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Background Note on Privatization and PPPs in Health Services

The National Health Policy (NHP) 2017 promoted partnerships with the private sector across the range of medical and clinical services: diagnostics, ambulance, blood banks, telemedicine services, in the running of the health and wellness centres (HWCs); and strategic purchasing of care from the private hospitals for secondary and tertiary care. In 2019 the NITI Aayog report on Health Systems for a New India discussed, among other things, ways to improve strategic purchasing and its effective governance. While this Report mentions the many weaknesses in the existing PPPs in healthcare sector, still it recommends partnerships with the private sector (including informal private providers) as the way ahead for health sector reform. It recommends the need to create a robust institutional framework and implementation strategy for successful public-private dialogue and engagement, and development of policies, regulations, organizations and delivery models to align private provider behaviours with government objectives and priorities [footnoteRef:1] . [1:  NITI Aayog (2019) Health System for a New India: Building Blocks. Potential Pathways to Reform.  NITI Aayog, New Delhi. (pages 172-173, 192-194)
] 

These recent proposals for reforming the healthcare system through engagement with private healthcare providers are a continuation of the health sector reforms initiated since the 1990s.  Global policy shifts since the 1980s and 1990s, largely driven by international institutions such as the World Bank (WB) and the International Monetary Fund (IMF), led to major economic reforms across many countries, including India. These economic reforms overturned the planned expansion of welfare and led to introduction of policies of liberalization, privatization and globalization.  They gave rise to a restructuring of health services in the name of social efficiency.  The public sector services were termed “inefficient” and the private sector was held up as the alternative to these “inefficiencies”; such arguments were used to justify the introduction of neo-liberal economic policies and market-based solutions.  Accompanying these policy changes was also the social construction of a new common sense at the ideological and economic level: that of health as a private good, a commodity to be purchased, and not a public good or universal right, nor is it a state responsibility. 
Structural adjustment programs (SAPs) imposed by the IMF and the World Bank, including the World Bank’s influential ‘Investing in Health’ report (1993), played a key role in shaping such processes. Under pressure from these powerful influences, several changes were implemented in the healthcare sector. The involvement of the private healthcare providers in the healthcare services became a formal policy measure, through what are known as Public-Private partnerships.  This policy measure was justified on the ground that ‘there was a large private sector already providing almost 70% of the healthcare, that this commercial private healthcare sector was more ‘efficient’ and provided better quality care, and therefore these resources of the private sector should be utilized to strengthen the public healthcare system’. As part of the health sector restructuring there was retreat of governments from the principle of providing free medical care, through reduction of public sector expenditure on medical care and introduction of user fees in public sector medical institutions, corporatization and commercialization of medical care, state subsidies to the corporate sector in medical care, and entry of corporate sector health insurance. 
Such policy shifts towards greater private sector involvement in the healthcare system have led to many changes within the private sector itself. Hospitals are now treated as businesses that must generate profits, and there is overall corporatisation and financialization, expanding markets for healthcare and global financial investments in the healthcare sector [footnoteRef:2], [footnoteRef:3]. Large industry bodies, such as Confederation of Indian Industry (CII)-Federation of Indian Chambers of Commerce and Industry (FICCI), large multinational business consultant firms such as PwC-McKinsey-KPMG, private hospital owners’ associations, and insurance companies have become important stakeholders in the organisation of the healthcare sector, engaging actively with government on policy issues and costs, in the implementation of government health insurance schemes, and planning for growth in a “new Indian health economy” [footnoteRef:4].   [2:  Chakravarthi, I, B Hunter, S Marathe and S F Murray (2023): “Corporatisation in Private Hospitals Sector in India: A Case Study from Maharashtra,” Economic & Political Weekly, Vol 58, No 11, pp 57–64.]  [3:  Sarwal, R, U Prasad, K Madangopal, S Kalal, D Kaur, A Kumar, P Regy and J Sharma (2021): Investment Opportunities in India’s Healthcare Sector, Delhi: NITI Aayog.]  [4:  PwC and NATHEALTH (2018): “Financing and Funding Indian Healthcare: Navigating the Turbulent Tide,” PricewaterhouseCoopers and NATHEALTH, https://www.pwc.in/assets/pdfs/publications/2018/fi nancing-and-funding-indian-healthcare-navigating-the-turbulent-tide.pdf.] 

