International Journal of Engineering Science and Advanced Technology

Vol 25 Issue 01, Jan 2025

PUBLIC-PRIVATE PARTNERSHIPS IN
HEALTHCARE: CASE STUDIES FROM TELANGANA,
INDIA

A. Thirupathi', Dr. Sunit Kashiv?
'Research Scholar, Dept. of Public Administration
?Professor, Dept. of Public Administration,
Sikkim Alpine University, Kamrang, Namchi, Sikkim- 737126

Abstract:

This paper presents a qualitative analysis of Public-
Private Partnership (PPP) models in Telangana's
healthcare sector. Through multiple case studies, it
examines the implementation, operational structures,
and perceived outcomes of prominent PPP initiatives in
the state. The research identifies key drivers for
adoption, including infrastructural augmentation and
specialized service delivery. It also analyzes recurrent
challenges across partnerships, such as governance
complexities, financial sustainability concerns, and
questions of equitable access. The findings contribute to
the discourse on decentralized healthcare delivery in
India, offering empirical evidence from a state at the
forefront of medical infrastructure development. The
study concludes that while Telangana's PPPs
demonstrate potential in scaling capacity, their long-
term success hinges on robust regulatory frameworks
and a steadfast commitment to public health equity
alongside efficiency gains.
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I. INTRODUCTION

Providing quality healthcare for all remains one of
India's most pressing challenges. Faced with
growing demand and strained public resources,
state governments are increasingly turning to a
collaborative approach known as the Public Private
Partnership, or PPP. This model seeks to blend the
strategic goals of the public sector with the
efficiency and innovation of private enterprise.
While national policies provide a broad direction,
the real story of how these partnerships work
unfolds at the state level, where local context
shapes their success or failure.In this landscape, the
state of Telangana stands out as a bold and
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proactive experimenter. Since its formation, the
state has actively designed and implemented a
variety of healthcare PPPs. These are not just plans
on paper but functioning projects, from advanced
diagnostic networks to specialized dialysis centers
and full scale hospital management contracts. Each
initiative represents a live test of how public and
private interests can align to serve community
health needs.However, beyond government
announcements and policy documents, there is a
need to understand the ground reality. What do
these partnerships actually look like in operation?
What hurdles do they face, and what benefits do
they deliver to patients and the health system? This
study steps into this gap. By closely examining
multiple case studies of healthcare PPPs in
Telangana, we move past theoretical models to
explore the practical drivers, the daily challenges,
and the tangible outcomes. Our goal is to provide a
clear, evidence based picture of this hybrid model
in action, offering valuable lessons for Telangana's
own future and for other regions walking a similar
path toward collaborative healthcare solutions.

II. LITERATURE SURVEY

The academic discourse on healthcare Public
Private Partnerships 1s globally extensive.
Foundational literature, grounded in New Public
Management theory, positions PPPs as instruments
for enhancing efficiency, transferring risk, and
accelerating infrastructure development, especially
in resource constrained environments. Scholars
like Barlow and Roehrich have documented this
rationale, primarily within European contexts. In
India, analysts including Baru and Nandraj have
critically examined the national policy framework,
consistently highlighting the inherent tension
between commercial objectives and  the
fundamental public health goal of equitable
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access.A substantial portion of existing research
remains focused on conceptual models, contractual
typologies, and ex ante feasibility assessments. A
critical gap persists, however, in detailed empirical
evaluations of operational PPPs at the sub national
level within India. While states such as Karnataka
and Maharashtra are occasionally referenced in
broader comparative studies, Telangana’s specific
and proactive portfolio of healthcare PPPs,
developed since the state's formation in 2014,
remains significantly underexplored in dedicated
scholarly literature.This study directly addresses
this identified gap. It builds upon established
theoretical foundations but deliberately shifts the
analytical focus to on the ground implementation
and lived governance challenges. The research
moves beyond prescriptive policy analysis to
generate a nuanced, evidence based understanding
of how these hybrid models function in practice,
the systemic hurdles they face, and the tangible
outcomes they yield for the health system. By
providing a concentrated, empirical analysis of
case studies from Telangana, this paper contributes
vital contextual data to a field that has been
predominantly shaped by theoretical and
macroeconomic perspectives.

