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Executive Summary 
 
The Delhi Government’s ministry of Health and family welfare, headed by the principal 
secretary is responsible for the state’s health services. Through this study, an attempt has 
been made to study the structure and function of the department and its policies regarding 
services like dispensaries, prevention of food adulteration, drug procurement, emergency 
services, mental health etc. with particular focus on government hospitals. The constraints 
under which the system works, and the planning and implementation level lacunae have 
been identified. In the later part of the paper, model being followed in Kerala has been 
analyzed through a case study to assess its applicability in Delhi’s scenario. In the end, some 
possible solutions and recommendations have been presented- to build a system providing 
quality healthcare that is accessible and affordable. 
 
The Department of Health and Family Welfare of the Government of NCT of Delhi caters to 
health needs of nearly 1.70 crore population of Delhi and also has to share the burden of 
migratory population from neighboring states which constitute nearly 33 per cent of total 
intake at major hospitals in Delhi.  
 
“The Delhi government has done very good work in the healthcare sector. The hospitals are 
under pressure because they cater to a huge population from outside Delhi; if they had to 
meet only our needs the situation of quality would have been very different. It is a larger 
problem of imbalance in regional development; people come here because they don’t get 
good quality treatment in their states” explains Professor Kiran Walia, Minister of Health and 
Family Welfare, Delhi Government.   
 
However, population pressure is one among many problems experienced by this sector. 
There are hurdles of lack of trained personnel, bureaucratic delays, corruption and improper 
implementation. But the aim of this paper is not just to criticize the system. Humbled by the 
magnitude of this sector, and with utmost respect to the thousands of health workers who 
keep us going; I wish to present a balanced, unbiased and objective study, hoping it does 
justice to the sources of information, and of course, to the reader. 
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Delhi is the national capital of the largest and one of the most vibrant democracies in the 
world, and also it is one of the most rapidly expanding economies. A city of hopes and 
promises for the common man - leading to a common belief that whatever was not possible 
at their local place could be achieved at Delhi - a trust that needs to be upheld. The city has 
its own share of problems too-partly inherent and partly due to a large number of in-
migrations of people from other states-leading to very high population density of over 9000 
persons/sq. km (93 per cent urban) compared to the national average of about 350 
persons/sq. km (25 per cent urban). This extra share of population load puts additional 
pressure on all the infrastructure facilities that are already overstretched to their extreme. 
There is a lot of stress on the public facilities in Delhi – especially on the Health sector. 
Medical care and treatment cannot be denied to a fellow countryman on any ground.  
As per the Census of 2001, the population of Delhi is about 13.8 million with a projection of 
17.7 million by 2007, if the present trend of migration of population from the adjoining 
states continues. Though during the last decade, the birth rate has fallen from 28.52 to 
23.33 per 1,000, the growth rate of Delhi has remained unaffected due to continued in-
migration.1 
 
1.1 Health care delivery system in Delhi 
Delhi has fairly well established infrastructure for its people with one of the highest bed 
capacity (2.14 beds2/1000 persons) compared to the national average of about 0.7 beds per 
1000 persons. Public Health expenditure of the Government of Delhi has consistently 
remained above 6 per cent of the total plan budget during the last 20 years reaching up to 
10.35 per cent of the plan outlay for the 10th plan (2002-07) – the highest for any state 
government in the country. Delhi’s per capita expenditure on health is Rs. 685 against the 
all India expenditure of Rs. 260 per annum.1  
However, there is multiplicity of agencies operating their health care outlets in different 
areas or for defined subset of populations in different areas like Delhi Government, MCD, 
NDMC, CGHS, DGHS, ESI and Army etc. leading to some overlaps/duplications of services 
with wastage of efforts and resources on one hand and deficient services on the other. 
 

Growth of Medical Institutions in Delhi since 1992 
Year No. of 

Hospitals 
PHCs No. of 

Dispensaries
No. of 

Maternity 
Home, 
M&CW 
Centers 
& SCs 

 

Poly 
Clinics

No. of 
Registered 
Nursing 
Homes 

No. of 
Special 
Clinics 

Total No. 
of 

institutions

1992 82 8 656 219 10 105 45 1125 
1995 84 8 675 209 11 132 37 1156 
1996 86 8 740 214 11 136 43 1233 
2002 70 8 808 203 4 460 43 1596 
2004 87 7 993 209 5 559 44 1904 
2005 86* 7 972** 204 5 558 44 1876 
 

Note:   *   One health facility under Social Welfare Deptt does not have any indoor beds now hence the total 
number of hospitals has reduced by 1 as compared to last year. 

           **  The number of dispensaries has decreased because, school health clinics at 70 locations are being run by 
16 functional teams only and existing clinics have closed due to handing over of the scheme to NGOs. 

Source:   Directorate of Health Services, GNCTD, Economic Survey of Delhi, 2005-06 p.192. 
 
 
                                                 
1 Delhi Development Report, Planning Commission GOI p. 277 
2 Economic Survey of Delhi 2008-09, Express Newsline, New Delhi, June 19 
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   Source:  Directorate of Health Services, GNCTD                     
 
1.2 Some Programmes related with Health Problems in Delhi 
 
- Tuberculosis 
Tuberculosis is still a major public health problem in Delhi. As per National Family Health 
Survey 2 (NFHS2), the prevalence of Tuberculosis in Delhi is 511 per 100,000 people. This is 
slightly less than national estimate of 544. 
A Special drive on control of tuberculosis under Revised National T.B. Control programme 
(RNTCP) has been launched in Delhi since 1993. Delhi Tapedic Unmulan Samiti has been 
formed under which there are fourteen district level T.B. control societies. The drugs are 
given free to the patient, as per DOTS (Directly Observed Treatment Supervised) strategy 
through the DOTS centres near their homes. At present there are 20 chest clinics 
functioning under this programme. Under the chest clinics, 325 DOTS Centres and 120 
microscopy centres are functioning. Apart from this, 57 NGOs and 23 Private Practitioners 
are also participating in RNTCP. 
 
- Polio 
Delhi was the first state to start pulse polio immunization in 1994 for polio eradication. The 
number of polio cases has been significantly reduced ever since then. After initial good 
results, programme received a setback in 2002 when polio cases increased to 24 from 3 in 
the previous two years. However, the number again came down to 3 in 2003. 
 

 
Source:  Various reports of MNOHFW GOI 
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- Maternal and Child Health Programmes 
Promotion of maternal and child health has been one of the most important components of 
the Reproductive and Child Health Programme (RCH) of the Government of India. The goal 
for each pregnant woman is to receive at least three antenatal3 check-ups, two tetanus 
toxoid4 injections and a full course of iron and folic acid5 supplementation. In Delhi as per 
NFHS-3 74.4 per cent of mothers had at least 3 antenatal care visit for their last child birth. 
This is an improvement over the figures of NFHS-2, which were only 68.9 per cent. NFHS-3 
shows that 60.7 per cent births in Delhi were institutional deliveries and 50 per cent women 
received post natal care from doctor/nurse/LHV6/ANM7/other health personnel within 2 days 
of delivery for their last child birth.   
To improve the maternal health, Delhi Government has launched special programme called 
Stree Shakti Programme and also conduct campaign under Matri Suraksha Abhiyan. The 
goal of these programmes is to reduce MMR8 through provision of comprehensive health 
care to all mothers during antenatal, natal and postnatal period. 
 
As far as immunization of children is concerned, as per NFHS-33, 63.2 per cent children 
received complete immunization (3 doses each of Polio, DPT9, BCG10 and Measles). This is 
slightly less than the figures of NFHS-2, which was 69.8 per cent. 
 
- HIV/AIDS 
Delhi falls under low Prevalence Stat for HIV/AIDS. However, 42,000 HIV positive cases are 
estimated till January 2006, a total of 2759 cases were reported till August 2006 will 322 
deaths were reported till January 2006. The data from antenatal clinic shows that the HIV 
infection is still within 1 per cent in Delhi.  
However, 3 lakh deliveries occur in Delhi per year. Considering 0.3 per cent HIV prevalence 
in ANC (Antenatal Clinics) woman and 30 per cent transmission rate about 270 children are 
born every year with HIV. Government of Delhi has launched a special drive for prevention 
of HIV transmission from an infected mother to the foetus.  
 

• Fourteen Centres have been set up under the Prevention of Parent to Child 
Transmission Programme along with antenatal check-ups clinics in various hospitals. 
Four more will shortly be opened. Another ten will be started at Maternal & Child 
Welfare Centre (MCW centre) of MCD. This way the programme can penetrate at the 
grass root level. 

• 28 Voluntary Counseling & Testing Centre (VCTC) have been established.  
• Mobile Integrated Testing and Wellness Access (MITWA) is providing outreach 

services to slums & JJ Cluster through 13 mobile van and the package includes 
treatment of Sexually Transmitted Diseases (STD), free condom distribution and 
counseling and test for HIV. 

• There are 52 licensed blood banks out of which 8 are regional blood transfusion 
centres. 

