities, and close to a Governmespital from which referred patients

could be obtained.

Most facilities put considerable effort into marketing, especially new facilities without an established
NELJzi F A2y d YS& A0GNrdS3IASEa AyOf dzRSR LI YLKt Sda |y
promotional events at the facility or in villagespdamany large and mediwsized facilities employed

dedicated marketing agents, termed PROs. A key finding was the involvement of private providers in a
complex set of networks with allied providers, frequently involving commission payments. Many facilities

paid commissions to agents who introduced patients to facilitiparticularly private ambulance drivers,

ASHAs, rural medical providers (RMPs) andaith payments typically 30% of the full patient f@ée

system of giving commissions extendeditagnostic providers and sometimes medical storeiso would

in turn pay facilities for referring patients to them

Government regulation was extremely light. Only 47% of facilities were listed as registered, inspections
were rare, dual practice was extraty common, and regulation was rarely considered a major constraint

on operation. The majority of facilities did not have any support / affiliations with organisdtionsed

on quality improvement for maternal healthvith only a minority having receivérhining, joined a social
franchise, or having membership of FOGSI (the OBGYN professional association). However, the private
sector was substantially indirectly influenced by the performance of the public sector. On the one hand
poor public sector qualtand a lack of public sectorgection availability in rural areas wepeishing

women into the private sectowhile on the other hand financial incentives for women delivering at public
facilities (JSY) and free public ambulance services had subsyamthiced demand for middle and lower

end private facilities.

The nature of competition and regulation described above had important implications for the availability,
quality and affordability of delivery care. Availability was highly variable, leadiimgense competition

and guestionable business practices in urban areas, but a very worrying lack of secondary and tertiary
care in most rural areas. Quality concerns included a lack of qualified staff, and heavy reliance on visiting
consultants, likely ffecting the timeliness and continuity of care, and supervision of more junior.staff
Another key quality concern was the chaotic referral systems from government facilities whighredin

at highest risk at the mercy of middieen with a strong financiastake in thé referral location. More
generally, typical delivery prices and the lack of subsidised insurance implied that private sector facilities
would have been unaffordable for poorer groups, and even for middieme groups the financial burden

could be high, with commission payments significantly increasing patient charges.

.FASR 2y GKSasS FAYRAy3Iazr ¢S KAIKEAIKAG | asSd 27F LE
and quality of private sector delivery care. The creation fifma foundationrequiresat a minimum the
implementation of universal registration of private facilities (including AYUSH providers), and systematic

and riskbased regulatory inspection$his will represent a major political and logistic challenge but is

critical as a basis for thdevelopment of a mature and safe healthcare systdnilding on these
foundations, there should be a set of interventions focusing on institutionalising quality improvement.

9



There is a major gap in the implementation of quality ioyement strategies, with almost no training for
lower-level providers and very limited CME for their higlead counterparts, and a lack of appropriate
accreditation schemes targeted to all but the highesd facilities. The fragmented nature of the mairk
(many small providers performing few deliveries each) impliesghgagingn facility-by-facility in quality
improvement will be a substantial challenge, unless there is greater consolidation of the raad{et
careful targeting of facilities. Firg] demand is of course a huge influence on provider performance.
Improving patient information may reduce the need fanemissiorearning agents, aninprove quality

of care, for example through report cards, or mobile/ online review platfor@exeful casideration
should also be given tthird party payment mechanismsuch as vouchers, subsidised insurance and
contracting out, with a particular focus oemergency cases referred from public facilities. Finally,
providers areheavilyaffected by competibn, and for most providers the government sector remains an
absolutely keycompetitor. This implies that an appropriately financed and good quality public sector is
likely to be one of the most important influences on not only public but also praeder performance.

10



1 INTRODUCTION

1.1 Study rationale

The private healthcare sector dominates the delivery of healthcare in (bjdiihe combined category of

private doctors, clinics and hospitalscaanted for 72% of care seeking in rural areas and 79% in urban
areas(2). While se of private facilities is lower for maternal healthcare than for general curative care, it

is still substantial and increasing. Comparison of maternal heahcadzi A f A &1 GA 2y RF Gl o6
National Family Health Survdly (NFHS3) in 20052006 and the most recent NSS in 2014 shows that

public sector utilisation hdincreased by 30 percentage points to 50% of all births nationally, but private

facility births also increased by 13 percentage points to around 33% (48% in urban areas and 23% in rural
areas} (2, 3) The national percentage of home birthsdHallen rapidly by over 40 percentage points, to
approximately 20% in 2014).

There is an extensive literature on private healthcare provision in India, particularly focusing on certain
disease areas such as TB, HIV and childhood dis@a8edMuch less has been written specifically about
LYRAFQa LINARGFGS YIFGOSNylrt KSFfOGKOINB aSOG2NE YR
anthropology lierature. By contrast, e application of economic frameworks to better understand
O2YLISGAGAZ2Y YR NB3IdAFGA2Yy A& fIFNHSt@& loaSyid FTNRY
available on prices and prigtting practices among maternal héadare providers, or on theiother

competitive practices

The interventions implemented and assessed through the Merck, Sharp and Dohme (MSD) for Mothers
(MfM) programme have a strong focus on strategies involving the private sector, such as investment in
social franchise networks, accreditation of private providers, and development of public accountability
mechanisms. These interventions take place within domtext of markets where private providers
compete for patients, competing both with each other and with the public sector. Anticipating and
interpreting the effects o€urrent and futurenterventionsfunded by MfMwould therefore benefit from

an understading of the nature of competition in these markets.

This study aims to address this gap, by using a markets perspective that draws on theoretical insights and
empirical evidence from the economics literature, and a mix of quantitative and qualitative Oair

focus is on the state of Uttar Pradesh (UP), as two MfM interventions are taking place in this state
(Pathfinder International/WHP and Jhpiego). A third Miided project, which is being implemented in
Rajasthan by HLFPPT, was originally develapddstill operates in UP. This choice of location therefore
maximizes the relevance of the work to the MfM evaluation.

This study builds on other Mf¥unded research activities in UP, specifically the Matrika Impact
Evaluation, and Matrika Case Study, péementing and extending their contributions in several ways.
First, this Nature of Competition study coser broader range of private providers than those directly
involved in Matrika, providing a more holistic assessmentl@fvery provision. Secondlythe study
includes the Matrika intervention districts, but also encompas$oth more culturally diverse and more
urban areas of UP, allowing for consideration of the generalizability of MfM approaches. Finally, the

! Maternal healthcare data in the NSS 2014 report is only provided by rural and urban sectors only. The figures used abx
indicative of the estimated combined utilisation figures.

11



economics framework will provide new gpectives and insights on provider operation, facilitating an
understanding of the likely appropriateness and effectiveness of future policies/interventions.

1.2 Aim and Objectives
AlM

To understand the nature of competition faced by private providers atermal health services in Uttar
Pradesh.

OBJECTIVES

1. To assess thmarket structurefor maternal healthcare ithree contrasting study sitesn Uttar
Pradesh, in terms of number and types of providers, their characteristics and market shares.

2. To understandorivate provider conductin terms of their competitive strategies in relation to
price setting, norprice competition, integration and collaboration.

3. To explore the potentidmplicationsof market structure and private provider conduct for access
to andquality of maternal healthcare, and for the design of private sector policies and interventions.

12



2 METHODS

The study drew on a conceptual framework around market structure, conduct and performance, and a
literature review on private sector maternhkalthcare provision in India. Data collection was conducted

in three study sites in Uttar Pradesh, and comprised: 1) mapping of all healthcare facilities in the three
study sites, 2) a quantitative survey of facilities providing deliveries, aned@pih qualitative interviews

with providers, officials and other key informants. Each component of the study is described Btimal
approval was obtained from the Institutional Review Boards of LSHTM and the CMS, New Delhi.

2.1 Conceptual framework

The coneptual framework is based on a modified version of the structure, conduct, performance (SCP)
paradigm from the industrial organisation economics literaturgg(re2-1). The interplay of market
structure (e.g. number of sellers, market concentration, barriers to entry), provider conduct (competitive
strategies) and consumer demand is hypothesized to determine the nature of competition in the market
for maternal healthcee services, and so influence the coverage of high quality, appropriate, affordable
care, and its distribution across socioeconomic groups. This takes place within a policy context determined
by government guidelines for delivery of care, health care fir@narrangements, regulation, taxes and
tariffs, and the macroeconomic environment.

Figure2-1 Conceptual Framework

Policy Context

*Policy guidelines for delivery of care, Health care financing,
Regulation, Taxes and tariffs, Macroeconomic environment

Market Structure Provider Conduct Demand

*Market concentration
*Barriers to entry/exit
*Cost structures

*Response to regulation/
& other policies

*Provider *Price & non-price *No. of pregnancies and
characteristics & competition case mix

knowledge *Horizontal collusion <«=p| ‘Knowledge, beliefs and
*Range of products & *Dual practice preferences

services *Vertical restrictions sInformation

characteristics of service
*Incomes
*Access to incentives

v

Public Health Outcomes

*Coverage of high quality, appropriate, affordable care
*Distribution of benefits by SES

Together with the literature review, the conceptual framework has guided data collection in terms of the

type of information gathered and the hypotheses explored.

