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Introduction

"Right to health is a fundamental right guaranteed under Article
21 of the Constitution of India. Right to Health includes
affordable treatment. Therefore, it is the duty of the State to
make provisions for affordable treatment”," the Supreme Court
observed when India was fighting a deadly second wave of
Covid-19 in the months of April and May 2021.

Article 47 of the Constitution specifically lays down the
responsibility upon the State for aiming at improvement in
public health and has stated that this is among its primary duties.
Yet the central and state governments failed to take appropriate
steps to contain the pandemic which resulted in the country
seeing a single day peak of 4.14 lakh cases on May 6 and over
three lakh deaths in just a span of two months.It was the most
devastating humanitarian crisis that the country had to face, yet
the fact remains that with effective planning and efficient
implementation of policies, this is a tragedy that India could
have averted.

The haunting images of patients left gasping for oxygen, begging
for hospital beds and the long lines outside crematoriums will be
stark reminders of India’s policy paralysis and also failure of
governance at central, state and district levels. What made this
situation an even greater human tragedy was how certain
sections saw this as an “opportunity” to extract maximum
profits. Many players in the private healthcare sector who had a
pivotal role in containing the pandemic instead exploited the
helplessness of people and held them to ransom for necessities
that were the basic rights of the citizens of this country. Many of
the patients were denied treatment in private hospitals citing
their inability to pay in what was a gross violation of
fundamental rights. The state machinery failed miserably in

!Affordable Treatment A Fundamental Right: Supreme Court On Covid "World
War."NDTV

2 Amitabh Sinha. “3 lakh Covid-19 deaths in India: How far is the second wave
peak?” The Indian Express
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curbing the malpractices. Thus, exposing the years of scant
regard that it had for implementing laws that were already in
place. The way the pandemic was handled in the second wave
has given rise to more questions than answers. It is time for India
to take a relook at its healthcare policies and draw important
lessons from its failures.

Privatisation or Commercialisation of healthcare?

Healthcare in India is predominantly dependent on private sector
as it consists of 58 per cent of the hospitals in the country and
employs 81 per cent of doctors®. The country has an estimated
43, 487 private hospitals as against 25,778 public ones. A study”
by Princeton University found that out of the approximately 19
lakh hospital beds, 95,000 ICU beds and 48,000 ventilators
available in India, most of the beds and ventilators are
concentrated in seven States — Uttar Pradesh (14.8%), Karnataka
(13.8%), Maharashtra (12.2%), Tamil Nadu (8.1%), West
Bengal (5.9%), Telangana (5.2%) and Kerala (5.2%).The growth
of private sector has been exponential in India. After
independence in 1947, the private hospitals used to provide
services to only 5-10 per cent of the patients, but today its
accounts for 82 per cent of outpatient visits and 58 per cent of
inpatient care. The support given by government has resulted in
India earning more than USD 3 billion in medical tourism, a
majority of which is due to the contribution of the private sector.
According to a survey conducted by Finline, healthcare market is
expected to grow three-fold to USD 133.44 billion by 2022. The
lack of stringent penalties for overbilling has also contributed to
the rise of profitability of private sector.

*Thayyil, Jayakrishnan; Jeeja, Mathummal Cherumanalil (2013). "Issues of
creating a new cadre of doctors for rural India". International Journal of
Medicine and Public Health.

# Kapoor Geetanjali , Sriram Aditi , Joshi Jyoti , Nandi Arindam ,
Laxminarayan Ramanan. "COVID-19 in India : State-wise estimates of current
hospital beds, intensive care unit (ICU) beds and ventilators." CDDEP,
Princeton University
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Here, what is seldom noticed is that private healthcare in India is
highly fragmented with over 90 per cent of the services provided
falling in the unorganised sector. Eighty percent of the private
hospitals are small clinics and nursing homes (less than 30 beds).
Only six to seven per cent are 100-200 bed size hospitals and
merely 2 or 3 per cent of hospitals have 200 plus bed. The rules
that apply to private sector still remain unregulated which has
resulted in an unholy nexus between doctors, hospitals, pharma
companies, insurance companies, diagnostic labs and medical
device manufacturers.’

