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Abstract 
 

In a bid to provide better services to their citizens on limited budget, governments around the world 
have tried to redesign the organizational structure of public services delivery. Thus, worried over the cost of 
production through public mechanism, many governments across the world, especially in the last twenty 
years have opted to involve the private sector in the production and delivery of certain public goods and 
services (De Bettignies and Ross, 2004). Though not quite new, this approach has resulted to what has 
popularly been termed as Public-Private Partnerships (PPPs) (De Bettignies and Ross, 2004; Thomas and 
Curtis, 2003; Raman and Bjorkman, 2009). Such PPPs have been experienced in wider variety of goods and 
services like health, education, water supply and sanitation, building of roads, bridges etc. Evidences 
however suggest that PPPs have not always been successful, which also indicate that there underlie sector or 
area-specific issues responsible for success or failure in the respective sectors.  

In general, PPPs in the health sector across the space have evolved around three major objectives. 
First, to promote those behaviours (i.e., use of bed nets, safe sex, hand washing) that reduce the incidence 
of diseases such as malaria, AIDS, and diarrhea; secondly, to facilitate equitable access to vaccines and 
treatments; and finally, to improve health service delivery (Thomas and Curtis, 2003). In the Indian context, 
importance of PPPs in the health care sector has gained momentum after 1992. During the past decade or 
so, several state governments have encouraged involvement of private sector in the delivery of health care 
services. It is true that in the design of a framework for such partnerships, the success of the pilot exercise 
of Karuna Trust in managing the PHCs have played a pivotal role. However, it has been experienced that 
the partnerships have been fraught and complex on many grounds. Again, serious concerns on the receivers 
have also been experienced (Raman and Bjorkman, 2009).  

It has therefore been argued that for the sustainability of PPPs, attention should be paid to make them 
sustainable from the perspectives of financial, institutional as well as political. Under such circumstances, 
the present paper is an attempt to discuss the important theoretical issues in the design of framework for 
sustainable PPPs, especially in the context of a developing economy and tries to compare and contrast the 
theoretical issues in the light of empirical evidences. Case studies from North-Eastern Region of India have 
been drawn to highlight such empirical issues. 
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*** ***** *** 

1.0  INTRODUCTION 

Evidences (De Bettignies and Ross, 2004) suggest that many governments across the 

world especially in the last twenty years have opted to involve the private sector in the production 

and delivery of certain public goods and services. Though not an innovation of the recent times, 

this approach has resulted to what has popularly been termed as Public-Private Partnerships 

(PPPs) (De Bettignies and Ross, 2004; Thomas and Curtis, 2003; Raman and Bjorkman, 2009). 

Researcher (Jutting, J 1999) holds three factors responsible for the phenomenal rise in the number 

of such partnerships in the recent times. First, constraints in financial resources make it 

imperative for the governments to spend out each unit of the public revenue wisely and 
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efficiently. Secondly, private providers both for-profit and not-for-profit often share a major 

chunk in the provision of social goods and services. This crucial role played by the private sector 

had been neglected for a long time. For example, in India, more than 80% of the health care 

expenditure goes to the private sector. Third, each side has its own merits and demerits. Thus, a 

well-planned ‘partnership’ between/among different players in the market viz., the government, 

the for-profit or not-for profit private provider can actually bring the desired synergy effect in the 

provision of social services.   

Debates however exist regarding the range/types of PPPs. Researchers like Raman and 

Bjorkman (2009) view PPPs as approaches ranging from short-term contracts like contracting out 

of services, operations, concessions to longer term arrangements like leasing or concession. 

Contrary to this, objections have been raised to term contracting out of services as PPPs in the 

truest sense of the term. The fact however remains that there exists no precise and an all-agreeable 

definition for the term PPPs (De Bettignies and Ross, 2004).  

Public-private partnerships may be local, national or international. Debates however exist 

regarding the ‘nature’ of such ‘arrangements’ between a public authority and the private party(es). 

Evidences suggest that PPPs can be of varied types. Again, all such arrangements can not be 

viewed as partnerships (Wettenhall, R 2005). Contrary to this, the fact has also been that there 

exists no model framework or guidelines that define the determinant features of public private 

partnerships.  

Notwithstanding the arguments relating to the nature or types of PPPs, empirical studies 

seem to suggest that such partnerships can help achieve the desired objective of improving the 

conditions of the downtrodden sections of the society. However, all such partnerships have not 

been successful. Thus, concern has been raised regarding the sustainability of such partnerships. 

