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Executive Summary 

The project requires the development of a comprehensive proposal that outlines 
the details of a multi-specialty, secondary care, 100 bed hospital in the district of 
Bathinda, Punjab. Here, the key aspects of the project were to research regulatory 
compliance requirements, develop a detailed cost estimate of the project that 
would serve as a guide towards determining the estimated amount that would 
need to be raised by way of donations and contributions, and identifying key 
operational heuristics. The project further envisioned the expansion of the hospital 
to a 200 bed facility, and the establishment of a nursing college on the premises of 
the hospital. 
 
The vision of the Mahant Bhai Tirath Singh Ji Hospital (hereafter referred to as the 
hospital) has been identified as the provision of world-class medical services, 
within a world-class facility, free of charge to uninsured Below Poverty Line 
families, and at highly subsidized rates to the remainder, that shall prove quality 
healthcare to be affordable to all. Such aims are realizable on account of the 
business model of the hospital which shall solicit donations and contributions for 
meeting all fixed and capital expenditures.  
 
It is accordingly recommended that a 135 bed hospital be established in the first 
phase of the project, over a carpet area of 1,18,000 sq. ft., to be later expanded to 
250 beds and 2,08,000 sq. ft.. This allows for an initial average area of 874 sq. ft. 
per bed, and a final area of 832 sq. ft. per bed, well within the WHO guideline of 
800 – 1200 sq. ft. per bed, and the Indian Public Health Standards’ (IPHS) 
recommendation of providing 65 – 85 m2 per bed. The construction cost was 
estimated at Rs. 1400 per sq. ft., and is inclusive of the cost of furnishing the 
hospital space. The cost of medical equipment was estimated at Rs. 10.4 crores by 
the end of Phase 1, and Rs. 15.3 crores by the end of Phase 2. The operational 
expenses of the hospital were estimated at Rs. 22.8 lakhs per month by the end of 
Phase 1, and Rs. 40 lakhs per month by the end of Phase 2. Further, the sources of 
income were estimated at Rs. 1.62 crores by the end of the first year after the 
completion of Phase 1, resulting in a shortfall of Rs. 1.11 crores. Similarly, 
shortfalls upto a period of 3 years after the completion of Phase 1 and 2 were 
estimated, and incorporated into a working capital contingency fund. The quantum 
of the corpus fund was estimated based upon the revenue stream of the hospital in 
an environment wherein macroeconomic sentiment and variables are depressed, 
and the consequent shortfall between the revenues and the expenses. The value of 
the corpus  was computed to be Rs. 17.6 crores, while the corpus fund based upon 
the long run average perpetual shortfall between revenues and expenses was 
estimated to be Rs. 3.82 crores. The corpus fund includes a control for Below 
Poverty Line families who would qualify for free treatment, as well as providing 
free treatment for all families with a family income of less than Rs. 25000 per 
annum, as per the recommendation of the Dhumal Committee Report. Accordingly, 
the amount that needs to be raised in order to cover the costs of Phase 1 stands at 
Rs. 32.7 crores, while the cost of the entire project is Rs. 55.7 crores. Inclusive of 
the corpus fund requirement, the total amount to be raised is Rs. 73.2 crores, 
inclusive of a contingency and a preliminary-preoperative expenses fund as well. 
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Additional details on the type of medical-surgical services and departments 
established, and background calculations to the cost estimates are presented in the 
appendices to this document. Some key recommendations follow below.   
 
Key Recommendations: 
1. It is accordingly recommended that the Justice Gopal Singh Public Charitable 

Trust (JGSPCT) should establish a holding organization as a charitable society, 
in accordance with the Indian Societies Registration Act, 1860, for the purpose 
of the provision of medical services. Any, and all hospitals the trust establishes, 
it shall do so under the aegis of the society. This shall provide the hospital with 
NGO status, and allow all hospital projects administered and managed by the 
society to seek funding from the CSR funds of public sector undertakings.  
Further, all hospitals established under the aegis of the society should be 
registered with the Clinical Establishment Rules, 2010, by way of achieving 
regulatory compliance.  

2. Registration with the Income Tax department and exemption under sections 
80G and 35AC should be sought, by way of encouraging donations.   

3. Registration under the Foreign Contributions Regulation Act, 2010 should be 
sought in order to allow the hospital to solicit donations from foreign sources.  

4. It is further recommended that the hospital seek funds from public and private 
companies that need to comply with government CSR amendments to the 
Company Act, 1956.   

5. It is recommended that while the hospital should provide comprehensive 
medical facilities, it should be established in two phases. The first phase shall 
result in the construction of a multi-specialty secondary care hospital with all 
requisite departments and associated infrastructure such as a blood bank, 
pharmacy, sterilization and laundry services, outpatient department, 
emergency ward, power backup and water storage, and ambulances.  

6. The second phase shall expand departments that treat diseases resulting in the 
greatest stress upon communities and the healthcare infrastructure of the 
region. The epidemiological profile of the state and the nation was studied in 
order to aid the identification of such diseases and associated departments. The 
second phase shall expand capacity from the initial 135 beds to 250 beds. 

7. Accordingly, it is recommended that the cardiology, ophthalmology, chest and 
respiratory diseases, diabetes, cancer departments be the focus of the hospital, 
and that the second phase should consist of an expansion of such departments. 
The expansion of these departments has been proposed to be realized in the 
form of an additional floor to the existing ward, i.e. the expansion is achieved 
by a vertical movement.  

8. It is recommended that the hospital seek empanelment with the RSBY 
(National Health Insurance Scheme) as a means of derisking the project by 
allowing a wider demographic to avail its services. Empanelment shall also 
improve the financial sustainability of the hospital by allowing it to seek 
reimbursement for identified procedures at market rates, which shall allow for 
the expedited accrual of its required corpus fund quantum. It shall also allow 
the hospital to achieve its objective of providing quality healthcare to the 
poorest.  
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9. It is recommended that the hospital follow both medical and social models of 
health in providing its medical services, and supplement its medical services 
with awareness, behavioural change, vaccination programs that seek to reduce 
the incidence of diseases and change the epidemiological profile of the 
community.  

10. It is recommended that the society/hospital follow a hub-spokes model if the 
notion of establishment of additional hospitals is ever entertained in the future.  

11. The hospital should seek accreditation with the National Accreditation Board 
for Hospitals and Healthcare Providers (NABH) 

12. Given the intensive energy usage of the hospital, and the need to ensure 
compliance with the Punjab Energy Conservation Building Code - 2012, it is 
recommended that green principles be incorporated in the design phase of the 
hospital 

13. It is recommended that the hospital use telemedicine to link it with tertiary 
care facilities and any mobile medical van units it may deploy in the future.   
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1. Introduction 
 

1.1 Background Information  

The JGSPCT is engaged with the provision of medical services at subsidized rates to 
the communities it establishes its centres in. The SP also has a long history of 
service of the people and the community. It has established numerous charitable 
hospitals, libraries, and educational institutes. The present project has been 
envisioned as a means of developing synergies between the common objectives of 
the JGSPCT and the SP, and harnessing such synergies in the service of the 
community and towards the realization of the social objectives of the two 
organizations.  
Accordingly, while in principle, an understanding has been reached between the SP 
and the JGSPCT, a formal and legally enforceable Memorandum of Understanding 
transferring 7.25 acres of land to the JGSPCT has yet to be inked at the time of 
writing this report. The land identified and set aside for the purpose of 
establishment of the hospital has been marked for agricultural use in the records 
of the Bathinda Development Authority.  The SP has already performed ceremonial 
and symbolic rites at the site and broken ground by laying the foundation stone of 
the hospital. It has also begun to advertise the project and solicit donations for it.  
 
1.2 The state of healthcare and notable public/private initiatives  

This project has been envisioned as a means of responding to the healthcare 
requirements of the district of Bathinda, state of Punjab and the people of India as 
a whole. Consequently, this section seeks to provide information on the state of 
healthcare in India at a district, state and national level, over a period of time, and 
the result of implementation of governmental interventionist programs.  

The field of healthcare is presented with one main issue, the demand – supply gap. 
This gap is realized in terms of both infrastructure and personnel, in terms of a 
mismatch between the services required and offered by healthcare providers 
engendered on account of a changing national and regional epidemiological profile, 
the increased concentration of services in urban areas which at present house a 
minority of the Indian population, and a growing focus upon the tertiary care 
sector which can only cater to a minority of the incidence of diseases in India. Each 
of these factors serves to reinforce an extant demand – supply gap. The severity of 
the gap is accentuated by the lack of awareness of rural populations with respect 
to healthcare issues and the practice of unhygienic and disease-inducing 
behaviours in such communities. Each of the above issues results in a nation that 
while feted for its ferocious economic growth, displays mediocre statistics as far as 
healthcare is concerned, and shows above average mortality rates and inferior 
beds per 1000 population statistic. The lack of access to affordable healthcare, as 
evidenced by higher average out-of-pocket spending figures, creates a moral 
imperative for action by the state, non-governmental and private sector actors to 
prevent the loss of life due to lack of access or lack of affordability of medical 
interventions.  



    
 

  
 
Copyright © 2013 Rakshak Foundation. All Rights Reserved.                        Page | 8  
  
 

Both state and central governments have imparted a sense of urgency to their 
health initiatives in order to redress the deteriorating situation of healthcare and 
growing urban-rural imbalance. Both infant mortality and maternal mortality 
ratios for the nation were above the average for low and middle income countries 
(LMIC) at the turn of the 21st century.  A burgeoning population, accelerating 
urbanization, changing epidemiological and psychographic profile of the nation, 
and lack of awareness amongst rural populations meant that the incidence and 
burden of diseases was on the rise, while pro-rated healthcare infrastructure was 
decreasing in value and quality. Percent spending on GDP lagged as well with 
respect to the LMIC group, at 4.3% versus 5.3% for the LMIC group. Out-of-pocket 
spending averaged 67% of the total expenditure on healthcare, while the figure for 
LMIC stood at 44%. Further, the health insurance sector covered a mere 5% of the 
population in 2004.1    

While healthcare, in India, is recognized as a state list subject, wherein states are 
constitutionally mandated with improving the quality of public healthcare and 
raising the standard of living of their people, the central government has 
formulated multiple policies in the past, and continues to do so, in an effort to 
realize the possibility of a quality uniform healthcare system across the nation. Key 
initiatives at the moment include the National Rural Health Mission (NRHM), the 
Employee State Insurance Corporation (ESIC), the Central Government Health 
Scheme (CGHS), and the Rashtriya Swasthya Bima Yojna (National Health 
Insurance Scheme or RSBY).  State governments have been quick to supplement 
the RSBY with modifications and extensions of the principle of universal health 
insurance coverage for Below Poverty Line families as a means of pooling risks and 
subsequently de-coupling the scheme from spatially and economic activity sourced 
risks. The scheme is useful since the NRHM has estimated that 25% of all 
hospitalized individuals fall below the poverty line due to hospitalization and 
related expenses. Given the severe and vicious nature of poverty, and the scope for 
transitory poverty to be systematized into generational poverty due to a high 
responsiveness to exogenously enforced income shocks, the NRHM’s statement 
translates into a serious counter-influence upon poverty alleviation programs. 
Conversely, an effort to provide general health insurance schemes to indigent 
populations can significantly improve the effectiveness of poverty alleviation 
programs.  