13



2.2  Study setting

Uttar Pradesh is the most populous state in India with a population of 188li@n peoplein 2011(7),

now estimated to be over 220 million. The state is divided into 18 divisions and 75 diStnetsopulation

is predominantly rural (77%)Eightcities in Uttar Pradesh contain more than 1 million people (Kanpur,
Lucknow, Ghaziabad, Agra, Varanasi, MeeAltahabad Bareilly (8). Approximately 30% of the
population is illiterate and 38% live below the poverty #ifig, 9) The interquartile range of per capita
annual hcome (Net Domestic Product) across the districts in 203 8%vas USD 348 (INR 23,193) to USD

629 (INR 41,859). Those districts in the western region of the state (i.e. closer to Delhi) have higher average
per capita incomes (USD 641), compared to thosiaéneastern region (USD 35@)0). In 20162011,

PG NIt N RSaKQa G2aGFt FSNIATAGE NI GS gforaorheyf SaidAY
between 1549 years was 22 yeaf$1l).

The religious and caste characteristafsUttar Pradesh show the strong presence of both Hindu and

Muslim populations, and of Scheduled Caste communities. Approximately 80% of the populations of India

and Uttar Pradesh are Hindwith the majority of the remaining 20% Musl{t2). The percentage Muslim
FONRP&a |tQa RAAGNAROGA NIy3ISa FNBY pmM: AY wl YLIzNI 6«
region)(12). The distribution of Scheduled Caste (SC) and Tribe (ST) communities across Uttar Pradesh has
less variance than for religious identity. The percentage SC and ST across districts ranges from 11%
(Baghpat in western regiotd 35% (Pratapgarh in eastern region) for SC communities, and less than 1%

(58 districts) to 21% (Sonbhadra in eastern region) for ST commuiiiBie$4)

For this study we selected three contrasting areas of UP in order to document a range of maternal
KSFHfGKOFNB YINJSGasx NBTFESOGAYya 't Qa KSGSNR3ISYySAdGe
UP as a whole, we wished to explore key variationsealthcare markets across the State that may be

linked to (a) urban / pesiirban/rural setting, (b) proximity to large cities (e.g. Kanpur, Bareilly), (c)-socio
economic status (SES), and (d) religious orientation (Hindu / Muslim). We also wishedde e area

that was part of the Matrika programme. Each study area contains two districts / zones, in order to ensure

a sampling frame with a sufficient numberpmrivate health facilities

We therefore selected three areas as followgglre2-2):

1 The contiguous Matrika districts of Kannauj and Kanpur Dehat (KKD study site);

1 The contiguous districts of Bareilly and Rampur (BR study site); and

1 ¢ g2 WI 2y Skapurzifly in &axBut Nagar district, Zone 1 which is relatively high
income and central and Zone 2 which is lower income and includes peripheral areas of the city
(KN study site).

2The poverty line used is b ashehdesholdof INRGE4 (Ridalp(dSDLO)and INR AN s S
(urban) (USD12.1) per capita per month for the pesaid @009

14



Figure2-2 Map of Uttar Pradesh showing Nature of Competition study sites

Nepal

1. Kanpur Nagar
¢ 2. Kanpur Dehat
3. Kannauj

4.R

Key d#&a on the social, demographic and health indicators for the three study sites and for UP as a whole
are shown inTable2-1 and Table2-2. Note that these data are shown for the whole district of Kanpur
Nagar including its rural areas, rather than the two selected zones. Comparing the BR site to the KKD
Matrika districts, BR is less rural, with a lower proportion of scheduled castesoaed mmaternal
mortality. However, BR has lower female literacy, higher fertility, and lower government institutional
delivery. BR also has a higher Muslim share of the population. Data for Kanpur Nagar District are similar
on some indicators to KKD (e.g.Maslim, % scheduled caste), but show lower fertility, and infant and
neonatal mortality, and higher female literacy and ANC coverage. Use of private facilities for delivery
2012rangead from 10% of all births in Kanpur Dehat to 27% in Kanpur Nagar amguR. The city of
Kanpur (which forms part of Kanpur Nagar District and within which the KN study zones are located) is the
largest in Uttar Pradesh with an urban population of 2.8 million people with 110 urban wards. According
to the Urban Health Initia¢e, as of 2009, there were 289 maternity/nursing homes in the city and an
SAGAYIFGSR pyT dzyNBIAAGSNBR LINAGIGS (WR20G2NAQ OF (S
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Table2-1 Demographic, geographic and health indicators for study sites

KN KKD BR
utiar Kanpur .| Kanpur .
Pradesh Nagar Kannauj Dehat Bareilly | Rampur
Demographics
Population (in millions, 2011) 199.8 4.6 1.7 1.8 4.5 3.3
Rural population (%) 78 34 83 90 65 75
Female Literacy (%) 57 75 63 67 48 44
Muslim (%) 19 16 17 10 35 51
Scheduled caste (%) 21 18 19 26 13 13
Marriage below legadge by females (%) 33 13 23 19 37 21
Fertility (lifetime) 3.3 2.1 3.3 2.8 3.6 3.5
Sex ratio at birth (females per 1000 males) 921 889 925 956 996 918
Geographic indicators
Largest town / city population (,000) 2768 2768 85 24 986 349
Proximityof largest town to nearest major city i i 84 60 i 67
(km)
Health indicators
Maternal mortality ratio (per 100,008) 258 240 240 240 196 222
Infant mortality (per 1,000) 68 37 79 65 78 60
Neonatal mortality (per 1,000) 49 24 55 41 52 45

1A majorcity is defined as a city in Uttar Pradesh with a population > 500,000.
2MMR is calculated for a group of districts, not individually.
Sources: Census 2011; AHS 2012; DLHS3)Q17-14, 16, 17)

Table2-2 Key maternal health and utilisation indicators for study sites

KN KKD BR
utar Kanpur .| Kanpur .
Pradesh Nagar Kannau;j Dehat Bareilly | Rampur

Pregnancy(%)

Antenatal care three visits or more 38 53 27 33 23 46
Mothers who receive at least TT 1 injection 84 86 86 84 77 91
Mothers who took IFA more than 100 days 10 23 4 13 5 6
Place of delivery%)

Government facility 39 34 43 46 24 29
Private facility 18 27 15 10 23 27
At Home birth 42 38 41 43 52 45

Source: AHS 20121)

2.3 Facility mapping

A key challenge in studying private healthcare providers inghtting is the lack of a sampling frame or

full list of relevant facilities on which to base the studgflecting the very incomplete registration of
private facilities We therefore began our research withsystematic mappingf public and private
heatkKk OF N5 WFIF OAfAGASaQ | ONRPaa GKS GKNBS &aiddzZRé aradsSa
as providers of clinical services who operate from a fixed location, who may operate as pugrofitor

or charitable/trust, and whose services gnbe based in any system of medicine. At the facility locations
signage and advertising may or may not be present. Diagnostic labs and medical stores were not
02y aiRSNBR, atddve aisd exduddd spediafistoftical and dental providdipubic facilities

were included with the exception of the most peripheral units termed-sebtres which do not provide
delivery cardn thesesites

16



In the KN study site, the mapping was conducted throughout the two selected zones, each comprising 18
wards (Table2-3). In the KKD and BR study sites, the mapping was conducted in all district towns and
block centres, as the vast majority of facilities are concentrated in these centres (as a result a limited
number of facilities in rural areas, or along main roads outside of these centres may have been excluded).

Table2-3 Mapped urban wards and block towns across the three study sites

KN KKD BR Total
Zone 1 Zone 2 Kanpur Dehat| Kannauj Bareilly Rampur
Wards 18 18 0 0 71 40 147
Block towns 0 0 10 8 15 7 40
Total 18 18 10 8 86 47 187

This mapping sought to be as exhaustive as possible and provide a census of facilities in a given study site.
The initial identification of healthcare facilities was based on several sets of information about the name,
location and services provided bycflities. Sources of information included: i) Chief Medical Officer (CMO)

list of registered facilities for each district, ii) list of facilities identified by internet searemek,iii)
information about facilities given by local communrigyel key infomants.

The mapping was conducted in three stages:

- The first stage involved collecting and organisimgilablelists of private facilities. Lists of private
facilities from CMOs and internet searches were: i) compiled in English and Hindi, and ii) sorted
by geographical location within study sites (e.g. zone, ward or block centre). Ward level maps
were obtained from Municipal Offices in Kanpur, Rampur and Bareilly to assist data collectors in
navigating and cerdinating data collection across teams.