It needs to be noted that it was the growth of the private sector
that greatly diminished the role of practitioners of general
medicine and gave emphasis to specialists. This has resulted in
commercialisation of healthcare with people being made to see
one doctor after another and getting multiple tests done to arrive
at a diagnosis. A loosely formed network called Alliance of
Doctors for Ethical Healthcare had acknowledged this problem
in at a meeting held in AIIMS in Delhi in 2018. The alliance
called upon hospitals to stop imposing “conversion” targets on
doctors and ensure transparency in all components and bills. It
said that the hospitals must stop receiving all kind of
commissions and kickbacks. It urged doctors to not accept gifts,
sponsorships or any financial or non-financial incentives from
drug and medical device companies. It also appealed to doctors
to not give or take any charges for patient referrals and said
doctors should become whistle blowers exposing malpractices.

When such an observation comes from within the medical
fraternity, it is clear that the bane of commercialisation has its
root much deeper than what is outwardly visible. A civil society
group All India Drug Action Network (AIDAN) had in 2019
called out pharmaceutical companies for giving unethical
incentives to doctors. It is by now well-known that doctors often
push particular brands of medicines in return of undue favours

® Lekshmi Parameswaran. “Public Health Lessons for India.” India Policy
Foundation
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like subscription to medical journals, foreign trips and expensive
gifts. The last three decades have seen a tremendous increase in
the corporate insurance, pharmaceutical and the hospital industry
which has made healthcare in India unaffordable even to the
comparatively well-off families. Often a life-threatening disease
pushes a family to the brink of poverty. What is unfortunate here
is that despite the prevalence of unethical practices in the
healthcare industry, there is no legislation holding the doctors
accountable to such malpractices. The checks in place are
reduced to mere guidelines from the National Medical
Commission (NMC) and the Uniform Code of Pharmaceutical
Marketing Practices (UCPMP) notified by the Department of
Pharmaceutical for voluntary adoption by the industry.

Another major concern is the availability of antibiotics as over
the counter drugs. The production and distribution are not
regulated which helps the private sector to exploit this market.
The end result of this is that people take antibiotics without
prescription and do not complete the full course which makes
them drug resistant. This is one of the biggest challenges that the
country is facing in terms of its increasing disease burden.
Though the “The 2017 National Action Plan on Antimicrobial
Resistance and Red Line campaign’ mandated that prescription-
only antibiotics should be marked with a red line to discourage
the over-the-counter sale, these efforts are yet to get sufficient
legal backing and financial support.

An interesting fact that comes to light when analysing the Indian
drug market is that though India is the world’s largest provider
of generic medicines, its use is yet to gain steam in India.
According to a 2019 report by Ernst and Young, 20 per cent of
all global generics, in terms of market value comes from India.
The Supply Annual Report of UNICEF (United Nations
Children’s Fund) recognized India for rendering yeoman service
in developing countries by facilitating affordable healthcare.
Taking this into consideration, the government implemented the
Jan Aushadhi Scheme in 2015 under which over 5000 outlets
have been opened with the aim of making available affordable
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generic medicines for all. But the sale at these outlets have been
below par with the major reasons being lack of awareness in the
public, distribution of free medicines by state governments, lack
of support for the scheme, poor supply chain, and doctors not
prescribing generic medicines. The has especially been
encouraging the big pharma companies to continue selling
overpriced drugs even for life threatening diseases.

Pathology is yet another area where the private sector has
established a significant amount of control. It is estimated that
India’s diagnostic industry is worth USD 9 billion and with the
rise in focus on preventive healthcare, it is expected to witness a
strong growth. Despite this sector being a huge source of
revenue, it remains highly fragmented with 45-50 per cent of the
diagnostic labs in the unorganised sector, 35 per cent in the
organised sector and the rest being hospital-based diagnostic
centres. According to a report by Research and Markets, the
industry will see greater consolidation in the coming years with
larger players acquiring the smaller laboratories.

