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In Maharashtra, the Association 
of Hospitals and its member 
charitable hospitals are 
attempting to back out of 
providing free and subsidised 
beds to poor patients under the 
Bombay Public Trust Act Scheme 
which is a legally mandated 
service in return for subsidies. 
They are deliberately confusing 
this scheme with another health 
scheme of the Maharashtra 
government which is a business 
opportunity at competitive 
rates. Should the government 
fall for the obfuscation by these 
hospitals, it will end up paying 
the private “charitable” hospitals 
at market rates for what the latter 
are supposed to provide free in 
return for heavy subsidies.

The Maharashtra government has 
been implementing the Jeevandai 
Arogya Yojna in the state since 

1997. Under this scheme surgeries relat-
ed to heart, kidney and brain diseases 
and cancer treatment are provided free 
of cost mainly to people below the pov-
erty line (BPL). In 2010-11, with a budget 
of Rs 111 crore 13,616 surgeries were per-
formed at the designated network of 
government and recognised private/trust 
hospitals which were reimbursed later.1 
This scheme is now being replaced with 
the revamped Rajiv Gandhi Jeevandai 
Arogya Yojana (RGJAY) which is an insur-
ance scheme based on the Rajiv Aarog-
yasri Scheme of Andhra Pradesh. It is 
aimed at the BPL (yellow card) and above 
poverty line (APL-orange card) families in 
Maharashtra. The scheme hopes to im-
prove access to tertiary medical care for 
certain specialty services through an 
identifi ed network of healthcare provid-
ers. The state government pays the pre-
mium in the eight districts where the 
scheme has started in a phased manner. 
The public, charitable and private hospi-
tals are being empanelled and according 
to the chief minister, the new scheme will 
have a budget ranging between Rs 800 
crore and 1,000 crore.2 If this money is 
taken from the general health budget, the 
RGJAY through its focus on specialised 
tertiary care may end up causing further 
decline in the primary and secondary 
level care in Maharashtra’s already weak 
public health system. 

The RGJAY is an insurance-based terti-
ary healthcare scheme which covers in-
patient and outpatient care across 30 
identifi ed specialised categories. The 
premium is paid by the government and 
the scheme works like any other private 
insurance-based scheme such as the Aro-
gyasri or the Rashtriya Swasthya Bima 
Yojana (RSBY) whereby hospitals get paid 
by the insurance company for providing 
care to a set of enrolled patients based on 

pre-approved package rates. By design, 
the profi t motive of these hospitals and 
insurance companies is the engine driv-
ing such schemes forward. This in itself 
may have severe access implications and 
corruption-related risks, as private pro-
viders have an incentive to over-provide 
profi t-maximising procedures and serv-
ices and neglect the others. However, in 
the current context, we are not looking 
at this aspect here. The point being made 
here is that the RGJAY is not a charity-
based scheme under which free or subsi-
dised care is provided by the hospitals.

The request for proposal (RFP) docu-
ment for the RGJAY states that in order to 
be empanelled a hospital must have at 
least 50 inpatient medical beds with 
 adequate spacing and supporting staff 
as per norms. It is also specifi cally stated 
that in case of charitable hospitals, 10% 
beds should be reserved for indigent 
 patients and another 10% for economi-
cally weaker sections as per the provi-
sions of Section 41AA of the Bombay 
Public Trust Act, 1950 (BPTA Scheme 
henceforth). It is out of the remaining 
80% beds that 25% beds need to be 
 reserved for benefi ciary families under 
the RGJAY exclusively.3 There is no room 
for confusion as it has been stated in un-
equivocal terms that what is offered as 
part of the RGJAY is over and above that 
offered by the high court mandated 
BPTA Scheme. The latter directs that:

(1) The Charitable Trust Hospital shall be 
 under legal obligation to reserve and earmark 
10% of the total number of operational beds 
for indigent patients and provide medical 
treatment to the indigent patients free of cost 
and reserve and earmark 10% of the total 
number of operational beds at concessional 
rate to the weaker section patients as per the 
provisions of section 41AA of the BPT Act.
(2) The Charitable Hospitals shall physically 
transfer 2% of the total patients’ billing (ex-
cluding the bill of indigent and weaker sec-
tion patients) in each month to IPF Account.4 

Historically, there was resistance to the 
terms of the BPTA Scheme from the 
 so-called charitable hospitals, many of 
which have become for-profi t entities 
over time as Duggal (2012) discussed 
 recently.5 The charity commissioner’s 
 offi ce has not been able to effectively 
monitor the functioning of the scheme, 
and for a long time, it was suspected that 
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 verify if 4.03% of the 20% earmarked 
beds actually went to the people who are 
covered by the Act. 