The basic arguments for the design and sustainability of a proper framework include: detail 

outline of job description, monetary arrangements and performance indicators. It has therefore 

been argued that for the sustainability of PPPs, attention should be paid to make them sustainable 

from the perspectives of financial, institutional as well as political. Under such circumstances, the 

present paper is an attempt to discuss the important issues in the design of model framework for 

sustainable PPPs, especially in the context of a developing economy and tries to compare and 

contrast such theoretical issues in the light of empirical evidences. Case studies from the North 

Eastern Region of India have been drawn to highlight such empirical issues and evidences.  

The remaining discussion of the paper has been divided into three parts. The second part 

discusses the major issues relating to PPPs especially with respect to the types, nature of 

arrangements between the public authority and a private party. Theoretical considerations of PPPs 

in health care in particular and social sector in general has also been discussed. The third part 
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outlines a broad overview of the health sector of India. Apart from this, the recent trend of growth 

of PPPs in health sector of the country has also been discussed. This section then discusses some 

of the experiences and evidences of PPP in the health care sector of the states of North-East India. 

The paper sums up the discussion and concludes in section fourth.  

2.0   MAJOR ISSUES WITH PUBLIC-PRIVATE PARTNERSHIPS  ACROSS THE 

SPACE 

2.1  Issues relating to the Nature and Types of Public-Private Partnerships 

It is true that the last two decades have seen phenomenal occurrence of public-private 

partnerships across the space. Such partnerships have come up in sectors like education, health 

care, water and sanitation, road construction, construction/up gradation of existing airports, 

railways among others. Researcher like Wettenhall, R (2005) however argue that many such 

partnerships actually are not public-private partnerships to the truest sense of the term; rather they 

are public-private mixing of one type or the other. Historical analysis dating back to the ancient 

civilizations of China and Egypt undertaken by the same researcher suggests prevalent of nine 

different “theatres” of public-private mixing. We shall skip going detail about it. However, the 

analysis pause questions if such public-private mixes could be viewed as real partnerships. This 

has been due to the fact that the terminology PPPs has been misused to replace earlier 

terminologies like ‘contracting out’ or ‘private ownership of public infrastructure and services’ 

and/or New Public Management (NPM). Contracting out may be undertaken in three approaches 

viz., spot, classical and relational. Of these three, relational contract comes closer to PPPs. 

Relational contracts are usually long-term; and involves mutual trust among the parties. They 

have also been termed as ‘social contracts’ in certain cases. However, it has been argued that 

contracting out arrangements may be translated into successful public-private partnerships, or 

rather to say, contracting out arrangements may be viewed as the building blocks of successful 

public-private partnerships (Bettignies and Ross, 2004).  

Wettenhall, R (2005) has laid down certain criteria that may translate any public-private 

mix into successful public-private partnerships. Thus, according to him, such translation needs 

that the  partnership will –  

• be genuinely collaborative, interacting forms of mixing, 

• have horizontal, non-hierarchical relationships, 

• involve consensual decision-maiking, 

• have no single “superior” capable of invoking closure, 

• have an organizational structure such as a partnership board or forum, 

• operate on the basis of complementarity and collaboration, 



Paper presented at the International Conference on Health for All: Opportunities and Challenges, Jaipur (2009) 

Bhaskar Sarmah, KKHSOU            - 4 - 

• achieve synergies between involved persons and organizations, and exploit respect and 

trust as forms of social capital. 

It should not help create misconception to believe that a clear-cut demarcation between 

these two terms have been maintained through out the literature on the subject. In many instances, 

on the contrary, these two terms have been viewed in the similar parlance, making it difficult to 

make clear-cut distinction between the two.     

Researcher (Wettenhall, R 2005) also argue that concept of PPP is also different from its 

predecessor New Public Management (NPM). NPM sought to reduce the significance of the 

public sector; it also promoted the idea of collaboration instead of competition.  

Evidences also suggest that PPPs have been promoted as a panacea for all government 

failures in the provision of public/social goods and services; while the fact remains that in 

practice, mere privatization has actually been promoted in disguise. Not only this; governments in 

many countries have promoted privatization and provided subsidies to private entities in the name 

of PPP (Jutting, J 1999). It seems that the term has been used (rather, misused in many instances) 

as a mid-way policy alternative between the two extremes of nationalization and privatization. 

