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Index licencing and data subscriptions bring 
roughly 150cr a year: under 1%. That isn't pricing 
power. Silce the rulebook won't let NSE buy a global 

Founding 
(former) CEO, 
Ayushman Bharat 

Indu Bhushan 

When a family sits outside an ICU, it is 
not negotiating a contract- it is dealing 
with fear and uncertainty. So when an 
IV infusion set procured by a hospital 
for L05 appears on the final bill at 325, 
or a catheter bought for 29.41 carries 
an MRP of 310, it understandably 
feels less like healthcare pricing and 
more like exploitation. 

How To Plan A Cure For Private Hospitals 
Patienty'are in no position to question high markups on drugs or consumables in a hospital bll. 

Five suggestions how Centre and NPPA can make private healthcare prices fairer 

A Maharashtra FDA survey found 
markups as high as 2,841% on common hospital consumables. 
Such margins are tough to justify-butpatients have neither 
the information, nor the bargaining power to question 
them. This is a legitimate area for strongregulation. State 
FDA Commissioner Tukaram Mundhe, therefore, rightly 
sought that Centre examine these pricing gaps, and 
consider action.Centre has askedNPPA fora report. 

But regulatory response must fit the problem. 
Excessive markups on standardised consumables 
are one problem. Whata hospital should charge for 
complex medical procedures, quite another. This 
distinction matters. Parliament Standing Committee 
on Health recently recommended a national statutory 
body to impose a "rigid cap" on essential procedures 
and diagnostics, fixed package rates for standard 
medical & surgical procedures, and link hospital room 
charges in metros to tariffs of nearby three-star hotels. 
The committee has diagnosed a real problem. Parts of 
its prescription may worsen matters. 
An IV set is a standard product. Healthcare is not. 

Two patients with the same diagnosis may require very 
dífferent treatment. Hospitals differ in staffing, infra, 
tech, casemix and quality A complicated cancer surgery 
in a tertiary hospital cannot be priced the same way as 
a standardised consumable, whose manufacturing 
and distribution costs are ascertainable. 

Administered prices can also create distortions. Too 
high, the patient gains little. Too low, and providers 
may avoid complex patients, cut corners, cross-subsidise 
through other charges, or simply stop investing. Having 
spent years building PMJAY's architecture, I've seen 
firsthand how rigid price caps can backfire, driving 

cheque, not the letterhead. 

Calvin & Hobbes 

Boring is the product. Exchanges that chase novelty for its own sake tend to regret it: Australia's ASX spent 

quality underground, while failing to curb wasteful care. 
India cannot afford that outcome. Private providers 

are integral to India's health system, accounting for a 
substantial share of patient care. Building hospitals, 
particularly tertiary facilities, requires large investments 
in land, equipment, tech and specialised manpower:. We 
need private investment, but we also need to protect 
patients from opaque, unreasonable charges. These 
objectives are not contradictory. What should we do? 
Here's a five-pronged approach. 

• Make hospital prices transparent, predictable. 
Every hospital should publish a ̒ schedule of charges' in 
a comparable digital format. For planned procedures, 
patientS mustreceive an upfront estimate 
covering professional fees, diagnostics, 
medicines, devices, consumables and room 
charges. If the final bill is significantly 
higher, hospital should have to explain 
why except where unforeseen medical 
emergencies arise. 

Act firmly against excessive mark 
ups on medicines, devices and consumables. 
Maharashtra findings are relevant 
here. Hospitals are entitled to recover 
reasonable costs of procurement, storage, 
wastage and supply Butlarge, unexplained 
margins on standardised products 
require scrutiny. Transparency in 
procrement price, MRP and patient 
price of high-value medicines, implants 
and consumables would itself exert 
pressure on unreasonable margins. 

For essential consumables and medical devices with 
persistent excessive markups, govt should consider 
trade-margin rationalisation, reference pricing and 
structured price monitoring, rather than automatically 
fixing the final price of every product. 

Precedent exists. NPPA used trade-margin rationa 
lisation for 42 non-scheduled anti-cancer drugs in 2019 and 
reported savings of upto 90% across 526 brands. During 
Covid, a similar approach was applied to oxygen 
concentrators and five common medical devices. 

clock gtarts. NSE's problem 15 the stopwatch. Sebi does. 