• 3 Community Care Centres 
• 6 ART11 centres 
• Tele-Counseling services 

 

                                                 
3 Systemic medical supervision of women during pregnancy 
4 A bacterial toxin whose toxicity has been weakened or suppressed 
5 Vitamin B9 
6 Lady Health Worker 
7 Auxiliary Nurse Midwife 
8 Maternal Mortality Rate 
9 Diptheria, Pertussis and Tetanus 
10 Bacillus Calmette-Guerin 
11 Anti-Retroviral Therapy 
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1.3 Factoring Healthcare in a city 
 
Healthcare is not an isolated concept; the study or implementation of an effective healthcare 
system catering to a population as huge as the NCT of Delhi cannot be carried out in 
individuality. It is a complex interplay of various factors that need to be considered together. 
Sustaining the system is hence not just the responsibility of the healthcare workers but the 
entire society at large that, directly or indirectly, at some point in time, comes in contact 
with healthcare. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Economy: India is still far from being a fully medically insured country like the United 
States. In this regard, the cost of healthcare is an important factor determining the choice of 
institution for a patient. Free treatment at Government hospitals presents a great contrast to 
expensive private institutions. In medical treatment, everything costs; from equipment to 
medicines and from maintaining the hospitals to paying the medical/paramedical staff. In 
fact, the treatment that appears free to the consumer at a Government set up may actually 
cost up to Rs. 8000/bed/day to the taxpayer! 
 
The state has constantly allocated more than 7 per cent of the Plan outlay to the Health 
sector and has utilized more than 80 per cent of the outlay. During the 8th Five year plan the 
total plan expenditure on Health (Medical sector, Public Health and Nutrition) was Rs. 459.4 
crore (7.41 per cent) out of the total plan expenditure of Rs. 6208.32 crore, while in the 10th 
Plan the outlay for the health sector has been planned at Rs. 2318.5 crore (10.35 per cent) 
out of total plan outlay of Rs. 23,000 crore. 
 
Environment: Water borne diseases like Cholera and Gastro-enteritis play havoc in Delhi 
every year. There were 945 and 67,101 reported cases of Cholera and Gastro-enteritis 
respectively in 200512.  
Delhi had 2.55 million households (13.8 million population) in 2001. On an average, 75.72 
per cent of the households in Delhi had piped water supply, 20.06 per cent depended on 
hand pumps/tubewells and the remaining 4.22 per cent used wells, rivers and canals for 
drinking water.13 However, despite 75 per cent of the houses having been connected to 
piped water supply system, the quantity and quality of water is far from satisfactory. 
Although the treatment capacities have increased from 2 MGD14 in 1951 to 337 MGD in 1991 
and to 600 MGD in 2000, the average current shortfall is about 276 MGD. Deteriorating 
surface (Yamuna River) and ground water quality is one of the most serious environmental 
problems for NCT of Delhi. This is accentuated by urban air pollution, lead exposure and 

                                                 
12 Various reports of DGHS GNCTD, Delhi Development Report, Planning Commission GOI, p. 284 
13 Delhi Statistical Handbook, 2002. Delhi Development Report, Planning Commission GOI, p. 287 
14 Million Gallons per day 

Economy

Environmen Educati

Healt
h
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climate changes causing many diseases like lung and skin cancer, brain disorders etc. 
Several initiatives have been taken up; conversion of public transport system to CNG based 
system, introduction of Metro Rail, Yamuna Action Plan and relocation of hazardous 
industries are some steps in this direction. There is still hope that we haven’t reached the 
point of no return in destructing our environment. 
 
Education: From lowering fertility rates to aiding better understanding of healthcare, from 
making rational allocations to protecting the environment, education forms the base of 
sustaining any system for the society. As explained earlier, the system is interlinked – and 
education aids better understanding of all the factors involved. This can be seen from 
Kerala’s example; high literacy rates have resulted in the lowest fertility rates and sex ratios. 
An educated family would be more aware of health concerns, take necessary precautions 
and access medical care timely. They also tend to be more judicious users of resources, 
preventing wastage and pollution.  
 
A healthcare system, no matter how efficient, cannot reach every doorstep. The attempt has 
to be directed in creating educated and aware individuals – apart from smoothening the 
functioning of the system, this would also protect vulnerable patients from being cheated by 
medical quacks and being sold fake/expired drugs.  
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2.1 INTRODUCTION 
 
A Research Design is the framework or plan for a study, which is used as a guide in 
collecting and analyzing the data collected. It is the blue print that is followed in completing 
the study. The basic objective of research cannot be attained without a proper research 
design. It specifies the methods and procedures for acquiring the information needed to 
conduct the research effectively. It is the overall operational pattern of the project that 
stipulates what information needs to be collected, from which sources and by what 
methods. 
 
2.2 TITLE OF THE STUDY 
 
Healthcare in Delhi; The appreciation deserved and criticism justified 
 
2.3 STATEMENT OF THE PROBLEM 
 
This study was undertaken to understand the structure and functioning of the Department 
of Health and Family of the Delhi Government. Various aspects such as government 
hospitals, DHS, CATS, IHBAS etc. were studied (policies, fund allocation, manpower, quality) 
through extensive theoretical research. A survey was undertaken amongst people who have 
received treatment at four government hospitals; Guru Teg Bahadur Hospital, GB Pant 
Hospital, Lok Nayak Hospital and Baba Saheb Ambedkar Hospital. This aided in 
supplementing government data with patient responses; a comprehensive outlook could 
hence be presented on the quality of these hospitals based on predetermined parameters.  
 
2.4 OBJECTIVES OF THE STUDY 
 

• Study the structure and function of the Department of Health and Family Welfare, 
Government of Delhi 

• Study various arms of the department like DHS, CATS, IHBAS etc. 
• Understand the functioning of government hospitals – facilities, quality of services, 

patient care, drug and equipment availability etc. 
• Identify the lacunae in the healthcare system of Delhi with focus on these four 

hospitals and make recommendations for improving the overall system 
• Study the concept of health insurance and its application in the form of successful 

schemes running in Delhi. This will be used as a base to make recommendations.   
• Study cases of initiatives taken in other states (Kerala) and assess applicability in the 

overburdened scenario of Delhi.  
 
2.5 RESEARCH METHODOLOGY 
 
2.5.1 Type of Data collected 
There are two types of data used. They are primary and secondary data. Primary data is 
defined as data that is collected from original sources for a specific purpose. Secondary data 
is data collected from indirect sources15. 
 
A) Primary Sources - These include the survey or questionnaire method, telephonic 
interview as well as the personal interview methods of data collection.  
B) Secondary Sources - These include books, the internet, company brochures, product 
brochures, the company website, competitor’s websites etc, newspaper articles etc. 
 

                                                 
15 Marketing Research, Sumathi and Saranavel 
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2.5.2 Sample Size and sampling technique 
The sample size for the survey conducted was 200 (50 respondents from each 
hospital). Convenience sampling technique was used in the survey conducted. 
 
2.5.3 Plan of analysis 
Tables were used for the analysis of the collected data. The data is also neatly presented 
with the help of statistical tools such as graphs and pie charts. Percentages and averages 
have also been used to represent data clearly and effectively. 
 
2.5.4 Limitations of the study 

 The study was limited only to four out of 36 hospitals run by the Delhi Government 
 Only one or two days were spent at each hospital collecting data 
 The study is based on the assumption that information provided by the respondents 

is true. 
 The study is restricted to 50 respondents in hospitals having a daily influx of 800-

1000 patients. Hence, this data is not being used to prove a point, but only 
to supplement secondary data and give an idea of the situation. 
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3.1 The Department of Health and Family Welfare, GNCTD 
 
Health & Family Welfare Department of Govt. of NCT of Delhi has tremendous health care 
responsibilities. The department caters to health needs of nearly 170 lakh population of the 
ever-growing metropolis and also has to share the burden of migratory as well as floating 
population from neighbouring states which constitute nearly 33% of total intake at major 
hospitals in Delhi. The department plays a significant role and is committed to provide health 
care facilities to the people of Delhi. 
  
The Department of Health & Family Welfare of Government of NCT of Delhi is headed by the 
Principal Secretary. He is the controlling authority for Directorate of Health Services, 
Department of Health & Family Welfare; all Hospitals under Government of NCT of Delhi; 
Autonomous Bodies under Government of NCT of Delhi like IHBAS, Delhi AIDS Society, 
CATS; Directorate of Food Adulteration; Drug Controller and other National Programmes. 
This department liaisons with all other local bodies viz MCD, NDMC, Cantonment Board and 
other Government and Non Government Health Care Organizations functioning in the State 
of Delhi. The Principal Secretary coordinates for the Government of NCT of Delhi with the 
Ministry of Health & Family Welfare, Government of India. Directorate of Health Services is 
the nodal agency among the health care providers of Government of NCT of Delhi in the 
matters of establishment of hospitals and dispensaries, implementation of various National 
and State programmes related to Medical and Public Heath and for prevention, control and 
eradication of major diseases.  
 
 
Structure of the Department 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Sh. J.P. Singh 
Principle Secretary 

DHS  Delhi Govt. 
Hospitals 

Autonomous 
bodies

IHBAS

Delhi AIDS Society

C.A.T.S

Directorate of food                           
adulteration

Drug Controller
Other National 
Programmes

Prof. Kiran Walia 
Minister, Health and 

Family Welfare 

• MCD 

• NDMC 

• Cantonment Board 

• Other Govt. and Non 
Govt. Health Care 
Organizations 
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3.2 Directorate of Health Services (DHS) 
 
Directorate of Health Services (DHS) in the Department of Health and Family Welfare 
coordinates implementation of various National and State Health programmes and regulates 
the health services being provided by Registered Private Nursing Homes. The Department is 
headed by Principal Secretary who is assisted by one Special Secretary and two Additional 
Secretaries. DHS, a subordinate office headed by Director, has overall control over CPA and 
Central Store. CPA is assisted by Technical Committee (TC)16, Sample Evaluation Committee 
(SEC)17 and Special Purchase Committee (SPC)18 for procurement of drugs and surgical 
items. An Equipment Procurement Cell (EPC) established in 1999, procures medical 
equipment costing more than Rs. five lakh. EPC is headed by an Additional Secretary who is 
assisted by three committees, namely Technical Advisory Committee19, Technical Evaluation 
Committee20 and Purchase Committee21. 
 