In this reform process, a critical policy option has been to use the existing private health providers through Public-Private Partnerships (PPPs) to fill gaps in delivery of services. Different forms of PPPs which involved strategic purchasing of services from private providers were initiated. These partnerships are with non-profit as well as for-profit private providers.
Types and some examples of PPPs
It was in the mid-1990s and the decade of the 2000s that there was a shift from building partnerships only at the primary level. Several partnerships emerged in secondary and tertiary public hospitals. There are PPPs for medical care under the government health insurance schemes (such as PMJAY), for many clinical services, as well as non-clinical services like bio-medical waste management, housekeeping and security at the secondary and tertiary level. 
The most common form of PPPs is the contracting-in and contracting-out models seen across all levels of care. These include outsourcing primary health centres to a private entity, contracting-in private providers/entities at the secondary or tertiary level to deliver clinical or non-clinical services. There are also social marketing, social franchising, and voucher schemes at the primary level that are constituted as partnerships. In 2014, to address health staff shortages in rural and remote areas, the Chhattisgarh government outsourced the recruitment of doctors and nurses to private agencies, but it was stopped after a few months. 
Specific examples of such PPPs are given in Annexure 1. 
Another kind of PPP is that of inviting private players to manage District Hospitals, super-specialty hospitals and medical colleges. This was attempted in states such as Delhi, Mumbai, and Karnataka, but most of them have not been successful.  Yet, the union and state governments persist in implementing this model and in handing over publicly built hospitals, District Hospitals and medical colleges to private parties, in the name of strengthening of health services.     
Specific examples of such PPPs and their status are given in Annexure 2. 
Performance of PPPs - Have PPPs delivered?
Many independent studies and government evaluations have shown that PPPs have not delivered on the objectives of efficiency, equity and access; that these partnerships have not strengthened public health services. On the contrary, there were many problems and deficiencies [footnoteRef:5].  Such as: the private party not abiding by the agreement, not complying with the rules, not providing proper information to the beneficiaries, misuse of funds, lack of accountability, non-availability of qualified human resources, failure to provide quality service to patients, poor governance, trust deficit, difficulty in retaining staff or provider, all pointing to a weak partnership, indicating that these did not add to strengthening of public health services. The government had little supervisory control over hospital operations and no effective mechanism for addressing patient grievances. Several state governments have terminated PPPs in management of PHCs or of super-specialty hospitals or MMUs.   [5:  Marathe S, Yakkundi D, More A, and Kakade D (2025) Unpacking the politics and publicness of healthcare public-private partnerships: case studies from municipal hospitals in Maharashtra state, India. Journal of Community Systems for Health. Vol. 2. https://doi.org/10.36368/jcsh.v2i1.1182
] 

A review by the National Health Systems Resource Centre (NHSRC)[footnoteRef:6] noted that there were distinct differences in the partnerships of the public sector with non-profits and with for-profits. For-profit entities have a distinct goal of maximising profits, which adds to the asymmetry, as the profit interests of the private agency had to be accommodated. This made the partnerships with a for-profit agency more complex. [6:  Nundy M, Sharma S, Anjaney, Jain M and Kotwal A (2021) Public-Private Partnerships in Health Care under the National Health Mission in India: A Review. National Health Systems Resource Centre, New Delhi.
] 

Most PPP literature emphasizes that governments must play a large regulatory role if health care is to be delivered via private providers to achieve objectives of the public health system. Implementation of PPPs requires: (i) significant government effort, with a separate budget and dedicated human resources (ii) Clarity on objectives of engaging with private sector (iii) Performance monitoring of the private partner (iv) strong regulatory, managerial, monitoring and evaluation framework and plan. 
However, the governments and health departments had very little financial resources and capacities to carry out all these tasks, leading to poor governance and regulation of PPPs and lack of accountability of the parties involved in providing the services.
Evidence available on PPPs implemented in the last two-three decades indicates that much of the rationale for involving the private sector have been not been met and they remain myths (Table 1)
Table 1: Myths and Realities of PPPs
	Myth
	Evidence

	Governments do not have money for health system strengthening
	Government Spending on healthcare has been very low and actually fallen since 2017-18. It has never reached the level of health expenditure that is needed to strengthen the public healthcare services. While the National Health Policy suggests states must spend at least 8% of the total budget on health, states such as Karnataka are spending only 4% on health (national budget - 6.4% of its total budget).