Issues exist however as far as the implementation of the RSBY scheme is 
concerned. At the district level, under the RSBY scheme, 14,307 families in 
Bathinda, and 10,821 families in Faridkot have been estimated as meeting the 
criteria for enrollment in the scheme. (The districts of Faridkot and Bathinda have 
been chosen for analysis due to their proximity to the location site.) Of these, 7585 
families in Bathinda and 4326 families in Faridkot have been enrolled in the 
program.2 Further, 43 hospitals in Bathinda and 21 in Faridkot have been 
empanelled with the RSBY scheme, therefore, arguably providing a level of service 
atleast minimally acceptable under the terms and conditions of the scheme. 

                                                           
1
 India Healthcare, Inspiring possibilities, challenging journey, McKinsey, December 2012 

2
 http://punjabhealth.co.in/RSBY_overview.aspx?ID=l/0z1jMzngY= 

http://punjabhealth.co.in/RSBY_overview.aspx?ID=l/0z1jMzngY=
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Overall, 2,12,371 beneficiaries in the state have been enrolled in the program.3 
However, the government has recently identified 15,40,000 families in Punjab who 
have been covered under the Atta Dal scheme of the government and who fulfill 
the conditions of the RSBY scheme. It is envisioned that these families will be 
eventually covered under RSBY as well. Thus, less than 15% of the eligible 
beneficiaries have been registered under the scheme. Such, and similar concerns 
are reflected at the state, and eventually, at the national level as well.   

The beneficial value of the scheme can be ascertained at an implementation level 
(operationalized in terms of the number of eligible individuals/families who have 
registered with the scheme) and from the perspective of demand/use of the 
scheme, which will primarily be beneficiary driven, but will depend to a significant 
extent upon availability of RSBY empanelled hospitals and the user’s awareness 
and understanding of the scheme. Faridkot witnessed 604 claims being registered 
under the scheme over a period of 27 months, with the value of the claims being 
reported at Rs 45.53 lakhs. Similarly, Bathinda registered 582 claims for a value of 
Rs. 38.53 lakhs over 27 months. Thus, there is considerable scope for the state 
government to improve awareness about the scheme, accessibility of BPL 
demographics to empanelled hospitals, and registration of families under the 
scheme.   
 
Finally, the National Rural Health Mission was launched in 2005 with the aim of 
improving the quality of healthcare provided to rural areas, with a focus upon 18 
states that showed poor public health indicators and weak infrastructure.  The 
notion of microfinance has been transplanted into the field of insurance as well, 
with the Insurance Regulatory and Development Authority (IRDA) promulgating 
norms and several private sector players providing micro-insurance services and 
packages to the economically marginalized. 
 
The “Report of Task Group on Health and Medical Education of Punjab Governance 
Reforms Commission For Improving the Standards of Public Health Facilities in the 
State of Punjab” has contended that Punjab is at a more advanced stage of 
development than many other states in India, at least as far as the Human 
Development Index is concerned. Punjab has been ranked 5th on the index amongst 
all Indian states, however, the state of healthcare in the region has been regressing. 
As the below table indicates, the share of the public health infrastructure in the 
overall provision of services is lower than the national average, and this fact is also 
buttressed by the increasing participation of the for-profit private sector in the 
provision of healthcare services and the consequent above national average out of 
pocket expenditures in Punjab. Thus, the affordability of healthcare at the state 
level has become a concern, and as we shall see, the accessibility of healthcare is a 
concern as well in the largely pastoral region of Bathinda.    
The report has further estimated that the population served per bed in rural areas 
has increased from 1276 during the early 1980s to 1555. Public health 
infrastructure has proved incapable of coping with the demographic expansion 
that the state has witnessed, and with the shift in the burden of disease from 

                                                           
3
 http://www.rsby.gov.in/statewise.aspx?state=10 

http://www.rsby.gov.in/statewise.aspx?state=10
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communicable to non-communicable diseases. The report substantiated the belief 
that the cost of healthcare is an issue in the state, by affirming that “an 
overwhelming majority of services are sought from private health care 
practitioners at high cost leading to catastrophic health expenditure which pushes 
many families to live below the poverty line.” According to Prinja S et al. (Indian J 
Med Res 2012;136(3):421-31), the rising cost of care should be a major concern 
for the state. Average expenditure for hospitalization in Punjab is Rs. 15,431 which 
is one among the highest across the country . Even in government health 
institutions, average out-of-pocket expenditure is Rs. 270/- per OPD consultation 
and Rs. 7,700/- per hospitalization  
Further, a review of a sample of health facilities in Punjab has revealed that the 
capacity of health services is low, the administration and supervision mechanism is 
weak, human resources are inadequate, medical and surgical supplies are irregular 
and inadequate, as are laboratory and investigation facilities.  
 
Table 1: Key indicators of state of healthcare in Punjab

4 
Health indicators India Punjab 
Birth rate 21.8 per 1000 

Population 
16.2 per 1000 
Population 

Death rate 7.1 per 1000 
Population 

6.8 per 1000 
Population 

IMR 44/1000 live births 30/1000 live births 
MMR 212/100000 live 

Births 
172/100000 live 
Births 

Full Immunization % 61% 83% 
Child under 2, with 
Diarrohea , received 
ORT 

43% 52% 

% of Institutional 
Deliveries 

73 %(Public=47%, 
Private=26%) 

61% (Public=22%, 
Private=39%) 

OPD public sector 20% 16% 
IPD public sector 40% 30% 
Out of Pocket 
Expenditure 

OPD-Rs 201, IPD-Rs 
5695 

OPD-Rs 348, IPD-Rs 
9000 

 
The allocation of funds to healthcare as a percent of state GDP has fallen 
consistently over time, from around 9% during 1980-81 to 6.97 per cent during 
1989-90, 5.46 per cent during 1992-93, falling to 4.35 per cent during 2004-05. 
Within the health sector, the share of medical education, research and training has 
consistently gone down. This has adversely affected teaching and training of 
medical personnel and the development of clinical skills leading to deterioration in 
tertiary, secondary and primary health care. While state allocation of funds to the 
social sector, especially the public health sector, has stagnated, the implementation 
of the National Rural Health Mission, a flagship programme of the Government of 
India, has given a fresh impetus to health sector activities in Punjab. 
 

                                                           
4
 Report of Task Group on Health and Medical Education of Punjab Governance Reforms Commission for 

Improving the Standards of Public Health Facilities in the State of Punjab, January 2013 
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The district of Bathinda is recognized as being a largely rural area, with 70% of the 
population residing in rural areas.5 The district had 4 allopathic hospitals with 280 
beds in 2011, and had 88% of its total land area being utilized for agricultural 
purposes. The turnover of all small, medium and large industrial units in Bathinda 
was approximately Rs. 2700 crores in 2011. Major exportable items of the region 
were yarn and milk products, the largest sector of occupation amongst micro, 
small and artisan units was the food products and beverages sector. The district 
had 9 large industrial units, with 2 cement units, 1 thermal power plant, and 1 milk 
plant. The district has witnessed an increase in production of Rs. 27.5 crores over 
2010, and Rs. 22.4 crores in investment.   
 
Table 2: Urban – Rural Divide in Bathinda 

 
Total Rural Urban 

Male 632809 444118 188691 

Female 550486 387423 163063 

 
1183295 831541 351754 

 
While private and non-profit endeavours are too numerous to be detailed in this 
project report, and consequently fall outside the purview of the report, it is still felt 
useful to mention that the healthcare sector have matured with the passage of 
time, and hospital chains and diagnostic services providers have begun to emerge 
as standalone corporate entities. The private sector, the Bureau of Indian 
Standards, NABH, and the Indian government have all formulated quality 
standards and identified best practices for the segment, that have begun to 
percolate to the non-profit and charitable hospital space. There has been 
innovation in the field of healthcare provision as well with organizations 
innovating in terms of the services provided (Glocal Healthcare Systems Private 
Limited), outsourcing non-essential services, and experimenting with processes as 
a means of reducing costs (Vaatsalya).  
 
Most pertinently however, the government has of late begun to explore the 
possibility of utilizing public private partnerships (PPP’s) to develop capacity in 
the healthcare sector, and to operate such facilities under Build-Operate-Transfer, 
Build-Own-Operate, and Build-Own-Operate-Transfer models. The PPP model of 
developing social infrastructure is a significant move forward in the provision of 
such services to the people since it allows for private sector players to share risks 
with the government, thus increasing their willingness to enter the sector.  
 
The CIA World Factbook estimated that India had .9 beds per 1000 population in 
2005.6 The World Health Organization has however recommended a standard of 
atleast 3 beds per 1000 individuals. To bridge the gap would mean adding 80,000 
beds per year for a decade. Given that an overwhelming proportion of current 
healthcare infrastructure exists in the urban areas, and is provided by private 
sector players, the realization of this objective will require the expansion of 

                                                           
5
 Brief Industrial profile of Bathinda District, MSME Development Institute, Ludhiana 

6
 https://www.cia.gov/library/publications/the-world-factbook/fields/2227.html 

https://www.cia.gov/library/publications/the-world-factbook/fields/2227.html
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provision of healthcare services in rural and semi-urban areas, and the provision 
of services to demographics whose needs have been so far unmet and ignored by 
the private sector, and inadequately addressed by government efforts. This implies 
the establishment of primary and secondary care facilities with low capacities, to 
cater to the low density rural and semi-urban areas. Further,  a declining state 
allocation for health, rising cost of healthcare, increasing out-of-pocket 
expenditures, all lead to the conclusion that fresh business models must be 
explored that provide sustainability, remedy issues with existing charitable 
hospitals and other medical institutions that rely upon donations, and distance 
themselves from the worst excesses of a for-profit medical institution. The present 
project is an effort to remedy the existing gaps in the healthcare infrastructure of 
Bathinda and Punjab, and to develop a business model that allows for the 
provision of healthcare services at subsidized, affordable rates to the demographic 
of the state and the nation, and free of cost where applicable.   
 