The AOH had appealed to the high court 
earlier in an effort to get rid of the BPTA 
Scheme as it exists. However, it has been 
unsuccessful. The public interest litigation 
that caused the free bed scheme to be con-
stituted was disposed of in 2009 and in 
the fi nal judgment the court  observed 
that since the scheme was framed, further 
orders did not have to be passed. The 
court felt that there are suffi cient safe-
guards for the hospitals who may feel ag-
grieved by any action under the scheme 
against them. There is a review petition by 
one of the hospitals under consideration 
but the legality of the scheme was estab-
lished despite great efforts by the AOH and 
the  charitable hospitals to sabotage it. 

It is in this context that the claim by the 
members of the AOH that it is impossible 
for them to implement both the BPTA 
scheme and the RGJAY simultaneously 
needs to be examined.9 As said earlier, 
apart from the fact that it targets the poor 

powered by government fi nances, the 
 RGJAY has no element of charity whatso-
ever. It remains a scheme under which 
hospitals are paid by the Maharashtra 
government through an insurance provid-
er for selected procedures and treatments 
at pre-fi xed rate. According to newspaper 
reports, the rates fi xed under it are 10% to 
15% lower10 than the usual hospital rates 
which is a normal business practice since 
the scheme will be giving these hospitals a 
guaranteed infl ow of patients. A brief com-
parison of both the schemes is given.

The expert committee on charitable 
hospitals constituted by the Bombay 
High Court headed by S B Dhumal had 
noted in 2006 that 

Besides getting exemptions from payment 
of contribution towards ‘PTA Fund’, public 

conditions regarding free beds to the 
poor patients or Indigent Patients’ Fund 
(IPF) are not being adhered to. Recently, 
14 hospitals, including Lilavati, Breach 
Candy, Jaslok, Bombay, Hiranandani, and 
Saifee Hospitals, have appealed to the 
charity commissioner stating that they 
are currently incurring losses in the treat-
ment of poor patients. Four of these hos-
pitals got exempted from the scheme.6 
However, a sample survey by the state 
health department that followed indicat-
ed that the Jaslok, Breach Candy and 
Bombay Hospitals used only 4 to 4.5% of 
the 10% beds they had committed for use 
to treat the poor.7 The charitable hospi-
tals and their organisation, the Associa-
tion of Hospitals (AOH) have also been 
trying through court interventions to stall 
the scheme over a number of years. 

Gross Violation of Law

However, this doublespeak by the chari-
table hospitals and the AOH was nailed 
by the report of a committee set up by 
the Maharashtra government to review 

the performance of charitable hospitals. 
It found that the court directive to treat 
poor patients is not being followed. The 
committee report says that on an aver-
age only 4.03% of the earmarked beds 
(out of a mandated 20%) are being used. 
The Bombay Hospital here has 142 beds 
earmarked, out of the total 701. It was 
seen that only 42 poor patients were ad-
mitted in April and May 2011, and in 
June 2011 the number went down to 38. 
The report concluded that the charitable 
hospitals are simply not complying with 
the scheme.8 However, in the absence of 
strong monitoring and information sys-
tems, even the veracity of such statistics 
is subject to question, although they 
prove beyond doubt that the law is being 
grossly violated. There is no way to 

A Comparison of Both Schemes
Scheme framed under Section 41AA of the Bombay Public Trust Act 1950 (BPTA Scheme) Rajiv Gandhi Jeevandai Arogya Yojana (RGJAY)

Scheme for charitable hospitals Public, private and charitable hospitals are empanelled

Obligation by law for various benefits as part of not-for-profit status,   An insurance scheme where government pays the premium for poor patients
including free land, income tax exemptions, etc  

10% free beds and 10% subsidised beds set aside for poor patients The insurance company reimburses the hospitals within seven working days at package  
 rates, for treating poor patients. 25% beds should be reserved for member families

Monitored by the Charity Commissioner Monitored by the insurance company

Any health condition will be treated A procedure driven scheme providing specialised tertiary care

Scheme operational all across Maharashtra and if implemented well, it can  Currently being run in eight districts, viz, Gadchiroli, Amaravati, Nanded, Sholapur, 
provide substantial health resources at no extra cost. However, neither the  Dhule, Raigad, Mumbai city and Suburban Mumbai. To be expanded
government nor the Charity Commissioner has shown the will to progressively across Maharashtra, at an extra cost of around Rs 1,000 crore per  year
consolidate this resource hitherto grossly underutilised. 

