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Health sector is the lifeline for a nation’s wellbeing. It is the sum total of the health of its 
citizens, communities and settlements in which they live. In the Indian Constitution, 
healthcare is provided for in the Directive Principles along with other social and 
economic rights like education, livelihoods etc. It is one of India’s largest sectors, in 
terms of revenue and employment, and the sector is expanding rapidly. The Indian 
healthcare sector has emerged as one of the most challenging sectors as well as one of the 
largest service sector industries in India. The large domestic market is complemented by 
the inflow of medical tourists. On the other hand the health care delivery environment in 
India has distinctive challenges. Inadequate infrastructure and a constrained health care 
delivery work process further intensify the complexity. The health care system in India 
consists of public sector, private sector, and an informal network of care providers (also 
known as voluntary health system). The very size, scale of India is a huge challenge that 
many well intended guidelines and regulations had just gone haywire. The Indian Health 
sector operates in a largely unregulated environment, with minimal controls on the type 
of services to be provided by whom at what cost and in what manner. This is further 
complicated by the usual Indian tendency to lack of standardization and minimal 
compliance though there are norms and guidelines. 
This paper therefore is an attempt to critically analyze and understand the issues of poor 
access to health care to vulnerable and specifically of the elderly population in the 
context of privatization of health services.  
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Introduction 

Public and private healthcare facilities in India are at different levels of advancement in 
terms of technology and services. With government privatizing the healthcare industry, 
many private hospitals and health centers have mushroomed around in cities.  They along 
with specialized doctors and medical personnel have better technology and resources and 
thus, they are able to attract the population who can afford the services. However, public 
sector hospitals or health centers have meager resources and sometimes inadequate 
number of doctors. Since technology is developed incurring high costs, they are made 
available at private centers and the public hospitals are left with basic and out-dated 
technologies. Privatization of health care industry has also given rise to medical tourism 
and patients from across the world visit India to avail world class healthcare facilities at 
minimal costs. 

Abstract 
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This phenomenon has gravely affected the vulnerable population like the poor and the 
elderly population. Due to high treatment cost at private clinics or hospitals, the 
vulnerable population have to visit the public health care facility where there are often no 
or shortage of specialized doctors and nurses.  There are two different scenarios of health 
care system that one can see in India 
- A country that provides state of the art medical care to middle-class Indians and attracts 
medical tourists; and 
- Another where a majority of its own citizens cannot afford or even get access to basic 
healthcare. 
 
The pricing of services rendered by the private sector are greatly influenced by the cost of 
investment with the result that most of these services have remained out-of-reach to most 
of Indians This phenomenon has gravely affected the vulnerable populations in general. 
Within the vulnerable population, health concerns of the elderly population are an 
emerging concern. With the increase in life expectancy, the health care concern of the 
older population in India needs to be addressed. According to the Senior Citizen's Guide 
Revised Edition 2016 complied and published by Policy Research and Development 
Department (www.helageindia.org), India has 112 million elderly people with multiple 
physical, social psychological and economic problems with unmet needs in all domains 
of health.  
 
