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Speaking for Myself

‘Corporate hospitals have only one aim and that is to generate
profit. Lofty ideas such as improving the standards of health of the
community are best left to government hospitals.’

These words from CS made me pause and think.
Every morning my eyes open to a new reality.
This morning I was woken up by a call from CS, ‘AC! I am

speaking from Pune. I was here for my son’s admission. I will
reach Delhi around 11 o’clock. I have about 4–5 hours before
I catch the evening flight to Lucknow. Can I drop in at your place?
We’ll relive some old memories!’

Nearly 35 years back, we used to study together in class 12.
His father was a professor in a local medical college. They lived
on the campus, which I loved. I used to think that his father’s
status was ‘the ultimate’ one could achieve in life. When I was
selected for King George’s Medical College (KGMC), Lucknow,
CS had to sit out because he was underage. False birth certificates
were not very fashionable then. CS was selected for KGMC the
very next year, as he completed the mandatory 17 years of age
by then. Now I was a year ahead of him but our friendship had
not changed.

After MB,BS, I joined the Army, where my pursuit for higher
studies kept me fairly occupied for the next decade or so. In
the process, I lost touch with many of my college friends, who
I presume were similarly very busy. This phone call was a
good reminder of the pleasant time we had spent together in our
golden years.

He came to my place and we talked over lunch. After MB,BS,
he had done his postgraduation in surgery and had joined our alma
mater as an Assistant Professor. ‘AC! within a decade, I realized
that the future is not in government service. I was stagnating in the
college; there is so much politics. So I decided to switch to private
practice.’

‘How did it feel to switch?’
‘It was tough. I was used to the laid-back attitude of government

service, but in private practice, you have to deliver!’
I had heard this sentence many times from my other friends in

private practice. ‘Are you seeing more patients now than what you
used to see in the medical college?’

He laughed, ‘No, no. I meant the quality of work. The patients
need to be satisfied.’

I was still not convinced, ‘What was stopping you from
producing quality work in service?’

‘Everything!’ He appeared a shade angry. ‘The set-up itself
is discouraging: poor equipment, too much supervision, no
recognition, poor pay-scales, lack of progression––everything!’

I wasn’t convinced. ‘What you say is debatable!’
He appeared agitated for a moment. ‘Let me tell you about an

original research paper by Jishnu Das1,2 from the World Bank.

He makes some very interesting observations. He says, “What
doctors do is less than what they know they should do”, and this
is typical of the state of affairs in government hospitals. The
study also found that “the gap between what doctors do and what
they know, responds to incentives: Doctors in the fee-for-
service private sector are closer in practice to their knowledge
frontier than those in the fixed-salary public sector.”

‘This study is available free on the internet. Incidentally, it also
says that “doctors in private practice were slightly better, on
average, than those in the public general hospitals”. So, my dear,
wake up to some new facts of life!’

It was a shut-up call for me. I made a mental note to read those
studies later1–3 and kept quiet.

His face softened a bit. He added, ‘I do miss teaching though.’
Then, as if he was pushing some thoughts back, he added, ‘But
I think everything has worked out fine. In fact I was going to
suggest that you should also leave service. I can guide you on
everything. Today you even have some websites4 that guide you
on how to market your practice, but I had to learn it the hard way.
I have a lot of experience now.’

I was curious, ‘Experience? in what way?’
He smiled and seemed to be in his element again. ‘In medical

college, when we saw a patient, the only consideration was to
give correct advice. We never hesitated even if the surgery was
risky. Sometimes we even went on to convince the patients about
risky options, if that option was accepted as the standard of care.’

His use of the past tense made me prompt, ‘And now?’
He carried on nonchalantly, ‘In private practice one does

not take risks. You must choose to treat cases that are simple,
uncomplicated and are known to have a good prognosis. Where
prognosis is expected to be bad, you refer the patients to your
more famous competitors or to a government medical college.’

‘What if a patient wants treatment only from you, no matter
what the cost?’

He again smiled, ‘There are many ways of refusing. I never say
that I will not operate! I always tell them, “I am very busy” or “My
calendar is booked for the next 4 months” or “My anaesthetist is
on leave” or even, “I have been invited to deliver a guest talk in
the USA”.’

I wasn’t sure it was the same CS I had spent my childhood
with. We were used to meeting all challenges head-on. I politely
asked, ‘Do you feel comfortable telling lies to your patients?’

