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Made in India: Business Models
for Affordable Healthcare

Som Sekhar Bhattacharyya and Rajesh Chandwani

Introduction

Indian civilization has had a long and rich history of giving and caring.
The Hindu, Buddhist and Jain religious scriptures celebrated the notion
of the wealthy and healthy taking care of the poor and the sick. Given
the legacy of Indian civilization, since ancient times, Indian traders and
businesses had engaged with society. Indian economy and Indian culture
both have a rich and long history spanning around a few thousand years
(Avari, 2007; Cohn, 2017). It is thus tautological to observe that both
these intersected across a variety of points (Bose & Jalal, 2017; Gupta,
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2005). In Indian culture, the notion of giving and sharing has been well
weaved in the tapestry of life and living (Sharma, 2007). Taking care
of the destitute and the poor has been specially advocated in Hindu
scriptures and philosophies as a virtue (Dalal, 2002; Kumar, 2010).
In the Bhagavad Gita, taking care of the needy and the ill has been
advised as a duty of the wealthy and the healthy (Bhawuk, 2011). In
India, at the family level, drawn from these traditions of both ‘Dharma’
and ‘Karma’, the health care requirements of the elderly and the sick
was expected to be the responsibility of the young and the able family
members (Deshpande et al., 2005). The concept of hospitals was weak
and home treatment of the sick amidst the warmth and emotive care of
family members was practiced (Padma et al., 2009). The manned care
and logistics of such care giving services was the duty of the many family
members (James, 1994; Westerhof et al., 2001). Further, at family and
household level in Indian families even until the early 2000s the notion
of health insurance was largely absent (Ito & Kono, 2010). This was
because, for the elderly in the family (like parents and grandparents)
the young family (working) members undertook the healthcare expenses
(Deshpande et al., 2005). This was the accepted and expected behavior,
any deviation from this behavior was viewed as negative (James, 1994).
In the last few decades, Indian firms have formed strategic alliances
with foreign firms to educate and create a market for health insur-
ance (Bhattacharyya & Shaik, 2009), resulting in the corporatization
of the healthcare system in India. The chapter has been structured in
the following manner. First an overview regarding the state of affairs
of healthcare in India is provided. Second, innovations in healthcare
management in India are discussed. Subsequently, the key characteris-
tics of Indian healthcare management system are explained. In future
comparative analysis of various business models could be carried out.

Healthcare in India

In ancient and medieval India, traders and business owners were
expected to feed the hungry and support the insalubrious sections of
society (Bhattacharyya et al., 2009; Muniapan & Dass, 2008; Muniapan,
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2014). This was the expected good behavior to be followed that is
‘Dharma’ (Ketola et al., 2009). Further, taking care of the ill was also
according to Hindu scriptures and philosophy rewarding for life later or
even in after life so this was good ‘Karma’ (Bhattacharyya, 2011). This
narrative was emphatic in Indian traditions for thousands of years and
this legacy continues to the present day (Sharma, 1973). The teachings
of ‘Bhagavad Gita' had been a core anchor of this perspective throughout
ages in India. In modern times, multiple perspectives have been derived
regarding the dos and don’ts about management of firm and the behav-
iors of managers based upon the teachings of ‘Bhagavad Gita’ but one
that had reverberated in multitude has been regarding the notion that
business firms being expected to contribute toward society (Chinna et al.,
2009; Sharma, 1999). The theme of healthcare as a sector was well
aligned in such thinking (Chakravarthi, 2011). The work of Mahatma
Gandhi further reinforced this thinking (Chakrabarty, 2006). Gandhi
also argued that business houses should take care of the weaker sections
of society specially the sick (Ketola et al., 2009; Rivett, 1959). In India,
the notion of Corporate Social Responsibility (CSR) has a long and
highly embedded background (Muniapan & Satpathy, 2013). One could
argue that the concept of CSR had evolved into widespread practice
in India long before the idea of CSR became popular in the Western
developed world (Bhattacharyya et al., 2009).