In 2017, 55% of the people fell below the poverty line in our country just due to one 
reason and the reason is healthcare spending, people did not have enough money to spend 
on their healthcare expenses. 38 million out of 55 million went below poverty line just 
because they had to spend exorbitant amounts on their healthcare and medicines, (Report 
by Public Health Foundation in June 2018). The actual poverty line that has been 
considered after research, is Rs1000 per month in urban and Rs 816 per month in the 
rural areas. So, one can imagine the pitiable condition where people for affording 
medicines had to spend so much that they fell below the poverty line.  
Health infrastructure in India’s urban and rural community: Poor health affects the 
economy not just directly but also if one examines the opportunities cost and in terms of 
the longer term having a sick population is going to be a less productive population, days 
of work will be compromised as a result of illness, it is one of the matrix of true cost of 
health gap. This means more investment has to be made for preventive and promotive 
health care. The cost is also high, in terms of what it does to the society in the long run, 
because poor health and high morbidity, impacts cognitive ability. It leads to higher 
health cost in the long run for the society, which becomes unsustainable at a point. India 
also has a very large young population which is going to age, so our median age is going 
to increase over time and ailments because of one’s lifestyle will become rampant that 
will include not only under-weight but also over-weight. There are huge disparities, 
which is not just regional because in states like Kerala there is enough spending in terms 
of health care. While, states like Bihar, Madhya Pradesh, Uttar Pradesh compare very 
badly even into Indian average. Kerala has been progressive about many things and not 
just healthcare. A large part of Kerala’s social outcome development indicators have been 
driven by the social fabric of Kerala society. It has excellent education literacy outcomes, 
it has excellent health outcomes. Though economically, it is average but it has done most 
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of its policy changes early on where it has invested in public health education and 
infrastructure. So, the development process that is for all to see and emulate in for the rest 
of the country. With rising middle class in India and its expanding burgeoning economic 
aspiration investment in health infrastructure is of outmost importance. Improvement of 
points of access in rural India is necessary because we tend to assume that middle class is 
more of an urban phenomenon, however, there exists very large middle class in rural 
areas as well. It is also crucial to acknowledge that India is still very much a rural society. 
Close to 80% of the doctors, 75% of the dispensary, 65% of the hospitals are in the urban 
area. Therefore, there is a mass flow from rural to urban area whenever there is health 
concern; however, these are not sustainable in the long run. Less than half of the 
population now is in urban areas, which is growing at a steady pace, but India’s rural base 
is still very large, so from a long term perspective effective investment in rural health 
infrastructure is required. Also 75% of the rural household in our country earns less than 
or equal to Rs5000 per month. This can easily be calculated that how easy it is for the 
poor people to slip into the poverty line just due to the healthcare expenditure. A 2014 
survey, from National Survey Office revealed that medicine is the biggest contributor of 
the health care expenditure, 72% of the health care expenditure from the rural households 
goes towards medicines and 68% healthcare expenditure from the urban households goes 
towards medicines. The central government and the state governments have released 
many schemes related to healthcare and to make medicines affordable some of them were 
successful but most of them were unsuccessful in their implementation. 
 
PRIVATIZATION AND HEALTH SERVICES 
After the 6th five year plan, when the government opened the healthcare services to 
private sectors there has been a radical decline in the health access to the citizens because 
of high cost at private hospitals and unavailability of medical practitioners at government 
hospitals. The higher salary at private hospitals has attracted the specialized doctors and 
nurses, whereas the poor are provided with substandard infrastructure, paramedical and 
volunteers to attend to the village with primary health care facilities. The focus had 
shifted from proper healthcare to all Indians to amassing huge profits by allowing 
corporatization of health care industry.  The politically elected officials tend to serve for 
the interest of the wealthy and the needs of the poor are mostly ignored. The highly 
advanced and complicated technologies were designed for the rich, and thus it became 
unavailable to the poor and lower middle class.  

“The National Health Policy proclaimed urban medical 
institutions as service production units at par with 
production units, and therefore, important sources of 
foreign exchange earnings (Government of India 2002). 
Cutbacks in the public sector no doubt lead to its shrink age 
and the deterioration of public institutions. This has been 
used to rationalize the introduction of user fee, public-
private partnerships (ppps) and opening up the public sector 
to private investment”1 

 
                                                      
1
 Singh, Lakhwinder, An evaluation of medical tourism in India, African Journal of Hospitality, Tourism and 

Leisure Vol. 3 (1) - (2014), p 5.  
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a) MEDICAL TOURISM AS A BY

Millions of people travel to Asian countries for medical treatment that ranges from dental 
work to major heart surgery all done at a fraction of a cost as compared to developed 
countries. Medical tourism brings in billions of dollars a year worldwide. 

 

2 
Western patients who do not have health insurance, medical tourism offers a lucrative 
and beneficial alternative. For the western population Thailand, Mexico, India and Cuba 
remain the most preferred medical tourism destination. In these developing countr
medical tourism represents a viable and growing source of economic revenue. Countries 
are actually competing for the medical tourist. 
 
With introduction of medical tourism designed for global tourists, has further made it 
impossible for the poor to a
in demand. Since the foreigners are willing to pay the high cost for their treatment, 
certain therapies or medical care have become very expensive for the general population. 

 
b) PRIVATIZATION AND 

According to IIHER 
socioeconomically disadvantaged and people who belong to oppressed class. 
vulnerable populations often have health conditions that are exacerbated
inadequate healthcare.
 