His smile disappeared. Obviously, it was a stupid question to
ask. He weighed his words before saying, ‘AC! I also had similar
thoughts when I was in medical college. I have grown up and
have moved on, but you are still stuck with the same thoughts.
There are situations in life when you lie to avoid unpleasantness
in social interactions. Even Dharamraja Yudhishter had lied.’

I decided to backtrack, ‘I guess my question was not right.
Even I tell lies every now and then to keep the patient’s morale in
good shape. Okay, when in private practice, one should select and
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treat only those patients who have good prognosis. What else
should one do?’

The smile was back again and he quickly resumed the role of
a teacher, giving me tips on how to start my practice. ‘Let me begin
from step one, which is to buy some prime time every month with
a popular TV news channel and arrange to be interviewed on some
topic pertaining to your specialty. That will make you visible to
the public.’

‘Wow!’ I could not help it. He ignored my raised eyebrows and
added, ‘Step two is to tie up with a famous corporate hospital.
That’s where you get the best infrastructure as well as patients
who can pay. And there are some rules for that too.’

‘What rules?’
‘These are universal rules. You may have read something on it,

but I will tell you my personal experience. And I am offering you
this advice free!’

I hadn’t read anything till then, but subsequently I did and it
surprised me.5,6 But at that time, I thanked him and looked eagerly
for what was coming. ‘Tie up with the best hospital of your city,
even if you have to pay heavily from your pocket in the beginning.’

‘Why should I pay from my pocket? I am supposed to be paid
if I work for a hospital.’

‘AC, you are too much! You are paid a retainer if you are a
nationally famous surgeon, who will attract big-wigs to the
hospital. Or maybe, if you will give the hospital a “first mover
advantage” by bringing in new technology or a new aggressive
treatment progamme that may attract a rich clientele as well as
loads of profits. But, if you expect to earn from the clientele that
attends the hospital, you’ll have to pay for the slot they give you
in their outpatient.’

‘CS, I am in great demand. There are many patients who keep
ringing me up for appointments. I am sure I’ll be fine, if and when
I leave service.’

‘The calls that you get today are from freeloaders. Try charging
them for consultation and they’ll start looking around for someone
else who offers free service. But I would advise you to keep seeing
them free. That will make other people believe that you are a
popular and busy doctor.’

I concentrated hard to comprehend what he was trying to
convey. He carried on. ‘You may tie up with more than one
hospital, but you must also have your own clinic.’

This sounded strange. ‘Would it not be foolish to pay for an
outpatient slot in one hospital and have my own clinic as well?’

‘That’s truly naive. Not only must you have your own clinic,
you must keep calling your hospital patients for review at your
clinic off and on, so that patients know where your actual seat is.’

‘I do not understand. Why should I make my patients run
around in this big city?’

‘That is long term planning. Hospitals have their own agenda.
Even Dr Naresh Trehan can be shown the door; you are just a small
fry. You must have your loyal patients following you wherever
you go.’

It did make some sense to me. But I was still uneasy. ‘If I am
going to pay the hospital for a slot in the outpatient, how do I
earn?’

‘Good question! You have to be extremely careful when you
negotiate the initial contract with the management. You primarily
earn from patients’ consultation fees and procedure charges. If
you negotiate well, you may also get a small cut in the laboratory
and imaging investigations that you order, and referrals that you
ask for.’

‘That sounds unethical to me!’

‘Most people would accept covert commissions as fait
accompli 7 but not you! For your information, what I am talking
about is not a commission. You will actually be getting a “package
deal” from the hospital. I am only describing to you how your
package will be worked out.’

‘What do mean by package?’
‘AC, you can call it a salary! When you go and negotiate

with the human resource (HR) manager of a corporate hospital
before joining, you might be offered a “package deal” of let’s say
Rs 400 000 per month. And remember! you’ll still have to pay the
OPD slot charges. You’ll also be indirectly told that the hospital
expects to earn … say about Rs 1 000 000 per month by your
presence there and they will pay your “package” and “bonus”
proportional to the money you make for the hospital. This means,
your target for first month will be Rs 1 000 000! They will remind
you by the end of the month how much you have fallen behind
your target. Your continuation in the hospital will depend on your
getting close to the target or beyond. How your “package” will be
computed is what the initial negotiation is all about.’

His change of track was confusing me. ‘Not clear to me. Can’t
you be a bit clearer?’

‘Okay. When you go to the HR manager, he might say
something like this. And these are absolutely arbitrary figures.’
He suddenly looked very serious and supercilious, and started
talking with a Yankee drawl, ‘Doctor, you’ll get 80% of your
outpatient consultation fees, 50% of your indoor fees and about
30% of your procedure charges.’

