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Foreword




Foreword

Healthcare in India has never received as much prominence before. The aspiration to
progress towards Universal Healthcare is real and formally acknowledged. Glaring capacity
gaps are a reality too at the other end. Leapfrogging is essential to achiel@fty goals. In

GKA&a O2yGSEGX tlLaid RSOFIRSQa 4dz00Saa Ay ydzNId
paramount importance. Stimuli such ason-dilutive government and philanthropigrants

and organic entrepreneuriahomentum have helped nture a pipeline of more than 2000

ventures of which about 200 have raised equity capital. Aggregate equity funding in Indian
health tech ventures is close to US$ 1.5 billion.

While the landscape is ripe with innovation led solutions, value realizatidnmpact at sale

have been largely elusive. Potential for clinical, social and economic impact is yet to be
realized at scale.Constraintsfor scaleup includeresistance of clinicians and healthcare
delivery institutions and lovevel ofdigital adoption. In this contextCOVIBL9 led behavior
change has been a blessing in disgursesilient lealthcare providers have been quick to act
and made sure that clinical care continues to be uninterruptédour clinician® & dzaNJ3 S &
whopping $% alluded to behavior change on technology adoption during CE/#énd 80%
indicated embracing teleconsultation during these unprecedented time3he opportune
timing is supported by enable ecosystem created by policy stimulus. Progressive measures
commencing from the National Health Stack, National Strategy on Artificial Intelligence, tele
consultation guidelines and most importantly, the National Digital Health Mission blueprint
and formal announcement all fosténe much neede@cosystendevelopmentfor the digital
revolution.

Digital transformation of healthcare is here. The next immediate step is to strategically
advance towards critical milestones of scalgd adoption in public and private healthcare,
promote tangible and economic value realization to set in place the ©fcisvestment,

march towards global imprint with globally competitive contemporary solutions.

2020¢ The decade of digital transformation of healthcare.
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l. Indian healthcare delivery landscape: Urgent needdrpand access to care,
outcomes and delivery economics

The Indian hospital industry is pegged at about USD
130 billion as of 2020and is expected to record a
strong CAGR of about 16%he expansive Indian
healthcare system is serviced broadly by twmar,
public and private healthcare. Public healthcare
system largely services rural as well as lower income i

urban communities through primary healthcare

centes (PHCs) focusing on providing basic L Secondary Healthcare
healthcare facilities. Secondary and tertiary delivery \

is lagely concentrated in district hospitals and to a "

smaller extent in theCommunity Health Centers \ P
(CHCs)Private healthcare on the other hand has [ Primany Resltheare
established itself as a much more sophisticated arm \

of healthcare delivery and spans across all threi!t and Wellness Centres (HWC) are an initiative of the Government of India to

. . ) create 150,000 HWCs by transforming existing Sub Centres (SCs) and Primary Health
levels d healthcare service de||very7|owever, h|gh Centres (PHCs) as basic pillar of Ayushman Bharat to deliver Comprehensive Primary

. nlfalthcare (CPHC). These centres will deliver comprehensive primary health care
level of out of pocket expenditure and cONSEQUENkvering both maternal and child health services and non-communicable diseases,
economic burden renders private healthcare largef§j " e essena! cres and dzgnostic services.
inaccessible for majority of lower middle income ang "™ - e seie 0

lower income population.

~—Tertiary Healthcare

Deficient infrastructure atthe grassroots:

Current per capita expenditure on health (USD) Despite the formidable scale in Indian
— healthcare delivery, a deeper analysis
reveals a stark contrast between quality
_— L of care accessible to urban and rural
e populations, and between level of

L] infrastructure in private and public

l -"’ ’- w»  Systems. In spite of beindié one most

o w s lI T populous nations, India records one of the
B2 | E= == |owest healthcare expenditure per capita

e Corste g e s (3 ot ot et ey | of about USD 69 when compared to other

nam BRICS nations and newly industrialized
— e nations.The public healthcare system has