The DHS is the largest department under Department of Health and Family Welfare, Govt. of 
NCT of Delhi providing health care facilities at primary and secondary level to the citizens of 
Delhi through various types of health outlets, spread all over Delhi viz. Dispensaries and 
Health Centres, School Health Clinics and Mobile Health Clinics. For better administration, 
Delhi is divided into 8 districts, each headed by one Chief District Medical Officer (8 CDMOs) 
who are under administrative control of DHS and the CDMOs are responsible for monitoring 
the functioning of health centres / dispensaries in their respective Districts. 
 
However, in spite of the extensive nature of operations, the DHS suffers from some glaring 
inefficiencies.  In an audit conducted by the Comptroller and Auditor General of India 
(CAG 2008), it was noted that DHS was not monitoring performance of CPA and the 
Central Store and there were stock outs in hospitals and dispensaries.  
 
The dispensaries were sending manual reports/returns to DHS (through CDMOs) about OPD 
attendance, staff strength, stock-outs, status of lab equipments, etc. These returns were not 
sent to the Central Store who was responsible for procurement of drugs and awarding 
maintenance contracts for lab equipments in dispensaries. Thus the store was not aware 
about stock-outs of essential drugs and status of lab equipments for which AMCs22 was to be 
awarded.  
 

• There were stock outs of essential drugs in each of 25 selected dispensaries and 
non-functional equipments in 13 dispensaries. 

 
• DHS had incurred an expenditure of Rs. 98.35 lakh in March 2006 for 

computerization of 38 wings (non-hospital component) including CPA and Central 
Store. However, CPA and the Central store could not operationalise any module till 
September 2008 though developed by the firm in June 2006.  

 
• Lab equipments remained non-functional for a period ranging from one month to five 

years during 2003-08 in 13 dispensaries as detailed in the following table: 
 
 

                                                 
16 Responsible for evaluation of tenders and recommends acceptance/rejection of firms 
17 Responsible for examining samples as per specification of items mentioned in tender document 
18 Responsible for taking final decision of selection/rejection of firms 
19 Responsible for cost effectiveness of purchases and advice on maintenance /repairs of equipments 
20 Responsible for evaluation/acceptance/rejection of technical bids, demonstration of equipments 
21 Responsible for finalization of purchase proposals and justification for its recommendation for purchase 
22 Annual Maintenance Contract 



16 
 

 
 
 

S. No. Name of Dispensary Name of non-functional 
equipment 

Period of 
non-

functionality 
(in months) 

1. Laxmi Nagar Electronic Microscope 3.5 
2. Vasundhara Enclave Semi auto blood analyser 5 
3. Paschim Vihar Urine analyser 

Hemoglobin-o-meter 
ESR analyser 

60 
48 
1 

4. Sultanpuri Glucometer theft* 4 
5. Mangolpuri Urine analyser 7 
6. Sagarpur ESR analyser and HB meter 13 and 4 
7. Dwarka Sector-12 Microscope 4 
8. Gulabi Bagh Electrolyte analyser 12 
9. Seelampur Microscope 13 

10. Dilshad garden Electrical Microscope 16 
11. Nabi Karim Lipid analyser 2 
12. Madipur All lab equipments 60** 
13.  Tajpur X ray machine and film processor 15*** 

Source: Performance audit, Deptt of Health and Family Welfare, CAG report 2007-08  
* The dispensary lodged a FIR on account of theft of Glucometer 
** Due to non posting of lab technician 
*** Due to non posting of radiographer 
 
Further, a selected 12 essential drugs23 which should normally be available in dispensaries 
were found to be out of stock from 2003-04 to 2007-08. In the absence of any fixed norms, 
maintenance of buffer stock was left to discretion of each dispensary; as a result 14 
dispensaries were adding quantity of 10 to 50 per cent drugs while preparing their estimates 
for the next four months whereas in case of remaining 11 dispensaries no buffer stock was 
maintained. 
 
 
3.3 Centralized Accident and Trauma Services (CATS) 
 
Accidents are one of the major causes of death worldwide. The first few moments after an 
accident are crucial, proper care immediately after an accident till the time medical care is 
received goes a long way in reducing the incidence of fatality and disabilities. 
In Delhi alone, there has been a 132 percent increase in the number of cars in the past ten 
years, and everyday around 1000 new cars join Delhi roads. Furthermore, the national 
capital tops in road accidents in the metros, with pedestrians accounting for almost half the 
fatalities.   
With the objective of providing first aid and emergency services to the patient, quick and 
safe transportation of patient to the hospital, and liaise with other agencies such as Delhi 
Police, Delhi Fire Service for proper care of accident victims, the Centralized Accident and 

                                                 
23 Tab. Paracetamol (anti-pyretic), Syp. Paracetamol (essential anti-pyretic for children), Tab.Diclofenac Sodium 
(analgesic), Tab. Cetrizine (anti-allegic), Cap. Amoxycillin (anti-biotic), Syp. (antibiotic for children), Tab. Ferruos 
Sulphate and Folic acid (iron combination very essential for ante and post natal care), Tab. Enalapril 
(Antihypertensive), tab. Matformin (Insulin and Anti-diabetic), Ointment Clotrimazole (anti-fungal ointment for local 
application, Injection Tetanus Toxoid (immunological injection also essential in ANC), Soln. Salbutamol 
for nebuliser (anti- asthamatic). 
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Trauma Services (CATS) was conceptualized in Delhi as a plan scheme in 1984 during the 6th 
Five Year Plan. Implemented under the aegis of All India Institute of Medical Sciences 
(AIIMS), the idea came into execution in 1991 with 14 ambulances and the subsequent 
establishment of the CATS society by the Delhi administration.  
Originally running from 4 centres in West Delhi, the ambulances under CATS are now 
stationed in 21 strategic points throughout the NCT of Delhi. The ambulances are equipped 
with wireless equipment and other sophisticated first-aid equipments like collapsible 
stretcher-cum trolley, manual suction pump, medical antishock trousers, inflatable air-splints 
pneupacs24, oxygen cylinder, resuscitation bags, first-aid kits etc. The control room situated 
in Trauma Centre at Metcalf Road is fitted with state of the art wireless equipments along 
with 10 MTNL lines for emergency response. The ideal response time ranges from 10-20 
minutes. 
 
Delhi is the only metro to have launched this type of service, which is proving to be very 
beneficial particularly to the trauma victims. 
 

 
Source: Report of Evaluation study on CATS, February 2001. Evaluation unit, planning deptt, Govt. of Delhi. 
 
3.4 Institute of Human Behaviour and Allied Sciences (IHBAS)25 
 
It is an apex institution of psychiatry, neurology, and behavioural sciences having a 
multidisciplinary approach consisting basically of three objectives:  
 

1. To provide tertiary level facilities in the field of psychiatry, neurology, neurosurgery 
and allied subjects, along with a mix of primary and secondary care through 
community outreach programmes. 

2. To provide training to medical and paramedical personnel in the aforementioned 
fields. 

3. To conduct advanced research in basic and complex issues related to psychiatry, 
neuro and behavioural sciences. 

The institute came into existence in 1993-94, after taking over the administration of Hospital 
for Mental Diseases. Growing from a modest size, the institute has established itself as one 
of the largest and reputed centre for neuropsychiatric diseases in North India.  

                                                 
24 Respiratory ventilator designed for short- or long-term ventilation 
25 IHBAS Annual Report 2005-06 
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There has been a gradual increase in number of patients, 1.97 lakh outpatients were 
registered during 2005 which was 11.3% more than the previous year. This was 
accompanied by a reduction in waiting time (registration) of patients from 45 
minutes to 30 minutes. In-patient and emergency services witnessed growth, 
with around 10,000 patients attending emergency services during the year. 
 
Apart from OPDs, special clinics are conducted in the afternoon for patients who require 
special attention and comprehensive approach for different disorders. 

• Child and Adolescent Psychiatry Clinic provides services to the psychiatric and 
behavioural problems (for eg. ADHD) in children upto 16 years of age. There was a 
20.2% increase in attendance with 2992 children and adolescents attending the 
clinic, with involvement of parents from time to time 

•  Mental Retardation Clinic provides Information regarding medical, family and social 
needs of the mentally retarded children is imparted to their parents by organizing 
special parent training programmes. 22.7 % increase in cases occurred with total of 
4346 patients availing the services through this clinic. 

• Tobacco Cessation Clinic - This clinic is part of a national tobacco cessation initiative 
by the Ministry of Health and Family Welfare, Government of India, and the World 
Health  organization. 533 patients utilized the services of the clinic with increase of 
42.9%. 

 
The institute has been consistently involved in community outreach programmes, week long 
mental health awareness campaign and Dementia Awareness campaign were organized 
during 2005. A large number of psychiatric disorders are managed at these community 
services. The common problems reported by the patients attending these services include 
depression, anxiety depression, obsessive compulsive disorders, other anxiety disorders, 
dissociative disorders, schizophrenia, bipolar illness, post - partum psychosis, dementia and  
substance abuse. 
 
3.5 Health Insurance in Delhi 
 
On July 19, 2008 Delhi Chief Minister Sheila Dikshit Saturday formally launched a 
government scheme to provide health insurance to people living below poverty line (BPL). 
The Rashtriya Swasthya Bima Yojana (RSBY)26 was launched by distributing smart cards to 
BPL families that would enable them to avail free treatment in more than 80 private 
hospitals and private nursing homes. The chief minister said all the 28,000 BPL families 
holding ration cards in the city will get the smart card.  
 