2.2  Defining the term Public-Private Partnerships  

We have already said that it is often difficult to put forward a comprehensive, all agreeable 

definition of the term PPP. Even then, let us quote some of the most frequently quoted definitions 

of the term in general context and/or with special reference to health care. 

“…primarily a set of institutional relationships between the government and various actors in the 

private sector and civil society”. (Mitchell-Weaver and Manning 1991. Quoted in Jutting, J 1999) 

“PPPs are deals between government and private business to develop infrastructure projects such 

as roads, hospitals, schools. PPP deals allow corporations such as investment banks to finance, 

develop and manage large contracts on behalf of the public”. (Kirby, 2004. Quoted in 

Wrettenhall, R 2005) 

 

“Public-private partnerships (P3s) are contractual arrangements between government and a 

private party for the provision of assets and delivery of services that have been traditionally 

provided by the public sector”. (British Columbia Ministry of Finance and Corporate Relations, 

2002. Quoted Bettignies and Ross 2004)   

 

“…means to bring together a set of actors for the goal of improving the health of a population 

through mutually agreed roles and principles”. (WHO, 1999. Quoted in Asante and Zwi, 2007) 

 

Thus, considering the general characteristics of the different approaches, PPPs can be seen as any 

form of agreement between public authorities and private parties, the basic thrust being to 
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increase the effectiveness of use of public resources (Raman and Bjorkman, 2009). Kooiman 

(cited in Wrettenhall, R 2005), one of the pioneers in introducing the PPP idea has highlighted 

four basic features of a typical PPP model viz., collaboration, cooperation, communicative 

governance and co-management.  

 

2.3 Public-Private Partnership in Health Care and Social Sector: Theoretical 

Considerations 

Researchers (Nishtar, S 2004; Reich, M R 2000; Wettenhall, R 2005) suggest that apart 

from general considerations of cost, quality and efficiency, formation of PPPs especially in public 

health basically centre around the broad issue of health equity. Thus, PPPs have been viewed as a 

vehicle of attaining equity in public health. Now, before explaining the important issues of PPPs, 

especially in the context of the health care sector, let us discuss some of the theoretical arguments 

put forward for the involvement of private providers in this sector of an economy.  

Economic theory suggests that public authority should involve itself in the production of 

those goods and services which are subject to market failure and as a result, adversely affect 

equity in the distribution of such goods and services. Merit goods like health and education fall in 

this category. Public provisioning of such goods and services becomes necessary as the private 

provider can easily exclude those without having the purchasing power to pay for those goods and 

services (Cutler, D.M., 2002; Jutting, J. 1999). Let us suppose, there is no public facility of health 

care in a society. Thus, the private hospitals may refuse to offer healthcare services to the poor 

sections of the society. This implies that the poorer section may not be able to consume even the 

basic health care services; and may have to die pre-maturely. On the other hand, the richer section 

will reap all the benefits of health care facilities and may enjoy a healthful living for a longer 

time. This promotes inequity in society. The richer sections become better off over a period of 

time, while the poorer sections turn worse still. This is knows as market failure; and it necessitates 

public provisioning of such services.  

Another factor that necessitates public provision of certain services is externalities. The 

mental and physical condition of a child depends on the nature of services his/her mother received 

in terms of ante-natal care (Jutting, J. 1999). At times, government can pass regulations and make 

certain services available to the poorer section of the society. However, such actions also suffer 

from limitations. Another problem relating to the merit goods like health care is that the public 

mechanism tends to become adversely affected when a private provider co-exists. For example, 

the private insurer will offer insurance services only to be capable (having purchase power), better 

off sections of the society. Thus, the private insurers will deal with the good risks. Now, the 
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public authority is left only with the bad risks. Thus, the problems of adverse selection and moral 

hazard arise.  

Evidences (Review of Healthcare in India, 2005; Bhat & Jain, 2006) also however suggest 

that even when the public authority may erect huge social infrastructure like hospitals, schools 

etc., the quality of services may be too poor. This may induce the poor section of the society to 

opt for services from the private providers. Often, this may lead to sale of property, land etc., and 

thus, pulling them towards the vicious circle of poverty. Again, the efficiency and quality of 

services may also promote people to opt for services from the private providers keeping aside free 

of cost public services.  

Thus, it follows that both the private provider and the public provider possess certain 

strengths and weaknesses. We re-produce in the following a table presented by Jutting, J. (1999) 

which indicates the strengths and weaknesses of different actors of the health care sector. 