However, the lack of stringent regulation has led to this sector
posing a grave threat to the way healthcare system is structured
in the country. A large number of labs operating in the
unorganised sector are run by under qualified technicians. In
October 2019, the Delhi High Court had sent a notice to the
Delhi government to close 875 labs that were found to be
operating with no legal permits. The incorrect diagnosis and the
erroneous reports that many of the laboratories issue can even
prove life-threatening to patients.

The focus on Allopathic medicine also led to the ‘elitization’ of
education. Medicine came to be seen as a profession for those
belonging to the economically well-off sections that had the
finances to fund long and expensive years of study. The current
education system does not prepare the doctors to serve the needs
of the country and they very easily get attracted by the high pay
packages offered by the private hospitals once they graduate.
Also, by denying a chance to those students who hail from
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economically backward sections and are willing to put in long
hours to serve the deprived, India has been stopping real
development from taking place. It is telling that in 2011, the total
number of doctors serving the rural population of more than 833
million was a mere 45,062. An institution like AIIMS that was
started to make medical education accessible to all has
contributed most to the migration of doctors to private hospitals.
From 1989 to 2000, nearly 54 per cent of the medical graduates
migrated out of the country. Of the remaining graduate doctors
in the country, nearly 74 per cent live in urban areas serving a
mere 28 per cent of the population. There is also the issue of
contractual staff in many of the public hospitals which further
contributes to the migration of medical and para medical
workers. These workers are not given any performance
incentives that would have helped them to stay in their jobs.

As per statistics, India has only 10 lakh registered doctors to
cater to 1.3 billion citizens. With such a dismal scenario, it is
important to understand how the medical education in India is
structured and why has it remained inaccessible to large section
of meritorious students. According to data released by the
Ministry of Health and Family Welfare, with the opening of 90
new medical colleges in the last five years, the number of
government-run medical colleges have surpassed private medical
colleges for the first time in India. In the academic year 2019-20,
there were 279 government medical colleges offering MBBS
courses against 260 private ones as compared to 215 private
medical colleges and 189 government medical colleges in the
academic year 2014-15. There has been a 47 per cent rise in
government medical colleges during 2014-19, compared to a 33
per cent increase in the total number of medical colleges in the
past five years, from 404 in 2014-15 to 539 in 2019.

For a country where medical education has been skewed in
favour of the private sector, the statistics usher in a much-
delayed positive change. The donation-based seats given in
private medical colleges have been seriously hindering the
quality of Indian healthcare system. The authorised sale of
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medical seats that is not seen in any other country apart from
India has greatly diminished the role of merit and produced
doctors who are not competent to treat patients. The wide
disparity in costs have meant that private education is available
only to students who can afford it. In a comparative study
conducted by the Hindustan Times, it was found that the average
cost of private medical education is around Rs 40 to 50 lakh,
while in government sector, it is around Rs 10,000 to 4 lakh. In
the private sector, the students will also have to pay capitation
fees that can range anywhere from Rs 1 to 4 crore. At a time
when the private colleges were more in number, this meant that
quality of healthcare was being compromised for business gains.

In an analysis published in Lancet, every year nearly 16 lakh
Indians die due to poor quality care. That’s about 4,300 deaths
every day due to poor treatment and nearly 5,000,000 Indians
dying due to medical negligence every year. The figures are
significant and point towards a deeply tilted model of medical
education. It has brought into focus the necessity for government
control and strict regulation. There is an urgent need to ensure
uniformity in admission with focus on merit, curriculum, and
accreditation for all degrees in medical, nursing, and other para-
medical courses. Several concrete measures have been taken to
this end by the Narendra Modi-led government in the past few
years such as converting certain district hospitals into medical
colleges through public-private partnership. During the last six
years, MBBS Seats in the country have increased by 56% from
54,348 seats in 2014 to 84,649 seats in 2020 and the number of
PG seats has increased by 80% from 30,191seats in 2014 to
54,275 seats in 2020.