In India, the provision of healthcare both in terms of Indian polit-
ical philosophy and socio-cultural milieu had been a duty of rulers and
states (Altekar, 2002; Thapar, 1990; Tripathi, 2004). This was based
upon the notion of ‘Dharma’ (Chattopadhyay, 2007; Dam, 2015). Thus,
healthcare infrastructure was a priority area for both the state as well
as the traders during ancient and medieval India (Thapar, 2015). This
tradition continued in the twentieth century when big Indian business
houses like the Tata Group established hospitals to facilitate treatment
(Chakravarthi, 2011). These hospitals most importantly treated patients
who belonged from weak economic background in society (Shah, 2014;
Srivastava et al., 2012). Thus, the thoughts and actions surrounding
business participation in health care has been a continuing conversation
(Chakravarthi, 2011). Given the background of the notion of CSR as

mentioned earlier, Indian corporations had addressed healthcare as a part
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of its CSR agenda (Bhattacharyya, 2012). This was apart from the firms
that were operating in the healthcare space (Rohini & Mahadevappa,
2010). However, both set of firms confronted two predominant chal-
lenges. First, the dearth of infrastructure both soft (human capabilities) as
well as hard (equipment and physical infrastructure) in the Indian health-
care space (Bhandari & Dutta, 2007; Ramani & Mavalankar, 2006; Rao,
2012; Rao et al., 2011). The second being the expectation, that quality
healthcare was required to be provided at affordable rates (Kumar, 2009;
Modi, 2011; Pramesh et al., 2014). This should come as no surprise
in India as there has been presence of substantial section of economi-
cally poor population (Thorat et al., 2017). This had been christened as
Bottom of Pyramid (BoP) customers, who have been living in survival
mode far removed from the wellbeing state, as they couldn't afford pricey
things in life like tertiary healthcare (Lenssen et al., 2012). The BoP indi-
viduals are the ones who earn less than Indian rupees 5,000 per year or
Indian rupees 70 to 150 per day, on a daily basis. Primary and secondary
healthcare consisted of sub centers and Primary Health Centres (PHCs)
which took care of minor and moderate ailments. Tertiary care involved
medical colleges which took care of serious ailments. However, the
inability to pay didn’t diminish the BoP customers desire for quality
products and services (Jaiswal & Gupta, 2015), like healthcare at afford-
able rate across various ailments. Some of the major ailments and BoP
expectations were regarding receiving affordable dialysis or kidney trans-
plantation for chronic renal failure or inexpensive chemotherapy for
treatment of cancer (Chatterjee et al., 2013; Jha, 2004; Pal & Mittal,
2004). Even for pharmaceutical drugs the expectation has been that life
saving and critical drugs should be affordable for BoP customers (Sawant,
2014). Such expectations were across a wide range of diseases specially
regarding tertiary care (Lenssen et al., 2012).

India is a large country with wide geographic distance between the
urban pockets inter spaced with rural areas. In India, there are govern-
ment hospitals, private hospitals, nursing homes and private practitioners
(who either operate from their own office or from a pharmacy store).
Further, doctor as an entrepreneur was a unique aspect of Indian health-
care system. The aim of each one of these has been to cater to the
requirements of different sections of society based upon ability to pay,
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types of disease as well as location. However, India has one of the lowest
ratios of doctors and paramedics to the size of population and tautolog-
ically the number of patients in the world. So, the business of providing
healthcare service to such a large population, which is geographi-
cally dispersed, is resource intensive and investment heavy (Alur &
Schoormans, 2011). Indian hospitals could be segmented across high
end to very low end. High end hospitals catered to the needs of high
net worth individuals (HNI). Government hospitals in India generally
are the mainstay of medical treatment of the poor. Premium hospi-
tals in India are exclusively catering to the rich and famous. Many
of the premier hospitals in India have however started earmarking
certain amount toward the economically needy patients as part of social
responsibility and proactive responsiveness.