Apart from the treatment cost, the beneficiaries would be entitled for a transport allowance 
upto Rs.100 for commuting to and from hospitals, with a maximum limit of Rs.1,000 per 
annum. A family of five would be able to avail medical treatment upto a limit of Rs.30,000 
per annum. 
 
As per the latest update on the RSBY scheme, 9 districts have been covered in Delhi with a 
total of 41,990 smart cards distributed27.  The following hospitals have been covered under 
the scheme in collaboration with the Oriental Insurance Company: 
 

• Central district – 8 hospitals 

                                                 
26 Under the Union Budget 2009-10, the Finance Minister has proposed an increase in budgetary allocation for 
the RSBY by 40% to 350 crore.  
27 12/07/09, Ministry of Labor and Employment, GOI website 



19 
 

• East district – 11 hospitals 
• North district – 18 hospitals 
• South district – none  
• North east district – none  
• South west district – 3 hospitals 
• New Delhi district – none  
• North west district – 20 hospitals 
• West district – 33 hospitals 

 
Hence it can be seen that the scheme has been implemented very well. As against a 
proposed coverage of 28,000 BPL families and 80 hospitals, the scheme has covered around 
42,000 families and 93 hospitals all over Delhi. However, districts like south, north east and 
new delhi district remain completely uncovered by the scheme.  

 
About the Scheme 
 
The Rashtriya Swasthaya Bima Yojna is a Central Government Scheme announced by Prime 
Minister Manmohan Singh on August 15, 2007. The majority of the financing, about 75 per 
cent, is provided by the Government of India (GOI), while the remainder is paid by the state 
government. State governments engage in a competitive bidding process and select a public 
or private insurance company licensed to provide health insurance by the Insurance 
Regulatory Development Authority (IRDA). The technical bids submitted must include 
a number of elements as per GOI requirements. The insurer must agree to cover the benefit 
package prescribed by GOI through a cashless facility that in turn requires the use of smart 
cards which must be issued to all members.  
 
The insurer must also provide a list of empanelled hospitals that will participate in the 
cashless arrangement. These hospitals must meet certain basic minimum requirements 
(e.g., size and registration) and must agree to set up a special RSBY desk with smart card 
reader and trained staff. The list should include public and private hospitals.  
 
BPL families are entitled to more than 700 in-patient medical procedures with a cost of up to 
30,000 rupees per annum for a nominal registration fee of 30 rupees. Pre-existing medical 
conditions are covered and there is no age limit. Coverage extends to the head of 
household, spouse and up to three dependents. The dependents would include such children 
and/or parents of the head of the family as are listed as part of the family in the BPL 
database. If the family size is more than five, the head of the family would decide as to who 
all should be left out.  
 
How it works 
 
An electronic list of eligible BPL households is provided to the insurer according to a pre-
specified format. The list is posted in each village prior to the enrollment and the date and 
location is publicized in advance. Mobile stations are set up at local centers (e.g., public 
schools). These stations are equipped with the hardware required to collect biometric 
information (fingerprints) of the members of the household covered and to print smart cards 
with a photo. The smart card along with an information pamphlet describing the scheme 
and the list of hospitals is provided on the spot once the beneficiary has paid the 30 rupee 
fee. 
 
The process takes less than ten minutes. 
 
Three individuals must be present at each enrollment: A district-level, state government 



20 
 

officer is present and must insert his own, centrally-issued smart card to verify the 
legitimacy of the enrolment. (In this way, each enrollee can be tracked to a particular state 
government official). In addition, a smart card vendor and insurance company 
representative must be present. At the end of the day of enrolment, the list of households 
issued smart cards is sent to the state government and centralized at the district level. 
 
The smart card entitles its bearer to a list of pre-specified in-patient services in the second 
month following enrollment. So, for example, someone enrolled in the month of February 
can use the card at designated hospitals as of April 1st of the same year through March 31st 
of the following year. (Provisions exist for pro-rata premium payments to the insurance 
company in the event of partial year enrolment subject to a minimum of six months.) The 
transaction process begins when the member visits the participating hospital and his or her 
card is swiped. If a diagnosis leads to a procedure, the appropriate prescribed package is 
selected in the software menu. Upon release, the card is again swiped and the pre-specified 
cost of the procedure is deducted from the 30,000 rupee total on the card. A receipt is 
printed and provided to the member. 
 
The OPD facilities are not covered under this scheme. However, OPD consultation is free. 
Beyond consultation, if any expenditure is incurred in the OPD, which does not lead to 
hospitalization, will be met by the beneficiaries. Common exclusions have been listed out in 
the detailed Guidelines. These common exclusions include: 
 
• Conditions that do not require hospitalization 
• Congenital external diseases 
• Drug and Alcohol Induced illness 
• Sterilization and Fertility related procedures 
• Vaccination 
• War, Nuclear invasion 
• Suicide 
• Naturopathy, Unani, Siddha, Ayurveda 
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As per the Drug Policy (April 1994) of Delhi Government, a limited list of carefully selected 
drugs should always be available at all health centers and hospitals of Delhi state. These 
drugs should be procured at reasonable prices thus enabling the drug budget to be used for 
larger number of persons. 
 
A procurement cell, Central Procurement Agency (CPA) for drugs was set up under the state 
Drug Authority in 1994, later transferred to the DHS (March 2000) with the objective of 
procuring high quality drugs and other medical stores at competitive rates for 
hospitals/autonomous bodies/dispensaries. In addition, CPA also finalized rate contract with 
firms for lab testing of samples of drugs and surgical items. Central store under the control 
of DHS carried out procurement, storage and distribution of medicine and surgical items for 
188 dispensaries. Procurement of drugs and surgical items was done on the basis of the rate 
contract finalized by CPA. An Equipment Procurement Cell (EPC) established in 1999, 
procures medical equipment costing more than Rs. five lakh.  
 
4.1 Lacunae identified at the studied hospitals – GTBH, GBPH, LNH & 

BSAH 
 
4.1.1 Lack of Budgetary control 
 

• There was no separate detailed head for procurement of drugs and surgical items 
and equipments in the detailed demand for grant for the department. Budgetary 
allocation was being done for two heads, namely supplies and material and 
machinery and equipments. Under supplies and material head, expenditure on drugs, 
surgical items and other miscellaneous expenditure were being booked making it 
difficult to ascertain exact amount incurred by the department annually on 
procurement of drugs and surgical items separately. 
 

• Similarly, expenditure on drugs, surgical items and equipments during the years 
2003-08 were booked under both “supplies and material” and “opening of health 
centres” by the Central Store. Further, during 2003-08, DHS imposed a penalty of Rs. 
33.55 lakh in 330 cases on suppliers during 2003-08 for delayed supplies, which was 
utilised for purchase of drugs and other miscellaneous items. But DHS had booked 
net expenditure (gross amount payable to suppliers minus penalty imposed for delay 
in supply) under these heads. 
 

• Savings ranging up to 39 per cent in the grant were not surrendered during 2003-08 
indicating that expenditure could not be planned and estimated properly.  

 
4.1.2 Rush of Expenditure 
 
According to Rule 56(3) of General Financial Rule, rush of expenditure, particularly in the 
closing months of the financial year, shall be regarded as a breach of financial propriety and 
shall be avoided. In the studied hospitals the percentage of expenditure incurred during 
March under M&E head ranged up to 78.54 per cent during 2003-08 as per the details given 
below: 
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In GBPH, the percentage of expenditure incurred during March showed increasing trend 
from 47.69 per cent (2004-05) to 74.70 per cent (2006-07), whereas in GTBH it went upto 
55.56 per cent during 2005-06, in LNH, 54.03 per cent and in BSAH, 50.60 per cent during 
2006-07. In fact, LNH spent 78.54 per cent of its budget in the month of March 2007-08 in 
violation of the GFR provision ibid. 
 
4.1.3 Procurement manual and guidelines not documented 
 
As per the CVC guidelines, a more transparent and effective system must be adopted for 
tendering process for procurement. All departments and organizations should prepare 
codified purchase manuals and instructions containing detailed purchase procedures, 
guidelines and also proper delegation of powers so that there is a systematic and uniform 
approach in decision-making. CPA, the Central Store, EPC, GTBH, GBPH, LNH and 
BSAH had no documented written procedure and practices on procurement. 
Similarly there were no guidelines for preparing estimated requirements or emergency 
procurement. In the absence of comprehensive procurement guidelines, the systems being 
followed were ad-hoc. 
 
4.1.4 Procurement of drugs and surgical items 
 
Drug Policy of 1994 of the GNCT of Delhi aimed at achieving the following goals for 
procurement of drugs and surgical items: (i) preparation of Essential Drug List (EDL)28 for 
the three levels of health care i.e. primary, secondary and at tertiary hospital; (ii) organizing 
central procurement of drugs; (iii) establishment of centralized procurement, storage and 
distribution system; (iv) quality assurance of the drugs and surgical items purchased and 
stocked; and (vi) monitoring and evaluation of the programme. 
 