- In the second stage, mappers and supervisors collected local information about healthcare
providers from community level key informants. Key informants included: i) aGmarnment
facility, ii) a drug store operator within a local cluster of drug stori§sam Anganwadi worker or
nurse, iv) a dai, and in urban areas v) a pathology lab operator. We aimed to select a range of key
informants, geographically dispersed across a given ward ocbkadk centre. Key informants
were asked to provide the names alutations of healthcare facilities in the immediate area, and
to confirm the facilities on the CMO and internet lists. We probed specifically about asigned
delivery centres/locations, such as private homes or rural medical providers (RMRypicdly
have no qualificationggr AYUSH clinics.

- In the third stage the mappers walked or drove down every street and alley in a given ward in
pairs, confirming the location of any facilities previously identified from lists of key informants,
and identifyng additional visible facilities. For each private facility identified information was
recorded digitally in th&PS Essenti®sapp on mobile phones and on a papesed preforma.

The name, location, type of facility (government, privategoofit, private charitable), and system

of medicine was noted, together with whether the facility was believed to provide deliveries,
based on signage, or enquires at reception or with local residents. Mappers obtaingulibhbjy
available information, and did nointerview facility staff, so no consent procedures were
required.

The mapping was completed over 3 months (Pglil 2016) by a team of 15 mappers, 2 team managers
and 1 mapping supervisor, with continual monitoring and support from Impact PartnersSihioML staff.
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To ensure the quality and comprehensiveness of mapping, initial data from all sites were visually inspected
on maps, and crosshecked with other available lists (e.g. Slealth facilities in the same block towns),

and through remapping of skected areas by Impact Partners staff. As a result 31 wards and block towns
were identified where there was concern that some areas may have been missed, so these were
remapped and any additional facilities identified were added to the census. Finallyy doe subsequent
provider survey (see below), surveyors occasionally identified facilities that had not been included in the
mapping, and these were also added.

2.4  Survey of facilities providing deliveries

A survey was conducted of all privatacilities ecorded as providing deliveries during the mapping
(including both forprofit and notfor-profit facilities) The survey mainly addressed the first study
objective of documenting market structure and provider characteristics, covering: i) facility
characteistics, ii) infrastructure, iii) staff numbers and qualifications, iv) services provided, v) availability
of equipment and medicines, vi) reported practices for typical delivery cases seen, vii) referral practices,
viii) links with allied service providgrix) participation in any programmes / associations and other
business practices, and x) prices charged for delivery. The survey was conducted in Hindi using paper
guestionnaires, and piloted outside the study areas. Where it was not possible to camimerview

on the first visit, facilities were visited up to three times. Where possible the clinician in charge of delivery
services (often the owner or medical superintendent) was interviewed. Where this person was very busy,
some sections of the qudsnnaire (on infrastructure and business practices) were answered by a
manager, but we made every effort to ask the questions related to clinical care of a staff member
responsible for deliveries. Informed oral consent was obtained from interviewHessurvey was
completed over 3 months (MarelMay 2016) by a team of 8 data collectors, working in pairs. Training and
supervision were provided by Impact Partners and LSHTM staff.

Table2-4 shows the number of private delivery facilities approached for the survey, and the number
where surveys were successfully completed.

Table2-4 Private delivery facilities surveyed of those mapped

KN KKD BR TOTAL

Identified during mapping 75 48 287 410
Survey completed 54 26 182 262
Difference identified minuscompleted) 20 22 104 148
Reasons for difference

Provider not found 1 0 1 2

Health facility vacant 0 1 2 3

Stated deliveries not performed 10 12 91 113

Refused 10 6 11 27

Other 0 3 0 3

lincludes 1 Sky Health Centre in KKD purposefully not surveyed as it was selected for MET case study data collection and we
wanted to avoid respondent fatigue, and 2 facilities in Kidsedetails were nofully recorded during mapping.

Of the 410 private delivery facilities identified during the mapping, surveys were completed for only 262.
Of the 148 where a survey was not completddyere not found or the facility was vacaitmuch higher
number (113) were reported as not eligibleda@ise when approached for the survey they stated that
they did not perform deliveries, even though they had been recorded as delivery facilities during the
mapping.In these cases, their delivery status was checked, either by phone calls and persondlyvisit
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Impact Partners staff (in KKD and KN), or byisés by the survey team (in BRhiree reasons for these
discrepancies were identifiedche majority of thesdacilities had staff that would examine pregnant
women at the facility but would then condtithe delivery at another facilitywhile a minoritywere
confirmed not to have delivery services. Thirdly, 8 inpatient facilities in KN and one facility in BR, were
identified during mapping as providing delivery, as indicated by sign boards and/okhovdkedge but

facility staff would not confirm thiswe suspect that thes8 facilities may have provided delivery but
denied thisto avoid spending time completing a survey, or because they were concerned they could be
accused of violating regulationBata collection staff felt that such denials were most common in cases
where facilities were unlikely to have an OBGYN, or in some cases even an MBBS, on their regurar staff.
addition, 27 facilities directlyrefused to participateThis implies a refuseate 0f9.3% of eligible identified
facilities. If the 8 facilities thougHikely to have lied about their delivery statuseaalso considered as
GNBFdzal f 43¢ GKS NB%dzal f NI 4GS AyONBlFasSa G2 wm

The discrepancies between the number of delivery facilities identified during the mapping and confirmed
during the surveyhighlights one key finding of the studythe practical difficulties of even identifying
which facilities provide delivery care, in anvironment wheremany facilitiesare not registered, and
somemay be violating regulations, and are concerned about the consequences. As it is likely that facilities
with less qualified staftould be more likely to deny performing deliveries to refuse, results on
structural quality measures such gaalified staffor infrastructure and equipmenshould be considered

as maximum estimates

Analysisvasconducted in fta. As we did not take a sample of facilities, but instead aimed to interview
all facilities in the study sites that stated that they provided deliverigs do not present confidence
intervals around estimatesMissing data are indicated with a footnote where ten or more total
observations were missing.

2.5 In-depth interviews
The indepthinterviews (IDIs) primarily addressed the second objective of understanding private provider
conduct competition,and their referral and other networks. Research questions included:

- Which public and private providers do facilities compete with for pasen

- To what degree and in which ways do private providers engage in price competition?

- To what degree and in which ways do private providers engage iprnos competition?

- What links are there between private facilities, between public and privatetfasjliand with
allied service providers (e.g. ambulances, diagnostic lath$A#\&tc)?

- How do competitive and regulatory pressures affect the technical quality of care delivered?

IDIs were conducted with three sets of interviewees:

- Private delivery facility owners/ managefid=34. Facilities were purposively selected out of
those included in the facility survey to provide variation in terms of bed size, number of deliveries,
whether they had an OBGYN on staff, whether they perfor@sdctions, rural /urban location,
26y SNDR& NI Aphokitx ¢haritabiNStafis, infe in Bendtion, and prices charged for
deliveriesWe aimed to interview the person most involved with the management of the maternal
health services business.
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- Allied service providers who have interactions with private delivery facilities, such as ASKHASs, Dai
ambulance drivers, visiting consultants, staff from medical stores, diagnostic centres and blood
banks, rural medical providers (RMPs), and public sétalth staff(N=46)

- Government officials and other stakeholders at the State and District/Ward Ié&Neld.
Interviewees included government staff responsible for regulation and supervision of private
providers, representatives from professional assdoia, and NGO / research staff who work
with private providers (e.g. organisations involved in training or social franchising).

The characteristics of the respondents are showfable2-5 and Table2-6. Of all facilities approached,
10 refused, and were replaced with facilities with santharacteristics.

Table2-5 Characteristics of private facilities included in IDIs

KN KKD BR Total

Ownership

Forprofit 11 11 9 31

Faithbased and other nefor-profit 1 1 1 3
hgySNR&a NBfAIAZY

Hindu 10 11 6 27

Muslim 2 1 3 6

Christian 0 0 1 1
No. of beds

0-10 1 8 4 13

11-30 10 3 1 14

>30 1 1 5 7
No. of deliveries per month

0-10 5 9 5 19

11-30 6 1 3 10

>30 1 2 2 5
Performs &ections

Yes 12 8 8 28

No 0 4 2 6
Total 12 12 10 34

Table2-6 Characteristics of allied service providers and stakeholders included in IDIs

KN KKD BR Lucknow Total
Allied Service Providers
ASHAs 0 3 3 6
Dais 2 1 2 5
ANM/Staff Nurse 2 4 2 8
RMP 0 3 3 6
Ambulance 2 1 2 5
Diagnostic Centre 2 2 1 5
Blood Bank 2 0 1 3
Medical Store 0 2 1 3
Visiting consultants 2 0 1 3
PRO 0 2 0 2
Totd 12 18 16 46
State and district level stakeholdérs 2 2 3 5 12

1We also drew on 7 scoping interviews conducted with stakeholders in KN and Lucknow as part of the preparation for the study.

It is recognised that private providers may be unwilling to fedlely about their own practices where
these are considered legally or commercially sensitive. We aimed to address this in three ways: (i) by
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reassuring them that the information provided would be confidential, (ii) by asking questions about their
perceptons of the behaviour of similar providers (rather than asking about their own behaviour), and (iii)
by triangulating through the interviews with allied service providers and stakeholders.