In soft infrastructure like manpower such as, doctors and health
paramedics have been involved (De Costa et al., 2009). Historically,
Ayurveda practitioners catered to the Indian populace at large (Mishra
et al.,, 2001). Since the advent of the British, modern practices of
medication (dominantly allopathy) and its service infrastructure got
developed (Banerji, 1973; Jaggi & Chattopadhyaya, 2000). This was
constituted by doctors, paramedics and even pharmacists (Richards,
1985). Thus, medical colleges, nursing institutes, pharmacy colleges
and such others got developed (Kumar, 1997). Post-independence the
government of India through its five-year plans expanded these infras-
tructures so as to develop more medical professionals to dispense quality
services (Pandve & Pandve, 2013). Subsequently, the participation of
private players was allowed to meet the ever-soaring demand for health-
care (Shah, 2010). Shortage of doctors in India have always been a
cause of concern especially in remote and rural areas (Bajpai, 2014;
Deo, 2013). In India, given the large population and its geographic
spread, it required distributed medical facilities manned with doctors and
paramedics in these locations (Deo, 2013; Kumar et al., 2007; Patil et al.,
2002).

Often, India has been viewed as a country that lacked entrepreneur-
ship (Medhora, 1965; Patel & Chavda, 2013; Tripathi, 1971). In recent
decades it has been pointed out that India displayed abundance of
entrepreneurship (Dana, 2000). It has been evident in the ubiquitous
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street side vendors lying in plain sight of most passersby on roads. Over
the years, in the healthcare space also this omnipresence of medical
services entrepreneurship has been evident. In India studying medicine
has been both expensive and time consuming. Medical students often
aimed to provide medical service to the geographically defined commu-
nity where they grew up. This was because, while growing up in these
communities it became evident to the young medical profession aspi-
rants that medical services were mostly absent or were poorly present.
Becoming a doctor was not an individual goal but rather a community
goal. If a student did well in medical examination and secured admis-
sion into a medical college, then the entire community felt elated as
they wanted someone of their own to be a doctor. So, when these young
students cleared medical examinations the entire community rejoiced.
Thus, the notion of strong bonds with such a community as expected.
After becoming a doctor often such individuals were interested to set
up a medical clinic to serve their geography centric community. Thus,
a doctor also became an entrepreneur. However, such doctors often
faced challenges related to management of finance, real estate, human
resource management and business strategy in their owned new medical
clinics (Rhodes, 2012). This was because the doctor for starting up
the medical clinic in their neighborhood competed with other enti-
ties for setting up the enterprise and often lacked business management
expertise (Chatterjee, 2008). This still continues to be a challenge for the
doctors’ who had ventured into entrepreneurial ventures and were depen-
dent on others for securing management expertise. Policy level focus
from Indian government was then much needed (Golechha, 2015).
Health paramedics manpower in India also evolved slowly and has
been becoming a very important subcomponent of the healthcare
ecosystem (Motkuri et al., 2017). In the developed countries, health-
care ecosystem has been well built. In India, the offtake of the health
paramedic segment had been slow (Rao et al., 2013). This was also
because in India cultural (as mentioned earlier) relationships were not
transactional but one of giving care. As has been already pointed out,
in India the young took care of the elderly when the sick or the elderly
required support. In Indian joint families, the extra pair of hands would
always be extended for a worthy cause such as taking care of elderly who
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were sick. In the last decade, with increase in the number of nuclear
families, both spouse working families and such emergent realities the
need of paramedical support at home became a business reality. Even
then the notion of ‘Dharma’ still resonated in the minds of a young
family members to serve an elderly who were ill. Dedicated paramedic
and assistant services have been developing over a period of time but still
there remained a hiatus. Thus, to serve the Indian healthcare market,
innovative thinking has been much required to develop both hard and
soft infrastructure and provide it to BoP customers at affordable rates.