Table 1 Strengths and Weaknesses of the Actors in the Health Care Sector 

(+++) strong comparative advantage / (---) strong comparative disadvantage 

 * universal coverage of insurance; ** insurance is not mandatory. 

 

Table 1 suggests the relative strengths and weaknesses of the private and public sector as 

has been derived from theoretical considerations. Thus, it indicates that owing to allocative 

inefficiency and operational inefficiency, the public sector at times may cause more problems 

than it solves.  

2.4 Public-Private Partnerships in Health Care and Social Sector: Empirical Evidences 

Like many other sectors, there exist numerous models of PPPs in the health care sector – 

both stemming from the national contexts as well as global. The database of the Initiative on PPPs 

for Health of the Global Forum for Health Research lists 91 different types of international 

partnership arrangements within the health care sector (Nishtar, S 2004).         In recent times, 

arguments have been raised to solve the problems of public health from a global perspective, 

rather than viewing it from a local (i.e, sub-national or national) perspective alone. The basic 

argument being put forward is that public health is a global public good and hence, solving the 

issues lying therein needs global perspectives; be it in the aspects of technological, financial, 

partnership collaboration and any such others. In this essay, we shall basically discuss the 

national/local partnership arrangements, drawn from the developing country context. However, a 

Actors  

           Parameters 

Moral 

hazard 

Adverse 

selection 

Covariate 

risks 

Cost 

efficiency 

Quality Equity of 

access 

Public sector* -- +++ +++ -- - ++ 

Private for-profit sector** + -- ++ ++ +++ --- 

Private not-for-profit sector ++ - ? +/- +/- ++ 
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view on the different types of public-private partnerships across the space would be helpful in 

drawing relevant context to our national level analysis. 

In general, PPPs in the health sector across the space have evolved around three major 

objectives. First, to promote those behaviours (i.e., use of bednets, safe sex, handwashing) that 

reduce the incidence of diseases such as malaria, AIDS, and diarrhea; secondly, to facilitate 

equitable access to vaccines and treatments; and finally, to improve health service delivery 

(Thomas and Curtis, 2003). 

Studies (Bettignies and Ross, 2004) indicate positive affect on the efficiency of the 

implementation agents in the social sector being implemented within Public Private Partnership 

(PPP) framework. It is however true that different governments across the space have adopted 

different approaches while implementing the PPP models. We shall mention two such examples. 

Government of Cambodia took three approaches when it opted for PPP contracting in 1998. These 

included: a) contracting in b) contracting out and c) control areas. These three different 

approaches were adopted in different districts. A review of performance after two and a half years 

revealed that all districts had achieved their contractual obligations in terms of most of the 

evaluation indicators. The performance was best in case of contracting-out districts (Report of the 

PPP Sub-Group on Social Sector Public Private Partnership (RPSSPPP), 2004).  

Another output-based contracting model implemented by the Romanian government has 

relevance in developing country contexts. The model had few positive features. These were a) one 

year service contracts between doctors and district health authorities. The contracts covered 

primary health services (curative and preventive) for the patients registered with each doctor and 

services were free; b) doctors had to be accredited, but the criteria were basic and contracts were 

offered to all general practitioners with an open-ended employment contract with public hospitals; 

c) providers received a capitation fee (a capitation fee is a fixed payment for providing a list of 

services for a set period to an enrolled patient) whether or not the patient used the services, so in 

principle they had an incentive to keep their patients healthy; and d) the capitation fee was also 

meant to give physicians in areas with a surplus of providers an incentive to move to areas with a 

deficit. The capitation fee was increased for work in remote areas, difficult conditions (RPSSPPP, 

2004). 

 

3.0  INDIA’S EXPERIENCES WITH PUBLIC-PRIVATE PARTNE RSHIPS IN THE 

HEALTH SECTOR 

3.1  A Brief Overview of the Indian Health Care Scenario in India  

Since independence, India has made substantial progress in its health sector. Longevity of 

people has doubled from 32 years in 1947 to 66 years in 2004; Infant Mortality Rate (IMR) has 
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fallen by over 70 percent points during 1947-1990; malaria has been contained at 20 lakh cases; 

smallpox and guinea worm have been completely eradicated and leprosy and polio are nearing 

elimination (Report of National Commission of Macroeconomics and Health (RNCMH), 2005).  