Lack or insufficiency of funds at public healthcare facilities has deprived the poor who 
access the public hospitals of proper facilities. 
of the people who can afford the
nutrition, maternal and infant mortality and high prevalence of communicable disease is 
still on a rise among the Indian 
28% of rural population could
 

                                        
2
 Reddy, Sunita, Qadeer Imrana, Medical Tourism in India: Progress or Predicament?, 
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MEDICAL TOURISM AS A BY-PRODUCT OF PRIVATIZATION

Millions of people travel to Asian countries for medical treatment that ranges from dental 
work to major heart surgery all done at a fraction of a cost as compared to developed 
countries. Medical tourism brings in billions of dollars a year worldwide. 

Western patients who do not have health insurance, medical tourism offers a lucrative 
and beneficial alternative. For the western population Thailand, Mexico, India and Cuba 
remain the most preferred medical tourism destination. In these developing countr
medical tourism represents a viable and growing source of economic revenue. Countries 
are actually competing for the medical tourist.  

With introduction of medical tourism designed for global tourists, has further made it 
impossible for the poor to access proper healthcare because of high cost due to increase 
in demand. Since the foreigners are willing to pay the high cost for their treatment, 
certain therapies or medical care have become very expensive for the general population. 

PRIVATIZATION AND VULNERABLE POPULATION.

According to IIHER Vulnerable populations include children, 
ocioeconomically disadvantaged and people who belong to oppressed class. 

vulnerable populations often have health conditions that are exacerbated
inadequate healthcare. 

Lack or insufficiency of funds at public healthcare facilities has deprived the poor who 
access the public hospitals of proper facilities. Private medical sector cat

people who can afford the services, their surgery and treatment whereas, mal
nutrition, maternal and infant mortality and high prevalence of communicable disease is 
still on a rise among the Indian marginalized group. According to NSSO, in 2004 around 
28% of rural population could not access health care due to financial constraints. 
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PRIVATIZATION:  

Millions of people travel to Asian countries for medical treatment that ranges from dental 
work to major heart surgery all done at a fraction of a cost as compared to developed 
countries. Medical tourism brings in billions of dollars a year worldwide.  

Western patients who do not have health insurance, medical tourism offers a lucrative 
and beneficial alternative. For the western population Thailand, Mexico, India and Cuba 
remain the most preferred medical tourism destination. In these developing countries, 
medical tourism represents a viable and growing source of economic revenue. Countries 

With introduction of medical tourism designed for global tourists, has further made it 
ccess proper healthcare because of high cost due to increase 

in demand. Since the foreigners are willing to pay the high cost for their treatment, 
certain therapies or medical care have become very expensive for the general population.  

VULNERABLE POPULATION. 

children, women, elderly, 
ocioeconomically disadvantaged and people who belong to oppressed class. Members of 

vulnerable populations often have health conditions that are exacerbated by unnecessarily 

Lack or insufficiency of funds at public healthcare facilities has deprived the poor who 
Private medical sector caters to the needs 

, their surgery and treatment whereas, mal-
nutrition, maternal and infant mortality and high prevalence of communicable disease is 

marginalized group. According to NSSO, in 2004 around 
not access health care due to financial constraints.  

Reddy, Sunita, Qadeer Imrana, Medical Tourism in India: Progress or Predicament?, Economic and 
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Elderly: The elderly population requires long term health care because of declining 
physical and mental capabilities which can cost huge sums of money. Due to their 
decreasing functional capacity they need a range of health care services that includes, 
physical, mental and emotional. Along with their health their general well being is also 
required. The elderly require services like assisted living, hospital care, caregiver support 
and rehabilitation. 
If we look at the physical and psychological domain for the elderly, we have the 
following figures from the previous studies conducted in India. 

• 3.7 million suffer dementia 
• 40 million suffer from poor vision 
• 1.6 million annual stroke cases 
• 1 in 3 suffer from arthritis 
• 1 in 3 has hypertension 
• 1 in 5 has diabetes 
• 1 in 5 has auditory problems 
• 1 in 4 suffer from depression 
• 1 in 10 falls and sustains a fracture 
• 1 in 3 bowel disorder 
• Cancer is 10 times more common. 