Innovations in Healthcare Management
in India

Indian civilization had always had technology as a key element in the
socio-economic landscape since ancient times (Bhardwaj, 1979). India
always had relatively larger population base, thus, to serve such vast base
of population with limited resources required a frugal way of thinking
(Annala et al., 2018; Banerjee, 2013). The notion of ‘Jugaad’ has been
one such aspect that transcended the Indian cultural (Prabhu & Jain,
2015). This entailed the twin perspectives of frugality and conservation
emphasized, in the absence of plenitude of resources (especially techno-
logical in nature) in the Indian business realm (Kumar & Bhaduri, 2014;
Prabhu & Jain, 2015). ‘Jugaad’ thus was a way of thinking regarding how
more value could be created with less resources (Tasavori et al., 2016).
Verma and Bhattacharyya (2016) noted that there was substantial scope
for application of emerging technologies for serving BoP markets at low
costs. Healthcare in India was a sector that required such innovative
thinking not just as fragmented islands but one which was omnipresent
(Bound & Thornton, 2012; Honavar, 2019). Thus, in healthcare in
India, both technology as well as ‘Jugaad’ thinking worked in tandem to
provide affordable health care. Even in Indian health insurance industry,
technology has been deployed to serve the previously unserved (Nayak
et al., 2019a, 2019b). Thus, technology in healthcare as a narrative has
been slowly building up momentum but the essence was in arriving at a
favorable benefit to cost ratio.
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The various aspects surrounding healthcare in Indian context in terms
of its numerous elements like hard infrastructure, capabilities, innovation
and business model are presented in Table 12.1. The articles selected
the analysis are based upon the search keywords of ‘Indian healthcare’,
and ‘Indian Innovation’ in the title, abstract and keywords. A total of 42
articles were reported based upon the search, out of which the authors
selected thirty-five articles for detailed analysis. Seven articles were not
selected for detailed analysis as the authors felt that these articles made
marginal contribution.

The authors also tabulated a dozen best-case examples in Indian
healthcare spanning the entire spectrum of healthcare products, services,
process and business model. These are presented in Table 12.2.

The authors synthesized the themes emerging from the discussion of
articles reported in Table 12.1 and cases reported in Table 12.2 to identify
unique aspects of Indian healthcare industry, system and management.
In the next section, the authors conclude the insights drawn from the
current analysis and also highlight the directions for future research.

Key Characteristics of Indian Healthcare
Management

A synthesis of Tables 12.1 and 12.2 has been prepared by the authors
and is tabulated and presented in Table 12.3. From Table 12.3 it can
be inferred that there are four innovations that were prominent. These
are ‘Product’, ‘Service’, ‘Process’ and ‘Business model’ innovations. As
per the perspectives provided in Tables 12.1 and 12.2, product innova-
tion manifested into the launch of new product offerings while service
innovation leads to introduction of new service offerings. The process
innovation entails new ways of doing firm activities while the business
model innovation incorporated firm efforts that altered the firm sources
of revenues and the way of doing business.

The two benefits that transpired from these four types of innovation
are cost reduction and better-quality management. One could note that
in all four innovations in the Indian health care system cost reduction
occurred. Four stars (****) depicts very high-cost savings, three stars (***)
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Table 12.2 Key firms involved in innovations for BoP healthcare in India

S.No

Organization

Innovation

Type of
innovation

1

2

10

11

Jaipur foot

Aravind Eye Care

Narayana
Hrudayalaya

EMRI
Lupin

TATA

General Electric

LV Prasad Eye
Institute

LifeSpring
Hospitals

Narayana
Hrudayalya

Embrace Global

Manufactured and fitted
low-cost prosthetic leg
Hospital network that
performed low-cost
cataract surgeries for
millions of patients
through strategic cost
control interventions
Hospital that performed
low-cost cardiac
surgeries and had
expanded to other
health services as well
Low cost emergency
services were provided
Lost cost drug for
psoriasis was provided
Water purifier at a
fraction cost of other
available purifiers in
the market to reduce
incidences of illness
caused because of
consumption of
contaminated water
Healthymagination, a
technology based
healthcare initiative
Affordable eye care to
the poor
Low-cost maternity care
hospital chain
"Yeshasvini Insurance
Scheme’ provided
insurance for cardiac
surgeries at an annual
premium of only
US$1.5 per annum
Low-cost incubators for
preventing neo-natal
deaths