Further, the policy envisaged that there would be pooled procurement of drugs on the list of 
essential drugs for all hospitals in Delhi State by establishing a Central Drug Procurement 
Storage and Distribution Center. The pooled procurement programme was to be 
implemented in three phases29. However, Central Procurement Agency (CPA) set up in 1994 
                                                 
28 EDL represents a list of minimum generic drugs needed for a basic health care system, listing the most 
efficacious, safe and cost-effective drugs for priority conditions with the objective of providing drugs to 
maximum number of patients. 
29 Phase I- Rate contract to be prepared centrally by the Central Procurement Agency for drugs to be ordered 
Phase-II- Drugs for all hospitals to be ordered centrally but drugs delivered to hospitals directly 
Phase-III- After establishment of computerized environment, all drugs would be ordered and stored centrally 
and distributed to hospitals therefrom. 
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and subsequently transferred to DHS (March 2000) with the objective of procuring high 
quality drugs and other medical stores at comparatively low cost, failed to cater the needs of 
the hospital/autonomous bodies.  
 
4.1.5 Expenditure on non-CPA procurement 
 
As per the drug policy of Delhi government, only 10 per cent of total budget would be spent 
on procurement of non-CPA drugs. None of the studied hospitals were maintaining details of 
expenditure incurred on CPA and non-CPA items separately. 
In 2006-07 all the hospitals incurred more than 10 per cent of expenditure on non-CPA 
items as detailed below: 
 

0
5

10
15
20
25
30
35
40

Rs. in crores

Guru Teg
Bahadur
Hospital
(76.60%)

GB Pant
Hospital
(78.14%)

Lok Nayak
Hospital
(78.36%)

Baba Saheb
Ambedkar
Hospital
(59.98%)

Expenditure on non-CPA procurement

Total Expenditure

Expenditure on non-CPA
procurement

 
 
It could be seen that all hospitals exceeded limit of 10 per cent for purchase on non-CPA 
items during 2006-07 and percentage of expenditure on non-CPA items ranged from 57.91 
to 78.36 per cent of their budget on supplies and material. 
 
4.1.6 Award of rate contract for drugs without obtaining competitive bids 
 
The Special Purchase Committee (SPC) of CPA noted that seven out of eight samples which 
failed in quality control tests were of the firms whose annual turnover was less than Rs. 20 
crore. Hence it recommended on 15 October 2004 an increase in minimum turnover 
from existing Rs. 12 crore to Rs. 35 crore per annum in immediate preceding two 
years and a minimum of three years of manufacturing and marketing experience for a firm 
to become eligible to participate in the tendering process in respect of supply of drugs. 
 
As a result, it was observed that 15 to 28 per cent of the total rate contracts were finalized 
on single bid only in the three tenders floated during 2003-04 to 2007-08 as indicated in the 
table below : 
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Thus, an increase in criteria of turnover from Rs 12 crore to Rs 35 crore lowered the 
competition to a large extent in subsequent tenders. 
 
4.1.7 Stock out of essential drugs and surgical items 
 
As per instructions of CPA, the hospitals while placing their supply orders for the next four 
months should keep buffer stock for three months to meet the demand in case of 
emergency/delayed supply30/non-supply31 to prevent stock out of essential drugs and 
surgical items. There was no realistic basis of assessment of requirement in GTBH, GBPH, 
LNH and BSAH. Also, there was a delay in sending their requirements to CPA by GTBH, 
GBPH and BSAH. 18 selected essential drugs were out of stock in all studied 
hospitals during 2003-08. Even essential drugs were not available for periods ranging from 
one month to three and half years. 
 
Hospital Number of surgical 

items out of stock 
Number of days of stock 
out during 2003-08 

Guru Teg Bahadur Hospital 13 60-1110 days 
GB Pant Hospital 20 31-837 days 
Lok Nayak Hospital 3 (out of 18 selected) 8-72 days 
Baba Saheb Ambedkar 
Hospital 

18 (randomly selected) 31-541 days 

 
The stock out of essential drugs was further compounded by lackadaisical approach of the 
purchase department for making these available to needy patients in timely manner and 
thus adversely affecting delivery of health services. 
 
4.1.8 Local purchases made through chemists by various hospitals 
 
There were no guidelines defined for purchase of drugs from the local chemists. The items 
not available in the drug store were normally purchased for specific patients on the basis of 
written prescription of the attending physician. There was variation in discount rate at which 
hospitals procured drugs, surgical items, devices and implants from local chemists as 
detailed below: 
 

                                                 
30 Drugs received within 14 days after permissible time of 42 days of supply order with levy of penalty. 
31 Drugs not received after 56 days of placing supply order, could be treated as a case of non supply 
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It would be seen from above that the rates of discount offered by local chemists varied from 
four to 25 per cent. Further, during the same period (2007-08) BSAH was getting a discount 
of only four per cent on branded drugs while the LNH was getting 20 per cent discount.  
 
4.1.9 Overburdened pharmacy counter 
 
As per committee report on norms for manpower in 100/200 bedded hospitals for 
Government of NCT of Delhi 2003, a pharmacist can entertain 180 patients depending upon 
number of drugs per prescription. No such exercise seems to have been done to assess the 
requirement of pharmacy counters in the studied hospitals. However, scrutiny of records 
made available revealed that pharmacy counters were over burdened in all hospitals except 
GBPH during 2007-08 as detailed below: 
 
Sl. 
No. 

Hospital Pharmacy 
counters

Average daily 
attendance of patients

Patients to 
counter ratio

1. GTBH 8 4600 575:1 
2. LNH 9 3074 342:1 
3. BSAH 4 4192 1048:1 
 
4.1.10   Poor reporting of test laboratories 
 
As per the section 17 (A) (d) of the Drugs and Cosmetics Act 1940, any drug shall be 
deemed to be adulterated if it bears or contains, for the purposes of colouring only, a colour 
other than one which is prescribed. Further, Rule 58(i) envisaged that drugs not of standard 
quality shall be confiscated and destroyed. 
Central Store had procured 9250 and 27000 bottles of drug namely Chlorhexidine 
mouthwash in December 2007 and April 2008. The sample had green colour which was 
other than prescribed brilliant blue but was declared of standard quality by the 
testing lab. In June 2008, the supplier replaced the entire batch due to discoloration on 
the instructions of Central Store. Instructions for stopping distribution of drug to patients 
was received in CDMO (North-East) office on 3 July 2008, which was further, communicated 
to dispensaries after a delay of 28 days. In contravention to above provisions 20,841 bottles 
were returned to the supplier in August 2008 instead of destroying the medicine as balance 
was already issued to patients. 
 
Similarly, Central Store procured 18,000 vials (two batches) of Sulphacetamide Eye drop on 
10 May 2007 under CPA rate contract. Samples of both batches were declared of standard 
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quality by two testing labs on 26 June 2007 and 27 July 2007 respectively inspite of the 
fact that one batch was of pale yellow color and another batch was clear 
colorless solution. In the meanwhile, both batches were issued to patients by various 
dispensaries. Further supply of 37,000 vials was received on 22 June 2007 by the Central 
Store. Test report of sample having pale yellow liquid was again declared of standard 
quality. All vials were issued to the dispensaries till April 2008. The Central Store stopped 
distribution (July 2008) after receiving a complaint from one of the dispensaries about the 
solution becoming turbid. 
 
GTBH issued 3,09,160 tab. of Diclofenac Sodium, 22,000 tab. of Phenytoin Sodium, 6,875 
bottle of Paracetamol syp and 7,000 bottle of Promethazine syp to patients which 
subsequently failed in lab testing. Similarly, the Central Store also distributed drugs to 
dispensaries for issue to patients without waiting for their quality test reports which resulted 
in consumption of sub-standard drugs by patients viz. 7679, 1370, 19138 and 17025 bottles 
of syrups Calcium, Diphenydramine, Promethazine and Cyproheptadine respectively. 
Subsequently, the suppliers replaced the stock of unconsumed drugs in all these cases.  
 
Further, instead of confiscating sub-standard drugs, hospitals and the Central 
Store allowed suppliers to replace the batches which increased the risk of these 
drugs being sold in the open market.  
 
4.1.11   Inadequate action taken against firms supplying sub-standard drugs 
 
As per agreement finalized by CPA with supplying firms, if a drug(s) supplied by the tenderer 
is found “Not of Standard Quality”, the firm would be debarred from supplying that drug for 
a period of two years. Test check of records revealed that 22 samples of drugs and 4 
samples of surgical items were found “Not of Standard Quality” during 2003-04 to 2007-08. 
Scrutiny of records revealed that there were seven manufactures whose samples of more 
than one drug failed to satisfy quality standards. Accordingly, these manufactures should 
have been debarred for supply of any drugs for the two years, however, audit noted that 
CPA failed to initiate action even after a period of more than 5 years and continued to issue 
supply orders to these manufacturers. Further by allowing suppliers to replace sub 
standard drugs, chances for these appearing in local markets could not be ruled 
out putting at risk life of patients. 
 
4.1.12    Delay in installation of equipments 
 
 
Hospital 

 
No. of 
equipments 

Time taken in installation 
More than 
6 months

3 to 6 
months

1 to 3 
months

Less than 
1 month

GTBH 43 6 10 10 17 
GBPH 35 14 12 6 3 
LNH 48 9 6 16 17 
BSAH 08 Nil 03 04 01 
 
Guru Teg Bahadur Hospital : CT Scan machine installed at a cost of Rs. 4.25 crore in the 
GTBH on 27 March 2001 was not being utilized as per its capacity mainly due to non-
availability of X-ray tube. 
 
GB Pant Hospital : GBPH procured (July 2007) 18 ICU ventilators at a cost of Rs. 1.23 
crore for providing resuscitation to serious neuro surgical patients requiring artificial 
respiratory support. 17 ICU ventilators were installed after 15 months (October 2008) of 
their receipt as the new modular OT ICU complex where these equipments were to be 
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installed was not ready. One ICU ventilator has not been installed as it was ‘non-functional’. 
No action has been taken against the supplier till date. 
 