 3 

In addition, we have data to show that Indian elderly face several social issues such as 
loneliness, elder abuse, neglect, lack of income security, and poor access to health care. 
We also have lack of policies on advanced directive, palliative care, and end-of-life care 
for the elderly. There is lack of data on the spiritual health of older people. With the 

                                                      
3
 ICMR report survey, 1984-85 

Common morbidity among elderly in 

India

Psychiatric problem 9%

GIT Problem 9%

Respiratory problems 

including chornic bronchitis 

16%
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growing senior population, is India prepared to face the challenge of providing health 
care?  
 
Elderly being one of the most vulnerable population needs proper health care facilities 
which becomes difficult to access for elderly living in rural areas as most of the 
secondary and tertiary level health care system is available at urban areas and due to old 
age and low mobility it is difficult for the elderly population living in rural areas to access 
their health care needs. Also, the economic constraint which is faced by rural elderly is of 
great concern because most of them are dependent on their families and do not have 
freedom to spend on their health care needs. They also require someone to accompany 
them for their treatment because of low visibility, low mobility and fragile body.  
 
Life of many elderly after retirement is of humiliation, isolation and abuses. There are 
instances where they are denied food, denied medical attention, clean clothes etc and are 
also tied in case of disability. Elderly population feels great deal of anxiety such as, fear 
and intimidation by the young members of the family, they mostly suffer from anxieties 
related to becoming terminally ill, and being cut off from the loving support of families, 
serious and sudden illness, falling and breaking a bone because of their movements, they 
are also concerned about their ageing and getting close to death.  
 

“Although some privileged individuals enjoy excellent 
health outcomes, others experience “the worst imaginable 
conditions. Among the elderly, we observed a number of 
barriers: from pathological progression to family 
nuclearization and dependency, from reductions in earning 
potential, to the salience of pre-existing inequities on the 
axes of gender, caste, and religion Across the board, we 
found that the elderly population (and subpopulations that 
form it) does not receive care commensurate to the 
conditions it suffers (access) and, second, that even where 
the care is physically accessible, costs of accessing this care 
hinder uptake (affordability).”4 

 
 The public health care system and its condition has made it very difficult for the elderly 
population of our country to get treated as there is long line of people standing in queue 
for several hours for a visit to the doctor, and it becomes very difficult for the elderly to 
stand in queue for so many hours for a medical visit.  
 
Due to privatization and lack of specialized doctors at public health centers, the elderly 
are left unattended according to their requirements.  High paying patients are only 
admitted at private health centers, whereas the needy, poor and elderly population are left 
to rely on under-staffed and under-resourced public hospitals.  
  
Intersectionality: Along with political and economic inequality, caste distinction has 
also created disparities in health access. Owing to intersection of age, caste, class and 
                                                      
4
 https://www.ncbi.nlm.nih.gov/books/NBK109208/, consulted 15 April 2019 
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gender, lower caste poor 
rest. With restricted provision of safe and clean water, nutritious food, denial of health 
service by medical professionals, the marginalized group within India, face a lot of health 
burden. While health plans, insurances, policies and implementations by government is 
mostly directed to the younger population, children or pregnant women, the older 
generation are often left neglected. 
women of reproductive age. Due to discrimination based on caste, they don’t get 
employment easily and thus, remain poor
food, education and standard of living. 
their health needs and therefore have major health concerns. Elderly dalit women face 
violence and exclusion based on their age, caste, gender and economic status. They 
therefore constitute one of the most vulnerable populations that require maximum care 
and attention. Due to old age, dalit women face isolation insecurity from their family, 
financial dependence on children, medical healthcare problems like heart problems, join
pain, and others.  

Dalit elderly women population is deeply affected by the privatization of health sector. 
Due to old age they have reduced mobility and functioning capacity and along with 
financial constraints they are unable to afford a visit to a private health centre fo
treatment. Elderly women face a number of health concerns such as osteoporosis, 
menopause, UTI, breast and cervical cancer, prolapsed cervix etc. According to studies, 
cases of osteoporosis are higher among females after Menopause. 
shows the financial issues faced by the elderly population. 