‘Why only 30%?’
‘My dear brilliant professor! Because the manager will also

have to pay the nurse, the anaesthetist, operation room technicians,
sweepers and the rent for the operation theatre. That will make up
the remaining 40%.’

‘My dear brilliant mathematician! That still does not add up to
100%.’

‘The remaining 30% will be the hospital’s profit. Remember,
even the manager has to earn his salary.’

‘I see. And how much will be my 30%?’
‘Each hospital has already worked out and announced what the

charges for various procedures will be. There again you have to be
innovative to earn more. You split a procedure in parts and show
it as 2 or even 3 procedures. Anyway, this is too advanced for you,
I will tell you those things later. You should first concentrate on
the basics.’

There was another doubt I had. ‘Why did you say 80% of
outdoor fees and 50% of indoor fees? That’s arbitrary too, isn’t
it?’

‘You see, corporate hospitals do not earn much from your
outdoor consultation. If you insist, they will be happy to give you
100% of this. Their main earning is from indoor patients and
investigations. You’ll never find an outpatient crowded in corporate
hospitals as you will find in government hospitals. How much is
your outpatient attendance here in your hospital.’

I proudly said, ‘Approximately 20 000 patients attend our
outpatients every day.’

He asked, ‘And how many beds do you have in this hospital?’
I could not understand why he was asking these questions. ‘The

hospital has approximately 1000 beds. But why do you ask that?’
‘Elementary, my dear AC, every hospital administrator knows

that a 1000-bedded multispecialty hospital should have optimum
outpatient attendance of about a thousand patients. And he would
expect his consultants to convert 20% of these into hospitalizations
every day.’
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I was perplexed. ‘And what do we do with the remaining
19 000 outpatients that we get every day?’

He was very cool and confident when he said, ‘These dynamics
are important for you to understand before you think of taking a
plunge into private practice.’

‘What dynamics are you talking about?’
‘What you have is a typical situation of a government hospital.

A corporate hospital will cut down its outpatient attendance.’
Now I was hooked. ‘Cut down? How does one cut down

outpatient attendance? When patients are ill, they will come to
hospital. Do you expect us to start driving away the 1001st patient
onwards?’

His persistent smile had started irritating me. ‘Corporate
hospitals do no such thing.’

‘Then how do they limit their outpatient attendance?’
‘They hike up their outpatient fees to a level that only those

who can afford hospitalization in that hospital will attend the
outpatient. The remaining people will find it too expensive to
come there.’

‘Aren’t corporate hospitals supposed to run some free
outpatients?’ I had seen some media reports suggesting the same
and I wanted to confirm it.

He gave me a sharp look and grinned, ‘Yes, many hospitals get
subsidized land from the government, on the condition that they
will provide free care to some needy people who are unable to pay.
And they do it too.’

‘Then what is this rubbish about limiting outpatient attendance?’
‘This does not mean that we have taken over the job of the

government health services. These free beds are very strictly
controlled by the top management and are never actually offered
as free service to the poor and destitute! These free beds and
facilities are usually reserved for VIPs and are traded for political
favours!’

Now it was becoming clear to me. ‘That means corporate
hospitals want only rich and powerful patients to come to them.
The poor can go to hell!’

He shrugged his shoulders, ‘See it from the hospital manager’s
point of view, whose salary is linked to the profits he can show to
the management, board of directors or investors.’

I began to feel strange inside. ‘But does that give him the right
to tinker with the basic purpose of the institution, which is to
provide healthcare to a population? We are being repeatedly told
that 80% of medical care in India is provided by the private
sector!’

‘Let me set the records straight. About 80% of 390 000
registered doctors in India are working in the private sector. They
look after 32% of all hospital beds in India. The total health
expenditure in India is estimated to be about 6% of our GDP of
which 75% (4.25% of GDP) is made in the private sector. Your
expectations from the private sector will be realistic if you know
your figures correctly.’8

I was not amused, ‘But still, what is your contribution to the
nation’s healthcare?’

He laughed again at my naiveté. ‘Don’t compare apples with
oranges!’ His smile now was very condescending. ‘Corporate
hospitals have only one aim and that is to generate profit. Lofty
ideals such as improving the standards of health of the community
are best left to government hospitals.’ These words from CS made
me pause and think.

I was stunned for a moment. I gathered my thoughts and
ventured. ‘I guess I was under the mistaken notion that hospitals
are meant to be “nodal points” around which healthcare delivery

to a population is planned! You said your hospital expects you
to convert 20% outpatient attendance into hospitalizations every
day; that means no patient can stay in hospital for more than
5 days! Is that true?’