Informed oral consent was obtained from all interviewees. All Wige conducted by Impact Partners
and/or LSHTM staff, using sestructured interview guides. Interviews lasted between 45 mins and 3
K2dzZNESX YR ¢SNB O2yRdzZOGSR Ay |1 AYRA 2NJ 9y3IfAakKs:
possible, interviews wereigitally recorded, though interviewees frequently declined permission for
recordings. In all interviews, detailed handwritten notes were taken. Interviews were transcribed in the
language of interview, translated into English where necessary, and chegkbd mterviewer. IDI data
were then subjected to framework analysid8). All transcriptswere read byLSHTM researchets
identify the main themes or experiences identified by respondemisd an initial coding structure
developed reflecting both kethemes from the conceptual framework and issues arising from the data.
The coding structurevas then appliedising NVIVO softwardhe coded data was analysed for commonly
occurring themes, areas of congruence and divergence and explanations of diffgrestof behaviours

in these markets.

Fieldwork
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3

RESULTS

The results are organized inficsections. We begin by describing the structure of the market for delivery
care(section3.1), including the key characteristics of the providers. We then turpréwider conduct
focusing first on pricésection3.2), and then on nosprice competitive strategieésection3.3), before
considering the impact of government and NGO interventiorseation 3.4.

3.1

Market Structure

3.1.1 Number and type dfacilities

Table3-1 shows the total number of healthcare facilitie§ all kindsmapped in each study site. In total
3,976 facilities were mapped, of which 96% were private-fioofit, 0.6% private nefor-profit and 3%
Government

Table3-1 Type of facilities

KN KKD BR | TOTAL
Private forprofit
Delivery facilities 62(6.4) 36(6.0) 195(8.1) 293(7.4)
Non-delivery inpatient facilities 16(1.7) 2(0.3) 28 (1.2) 46 (1.1)
MBBS outpatient clinics 604(62.0) 310(51.5) | 1,413(58.9) | 2,327 (58.5)
AYUSH outpatient clinics 200(20.5 74(12.3) 410(17.1) 684 (172)
Other outpatient clinics (unqualified) 51(5.2) 125(20.8) 203(84) 379(9.5)
Other- type unclear 9(0.9) 12 (2.0) 83 (34) 104 (2.6)
Subtotal 942(96.7) 559(92.8) | 2,332(971) | 3,833(96.3)
Private notfor-profit
Delivery facilities 3(0.3) 0(0) 1(0.05) 4(0.1)
Nondelivery inpatient facilities 1(0.1) 0(0) 0(0) 1(0.05)
MBBSoutpatient clinics 3(0.3) 0(0) 0(0) 3(0.1)
AYUSH outpatient clinics 7(0.7) 1(0.2) 7(0.3) 15(0.4)
Other outpatient clinics (unqualified) 0(0) 0(0) 0(0) 0(0)
Other- type unclear 1(0.1) 0 (0) 1 (0.05) 2 (0.05)
Subtotal 15(1.5) 1(0.2) 9(0.4) 25(0.7)
Government
Delivery facilities 2(0.2) 31(5.2) 38(1.6) 71 (1.8)
Nondelivery inpatient facilities 6 (0.6) 5(0.8) 4(0.2) 15(04)
MBBS outpatient clinics 8(0.8) 5(0.8) 7(0.3) 20(0.5)
AYUSH outpatient clinics 2(0.2) 1(0.2) 9(0.4) 12(0.3)
Subtotal 18(1.8) 42(7.0) 58(2.5) 118(3.0)
TOTAL 975(100) 602(100) 2,399(100) | 3,976(100)

lIncludes municipal corporation and state government sponsored facilities. Excludesrsuéswhich are peripheral health

posts that never providédelivery cardn these study site$ often referred to as rural medical providers (RMPs)

Focusing just on delivery facilitieg/.8%were private forprofit, 0.9%private notfor-profit and 21.3%
Government. In rural areas Government delivery facilities compssetk of thePrimary Health Centres
(PHCs) which should have an MBBS doctor and perform normal delitrenegh this is not always the
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case and Community Health Centres (CHCs) which diwaue a gynaecologist and surgeon, and be able
to perform Csections, though this was said to be rarely possible in practieectibns were available at
district hospitals and more advanced critical care in the big city government hospitals.

Maps of government delivery, private delivery, and private-defivery facilities are shown by study site
in Figure3-1 (note the larger scale in the Kanpur Nagaap compared with the other two)lhe maps
illustrate theverylarge number oprivate facilities and how they are heavily concentrated in tindan
areasof Kanpur Nagar, Bareiloity and Rampur townHowever,only just over 10% of all private facilsie
report providing deliveriegTable3-1). Rivate delivery facilities still massively emtimber government
delivery facilities in urban areas..75:1 in the KN @heg. By contrast, outside of these major urban
areas, private and government delivery facilities are more similar in numbel jn KKD)n these more
rural areaghe maps also indicate the clustering of private facilities in block centres, genezallglose
to governmentdelivery facilities This would be expected given that these are the major population
centres located on or close to national highwaysigure3-1 shows how in Kanpur Nagar private facilities
are concentrated along the main highways.

Figure3-1: Mapped facilities in (a) Kanpur Nagar Zsereand 2, (b) Kannauj and Kanpehat, and (c)
Bareilly and Rampur

(€)) Kanpur Nagar Zones 1 and 2 (KN)
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3 Our mapping strategy outside of major cities was to cover only district towns and block centres, so it is possible some
periphergbrivate facilities were missed. However, informants indicated that private delivery facilities were very rarely fou
outside district and block towns.
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(b) Kannauj and Kanpur Dehat (KKD)
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3.1.2 Three broad type of privaigelivery facily

During thelDswe asked interviewees how they would categorise the range of private facilities providing

delivery care. Respondents had many varied ways of grouping facilities, reflecting their location, size,

infrastructure, services, staffing, clientele, level of luyuetc., but me of the most important dctors

mentioned was thesophistication of thaleliveryservices providedn general facilities could be grouped

into three broad categories: (i) those providing advanced raécialty care and critical care (whioke

term tertiary), (ii) those with sufficient capacity to manage caesarean sections and normal deliveries but

not advanced critical care (which we term secondary), and (iii) those with only normal delivery capacity

(which we term primary). (Note that theINRA Y NEk &SO2y RIFNEK GSNIAL-NE G SNJ

KFEFyRé€X NIGKSNI GKIyYy G4SNXY& 6ARSfe&@ dzaSR Ay GKS YIFNJ]S
In periphery hospitals they do normal and C sections and in centrally located place like this more
complicated cases come. In this way they bardivided into small with only normal deliveries,
4S02yR G6KAOK R2 y2N¥If IYyR / aSOlA2yaxXydaNAAY3
and bigger hospitals which provide specialized care to complicated daséarf facility 3, Zone
1 Kanpur Nagar

Tertiary facilities providing advanced and mukl$pecialty care were concentrated in the big cities of
Kanpur and Bareillf 2 YS G SNIi A NBE r@phidiBgy, adireliideq SgastreénterplSgy, W
oncology, orthopaedic and orthoscopic surgery & terim&l superspecialties Tertiary facilities were
typically equipped with an intensive care unit (ICU), sometimes includingehightechnology, and
infrastructure such as nepatal ICUs (NICUs);ouse laboratory and ultrasound facilities:

It hasbeen 5 months since we have opened this nursing home. We also own X Hospital which is
very old and is running from pas6 years and is equipped witlyrgecologist ad also specialists

in trauma, nedicine and have ICU. There aré fthysiciansiraumaspecalist and MD (Medicine)

GK2 @GAAAG GKIF G OF {TEKANfdciliyl9\BReilly))NE 2y W2y

The higherend tertiary facilities were said tmainlyserve the wealthy upper and middle class segments
in cities, and those with insurance and educatiaithough a few respondents said they also provided
emergency or referral care to a few low income clients:

Mainly upper class, upper middle class and few lower middle class come here. Uppareclass
stinking rich peopleTertiary facility 1, Zone 1 Kpur Naga)

The less sophisticated tertiary facilities that were located in the peripheral areas catered to less wealthy
patients and to the rural middle classes.

Secondary facilitiesvere concentrated in cities, or in the district centres of Kanpur DeRahnauj and
Rampur. They typically had operating theatres (OT) and provided both normal-sexti@h deliveries
(when staff were availablghut could not cope with more complex cases, and typically did not have a
general or neonatal ICU.

X dagicallyhusbandwife both are doctors. This here is our residence also n¥ddlieye there are
alot ofpatientsg K2 OF y Qi 32 (2 G2L) FILOAfAGeT F2NJ 0KSY
treatment that is there, nursing care, maternal care, caesarean, we aperathose. And all the
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complicated cases that are there, we refer them to the higher centre, including government medical
collegeX and in the private sector, the big nursing homes that are thet®ecdndary facility 1,
Zone 2 Kanpur Naggr

Secondary feility clients came from both urban and rural areas, often travelling@m to reach a city
facility. Typically,they were from a middle income background that were willing to pay for care they
perceived as better thaat Covernmentfacilities, but coulchot afford highend big city hospitalOne
respondent described middle income as meaning an incoméRf15,00620,000 (USD 23310) per
month.