 

These achievements however, should not mask India's failures. Evidences in our country also 

show poor status and delivery of the health sector in ensuring access and well-being of a 

considerable section of people. Levels of malnutrition and rates of infant and maternal deaths 

stagnated during the 1990s. Currently, life expectancy at birth, infant and under-five mortality 

levels are worse than those of our neigbouring Bangladesh and Sri Lanka. Pakistan eradicated 

smallpox, guineaworm disease and polio much before India could. Although India accounts for 

one sixth of the global population, we contribute to a fifth of the world's share of diseases: a third 

of the diarrhoeal diseases, TB, respiratory and other parasitic infections, and peri natal conditions; 

a quarter of maternal conditions, a fifth of nutritional deficiencies, diabetes, Cardio-vascular 

Disease (CVD), and the second largest number of HIV/AIDS cases after South Africa (RNCMH, 

2005; Bajpai & Goyal, 2004). Similarly, untreated morbidity, rising trend of out of pocket 

expenditures leading to indebtedness (Bhat & Jain, 2006; Review of Healthcare, 2005) of the 

lower Monthly Per Capita Expenditure (MPCE) classes are some of the indicators those questions 

efficacy of the present approaches, policies and programmes of our welfare state more particularly 

in this liberalized regime (Review of Healthcare, 2005).   

The fact has also been that the Governments (both union and states) in the country have 

set up a huge public health infrastructure in the last six decades after independence. Despite such 

huge infrastructure, universal health care is far from reality. The scenario of public health 

becomes illusory considering the fact that India has one of the world’s highest levels of private 

out-of-pocket financing (87 percent estimated by the World Bank in 2001. Quoted in Raman and 

Bjorkman, n.d.). The same study also revealed that 80% of outpatient and 57% of inpatients are in 

the private sector. Given such extent of private sector’s presence in the health care system of the 

country, it is judicious to argue that any significant improvement in health care is inconceivable 

without the active involvement and co- operation of the private/voluntary sector. 

3.2  Growth of Public-private Partnerships in the Health Care Sector of India  

We have already seen that partnership with the private sector has emerged as a new 

avenue of reforms, in part due to resource constraints in the public sector of governments across 

the space. Evidences (ADBI 2000; Bloom et al. 2000; Agha et al. 2003. Quoted in Raman and 

Bjorkman, n.d.) also suggest that public and private sectors in health can potentially gain from 

one another. The Ministry of Health and Family Welfare (MOHFW) in India also view such 

partnerships as a fruitful approach to improve the delivery mechanism as well as to increase 
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resource mobilization. Other than these, other perceived benefits include improvements in quality 

of services, reduced cost of care either due to competition or through economies of scale, 

redirecting the public resources to other areas, reduction in the duplication of services, adoption of 

best practices, targeted services to the poor and better self-regulation and accountability 

(RNCMH, 2005). 

In India, PPP has taken a few board forms. There is partnership between government and 

profit sector, between government and non-profit sector and between government and private 

sector provider. In Karnataka one can see PPP examples in super speciality hospitals, with trust 

and national health insurance company and farmers cooperative health insurance schemes. These 

reflect that the government of Karnataka has taken an attempt to provide wide ranging of health 

care services to meet the needs from primary services to super specialty services (Varma, 2006). 

Under the NRHM, PPP has gained momentum and taken varied shapes. Mentions can be made of 

Chiranjivi in Gujrat, Vikalp in Haryana, and NGO partnership in (Varma, 2006) in Arunachal 

Pradesh. In Arunachal Pradesh, the State has handed over its infrastructure of PHC/SC to certain 

trust and agency which ensure service availability round the clock. In Assam as well, Government 

of Assam has undertaken partnership with Marowari Maternity Hospital in Guwahati, to 

reproductive and child health care services to the urban slum population of the city(RPSSSPPP, 

2004; HS-PROD, 2007; Governance Knowledge Centre).  

At the organizational level, the Voluntary Health Association of India (VHAI) strives to 

build a people’s health movement in the country by advocating a cost-effective, preventive and 

promotional health care system through innovative approaches in Community Health. VHAI 

works closely with the State Voluntary Health Associations, their member organizations and other 

network partners (Wang, 2000). The Report of the National Planning Workshop on Public Private 

Partnerships in the Health Care Sector in India (RNPWP3HCI), 2005) has documented a large 

number of case studies/models of PPP in the health care sector across the country. Thus, this 

report has documented some of the important case studies from a number of states in India viz., 

Kerala, Karnataka, Tamil Nadu, Andhara Pradesh, Maharashatra, Gujarat, Rajasthan, Delhi, Uttar 

Pradesh, Uttaranchal, Himachal Pradesh, Orissa, Jharkhand, Bihar and West Bengal. These 

partnerships have evolved in the context of a wider spectrum of health care services viz., TB 

Control, population education, primary health care, specialty health care, reproductive and child 

health care, emergency services, development of community herbal garden, eye care, mobile 

clinic, training of manpower and provision of blood bank facilities etc.   