‘Your math is still good AC!’
‘What about patients who do not become all right within 5

days, such as cancer patients?’
‘The corporate philosophy states that any patient who is

hospitalized is an asset for the first 48 hours. The logic is that the
patient will be subjected to every test and imaging procedure
during this time and the hospital earns the maximum from the
patient during this period. After 48 hours, the patient is a liability
for the hospital. This is because he is now occupying infrastructure
which can earn much more money for the hospital. For treatment,
we encourage patients to go home after the third day, except when
they are very sick.’

He paused and started again, ‘In which case, the patient would
be shifted to the intensive care unit (ICU), which is another
profitable area for the hospital, and daily revenues can go into
lakhs!’ He winked and added, ‘Investigations can be repeated on
a daily basis in the ICU, and many complex and expensive
invasive interventions can be planned.’

‘You don’t sound like any doctor I know.’ I couldn’t help it.
‘Where have you taken your image of a doctor from? Our

traditions are in old Sanskrit shlokas and I happen to remember
one that goes:

vaidyaraja namas thubhyam yamaraja sahodharam
yamena harati pranath vaidyaha pranani dhanani cha!

(O, doctor, I salute you. You are just like Yamaraja, the God
of death. While Yamaraja takes away life, doctor takes away the
patient’s life as well as his money.)

‘That is not our tradition, you have made that up. Are you that
kind of a doctor now?’

He laughed, ‘No, not at all! AC, patients don’t die under my
care. They die with famous government hospitals such as AIIMS,
where I refer them when I think they are serious. And don’t talk
of traditions. Centuries ago, Archimatheus spelled out the
physician’s code of conduct: “Even if no medicine is necessary he
should prescribe some harmless concoction, lest the patient think
the treatment not worth the fee, and lest nature should seem to have
healed the patient without the physician’s aid.” ’9

I was perplexed. ‘CS! Tell me honestly, what about the real
needs of patients? Who thinks about them?’

This interrupted his flow a bit, ‘AC, while managers focus on
earning profit, it is left to real doctors like you and me to
understand this environment and act as we think is wise. That is
why I said earlier that working in a government hospital is
different from working in private practice. But I am happy and
satisfied.’

I still had many doubts, ‘How can you be happy and satisfied?’
‘Why not? I do a good job on my patients, using the best

possible infrastructure. My patients get value for their money and
I get a reasonable amount of money for my work! What else can
one want?’

‘And what is that reasonable amount of money that you get?’
‘Normally I don’t talk about this aspect, but today is different

and there are crucial lessons in this question!’
He carried on, ‘As I told you earlier, HR managers have

different ways of calculating your salary. They will only give you
a portion of what the hospital earns from you.’

‘Yes I remember.’ And I was wondering about one former
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professor of neurosurgery from AIIMS, who was rumoured to
have been offered Rs 4 crore per annum as salary. What must he
be doing to make himself profitable to that hospital? My thoughts
were broken when CS said. ‘Suppose you get a start of about
Rs 4 lakh per month when you join a corporate hospital. I want
you to understand that these 4 lakhs is not your take home pay!’

I was now upset, ‘Of course I know, I have to pay income tax
on it.’

He again laughed. ‘No, no, it is not income tax that I am talking
about. In fact, you can avoid paying tax in many ways. But that
does not come in the basic training. The basic training is about
practising in a corporate hospital.’

His patronizing attitude began to unsettle me, but he made his
point very coolly. ‘About 40% of your earning has to be set aside
to be spent in the hospital itself!’

‘You mean outpatient slot charges?’
‘That is over and above this 40%. You see! It will be in your

interest to keep certain hospital employees on your side. So you
must give a certain percentage of what you earn to your receptionist,
technicians, nurses and some nondescript employees who often
work as “fixers” in corporate hospitals.’

The look of surprise on my face gave him immense satisfaction.
My question, ‘Aren’t they paid by the hospital?’ was what he was
expecting.

‘A hospital does pay them, but I said it will be in your interest
to pay them a percentage.’ He looked immensely happy giving this
explanation. ‘There are many patients in the hospital who do not
know which one of the available doctors is good. A word from a
receptionist or a fixer, who roam around as innocent bystanders,
can sway a patient to your side.’

I appeared a bit startled, ‘You mean I bribe them for directing
patients to me?’