Almost all, 99% of patients come from lowsiddle or middle class. Poor patients do not come to
my facilityas they feel thalNR50 consultation fee is very high for them. Richer people go to
outside Swar like Rampur or Moradabad or nearby in Uttarakhand district (Kashipagngstic
provider 1, Rampur

Primary facilitieswere concentrated in the more rural blocks and were mostly equipped for normal
deliveriesonly.

Ly GKAa NBIA2Yy GKSNB |INB G €SI zadytvOn f OfGAYSAAGEX diR Kk
AYFNI &0§NHOG dzNE SISy periidny luiifor KdrnialdElivety | e G K+ @S
facilities. Primary facility 5SRampur)

The lowerend of this category also included assorted local practitioners including nursesembrking
outside formal facilities

RespondentThere are nurses in government hospitals and they conduct deliveries at their homes.
There is a Mamta Bai, Usha Bai and Seema Bai. There is a Nirmala also and so many others. (All
names changed)

Interviewer: Do they work like Dais?

RespondentTheyconduct deliveries and have made small nursing horResnéry facility 4, Kanpur

Deha)

We present the survey data by these threategoriesor segments, defining primary facilities as those
doing normal deliveries onl{L1% of all delivery facilities sieyed) secondary facilities as those providing
Gsections but without an IC(#13%) and tertiary facilities as those with an |(46%) Table3-2 shows

this breakdown by study district / zon&his categorisatiois not perfect in segmenting facilities d@sr
example the standard of an ICthnvary widely across facilitieand its \alue depends on the availability

of the right medical professionals, plseme facilities may have misported whether they did Gections

¢ perhaps out of fear of regulatory repercussions. However, we find that these categories facilitate an
understandirg of the commonalities and heterogeneity of the market
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Table3-2 Facility categories

KN Z1 KN Z2 Kanpur Kannauj Bareilly Rampur Total
N=9 N=45 Dehat N=15 N=159 N=23 N=262
N=11
Primary 0 2.2 9.1 33.3 10.7 21.7 11.1
Secondary 66.7 44.5 72.7 60.0 36.5 52.2 43.1
Tertiary 33.3 53.3 18.2 6.7 52.8 26.1 45.8

3.1.3 Key characteristics of delivery facilities

In this section, we present some basic characteristics by facility type, covering their oeeteraimbers,
services offered, utilisation and years of operation.

About half of primary facilities had at least one female owner compared with around a third of secondary
and tertiary facilities Table 3-3). The majority of owners in all three facility types were Hindu;
approximately a quarter of primary and secondary facilities had Muslim owners, compared with only 8%
of tertiary facilities. @nership was mostly individual or husband and wife partnerships, and most owners
performed both managerial and clinical roles. Most owners were local residemith around a third of
secondary and tertiary owners and two thirds of primary owners livinthe facility. The majority of
secondary and tertiary owners had at least an MBBS qualification, although a few hadedligal or
AYUSHrained owners. In primary facilities, less than a third were MBBS quallified, with close to half being
AYUSH trainedind some had no medical qualification (but these nearly all said they had management
roles only, and most employed salaried staff with an MBBS or specializatime section 3.3.4).
Ownership of multiple facilities or multiple healthcare or Hogalthcare businesses was rare.
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Table3-3 Characteristics of facility owners

Primary Secondary Tertiary Total
N=29 N=113 N=120 N=262
Gendet (%)
Female 55.2 33.9 30.0 34.5
Male 55.2 77.1 85.8 78.7
Religion(%)
Hindu 72.4 75.7 89.2 81.5
Muslim 27.6 21.6 8.3 16.2
Christian 0 0.9 0.8 0.8
Sikh 0 0 1.7 1.2
Other¢ not specified 0 0.9 0 0.4
Ownership type(%)
Individual 86.2 70.8 71.7 72.9
Partnership (Husband & Wife) 10.3 14.2 175 15.3
Partnership (Family) 3.5 3.5 3.3 3.4
Partnership (Other) 0 6.2 1.7 3.4
Company(Private Ltd or Public Ltd). 0 0 5.0 2.3
Faith-based or other nofor-profit 0 5.3 0.8 2.7
Owner(s) live(s) (%)
At facility 62.1 36.4 39.2 40.5
Same Block/Town 31.0 62.7 58.3 57.1
Other 6.9 1.8 25 2.7
Role of owner(s)(%)
Management only 17.2 8.9 5.0 8.0
Clinical only 0 2.7 0.8 1.5
Management & Clinical 82.8 85.7 93.3 88.9
Does notwork at facility 0 2.7 0.8 1.5
Medical qualification of owner(s)(%)
MBBS (no specialisation) 10.3 15.5 10.9 12.4
MBBS (specialisation) 24.1 57.3 67.5 58.3
AYUSH Dr (BAMS, BUMS, BHMS) 44.8 13.6 12.5 16.6
Nurse (B or D Nursing) 0 0 0 0
Pharmacist 0 0 0 0
Other? 10.3 9.1 4.2 7.0
None 13.8 6.4 8.3 8.1
Owns other healthcare faciliti€’s(%) 3.5 8.9 4.2 6.2
Of which:Number of other healthcare 1 1 2 1
facilities median (IQR) (1, 1) (1, 2) (1, 3) (1, 2)
Owns other healthcardusinesse$(%) 0 0.9 0.8 0.8
Of which:Number of other healthcare - 5 2 35
businessesmedian (IQR) (5, 5) (2, 2) (2, 5)
Owns nonrhealthcare businesse@b) 0 1.8 0.9 1.2

1Sums to more than 100% as thenay be more than one owner.

2Includes ANMBEHMS/BEMS, a range of diploma degrees, and unspecified qualifications.
3Includesoutpatient and inpatienfacilities.

4Includes drug shops, medical equipment shops, and wholesale businesses.

Most facilities were relatively small, with a median of 15 b@icble3-4). Nearly all primary facilities
had 10 or fewer beds, but nearly 30% of tertiary facilities had more than 3Q badghere were 7
facilities with 100 omore beds (all but one in Bareilly)
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Table3-4 Number of beds

Primary Secondary Tertiary Total
N=29 N=113 N=120 N=262
Number ofinpatientbeds (%)
0-10 96.6 51.3 16.7 40.5
11-30 3.5 43.4 54.2 43.9
More than 30 0 5.3 29.2 15.7
Number of inpatient bedg median 5 10 20 15
(IQR) (2, 8) (10, 18) (13.5, 39.5) (10, 24)

Most facilities (93%) practiced allopathic medicine only; however, a quarter of primary facdjiiesed

that they drew on both theallopathic and AYUSH systenTalfle 3-5). All facilities provided normal
deliveries, and about 90% providees€ctions (by definition, these were secondary and tertiary facilities
only). Most also provided antenatal care, and mangvided general outpatient and inpatient services,
though this was less common in primary facilities. Radtl checkups were reported to be widely
available. Most facilities provided some kind of contraceptive services, though these were by no means

comprehensive across all methods.

Table3-5 Services offered

Primary Secondary Tertiary Total
N=29 N=113 N=120 N=262
Systems ofmedicine (%)
Allopathic only 74.1 92.6 98.2 93.1
AYUSH only 0 0.9 0 0.4
Combination Allopathic & AYUSH 25.9 6.5 1.8 6.5
24/7 operation(%) 78.6 97.2 99.1 96.0
General service§)
General outpatient 55.2 85.0 90.0 84.0
General inpatient 62.1 85.0 90.8 85.1
RNMCH service®6o)
Normal deliveries 100 100 100 100
Gsections 0 100 100 88.9
Antenatal care 86.2 96.5 99.2 96.6
Postnatal health checks 86.2 91.1 100 94.7
Fertility treatment 48.3 66.1 81.7 71.3
IVF (InVitro Fertilisation) 0 35 3.3 3.1
Child immunization 31.0 51.3 69.2 57.3
Abortion 17.2 35.7 65.0 47.1
Female sterilisation 17.2 46.9 73.3 55.7
Male sterilisation 0 13.4 20.8 15.3
IUD (IntraUterine Device) 37.9 69.0 85.8 73.3
Oral contraceptive pill 20.7 50.4 42.9 43.7
Condoms 17.9 33.9 27.5 29.2
InjectablecontraceptivesDMPA 51.0 49.6 70.0 56.9
Contraceptive implant 0 11.6 17.5 13.0

The typical number of deliveries reported per month was tpanly 10 for normal deliveries and 4 for C
sections Table3-6). It is possible that facilities undestimated these figures to some degree, perhaps
out of concern that the information might be relayed to tax authorities, but they still likely give a picture
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of the general scale of operation. Although we did notexildata on delivery numbers for all government

facilities, IDI informants said that it was common for CHCs to perform 200 deliveries a mihtHistrict
hospitals doing up to 500 a monthnd the public sector was agreed to be the most significantideo

of institutional delivery outside of larger towns and cities, and the most common choice for low income

and some middléncome households.