Better procurement can produce dramatic savings. 
The Tata Memorial Centre experience parliamentary 

The wrlter is former executive director, 
Nomura India 

Committee cited, is instructive. Pooled procurement 
Of 40 oncology drugs across 23 centres led to savings 
Of 1,320cr, compared with MRP-based costs, with 
median savings of 82%. 

O Regulate utilisation. Price caps do not solve the 
other key problem - fee-for-service rewards doing 
more. More investigations, longer hospital stays 
and additional procedures generate more revenue, 
regardless of outcomes. A CT scan priced cheaply is 
still wasteful if it was not clinically required. 

Govt purchasers and insurers need to use 
evidence-based treatment pathways, clinical audits 
and data analytics to identify outliers - hospitals 

with unusually high rates of caesarean 
sections, ICU admissions, diagnostic 
tests or particular procedures. 

Make quality as visible as price. 
Priceregulation in isolation risks creating 
araceto the bottom. Patients need to know 
not only what a hospital charges but 
what outcomes it delivers. 

Hospitals should disclose standardised 
indicators such as hospital-acquired 
infections, readmissions, mortality 
for selected procedures, and patient 
experience. 

Finally strengthen the public 
system. It remains the best protection 
against exxcessive private-sector pricing. 
It also provides govt with a benchmark 
for understanding what efficient 
healthcare actually costs. 

Markups of the magnitude reported in Maharashtra deserve investigation with transparency, and strong action. But we should resist the temptation to treat every health care pricing problem with the same instrument. A rigid price cap tries to solve all these problems with one number. The objective should not simply be cheaper healthcare, but better value -quality care, with transparency, ata cost patients can understand and afford. That would protect patients without choking the investment and innovation that Indian healthcare will increasingly need. 
The writer is senior associate at Johns Hopkins University 
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HEALTHCARE SECTOR RESPONDS TO MAHA FDA REVIEW REPORT ON PRICING GAP 

Medical Tech Needs Separate Review: Hospitals 
Or Bureae 

Mumhat: The hrathar industry 

and diferntiatad famwrt for 
miuing medcal devm and on 
Sumahie pricirR saing procur 
ment cS annot automatically 
he equated with the cst of delive 
ring tnchnaiogy safely to patients 
Responding to the Maharashtra 
Rod and Drug Administration's 
prcingmewepor, industry bo 
d Nathealth said hospitals incur 
asts related to clinical evaluation, emergency iventory sterile chain 
integrity raeability trained te 
ans specialised infrastructure 
and expirr risks. 
Whieexossİve margins on routi 
T Cosumabìes merit scrutiny 
Kyphisticated medical technologi 
es Tequire a serate assessment. 
industty executives said. 

Patiet sfety clinical outcomes 
srỂ transsarncy must remain at 
the cetrd healthcare delivery" 

said Nathealth secretary general 
Siddhartha Bhattacharya. At the 
same time, it is important to dis 
tinguish between a simple commo 
dity consumable and a complex medical technology that has to be made safely and reliably available 
at the point of care," he noted. ET reported on Wednesday that 
the Centre has sought areportfrom the National Pharmaceutical Pri-
cing Authority after the Maharash-tra FDA commissioner, Tukaram Mundhe, lagged gaps between the 
tradeprocurement prices and prin ted MRPs of hospital consumables 
such as syringes, catheters, etc. 

coST CHART 
Nathealth said hospitals 
incur costs related 
to clinical evaluation, 
emergency inventory, 
among others 
Earlier in a post on X. Mundhe. 
who has been in the news for strict 
ly enforcing food-safety measures 
in the state, cited a survey of hospi 
tal consumables in Maharashtra that found an intravenous infusion set witha trade price of i1.05 car 
rying a printed MRPof 325, a mar 
kup of 2,841%. A syringe procured 
at 6.75 carried an MRP of 57.20, while a catheter procured at 941 
hadan MRP of r310. Mundhe recommended a review 
of the survey findings and cleargu 
idelines on the permissible gap bet ween trade prcurement prices 
and declarvd MRPs. 

Centre Seeks 
CCTVOversight 
at Pharmacies 
New Deihk The govern 
ment has proposed ma 
king CCV surveillance 
mandatory at medical 
stores across the country 
to curbunauthorised sale 
of prescription medicines, 
including Schedule H, H1 
and X drugs. "The move is 
aimed at strengthening 
Oversight at the retail level 
and improving accOunta 
bility in the distribution of 
prescription drugs,"a 
person aware of the deve 
lopment told E. 
-Teena Thacker 