The privatization of medical education is among the primary
reasons for the dismal state that India is in at present. Due to the
high costs as well as the challenges related to accessibility, many
students from rural areas who aspire to be doctors have had to
give up their dreams. What India needs currently are doctors
who are sensitive to the needs of the patients and who are willing
to serve in rural areas and has both social and cost consciousness
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to view healthcare as a service. India will have to move away
from the system of commodifying medical education and ensure
that only the truly meritorious students are given seats not just in
the government colleges but in private institutions as well.

Private profiteering during Covid-19

During Coronavirus spread, the facilities at the government
centres were found to have reached its saturation point which
meant that in the fight against Covid-19, the private sector had a
crucial role to play. It should have been equal partners with the
government but what followed was blatant disregard for existing
rules and profiteering out of a humanitarian crisis. In the national
capital Delhi, that was worst affected by the second wave,
private hospitals charged anywhere between Rs 25,000 to Rs
12,00,000 for a bed per day. Many hospitals also demanded a
huge sum to be paid upfront if a patient needed a hospital bed.
The final bill was even more staggering with the rates of RT-
PCR tests and other lab tests, Personal Protective Equipment
(PPE) kits and medicines added to it. The cumulative bills wiped
out the savings of many families and have pushed them on the
verge of bankruptcy.

For many private hospitals in the national capital, the adversity
that Covid-19 had brought with it turned into an opportunity.
They left no stone unturned to reap profits. They overcharged for
every service and even denied admissions to many patients who
were not in a position to pay upfront to get a bed. When they did
not have enough hospital beds, many of the well-known private
hospitals came out with home care packages for those affected.
The prices ranged anywhere between Rs 5,700 to Rs 21,900
exclusive of taxes.

Seeing the despicable situation in Delhi, a petition was filed in
the Supreme Court which called for regulation of private
hospitals. As soon as the step was taken, private hospitals which
were part of the Association of Healthcare Providers and FICCI
member hospitals assured that they would bring in self-
regulation. They suggested that fees for a bed in general wards
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will be capped at Rs 15,000 per day, for a bed with oxygen Rs
20,000 per day, for a bed in ICU ward Rs 25,000 per day and for
a bed with ventilator support Rs 35,000 per day. Many doctors
and patient rights groups pointed out that these rates were
beyond normal and had been arrived at looking at the profit
baselines. With the hospitals losing out on many of the other
cases, it was also found that private players introduced new and
arbitrary billing heads with no explanation given. The biggest
point of contention became the charges levied for Personal
Protective Equipment (PPE). Everyday a patient was charged for
a minimum of two to three PPE Kits with rates ranging from Rs
3000 to Rs 6000 on an average. These kits are often purchased in
bulk at wholesale rates by the hospitals and healthcare
professionals wear the same gear for six hours to treat multiple
patients. So, levying such a huge amount pointed to the
exploitation by private players to increase their profits. Kerala
High Court had taken cognisance of the situation where a
hospital had charged Rs 22,000 for PPE kits and Rs 1,300 for
rice gruel. The court termed these billings “unconscionable” and
stated that private hospitals were looting patients.