1.3 Land and Area 

The land proposed to be utilized for the construction of a 135 bed secondary care 
multi specialty hospital is located in the district of Bathinda, near Goniana Mandi, 
Punjab, at a location of latitude 30.3167 North and longitude 74.9 East. The town 
of Goniana has a population of 12,812 as per the 2001 census. The hospital is 
envisioned as serving the needs of the district of Bathinda, with a population of 
13.9 lakhs, and the city of Faridkot with a population of 5.6 lakhs as per the 2001 
census, and located just over an hour away. The total population to be served by 
the hospital is estimated at atleast 19.5 lakhs. An image of the location, highlighting 
areas within a distance of an hour from the site (marked as B on the map) is placed 
below for ready reference.  
 
The region has a generally flat topography, with the elevation of the Sutlej Ganga 
plain the district is located in displaying a range of 25 metres. The district plays 
host to one contour line at an elevation of 220 metres, and has been cited for the 
lack of skilled labor, poor availability of water, and the high cost of electricity.  
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Figure 1: Areas within a distance of 1 hour travelling time from site 

 

 

1.4 Goals and Objectives 

The goal of the project is to develop a comprehensive proposal for establishing a 

100 bed multi-specialty, secondary care hospital located at Goniana Mandi, 

Bathinda District, Punjab, and to provide for the future expansion of the hospital in 

terms of capacity and departments. The proposal must also remain cognizant of a 

presently affirmed desire to eventually establish a nursing college on the grounds 

of the hospital. Any proposal developed would necessarily inquire into the 

operational and regulatory aspects of the project, and also develop a reasonably 

accurate estimate of the amount that would need to be raised via donations. It 

would also identify a sustainable business model that would provide for the 

financial sustainability of the hospital and eventually remove any dependence 

upon donations for meeting its operational expenses.  
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2. Methodology 

While the project does not entail the development of a hypothesis and subsequent 
validation of the same, and regulatory compliance requires a perusal of the 
relevant legislation, the specifications and details of the operational and financial 
aspects of the project were obtained through a survey of the available literature in 
the field of healthcare. Consequently, the need for an explicit delineation of the 
methodology employed as a means of establishing the specifics of the project is 
felt, with the developed methodology being outlined below.  
 
2.1 Literature Search 

The primary source of information that has been employed is primary research 
made available by healthcare providers and individual practitioners, and 
secondary research performed by or commissioned by government organizations, 
and meta-analyses performed by third party organizations, quality control 
organizations and industry (sector) apex organizations by way of establishing 
standards and controlling for quality during the provision of services.  
The use of hospital specific case studies was minimized to the extent possible in an 
attempt to mitigate the possibility of the development of specifics of the project 
proposal based upon information that is highly context specific. While it is possible 
to use such case studies and model the envisioned hospital upon a charitable 
hospital operating in a semi-urban area (which would thus imitate two of the 
arguably most pertinent and influential characteristics of the context of the 
project), such an approach would have proved anathemic to any scope for 
innovation that may have presented itself over the course of the project. Further, it 
would be necessary to identify the assumptions upon which specifics such as cost 
estimates and operational heuristics have been identified and to question the 
accuracy, relevance and applicability of such assumptions in the present project. 
Finally, by way of a crude, homogenizing generalization, information on the level of 
success that the implementation of such projects has encountered is found to be 
absent, as are details on issues that the project faced. The information placed 
within the public domain is found to be highly stylized and overly optimistic, at the 
risk of mis-representation of the de facto situation of the project. Further, the use 
of interviews with hospital administrators would be subject to similar 
epistemological criticisms, and result in data that is highly context specific and was 
subject to a severe sampling bias in terms of self selection, cherry picking, and the 
use of a sample that is not representative of the variations in the healthcare sector 
of the region as a whole. It is for these reasons that the use of hospital specific case 
studies was replaced by meta-analyses that can lay claim to stronger 
epistemological foundations, and minimize methodological issues across 
individual research and case studies by virtue of the aggregative modus operandi 
they use. The use of a meta-analysis further helps minimize the impact of possible 
measurement issues and cognitive biases that may affect underlying, individual 
studies. Finally, the meta-analyses enable the identification of both context-
agnostic heuristics and heuristics applicable in urban and rural areas, thus 
allowing for extrapolation and application to the project.  
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A similar principle with caveats was applied while researching the epidemiological 
profile of the district, state and the nation. The primary research of individual 
researchers/organizations/practitioners based upon empirical evidence was 
supplemented by the use of medical meta-analyses that used statistical 
aggregations techniques to substantiate the original epidemiological profile 
developed. 
I would however wish to identify here that the use of meta-analyses exposes the 
research and any interpretations, implications and applications developed upon 
the basis of such meta-analyses to fresh concerns, specifically the possibility for 
the use of studies that evaluate biased sample sizes, the realization that the 
conclusion of the meta-analysis is at the most as accurate and reliable as the 
validity of the premises and input data, and the concern that the outcome of a 
meta-analysis can be invalidated if it aggregates studies with differential 
methodologies and research objectives. 
Finally, quantitative data has been used to the extent possible, with qualitative 
considerations factored in order to control for missing data or a variation in the 
context of application of the information. 
 
2.2  Meetings and Interviews 
 
With Shri S. N. Dhingra: Details as in Appendix A 
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3. Project Specifics 
 
It is recommended that the trust establish a charitable society registered under the 
Indian Societies Registration Act, 1860, with the object of the society being relief of 
poverty through the provision of medical and surgical services free of charge, and 
otherwise, the provision of healthcare services at subsidized rates to the 
surrounding communities of the districts of Bathinda and Faridkot.  
 
The vision and mission statement of the society so formed have been identified 
below, in consonance with the specifics and principles that have been delineated 
for the hospital envisioned in Bathinda. It is recommended that the society 
associate itself with the niche that has been identified here, i.e. of locating hospitals 
in semi-urban areas that are witnessing a transformation into urban, developed, 
high density communities with a preponderant incidence of lifestyle, non-
communicable diseases, a shift away from a high burden of disease engendered on 
account of communicable diseases, and that are inadequately served by existing 
private and public sector infrastructure.  
 
Vision  

 To provide world class healthcare, treatments and interventions free of 
charge to non-insured BPL individuals and at subsidized prices to the 
remaining that shall render such quality care affordable and accessible to all 

 To provide comprehensive medical interventions and a holistic space for 
healing and improve the welfare and wellbeing of the communities we 
serve 

 
Mission  

 To provide services, using an evidence based approach, that reflects the 
present needs and future projected requirements of the nation, state and 
the district, based on epidemiological profiles  

 To locate hospitals in semi-urban communities that are on the cusp of such 
an epidemiological transition and require improvements to healthcare  

 To develop systems that incentivize continuous improvements in quality, 
and enable the provision of services far above minimally acceptable 
standards 

 To innovate in the processes that allow us to deliver quality healthcare 
 
Holding Structure 
The holding structure envisioned is pictorialized below. It has been recommended 
that a charitable society be established as opposed to allowing the JGSPCT to 
administer and manage the hospitals since the formation of such an administrative 
setup shall allow any hospital projects presently and to be envisioned to meet the 
requirements identified by PSU’s by way of allocating their CSR funds to NGO’s. 
Gail has published a CSR policy which requires that the executing agency for any 
projects/programmes it identifies for implementation be a society registered 
under the Societies Registration Act. Further, the formation and registration of a 
society is relatively painless, with few regulatory compliances to be obtained, and a 
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society possesses tax neutral status with respect to a trust or a section 25 
company.  
  
Figure 2: Recommended Holding Structure 

 
Additional reasons that warrant the establishment of the hospital under the aegis 
of a society are prescribed below: 
1. Provision of medical services falls under the definition of a charitable purpose. 
2. The society must utilize 85% of its income in any financial year (1st April to 

31st March) on the objects of the organisation. In case the organisation is 
unable to spend 85% of its income in the previous financial year due to late 
receipt of income or any other reason, the trustees may exercise the option to 
spend the surplus during the immediately following 12 months. Surplus income 
can also be accumulated for a specific project, for a specific maximum number 
of years, as prescribed 

3. Donations to society granted tax exemption under section 35ac and 80g. 
4. Objects of the society difficult to amend (greater control over direction and 

activities of society) 
5. Compliance with Companies act, 1956 not required with respect to meetings, 

annual filings etc. 
 
Further, all hospitals established by the society should be registered under the 
Clinical Establishments Bill, 2010. 
 
Facilities Provided 
It is recommended that the below mentioned departments, and all associated 
engineering and support services be established. The principles, and a discussion 
of the reasoning used to identify such departments has been elaborated below. 
 
Medical-Surgical Departments 

 Department of General Medicine 
 Department of Paediatric Medicine & Surgery 
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 Department of Psychiatry 
 Department of TB and Chest disease 
 Department of Cardiology 
 Department of Endocrinology 
 Department of Dermatology (skin and STD) 
 Department of Surgery (OPD, minor OT, OT) 
 Department of Orthopaedics 
 Department of Ophthalmology 
 Department of ENT 
 Department of Obstetrics and Gynaecology 
 Department of Radio-diagnosis & Radio-therapy (treatment of Cancers) 
 Department of Physical Medicine and Rehabilitation 

 
Hospital Supportive Services 

 Central Admitting Department  
 Medical Record Services (MRD)  
 Central Sterile Supply Department (CSSD)  
 Hospital Pharmacy  
 Hospital Stores  
 Hospital Kitchen  
 Hospital Laundry 

 
Hospital Engineering Services 

 Hospital House Keeping Department  
 Hospital Waste Management Department  
 Central Medical Gas Supply Department  
 Hospital Mortuary Services  
 Ambulance & Transport Services  
 Hospital Engineering Department  
 Water Supply & Sanitary Department  
 Hospital Administration Department 

 
India is currently undergoing an epidemiological transition, where in the burden of 
communicable diseases is gradually being reduced and that of non-communicable, 
chronic diseases is on the rise. Such a transition is associated with the increased 
urbanization of the nation and a concomitant increase in incidence of lifestyle 
diseases. The Cameron Institute has estimated that NCD’s (non-communicable 
diseases) resulted in just slightly over half of all Indian disease related fatalities in 
2004. A study released by the institute further identifies the following four chronic 
diseases in India:  

 Cardiovascular diseases (CVD) 
 Diabetes Mellitus 
 Chronic obstructive pulmonary disease 
 Cancer 

 



    
 

  
 
Copyright © 2013 Rakshak Foundation. All Rights Reserved.                        Page | 19  
  
 

Table 3: Estimated incidence of CVD, diabetes, COPD, cancers by 2015. 

