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Background 
Alongside the global push towards Universal Health Coverage (UHC), recent health sector reforms in India strive to leave 
no one behind in the attainment of health, including access to and use of health care services. India has made persistent 
efforts to develop national and state level social protection mechanisms, particularly through government-funded social 
health insurance schemes, to provide access to quality health care while offering financial protection from the cost of 
illness to beneficiaries. The implementation of these schemes has culminated in a steady rise in insurance coverage, from 
approximately 5 percent of households in 2005 to 29 percent in 2011. Other estimates indicate that insurance coverage 
has increased from 75 million persons in 2007 to over 400 million in 2016.

In September 2018, the Government of India launched a new government funded social health insurance scheme, the 
Pradhan Mantri Jan Arogya Yojana (PM-JAY). PM-JAY was launched with the expectation of consolidating and spreading 
successful achievements made by these previous schemes by removing formal enrolment procedures and expanding 
coverage to the approximately 500 million people listed as vulnerable in the 2011 Socio-Economic Caste Census. As a 
result, insurance coverage under PM-JAY is no longer subject to a fixed household size and has been expanded to INR 
500,000 per household annually to include selective inpatient secondary and tertiary procedures. Services are provided 
by public and private empaneled providers. The scheme is governed by the National Health Authority (NHA) at the 
federal level and implemented by a State Health Agency (SHA) in each State, either through insurance companies or 
through state autonomous trusts/nodal agencies, with scope for state-specific adjustments. Given the strong emphasis 
on output-based financing and oversight through the NHA and SHAs, PM-JAY seeks to strengthen delivery of quality 
health care and to further expand financial protection by promoting efficiency, transparency and accountability. It does 
so by applying selective contracting and output-based payments linked to quality service outputs.

This report is based on the research performed by a consortium of institutions, led by the Heidelberg Institute of Global 
Health, Medical Faculty, Heidelberg University Hospital, including the cooperating institutions of City University of 
London, the Deutsches Institut für Entwicklungspolitik/German Development Institute and Nielsen India Private Limited.  
It was commissioned in April 2018 by the Indo-German Social Security Programme (IGSSP), predecessor of the Indo-
German Programme on Universal Health Coverage (IGUHC). From January 2019 to July 2020, the research evaluated 
the  state-funded social health insurance scheme, Pradhan Mantri Jan Arogya Yojana, implementation from the supply-side. 
It provides insights on how households across eight Indian 
states experienced PM-JAY approximately 14 to 16 months 
after its implementation in September 2018 (Figure 1).

Objectives
In this report, research findings are presented of work 
examining elements related to the supply of health services 
under PM-JAY. Using a mixture of quantitative and 
qualitative facility-based data from eight States (namely, 
Bihar, Chhattisgarh, Gujarat, Karnataka, Kerala, Meghalaya, 
Tamil Nadu and Uttar Pradesh) the researchers describe 
health service delivery within the framework of PM-JAY. 
More specifically, the work assessed input and selected 
process indicators for empaneled and non-empaneled 
hospitals; estimated changes in quality indicators among 
empaneled and non-empaneled hospitals across States 
over the first year of implementation; and explored health 
providers’ experiences with the implementation of PM-JAY 
across States. 

State with one round 
data collection

States with two rounds 
of data collection

Legend

Gujarat

Karnataka

Tamil Nadu
Kerala

Uttar Pradesh

MeghalayaBihar

Chhattisgarh

Figure 1: Study States
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Methods
To reach the abovementioned objectives, the research relied on two repeated cross-sections (data collection in February-
April 2019 and November 2019-January 2020) each adopting a concurrent triangulation mixed methods design, 
incorporating both quantitative and qualitative research components. In a concurrent mixed methods design, quantitative 
and qualitative components hold equal weight and are conducted in parallel. The approach is rooted in a pragmatist stand 
oriented manner towards answering research questions emerging from the problem-oriented and real-world practice of 
implementing a nationwide health insurance scheme. The researchers used quantitative surveys to assess at two time 
points the available quality of care inputs and processes in empaneled vs. non-empaneled hospitals, while the researchers 
used qualitative interviews to explore the experience of scheme implementers and hospital managers under PM-JAY (at 
empaneled hospitals), as well as the experience of hospital managers not joining PM-JAY (at non-empaneled hospitals). 