Table3-6 Facility utilisation

Primary Secondary Tertiary Total
N=29 N=113 N=120 N=262
Median services performed per month (of those
providing the service)
All deliveriesmedian (IQR) 4 13 18 14
(2, 6) (7, 24) (11, 30) (7, 25)
Normal deliverieg, median (IQR) 4 10 12 10
(2,6) (4, 20) (7, 20) (5, 20)
Gsectionsg median (IQR) - 3 5 4
2.7 (3.8) (3.8
ANC consultationsmedian (IQR) 100 60 150 100
(20, 150) (25, 150) (50, 250) (30, 200)
General outpatientg median (IQR) 100 100 200 150
(50, 200) (50, 200) (100, 300) (80, 200)
General inpatientg median (IQR) 30 25 50 35
(6, 65) (15, 50) (25, 150) (20, 100)

These findings indicate that tertiary facilities would be responsible5®B8% of all private sector
deliveries, secondary facilitie®.®, and primary facilitie3.5% (Figure3-2).

Figure3-2 Share of deliveries by facility type and study site
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It is also interesting to consider how concentrated the market is i.e. to what degree are a few busier
facilities responsible for a large share of grévate facility deliverynarket. A standard measure of this is
the nfirm ratio, which measures the magkshare of the n largest firms. We calculated the 3 atiilrd
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ratios forprivate facilities foreach study districtT{able3-7), though it should be noted thdlhese districts

are not selicontained markets with many clients traliafy across district boundaries for delivery care
Moreover, we were not able to interview about 32 delivery faciliti€alle2-4), which means that all
ratios will be somewhat ovesstimated. However, the results give a general indication of relatively high
concentration in all districts except Bareilllge top 5 facilitiesurveyedwere responsite for over half of

all private deliveriein Kanpur Dehat, Kannauj and Rampur.

Table3-7 3-firm and5-firm concentratiornratios' of deliveries in the past month

Kanpur Kanpur

vagar | Dena |G| Sy | R
N=54 N=11
3-firm ratio 23.2 73.6 47.8 6.5 40.6
5-firm ratio 32.9 83.8 69.7 10.2 53.6

IThe 3firm (5¢firm) ratio measures the percentage of deliveries conducted by the 3 (5) facilities providing the highest number
of deliveries in the study district, out of all private facility deliveigsrviewedin that study district

During IDIs we sked facilities about the importance of delivery care within their total revenues. The
responses were quite variable, but in genedalivery care tended to be most important for primary
facilities (50% or more of total turnoveryery variable forsecondary facilities (€00%), and least
important for citybased tertiary facilities8&30%. Only one faittbased hospital in the city was run
entirely on delivery incomereflectingvision of the foundeto provide delivery care for localomenby
FytWFEg2YSy adlFF¥FQo

3.1.4 Growth of the market

While around half of all facilities had been in operation for over a decade, there was also evidence of
substantial recent entry in to the market, widround a fifth of tertiary facilities and a third of secondary
facilities having opened in the previous 4 ye@rable3-8).

Table3-8 Years in operation

Primary Secondary Tertiary Total
N=29 N=113 N=120 N=262
Years in operation
Median (IQR) 6 8 10 9
(4, 13) (3, 14) (6, 16) (4, 15)
Less than 5 years 31.0 33.6 21.7 27.9
5 < 10 years 27.6 23.9 20.8 22.9
10 < 20 years 27.6 23.0 40.0 31.3
20 or more years 13.8 19.5 17.5 17.9

During the IDI, everal respondents spoke about the rapid growth of the private sector over the last two
decades. New facilitiesere said to have opened primarilyithin the big cities, as well as in District towns
such asAkbarpur in Kanpur Dehat atarger block towns such &hibramau in Kannauj.

When we started in 1993 there were only a few hospitals. Now therget& within a radius of
5 kms.(Tertiary facity 3, Zonel Kanpur Nagagr
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This had reportedlyarticularlyincreased competition for secondary level facilifi@gho faced strong

price competition, and had to adopt a range of strategies to generate demand (see S8tynwhile

also competing closely with Government facilities as a result of the JSY incentive scheme (see Section
3.4.3.

However, respondents also noted that some rural areas remained very sadeed, with very limited-C
section capacity from either the Government or private sector, and a complete lack of facilities that could
managebirth complicatios, meaning that vulnerable women could have to travel long distances for
emergency care

Rampur district is at least 25kms from here, and when patient is in a serious condition, even 1 minute

or 5 minutes are too much for them. The patient should get iRithe G S FI OAf Al e d ¢KS
O2YAy3aA: |yR (KS LI GASyGtQa O2yRAGAZ2Y &ddzRRSyfe& o
facility here that instead of sending them to RampurlorMB A £ £ @ 2 NJ | ySwar &gioi SNJ 6 A 3
R2Say Qi KI @Berelfull faclity is thedeli Atail dvery important to havene. Sometimes

it happens that from here we refer the patient, on thay the condition of theatient gets serious.

(Primary facility 5, Rampur

These undeserved areas also tended to have the weakest transpdrastructure be inhabited by

poorer communities. To illustrate, in blocks such as Akbarpur and Chibramau which were located along
national highways, there were several secondary levelitias capable of Gectiondeliveries, but in
Tanda in Rampwhichwas quite far from the district centre and not located on a national highway, there
were none.

There are no good private facilities over here. The place does not have redmrsgctivity. Roads
are not that good. There are no good doctors available in private hospifiady are not adequately
educated. (ANM, Rampur)

3.2  Pricing and & ment

3.2.1 Price of delivery

All facilities priced delivery servicasd N2 | R W \With@épharateSpackagdsr normal and caesarean
deliveries andfor general wards and private roor\here offered) Packagesvere intended to cover the
full cost of the delivery, including K S R2 Ol 2 NE Q @ikgndsiit Sestsnd spiRIday:A Y S & =

Deliveries are conducted in form of package...and it includes all medicines, doctor fees and hospital
charges. Deliveries are done on packages only. In normal delivery majority is the doctor fee as
medicines are less requiédin case otaesarprofit of hospital is more since patient stay is more,
ranging from 5 to 7 daysTértiary facility 12, Zone 2 Kanpur Nagar
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Facilities generally gave a range of prices for each pachaaieallyvaryingby INR1-2 000,depending for
example on whethertte patient had any prior complications, the type of private room, or how much they
thought the family could afford (see price setting below)

We asked survey respondents to give us the typical price range for a normal delivery and the typical range
for a Gsection, and then calculated the mpbint of the ranges provided. lhable3-9 we present the
median of these migboints of the price ranges providedcéording to survey respondents,rermal
delivery would typically be priced #iR4,500 (USD 68) in a general ward, aN&6,500 (USD 98) in a
private room, and a SectionINR11,000 (USD 167) anlR13,500 (USD 205) respectively. There was
relatively little difference in the mediansf prices giveracross facility types, with the price of a normal
delivery onlyiINR1,000 hgher in a tertiary compared to a primary facility.

Table3-9 Mid-point of price range for delivery (Rupees, median (IQR))

Primary Secondary Tertiary Total
N=29 N=113 N=120 N=262
Normal deliveries
General Ward 3500 3750 4500 4500
(3500, 4500) | (3250, 4500) (3500, 5500) (3500, 5500)
Private Rooms 6000 5500 7000 6500

(4500, 9000) | (4500, 7000) | (5500, 8500) | (5500, 8000)

G-Section deliveries

General Ward - 11000 11000 11000
(9000, 12500)| (11000, 13500)| (9000, 17500)
Private Rooms - 13500 14500 13500

11000, 15750) (13500, 17250)| (1300, 16500)
! Less than half of primary facilities have private rooms (n=11) Tsdale3-13).