 Incidence Mortality 

CVD  64 million cases  3.5 million deaths  

Diabetes  46 million cases  N/A  

COPD  22 million cases  N/A  

Cancer  2.5 million cases  .67 million deaths  

 
Even more relevant for the purposes of the project is the projection that India will 
bear 60% of the world’s burden of heart disease by 2008-10, and that Indians are 
more likely to have the kinds of heart disease that lead to worse outcomes. As of 
2005, CVD was the leading cause of death in India. 
 
Further, a background paper to the National Committee on Macroeconomics and 
Health has  identified 17 priority health conditions (Table 3) which pose significant 
public health problems, affecting all segments of the population. Identification of 
these conditions was based on three criteria:  
1. the likelihood of the burden of a specific health condition falling on the poor, 

such as infectious and vector-borne conditions, TB and many maternal and 
child health conditions;  

2. in the absence of interventions, the probability of a listed health condition 
continuing to impose a serious health burden on the Indian population in the 
future, say by 2015, such as cancers, cardiovascular conditions and diabetes, or 
new infections such as HIV/AIDS;  

3. the possibility of a health condition driving a sufficiently large number of 
people into financial hardship, including their falling below the poverty line.7 

 
Table 4: Burden of Disease, India 

Disease/Condition 
DALYS lost * 

1000 
Share in burden 

of disease (%) 

Communicable, maternal, perinatal conditions   

Tuberculosis 7,577 2.8 

HIV/AIDS 5,611 2.1 

Diarrhoeal diseases 22,005 8.2 

Malaria and other vector – borne conditions 4,200 1.6 

Leprosy 208 0.1 

Childhood diseases 14,463 5.4 

Otitis media 475 0.1 

Maternal and perinatal conditions 31,207 11.6 

Others 49,517 18.4 

   

Non – communicable conditions   

Cancers 8,992 3.4 

Diabetes 1,981 0.7 

Mental illness 22,944 8.5 

                                                           
7
 Based upon Disease Burden In India – Estimations and causal analysis, NCMH Background paper 
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Blindness 3,699 1.4 

COPD and asthma 4,061 1.5 

Cardiovascular diseases 26,932 10 

Oral diseases 1,247 0.5 

Others 18,801 7 

   

Injuries 45,032 16.7 

   

All listed conditions 2,00,634 74.6 

   

Others 68,319 25.4 

 
In accordance with the results established earlier, it is recommended that the 
hospital deliver services that focus upon the future, while maintaining a link with 
the present epidemiological profile of the nation and by implication, the state, by 
focusing upon the highlighted chronic diseases, as well as the ophthalmology 
department. Doing so will also allow the hospital to provide services that cater to 
the epidemiological profiles of both rural and urban populations.  
Further, as mentioned earlier, while the present status of the scheme is such that 
the hospital will witness low utilization of services by RSBY beneficiaries, there is 
significant scope for improving the awareness of BPL families in the districts of 
Faridkot and Bhatinda about the benefits of the scheme and improving enrollment 
under the scheme. Consequently, while the immediate impact of the hospital in 
terms of providing access to medical facilities to BPL families might be extremely 
limited, such a situation is liable to change as governmental efforts to increase 
enrolment under RSBY gather momentum. Consequently, it is also for the above 
reason that it is recommended that the first phase of the hospital concentrate upon 
NCD’s and reflecting the requirements of urban/semi-urban populations, due to 
the lack of sufficient demand from BPL – RSBY beneficiaries. 
 
Finally, the state government has acknowledged the rising burden of cancer, and 
the poor quality of present treatment facilities in the state. While plans are 
underway to develop a Tata Memorial Centre style cancer treatment facility in the 
state, the hospital can add value by using its unique donations based model to 
provide quality care at affordable prices. 
 
Business Model of the hospital 
A business model for the hospital, and any subsequent hospitals the trust/society 
may wish to develop has been identified that allows for the realization of the vision 
and mission statement of the society. The business model is identified and 
elaborated upon at length in the following pages.   
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Figure 3: Business Model 

 
 
The eight fundamental principles of the business model that have been identified 
are mentioned below: 

1. Solicitation of donations to cover all capital expenditures except 
maintenance/replacement costs of the hospital 

2. Accreditation with the NABH 
3. Empanelment with the Rashtriya Swasthya Bima Yojna Scheme 
4. Involvement with behavioural change and awareness campaigns (social 

model of health) 
5. Use of a corpus fund to meet operational expenses and cover depreciation 

charges 
6. Linkage of hospital with tertiary care facilities via telemedicine to provide 

comprehensive care 
7. Use of an evidence based approach for the identification of which services 

to provide 
8. Integration with local communities and stakeholders 

These are further explained below. 
 

1. Donations: 

It is recommended that donations be sourced to cover all infrastructure costs and 
medical equipment purchase costs, future and present, that are related to 
expansionary activities. Upgrade/replacement/maintenance costs shall be 
recovered otherwise through the interest accrued on a corpus fund. Such a 
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principle allows the hospital to lower the minimally acceptable cost of the services 
it provides, enabling it to identify price points that just meet its operational 
expenses, rather than charging in order to recover capital expenditures as well. 
The use of donations as opposed to a debt-equity mix thus aids in the provision of 
services at severely reduced rates with respect to private for-profit facilities, and 
allows for the hospital to realize its vision of providing healthcare that is affordable 
to all.  
 
Further, a report on philanthropy by Bain estimates that $1.5 billion worth of 
corporate giving was provided in 2011, that philanthropic giving from 2006 to 
2011 rose by 50%, $5 billion were given away in 2006, that India has the fastest 
growing population of high net worth individuals (investable assets of more than 
$1 million), and that philanthropic giving in India will increase as HNWI’s mature 
and become more comfortable with such forms of giving. Consequently, despite the 
large quantum of funds that has been estimated to be raised for the realization of 
this project, it is useful to remain cognizant of the tradition of philanthropy that 
has existed in India and that is being accentuated and strengthened in present 
times on account of the establishment of precedents in the recent past. 
 
Several facilitative steps which shall ease the solicitation of contributions and 
donations are identified below: 

1. Focus placed upon foundations, charities and societies to the extent 
possible to ensure continuity of association of the organization with the 
hospital, development of a long term relationship with the hospital 

2. Apply for tax exemption (Deduction is 50% of qualifying amount) under 
section 80G of tax code for the hospital as a whole 

3. Apply for tax exemption (Deduction is 100% of qualifying amount) under 
section 35AC of tax code for specific projects/wings of the hospital 

4. Register under FCRA (Foreign Contributions Regulation Act), 2010 for prior 
permission in order to solicit donations for construction of the hospital 
(doing so shall also require the hospital to establish a separate bank 
account for receipt of exclusively foreign contributions by way of meeting 
the provisions stipulated in the FCRA) 

5. Register with the FCRA 2010 for accepting donations for below mentioned 
activities:  
 Holding of free medical/health/family welfare/immunisation camps. 
 Supply of free medicine, and medical aids, including hearing aids, visual 

aids, family planning aids etc. 
 Provision of aids such as Tricycles, callipers etc. to the handicapped. 
 Treatment/Rehabilitation of drug addicts. 
 Awareness camp/Seminar/workshop/meeting/conference. 
 Awareness about Acquired Immune Deficiency Syndrome 

(AIDS)/Treatment and rehabilitation of persons affected by AIDS. 
6. Promote the concept of named donations, and develop donation ranges 

along with associated benefits (named ward, wing, etc.) 
7. Use of funds earmarked by organizations for meeting the CSR amendment 

to the Companies Act, 1956. The GoI has recently promulgated CSR norms 
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for organizations listed under the Companies Act, 1956, and for PSU’s – 
more than Rs. 5 crores in net annual profit = atleast 2% of profit expended 
on CSR activities. Department of Public Enterprise norms further identify 
“health and family welfare” and “sanitation and public health” as possible 
areas for CSR activities, wherein engagement must be project based, and 
not merely take the form of a donation to an organization.  
Finally, GAIL has published a model agreement and its CSR investment policy 
guidelines on its website, which outline payment plans for the construction 
of a new building, purchase of capital equipment, and purchase of 
transportation vehicles. It is reasonable to conjecture that other PSU’s have 
developed similar guidelines that will lend themselves to association with 
specific aspects of the hospital project. It shall therefore become 
significantly easier for the trust to raise the donations it needs if it can 
approach PSU’s and the corporate sector for donations by way of meeting 
their CSR obligations. 

 
2. NABH Accreditation 

It is recommended that the hospital seek accreditation with the National 
Accreditation Board for Hospitals and Healthcare Providers (NABH). Such 
accreditation is more than a mere hygiene factor for the following reasons: 

 All major, established hospitals have received such accreditation as a 
testament to the quality of the service they consistently provide 

 Such accreditation makes it easier to raise funds for future expansionary 
projects of the hospital 

 Staffing requirements are easier to meet if doctors, nurses and attendants 
are convinced that their work at the hospital will be nationally recognized 

 The time bound nature of the accreditation received implies that the 
hospital shall be required to re-apply for accreditation, and comply with 
enhanced levels of quality prescribed by the NABH, thus forcing 
improvements in the quality of care provided by the hospital 

 
3. RSBY Scheme 

The empanelment of the hospital with the Rashtriya Swasthya Bima Yojna that 
provides insurance cover of Rs. 30,000 to BPL families, individuals with a 
minimum of 15 days work under the MGNREGA scheme in the previous financial 
year, and daily wage earners drawing income from identified occupational groups 
shall expand the impact of the hospital upon the health of communities that are 
traditionally ignored by private sector firms and do not find representation or a 
voice within public sector programs. The sustainability of the business model 
comes from its reliance on the RSBY scheme which greatly expands access to 
healthcare for BPL communities by providing individuals in need of the service 
with the ability to pay. Further, empanelment with the RSBY is a cornerstone of the 
business model since there are no restrictions placed upon the manner in which 
funds received under the RSBY scheme are used. Since the package rates provided 
for under the scheme are updated to reflect market determined prices, the RSBY 
funds will help the hospital establish its corpus fund, the development of which 
will otherwise be exclusively be dependent on donations. Further, empanelment 
with the RSBY scheme helps the hospital enhance the effectiveness of the RSBY 
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scheme by increasing its coverage and reach, since the greater the number of 
hospitals empanelled with the scheme, the greater is the incentive for eligible 
families to register themselves with the scheme, thus driving families to register 
themselves with the insurance scheme.  
 