	Private sector brings in investment, such as for building hospitals
	Wrong. The governments provide large areas of land on long term lease or at very low rates, hospital premises (in case of outsourcing for diagnostics), provide money for expansion of services (eg. addition of departments), support the treatment of patients through insurance schemes such as Ayushman Bharat. Governments also build hospitals and then give them to private parties to run them, such as District Hospitals and medical colleges (See Table in Annexure 2).


	Private sector takes on the risks such as the financial risks to deliver the services
	On the contrary the government extends support for building private hospitals through what is called as Viability Gap financing (VGF) to encourage the private sector to build facilities in remote and rural areas. Despite this the private sector has not come forward to construct health facilities.  For instance: in some states rural areas had fewer empanelled private hospitals than urban areas in government health insurance schemes.

	PPPs have improved access to services 
	The evidence is uneven. The Apollo hospital in Delhi has been censured by the Supreme Court for failing to provide services. The Raichur hospital in Karnataka did not improve access, nor did the PPP municipal hospitals in cities such as Mumbai (See Table in Annexure 2).

	Private sector brings in critical staff such as specialists into the PPP arrangement
	Available data shows that recruiting and retaining human resources was as problematic in private as in public facilities; that specialists are not available even for telemedicine arrangements.  In the PPP arrangements too, staff are often recruited on contractual basis.
Private providers actually target to reduce costs by converting permanent, pensionable public jobs into precarious, short-term contract labor (e.g., housekeeping staff, paramedics).
This contractualisation strips workers of labour protections, decent wages, and social security benefits, creating a two-tiered workforce within the same facility and exacerbating labour precarity.

	PPPs with NGOs are better
	No evidence for this claim. The ‘Arogya Bhagya’ Scheme in Karnataka where the PHCs were handed over to NGOs did not show any significant difference in access and hence the scheme was scrapped. Other studies have highlighted several problems in management of PHCs by private entities, such as difficulties in recruiting and retaining human resources, poor infrastructure, lack of training or community health workers and lack of co-ordination with them, resulting in poor community outreach.



While there is such compelling evidence available on the problems in the existing PPPs in healthcare, a very serious concern with the overall policy of PPPs is to do with the flow, the transfer of public money and resources into private hands.  In most cases we see that private parties are being given public land and finances to provide the services or run the hospitals, etc. And yet over the past several decades the goals of PPPs are not being achieved.  It is time therefore to take stock of these policies of PPPs and privatization, to grasp the ground realities, and to frame and implement public polices where public money is best used for the public good and not for private profits.   
VOICES FROM THE GROUND – STRUGGLES AGAINST PPPs in different states
Table 2: Voices from the ground
	
	State and details of PPP
	Details of movement

	1.
	Gujarat, Tapi District, Vyara
Handing over the care and management of this 300-bedded District Hospital to UNM Foundation, the private trust of the pharmaceutical company Torrent. The private trust will build and run a self-financing medical college under Gujarat Medical Education & Research Society (GMERS).
The state government had initiated this privatization earlier (2023), which was stopped due to protests then.  
	# https://phmindia.org/2025/09/29/the-struggle-for-vyara-hospital-gujarats-tribal-communities-stand-against-privatization/    
# https://countercurrents.org/2025/05/appeal-to-gujrat-governor-halt-the-privatization-of-vyara-government-hospital-and-medical-college/ 
# In 2024 this PPP measure has been revived, and the local tribal population from several districts in South Gujarat have again launched a struggle against this privatisation.
# Between March-May 2025 they held an indefinite sit-in within the hospital premises, hunger strikes, rallies, memorandums and petitions, demanding a written assurance that the hospital would not be handed over to any company.  
# This mass struggle has been highlighting the experiences of the other such PPPs in Gujarat, in Bhuj (with Adani) and in Dahod (with Zydus), from where there have often been complaints of increased treatment costs, higher fees, and management irregularities. 
#The one loud, clear message from this movement is: Save Our Public Hospital.

