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Original Article

In India 2-2.5 million cases of cancer patients are seen at any given point of time. Every year 7-9 

lakh new cases are being detected and nearly half of these cases die each year. Average cost of 

treatment for any cancer in India ranges from Rupees 3-5 Lakhs per patient. Rajiv Aarogyasri 

Community Health Insurance scheme provides free Tertiary Care, making cancer care 

accessible to the Below Poverty Line families. Objectives of this work were to assess the 

utilisation of Rajiv Aarogyasri Community Health Insurance Scheme for accessing Cancer Care 

Services. The data was collected from the registry of Rajiv Aarogyasri beneficiaries in 

Khammam District, Andhra Pradesh for the year 2008-09. The findings were tabulated based 

on the objectives of study. The number of beneficiaries registered in the year 2008-09 was 

8996 out of which 2114 beneficiaries were suffering from cancer. The overall utilisation of 

Rajiv Aarogyasri Community Health Insurance Scheme among male and female beneficiaries 

was equal. It was observed that among the 2114 beneficiaries seeking care for cancer 1614 

(76.3 percent) were females. Among the beneficiaries: 7.1 percent belonged to Tribal 

community, 54.4 percent were from Khammam Revenue division. Carcinoma Cervix and 

Carcinoma Breast were the most commonly detected cancers and the most common cancer in 

the 0-5 year age group was Hodgkins Lymphoma.

BioMedSciDirect
Publications

International Journal of
BIOLOGICAL AND MEDICAL RESEARCH

www.biomedscidirect.comInt J Biol Med Res
Volume 3, Issue 1, Jan 2012

1. Introduction
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Specialization has no doubt raised the standards of medical 

care, but it has escalated the cost of medical care and placed 

specialist medical care beyond the reach of an average Indian 

citizen without aid or charity. With virtual absence of health social 

security system in India at present, and a high proportion of 

national health spending being met by households, the need for a 

widespread health insurance system is urgent and pressing. [1]

 India has a population of over 1 billion, which corresponds to 

16.5 percent of the world population. [2]. Cancer prevalence in 

India is estimated to be around 2.5 million, with over 8,00,000 new 

cases and 5,50,000 deaths occurring each year due to this disease 

in the country. [3] India is one of the first few developing countries 

where a nation-wide cancer control program was launched. 

Government of India took its first initiative in 1971. 

Currently, 50 percent of cancers are curable if detected early, 25 

percent can be effectively palliated by treatment even in an 

advanced stage and for the remaining 25 percent good palliative 

care and pain relief can be achieved. In the new millennium, if 

appropriate steps are taken to address the problem in a pragmatic 

manner, by 2020, two-thirds of cancers could be cured and only 5 

percent of patients will need terminal care. [4] This calls for a 

complete overhaul of the National Cancer Control Programme 

with strong emphasis on primary prevention of major cancers in 

the country. 
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The common sites for cancer in India among men are oral cavity, 

lung, oesophagus , stomach and cervix, breast and oral cavity among 

women. Over 70 percent of the cases report for diagnostic and 

treatment services in advanced stages of the disease, resulting in 

poor survival and high mortality rates. [5] In India, the life 

expectancy at birth has steadily increased from 45 years in 1971 to 

62 years in 1991, indicating a shift in demographic profile. It is 

estimated that life expectancy of Indian population will increase to 

70 years by 2021–25. [6]

 This disease is associated with a lot of fear and despair in the 

family. Average cost of treatment for any cancer in India ranges from 

Rupees 3-5 Lakhs per patient. Thus Health insurance has become a 

necessity for common man, next to food, shelter and clothing. But 

for the common man, financing of these expenses either 

catastrophic or sometimes even for frequently contracted illnesses, 

is also a major cause of mental agony. The cost of care may 

sometimes result in complete erosion of the family savings or may 

even lead to indebtedness as many studies on causes of rural 

indebtedness bear testimony. [7]

The first of its kind in India, Government of Andhra Pradesh has 

launched Rajiv Aarogyasri Community Health Insurance Scheme 

(RACHIS) on 31st March 2007 as a pilot project in three districts for 

the Below Poverty Line (BPL) families. It is considered as the 

brainchild of the Late Dr. Y.S Rajasekhara Reddy Chief Minister, AP 

and is getting accolades from far and wide. [8] It was implemented 

in Khammam district from 17.07.08 under phase five. The premium 

of Rs 270 per family is being shouldered in its entirety by the State 

Government. The upper limit is fixed at Rs 2 Lakhs per family per 

year; even cochlear implantation which costs up to Rs 6.5 Lakhs is 

taken care under RACHIS.

Assessing the utilisation of Rajiv Aarogyasri Community Health 

Insurance Scheme for accessing Cancer Care Services and to study 

the demographic profile of the beneficiaries of Rajiv Aarogyasri 

Community Health Insurance Scheme.