Some key criteria of the scheme that the hospital needs to fulfill by way of 
achieving empanelment are listed below: 

 Atleast 10 beds for primary inpatient care  
 A fully equipped operating theatre 
 Fully qualified, round the clock, doctors and nurses  
 Installation of smart card readers and finger print readers through 

authorized agencies 
 Approval of package rates for over 1000 procedures that will be charged to 

insurance holders 
 Registration of sonography and radiology equipment under PNDT act 
 Authorization of hospital under Biomedical Waste Management and 

Handling Act received from Punjab Pollution Control Board (renewed every 
3 years) 

 National Policy for Persons with Disabilities compliant (ramps + toilets for 
differently abled) 

 Registration with the IT department 
 Atleast 2-3 people who have undergone the RSBY training module and are 

staffed exclusively to work with the RSBY scheme 
 Internet/fax facility 
 Female attendants required to be present during examination of female 

patients 
 Round the clock supply of water and electricity (electricity backup and 

water storage tank) 
 

4. Social model of health 
Two models of health prevalent in the field of medical care that the hospital can 
simultaneously draw upon to identify the services it should provide by way of 
integration into local communities, meeting their requirements, and providing 
holistic, comprehensive care have been identified. It is recommended that the 
hospital follow both, as a means of not just responding to the needs of the 
surrounding communities, but also in order to proactively move to reduce the 
incidence and burden of disease in these communities. 

 Medical model of health - provide prophylactic, palliative, curative care  
 Social model of health – achieve behavioral change in communities through 

the utilization of awareness campaigns (eg. Anti tobacco and drinking 
campaigns), association with government programs (Nirmal Bharat 
Abhiyan, Total Sanitation Campaign etc., immunization programs, family 
planning programs), identify local NGO’s that can work with the hospital to 
induce behaviors that reduce the incidence of disease (eg. Awareness about 
issues associated with the practice of open defecation). Such a model would 
seek to reduce the incidence of disease, educate, promote healthy lifestyles, 
and consequently lower the disease burden on neighbouring communities.  
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5. Corpus Fund 

It is recommended that the hospital establish a corpus fund that cannot be drawn 
down upon to meet any costs, but the proceeds from the investment in fixed 
deposits of which can be used to meet business costs of all natures. Such a fund 
shall allow the hospital to provide treatments below cost where necessary, 
subsidize all interventions eventually contingent upon the establishment of a large 
enough corpus fund, and provide free treatment to uninsured BPL individuals, and 
families with annual incomes below Rs. 25000, in accordance with the provision of 
the Dhumal Committee Report. The establishment of a corpus fund is usually a 
major, and time intensive undertaking due to the Indian IT laws which specify that 
only donations which have been specifically earmarked by the donor to be utilized 
for the establishment/maintenance of a corpus fund, and when the total quantum 
of which does not exceed 15% of all donations raised by the hospital in the 
financial year can be utilized for said purpose. Additionally, only 15% of all 
internal accruals and surpluses can be accumulated towards a corpus fund under 
income tax laws. Thus, while IT laws do not encourage the formation of a corpus 
fund, the establishment of one is fundamental to ensuring the financial 
sustainability of the hospital.  
 
The quantum of the corpus fund to be established has been estimated on the basis 
of a pessimistic calculation of the revenue stream of the hospital in a recessionary 
year. It has been assumed that the hospital has been fully established at this point 
in time, and therefore, while the operational expenses of the hospital are at their 
highest level possible, the sources of income are unusually depressed. This gives us 
the worst case estimate of the shortfall the hospital can be expected to meet in a 
poor financial year. This value of the shortfall has been estimated at Rs. 1.6 crores. 
Assuming an interest rate of 9% on the corpus fund, the value of the fund is 
estimated at Rs. 17.6 crores. This figure includes a control for the provision of 
treatment free of charge to qualifying families, and is dependent upon the 
acceptance of the price structure for services that has been assumed for the 
purpose of the calculations.  
 
The long run expected shortfall is however estimated at Rs. 34.4 lakhs per annum, 
which shall require a fund of Rs. 3.82 crores to cover the shortfall. Consequently, 
while the minimum value of the fund required to be raised is approximately Rs. 4 
crores, the maximum estimated required value is Rs. 18 crores. 
   
Please refer to appendices C and H for details. 
  

6. Telemedicine 
It is recommended that the hospital adopt the following systems that shall allow 
the hospital to link with tertiary care facilities and provide comprehensive 
consultative and treatment care: 

 Video Conferencing 
Allows two way, real time interaction between the doctor, patient, and 
consultant at the tertiary care facility 

 Electronic Patient Records 
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Enables electronic distribution of records to consulting facilities, allowing 
for quick and accurate diagnosis 

 Medical Imaging 
Enables the doctor to transfer the reports in digital format to a tertiary care 
center 

 Medical Equipment Connectivity 
Enables inter-connection, networking and communication of devices such 
as CT Scan 

 
The telemedicine service should be implemented using a desktop web integrated 
telemedicine service such as e-Sanjeevani developed by C-DAC, Mohali, which 
precludes the need to set up a dedicated telemedicine room. Further, the hospital 
can explore the possibility of integration with the existing telemedicine network 
being developed in Punjab with the Post Graduate Institute of Medical Education 
and Research (PGIMER) at the centre of the network, and functioning as a 
mentoring and consulting institution.  
 

7. Evidence based Approach 
Please refer to the section on Facilities Provided, page 18 of this report for the 
details of this principle.  
 

8. Integration into local communities 
Due to the location of the hospital (semi-urban locality), and the critical shortage of 
trained and skilled manpower in the state, it is envisaged that the ability of the 
hospital to attract doctors and skilled paramedical and support staff shall be 
critical to its success. It is recommended that the hospital seek to work with local 
practitioners and established doctors, clinicians, and surgeons, as a means of de-
risking the project in terms of the availability of a critical input – doctors, and in 
terms of attracting a client base to the hospital.  
 
Hospital Design, Architecture, Accessibility & Energy Efficiency 
It is recommended that the hospital design be “green” and use automation where 
possible, with a view towards reducing the energy costs and staffing requirements, 
and thus operational costs of the hospital. Energy expenses are typically 3 to 8% of 
total expenses, 15 to 20% of operating + maintenance costs. A 30% saving in 
energy can increases profitability by 1%.8 The principle at work here is to shift 
expenditures away from variable costs, which would be recovered from the user 
fee charged to consumers or from RSBY reimbursements, and towards fixed costs, 
which are covered by donations. Design should provide for: 

 the use of natural lighting where possible  
 minimization of ambient noises 
 integrated lighting control systems with low consumption lighting 
 variable speed drives for air conditioning pumps 
 solar energy lighting and heaters 

 

                                                           
8
 HOSMAC Pulse, Dec 2010 
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Further, seven principles of the hospital design have been identified, it is 
recommended that these be followed during the design phase of the hospital. 

1. Provide a functional design that ensures efficient, safe and appropriate 
workspaces, and allows for minimal movement of patients 

2. Accommodate technical requirements for highly sophisticated equipment 
3. Create clear, segregated paths for movement of people and material within 

the building 
4. Create a humane environment for patients and staff – easy access for 

disabled (ramps, toilets for the disabled, use of Braille symbols and auditory 
cues in elevators etc.) 

5. Develop building systems that can accommodate rapid change 
6. Blend technical and functional requirements into a design that places 

people psychologically at ease 
7. Incorporate green principles, aim for LEED certification, use solar energy 

and natural lighting systems 
 
Further, keeping in view the potential of the state vis-à-vis solar power, and the 
broader benefits of such systems utilizing solar energy, the Government of Punjab 
has made the use of solar water heating systems mandatory vide order no. 
2/123/05-STE(3)370, dated. 20th January/6th February 2006 and Punjab 
Government Gazette notification dated 17th March, 2006 in hospitals and nursing 
homes including government hospitals. Accordingly, a cost-benefit evaluation of 
flat plate collector solar water heaters has been engaged in, utilizing data collated 
from the PEDA website. The hot water requirement of the hospital has been 
estimated at 80 litres per bed per day, the cost per unit kWh of electricity has been 
estimated at Rs. 4.5, resulting in a breakeven period of 3 years, and savings of 3 
lakh units of electricity annually, when operating at full bed capacity of 250 beds.  
Additionally, every 100 litre solar water heater results in the reduction of 
emissions by 1.5 tonnes of carbon dioxide per year. Appropriately, phase 1 will 
reduce contributions to emissions increase by 162 tonnes of carbon dioxide per 
year, while phase 2 will result in a reduction of emissions by 300 tonnes per year.9 
Please refer to Appendix G for details of the calculations used to estimate the hot 
water requirement of the hospital, and the feasibility of installing solar water 
heaters in compliance with Punjab government regulations.  
 
Cost Estimate 
The total cost of the project has been estimated at Rs. 73.2 crores. This is an all-
inclusive figure that provides for:  

1. Specific contingency funds for meeting working capital requirements for 
the duration of three years after Phase 1, and an additional three years after 
Phase 2 (the period during which an adequate corpus fund has not been 
established to meet operational costs of the hospital, with the assumption 
that two years during the implementation period of phase 1, three years 
since, one and a half years for the implementation of phase 2, and another 
three years since, or a total of 9.5 years shall be adequate time to raise the 
corpus). This fund shall also cover cash losses until the utilization ratio of 

                                                           
9
 http://peda.gov.in/eng/prom_solar.html 

http://peda.gov.in/eng/prom_solar.html
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the hospital reaches a level where earning before taxes and interest (EBIT, 
also profit after tax since no interest charges are envisioned, nor will taxes 
be levied due to the legal form of incorporation of the hospital) are atleast 
equal to the depreciation charge of the hospital assets. The quantum of the 
fund was estimated by summing the shortfalls over the relevant phase, and 
rounding this figure upwards to the nearest crore. 
Please refer to Appendix F for the details of the calculations estimating the 
quantum of the shortfalls estimated to be realized for a duration of three 
years after the completion of every phase. 
 

2. General contingency fund to cover inflationary increases in construction 
costs and medical equipment costs over the implementation period of the 
project (estimated at 2 years for the first phase, 1.5 years for the second 
phase), and exchange rate fluctuations that will affect costs of all medical 
equipment that has to be imported. The value of the fund has been 
estimated on the basis of the present inflation rate, calculated using WPI 
figures from the Office of the Economic Advisor, GoI, using a markup for the 
inflation during the second year of the project. The relevant inflationary 
increase in costs is then applied to the total cost of the equipment estimated 
to be required for Phase 1, and the additional increase in costs is applied to 
the remaining equipment required.  
Please refer to Appendix L for the details of the calculations estimating the 
quantum of the contingency fund. 
 