In addition to this, there were also a lot of other arbitrary charges
levied like RMO (Resident Medical Officer) charges, biomedical
waste disposal, admission charges, medical history assessment
charges, equipment use charges, universal precaution charges
and also parking charges. There were instances where
experimental drugs like remdesivir, tocilizumab, favipiravir were
administered without taking the informed consent of the patients.
The situation had worsened to an extent that the insurance
companies refused to reimburse the Covid-19 rates of some
hospitals terming it arbitrary and unreasonable. In an admission
before the Supreme Court, the General Insurance Corporation
(GIC) brought to light several inconsistencies in billing by
private hospitals and noted that due to the exorbitant charges
levied, many patients were effectively being rendered uninsured
during the period of their treatment. The Ayushman Bharat
scheme that offered a protective cover of up to Rs 5 lakh for

India Policy Foundation
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families belonging to the economically weaker sections and has
about 60 per cent of the listed hospitals from the private sector
turned to be of no help in a situation where the rates were being
charged indiscriminately. The policies of the state governments
also added to the woes of the patients. Governments of
Karnataka and Telangana said that insured patients are excluded
from access to capped rates. The Delhi government had
constituted an expert committee led by Dr VK Paul to look into
the charges of overbilling by private hospitals and it eventually
brought out a circular fixing the rates of Covid-19 treatment. But
there were little attempts to make the public aware of such a
circular and no action was taken when the hospitals ignored the
government’s directions.’

A fact that went unnoticed and came to light only when a
petition was filed in the Supreme Court calling for the auditing
of private hospitals was that many of them are run by charitable
trusts on land allotted to them either free of cost or at
concessional rates. The petition which was filed by Shubha
Gupta and Rajesh Sachdeva sought for auditing Max, Fortis,
Manipal, Apollo, BKL, Primus, Holy Angels and other private
hospitals. The petitioners claimed that all these hospitals had
violated their terms of land lease by not providing free treatment
to the needy. None of the governments had ensured strict
implementation of the terms of the agreement and had allowed
these hospitals to function freely. One more petition was filed in
April 2021 by Sachin Jain, a Delhi-based lawyer which drew the
Supreme Court’s attention to the excessive costs charged by
private hospitals for Covid-19 treatment.’

Another practice that the private sector advertently and
sometimes inadvertently allowed to thrive was the booming sale
of black-market drugs. A vial of remdesivir that was in the initial

®Smita Nair, “Interview (MaliniAsola).: How should India regulate private
healthcare to avoid pitfalls exposed by the pandemic?” Scroll.in.

"JayeshRanjan, Amulya Anil. “Deflating India’s COVID black market boom.”
The Hindu
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stages considered an essential drug and was later taken off the
Covid treatment protocol was selling in the black market for Rs
50,000. The problem began when the private hospitals in order to
extract maximum amount from a patient began prescribing it to
those who did not even need it. Prior to this, various studies had
already shown that remdesivir is effective only in reducing the
viral load and that too if it is administered within the first five
days of the illness. The doctors who prescribed it very well knew
that this is not a medicine that is available with chemists as the
supply of this is centralised with the central government
allocating it to states and which in turn provides it to hospitals
based on its needs. With the companies having scaled down
production when the cases had gone down, there were not
enough stock with the government to meet the growing needs.
The family members of the patient were then forced to turn to
the black-market to procure the drug. Many a times it was found
that hospital attendants and doctors were in cahoots in selling
this drug at exaggerated prices. There were incidences where the
drug was not even administered to patients who the doctors
thought will not make it and the vials were then sold to another
patient for an inflated price. In certain cases, fake Covid patients’
lists were created to prescribe the medicines. People had also
illegally procured them from states where it was available and
they sold the vials in Delhi for exorbitant costs. There was a
proliferation of fake or questionable drugs in the market. The
Food and Drug administration (FDA) which has the jurisdiction
to control and regulate the manufacture, trading sale of all
pharmaceutical products did not effectively intervene despite
having the power to do so.