                                        
5
 https://www.BireshwarSinha1/geriatric
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gender, lower caste poor elderly women have very weak health status as compared to the 
rest. With restricted provision of safe and clean water, nutritious food, denial of health 

vice by medical professionals, the marginalized group within India, face a lot of health 
While health plans, insurances, policies and implementations by government is 

mostly directed to the younger population, children or pregnant women, the older 
generation are often left neglected.  Even researches on oppressed castes are done for 
women of reproductive age. Due to discrimination based on caste, they don’t get 

and thus, remain poor and are consequently denied proper housing, 
education and standard of living.  With low income they are unable to look after 

their health needs and therefore have major health concerns. Elderly dalit women face 
violence and exclusion based on their age, caste, gender and economic status. They 

fore constitute one of the most vulnerable populations that require maximum care 
and attention. Due to old age, dalit women face isolation insecurity from their family, 
financial dependence on children, medical healthcare problems like heart problems, join

 

Dalit elderly women population is deeply affected by the privatization of health sector. 
Due to old age they have reduced mobility and functioning capacity and along with 
financial constraints they are unable to afford a visit to a private health centre fo

Elderly women face a number of health concerns such as osteoporosis, 
menopause, UTI, breast and cervical cancer, prolapsed cervix etc. According to studies, 
cases of osteoporosis are higher among females after Menopause. 
shows the financial issues faced by the elderly population.  
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women have very weak health status as compared to the 
rest. With restricted provision of safe and clean water, nutritious food, denial of health 

vice by medical professionals, the marginalized group within India, face a lot of health 
While health plans, insurances, policies and implementations by government is 

mostly directed to the younger population, children or pregnant women, the older 
Even researches on oppressed castes are done for 

women of reproductive age. Due to discrimination based on caste, they don’t get 
and are consequently denied proper housing, 

they are unable to look after 
their health needs and therefore have major health concerns. Elderly dalit women face 
violence and exclusion based on their age, caste, gender and economic status. They 

fore constitute one of the most vulnerable populations that require maximum care 
and attention. Due to old age, dalit women face isolation insecurity from their family, 
financial dependence on children, medical healthcare problems like heart problems, joint 

Dalit elderly women population is deeply affected by the privatization of health sector. 
Due to old age they have reduced mobility and functioning capacity and along with 
financial constraints they are unable to afford a visit to a private health centre for their 

Elderly women face a number of health concerns such as osteoporosis, 
menopause, UTI, breast and cervical cancer, prolapsed cervix etc. According to studies, 
cases of osteoporosis are higher among females after Menopause. The graph below 
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Since pension schemes are designed for those who have worked in public sector a large 
number of the population is not able to benefit from this scheme and are therefore 
dependent on their savi
health care system, their severe health concerns are left untreated or misdiagnosed. 

 
Conclusion: 
Privatization of medical industry has poorly affected the general population of the 
country. With most funds directed towards innovation and upgrading the private 
hospitals, the public sector health care institutions stand in dilapidated conditions. Being 
an emerging medical tourist hub, India lags at position of 112 on survey of Global Health 
System by WHO in 2002. India’s status at United Nations Human Development Index is 
also very low which stands at rank 130 out of 189 countries for the year 2017
Treatment in India is rather paradoxical, while one 
facilities for his/her treatment, a poor Indian patient dies waiting for being treated either 
due to the high cost, unavailability of doctors or poor facilities. 
The government policies p
treated, the health of majority of 
framework of policy implies that there is certain kind of acceptance, that there exists 
disparity in standards of healthcare for the
 
Studies by India's Central Bureau of Health Intelligence National Health Profile (Ministry 
of Health and Family Welfare, 2007) suggest that only 10% of doctors are engaged in 
public sector health care institutions. Also, only 17% of expenditure was spent o
health care facilities, and around 83% on private set
 

6 
Concisely, introduction of private healthcare system
health care. Along with shortage of doctors because of brain drain and towards private 
health care institutions, poor infrastructure, low fund allocation, doctors are also now 
specializing in diseases prone to wealthy
specialization in community medicine is widely decreasing that is vital for a large section 
of the population. Reeling under various communicable diseases, mosquito