3. Fund to meet preliminary and pre-operative expenses, including financial 
consultancy services, hospital consultancy charges, hospital architectural 
planning and design, engineering consultancy charges, travel costs, 
expenses during the implementation period of the project (wage expenses, 
training and travel expenses), advertisement costs, and costs associated 
with the formation of the society and registration of the hospital under the 
Clinical Establishments Bill.  
Please refer to Appendix K for the details of the calculations estimating the 
quantum of the preliminary and postoperative expenses fund. 
 

4. The cost of purchase of medical equipment was based upon an initial 
estimate obtained from the project report of the Mahatma Gandhi Hospital 
Project, initiated by the India Education Trust. A 5% inflationary increase 
was applied to bring the costs in line with the estimated costs in 2013. The 
cost of the equipment required for Phase 1 of the hospital was estimated at 
2/3rds of the total cost obtained earlier, assuming that any expansion of the 
capacity of the hospital would only result in a more intensive use of existing 
facilities. However, as the hospital carves out a name for itself on the basis 
of its unique value proposition, it is also reasonable to expect that demand 
for its services would cease to function as a constraining factor. 
Consequently, it is envisaged that an increase in the equipments made 
available to the hospital would be necessitated.  
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Please refer to Appendix B for the details of the calculations estimating the 
cost of medical equipment to be purchased across the two phases of the 
hospital 
 

5. Cost of construction of buildings, inclusive of the cost of furnishing of the 
buildings has been estimated at Rs. 44.4 crores across both the phases. This 
cost has been estimated on the basis of a construction cost of Rs. 1400 per 
square foot. A figure of around Rs. 667 per square foot was obtained from 
the project proposal reports of several hospitals. This figure was adjusted 
for a yearly inflation rate of 9%, which gives a construction cost of Rs. 1120 
per sq. ft., and a final figure of Rs. 1400 when adjusted for furnishings and 
furniture.  
Please refer to Appendix B for the details of the calculations estimating the 
cost of construction of the hospital 

Further, please refer to Appendix J for details of the cost of the project across 
Phase 1, and to Appendix I for details of the cost of the project across both the 
phases. 
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Additional Recommendations 

 
Change of Land Use 
Change of land use regulations were looked into, since the land has currently been 
zoned for agricultural use. CLU processes are usually time consuming, however, 
recently, several welcome changes have been made to the CLU process whereby 
CLU is granted by the senior town planner, of the Department of Town and 
Country Planning, for land of upto 25 acres in size for residential, industrial and 
institutional purposes besides CLUs for commercial purposes to the projects of up 
to 2 acres. The grant of a CLU in a notified planning area and areas where master 
plans have not been notified or where a non-statutory master plan exists would 
continue to come to the office of Punjab Chief Town Planner, as usual. Also, a CLU 
in an area outside the notified local planning area would be granted by the STP 
concerned within the limits of the other above mentioned areas.  Accordingly, an 
application must be made to the Senior Town Planner of the Bathinda 
Development Authority, along with a DD for Rs. 12000/-, (Rs. 5000 for the first 
acre, and Rs 1000 per acre thereafter). It is recommended that the application for a 
CLU be made as soon as possible in order to expedite the beginning of construction 
work upon the land.  
 
Building Plan Sanction 
Any architectural plans of the hospital so developed shall need sanction from the 
Bathinda Development Authority. The building plans can be implemented subject 
to sanction within 60 working days. A security fee of Rs. 50,000 per acre, 2000 per 
acre for boundary wall (all security fees refundable after completion), and a 
scrutiny fee of Rs. 5 per sq. ft. of covered area is payable to the BDA for the 
approval of such plans.  
 
Depreciation Policy 
A depreciation policy has been developed for the hospital, and is appended in 
Appendix N. Depreciation rates were estimated based upon the higher of the 
annual depreciation charge stipulated in Schedule XIV of the Companies Act or the 
estimated useful life of the asset. 
 

Scope for future expansion 
The project, as currently envisioned, requires for construction of only 2,08,000 sq. 
ft. of space over a possible 7,89,525 sq. ft. in keeping with the ground coverage 
ratio and FAR designated by PUPDA norms. This leaves the hospital with 
significant scope for expansion in the future, given that it has an additional 
5,71,125 sq. ft. of possible construction area left to develop. This shall allow for the 
recharacterization of the hospital as a tertiary care, multi-specialty facility in due 
course of time, the expansion of the hospital’s facilities to accommodate the same, 
and the construction of a nursing college on the premises of the hospital.  
Please refer to Appendix D for the details of the FAR and area per bed calculations.  
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Appendices 

Appendix A 

Meetings and Interviews 

Date: April 04, 2013 

Time: 5:00 PM 

Duration of Discussion: 60 minutes 

Discussion:  

1. Current status of the project 

2. Scope of the project – (Finances, Operations, Marketing, Legal aspects of the 

project) 

3. Motivation 

4. Objectives 

Deliverables: 

1. Familiarize with the basics of the healthcare sector in India 

2. Explore current models that are being implemented in India 

3. Identify deviations/improvements/incongruities between present models and 

requirements of the project 

4. Identify legislative constraints 
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Date: April 15, 2013 

Time: 1:00 PM 

Duration of Discussion: 90 minutes 

Discussion:  

1. Discussed the current status of the project, and progress made (as detailed in 

the weekly report) 

2. Discussed the possibility of affiliating the hospital with a religious foundation 

that will make soliciting donations easier. The outcome of the discussion was to 

propose a general principle that the trust, while soliciting donations from all 

possible sources, avoid making any concessions by way of the name of the 

hospital to such foundations to the extent possible, in an attempt to avoid any 

possible negative implications of an association with religious organizations. 

The principle of named donations that the trust will employ still remains 

universally applicable, with the caveat that it now cannot be applied to the 

name of the hospital as far as donations from a religious organization as 

concerned, except in the most dire of fund-raising circumstances.  
3. Discussed a field visit to the land that has been made available for the 

construction of the hospital, in order to determine epidemiology of diseases in 

surrounding populations. 

Deliverables: 

1. Research modalities of developing association with religious organizations 

2. Research statutory and safety compliance norms 

3. Develop survey to be administered 

4. Research benefits of registration of hospital under Section 25 of Companies Act, 

1956 vs benefits and restrictions imposed on registration as a charitable trust 

hospital 

5. Identify heuristics for determining size of the hospital (number of beds) 

6. Administer survey in region to determine medical requirements of people 

7. Estimate cost structure of the project and determine whether package rates of 

RSBY would be acceptable or not  

8. Research role of telemedicine in alleviating staffing concerns in rural areas 

9. Research business model of Glocal Healthcare 

10. Look at reports of hospitals to establish best practices, concerns, and relevant 

operating ratios 
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11. Explore possibility of allowing third party to operate hospital under a PPP 

(Public Private Partnership) model 
12. Research the National Rural Health Mission program 
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Date: May 6, 2013 

Time: 1:00 PM 

Duration of Discussion: 75 minutes 

Discussion:  

1. Discussed the current status of the project, and progress made (as detailed in 

the weekly report) 

2. Discussed the vision of the project, and the practicality of raising over Rs. 40 

crores by way of donations and contributions in order to erect a world class 

hospital.  

Deliverables: 

1. Research benefits of registration of hospital under Section 25 of Companies Act, 
1956 vs benefits and restrictions imposed on registration as a charitable trust 
hospital 

2. Research role of telemedicine in alleviating staffing concerns in rural areas 
3. Look at reports of hospitals to establish best practices, concerns, and relevant 

operating ratios 
4. Research the National Rural Health Mission program 

5. Research statutory and safety compliance norms 
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Appendix B: Hospital Department Specifics 

 

    
Beds Medical Equipment Construction Costs 

  

Area 
per 
floor 

# 
flo
or
s 

Total 
Area 

End 
- 
Pha
se 1 

End 
- 
Pha
se 2 Phase 2 - End 

Phase 1 - 
End 

End - Phase 
2 

End - 
Phase 1 

Ophthalmic 
Department 9000 2 18000 10 25 Rs. 23,63,035 

Rs. 
15,75,357 

Rs. 
2,52,00,000 

Rs. 
1,26,00,0

00 

Paediatric + 
Paediatric 
surgery 
Department 

1000
0 1 10000 15 15 Rs. 20,25,286 

Rs. 
20,25,286 

Rs. 
1,40,00,000 

Rs. 
1,40,00,0

00 

Gynaecology + 
Obstetrics + 
Postpartum 8000 2 16000 10 20 

Rs. 
1,79,06,211 

Rs. 
1,19,37,474 

Rs. 
2,24,00,000 

Rs. 
1,12,00,0

00 

Orthopaedic 9000 1 9000 15 15 57,89,213 
Rs. 

57,89,213 
Rs. 

1,26,00,000 

Rs. 
1,26,00,0

00 

ENT 3000 2 6000 5 10 Rs. 28,38,935 
Rs. 

18,92,623 
Rs. 

84,00,000 
Rs. 

42,00,000 

General 
Medicine 9000 2 18000 15 35 

Rs. 
2,30,42,562 

Rs. 
1,53,61,708 

Rs. 
2,52,00,000 

Rs. 
1,26,00,0

00 

Cardiology 
1100

0 2 22000 15 30 Rs. 20,03,698 
Rs. 

13,35,799 
Rs. 

3,08,00,000 

Rs. 
1,54,00,0

00 

Cancer (Radio- 
diagnosis + 
therapy) 

1000
0 2 20000 15 35 

Rs. 
6,51,60,555 

Rs. 
4,34,40,370 

Rs. 
2,80,00,000 

Rs. 
1,40,00,0

00 

Chest + 
Respiratory 
diseases 7000 2 14000 5 10 Rs. 20,03,698 

Rs. 
13,35,798.6

7 
Rs. 

1,96,00,000 
Rs. 

98,00,000 

Endocrinology 8000 2 16000 5 10 Rs. 20,03,698 

Rs. 
13,35,798.6

7 
Rs. 

2,24,00,000 

Rs. 
1,12,00,0

00 

Physical 
medicine and 
rehabilitation 6000 1 6000 

- - 
Rs. 19,14,422 

Rs. 
19,14,422 

Rs. 
84,00,000 

Rs. 
84,00,000 

General 
Surgery 9000 2 18000 20 35 

Rs. 
2,38,96,203 

Rs. 
1,59,30,802 

Rs. 
2,52,00,000 

Rs. 
1,26,00,0

00 

Dermatology 3000 2 6000 5 10 Rs. 1,81,870 
Rs. 