Contrary to belief, the Centre and the state governments were not
caught off guard. The Central Drugs Standard Control
Organisation wrote to the drugs controllers of all states as early
as April 7,2021 when the cases were slowly increasing that some
states were “reporting shortage of remdesivir” and that “this may
lead to its hoarding and black marketing”. On April 17, the
Centre announced that prices of remdesivir had been brought
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down by manufacturers — between Rs 899 to Rs 3,490. In fact,
what let the black marketers boom was the decision taken by the
Centre to centralise the distribution of remdesivir which was
being directly supplied to hospitals by manufacturers till that
time. It was only after three weeks since the surge that the
production levels reached two lakh per day from around 60,000
per day.’An important question that needs to be asked here is
why did the government not give directions to to Zydus Cadilato
ramp up production of the cheapest generic version of
Remdesivir in India that was launched in August 2020 when the
cases started rising. It was priced at Rs 2,800 per vial and later
the company revised it to Rs 899 for a 100mg lyophilized
injection in March 2021.° The government should have
facilitated the sale of this drug at least in all government run
outlets. This would have played an important part in curbing
pandemic profiteering.

A bench headed by Justice DY Chandrachud, which heard a
suomotu case for ensuring distribution of essential supplies and
services during the pandemic on April 30 mentioned the issue of
black marketing of drugs. The Centre in its affidavit said that it
had directed all the state governments to take measures to stop
black marketing of drugs under the provisions of the Drugs and
Cosmetics Act, The Essential Commodities Act and other
applicable rules and regulations. The centre reasoned that law
and order is a state subject and it is up to the state governments
to constitute special teams and crackdown on those trading in
human miseries.™

The case with oxygen cylinders was also something similar to
that of drugs. According to the Indian Council of Medical
Research (ICMR), the need for oxygen went by 6 per cent

8K rishnKaushik ,Mahender Singh Manral, “Delhi: Drugs to oxygen, amid
Covid-19 surge, black market flourishes.” The New Indian Express

®SahayaNovinsnston Lobo and KV Navya, “Humanity lost: A rundown on how
essential Covid drugs end up in black market.” The New Indian Express

10 «States must form special teams to 'mercilessly' clamp down on black market
of COVID-19 drugs: Centre to SC,” PTI
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among the patients during the second wave. The Delhi
government stepped in and decided which hospital should buy
from which vendor overlooking the fact that each hospital was
connected to a supplier. This led to many private parties
procuring oxygen leading to acute shortage of oxygen cylinders
throughout the state. Individuals also started keeping oxygen
cylinders at home even when they didn’t need it. A businessman
in Delhi was found to have hoarded 400 oxygen concentrators.
The affluent were particularly targeted all over the country for
the sale of oxygen concentrators. All these factors contributed to
the prices of oxygen cylinders which was available for Rs 12,000
each reaching more than a lakh. Absence of proper institutional
support added to the crisis.

The Delhi High Court intervened in the situation and asked the
chief minister Arvind Kejriwal-led government to check black
marketing of oxygen cylinders and crucial medicines for
COVID-19 patients. The court went as far as directing the
government to take over the plant of an oxygen refiller for not
supplying gas to hospitals and allegedly giving it in black
market. The court asked the government to take similar action
against all errant suppliers.™*

The diagnostic labs also became part of the nexus with many of
them overcharging for Covid-19 tests and by collecting what
went far beyond their testing capacity.’> This meant that the
patients who were corona positive lost crucial time in getting
their treatment started as the results took up to 90 hours to come.
Many medical practitioners had also speculated that for every
person tested positive in the country, there were at least 20 others
who were not being tested. The unaffordable cost of the tests had
contributed to this number in a significant way. Such a situation
resulted in 26 of the 28 states having a positivity rate of 15 per

1 «your system has failed': HC to Delhi govt over black marketing of
oxygen.” PTI

12 Vikas Pandey. “Covid-19 in India: Patients struggle at home as hospitals
choke.” BBC
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cent and above according to the statistics released by the Health
Ministry. By all means, this may have been an extremely
conservative number as the rural areas did not even have access
to testing. The hospitals refused to admit patients who did not
have a covid positive certificate despite the serious effects the
patient were suffering from.