$ - been designed to service the needs of
sourn armics QT a3 those in rural and remote areas, however,
o — statistics generated by #5round of NSS

e — o on Key Indicators of Social Consumption
R C secem in Health reflect the level of unserved
o clinical needsq more than 60% of the

survey respondents from the rural areas
sought care froma private establishmeng either a private standalone clinic or a hospital.
This is despite high out of pocket burden; and private healthcare treatment cost being about
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DATA FROM NSS 75™ ROUND ON TYPE OF HEALTHCARE SERVICE PROVIDER 4 times of cost to patient ata pUbllC
Rural Urban establishment. The deficiencies
within the public  healthcare
infrastructure limit the adoption of

B Private Hospital

#® Chartitable/ NGO-Run

public institutions in healthcare

delivery. The bed capacity at

e " government hospitals patndia is
P T e S —m— 265,275; with 66% of the Indian

population residing in rural areas,
the bed to population ratio in rurareas is abysmally low at 0.3 beds per 1000 population.
Comparing this to the availability in urban areas reflects the stark disparity in the level of basic
infrastructure,with just 34% of the population residing in urban areas, they have access to
t A 2sHate of hospital beds with about 63% of government hospital beds and alm66g85
of private hospital beds which are largely located in urban areas.

PRIVATE PUBLIC

63% share 37% share
43,487 Hospitals* 25,778 Hospitals

=
0.99 beds per E‘\&-l 0.3 beds per
1000 population : UIOOO population
1 doctor per

1 doctor per 11,456 population
1,718 population (© V.. .-¥ © ) 1doctor per 16,248
1 doctor per persons in rural areas
1,000 population
WHO recommended Doctor : Patient ratio

HOSPITAL BEDS AND MEDICAL FORCE PER 1000 POPULATION

Beds per 1000 population

m Doctors per 1000 population

1.54 0.91

2.85 | 0.60 NN 033 |
2.09 1.88 2.30 2.10 0.86
0.98 0.99 1.04 E
Russia China Turkey Brazil Malaysia Mexico South Africa Thailand Phillipines Indonesia India

* [ = il — .
= K3 Il 3= = = -
e A — I

Source: WHO Health Data Platform, Accessed 14/09/2020
BRICS — Brazil, Russia, India, China, South Africa
NIC = Newly Industrialized Countries

Rural healthcare infrastructure is alsedatjuipped in basic diagnostic facilities. sizeable
proportion of major illnesses in rural areas remain untreated due to unavailability of
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diagnostic facilities in the local vicinity. A report on Human Development Survey published by
Desaiet al. revealed that only 3% of the major illnesses in metro areas rennatireated,
whereas 12% of the same remain untreated in the less developed villagader the
National Rural Health Mission, operationalization of Mobile Medical Units (MMUs) was a
positive step towards addressing the challenges intai# healthcare delivery and meeting

the goals universal access to equitable, affordable and quaddjtincare services. As of 2019,
there are 1415 operational MMUs and provide a range of facilities like point of care
diagnostics, screening populations for chronic Marmmunicable Diseases (NCDs) like
Hypertension, Diabetes and Cancers annually. In madito MMUs, various state
32PSNYYSyia KIF@S dzyRSNIIF 1Sy dzLJANY RFGAZ2Y 2F t
through publieprivate partnerships (PPP) model. PPP models bring the technology
sophistication and expertise in operational efficiency avgte enterprises to the remote
marginalized communities and enables better access to basic healthcare facilities.

Providing specialty clinical consultation 14,000 ft above sea level

Apollo Hospitals is one of the pioneers in India in the-takdicine sector. In a first of its kind servi
delivery innovation in India, Apolltas setup one of the highest telemedicine stations in the wérlg
In order to address healthcare access challenges of the people residing in the remote lap
Himalayas, the National Health Mission (NHM) opted for a PPP model with Apollo to estladli
Himachal Pradesh Telehealth Services Project. Till date, théaaléh centres have stabilised clog
to 1200 emergency cases has been done through-eetergency services, performed 100+ tel
cervical cancer screening, and above 12000 lab tests gedvihrough telelaboratory services.
LRt ft20a SadAYlFdiSa akKz2g GKIG GKS O2YYdzyAade
other expenses.