1,21,247 
Rs. 

84,00,000 
Rs. 

42,00,000 

Psychiatry 3000 1 3000 
- - 

Rs. 14,79,210 
- 

Rs. 
42,00,000 Rs. 0 

Engineering 
and Supportive 
Services 8000 2 16000 

- - - - Rs. 
2,24,00,000 

Rs. 
2,24,00,0

00 

Additional 5000 2 10000 
- - - - 

Rs. 
1,40,00,000 

Rs. 
70,00,000 

Column Totals 
1180

00 
 

208000 135 250 
Rs. 

15,26,08,596 

Rs. 
10,39,95,89

8 

Rs. 
29,12,00,00

0 

Rs. 
16,52,00,

000 

Total cost of establishing 
hospital             

Rs. 
44,38,08,59

6 

Rs. 
26,91,95,

898 
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Appendix C: Operational Expenses 

 

  
Phase 1 - End Phase 2 - End 

  
  Salary 

No. 
required 

Annual 
expense 

No. 
required 

Annual 
expense 

Chief Administrator 24000 1 Rs. 2,88,000 1 Rs. 2,88,000 

Psychiatrist 13600 1 Rs. 1,63,200 1 Rs. 1,63,200 

Staff Nurses 8000 17 
Rs. 

16,20,000 31 
Rs. 

30,00,000 

Cytotechnician 13600 1 Rs. 1,63,200 2 Rs. 3,26,400 

Pharmacist 13600 4 Rs. 6,52,800 6 Rs. 9,79,200 

OT staff nurse 9600 8 Rs. 9,21,600 12 
Rs. 

13,82,400 

Ophthalmic Surgeon 49600 2 
Rs. 

11,90,400 4 
Rs. 

23,80,800 

Ophthalmic Technician 12800 3 Rs. 4,60,800 5 Rs. 7,68,000 

Paramedical staff 9600 8 Rs. 9,21,600 14 
Rs. 

16,12,800 

Physiotherapists 8800 2 Rs. 2,70,000 4 Rs. 4,22,400 

ENT surgeon 36000 2 Rs. 8,64,000 4 
Rs. 

17,28,000 

Radiologist 72000 1 Rs. 8,64,000 2 
Rs. 

17,28,000 

Dental surgeon 36000 1 Rs. 4,32,000 4 
Rs. 

17,28,000 

Pathologist 16000 2 Rs. 3,84,000 4 Rs. 7,68,000 

Pathologist MD 36000 1 Rs. 4,32,000 1 Rs. 4,32,000 

Cardiologist 36000 2 Rs. 8,64,000 4 
Rs. 

17,28,000 

Cardiologist MD 64000 1 Rs. 7,68,000 1 Rs. 7,68,000 

Physician 32000 3 
Rs. 

11,52,000 5 
Rs. 

19,20,000 

Paediatrician 32000 2 Rs. 7,68,000 4 
Rs. 

15,36,000 

Gynaecologist 32000 2 Rs. 7,68,000 4 
Rs. 

15,36,000 

Orthopedic surgeon 48000 2 
Rs. 

11,52,000 4 
Rs. 

23,04,000 

Energy expenses 
  

Rs. 
48,60,000 

 

Rs. 
90,00,000 

Depreciation charges 
  

Rs. 
73,52,509.97 

 

Rs. 
1,07,89,428 

  
    

  

Operational Expenses 
  

Rs. 
2,73,12,110 

 

Rs. 
4,72,88,628 

Operational Expenses 
– monthly     

Rs. 
22,76,009   

Rs. 
39,40,719 
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Appendix D: FAR and Area per bed calculations 
 

Initial number of beds 135 

Initial area per bed (sq. ft.) 874 

Final number of beds 250 

Final area per bed (sq. ft.) 832 

  Total ground area available (sq. 
ft.) 315810 

FAR 2.5 

Permissible total floor area (sq. 
ft.) 789525 

Residential Area allowed (sq. ft.) 39476 

Remainder (sq. ft.) 750048 

Ground coverage allowed  40% 

Ground coverage (sq. ft.) 126324 

No. of floors needed 6.25 

  Phase 1 utilization is for (sq. ft.) 118000 

Area left for expansion (sq. ft.) 671525 

  Post Phase 2 
 Area constructed (sq. ft.) 208000 

Residential area (sq. ft.) 10400 

Total utilized (sq. ft.) 218400 

Area left (sq. ft.) 571125 
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Appendix E: Energy Consumption and Cost estimates 
 

Energy cost Phase 1 Phase 2 

 

Lower limit 
(1) 

Lower limit 
(1) 

Upper limit 
(1) 

CII Estimate 
(2) 

Energy consumed 
(kWh/bed/year) 8000 8000 25000 36500 

Cost per kWh (Rs.) 4.5 4.5 4.5 4.5 

Total cost (for all beds) 
Rs. 

48,60,000 
Rs. 

90,00,000 
Rs. 

2,81,25,000 
Rs. 

4,10,62,500 
Annual energy requirement 
(kWh) 1080000 2000000 6250000 9125000 

Annual energy requirement 
(mWh) 1080 2000 6250 9125 

Source1: Energy Efficiency in Hospitals: Best Practice Guide, USAID 

Source2: A report on Energy efficient hospitals - visiting the realities, CII, Schneider 
Electric, S.L. Raheja Hospital 

Lower estimate used since the estimated energy consumed includes tertiary care 
facilities 
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Appendix F: Revenue Stream Estimates 

 

  
Phase 1 Phase 2     

   
Year 1 Year 2 Year 3 Year 1 Year 2 Year 3 

  

Estimat
ed 
charges 

Annual 
income 

Annual 
income 

Annual 
income 

Annual 
income 

Annual 
income 

Annual 
income 

OPD 
General 
fees   Rs. 30 

Rs. 
32,40,000 

Rs. 
54,00,00

0 

Rs. 
75,60,00

0 

Rs. 
86,40,00

0 

Rs. 
97,20,0

00 

Rs. 
1,08,00,

000 

OPD 
Special fees 

 
Rs. 120 

Rs. 
21,60,000 

Rs. 
30,24,00

0 

Rs. 
38,88,00

0 

Rs. 
38,88,00

0 

Rs. 
43,20,0

00 

Rs. 
47,52,00

0 

General 
Ward 

 
Rs. 30 

Rs. 
4,75,200 

Rs. 
7,12,800 

Rs. 
9,50,400 

Rs. 
9,79,776 

Rs. 
14,33,3

76 

Rs. 
18,14,40

0 

Private 
Ward 

 
Rs. 320 

Rs. 
11,52,000 

Rs. 
17,28,00

0 

Rs. 
23,04,00

0 

Rs. 
19,90,65

6 

Rs. 
29,12,2

56 

Rs. 
36,86,40

0 

Pharmacy - 
OPD 

 
Rs. 30 

Rs. 
6,48,000 

Rs. 
10,80,00

0 

Rs. 
15,12,00

0 

Rs. 
17,28,00

0 

Rs. 
19,44,0

00 

Rs. 
21,60,00

0 

Pharmacy - 
IPD 

 
Rs. 60 

Rs. 
2,16,000 

Rs. 
1,51,200 

Rs. 
1,94,400 

Rs. 
1,94,400 

Rs. 
2,16,00

0 
Rs. 

2,37,600 

Physiother
apy 

 
Rs. 20 

Rs. 
1,12,500 

Rs. 
1,87,500 

Rs. 
2,62,500 

Rs. 
3,00,000 

Rs. 
3,37,50

0 
Rs. 

3,75,000 

Normal 
Xrays 

 
Rs. 70 

Rs. 
21,00,000 

Rs. 
33,60,00

0 

Rs. 
46,20,00

0 

Rs. 
51,45,00

0 

Rs. 
57,75,0

00 

Rs. 
64,05,00

0 

Special 
Xrays 

 
Rs. 120 

Rs. 
5,40,000 

Rs. 
9,00,000 

Rs. 
12,60,00

0 

Rs. 
14,40,00

0 

Rs. 
16,20,0

00 

Rs. 
18,00,00

0 

MRI 
 

Rs. 500 
Rs. 

2,81,250 
Rs. 

4,68,750 
Rs. 

6,56,250 
Rs. 

7,50,000 

Rs. 
8,43,75

0 
Rs. 

9,37,500 

CT Scan 
 

Rs. 300 
Rs. 

3,37,500 
Rs. 

5,62,500 
Rs. 

7,87,500 
Rs. 

9,00,000 

Rs. 
10,12,5

00 

Rs. 
11,25,00

0 

Ultrasound 
 

Rs. 50 
Rs. 

1,12,500 
Rs. 

1,87,500 
Rs. 

2,62,500 
Rs. 

3,00,000 

Rs. 
3,37,50

0 
Rs. 

3,75,000 

Routine 
Lab 
Investigatio
ns 

 
Rs. 60 

Rs. 
18,00,000 

Rs. 
28,80,00

0 

Rs. 
39,60,00

0 

Rs. 
44,10,00

0 

Rs. 
49,50,0

00 

Rs. 
54,90,00

0 

Special Lab 
Investigatio
ns 

 
Rs. 100 

Rs. 
1,35,000 

Rs. 
2,25,000 

Rs. 
3,15,000 

Rs. 
3,60,000 

Rs. 
4,05,00

0 
Rs. 

4,50,000 

Medicine & 
Allied 
Subjects 

General 
patients Rs. 40 

Rs. 
3,16,800 

Rs. 
4,75,200 

Rs. 
6,33,600 

Rs. 
6,53,184 

Rs. 
9,55,58

4 

Rs. 
12,09,60

0 

  
Private 
patients Rs. 80 

Rs. 
1,44,000 

Rs. 
2,16,000 

Rs. 
2,88,000 

Rs. 
2,48,832 

Rs. 
3,64,03

2 
Rs. 

4,60,800 

Surgery & 
Allied 
Subjects 

Minor - 
Private Rs. 200 

Rs. 
2,25,000 

Rs. 
3,37,500 

Rs. 
4,50,000 

Rs. 
3,88,800 

Rs. 
5,68,80

0 
Rs. 

7,20,000 
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Major - 
Private 

Rs. 
1,500 

Rs. 
10,12,500 

Rs. 
15,18,75

0 

Rs. 
20,25,00

0 

Rs. 
17,49,60

0 

Rs. 
25,59,6

00 

Rs. 
32,40,00

0 

  
Minor – 
General Rs. 200 

Rs. 
9,90,000 

Rs. 
14,85,00

0 

Rs. 
19,80,00

0 

Rs. 
20,41,20

0 

Rs. 
29,86,2

00 

Rs. 
37,80,00

0 

  
Major - 
General Rs. 800 

Rs. 
23,76,000 

Rs. 
35,64,00

0 

Rs. 
47,52,00

0 

Rs. 
48,98,88

0 

Rs. 
71,66,8

80 

Rs. 
90,72,00

0 

Obstetrics 
& 
Gynaecolog
y 

Neonat
al Rs. 100 

Rs. 
1,50,000 

Rs. 
1,80,000 

Rs. 
2,10,000 

Rs. 
2,10,000 

Rs. 
2,10,00

0 
Rs. 

2,10,000 

  
Caesare
an Rs. 800 

Rs. 
4,80,000 

Rs. 
7,20,000 

Rs. 
9,60,000 

Rs. 
12,00,00

0 

Rs. 
12,00,0

00 

Rs. 
12,00,00

0 

  