The above PPP initiatives have also evolved some model partnerships in this sector. In 

most of the cases, it seems that contracting-out to the private sector has been followed. As we 

have already argued, contracting-out may not be viewed as the true type of PPP; but it can help in 
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creating the ground for a sustainable model of PPP. It is therefore desirable that the governments 

across the country should view to form PPP rather than opting for other variants of public-private 

mix. As we have already had a huge private health care sector in India, the need of the hour is 

reorientation of the role of the Government, and not more privatisation. The Government has the 

major responsibility to lead and ensure the health of the people for which PPP is an essential 

strategy. Evidences suggest that the role of NGOs is also important and should be brought into 

focus both at the policy-making and the operational levels (RNPWP3HCI, 2005).  

Available literature on PPP in health care sector in India (RNPWP3HCI, 2005) seems to 

raise the following issues with regard to sustainability of such partnerships.   

• Initiating various schemes under the framework of PPP should not be viewed as a panacea, 

rather they should be seen as a process to be developed over time.  

• A comprehensive policy and legislative framework which clearly defines roles of partners 

needs to be adopted. The Government has to take full responsibility for implementation of 

terms and conditions to ensure safeguards against malpractices.  The process must be fair, 

open and transparent. Bureaucratic procedures should not be permitted to cripple a project. 

• Continuous dialogue among the partners is very important. Mutual trust and participatory 

decision making are the keys to such successful partnerships. 

• An open mind to work together even when initial partnership may not deliver desired 

results. 

• Involvement of different partners requires accountability as a measure to track the progress 

made by both the partners – individually and jointly. Accreditation and service quality 

monitoring mechanism needs to be established. 

• It is important that the public sector partner be willing to retain the risks that the private 

partner cannot control, quantify or ensure. It is also vital that the public partner's 

administrative personnel have a sound understanding of PPPs and alternative delivery 

methods. 

• Quality service has to go hand in hand with affordability.  
 

3.3  India’s North-Eastern States’ Experiences with Public-Private Partnerships in the 

Health Care Sector  

Available literature suggests that in recent times, especially in the post-economic reform 

period a number of PPP arrangements have been initiated in the health care sector of these states 

of the region. Some of these initiatives are quite noteworthy.  We shall discuss about some of such 

cases in some detail: 

Case Study 1: PPP with Marowari Maternity Hospital, Guwahati 
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Among the earliest examples of PPP in health care sector in the region is the partnership 

between Government and Assam and a Charitable Hospital (Marowari Maternity Hospital, 

Athgaon) in Guwahati. Thus, this partnership may be viewed as setting the ground rules for 

initiating other PPPs in other states of the region. Quite interestingly, initially assisted by 

European Commission and started in February 2002, this partnership is still running effectively 

and efficiently. Not only that; this partnership has been listed as among the best practice case in 

health sector in India and is cited as a replicable governance practice in public health service 

delivery using PPP mode (Governance Knowledge Centre).  

Some other studies (Report of the PPP Sub-Group on Social Sector Public Private 

Partnership (RPSSSPPP), 2004; ECTA Working Paper, 2002) also confirm success of this model 

of partnership. To quote from ECTA Working Paper (2002): “The Guwahati model, on the other 

hand, is an example of successful public-private partnership, which needs little infrastructure, is 

cheap, and got off a very quick start.” Let us now elaborate a few points on this partnership: 

• It is a cluster based model formed between a Civil Society Body (in this case, Marwari 

Maternity Hospital) and Govt. of Assam. The thrust area is provision of Reproductive and 

Child Health (RCH) care services to the urban slum population of the city.  

• Site selection is done by MMH and is based on population structure (density and tribal, 

Muslim and migrant configurations), socio-economic profile of the people of the area 

(extent of poverty), needs of the population, and presence of basic infrastructure (access to 

services).  

• On-site quarterly surveys are undertaken. Survey reports are verified by the officials of State 

Health and Family Welfare Department and National Rural Health Mission (NRHM). 

Continuation of contract between the two parties are based on satisfactory performance, as 

reflected by on-site surveys. 