Private ambulance operators were not far behind in exploiting
the patients. A private operator in Delhi charged Rs 1.20 lakh for
transporting an elderly Covid positive woman for a distance of
350 km from Gurugram to Ludhiana. The person running the
service who happened to be a doctor was later arrested. Even the
crematoriums were not exempted from the loot with families
having had to wait in long lines and pay a much higher price to
get a spot to cremate or bury their loved ones.™

Policy apathy led to private profiteering

Knee-jerk reactions have dominated the government policy
measures from the very beginning of the pandemic. The sudden
lockdown that was imposed in March 2020 should have given
enough time for the government to ramp up facilities to deal with
a massive outbreak of the virus. Yet what the central government
and most of the state governments did was to rely on temporary
facilities that were erected. Parliament documents revealed that
between April 21 and September 22 last year, the number of
oxygen beds increased by 297 per cent, ICU beds by 143 per
cent, and ventilators by 151 per cent. However, many of these
facilities were closed down once the cases started declining.
From December 2020 to May 2021, only 249 new Covid testing
labs were established and the widely used T3 protocol (test, treat,
track) to contain the virus spread was more or less abandoned by
the state governments. Most of the governments had also by
early 2021 started overlooking the need for mandatory
quarantine. These decisions proved detrimental during the
second wave.

3 “India's COVID crisis spawns black market for oxygen, drugs.” DW
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Such a lax attitude was seen everywhere. From the government
to the common populace, there was a false sense of triumph that
India had conquered the virus and all activities could return to
normal. Due to this, warning that were issued by experts time
and again were ignored. Though the importance of genome
sequencing was acknowledged during the first wave, there were
no concerted efforts to detect the dominant variants in the
country. The only two institutes that took initiative to collect and
test samples were the Delhi-based Institute of Genomics and
Integrative Biology (IGIB) and the Centre for Cellular and
Molecular Biology (CCMB) in Hyderabad.

The delta variant, B.1.617, which was responsible for the deadly
wave was detected by CCMB as early as October 2020. But it
was only on December 21, 2020 when the UK variant started
wreaking havoc in Europe that the Union Ministry of Health and
Family welfare formed the Indian SARS-CoV-2 Genomics
Consortium (INSACOG) to track the Covid variants in the
country. A group of 10 labs was identified and granted funding.
But here again, policy bottlenecks hindered its progress. The first
problem occurred when the initial tranche of funds was released
only on March 31, 2021. By that time, India was already on the
cusp of the second wave. A decision taken by the Union Finance
Ministry to ban the import of goods valued under Rs 200 crore
also posed a problem as many reagents and plastics used by
Indian labs had to be imported. This order was lifted only in
January 2021. The biggest failure it faced was the state
governments’ inability to comply with the policy directions. The
state governments did not transport the samples to the designated
labs, primarily because many of them did not have the adequate
infrastructure to do so. As a result, the INSACOG was able to
sequence only 3500 samples by February 2021 as against its goal
of sequencing 80,000 samples for the period. Due to such a
lackadaisical approach, the INSACOG could detect the rapid
spread of delta variant only in March 2021 and in an internal
paper, it termed these mutations as “high concern.” The Centre
had taken note of these warnings in a meeting in early April with
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the 21 members of the National Task Force for Covid. In the
meeting the experts had predicted that at its peak, the second
wave will see around 100,000 new cases daily. The gross
underestimation is a clear indication of how unprepared the
government was when the cases started peaking at an alarming
rate. The unfortunate fact was that the government had the
mechanism at its disposal to accurately predict the outbreak well
before time."But the collective failure of the state governments
to send the samples to the labs on a regular basis and the central
government to ensure that its policy measures were being
adhered to resulted in India losing crucial time to get the
infrastructure in place to deal with the pandemic.