Product

Process

Process

Service

Product

Product

Business model
alteration

Service

Service

Business model
alteration

Product

(continued)
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Table 12.2 (continued)

Type of
S.No Organization Innovation innovation
12 Teleradiology Delivered radiology Service
Solutions services remotely
Table 12.3 General analysis of Indian healthcare
Type of innovation Cost reduction Quality management
Product innovation Fkkk *&
Service innovation *kx
Process innovation **
Business model innovation * **

depicts high-cost savings, double stars (**) depicts moderate-cost savings
while single star (*) depicts marginal-cost savings. In quality manage-
ment, when both quality of healthcare management as well as quality
of healthcare infrastructure improved then it was depicted by double
stars (**) while when quality of healthcare management improved but
the quality of healthcare infrastructure deteriorated then it was depicted
by single star (*).

Low-cost medical services are much needed in India, given
two thirds of the population lives on a daily income of less
than Indian rupees 150. With the notion of providing affordable
healthcare to the BoP customers in tertiary Indian health-
care industry also attracts patients from the developed world
(Western countries included) as well (Maheshwari et al., 2012;
Reddy
& Qadeer, 2010). Thus, given this context, India healthcare industry
has become a world leader in affordable quality tertiary healthcare which
had remained elusive to patients from other countries (see Mahesh-
wari et al., 2012; Reddy & Qadeer, 2010).It would be important
to note that India has been a leader in setting leadership position
globally (Bhattacharyya, 2019). India has been the only major economy
in the world where in CSR initiatives are made mandatory (Nair &
Bhattacharyya, 2019). So, for the firms earning higher level of profit,
sacrifice of significant amount of profit amount dedicated toward the
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case of CSR spend was required (Gatti et al., 2018). This was two
percentage points of the average net profits secured by the firm for
previous three years (Nair & Bhattacharyya, 2019). In the healthcare
industry, because of the past legacy of ‘Dharma’ and ‘Krama’ such sacri-
fice has rather been viewed as an investment. This investment was meant
to be toward taking care of social aspects in business with society. The
cause of Indian firms (as well as some foreign ones) has been aided with
highly potent but relatively cheaper and low-investment technology.
Healthcare thematic CSR has been pursued by firms extensively even
when it hadn’t necessarily been Strategic CSR initiatives (Bhattacharyya,
2010, 2012). This indicated the commitment of business firms toward
the healthcare as a priority theme of intervention. Healthcare was an
industry, wherein just seeking more profit (unlike any other industry)
has not been seen as righteous. Indian hospitals have responded to
this through taking care of economically backward patients. It would
be important to note that the premier hospitals in India are industry
leaders with the best possible doctors, most modern infrastructure and
other facilities. These hospitals were islands of excellence in an otherwise
ocean of weak healthcare landscape. The quest would be to innovate
further technologically and more importantly through business model
improvements so as to provide advanced healthcare facilities (like tertiary
care) at affordable price points that the Indian mass population would
be able to afford. Lean and ‘Juggad’ thinking along with application of
emerging technologies would continue to be vital to cater to this worthy
quest (Prabhu & Jain, 2015).