	2.
	Karnataka
Since 2022, the state government had been attempting PPP-based privatisation of nine district hospitals in the state. It has been met with widespread protests and opposition from people in these districts. 

The earlier decision to withdraw the move has been shelved and the current state government has again announced its decision to privatise district hospitals in eleven districts – Tumakuru, Davanagere, Chitradurga, Bagalkote, Kolar, Dakshina Kannada, Udupi, Bengaluru Rural, Vijayapura, Vijayanagara, and Ramanagaram. 


	# https://phmindia.org/2025/07/21/campaign-against-privatisation-of-district-hospitals-in-karnataka/ 

# This large-scale privatisation in 11 districts is being opposed by a broad-based popular campaign led by Sarvatrika Arogya Andolana Karnataka (Movement for Universal Health Systems in Karnataka, SAAK).
# Appeal and online-meetings with a wide range of progressive networks and organisations across the state, such as garment workers unions, informal sector workers, gender and sexual minorities, dalit groups, farmers movements and other movements, highlighting the dangers of proposed PPPs. 
# Broad-based coalition of organisations formed - ‘Campaign against privatisation (PPP) of district public hospitals in Karnataka’. 
# The campaign started with a rally in Kolar on June 6th 2025 and submitted Memorandum to the district officials
# Dialogue with the State health minister in a television channel Suvarna News, and raised the issue of PPPs with the minister.
# Movement against such privatization continues

	3.
	Maharashtra, Mumbai 

Newly constructed Pandit Madan Mohan Malviya Shatabdi Hospital is not operational (See Table in Annexure 1)
  
Lallubhai Compound Super-Specialty Hospital 

	# https://phmindia.org/2025/07/10/save-our-hospitals-scrap-privatisation/
Movement since 2024 against this PPP and privatisation
# A coalition of over 25 organisations have come together under the banner of “Aspatal Bachao, Nijikaran Hatao Kriti Samiti” (Save our Hospitals, Scrap Privatization action committee)
# Campaigning in various slums around
# Public Hearings outside the Ward Office to highlight the condition of public healthcare facilities

	4.
	Andhra 
In March 2025 the Andhra Pradesh government announced that it would build or complete ten medical colleges and hand them over to private operators under the PPP model. The current proposal envisages leasing ten of the seventeen newly built medical colleges—each developed at an average cost of Rs. 500 crore in public funds—to private entities for a 66-year period, in exchange for a nominal annual fee.
	# https://phmindia.org/2025/07/01/corporate-hands-off-public-medical-colleges/ 

# In February 2025 Praja Arogya Vedika (PAV), the Andhra Pradesh affiliate of the Jan Swasthya Abhiyan, along with mass organisations, health-related civil society groups, student organisations, health professionals, concerned citizens, initiated a campaign and series of actions against this privatisation move.  Subsequently, opposition parties have also joined this resistance. 
# Memorandum submitted to the Health Minister and also to the Chief Minister
# Statewide signature campaigns launched on World Health Day (7 April 2025); and meetings have been held across several districts, Tirupati, Vijayawada, Kakinada, Srikakulam, Guntur,  Anantapur, Nellore, Kurnool, Bapatla, Madanapalle and Visakhapatnam, with citizens demanding a complete rollback of the PPP plan.
# Involvement of students - major student unions such as SFI, AISF, PDSU, RSU, and NSUI—have written to the Chief Minister demanding an immediate reversal of the PPP decision. During 2024, students across campuses in Guntur, Rajahmundry, Vizianagaram, Tirupati, and Visakhapatnam staged hunger strikes, rallies, and protests, highlighting the widespread youth opposition to the commercialisation of public medical colleges. 
# Endorsement by prominent public figures, including former bureaucrats
# On October 19th 2025 a Joint Action Committee for Protection of Government Medical Colleges was formed, demanding roll-back of this privatisation move and for the government itself to run the medical colleges.  