Lok Nayak Hospital : LNH procured 10 Ceiling OT lights costing Rs 1.61 crore in June 
2007 for use in emergency operation theatre. These lights could not be installed till October 
2008 due to non-completion of work of operation theatre. Audit noted that the hospital had 
also imported two infant ventilators for Rs 13.22 lakh in June 2005, which have still not been 
installed after more than three years. 
 
Baba Saheb Ambedkar Hospital : BSAH imported two multi parameter monitors in March 
2005 by spending Rs. 10.70 lakh upto August 2008. The monitors could not be installed as 
of October 2008 as the accessories did not match and two paediatrics saturation probes 
were also short supplied. The equipment was still lying idle and no action has so far been 
taken against the firm. 
 
4.2 Patients Point of View 
 
A lot about the problems in the existing system can be gauged from the above data. 
However, like mentioned before, the aim of this paper is not just to highlight the failures but 
also identify the strengths in the system on the basis of which we can hope for a better 
future. A survey was conducted among patients at 4 of the largest Delhi Government 
hospitals. The attempt was to understand the overall experience of patients. 50 responses 
were collected from each of the four studied hospitals; the total 200 responses were then 
compiled to produce the following results. 
 
4.2.1 Patients from Outside Delhi 

 
The official Delhi Government statistics put migratory patients at 33% of the total intake at 
various healthcare institutions in Delhi. Since this study was limited to the large hospitals, it 
shows 43% people as patients from outside Delhi. Lok Nayak Hospital showed the highest 
number of outstation patients as against Baba Saheb Ambedkar Hospital. These patients are 
usually referred to physicians in Delhi by their counterparts in other states. However, some 
come to Delhi directly due to lack of facilities in their native places. This poses increased 
pressure on resources and services in the capital. 

 

   
 
4.2.2 Time taken to meet the doctor 
 
On an average, 50% of the patients had to wait for more than two hours to meet the 
doctor, going up to days and even weeks in some cases. Many patients had to come to the 
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hospital repeatedly for months to be able to get consultation. However, most of them 
understood this as a problem of overcrowding in the hospital. They do not blame anyone for 
this as they understand the doctor must give due attention and time to all patients and this 
would cause delay in the process.  
 
However, there was a particular case at Lok Nayak Hospital. A man in his late 70’s, 
diagnosed with Tuberculosis was lying outside the emergency for the past 8 days. He was 
given relief when his problem got acute and then discharged again, repeatedly over the 
week. He was alone and seemingly had no place to go. On requesting for a referral card for 
the nearby Tuberculosis centre which would help him get admitted, it was denied. Like 
mentioned in the recommendations, a trustworthy and interlinked system has to be 
designed to cater to needs of such patients, who if left untreated, also pose as a hazard to 
people around them due to the communicable nature of disease. 
 

 
 
 
4.2.3 Time and Attention given by the doctor 
 
As shown by the figure below, most of the patients feel that the doctor provides sufficient 
time and attention to the patient. Even in cases when it is not possible, patients understand 
it to be because of overcrowding. On an average, 66% patients were satisfied, with about 
17% feeling the doctor either gave time depending on the crowd, or never did.  
 
However, many variations were seen. While at GB Pant hospital, nearly 75% patients were 
very satisfied, at the adjoining Lok Nayak Hospital, the figure stood at 50%. A large number 
of patients at LNH felt the time and attention given by the doctor depended on the number 
of patients. This was not so at Baba Saheb Ambedkar Hospital, where about 68% patients 
were satisfied.  
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4.2.4 Level of Patient satisfaction 
 
Though this is a very subjective matter, most of the patients interviewed were very happy 
with the treatment received at the respective hospitals. GB Pant showed a spectacular 80% 
patient satisfaction, with many patients saying private hospitals may be better in terms of 
cleanliness etc., but they can never compete with the medical staff here.  
 
At Guru Teg Bahadur Hospital, many respondents complained regarding the attitude and 
malpractices of the class 4 employees and of unavailability of medicines – yet they were 
happy with the doctors and the treatment they received. Even at Lok Nayak Hospital, while 
overcrowding and lacking drugs were major reasons of concern, most of the patients 
continued to visit the hospital because of very good treatment.  
 

 
 
4.2.5 Unavailability of medicines 
 
While a lot of variation can be seen across hospitals, but unavailability of medicines, 
especially the relatively expensive ones, proved to be the biggest problem faced by patients. 
At Baba Saheb Ambedkar Hospital, there was a strong feeling among respondents that there 
was a nexus between the hospital authorities/dispensary with chemists outside. For some 
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very expensive drugs, patients were promptly told to make purchase from outside as 
medicines were not available in the hospital. At Lok Nayak Hospital, many respondents 
complained of deteriorating standard of care and service; medicines were always available 
5-10 years earlier as against nowadays. At Guru Teg Bahadur hospital, a large number of 
chemist shops were mushrooming right outside the hospital – named Guru Teg Bahadur 
dispensary – showing a flourishing market of medicines on sale outside when about 60% 
patients suffered because of unavailibility inside.  
 

 
 
4.2.6 Yearly income of respondents 
 
With about a 15% variation among various hospitals, on an average 55% of the 
respondents earn less than Rs. 25000 annually. A lot of them were casual labors, rickshaw 
pullers, vegetable vendors, and construction workers etc., who have variable income 
dependent on daily work. In this regard, the government hospitals form an immense support 
system for healthcare in the city. They provide free treatment and medicines to everyone 
who comes seeking for medical care. Even when procedures are performed, very minimal 
rates are charged for disposable supplies, equipment etc. Although 6% is a very small 
figure, especially with regard to this sample size, it being the percentage of patients earning 
above Rs. 100,000 annually and still visiting a Government hospital shows the faith in the 
institution because some of the city’s best doctors work here. However, on an average, the 
Government hospitals cater to the economically weaker section of the society. 
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4.2.7 Reasons for visiting Government Hospital 
 
As mentioned above, affordability is the major consideration for visiting a Government 
hospital. Inspite of various problems that patients have to face, getting free treatment from 
the best trained doctors available is very high incentive. Inkeeping with these preferences, 
one third of the patients turn to government hospitals only because they cannot afford to 
pay for treatment at a private clinic. Yet, a large 28% respondents visit a government 
hospital for the twin advantage of “Good and Cheap”, as well as for the reputed doctors. 
 

 
 
4.2.8 Meeting different doctors every time 
 
Treatment for some diseases lasts over a long period of time. In such cases, it is preferable 
for the patient to meet the same doctor, as he dosen’t have to repeat the history and the 
doctor has an idea about the patient’s case. However, there is another view – the details of 
the patient, disease and treatment provided is mentioned in the card prepared by the 
doctor. This has to be carried to the hospital each time, and even if the patient meets 
another doctor, all information is available and treatment can be continued smoothly. But it 
this regard, more people are of the view that meeting the same doctor through the course 
of the treatment is better.  
 

• Out of 48% respondents in GTBH who could not meet the same doctor, 68% felt this 
was a matter of concern; hence (68% of 48) 33% patients were concerned. 

• Out of 60% respondents in GBPH who could not meet the same doctor, 46% felt this 
was a matter of concern; hence (46% of 60) 28% patients were concerned. 

• Out of 62% respondents in LNH who could not meet the same doctor, 72% felt this 
was a matter of concern; hence (72% of 62) 45% patients were concerned. 

• Out of 28% respondents in GTBH who could not meet the same doctor, 75% felt this 
was a matter of concern; hence (75% of 28) 21% patients were concerned. 
 

• On an average, 64% of the 50% patients (i.e. 32%) who had to meet 
different doctors found this as a matter of concern, and felt this interfered 
in the smooth process of treatment. 
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5.1 Create a trustworthy and interlinked system for providing 
healthcare32 

 
The National Capital Territory of Delhi has a “healthy” network of healthcare centers; 31 
hospitals including 3 hospitals under ISM&H (Indian System of Medicine and Homeopathy), 
174 Allopathic Dispensaries, 70 Mobile Van Dispensaries, 433 School Health Clinics, 20 
Ayurvedic Dispensaries, 62 Homeopathic Dispensaries and 8 Unani Dispensaries33.  
 
However, these centers are far from networked.  
 
There are two aspects of this problem, which are not necessarily mutually exclusive.  
 
Firstly, there is a lack of trust in the system. Out of the host of centers mentioned above, 
many lie underutilized with as low as 40% occupancy rates, on account of lack of facilities, 
medicines and doctors. On the other hand, there are centers with as much as 200% 
occupancy rate, with patients sharing beds and lying on the floor. The reason clearly is the 
variability in services provided. A patient with a head injury enters hospital X and is turned 
out and asked to go elsewhere because the CT Scan is not functional. He dies on the way to 
hospital Y. The family will never go to X again, and directly visit Y in future. It is justified - 
Supply creating its own demand is probably the earliest economic principle known to 
mankind.  
 
Secondly, the aspect, which is very closely related to the first, is the lack of links between 
these centers. In case of unavailability of medical personnel, equipment etc. at any one 
center, the patient is asked to leave for another hospital, which has the required facilities. 
The patient may be a resident of Delhi or may have been referred from another state. 
Irrespective, he/she is expected to arrange for transport to get to the right place. Two kinds 
of problems arise on account of this:  
 
- In critical cases, there is high chance of death on the way. 
- In not so critical cases, the entire process of finding one’s way around a hospital, 

registering there and narrating the history to the doctor has to be repeated. A lot of time 
and money is spent in the process, apart from the inconvenience caused to the patient.  