I1II. PROPOSED WORK

This study will employ a qualitative, multi-case
study research design to conduct an in-depth
analysis of healthcare Public-Private Partnerships
(PPPs) in Telangana. The research will be executed
in three sequential phases. The first phase involves
a comprehensive mapping and selection of PPP
cases. We will identify a purposive sample of 4-6
distinct operational PPP projects within the state,
ensuring representation across different models,
such as diagnostic networks, specialized care
centers, and hospital management contracts. This
will provide a diverse and holistic view of the PPP
landscapeThe second, and primary, phase is
empirical data collection. This will involve semi-
structured, in-depth interviews with 15-20 key
stakeholders directly involved in the selected cases.
Participants will include senior government health
officials, private sector managers, medical
professionals working within the PPP facilities,
and  representatives  from  civil  society
organizations. Additionally, we will conduct a
systematic review of relevant policy documents,
contractual agreements, official reports, and
operational data to triangulate the interview
findings and establish a factual baseline. The final
phase is thematic analysis. Collected qualitative

data from transcripts and documents will be
ISSN N0:2250-3676

www.ijesat.com

) _ Vol 25 Issue 01, Jan 2025
systematically coded using a framework guided by

core themes from the literature: governance
structure, financial sustainability, service delivery
quality, and equity of access. This analysis aims to
identify recurring patterns, critical success factors,
systemic bottlenecks, and unintended
consequences. The ultimate output will be a
synthesized evaluation of the operational realities
of Telangana’s healthcare PPPs, culminating in a
set of evidence-based recommendations for
policymakers. These recommendations will focus
on improving contractual design, strengthening
monitoring frameworks, and ensuring that PPPs
consistently align with the overarching goal of
equitable and sustainable public health service
delivery.

[ Phase 1: Case Selection | Phase 2: Data Collection Phase 3: Thematic Analysis
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Fig 1: Proposed Architecture Diagram

IV. METHODOLOGY

This study employs a qualitative, multi-case study
design to analyze healthcare PPPs in Telangana
through eight structured phases, ensuring a
rigorous and holistic investigation.

1. Problem Domain Understanding & Case
Selection

The initial phase involves a deep dive into
Telangana's healthcare PPP policy landscape and
the specific challenges of public-private
collaboration. A purposive sampling strategy is
then used to select 4-6 diverse, operational PPP
cases, representing key models such as diagnostic
networks, specialized care centers, and hospital
management contracts.

2. Primary Data Collection

Core empirical data is gathered through semi-
structured, in-depth interviews with 15-20 key
informants directly involved in the selected cases.
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The stakeholder cohort includes government health
officials, private sector managers, on-site medical
professionals, and civil society representatives to
capture multi-faceted perspectives.

3. Documentary Data Gathering

To ensure triangulation, this phase involves a
systematic collection and review of secondary data,
including PPP policy documents, contractual
agreements,  government  reports,  internal
evaluations, and relevant media archives pertaining
to each selected case.

4. Thematic Coding & Data Organization

All interview transcripts and documentary sources
are imported into qualitative data analysis software
(NVivo). Data is systematically coded using an
iterative, thematic framework derived from core
literature, focusing on governance, finance, service
delivery, and equity.

5. Cross-Case Comparative Analysis

Coded data is analyzed within and across cases.
This phase identifies recurring patterns, critical
success factors, systemic bottlenecks, and
divergent stakeholder experiences, moving from
descriptive findings to analytical themes.

6. Synthesis and Model Evaluation

Findings are synthesized to evaluate the
operational performance and health system impact
of the PPP model in Telangana. The analysis
assesses how well the partnerships meet their stated
objectives of efficiency, quality, and access.

7. Validation through Member Checking

Preliminary findings are shared with a subset of
key informants for feedback and wvalidation,
enhancing the credibility and accuracy of the
interpretations before final reporting.

8. Recommendation Development

The final phase translates the evidence-based
analysis into actionable, context-specific policy
and managerial recommendations for improving
the design, governance, and accountability of
future healthcare PPPs in the region.

VI. RESULTS AND DISCUSSION
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The analysis of three primary PPP models reveals

distinct operational profiles and inherent
governance trade-offs. Each model demonstrates a
clear alignment between its contractual structure
and a dominant performance strength. However,
this specialization also precipitates a characteristic
managerial challenge. The following table
summarizes these core findings, illustrating how
the chosen partnership framework directly shapes
both the capacity for service delivery and the nature
of accountability risks faced by public sector

monitors.