Ineffective implementation became a continuing feature of the
way the crisis was handled. Even in the case of ensuring
adequate oxygen supply, India would not have faltered if not for
bureaucratic and political incompetence. An affidavit filed by the
Centre in the Supreme Court on April 27 stated that there was a
cumulative deficit of nearly 1,765 MT of oxygen per day in six
states—Maharashtra, Gujarat, Madhya Pradesh, Uttar Pradesh,
Delhi and Tamil Nadu. Here again, it was primarily the approach
of the state governments that led to the acute shortage. As early
as October 2020, the Centre had issued tenders for the setting up
of 162 oxygen generation plants across the country, but by the
time the second wave arrived, only about 30 of these were
operational.”® The state governments did not act on the Centre’s
directives despite being aware that most of the oxygen plants are
located in the east of the country. Transporting oxygen from
these plants posed a huge logistical challenge because of which a
stockpile could not be created and the last mile connectivity was
not ensured. The Union Health Ministry also lost crucial time by
delaying its decisions. On October 14, the ministry’s
Thiruvananthapuram-based PSU (public sector undertaking),
HLL Lifecare, floated a global tender for the supply of 100,000

14 «A tragedy of errors: 10 reasons behind India's catastrophic Covid
crisis.”India Today

15 ibid
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MT of medical oxygen. But as the companies had quoted higher
prices, tender was not given and no efforts were made to
negotiate prices with the companies. If follow-up action was
done diligently by the authorities, India would have been able to
build a sufficient stockpile by the time the second wave hit and
not let private players take advantage of the dire situation.

The government also lost vital time by not engaging in a
consultative process. It was only when renowned cardiac
surgeon Dr Devi Prasad Shetty shared his views on a webinar on
how to contain the situation that the government took note and
implemented his suggestions. He proposed that 25,000 MBBS
students, who were about to finish training in medical or surgical
specialties, be exempted from their final exams if they agree to
work in Covid ICUs for a year. He added that recognition should
be accorded by the MCI to diplomas in critical specialties which
will add thousands of professionals to the healthcare sector
which was facing an acute shortage of trained personnel.

Another area where the government faltered was in its
vaccination policy. There was a clear policy paralysis as far as
the procurement of vaccinations was concerned. India despite
being world’s largest manufacture of vaccines failed to rise up to
the occasion even when it was ahead of many of the developed
nations in starting its vaccination drive. The government had in
August 2020 set up a National Expert Group on Vaccine
Administration (NEGVAC) for Covid-19 to work out a
comprehensive vaccination policy. In the strategy paper it had
submitted, it had estimated that India would need 130,000-
140,000 vaccination centres, 100,000 healthcare professionals
and 200,000 support staff to handle inoculation and logistics for
those in priority groups (about 300 million) by August 2021 and
for the entire adult population (about 800 million) by the end of
2022. The paper had made it clear that the public sector will be
able to provide only 60-70 per cent of the manpower needed and
the private sector will have to play a major role if the country’s
vaccination policy had to succeed.
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Despite having all facts at its disposal and a realistic estimate of
how to roll out the vaccination policy at its government. After
approving the use of the Serum Institute of India (SII)
manufactured Covishield and the indigenously developed
Covaxin by Bharat Biotech and the National Institute of
Virology, the government took too long even to place orders.
The first vaccine was approved in December 2020 but it took
another two weeks till the first dose was administered. The
government did not make adequate arrangements to prebook
vaccines because of which the companies ended up exporting a
huge pile of what they had produced to other countries that had
advanced orders. The government brought only 11 million doses
from SII in January even when the company had stockpiled
around 50 million doses.'®Once the demand started increasing,
the companies came up with differential pricing which resulted
in the private hospitals being able to procure doses and even
here, profiteering was the main motive. Some of the private
hospitals charged arbitrary rates as “service charges” and
vaccination drives were also organised in a few luxury hotels
making a mockery out of the whole process and establishing a
clear divide between the rich and poor. The Centre also wavered
in its vaccination roll out policy as it announced that those above
18 years of sage are eligible for the vaccination, just a month
after it had opened up vaccination to those above 45 years of
age. As was seen f