 
Through the course of this research, it was found that there is excessive pressure on the 
multi specialty government hospitals in Delhi. Based on the level of health service delivery 
and the approach to health care practice, healthcare is broadly divided into Primary, 
Secondary and Tertiary care. As defined by the World Health Organization in 1978, 
primary care provides both the initial and the majority of health care services of a person 
or population. It is the basis of a health care system, as seventy-five to eighty-five percent 
of the population seeks primary health care yearly. This is in contrast to secondary health 
care, which is consultative, short term, and disease oriented for the purpose of assisting the 
primary care practitioner. Tertiary care is for patients with unusual illness requiring highly 
specialized services.  
 
Ideally, for a developing country like India and its capital city, primary health must receive 
the greatest attention and resources. In a perfect system, there would be no mismatch 
between the requirement of the patient and the services provided by the center accessed by 
him. To continue with the above example, it is assumed that hospital Y is a tertiary care 
center. The family will visit it irrespective of its needs, which could often be of primary or 

                                                 
32 Based on recommendations of ICHA (Indian Confederation of Healthcare Accreditation) as explained by     
Dr. Ashok Sanghal, CEO 
33 Delhi Development Report, Planning Commission, Government of India p. 278 
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secondary care. The reason is that the family has no “trust” in hospital X (assume primary or 
secondary), but the repercussion would be a patient of no tertiary care need occupying a 
bed in a tertiary care center, hence denying treatment to a person needing that kind of care. 
We must have a broad based primary care system acting as the first point of access for the 
patients; Those attending secondary and tertiary health facilities must be referred by the 
primary health care unit as per requirement. However, the present scenario operates on 
completely opposite principles. To explain diagrammatically: 
 
Resource Distribution in Healthcare 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
The Ideal/Recommended Situation        The Situation today 
 
 
The above distribution and allocation of resources undoubtedly results from the great 
pressure on tertiary care center. However, it is not without reason. As discussed above, this 
is a larger trust problem. An analysis of studies on the private sector in India suggests that a 
considerable section of the population in both rural and urban areas and across states, 
access the services of individual private practitioners for primary level care (Sunder, 1992; 
Krishnan, 1999). Micro-level studies from Delhi, Hyderabad and rural Uttar Pradesh show 
that people from different sections of the population, in both rural and urban areas, use 
these practitioners as a first resort for acute conditions, but also use government facilities 
(Nanda and Baru, 1993; Vishwanathan and Rhode, 1985). These utilisation studies show 
that the private practitioners are consulted for a variety of minor illnesses. However, these 
studies also show that there is much heterogeneity among providers in terms of 
qualifications, systems of medicine and practices. They include herbalists, indigenous 
and folk practitioners, compounders and others (Vishwanathan and Rhode, 1985; Baru, 
1998). These practitioners being easily available and accessible locally are utilised 
extensively. The really poor are unable to afford the doctor’s charges and hence, either opt 
for government hospitals or often go without care (Bisht, 1993; Soman, 1992; Vijaya, 1997; 
Kakade, 1998).  
 
The studies from Delhi, Chennai and Hyderabad show lack of basic and uniform standards 
for service provisioning, which has implications for the quality of care provided (Baru, 1998; 
Muraleedharan, 1999). Chemist shops and pharmaceutical representatives influence the 
prescription patterns of both qualified and unqualified practitioners. In addition, the former 
also dispense medicines for a variety of ailments and act as providers of primary level care. 
Given the poor knowledge base of these practitioners, it is not surprising that their 
treatment of even common ailments is often irrational, ineffective and sometimes harmful. 
With a primary care system lacking standardization and dependability, isn’t the common 
man left with no other option that to access the “big government hospitals” or “public 
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hospitals”? The data presented below, though old, throws light on some very relevant 
aspects of both inpatient and outpatient care distribution over various sources. 
 

                   
Source : Morbidity and Utilisation of Medical Services, Report 364, 42nd Round, National Sample Survey, Central Statistical Organisation, 
Government of India (1989),cited in Baru (1998). 
 

                       
Source : Morbidity and Utilisation of Medical Services, Report 364, 42nd Round, National Sample Survey, Central Statistical Organisation, 
Government of India (1989),cited in Baru (1998). 
 
 
The recommendation is to attempt to “create a trustworthy and interlinked system” for 
providing healthcare. Following would be the features of such a system: 
 

• All primary care centers must be upgraded to a specified standard; they must be 
capable of assessing the need of the patient, stabilizing emergencies if any, and send 
patients to secondary or tertiary centers only if needed. These units must be used as 
filters to restrict overcrowding at tertiary centers, but not by compromising on the 
quality of primary care. This would help in providing adequate care and attention to 
the primary needs, as well as in preventing overcrowding of secondary and tertiary 
centers with people who do not need those services.   

• Like mentioned above, the National Capital Territory of Delhi has a vast network of 
healthcare centers, under the Delhi Government, DHS and MCD. One way to 
capitalize on these assets is to make the patient the responsibility of the system the 
moment he enters it. At the point of entry, the details of the patient, the 
illness/accident etc. are collected. If he/she must be shifted to another center, 
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transport must be provided and transfer with all records must be done, with proper 
information flow from the physician sending the patient to the one receiving him/her. 
This would create greater faith in the system, and the patient would prefer going 
through it instead of approaching the big hospital directly. 

 
The attempt of this recommendation is not to undermine the fact that the healthcare system 
of Delhi works under great pressure. However, that is just one side of the picture. The 
pressure is created because the units actually functioning are far fewer from those on paper. 
Efficient utilization of the resources at disposal and smart management of the crowd can 
bring about constructive change in the system, benefiting the doctors, paramedics, nurses 
and of course, the patients. 
 
5.2 Professional Management of Government Run Hospitals 
 
Professional management of Government hospitals is essential for better efficiency of 
services and duly qualified hospital administrators should be placed head of institutions and 
selection should be based on performance, efficiency, skill, dynamism, vision and ideas and 
not merely on length of service or seniority basis34. A step in this direction could be para/non 
medical management working a) under the guidance and b) according to the requirements 
of the medical staff. This would help in the following ways: 
 

• Reduce the burden on the doctors   
• Provide specialized administration in government hospitals and  
• Bring in the attitude of ethical and competitive practice by the private hospital and 

nursing homes. 
 
Through the survey conducted in Guru Teg Bahadur Hospital, GB Pant Hospital, Lok Nayak 
Hospital and Baba Saheb Ambedkar Hospital (four of the largest Delhi Government 
hospitals) and through secondary data from newspapers (see annexure) , it was seen that 
the problems at big government hospitals are largely management related. With an 
average 70% patient satisfaction (see para 4.2.4), it can be clearly seen that the 
medical fraternity at these hospitals is doing their best possible. However, 
problems like drug unavailability, excessive waiting time, meeting different doctors every 
time, non functional equipment etc. are problems that can only be sorted through an 
efficient management driven towards the twin goal of 
 

A) Providing a dignified work environment to the doctor with equipments, medicines 
and other facilities at ready disposal. Doctors are humans too; the extremely 
overburdened situation in which they operate affects the time and attention they can 
devote per patient, and even their judgment in some cases. 
 

B) Providing a good standard of care to the patients. An average 55% of the patients 
who visit government hospital earn less than Rs. 25000 annually (see para 4.2.6); 
however this does not entitle them to unhygienic conditions, lack of facilities and 
medicines. 60% respondents face the problem of having to buy expensive medicines 
from outside (see para 4.2.5) – sometimes indicating to the possibility of a nexus 
between the hospital dispensary and the local chemists. The patients also bear the 
brunt of inadequate attention from the doctor due to the immense pressure. 

 
The proposal of the recommendation is NOT to introduce an imposing 
management over the medical staff. The doctors, nurses and other paramedical staff 
are undoubtedly the lifeline of any medical institution. The introduction of professional 
                                                 
34 Delhi Development Report, Planning Commission GOI, p. 295 
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management must only act as a facilitator for these members for the ultimate goal of good 
patient care. The management must take an active role in solving problems of  

• Drug procurement 
• Quality of drugs 
• Any malpractice in procurement/distribution 
• Cleanliness 
• Equipment installation and maintenance 
• Easy registration process for the patient, directions in the hospital etc. 
• Ambulances for transfer to/fro networked hospitals and dispensaries 
• Check on malpractice by class 4 employees who take bribes etc from patients 

 
For problems of excessive waiting time because of large crowd and meeting different 
doctors every time, a model can be formulated under guidance from the doctors. This is 
actually in practice in most hospitals in the form of fixed OPD35 days mentioned behind the 
doctor’s visiting card. Better communication of this information and implementation of this 
system can help the patient consult the same doctor and get good advice.  
 
5.3 Increased Health Insurance 
 
The elaborate government health care system in Delhi belies the fact that the private health 
care sector has grown at a phenomenal rate, and today forms an equally significant part of 
the health system. About 57 percent of hospitals and 32 percent of hospital beds in India 
are in the private sector (Bhatt, 1999). In Delhi, there are nearly 562 registered private 
nursing homes/hospitals with bed strength of over 12,00036. But merely stating that private 
provision is an important part of the health care system is not enough. The highly pluralistic 
health care system comprise several kinds of systems within - allopathic, homeopathic, 
ayurvedic, unani etc. - all of which are significant in their presence. The elaborate 
government health care system in Delhi, is mainly supposed to cater to those who are less 
privileged.  
 
However, the data revealed that this is more the exception than the rule. A 
greater percentage of high and middle-income households use government 
facilities, and a greater percentage of lower income households use private 
facilities. Also, the lower income households are also those with least insurance 
coverage and they are also seeking largely allopathic as well as institutional care 
(rather than indigenous practitioners)37.  
 