Dearth in clinicaland nonclinical human capacity:

A closer look at the medical workforce reveals that share of doctors in the country is also
highly skewed towards private healthcare establishments. As of 2018, India has
approximately 11,54,686 allopathic doctors registwith the Medical Council of India, out of
which a hefty 90% are available in the private workforce, leaving a handful of doctors to cater
to the public healthcare system. Of the 1,16,757 allopathic government doctors, about 29%
service the rural commuty through PHCs and CHEshich contributes to a significantly low
doctor : patient ratio of about 1 doctor p&6,248 patients, well below WHOs recommended
ratio of 1:1000.

4 GKS 3ANRBdzyR fS@Sts (KSNBQa AYiaicHhdserddeSy i Y|
the healthcare requirements of the massive rural and sarbian population. As of 2019, 9.2%

of the Sub Centres are without a Female Health Worker/ ANM and 58u%/Centres are

without a Male Health Worker, 9.6% of PHCs are functioning without a doctor. With 66% of

the Indian population residing in rural areas, the current manpower capacity is largely ill
equipped to address to the clinical needs of the Indiangrdtload.

The dearth of manpower is not restricted to public healthcare delivery but instead extends
through the entire healthcare delivery system both public and private. Taking into
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consideration the medical manpowawailable pafindia, the doctorto patient ratio is still

f2¢6 0 noycYwmnnnI AYLX &@Ay3d GKSNBEQa fSaa GKI
manpower becomes even more pronounced when specialties like cardiology, neurology,
oncology are considered.

LYRAI Qa S aOl NCDsahg/paor aveithdiit$ of clid@ical specialists
A 2016 Global Burden of Diseases study revealed that that leading cardiovascular disq
ischaemic heart disease and strakemade the largest contribution to the total burden ¢
mortality in India in 2016at 28-1%, another significant finding was that mortality due
cardiovascular diseases increased by 34-3% from 1990 to.20hé data does not loo
surprising considering the ageing population and significantly increasing levels of the
risk factordfor cardiovascular diseasesigh systolic blood pressure, air pollution, high to
cholesterol, high fasting plasma glucose, and high buodgs index. Apart from lifestyl
factors that contribute to CVDs, a pressing concern is that of lack of earlynsweprevent
diagnosis and availability of cardiologist in the country to clinically intervene at early
to manage the crisis. India ideally needs 88,000 cardiologists but only has about. 4
Deficiency of a specialists at this magnitude canrebliercome even in a course of seve
years. Addressing the insufficiency will need parallel efforts towards:

1 expanding the reach of early diagnosis and education on preventive care at all
of delivery¢ primary, secondary care
1 complementing supespecialty clinical services with advanced technical solutions

artificial intelligence, machine learning, predictive analytics that are adep

LINA2NRGAT Ay3 ONRGAOFE OtAYAOLfE | NBI

available to directheir focus on areas that need a critical specialist interventior

the earliest

The promise of technology led transformation of healthcare delivery provides hope as a str.
means to bridge the glaring gaps in both infrastructure alwical capacity. With much neede

policy impetus for healthcare & the overarching ambition of healthcare of all, strategic
pervasive adoption of technology is the only constant in Indian healthcare: 2020 and beyonc
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Enhancedoperational efficiency critical for better financial health and sustainable
growth

The private healthcare industry structure in India continues to be broadly fragmented with
the base comprising of more than 100,000 standalone secondary care delivetytioss
including nursing homes and smaller hospitals servicing one to few select specialties. The
narrow top-segment has a small concentrated mix of large private hospitals which cater to
multispecialty needs and provide statd-the-art clinical facities.

Private hospitals have historically been revered for their clinical capabilities, however,
providing modern clinical services prompts a high operating 8kile the constant debate

on rising cost of care in private healthcare establishments naes, analysis of financial
performance reveals that most private hospitals currently function with relatively thin profit
margins. As illustrated alongside, average PAT margin over the last three years in large to mid
sized hospitals in India has rangestween 2% to 6%.

For financial sustainability and healthy growth of the private healthcare industry, enhanced
operational efficiency will be criticaln 2020 and beyond, we anticipate that Indian
healthcare delivery institutions will embrace every opjpmity to strengthen the operational
backbone, trim inefficiencies to sustainablyaegineer operations and financial metridhis
heralds an era of long overdue technology led transformation.
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