charitable trusts which are running hospi-
tals, nursing homes, dispensaries are getting 
other facilities and concessions like land on 
concessional rates and land on lease at con-
cessional rates from Government of Mahar-
ashtra and Local Authorities. The charitable 
hospitals are also registered under the provi-
sions of Income Tax Act, 1961 and are getting 
exemptions in payment of Income Tax on the 
ground that they are providing medical aid/
relief at free or concessional rates to the poor 
and needy persons in furtherance of the 
objects of their trusts. Charitable hospitals 
had received concessions/exemption in pay-
ment of Octroi on import of hospital equip-
ments vide notifi cation No 279/82-Cus-FN0 
460/96/83-Cus V (GSR 767-E), 30 September 
1983 (Dhumal Committee Report, 2006).

As the country endeavours to move to-
wards Universal Health Care, the Mahar-
ashtra health planners would do well to 
acknowledge the beds earmarked under 
the BPTA Scheme as unutilised resources 
and available with the government. This 
becomes all the more important as private 
beds available “on paper” for the poor in 
the state are substantial. According to the 
Central Bureau of Health Intelligence fi g-
ures, Maharashtra has 50,000 govern-
ment hospital beds made up of central, 

state and local government bodies put 
 together. Data received by the charity 
commissioner’s offi ce (incomplete as only 
25 out of 35 districts of Maharashtra have 
reported data, and not all hospitals in the 
reported districts have reported data) sug-
gests that there are 6,155 hospital beds re-
served for the poor, across 281 hospitals.11  
Thus, a conservative estimate would be 
that there are around 10,000 extra beds 
which the government has control over 
and are available across the state, reserved 
for “indigent patients” and patients from 
the “weaker sections”, making an extra 
20% beds available for the public sector. 
Given that most of these charitable hospi-
tals are the ones offering specialised serv-
ices, the real quantum will be in fact much 
more. There is a grave need for designing 
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said: “They can choose to get out of the 
BPT Act’s mandate and join the scheme, 
and we can make legal provisions”.14 
Bhushan Gagrani (secretary, public health) 
said, “After all, the purpose of both the 
programmes is the same – to serve the 
poor. The panel will explore the possi-
bility of combining them and consider 
the legal aspects that could arise out of 
such a move.”15 All these signals from 
the government point towards a possible 
situation where these schemes will be 
merged for the charitable hospitals on 
terms set by the hospital lobby. This will 
be disastrous as it would mean that from 
now on, the government will be paying 
the private “charitable” hospitals at 
 market rates for the 10% free beds and 
10% subsidised beds that they are anyway 
supposed to provide the poor patients in 
return for the heavy subsidies received 
from the government. For these hospi-
tals, the RGJAY will become a scheme 
whereby the Maharashtra government 
ends up fi nancing their legally mandated 
“charitable activities”. 

Even if the schemes are merged purely 
for monitoring purposes, it needs to be 
guaranteed that charitable hospitals do 
not get away without providing the free 
and subsidised beds mandated by the high 
court. For the private hospitals, being part 
of the RGJAY Scheme may be voluntary, 
but for charitable hospitals which have got 
plenty of direct and indirect benefi ts from 
the government, the participation should 
be made mandatory and the care provided 
should be over and above the legally man-
dated 10% free and 10% subsidised beds 
as per the BPTA Scheme. A robust audit of 
the existing BPTA Scheme to assess the level 
of compliance by the charitable hospitals 
can be an important step towards this 
goal. Importantly, such an audit needs to 
be followed up with some concrete steps 
to assure recovery of the illegal profi ts 
earned through the historical violation 
and non-compliance of the BPT Act. A 
strong message needs to be sent to the 
healthcare providers that violations of the 
law will not be tolerated.
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EPW Index

An author-title index for EPW has been prepared for 
the years from 1968 to 2010. The PDFs of the Index 
have been uploaded, year-wise, on the EPW web 
site. Visitors can download the Index for all the years 
from the site. (The Index for a few years is yet to be 
prepared and will be uploaded when ready.)

EPW would like to acknowledge the help of the 
staff of the library of the Indira Gandhi Institute for 
Development Research, Mumbai, in preparing the 
index under a project supported by the RD Tata Trust.



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.7
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