Case Tvpe Contract Key Primary
P Model Strength Challenge
High e
Dialysis Output- throughput Ve;iifzrllrsg
Network Based , clear p
. outcomes
metrics
Diagnostic Design- Ad::;r;lced qug;zle
Hub Build P
access referrals
Hospital Operation Aligning
Manageme Manageme al financial/healt
nt .
nt efficiency h goals
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The findings underscore a fundamental tension in
healthcare PPP governance: the clarity of output-
based contracts comes at the cost of monitoring
clinical quality beyond simple metrics, while
management contracts grant operational flexibility
but struggle to define and enforce non-financial
public health objectives. This aligns with
theoretical critiques that risk is not eliminated but
transformed from financial to managerial and
informational risk. The diagnostic hub case further
highlights a critical, often-overlooked challenge:
the “last-mile” integration of PPP assets into the
public referral network. Without proactive
governance, advanced infrastructure can become
an isolated silo, failing to improve systemic
efficiency. Consequently, the contractual model
alone is insufficient; its success is contingent on the
state's capacity for sophisticated oversight, data
verification, and active system coordination to
mitigate these model-specific vulnerabilities.
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Figure 1 - Revenue Stream Breakdown (%) for PPP Cases
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Fig 2: Subsidy Reliance Across Different Public-Private Partnership

Types.

This figure presents the revenue composition of
three Public-Private Partnership (PPP) models in
Telangana’s healthcare sector, visualized as a
stacked bar chart. It breaks down the annual
funding sources Government Subsidy, User Fees,
and Insurance/Corporate Tie-ups—as a percentage
of total revenue for each case. The chart illustrates
the varying degrees of financial reliance on public
subsidies across different partnership types. For
instance, the Dialysis Network shows near-total
dependence on government support, reflecting its
pro-poor design, whereas the Diagnostic Hub
demonstrates a more mixed revenue model. This
visualization highlights a critical finding: the
financial sustainability of these PPPs is not uniform
and is often closely tied to explicit equity mandates,
raising important questions about long-term fiscal
viability without sustained public investment.

Case g;_l::?; % BPL Avg. User
Patients Fee (INR)
Volume
45,000 o 0 (fully
A sessions 2% subsidized)
B 120,000 58% 300
tests
15,000 bed- Variable (as
C 41% per govt.
days
rates)

Table 2: Selected Output & Access Indicators

The quantitative outputs and equity dimensions of
the three public-private partnership models are
summarized in Table 2. The data reveals a clear
correlation between the financial design of a
partnership and its success in serving impoverished
populations. The dialysis network, Case A,
demonstrates the most pronounced pro-poor
orientation, with seventy-two percent of its patients
from below-poverty-line households and a fully
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subsidized, zero-cost service model. In contrast,

the diagnostic hub, Case B, achieves the highest
annual service volume but shows a lower
proportion of BPL patients at fifty-eight percent,
coupled with a direct user fee. The hospital
management case, Case C, occupies a middle
ground with variable pricing and serves a more
general population.
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Fig 3. Diverging Perceptions of PPP Performance Across
Stakeholder Groups.

CONCLUSION

This study provides a grounded analysis of
healthcare = Public-Private  Partnerships  in
Telangana, moving beyond theoretical models to
examine operational realities. The findings
demonstrate that PPPs have been instrumental in
rapidly  scaling up  specialized medical
infrastructure and services, particularly in high-
need areas like dialysis and diagnostics. However,
the research reveals that this capacity augmentation
comes with significant and recurring trade-offs.
Success is heavily contingent on the specific
contractual model, with output-based agreements
excelling in measurable throughput but struggling
with quality verification, while management
contracts face challenges in aligning private
operational incentives with broad public health
goals.A central conclusion is that the financial
architecture of a PPP dictates its equity outcomes.
Models with full subsidy mandates, such as the
dialysis network, successfully serve predominantly
impoverished populations. In contrast, partnerships
incorporating user fees demonstrate a measurable
decline in service access for below-poverty-line
households. Furthermore, a persistent perceptual
gap exists between the satisfaction of facility
managers and that of patients or civil society
observers, highlighting a divergence between
operational efficiency and user-centric
quality. Therefore, Telangana's experience suggests
that PPPs are a potent but imperfect tool. Their
long-term value and sustainability depend not on
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the partnership model alone, but on robust public
sector governance capable of enforcing equity
mandates, ensuring transparent monitoring, and
fostering genuine integration into the broader
public health system to avoid creating isolated,
two-tiered services.
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