Figure3-3 shows thefull distribution of the midpoints for (a) normal and (b)€&ction deliveries, both in
general wardsindicating that the maximum prices were aroumNR 10,500 and INEB,500 respctively.
Maximum prices for private wards weld®&lR 16,500 andINR 22,500 respectivelfdata not shown)
InterestinglylDIrespondentgyave slightly higher prices in all categories, and much higher maximum prices
in the highestend hospitals (up ttNR25,000 for normal delivery aniNR100,000 for &ection), perhaps
indicating that they felt more comfortable discussing their prices in the more relaxed IDI encounter, and
that prices reported under survey conditions may be biased downwiardeme degree
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Figure3-3 Mid-point of price ranged charged in general ward for (a) normal delivery ands@ntion

(a) Price of normal delivery (general ward)
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(b) Price of Gsection (general ward)
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3.2.2 Prie setting

In discussing how prices were set, IDI respondents referred to their costs, competition from other
providers, and patient ability to pailey costs mentioned were the capital and recurrent costs of medical
infrastructure, the costs of hotel servicestafing, electricity (including generator costs for frequent
power cuts) and tax Commission fees to agents bring patients to the facility were also mentioned as an
important cost (see sectioB.3.6below).One respondent also highlighted the importance of maintaining
their profit margin:
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This is our minimum policy. If we are doing businessRafidy Qi IS S @S ¢ profit, YA Y A Y dz
(KSYy AdGQa y2 dEdondafy fadlizyAs Banpurdahaty S 3 4 ®

Most respondentslsospoke about conforming to the local market rates in order to rentampetitive.
A few reported going around and surveying the market before determining their own price structures.
Bvenonefadi AieQa t2¢ NIGSa O2dZ R I FFSOUG GKS SyidANB YI N

Because of X Hospital, no one can change the rates. They charge minimum for the delivery cases. X
hospital has ruined the market of entire Kanna8pgondary facility 13, Kannuj

A few respondents mentiortkthat msts and charges were increadsy about 510% each yeaHowever,
otherssaid that they had not increased their prices over the last year even though all costs had increased
because they feared losing patients to lower priced facilities in the neighbourtMost respondents

said that theyalso] S LJ0  { K Sabilltyltdipayshyriéwwehile quoting the package ratdsading to
variations in the price of a given package across cliegenerally ofiINR1-2,000 but the variation could

be as high aB\NR7,00Q They wanted to remain affordable for the poorer patients but alsaghdigher

rates from those who could afford. it

Patients were also said to actively demand discoufite smaller hospitals in the city outskirts and in
rural blocks,appeared to face particularly strong bargaining from patients

XRSt ADSNE yi@d moSey asPpeople/dd fiot want to pay even the minimum amount you
demand. If you want INR 3000 for a normal delivery, they will start negotiating from INGDB00
(Primary facility 2, Rampr

Local politicians also asked for discounts; some faciktés they had no option but to entertain these
NEljdzSadasz ¢gKATS 20KSRNE OGRIdayR Qi K& AKER T2 Na (INGSGIS Wy 2
LI GASYyGa FyR GKSANI NBfIIGABSE O02dzZ R ONBI (8wh Wydz a
A few respondents from such facilities shared thaihce it was difficult to fix rates, it was common

practice to avoid giving bills to patients as this could lead to other patients asking questions:

If you make a bill then you will not be able tistjfy about the chargedike you charged 13000

from Rekha Devi for general ward and so why did you charge 15000 from Shyama Devi. It demands
an explanation. How did you calculate? So you can be caught in an audit (financial). So if there is
no bill, therthere is no audit. econdary facility 15, Kanpur Dehat

If the patient was genuinely poor, nearly all the facilities said they would help in different ways such as
GNF YAFSNNAY3I GKS LI GASyd G2 F 32 O3S N SoBgtites®lerOA £ A (&
LI @Ay3 F2NJ GKS LI GASydiQa SELSyasSay

.dzi AT a2YS2yS Aa GNM¥zZ e LR2NE GKSy ¢S
F2NJ OKFNRAGEET LI & F2N) GKSYX ¢S R2 GKI
patient. (Secondary facility 1, Zone 2 Kanpur Nagar
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There were also a fewharitable hospitad which charged lower prices as part of their mission to serve
poorer groups.rt Kanpur Zone @&ne charitable hospital had much lower charges than ottigrfacilities
hospitals using a number of strategies to keep their prices down

There is a difference of 75% in our rates and normal rates being charged outside. Visiting doctors
also charge less amount in comparison to the amount charged by other dodmrtors also do
OFasSa FTNBS 27 Oar@duikdain&dr ielf)iguS tad usidérIsjam,tcCbe gaid by the
wealthy) comes, we pay from that money. There is a separate fund also, whenever there is a need
X 6S dza S Sédondary facitzy/Fofe 1danpur Nagar

They also crossubsidisedpoor patientsby charging higher fees twealthier patients who opted for
private rooms:

There are 6 private rooms. Where we take 50% of fees and from that money we serve this (poorer
patients)..thereare some patients who could only pay 50%. We enquire about them from people;

S 3ASG GKSANI Ay@SadAdalrdArzya BReondydligy 3,deng FANY
Kanpur Nagar

3.2.3 Insurance

The vastimajority of payments for delivery were mada cash;generally in the higheend tertiary and

secondary facilities about half would be payable on admission, and the remainder before discharge. In
lowerr-end¥ I OAf AGASE GKS | RGFEyOS O2dZ R RSLISYR 2y (GKS L
with many facilities saying they were flexible about the amount and timing of advance payrvents

few facilitieswere enrolled in insurance schem@sable3-10).

Table3-10 Insurance / cashless scheme empanelment

Primary Secondary Tertiary Total
N=29 N=113 N=120 N=262

Affiliation with RSBY (%) 4.8 27.6 18.1 16.7
Governmentcashlesschemedq%) 0 9.1 9.2 8.1
(n) (10 (11) (21)

of which: Covers delivery costs (% - 100 100 100

Private companycashlesschemedq%) 0 1.8 6.7 3.9
(n) (2) (8) (10)

of which: Covers delivery costs (9 100 85.7 88.9

IMissing 17 observations (8imary, 5 secondary, 4 tertiayy

Around a fifth of secondary and tertiaryacilities were enrolled inRashtriya Swasthya Beema Yojana
(RSBY although this was very rare for primary faciliti€@&SBY is a government funded health insurance
scheme, launcheth 2008, with beneficiaries entitled to hospitalizationveoage up tolNR30,000 per
annum (vww.rsby.gov.il. Three facilities also said that the scheme was not functioning at the time of the
study, although it was unclear whether thigs a temporary or longderm issue. However, it was clear
that there was widespread dissatisfaction with programrmike majorityof facilities said they had given

up working with RSBY, due to reimbursement rates (which were said to be too low for the-aéigher
facilities), the amount of paperwork, and challenges in obtaining their payments from the Government
(one was owed up ttNR2,500,000 or USD 39,00 cluding being asked to bribe officials:
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Earlier we were also empaneledth RSBY but now we have dropped it. Their team comes for
check as we bill under RSBY. Even though we have genuine cases, they ask for a bribe, which we
are not willing to pay as the emoluments are anyways very I8&c@ndary facility 8, Zone 2
Kanpur Mgar)

However, respondents also spoke about the fraudulent practices of health facilities affiliated with RSBY::

People have taken governments schemes, with these people do fraud. Fake patient is made to lie
down, they take money from them, there are hoalsitlike these here, near us. Okay? But we do
not force these thingsSgcondary facility 1, Zone 2 Kanpur Nagar

CKA& RAALIzIS OFYS G2 dzaX GKFG L O6GKS w{., LINERC
money for it. Insurance company asked the sorgthat how have you made so much amount?

CKIFIG adaNBS2y 2yS Yly 2yfteX (GKFd adz2NBS2y gt a 2L
half an hour, distance of 100 KMs. How is it possil@&¥€¢rnment keholder, Lucknow)

Afew, mainly tertiaryfacilities were affiliated with otheét O 8 Kf Sda¢ &aO0OKSYS&ax 2FGSy
though among these facilities, only a minority of their patients were paid for by a third party, with out of
pocket payment remaining the dominant formgovernmentcashéss schemesncluded the Central
Government Health Scheme (CGHS), and the Employees State Insurance Corporation (ESIC), while private
schemesncluded Star Health, Bajaj Alliance, ICICI prudential and various other corporate scBemes.

high-end facilites were empanelled with many different schemes e.gQ0

Board showing insurance companies with which the facility is empaneled

4TPA is a company/agency or organisation holding a license from the Insurance RegulatotiidbigvelojmiientoAu
process claims as an outsourcing entity of an insurance company. They function as an intermediary betweren an insurance
and the insured.
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A few respondents from secondary facilities said they would like to be affiliated with private insurance
companies like StaHealth, depending on which ones their clients subscribed to. However, the high
standards demanded by the private insurance companies were a barrier:

We are presently notmpaneledwith any medical insurance company and do not plan to get
associated in near future as we do not have the facilities required for the purpose. Such agencies
come to survey and the requirements mainly @pgivate rooms, air conditioner in the rooms and
television. $econdary facility 17, Zone 2 Kanpur Nagar

Inmoreremote areas, the smaller primary facilities wer@ver empaneled with these schemes, and were
typically not aware of the insurance markets

In our area, no provisions are there for any typéneurance or any other services. All these are
available in Moradabad and may be in Rampur but not séem@ry facility 2, Rampur

3.3  Non-Price Competition
Besides price, there were many other factors thdluencedclient) OK2 A OS 2F Tl OAft Ade

Primarily, patients look fgueople they knovat the facility level. After that they search for type of

facility and the fees; then they check the behavior and communication of doctor and staffs; they
Ffa2 aSS 20KSNJ aSNIIA O cohsi@ér hé rhodedy 8nd betiavior EsShe T I OA f
most important factors..§econdary facility 2, Kanpur Dehat

We have summarized the key areas of fite competition irFigure3-4, and discuss each area in detail
below.
Figure3-4 Key elements of neprice competition
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38



3.3.1 Location

Location wasconsidered vital in influencing facility demandkK $ WK S| f (i K Al@&dtionQforS 02y 2 Y.
private facilitieswere said to be those easily accessible to patients, close to other private facilities, and
close to a Government hospital.