	5. 
	Jharkhand

In 2014 the state government proposed the privatisation of several services of the Ranchi Sadar Hospital, as per the technical assistance of international agencies such as the International Finance Corporation (IFC). 
	https://phmindia.org/2025/09/16/how-peoples-power-halted-the-world-bank-backed-privatisation-of-sadar-hospital-ranchi/  
Sadar Hospital Bachao Andolan initiated in 2014
# A large number of civil society organisations, people’s science organisations, women, youth and tribal associations, craft and trade unions, street vendors, doctors, paramedics, political parties and several intellectuals came together to resist this move.
# Healthcare employees of Sadar Hospital including nurses and government doctors also publicly opposed the move, fearing job losses and the loss of professional livelihood under corporate management.
# Submitted memorandums to the government officials
# Public campaigns through signature campaigns, street meetings, pamphlet distribution
# Public protests at several sites, including the hospital and state Assembly
# Intervention by this Campaign in a Public Interest Litigation by a local contractor in the High court – 
# The court directed the state government to cancel the privatisation proposals and to take up the responsibility of fulfilling all the obligations mentioned in the contract.
# assurance from the government that no privatisation would be carried out without public consensus.
 

	6.
	Tamil Nadu
Dialysis services in 50 upgrades PHCs in PPP mode, under NHM. 
 As of 2025, in TN 142 Haemodialysis Centres were operational across the State under the Government sector through the in-house model. This included 41 Units in Government Medical College Hospitals and their allied institutions, 33 Units in District Hospitals, and 59 Units in Sub-District Hospitals. In addition, 9 Haemodialysis Units are operational at Primary Health Centres (PHCs) under the Public-Private Partnership (PPP) mode

	The Service Doctors and Post Graduates Association were opposed to this PPP model and registered their objection to it and expressed concerns that over time this would lead to full-scale privatisation in the future. 
According to doctors and some activists, the root cause of the problems in the government-run facilities was the shortage of trained personnel and modern equipment, and not lack of expertise and inefficiency.   These services could be improved by strengthening the services with trained, permanent staff and good equipment.  
In 2024 a PIL had been filed in the High Court for appointment of permanent and qualified technicians in the government dialysis facilities. The HC dismissed this plea on grounds of the 2020 government freeze on fresh appointments.



ACTION POINTS 
1. Initiate a National Level Campaign demanding 
(i) A moratorium on all current and planned / proposed PPPs 
(ii) Increase in the coming health budget to the promised levels of 3% of GDP 
(iii) Start recruitment in mission mode of permanent doctors, nurses and other staff in all public facilities and National Health Programmes 
(iv) Initiate regular dialogue with the common people and their representatives to make and implement a roadmap for genuine health systems strengthening keeping at the centre the interests of the common people, the users,  and not interests of the corporate private providers.
2. As part of this campaign – undertake several activities, such as 
(a) Collecting data and case studies at the local level on cost and quality of healthcare services, and also denial of healthcare services provided through PPPs and do political advocacy 
(b) Explore potential of Legal measures (The Supreme Court in 2025 has ruled that the government is a Constitutional player and cannot act like a market player; and cannot use the privatization route such as recruitment of staff on contractual basis for regular work.)  
(c) Undertake public awareness campaigns on the problems with privatisation. 
(d) Establish solidarity with the many campaigns happening across the country and work towards a national campaign opposing privatisation.



ANNEXURE 1 
Table 1: Examples of some PPPs in NHM, in national health programs, in non-clinical services (adapted from Reference ii) 
	
	Type of PPP and NHM component 
	Feature of the PPP

	I.
	PPPs for Health Services strengthening

	1
	PPPs for management of PHCs
	Management outsourced, govt provides the infrastructure and cost; or grant-in-aid to NGO to run PHC where there is no government infrastructure

	2
	PPPs for Mobile Medical Units (MMUs)
	MMU services are envisaged to provide services under 12 packages, including diagnostic and x-ray, ECG and ultrasonography facilities.
In 2012, in Chhattisgarh rural 30 MMUs to provide primary healthcare were started in 14 tribal and conflict affected districts. They were closed down in 2014 due to programmatic and management issues.