• Irrespective of weather condition regular and timely outreach camps are organized in the 

target areas with prior intimation. Sterilisation, spacing and abortion services are offered 

without any charge; while deliveries, operations and diagnostic tests are charged at very 

nominal rates and are offered in the hospital. Services at the hospitals/outreach camps are 

offered by senior gynecologist of the hospital, assisted by juniors and nursing staff.  

• Routine immunisation of children and routine ante-natal care for pregnant women is 

undertaken. Round-the-clock ambulance facility is also available.  

• The socio-economic benefits from the partnership may be viewed as a)fulfillment of initial 

targets of immunisation of children much ahead of allotted time, b)establishing a missing 

link of accessible and quality RCH care, c)regular and timely immunisation of children, pre-

natal, delivery and post-natal care at minimal charges (which is 3 to 4 times lower than 
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private hospitals as well as government hospitals (inclusive of all costs in government of 

hospitals)) and d) free-of-cost family planning services and counselling. 

• Though IT has not been widely used for recording of data, manual system in place confirms 

transparency in the activities. 

• The cost sharing between the hospital authority and the Government of Assam is 50:50.  

• The model has already been proved to be sustainable and as mentioned earlier, this has also 

been listed as a replicable model in health care sector of the country. 

 
Case Study 2: PPP with National NGOs in Arunachal Pradesh 

Before discussing the PPP models in the state of Arunachal Pradesh, it is better to keep in 

mind some of its distinctive features, viz.: a) It’s peculiar topography and difficult terrain, 

dispersed settlement pattern of the population both in rural (80%) and urban areas; b) there are 16 

Districts and around 3862 villages in the state; c) the health sector is weak in different remote 

inaccessible areas in almost all districts of the state.  

Owing to such factors, Government of Arunachal Pradesh (Bhatnagar, Dr.PC, n.d.; 

Varma, A 2006; http://cbhi-hsprod.nic.in) in 2005-06 initiated public private partnerships with 

national level not-for-profit organisations (NGOs) in all the 16 districts. Partner organisations 

were selected through open advertisements in national newspapers. Four partners were selected; 

they include:  

(i) Karuna Trust (Karnataka) : Assigned 9 districts; 

(ii)  Voluntary Health Association of India (VHAI), New Delhi : Assigned 5 districts; 

(iii)Prayas Juvenile Aid Centre (JAC) Society (New Delhi): 1 district; and  

(iv) Future Generations, Arunachal Pradesh (FGA): 1 district. 

Now, let us highlight some of the important points of these partnerships: 

• The arrangement of finance between the Government of Arunachal Pradesh and NGOs were 

90:10 in each case. The state government handed over it’s existing infrastructure and 

provided 90% of the total expenditures to meet the expenditures on personnels, medicine, 

surgical materials, health care consumables, equipments,  furnitures, civil work, 

administrative charges. The not-for-profit agencies were to arrange 10% of the expenditures 

from their sources. 

• The duration of the project was 3 years. If a party wanted early withdrawal from the project, 

notice prior to 3months was needed. 

• Output-based indicators were decided to evaluate performance of services. External 

evaluation were to be undertaken after completion of six months and concurrent evaluation 

were to be undertaken at the end of a year.    



Paper presented at the International Conference on Health for All: Opportunities and Challenges, Jaipur (2009) 

Bhaskar Sarmah, KKHSOU            - 13 - 

• Services to be offered by the agencies include: 

a) 24 hour emergency service. 

b) OPD service for six days a week 

c) 5 to 10 bed inpatient facility. 

d) Supply of essential medicines. 

e) Minor operation theatre facility. 

f) 24 hour labour room and essential obstetric facility. 

g) 24 hour ambulance services. 

h) Conduct of a number of laboratory tests as specified. 

Major achievements recorded by VHAI in the five districts of the state include: 

• Targets of OPD and indoor facilities were fulfilled. In a period of two years, 83,000 patients 

were treated. 

• Ambulance service introduced, laboratory services offered, essential medicines have been 

supplied.  

• Ante-natal care, safe delivery and post-natal care services have been offered. Family 

planning has been undertaken. Immunisation of children have also been undertaken. 

• Programmes of NRHM have also been implemented.   

• Health workers were trained. Three mega health melas were organised and more than 

14,000 patients were treated by specialist doctors. 

• Health education has been undertaken. Absenteeism of staff has been recorded nil in three of 

the five VHAI managed PHCs; while in the other two it were negligible.  