‘What crude language you use AC! On second thoughts, you
are fit only for the Army!’ He appeared disgusted. ‘My dear sir,
by giving them a percentage of your earnings, you are making
them partners in your practice. And believe me; they can contribute
tremendously to your practice. I assure you; this investment will
be handsomely returned.’

He added, ‘I have seen many younger doctors flirting with
them and taking them out for dates. It is a part of business
strategy.’

I reminded him of some conversations we had had earlier in
life about our aspirations, ‘And CS, you are enjoying all of this?
What has happened to your dream of being a good doctor and
to be able to help humanity?’

He was visibly upset now. ‘AC, what’s wrong with you? I am
a good doctor; one of the best! And I do a good job for my patients.
They are extremely happy with what I do for them and they
recommend me to all their relatives. I have a website of my own
that displays my work. It also gives free advice to people about
many illnesses. My dear, I have arrived. You are the one who is
sitting like a frog in the well.’

‘But you see only rich people and leave the poor to their fate!’
‘Well, the rich also need a good doctor, don’t they? I agree that

I have limitations and I cannot solve the problems of all the one
billion people in my country. But I do help all those that I see. Do
you think you are helping the nation in your government job?’

It crossed my mind that my practice was also restricted to Army
personnel and their dependents. I was not permitted to see civilians
unless authorized by the competent authority. But fortunately, he
did not expect an answer from me.

I also remembered having read somewhere that ‘ordinary

people have to choose between an underfunded and inefficient
public sector with its long queues, dirty hospitals, and rude staff
(not infrequently on strike for more pay) and the expensive private
sector, perceived as being run by avaricious doctors fleecing
patients through over-investigation and overtreatment’.10 At that
time, I had thought of it as an exaggeration. But CS seemed to be
saying the same thing…

‘In government jobs, you cannot help even 5% of those who
come to you due to poor infrastructure. Maybe you can help some
with minor ailments, but treatment and care of these patients
always takes a backseat because of much larger numbers of
seriously ill patients who claim priority. The latter you can neither
refuse (due to humanitarian reasons) nor help (due to poor
infrastructure). When I was in government service, I used to spend
most of my working time running around to arrange for
infrastructure and drugs for my patients. I don’t have to do it now;
it is done by the administrative staff. I have been left free to do
what I can do best.’

‘But what about the strategy that you are explaining? It looks
more of a business to me than medical practice.’

‘Oh that? We are in business. The strategy is only to maximize
your returns. You should not sell yourself short! After all, your
success today is judged only by the amount of money you earn.
The comparison is between my BMW and your beaten up Maruti
800 car.’

‘You mean all private hospitals are like the one you described?’
‘Mine is. And the corporate philosophy, I know, is the same—

profits!’
‘CS, you have me worried. I fear that what I used to read about

American corporate medicine has now come to India. These
hospitals must also be charging for drugs 10 to 18 times the cost
and there would be rampant fraud in billing practices and kickbacks
to physicians for referrals as was earlier reported from the USA.5

‘I have no comments on that. But let me challenge you with one
thought. If you read newspapers, you’ll know that everyone in
India is corrupt. Name one profession where there is no corruption.
Why should anyone expect medical professionals to remain free
from corruption? This seems to be the only way to survive in this
country.’

I keep wondering if I can fault his reasoning. But I also
remember a few words written by 2 well known persons. One is
a doctor I admire:

‘The Indian newspapers are full of optimism on the rising stock
market indices, strides taken by our major commercial
organizations, the takeovers of foreign companies by Indian
enterprises and Indians abroad who are listed among the world’s
richest persons. Major Indian private hospitals, especially those
forming chains promoted by commercial houses, tout their
commercial successes and revel in the latest in medical gadgetry
to be found in their departments. These would have justified pride
except for a dilemma posed by a thought enunciated by the
Mahatma: Recall the face of the poorest and the weakest man
whom you may have seen and ask yourself if the step you
contemplate is going to be of any use to him. When we apply this
test, pride is replaced by humility and a sense of dismay. There is
so much to be done for the poorest and the weakest. Are our best
minds and our finest medical organizations up to this task? Have
they started work on it? Have they even considered this task
worthy of them?’11

And then, there was a fiction writer…
‘ “Would you tell me please,” asked Alice, “which way I ought

to go from here?”
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“That depends a good deal on where you want to get to,” said
the Cat.

“So long as I get somewhere,” Alice added.
“Oh, you’re sure to do that,” said the Cat, “if you only walk

long enough”.’12

Note: Names of the characters are fictitious but every bit of the
above conversation has taken place in diverse circumstances.
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