	3
	PPPs for emergency ambulance services 
	Private players operate and manage emergency transport service: NHM started the patient transport ambulances 

	4
	PPPs for diagnostic services 
	Outsourcing of diagnostic services such as imaging (CT, MRI, etc.)
Contracting- in of the services of specialists, such as radiologists, pathologists, microbiologists etc, where in house expertise is not available
Tele-radiology services

	II.
	PPPs in National Health Programmes

	7
	RMNCH+A
	Franchising models and contracting-out services. as in Merrygold scheme in UP 
In Delhi, in 2019 it was decided to empanel NABH accredited hospitals and nursing homes with NICU/PICU/ICU for providing critical care to newborns. Audit found that as of 2022 no private facility had been empaneled as none of the private hospitals turned up for empanelment [footnoteRef:7] . [7:  Government of the National Capital Territory of Delhi (2024) Performance Audit Report of the Comptroller and Auditor General of India on Public Health Infrastructure and Management of Health Services for the year ended 31 March 2022. Report No.3 of the year 2024
] 


	
	Institutional Delivery services under Emergency Obstetric Care (EmOC)
	Contracting out of delivery services to private providers, for instance Chiranjeevi scheme in
Gujarat, MAMATA scheme in Delhi

	8
	In National Disease Control Programmes – RNTCP, NVBDCP (Malaria) and NLEP 
	In RNTCP there were 33 partners with the centre, which included multilateral and bilateral organisations. As per 2018 data, 685 partners were involved with state and district health societies

	9
	In Non-Communicable Disease Control (NCDs) – National Blindness Control Programme (NBCP)
	NPCB receives more funds than any other programme – maximum partnerships under category of reimbursement for cataract operation for NGO and private practitioners – in all states Grant-in-aid to NGOs and private providers forcataract surgeries.

	
	Pradhan Mantri National Dialysis Programme - (Haemodialysis) at District level


	Dialysis services are contracted-in by State Health Society District/ State Health Department at district hospitals level from private sector.
In some other instances services are contracted out to a private provider
Companies such as Apollo, NephroPlus, Braun, DCDC Limited, Rahicare, Apex Hospital, IKDRC, Sanjivini, are the private providers involved in several states
In Delhi in 2017 dialysis services were to be provided in PPP Mode in Delhi Government Hospitals with creation of a dedicated PPP Dialysis Cell. As of 2022 these services had not been set up completely [footnoteRef:8]. [8:  Government of the National Capital Territory of Delhi (2024) Performance Audit Report of the Comptroller and Auditor General of India on Public Health Infrastructure and Management of Health Services for the year ended 31 March 2022. Report No.3 of the year 2024
] 


	III.
	In non-clinical services 

	
	· For Biomedical waste management
· Management of Health Information systems
· Hospital maintenance and security 
· Dietary and Laundry services
· Biomedical Equipment
Management and Maintenance

	Outsourcing of the service to a private entity

	IV
	PPP in Medical College
Allowing the establishment of medical college in district hospitals through PPP
	Andhra Pradesh - 17 medical colleges will be started on PPP basis.
ASSAM- Under PPP with Tata Trust 17 cancer hospitals planned, 9 already built
UTTAR PRADESH -15 PPP medical colleges in underserved districts attached to district hospitals
UTTARAKHAND- 4 PPP medical colleges and one hospital proposed
ODISHA- 4 multispecialty hospitals proposed under PPP
WEST BENGAL- 4 PPP medical colleges using district hospitals
JHARKHAND- 6 district hospitals proposed for PPP mode
GUJARAT - 5 district hospitals for PPP private medical colleges
KARNATAKA-9 PPP medical colleges attached to district hospitals 
MADHYA PRADESH -12 PPP med colleges proposed, attached to district hospitals [footnoteRef:9] [9:  Nagarajan R (2025) PPP = Transfer of hospitals built with public money into private hands. The Times of India July 10.  https://timesofindia.indiatimes.com/blogs/staying-alive/ppp-transfer-of-hospitals-built-with-public-money-into-private-hands/; https://timesofindia.indiatimes.com/blogs/wp-content/uploads/2025/07/PPP-state-wise1-1.pdf 
] 