Easy access was very important fmatients many respondents explained that thigsas why many
secondanyfacilities were located strategically along highwsgspecially the main roads leading into large
towns, as can be seem from the mapping of delivery facilitiegju(re 3-1). Thismade them easily
accessible fronthe surroundingural areas:

This being a bpass road, patients come here directly with ease, majority of those are from rural
areas who cannot afford costly hospitals in the central part ef ¢ly. This is also the reason
because ASHA can bring patients to these nursing homes. (Medicédl,SBareilly)

Respondents also said thatritade good business sense for facilitiesbe located in clusters, allowing
patients to check out differembptions within a small radius:

~

If this is a market and | open a hospital, it is much bettertohgve 4K 2 a LA G £ & NI G KSNJ
am getting my marketing done and if a patient comes to my hospital, it is not that he will come to

my hospital only, h©l y 32 | yegKSNB® 2SS 32 (2 YINJSdGa |yl
(Secondary facility 15, Kanpur Dehat

Nonetheless we also found a few instances of doctors who had set up facilities in the more remote areas
due to personal and familial reasoms¢luding local roots and kinships:

In this area, there are no qualified doctors, because of which we started with our cu Isete.

Moreover, this building is owned by myfin- 6 a ® ¢ KA & o0Sf2y3a G2 Yeé Kdzao
to serve thelocalcommyUA 1@ K2 | NBE 2dz2NJ 26y LISPuia® BERIBYYS
(veil). Diagnostic provider 1, Rampur

Another important factor forsecondaryfacilities was locating close to a government facility, in order to
benefit from Government referral$sSovernment facilities would referetivery clients to a higher level
government hospital for a birth complication and a possiBiection, butpatientswere often reluctant

to travel the distance to the referral hospitand insteadpreferred (or were ercouraged)to approach
the nearest private facilitieg leading to clustering of private facilities in these areas.

District Hospital opening is very easy as the government is focusing on delivery services and patient
is going there free of cost as 1(f8ee ambulance)s there to carry the patient to the hospital.

When the patient gets referred, he lands in the market. So, in the market, there is other also
besides me. So it is better opportunity to work here rather than anywhere else. That we have mad
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and there is nothing bad about it. District hospital is a good thing provided the doctors are good
and patient flow is there Secondary facility 15, Kanpur Dehat

3.3.2 Infrastructureand equipment

Table3-11 and Table3-12 show the availability of general and key medical infrastructure respelgt
Nearly all facilities had an electrical supply and a hgzlsource, and most had a wired phone line or
mobile phone. Threguarters of facilities had an internet connection, though this varied from less than
half in primary facilities to more tha®0% in tertiary facilities. Around two thirds of facilities do not have

their own transport, though a minority (12%) of tertiary facilities owned an ambulance.

Table3-11 General infrastructure

Primary Secondary Tertiary Total
N=29 N=113 N=120 N=262

Electricity supply(%)

Mains electricity connection 96.6 100 100 99.6

(n) (28) (113) (120) (261)

Of which:

Has electricity now 92.6 97.3 99.2 97.7

Has alternative electricity source 92.3 97.3 99.2 97.6
Communication(%)

Wired phone line or mobile phone 86.2 92.9 99.2 95.0

Internet connection 44.8 67.0 90.8 75.5
Transport (%)

Pickup van (no builin medical equipment) 0 20.4 28.8 21.9

Ambulance (with buiin equipment) 0 0.9 11.9 5.8

Other 35 5.3 17 35

None 96.6 73.5 58.0 69.0

1Sums to more than 100% as some facilities had more than one type of transport.

2Includes motorbikes, personal transport, and vehicles rented or on call.

Nearly all secondargnd tertiary facilities had an operating theatre (reflecting the definition of secondary
facilities as those doing-§&ctions), but only a quarter of primary facilities did (24%). Less than half of

facilities had an intensive care unit (ICU), these beingidfinition the tertiary facilities. About half of
facilities had iFhouse pathology and ultrasound services, and 77% reported havingreuge medical

store, though again these were less common in primary facilities and most frequent in tertiatietacili
In-house blood bank services were rare (4.3% or 11 facilities).

Table3-12 Medical infrastructure

Percent of facilities with: Primary Secondary Tertiary Total
N=29 N=113 N=120 N=262

Operating theatre 24.1 94.7 99.2 88.9
Intensive care unit U 0 0 100 45.8
Pathology 20.7 33.6 64.2 46.2
Ultrasound 7.1 39.6 65.0 47.9
Blood bank 0 4.6 5.0 4.3

In-house nedical store 51.7 67.6 92.5 77.3
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Having the capacity for-€ections was seen as a key factor in allowing facilities to compete with the
Government sector as no PHC and very few CHC were providiagtiGnhs in practice. Survey data
indicated that on average 30% of deliveries wetgeCtins in privatefacilities, though for 6 facilities this
was over 75%Except in the faitthased hospital, the proportion of caesarean to normal deliveries that
respondents reported was typically in the range of 50%duutld be as highs 99%100%. Resporahts
attributed high Gsection rates primarily tcclient preferences for a planned and pdiree delivery
together with a highrisk casemix often reflecting referrals from other facilities, and less ofesmonomic
incentivesfor facilities

We get mainy high risk cases. So most of our deliveries asec€. Also because SES are high,

people also want a planned surgery. They do not want to go in for normal de]isayythat they

wantaGi SO RSt APSNEBE® . SOIdzaS GKSe& IReiveqandsgimpylid G2 S
say that do surgery to avoid those kind of problefirexrtjary facility 3, Zon& Kanpur Naggr

Variations in medical infrastructure were said to be a key aspect cpnioce competitiorbetween private
facilities and very important in determining pricencluding facilities for advanced care such as an
operating theatre, an intensive careiti (ICU), a eo-natal ICU (NICU) and ventilators, among others.

Nowadays pregnant women visit hospitals during pregnancytlhey are well informed if there
is going to be any complication during delivery. So they prefer hospital where there is facility of
surgery and blood. We also recommend same to such casetafy facility 4Bareilly)

So these days .. tleystem of NICU is running a lot. So some people go more because NICU facility
GKSe gAff 3ISGX AT (KSe& | aa dzvwsbulanked Rdde 2AKanpur 2 YS G |
Nagan

In-house services for diagnostifs g.ultrasound,MRIand CT scannéra/ere also said to givéacilities a
competitive edge:

When we started this hospital back in 1987 we had TLC Vi@ plood cell counjs xRay. At

that time | was the only person providing X ray services hereer@ly, we are equipped with
ultrasoundmachine. There is also one Maya Hospital besides this who has similar kind of facilities
in this part. Maya hospital also provide maternity services and so there is lot of competition with
them. (Tertiary facility 2, Bareilly

Other potentially importantin-house services included a medical store and an ambulance, with these
aSNWAOSE aFrAR G2 OG +t&a Fy IRRSR FGGNYOlAz2y G2 LI
important source of profits:

We do have ihouse pharmacy in our hospital. It definitely is beneficial since medicines and
surgical equipment are immediately available when required especially in timeseatiGn or
surgery. . it also gives profit to the hospital as we can get nmeiat a discounted price and we
sell it to the patients at the retail rates and offering a 10 per percent discount to the patients if
they purchase the medicines from our pharmacy. Thus, we earn profit from theSssdendary
facility 8, Zone 2 Kanpitagar)
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Yes, we have our ambulance, diagnostic services and a medical store. In fact profit is less if these

are done from outside. Here they get each and every service under one roof like a shopping mall.

They feel happy after getting discharged asthey @i KI @S G2 FIF OS Fyeé LINBO
face different problems at different place$e(tiary facility 9, Bareil)y

A few respondents at the tertiary level described hewwme facilitiesvere moving into more specialised
maternalcare arenassuch as fertility treatmentsparticularly IVF. One even mentioned the introduction
ofaiSY OSftf LINBASNDIFGAZ2Y 06LINBaSNDA yhBasdtheparenkedadl Q&  dzY ¢
later fora stem cell transplant in conditiossich as leukamia), though they feltthigs & I wa Ol YQ 2
big money:

| studied the whole system of incentivizing that is changing the entire health¢hedatest is the
aiSY OStftXdLG Aa oA33TSad NIrO1Sd INRseinmbdstAy LYR
efficient business practice way. The caesarean will cost 20,000 and they will charge 80,000 for

stem cells and tell you that it will be preserved for 20 yedwttiary facility 1, Zone 1 Kanpur
Nagan

Delivery Rooms

3.3.3 Hotel features

In addition to medical infrastructure, hotel features, such as the quality of the physical space within
facilities, and the availability of private roomsere also central in attracting patien¢sooth from other
private facilities and from Government fhiies, where hotel aspects of care were known to be poor.

Private rooms were available in 89% of facilitiest{e3-13). In tertiary facilities, where nearly all facilities
had private rooms, the median number of rooms was 4.5.

42























































