Individual Cognition and Behavior and Its
Impact on Business Models and Innovation

One of the major directions that emerges from the above analysis is the
need to explore the relationships between concepts embedded in tradi-
tions such as altruism and dharma and the contemporary entrepreneur-
ship compulsions and behaviours (Tan et al., 2005). For example, how
do the innovators incorporate, if at all, the concepts of dharma in the
design of business models. Dharma is one of the four purusharthas
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discussed in the traditional Indian literature, the others being kama, arth,
and mokhsa that relate to the fulfillment of desire, creation of wealth and
personal liberation respectively (Rajasakran et al., 2014). While kama
and arth can be linked to the design of profitable businesses that can
create wealth, dharma relates to the deontic motivation toward society.
The extensive work on hybrid organizations has explored how the indi-
viduals (and organizations) manage the balance between the social cause
(dharma) and profitability (Arth and Kama) (Smith et al., 2013) while
the linkages between businesses and spiritual aspects captured in moksha
has been largely unexplored. Future research can explore, whether there
is, if any, significant impact of spirituality in designing business models
or participation in CSR activities. How does the Gandhian concept of
involvement of businesses in CSR activities relate to dharma and mate-
rialistic aspects or both? How do innovators and entrepreneurs look at
their involvement along the four dimensions of purusharthas?

While many of the business models, especially healthcare technology
related ones, are founded by non-medical professionals, some of these
initiatives such as NH, AECS and Karuna Trust have been founded
by physicians. The training of physicians involves spending more than
a decade in learning clinical work and the curriculum prepares them
for clinical practice. What motivates these professionals to indulge in
entrepreneurship and innovative ventures? Where do the doctors gain
knowledge and resources for the same? Investigating these questions
would also allow researchers to understand the ecosystem required for
stimulating innovation among medical professionals.

India has emerged as a technology hub in the recent years. There
is a rapid growth of technology based startups in India, driven by the
Government’s push to promote an entrepreneurial culture in the country
(Subrahmanya, 2017). Several of these startups target the healthcare
space and attempt to contribute to affordability and accessibility. While
some of these startups may be motivated by altruistic motivation, more
often than not, the founders target profitable business models. It would
be interesting to know the relationship between altruism and the types
of business models in terms of target markets, pricing mechanisms etc.
Further, many of these initiatives, though driven by profit motive, adopt
the rhetoric of developmental impact (Chandra, 2016). Future research
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should explore which type of startups attract funding agencies related to
impact and development and which business models attract the private
equity funds targeting quick profits. Further, though some businesses or
innovations might be driven by profit, does the rhetoric emphasized by
the founders and the funding agencies emphasize altruism and focus on
dharma. Furthermore, it would be worthwhile to explore the antecedents
such as motivations of these entrepreneurs to get involved in health
technology. Also, the processual analysis of the innovation, from idea
formulation to implementation to scaling up would illuminate what type
of ecosystems are required for promoting these startups.

Organization Design and Business Models

There has been a substantial influence of Gandhian philosophy in
the Indian thought processes. While the Gandhian philosophy empha-
sized localized solutions embedded in the context, the conversations in
the innovation and entrepreneurship scholarship and practice focuses
on achieving scale (Williams, 2019). Indeed the funding agencies and
institutions look for scalability as the primary characteristic, which in
turn is presumed to lead to future profitability. An interesting research
question that needs to be explored is how do the entrepreneurs and
innovators who are driven by Gandhian philosophy of caring, altruism
and designing community based context-sensitive solutions marry the
concept of localized solutions with scalability. The hub and spoke design
of Aravind Eye Care System, for example, consists of rurally located small
vision centers linked to the large hub hospital located in the urban area.
The model provides for local connect and responsiveness as well as scal-
ability. It would be interesting to understand the dilemmas faced by
innovators and to comprehend how the innovators and entrepreneurs
manage them. Some of the business models such as the provision of
healthcare services for the elderly at home closely relate to an important
aspect of dharma—taking care of the elderly. Traditionally, the Indian
families had been structured as joint families where multiple genera-
tions of family stayed together and the work, including taking care of
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dependent children and elderly, was distributed (Dhanaraj & Maham-
bare, 2019). With increasing prevalence of dual earner couples, especially
in the fast growing urban population, has not only affected the care of
elderly and children but also interfaces with the concept of dharma.
Future researchers could examine how the businesses that provide care
at home relate to the concept of dharma. Also, whether such initiatives
develop and promulgate the rhetoric of dharma to push their businesses?
And if so how do the customers perceive the same?