[bookmark: _heading=h.i14k0bld980q]ANNEXURE 2
Table 2: Examples of PPPs at tertiary / super-specialty level  
	1.
	DELHI - Rajiv Gandhi Super-Specialty Hospital (RGSSH) and Janakpuri Super-Specialty Hospital (JSSH), constructed in 2008-2009 by the Delhi government.  They were to be operated in PPP model. In other words, the hospitals had been constructed and equipped by the government, but were to be operated by a private partner
	In 2011 this plan was cancelled because not many private players applied for the tender as there were too many conditions and they did not find running the hospitals financially viable. In 2014 there were news reports that AIIMS Delhi had offered to run JSSH, use all the infrastructure that was lying idle there.  

Currently – the two hospitals are running as autonomous institutions under a Society, with financial allocations from the Delhi government. Both the autonomous hospitals have world-class infrastructure, but do not get fully utilized; because the government has separate policies for these autonomous and for the other government-run hospitals.  For these two hospitals doctors are not given permanent employment, but recruited on fixed term contracts, with fixed remuneration and no scope for promotions and increments, making it difficult to retain doctors. As a result, much of the infrastructure in these hospitals, such as modular OTs etc, remain unutilized.  So, there is lot of wastage of the publicly funded resources at these tertiary hospitals. 

	2. 
	KARNATAKA – Raichur Rajiv Gandhi Super Specialty Hospital hospital. The state government considered options such as running it as departmental hospital, or as an
autonomous institution, or as a joint venture with the private sector, or managed
either by a profit or a non-profit sector. In August 2000 it approved the option of inviting non-profit private sector to run it. 
	However, in 2001 the management was given to Apollo Hospitals to run it for ten years. 

A review by the state government of the functioning of this hospital found the government found many instances of non-compliance with the agreement, misuse of funds, poor governance and lack of accountability, poor availability of qualified human resources, failure to provide quality service to patients, lack of measurable benefits to the BPL population.
The state government ended this PPP with Apollo in 2011 [footnoteRef:10]  [10:  Karpagam, S., Roy, B., Seethappa, V.K. and Qadeer, I., 2013. Evidence-based planning—a myth or Reality: use of evidence by the planning commission on public–private partnership (PPP). Social Change, 43(2), pp.213-226.
] 


	3.
	MAHARASHTRA 
PPPs by Brihanmumbai Municipal Corporation (BMC) for running tertiary hospitals 

· Seven Hills Hospital Mumbai – 1500-bedded hospital not functioning since 2005

· BSES (Bombay Suburban Electricity Supply) MG Hospital

· Cooper Hospital

	BMC entered into talk in 2002 with Seven Hills Healthcare Private Limited, of Andhra Pradesh, to open a multi-specialty hospital in Mumbai. According to the PPP agreement, signed in 2005, BMC gave Seven Hills a 60-year lease of a 6.9 ha plot in Andheri, near Mumbai International Airport. In exchange, Seven Hills had to reserve 20% of its 1,500 beds for low-income patients who come through the BMC healthcare system, charging them fees at the same rate as in public hospitals.  However, this hospital has never been fully functional, initially due to disputes between BMC and the private company, then indebtedness and insolvency of the company.  BMC used part of the hospital during COVID, with Reliance Foundation Hospital managing about 100 beds. In November 2025, the local residents along with several political parties opposed the handing over of Seven Hills hospital to Reliance, demanding that BMC should itself pay off the debts of Seven Hills and start running the hospital [footnoteRef:11], [footnoteRef:12], [footnoteRef:13] . [11:  Biraia P (2025) Maharashtra Congress urges Reliance to drop Seven Hills hospital acquisition for public good. The Week September 29.  https://www.theweek.in/news/india/2025/09/29/maharashtra-congress-urges-reliance-to-drop-seven-hills-hospital-acquisition-for-public-good.html
]  [12:  Mutha S (2025) Andheri residents oppose takeover of Seven Hills hospital by industrialist Mukesh Ambani. The Hindu. November 7. https://www.thehindu.com/news/cities/mumbai/andheri-residents-oppose-takeover-of-seven-hills-hospital-by-industrialist-mukesh-ambani/article70249497.ece
]  [13:  Pal S, Gangan S and Naik Y (2022) BMC plans to take over Seven Hills hospital. Hindustan Times December 21. https://www.hindustantimes.com/cities/mumbai-news/bmc-plans-to-take-over-sevenhills-hospital-101671561193919.html
] 