Since health care is an essential expenditure, the market mechanism places unnecessary 
burden on those with lesser ability to pay. There is a more than three times difference 
between expenditure in a private and a public facility and even the public facilities are not as 
inexpensive as one would think. 
Health insurance in Delhi for the BPL population is covered by the RSBY (see para 3.5). 
However, in the course of the study conducted at Government hospitals, a large percentage 
of respondents were those who are above the poverty line but earned less than Rs. 25,000 
annually (see para 4.2.6). Many of them would prefer visiting private clinics because of: 

A) Closeness to their homes  
B) More personal attention 
C) Cleanliness 

 

                                                 
35 Out Patient Department 
36 Delhi Development Report, Planning Commission GOI, p. 288 
37Health-seeking Behavior in urban Delhi: An Exploratory Study, Indrani Gupta and Purnamita Dasgupta 
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However, due to financial problems they are left with no other option but Government 
hospitals. The aim of this recommendation is to propose more exhaustive and 
inclusive implementation of the scheme over Delhi. As against the charge of 
Rs.30 for BPL families, a higher fee can be charged from those with higher 
incomes to provide them insurance cover. These people end up spending a lot in the 
process of travelling, buying medicines, paying for treatment etc and would not mind paying 
a fixed premium that would reduce this burden. 
 
The Government could also introduce an incentive mechanism for various private setups, 
including hospitals/nursing homes and insurance companies that would encourage them to 
collaborate. This would have the following major advantages 
 

• Provide support to the marginalized population of Delhi and those coming from 
outside so that good quality healthcare can be accessed. This scheme also helps 
divert the crowd from the large public hospitals to local private clinics/nursing 
homes.  

• In order to get empanelled on the scheme, the hospitals/nursing homes etc. have to 
meet certain quality standards. Hence the popularization of the scheme will lead to 
an overall improvement in quality of care provided at these centers.  

 
5.4 Lessons from the Kerala health model – A case study38 

Kerala, a state of 29 million people in southern India, is poor--even for India--with a per 
capita income estimated by various surveys to be between $298 and $350 a year, about 
one-seventieth the American average. When the American anthropologist Richard Franke 
surveyed the typical Keralite village of Nadur in the late 1980s, he found that nearly half the 
170 families had only cooking utensils, a wooden bench, and a few stools in their homes. No 
beds--that was the sum of their possessions. Thirty-six percent also had some chairs and 
cots, and 19 percent owned a table. In five households he discovered cushioned seats. But 
here is the odd part. 

• The life expectancy for a North American male, with all his chairs and cushions, is 72 
years, while the life expectancy for a Keralite male is 70. 

• After the latest in a long series of literacy campaigns, the United Nations in 1991 
certified Kerala as 100 percent literate. Your chances of having an informed 
conversation are at least as high in Kerala as in Kansas. 

• Kerala's birth rate hovers near 18 per thousand, compared with 16 per thousand in 
the United States--and are falling faster. 

Demographically, in other words, Kerala mirrors the United States on about one-seventieth 
the cash. It has problems, of course: There is chronic unemployment, a stagnant economy 
that may have trouble coping with world markets, and a budget deficit that is often 
described as out of control. But these are the kinds of problems you find in France. Kerala 
utterly lacks the squalid drama of the Third World--the beggars reaching through the car 
window, the children with distended bellies, the baby girls left to die. 

Kerala's attitude toward female children is a beautiful anomaly. Of 8,000 abortions 
performed at one Bombay clinic in the early 1990s, 7,999 were female fetuses. Girl children 
who are allowed to live are often given less food, less education, and less health care, a bias 
not confined to India. In China, with its fierce birth control, there were 113 boys for every 

                                                 
38What is True Development? The Kerala Model, Bill McKibben. 
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100 girls under the age of 1 in 1990. There are, in short, millions and millions of women 
missing around the world--women who would be there were it not for the dictates of custom 
and economy. So it is a remarkable achievement in Kerala to say simply this: There 
are more women than men. In India as a whole, the 1991 census found that there were 
about 929 women per 1,000 men; in Kerala, the number was 1,040 women, about where it 
should be. And the female life expectancy in Kerala exceeds that of the male, just as it does 
in the developed world. 

Health Development Indicators – Kerala and Delhi (for 2001-03) 
 
       Kerala 39  Delhi40 
Birth Rate (per 1000)     15   18.1   
Death rate      6.40   5 
Infant Mortality Rate     14   29 
Total Fertility rate     1.70   2 
 
However, apart from the socio-economic factors, the universally available public health 
system in Kerala has also contributed to this much acclaimed health system of the people. 
The state has a three-tier-system of health care –  
 

 The Primary Health Centres (PHC),  
 Community Health care Centre (CHC),  
 Taluk & District hospital and Medical Colleges  

 
evenly distributed in the rural and urban areas. Apart from this, there is an extensive 
network of medical care institutions practicing homeopathy and ayurveda in government, 
voluntary and private sectors. 
 
In the state, there exist 7831 public health institutions, comprising of all the three 
disciplines. Of this, 71.8% are PHCs (including sub centres), 8.2% are CHCs and 11% are 
hospitals (censes 2001) – This is in compliance with the ideal distribution of resources (see 
para 5.1, Resource Distribution in Healthcare). Apart from this there are 81 co-operative 
hospitals functioning effectively in Kerala. The number of sub-centres continuous to be 5074 
for the last 12 years and there is a sub-centres for every 6.16 sq.km and a primary health 
centres for every 33.3 sq.km there by assuring the accessibility of health care to the 
downtrodden section of the society. In terms of health personnel, there are 25225 medical 
and para medical personnel and there is one medical officer for every 8244 population in 
Kerala. 

What Delhi can learn from Kerala cannot be put in very discreet terms; the states are 
completely different in terms of history, culture, economy and social structure. However, 
there are some basic values, which if inculcated by our system can be of immense help: 
 

• Education of the girl child; a small step towards big solutions like population control, 
higher literacy rates, more awareness and healthier society 

• Focus on primary healthcare; make medical care simpler and more accessible 
• Patronize alternate medicine; with a large population to cater and the fast results 

provided by modern medicine, alternate medicine in Delhi has taken a back seat. 
More than faith, it is a matter of awareness and availability. If through Government 
schemes and individual initiative, alternate medicine can reach people, it will help 
achieve better standard of care and lesser burden on the modern medicine system.    

                                                 
39 Directorate of Health Services, www.india.gov.in 
40 Delhi Development Report, Planning Commission GOI 
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5.5 Overall recommendations 
 

1. There is a need for higher proportion of public spending on health – it is merely 0.9 
per cent of GDP in India, which ranks at poor 171st position out of the 175 countries 
studied41. This is in contrast to the figures of 8.1 per cent of GDP for Germany, 7.3 
per cent for France, 6.2 per cent for USA, 3.2 per cent for Brazil and 2.0 per cent for 
China on Health. On the other hand, private spending on health in India is 4.2 per 
cent of GDP and ranks 18th in the world tally, which is disproportionately high as 
compared to public health spending for a country like ours which is home to so many 
poor people. 

 
2. Encourage development of high class health care infrastructure in NCR towns as well 

as in the neighboring states of Delhi through incentives and/or soft loans to 
entrepreneurs ensuring comparable quality at competitive costs. 

 
3. Inclusion of health related topics in school and college curricula. 

 
4. Control of stray dogs and stray animals to minimize traffic hazards/accidents and to 

reduce the cost of superfluous use of Anti Rabies Vaccine, besides indirect saving on 
man hours – Annually 3-5 crores are spent on ARV in GNCTD hospitals. 

 
5. Management Information System should be strengthened at all levels for tracking 

status of supplies, monitoring suppliers, monitoring installation of equipments within 
prescribed time schedule and for ensuring compliance with terms and conditions of 
agreements. A copy of full rate contract of all hospitals may be displayed on the 
department’s website for ensuring procurement of drugs economically. 

 

 
 

 
 
 
 
 
                                                 
41 Human Development Report 2004 



43 
 

 
 
 
 
 

ANNEXURES 
 
 
 
 
 
 
 
 



44 
 

A.1 Questionnaire 
 

1. Are you from Delhi or just here for medical treatment? 
 

2. For how long have you been visiting this hospital? 
 

3. How long did you have to wait between arrival to the hospital and consulting the 
doctor? 

a) 0-10 minutes 
b) 10-30 minutes 
c) 30 minutes-1 hour 
d) 1-2 hours 
e) More than 2 hours 
 

4. Has the doctor been able to give you enough time to narrate your illness? (Y/N) 
 

5. Are you satisfied with the treatment you receive at this hospital? (Y/N) 
 

6. Do you experience unavailability of medicines at the hospital? (Y/N) 
 

7. If you had a choice, would you still come back to this hospital? (Y/N) 
 

8. Have you been denied treatment on account of non availability of doctor or 
equipment? (Y/N) 

 
9. Annual income 

a) Less than 25,000 
b) 25,000 – 50,000 
c) 50,000 – 100,000 
d) 100,000 – 300,000 
e) 300,000 – 500,000 
f) 500,000 and above 

 
10. Reasons for seeking treatment in this hospital 

a) Affordability 
b) Reputed doctors 
c) Closeness to residence 
d) Facilities 
e) Any other 

 
11. Were you explained about your disease and medication properly by the doctor? (Y/N) 
 
12. Are you able to consult the same doctor every time you visit the hospital? (Y/N) 

 
13. If not, is that a matter of concern to you? (Y/N) 
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A.3         Healthcare in News 
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