In the present analysis, we have examined multiple innovative models
that provide affordable, accessible and quality healthcare to underprivi-
leged populations. However, the literature, including our research, largely
focuses on the successful models. There may be multiple reasons for the
absence of literature on failed models, including lack of availability of
data, the structured process of publication etc. However, we posit that
an in-depth study of failed models or comparative analysis between failed
and successful models can provide useful insights for both academicians
and practitioners interested in comprehending the critical factors that
lead to success/failure of such initiatives.

Furthermore, many such success stories represent pilot projects that
have achieved success at a small scale. Studying projects that have scaled
to programs or models that have sustained for long duration could high-
light factors critical for scaling up of such initiatives. Further research
is also required to examine the politico-social ecosystem required for
supporting the innovations to scale and to sustain. Both scaling up and
sustainability of the innovations are important for creating long-term
value and impact.

Government Policies; Systems
and Stakeholders

Several government regulations directly impact the design and imple-
mentation of innovations and initiatives related to socially relevant
aspects such as health. One of the major recent being mandatory
CSR spending for profit making organizations (Gatti et al., 2018).
Future research can explore the impact of the CSR regulation on the
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initiatives undertaken by organizations. There are many interesting ques-
tions that need to be examined. Is there any difference between the
modes of spending in organizations operating in the healthcare domain
versus those involved in other industries? Further, how has the regula-
tion affected the CSR spending of the organizations that were already
spending more than mandated 2% of their profits in CSR? How much
percentage of the CSR funds goes toward provision of healthcare? Which
aspect of healthcare attracts the CSR funds, primary, secondary or
tertiary? Which one is the most effective and efficient way of involving
organizations in CSR activities related to healthcare?

As shared above, innovation in the Indian context has been closely
linked to the concept of ‘Jugaad’—generating more value with scarce
resources (Tasavori et al., 2016). While there have been several studies
on the frugal design of products using jugaad, the same can be applied to
developing relationships and using relationships as a resource for scaling
up. Future researchers can explore how the entrepreneurs incorporate the
concept of ‘jugad’ into the design of relationships among diverse stake-
holders, such as managing PPPs or working with the government in a
contractual relationship.

The public healthcare system in India has been designed in a three
tiered system to enable access. The design envisaged a smooth inter-
face between PHC (Primary Health centers) at the village level, CHC
(Community Health Centers) at the Taluka level and District Civil
Hospitals at the district headquarters. However, the public system, over
the years, has not been able to deliver accessible, affordable and quality
healthcare, resulting in mushrooming of the private sector (Bagchi et al.,
2020). Recently, there have been several initiatives in a PPP (Public
private partnership) mode where the two diverse stakeholders come
together for delivering healthcare. Such initiatives have been imple-
mented at all levels: Primary care, for example, Karuna trust and
Tata Trusts have entered into agreements with respective state govern-
ments to manage primary health centers in Karnataka and Maharashtra

respectively. While the Gandhian philosophy emphasized philanthropic
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involvement of the private sector in the healthcare sector, the manage-
ment of PPP involves building exchange based relationships, prefer-
able long-term relationships, between the diverse stakeholders (Rajasu-
lochana & Maurya, 2020). Such initiatives, if managed properly, can
enhance the sustainability of the initiatives.

Conclusion

The above analysis presents several interesting areas for future research.
The potential research areas have been described at three broad levels—
Individual (entrepreneur/innovator’s behavioral aspects); business models
(organization design) and systems and policy level (impact of govern-
ment regulations and policies on design of organizations and strategies
adopted and involvement of multiple stakeholders). The authors empha-
size that these levels are representatives and not compartmental, and that
there would be considerable overlap among these levels while conducting
the research, both design and implementation aspects. Future research
could explore how the Gandhian approach driven by altruism influences
the management of PPPs. Further research can also explore the proces-
sual aspects of evolution of successful as well as unsuccessful PPPs so as
to comprehend the dynamics of relationships involved in nurturing the
partnership.
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