BMC allocated land for a hospital at Andheri, BSES covered the cost of constructing the building and buying equipment; and in 2002 the management of this hospital was given to the Global Hospital & Research Centre (of the Brahma Kumaris), in a PPP arrangement between the two. In 2014 BMC ordered the closure of this hospital for illegal building alterations, posing safety and fire hazards, and for not treating poor patients at subsidized costs. It terminated its agreement with Global, which has been challenged by them and the matter was in court.  Yet, as of 2022, the hospital was reported to be continuing to function and had not been shut down (https://sproutsnews.com/brahma-kumaris-global-hospital-has-become-a-death-trap/)    

In 2003 the Brihanmumbai Municipal Corporation (BMC) invited expressions of interest from private developers for re-development of Cooper Hospital, which was declared unfit for occupation. In return the private party would get lease of civic land to construct their own private tertiary-level hospital. The Juhu Vile Parle Development (JVPD) Scheme Residents’ Association launched a ‘Save Public Health Campaign’ and opposed these attempts to re-develop the public hospital through the privatisation route. The matter went to court, and in 2008 the High Court said that BMC was financially strong to construct the hospital without privatisation, and ordered it to re-develop the hospital at its own cost. The redevelopment work started in 2009 and the re-developed hospital was inaugurated in November 2013.
While the hospital remains under the BMC, its maintenance, blood-bank, diagnostic, ICU and other services are provided through partnerships with private agencies.
 
This is the pattern in other hospitals of the BMC. BMC is in the process of transferring several of its hospitals and services to private entities under PPP or civic-collaborative models.
The Shatabdi Hospital at Govandi is one of these hospitals. BMC has received proposals from three private institutions interested in managing the hospital. A senior civic health department official said that one eligible bidder would be selected soon based on BMC’s criteria [footnoteRef:14], [footnoteRef:15]. [14:  Naik Y (2025) BMC proposes to set up medical college at Govandi on PPP basis. Hindustan Times. May 16.  https://www.hindustantimes.com/cities/mumbai-news/bmc-proposes-to-set-up-medical-college-at-govandi-on-ppp-basis-101747334848317.html
]  [15:  Srivastava A (2025) Govandi Residents Protest Delay In Opening Shatabdi Hospital Amid Privatisation Push. Free Press Journal October 7. https://www.freepressjournal.in/mumbai/mumbai-news-govandi-residents-protest-delay-in-opening-shatabdi-hospital-amid-privatisation-push
] 
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Bhuj District Hospital and Dahod District Hospital
	The Bhuj District Hospital, rebuilt at a cost of Rs 100 crore from the Prime Minister Relief Fund after the 2001 earthquake, and handed over to 
the Adani Foundation. Adani foundation renamed it as GK General Hospital and integrated it with its Gujarat Adani Institute of Medical Sciences, to run the medical college. In 2017, the Dahod Civil Hospital in South Gujarat was given to Ramanbhai foundation of the pharma company Zydus Cadilla, which has renamed it to Zydus Medical College and Hospital.  Complaints have been documented against these PPP run hospitals of overcharging from patients, infant deaths, non-payment of salaries to the doctors [footnoteRef:16](Dhar 2025) [16:  Dhar D (2025) Tribals, patients agonise as Gujarat's Vyara Civil Hospital moves to PPP model. May 19. https://thefederal.com/category/states/west/gujarat/tribals-vyara-civil-hospital-ppp-torrent-adani-zydus-187547  ] 
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