• Overall health status of the people has recorded improvement in post-partnership period. 

 

Achievements from partnerships arrangements with other partners/NGOs in Arunachal 

Pradesh on an overall have also been impressive. Study (www.arunachalnews.com, 16.07.2009) 

has shown that decentralised planning, promotion of team spirit amongst staff, responsible 

supervision, timely supply of drugs and pro-poor approach are some of the key parameters behind 

such impressive success in the state. The primary credit however may be attributed to the 

community residents of PHC areas. Mainly because of their cooperation, constructive criticisms 

and caring attitude towards the staff,  such an impressive achievement has been recorded.  

It is remarkable to note that the partnerships have continued even after the stipulated 

period of three years and after 42-month period (January 2006 to June 2009), sixteen NGO-

managed PHCs have not only become functional but also a number NRHM-implementing States 

in India have tried to replicate this model of PPP in this sector. Encouraged by such impressive 

performance, Government of Arunachal Pradesh is now planning to hand over the management of 
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a few CHC-cum-FRU to NGO(s) too with a aim to improve the quality and quantity of health-

services. 

Other Important Instances of PPP from the States of North-East  

Apart from the two major case studies, other important instances of PPPs that have been 

initiated in the region in recent times include the following: 

• The Government of Assam (Singh, D) and the Government of Meghalaya (www.emri.in) 

has initiated 24-hour emergency ambulance service in partnership with GVK-EMRI 

(Emergency Management and Research Institute). In Assam, the partnership (known as 

Mrityunjoy) was initiated in July 2008 and till now (as on October 30, 2009) it has attended 

1,97,232 emergencies and saved 11,500 lives. Apart from these 950 births have been 

recorded inside Mrityunjoy 108 ambulances. It has been found that the ambulances base to 

scene takes time less than 20 minutes in urban areas and 30 minutes in rural areas. Scene to 

hospital takes time less than 25 minutes. GVK-EMRI is a non-profit organization with a 

Public Private Partnership (PPP) business model of which 95 percent of costs are funded by 

the respective state government. It has tie-ups with over 6,800 private and government 

hospitals, to ensure immediate patient stabilization on admission to the hospitals. 

• Tripura also has adopted the PPP framework with Global Education Net (GENET) of Kerala 

to impart healthcare education in the 100-seat Tripura Medical College. Initiated in the year 

2004, this public private partnership has in fact been the first model of PPP in the healthcare 

education in India (www.igovernment.in).  

• Another example of PPP initiated in Assam since 2008 is the “Boat Clinics”, basically 

aimed at meeting the health care needs of over 2 lakh flood vulnerable people living in the 

river islands of the Brahmaputra.  This partnership has been arranged between the Centre for 

North East Studies and Policy Research (C-NES) and National Rural Health Mission 

(NRHM) (www.c-nes.org, www.telegraphindia.com). 

 

4.0 CONCLUSION 

The above discussion suggests that PPP has evolved as a mid-way between the two modes 

of service delivery viz. private and public. The public authority can not withdraw from its 

responsibility especially in the social sectors like health, education, water and sanitation, food and 

nutrition to mention a few. Various factors like market failure, externalities, adverse selection and 

moral hazard argue against the complete withdrawal of public responsibilities from such services. 

The insufficiency of resources and inefficiency of public mechanism are the two important factors 

that necessitate a partnership with the private provider. However, there remain debates regarding 

the framework of such partnerships, or the proper definition of PPP. 
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Existing literature however suggest improvement in the delivery of services when opted 

for such a framework. It is also true that mere privatisation of public services seem to be actually 

implemented in the name of PPP. It is therefore crucial to select the private partner; such partner 

may range from for-profit private provider, not-for-profit private provider and NGOs. The real 

success lies to a major extent on the selection of the right partner. Involvement of the local 

community in the process is another major factor. 

In India, PPPs have taken momentum especially in the post-reform period. Consequently, 

many models have evolved. The north-eastern states of India also do not lag behind. A few 

remarkable, replicable models have emerged from these states. The best practice case of MMH 

and Government of Assam as well as NGO involvement in Arunachal Pradesh are such two 

models. The GNET-and Govt. of Tripura model is also remarkable in the sense that this is the first 

instance of PPP in the area of medical education in India. Apart from that, PPP has also been 

formed to meet the local needs like providing health care services to the flood affected people 

through boat clinics. In short, theses north-eastern states have tested to be fertile grounds, as 

always.      

 

 

*** ***** *** 
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