It is a retrospective study. The secondary data was collected 

from the Coordinator of Rajiv Aarogyasri in Khammam District, 

Andhra Pradesh for the year 2008-09. Inclusion criteria: All the 

beneficiaries who had utilised Rajiv Aarogyasri Community Health 

Insurance Scheme. Exclusion criteria: The beneficiaries who had 

utilised the services more than once were counted only once. The 

data so collected was fed into a computer, analyzed and presented in 

the form of suitable figures, rates and percentages. The limitation of 

the study is that secondary data is used for analysis.

The data was collected for a period of one year from the day of 

RACHIS inception in Khammam district. The total beneficiaries 

during one year period who utilized the services under RACHIS 

were 8996. Among them the analysis is done taking into 

consideration only the 2114 beneficiaries who had utilised the 

oncology services. The limitation of the study is that secondary data 

is used for analysis. Quailty of health services could not be assessed. 

District Cancer Control Programme needs to be augmented with a 

fresh impetus and commitment.

Among the 2114 beneficiaries 57.3 percent had utilized 

Medical Oncology services. Of the total cancer patients admitted, 

43.7 percent were males and 56.3 percent were females. Among the 

beneficiaries of cancer in RACHIS, more number of females have 

accessed the services (76.3 percent), and the top three cancers 

observed in  males are head and neck tumours, others and RES and 

among females CA Cervix, CA Breast and head and neck tumours. 

Among the beneficiaries 67.7 percent were BCs and 7.1 percent 

were tribal's. Among the tribal's 26.5 percent were in the age group 

of >60. Table 1.

Among the beneficiaries 26.2 percent have accessed service for 

CA Cervix, 25.1 percent for CA Breast and14 percent for head and 

neck tumours. Among the beneficiaries of male 32.2 percent were 

head and neck tumours, 1.4 percent for CA Breast, Among the 

beneficiaries of female 34.2 percent for CA Cervix, 32.4 percent for 

CA Breast and 8.3 percent for head and neck tumours (Table 2).

Mean age of RACHIS beneficiaries availing cancer care services 

is 45.13 years. For males it is 41.94 years and for females it is 46.12 

years. A study reported that the top three cancers requiring 

admissions in males were: Oral Cavity - 16.23 percent, Reticulo 

Endothelial System (RES) - 14.92 percent and Oesophagus - 9.94 

percent and in females were: Cervix - 51.93 percent, Breast -16.49 

percent, Ovary - 5.70 percent. [9] All BPL ration card holders (white 

card) are eligible for benefit of RACHIS. In Andhra Pradesh, 2.03 

crores are white cardholders. A list of diseases for coverage under 

scheme (942 medical and surgical procedures and follow-up 

treatment for one year for 121 procedures) is pre-identified. Pre-

existing disease load is also covered. Since its inception 

(Aarogyasri-I on 1st April, 2007 and Aarogyasri-II from 17.07.08) 

350 hospitals from Government and private sector have joined the 

network. 

Rashtriya Swasthaya Bima Yojna (RSBY) is a Central 

Government Scheme announced by the Prime Minister Manmohan 

Singh on August 15, 2007. It is a new health insurance scheme for 

the Below Poverty Line (BPL) families in the unorganized sector. It 

was formally launched on October 1, 2007. 75 percent of premium 

is provided by the Government of India (GOI), while the remainder 

is paid by the state government. BPL families are entitled to more 

than 700 in-patient medical procedures with a cost of up to 30,000 

rupees per annum for a nominal registration fee of 30 rupees, If the 

bill goes beyond Rs.30,000/‐, the cost thereof shall be borne by the 

beneficiary, but in RACHIS  the family is paid to a maximum of Rs 

2,00,000/year. (Tobacco related cancers, accessibility by site). 

Though the district population of tribals in Khammam, A.P account 

for 21.8 percent, their proportion among beneficiaries is only 7.1 

percent, which may be due to ignorance, illiteracy and barriers in 

accessing health services.
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Among the total 2114 beneficiaries of RACHIS for one year 

period 35.6 percent women have utilised Oncology services 

whereas only 11.5 percent of men have availed them. This points 

towards much greater need for preventive oncology camps to be 

conducted and concerted efforts for formalizing Cancer services 

under District Cancer Control Program. 

Cancer Registration is a process of continuing, systemic 

collection of data on the occurrence and characteristics of 

reportable neoplasm's. Cancer registries could be Population based 

(PBCR) or Hospital based (HBCR). The PBCR provide information 

on cancer incidence and mortality, time trends of these rates and 

variations in patterns. Cancer registries provide the needed 

information to undertake investigations and epidemiologic studies.  

In India, cancer is not a notifiable disease. Hence, cancer cases 

are primarily registered through active methods. [10] The cancer 

registration is a mechanism to collect and classify information on all 

cancer cases in order to produce statistics on the occurrence of 

cancer and to provide a framework for assessing and controlling the 

impact of cancer on the community. The population based cancer 

registries collect and process data relating to a defined 

geographical area while the hospital based cancer registries relate 

to data available with a specific hospital.