Gynaec
ology - 
major Rs. 800 

Rs. 
4,80,000 

Rs. 
7,20,000 

Rs. 
9,60,000 

Rs. 
12,00,00

0 

Rs. 
12,00,0

00 

Rs. 
12,00,00

0 

  

Gynaec
ology - 
minor Rs. 200 

Rs. 
3,00,000 

Rs. 
3,60,000 

Rs. 
4,20,000 

Rs. 
4,20,000 

Rs. 
4,20,00

0 
Rs. 

4,20,000 

  

Obstetri
cs - 
minor Rs. 300 

Rs. 
4,50,000 

Rs. 
5,40,000 

Rs. 
6,30,000 

Rs. 
7,20,000 

Rs. 
7,20,00

0 
Rs. 

7,20,000 

Total 
revenue 

  

Rs. 
2,02,34,250 

Rs. 
3,09,83,7

00 

Rs. 
4,18,41,

150 

Rs. 
4,47,56,3

28 

Rs. 
5,41,77,

978 

Rs. 
6,26,40,

300 

Control for 
BPL 
families 

  

Rs. 
1,82,10,825 

Rs. 
2,47,86,9

60 

Rs. 
2,92,88,

805 

Rs. 
3,58,05,0

62 

Rs. 
4,33,42,

382 

Rs. 
5,01,12,

240 

Shortfall 
  

Rs. 
91,01,285 

Rs. 
25,25,15

0 

Rs. -
19,76,69

5 

Rs. 
1,14,83,5

65 

Rs. 
39,46,2

45 

Rs. -
28,23,61

2 

Corpus 
Requireme
nt     

Rs. 
10,11,25,38

9 

Rs. 
2,80,57,2

22 

Rs. -
2,19,63,

278 

Rs. 
12,75,95,

170 

Rs. 
4,38,47,

170 

Rs. -
3,13,73,

470 

 
Assumptions made as inputs to revenue stream calculations 

 
End - Phase 1 End – Phase 2 

 
Year 1 Year 2 Year 3 Year 1 Year 2 Year 3 

Attendance - OPD - per day 300 500 700 800 900 1000 

Attendance - IPD - per day 50 70 90 90 100 110 

Profit on sale of medicines 20% 20% 20% 20% 20% 20% 

Bed occupancy 40% 60% 80% 43% 63% 80% 
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Appendix G: Water requirement and Solar Water Heater feasibility calculations 

 

Water Requirements 
 

Phase 1 Phase 2 - End 

Maximum (liters/bed/day) 
 

800 800 

Avg. District hospital 
 

375 375 

Required (liters/day) 
 

108000 200000 

Annual requirement 
 

39420000 73000000 

    Flat Plate Solar Water Heater 
   Cost 100 LPD FPC 
 

26000 26000 

Subsidy 
 

6600 6600 

Net cost 
 

19400 19400 

Hot water requirement (litres/bed/day) 80 80 

Required (liters/day) 
 

10800 20000 

No. of FPC's required 
 

108 200 

Total Cost 
 

Rs. 20,95,200 Rs. 38,80,000 

Annual electricity savings - units/FPC 1500 1500 

Annual savings (Rs. / FPC) 
 

6750 6750 

Total savings (Units) 
 

162000 300000 

Total annual saving (Rs.) 
 

Rs. 7,29,000 Rs. 13,50,000 

Breakeven period (years) 
 

3 3 
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Appendix H: Corpus Fund quantum calculations 

 

   
Worst Case Estimate 

   
Annual income 

OPD General fees   Rs. 30 Rs. 75,60,000 

OPD Special fees 
 

Rs. 120 Rs. 33,26,400 

General Ward 
 

Rs. 30 Rs. 12,70,080 

Private Ward 
 

Rs. 320 Rs. 25,80,480 

Pharmacy - OPD 
 

Rs. 30 Rs. 15,12,000 

Pharmacy - IPD 
 

Rs. 60 Rs. 1,66,320 

Physiotherapy 
 

Rs. 20 Rs. 2,62,500 

Normal Xrays 
 

Rs. 70 Rs. 44,83,500 

Special Xrays 
 

Rs. 120 Rs. 12,60,000 

MRI 
 

Rs. 500 Rs. 6,56,250 

CT Scan 
 

Rs. 300 Rs. 7,87,500 

Ultrasound 
 

Rs. 50 Rs. 2,62,500 

Routine Lab Investigations 
 

Rs. 60 Rs. 38,43,000 

Special Lab Investigations 
 

Rs. 100 Rs. 3,15,000 

Medicine & Allied Subjects General patients Rs. 40 Rs. 8,46,720 

  Private patients Rs. 80 Rs. 3,22,560 

Surgery & Allied Subjects Minor - Private Rs. 200 Rs. 5,04,000 

  Major - Private Rs. 1,500 Rs. 22,68,000 

  Minor - General Rs. 200 Rs. 26,46,000 

  Major - General Rs. 800 Rs. 63,50,400 

Obstetrics & Gynaecology Neonatal Rs. 100 Rs. 2,10,000 

  Caesarean Rs. 800 Rs. 12,00,000 

  Gynaecology - major Rs. 800 Rs. 12,00,000 

  Gynaecology - minor Rs. 200 Rs. 4,20,000 

  Obstetrics - minor Rs. 300 Rs. 7,20,000 

Total revenue 
  

Rs. 4,49,73,210 

Control for BPL families 
  

Rs. 3,14,81,247 

Shortfall 
  

Rs. 1,58,07,381 

Corpus Requirement     Rs. 17,56,37,564 

    Attendance - OPD - per day 
  

700 

Attendance - IPD - per day 
  

77 

Profit on sale of medicines 
  

20% 

Bed occupancy 
  

56% 
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Appendix I: Project Cost estimates by the end of Phase 2 

 

Total Cost Estimate for Project 

Project Cost Components In Rs. Relative % 

Land Nil   

Building Rs. 29,12,00,000 52% 

Medical Equipment Rs. 15,26,08,596 27% 

Preliminary, pre-operative expenses Rs. 3,50,00,000 6% 

Contingency fund Rs. 2,75,31,731 5% 

Working Capital contingency Rs. 5,00,00,000 9% 

Total Rs. 55,63,40,327   

  
 

  

Corpus fund requirement Rs. 17,56,37,564   

Total Amount to be raised Rs. 73,19,77,890   

  
 

  

Cost per bed Rs. 22,25,361.3   

Experience of Apollo Rs. 40,00,000   
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Appendix J: Project Cost estimates – end of Phase 1 

 

Cost estimate - immediate requirements 

Project Cost Components In Rs. Relative % 

Land Nil   

Building Rs. 16,52,00,000 51% 

Medical Equipment Rs. 10,39,95,898 32% 

Preliminary, pre-operative expenses Rs. 2,00,00,000 6% 

Contingency fund Rs. 1,70,99,651 5% 

Working Capital contingency Rs. 2,00,00,000 6% 

Total Rs. 32,62,95,549   

  
 

  

Cost per bed Rs. 24,17,004   

Experience of Apollo Rs. 40,00,000   
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Appendix K: Details – Preliminary and Postoperative expenses – Phase 1 + 2 

 

Prelim + Postop Expenses - Phase 1 
 Financial Consultancy 

Rs. 
1,50,00,00

0 

Hospital Consultancy Services 

Architectural Planning and Designing 

Engineering Consultancy Services 

Other Prelim - Postop Expenses (advertising, registration of hospital, 
formation of holding society et.) 

Rs. 
50,00,000 

  Prelim + Postop Expenses - End Phase 2 
 

Only consultancy service charges incurred 

Rs. 
1,50,00,00

0 
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Appendix L: Details – Contingency Fund Calculations – Phase 1 + 2 

 

Contingency Fund - Phase 1 

Inflation - medical equipment Rs. 88,39,651.30 

Escalation - remaining project costs Rs. 82,60,000 

  
Total – Phase 1  Rs. 1,70,99,651 

  Contingency Fund - Phase 2 End 

Inflation - medical equipment Rs. 1,29,71,730.660 

Escalation - remaining project costs Rs. 1,45,60,000 

 Total fund – complete project 
  Rs. 2,75,31,730.660 
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Appendix M: Cost of compliance with Biomedical Waste Management and 

Handling Rules 

 

Incinerator/Microwave Rs. 35,00,000 

Shredder (100 to 360 kg/hr) Rs. 10,00,000 

Autoclave (1015 litres) Rs. 30,00,000 

Waste transport (wheeled carriage) Rs. 50,000 

Civil and electrical works Rs. 2,50,000 

Literature/training of staff Rs. 2,00,000 

Equipment for disposal of wastes Rs. 5,00,000 
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Appendix N: Recommended Depreciation Policy 

 
Asset Rate of Depreciation (p.a.) 
Furniture and Fittings 6.33% 
Leasehold Improvements 20.00% 
Leasehold Improvements – Furniture 6.33% 
Office Equipment 4.75% 
Air Conditioners 4.75% 
Electrical Installation 4.75% 
Computers 16.21% 
Broadband Connections 16.21% 
Vehicles 9.50% 
Medical Equipments 7.07% 
Vehicles -Motor vehicle 20.00% 
Hospital Buildings 3.33% 
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Rakshak Foundation is a 501(c)(3) non-profit organization headquartered in Santa 

Clara, California. It partners with Rakshak Foundation NGO, New Delhi, India. It 

researches different public policy issues and creates awareness about them. Rakshak 

Foundation sponsors Seminars on public policy matters, sponsors activities to involve 

the youth in social issues including volunteerism and supports programs to help the 

needy. Rakshak’s Summer Internship Program is aimed at providing an opportunity to 

highly motivated college students to work on complex real life social/national 

problems under the mentorship of experts and policy makers. 
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