                                        
6
 VIJAYA, Ramya, Medical Tourism: Revenue Generation or 

Problems?,  Journal of Economic Issues
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Since pension schemes are designed for those who have worked in public sector a large 
number of the population is not able to benefit from this scheme and are therefore 
dependent on their savings or on their children. Lack of specialized doctors in public 
health care system, their severe health concerns are left untreated or misdiagnosed. 

medical industry has poorly affected the general population of the 
With most funds directed towards innovation and upgrading the private 

hospitals, the public sector health care institutions stand in dilapidated conditions. Being 
an emerging medical tourist hub, India lags at position of 112 on survey of Global Health 

tem by WHO in 2002. India’s status at United Nations Human Development Index is 
also very low which stands at rank 130 out of 189 countries for the year 2017
Treatment in India is rather paradoxical, while one wealthy patient gets the best of 

s for his/her treatment, a poor Indian patient dies waiting for being treated either 
due to the high cost, unavailability of doctors or poor facilities.  
The government policies promoting private sector, where the one who can afford can get 

alth of majority of citizens remain poor and their needs unmet. Such 
framework of policy implies that there is certain kind of acceptance, that there exists 
disparity in standards of healthcare for the rich and the poor.  

Studies by India's Central Bureau of Health Intelligence National Health Profile (Ministry 
of Health and Family Welfare, 2007) suggest that only 10% of doctors are engaged in 
public sector health care institutions. Also, only 17% of expenditure was spent o
health care facilities, and around 83% on private set-ups.  

introduction of private healthcare system has hampered the growth of public 
health care. Along with shortage of doctors because of brain drain and towards private 

re institutions, poor infrastructure, low fund allocation, doctors are also now 
diseases prone to wealthy domestic or global

specialization in community medicine is widely decreasing that is vital for a large section 
e population. Reeling under various communicable diseases, mosquito

                                                      
Medical Tourism: Revenue Generation or International Transfer of Healthcare 

Journal of Economic Issues, Vol. 44, No. 1 (MARCH 2010), p 60 

09, Issue-06, Nov-Dec 2019 Issue 

w w w . o i i r j . o r g                      I S S N  2 2 4 9- 9 5 9 8 
 

Page 35 

Since pension schemes are designed for those who have worked in public sector a large 
number of the population is not able to benefit from this scheme and are therefore 

Lack of specialized doctors in public 
health care system, their severe health concerns are left untreated or misdiagnosed.  

medical industry has poorly affected the general population of the 
With most funds directed towards innovation and upgrading the private 

hospitals, the public sector health care institutions stand in dilapidated conditions. Being 
an emerging medical tourist hub, India lags at position of 112 on survey of Global Health 

tem by WHO in 2002. India’s status at United Nations Human Development Index is 
also very low which stands at rank 130 out of 189 countries for the year 2017-18. 

patient gets the best of 
s for his/her treatment, a poor Indian patient dies waiting for being treated either 

where the one who can afford can get 
citizens remain poor and their needs unmet. Such 

framework of policy implies that there is certain kind of acceptance, that there exists 

Studies by India's Central Bureau of Health Intelligence National Health Profile (Ministry 
of Health and Family Welfare, 2007) suggest that only 10% of doctors are engaged in 
public sector health care institutions. Also, only 17% of expenditure was spent on public 

has hampered the growth of public 
health care. Along with shortage of doctors because of brain drain and towards private 

re institutions, poor infrastructure, low fund allocation, doctors are also now 
domestic or global patients, whereas 

specialization in community medicine is widely decreasing that is vital for a large section 
e population. Reeling under various communicable diseases, mosquito-borne 

International Transfer of Healthcare 
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diseases, tubercolosis and maternal health has seen few specilaization as compared to 
joint replacements, spinal surgery or organ transplants that foreign patients visit India for. 
The commodification and corporatization of health care has substantially affected 
vulnerable patients. The elderly is also facing distress because of such policies which are 
inroduced by the government. Effective interventions for elderly need to be developed 
and evaluated, which addresses the needs of elderly and the vulnerable population. 
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