Population based cancer registries record all the new cancer 

cases occurring in a defined population (generally a geographic 

area), with epidemiological and public health aspects in mind. The 

hospital based cancer registries record information on cancer 

patients attending a particular hospital, with focus on clinical care 

and hospital administration. If all the health care facilities in a 

defined geographic area collect the data on cancer cases as per 

standardized proforma, the pooling of data (with elimination of 

duplicates) would result into a population based cancer registry. In 

areas with no population based cancer registry, the information 

from hospital based cancer registries or from special patient series 

(as pathological record), help in assessing the public health 

requirements, and the impact of control measures. [11] Districts 

without any cancer treatment facility and devoid of any organized 

cancer screening activities, schemes like RACHIS would really prove 

not only a helping hand to the needy in time but also will provide a 

platform to attend non communicable disease burden in developing 

countries with low resource settings. 

This innovative health insurance experience being conducted in 

Andhra Pradesh has succeeded to become the largest of such health 

insurance scheme in India; in its first year of operation. WHO has 

acknowledged this endeavour, its efforts to address health issues 

among socially disadvantaged population & achievements of the 

scheme and advised other states in India and other nations to adopt 

similar suitable & culturally appropriate scheme. There is an urgent 

need to document global and Indian experiences in social health 

insurance. Different financing options would need to be developed 

for different target groups. The wide differentials in the 

demographic, epidemiological status and the delivery capacity of 

health systems are a serious constraint to a nationally mandated 

health insurance system. [12] 

In India 70 - 80  percent of population lives in villages, which are 

covered under Primary Health Care Centres, Subdivision Hospital 

and District Hospitals. These are not adequately equipped with 

infrastructure like skilled & specialized manpower, equipments etc 

for early diagnosis and treatment. Presently the cancer treatment 

facilities are located in the state capitals and metropolitan cities. In 

Andhra Pradesh there are only 6 recognised cancer centre. The 

Cancer Early Diagnosis and Screening Centre must work in 

cooperation with the primary health care centres. The staff of the 

primary health care centres must have an active role in the cancer 

prevention, early diagnosis and screening services (especially in 

regards to screening techniques such as visual inspection of cervix, 

self  breast examination, clinical breast examination, 

mammography at regular intervals from asymptomatic women 

over the age of 40).

While the prevalence of cancer in the population is not 

changing, the numbers of new cancer diagnoses are growing due to 

population increase and ageing. The number of patients surviving 

cancer is increasing and 'survivorship' is a growing concept, with 

cancer being seen as a chronic disease requiring surveillance for 

recurrence, psychosocial support and management of 

complications. To ensure that cancer patients and those at risk of 

developing cancer are treated optimally by primary healthcare, the 

system must ensure that appropriate prevention, screening and 

coordination of care services are readily accessed. Primary care 

restructuring must incorporate systems and incentives to promote 

practice patterns that meet these needs.

Table 2: Distribution of RACHIS beneficiaries according to

 site of cancer and gender

Figures in parenthesis indicate row percentages

CA = Carcinoma

CA breast

CA cervix

CA intestine

CA lung

CA Oesophagus

CA ovary

CA stomach

Head and neck tumour

RES

Others

Renal cancer

Uterine cancer

Total

6 (1.13)

0 (0)

53 (51.46)

27 (75)

21 (39.62)

0 (0)

26 (50.98)

161 (54.58)

80 (71.43)

117 (53.92)

8 (72.73)

0 (0)

499 (23.6)

524 (98.87)

554 (100)

50 (48.54)

9 (25)

32 (60.38)

120 (100)

25 (49.02)

134 (45.42)

32 (28.57)

100 (46.08)

3 (27.27)

32 (100)

1615 (76.4)

530 (100)

554 (100)

103 (100)

36 (100)

53 (100)

120 (100)

51 (100)

295 (100)

112 (100)

217 (100)

11 (100)

32 (100)

2114 (100)

Site/ organ involved Male Female Total
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Convergence for health can be evoked by providing 

comprehensive quality public health services inclusive of Primary 

health care, screening services, tertiary care services and 

rehabilitative care, complimented with community health 

insurance schemes like RACHIS. The long term sustainability of 

such large scale public sector programs for the needy and poor can 

only be ensured sustainable if the premium of insurance, which is 

currently borne solely by State Government, is shared or 

contributory in nature.RACHIS are able to extend medicare for 

those who need it most (vulnerable and marginalized groups). 

Peoples participation to be encouraged both in terms of utilization 

and service delivery. District Cancer Control Programme needs to 

be augmented with a fresh impetus and commitment. Cancer 

registries to be developed both field based and institutional based 

to identify the first probable point for a definitive intervention. To 

encourage evidence based practice in the management of cancer so 

that economical and relevant  treatment can be given.  

In addition in the era of Globalization, Privatization or say 

Corporatization there are many districts in India, blessed with 

Private Medical institutions or have corporate health sector 

penetration, can further contribute towards sustainability of 

schemes like RACHIS through development or delivering quality 

oncology care. There is a need to continue Health Insurance Scheme 

for those who are below poverty. Cervical cancer (26.2 percent) can 

be identified at an earlier stage with PAP smear and hence universal 

screening of women above the age of 40 years with multiparity to be 

considered. There should be an organized Breast Cancer Control 

Programme so as to reduce the morbidity and mortality by early 

detection.
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