The sampling procedure evolved sequentially. First, within each State, two districts were purposively selected by study 
funders together with federal and state-level PM-JAY implementers, particularly SHAs, to represent a variety of different 
performing districts in the respective States. The 16 districts selected were Muzaffarpur and Patna (Bihar), Bilaspur and 
Raigarh (Chhattisgarh), Ahmedabad and Surat (Gujarat), Raichur and Tumkur (Karnataka), Kannur and Palakkad 
(Kerala), East Khasi Hills and South West Garo Hills (Meghalaya), Coimbatore and Sivagangai (Tamil Nadu), and 
Allahabad and Ghazipur (Uttar Pradesh). Second, in each of the 16 study districts, a sample 6 empaneled (either under 
the PM-JAY scheme or a State scheme) and 6 non-empaneled hospitals were identified. The final sampling approach had 
to follow a mix of purposive (empaneled hospitals) and convenience (non-empaneled hospitals) sampling informed by 
the hospital rosters made available to the study team by the State authorities. Third, within each empaneled hospital, the 
researchers collected quantitative data from the hospital director and conducted exit interviews with all PM-JAY or SHIS 
patients discharged on the day of our team’s visit at the facility. The researchers collected qualitative data from the hospital 
director and in empaneled facilities only, also with a key clinical provider (generally the main general practitioner). 

The final study sample included 164 facilities for each round of data collection. In each State, the researchers surveyed 
24 facilities with the exception of Meghalaya where only 20 facilities could be included in both rounds. During 
the first round, 444 exiting patients were interviewed across States. During the second round, 503 exiting patients 
were interviewed across States. The researchers conducted a total of 261 and 268 interviews during the first and the 
second rounds of data collection, respectively. Among the 268 interviews conducted during the second round, only 
49 interviews were conducted in non-empaneled hospitals. Interviews conducted during the second survey round 
represent the focus of this report, given that the content of the first set of interviews has been the object of a prior 
midterm report.

Quantitative data collection relied on three quantitative survey tools developed by the study team, namely: hospital director 
survey, infrastructure checklist, and beneficiary exit interview. The same quantitative tools were used for both rounds of 
data collection. All three tools were digitized and administered through Computer-assisted personal interviewing using 
tablets. Qualitative data collection relied on two semi-structured interview guides developed by the study team, namely: 
director/administrator empaneled hospital interview guide, general/senior physician empaneled hospital interview guide, 
and director/administrator non-empaneled hospital interview guide. Data collection was managed by trained quantitative 
and qualitative interviewers from the agency IQVIA, working under the close supervision of the core study team.

Quantitative analysis relied on the construction of indicators intended to assess hospitals’ service quality and reflecting a 
combination of the minimum criteria for hospital empanelment specified in the PM-JAY hospital guidelines and service 
readiness criteria based on the World Health Organization’s Service Availability and Readiness Assessment framework. 
These quality indicators comprised the following key areas: (i) essential general facility infrastructure and related processes, 
and (ii) essential specific infrastructure and related processes pertaining to the provision of surgical, non-surgical, and 
maternity services. Our analysis is mostly descriptive in nature and aims at capturing differences in quality of service 
delivery between empaneled and non-empaneled hospitals and over time. Qualitative analysis relied on a deductive 
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approach, mostly based on the themes covered in the interview guides, and was oriented towards unraveling experiences 
with health service provision under PM-JAY as well as scheme management at the hospital level. Since quantitative and 
qualitative data do not overlap substantially from a thematic point of view, findings from the two strains of analysis could 
not be triangulated as such, but rather need to be appraised as complementary to one another. 

Findings

Out of a total of 164 hospitals, 72 facilities (44 percent) were empaneled in PM-JAY during the first round of data 
collection, 23 facilities (14 percent) were empaneled both in a SHIS and PM-JAY, and 6 facilities (about 3 percent) were 
empaneled only in a SHIS (Figure 2). During the first round, 60 hospitals were non-empaneled (37 percent) and 3 hospitals 
de-empaneled. During the second round of data collection, the share of hospitals empaneled only in PM-JAY increased to 
109 facilities (66 percent), the share of hospitals empaneled only in SHIS declined to 0, while 6 hospitals (about 4 percent) 
were empaneled in both SHIS and PM-JAY. The share of non-empaneled hospitals declined to 48 facilities (29 percent) 
and only one hospital reported to be de-empaneled. Since our sample was not random, the reader should be reminded that 
these differences do not fully reflect the real distribution of facilities within the eight States surveyed.

Figure 2: Changes among empaneled facilities between the first and second round of data collection

PM-JAY

72 (44%)

23 (14%)

60 (37%)

3 (1.8%)6 (3%) 0

SHIS Both Non-empaneled De-empaneled

Total Hospitals164109 (66%)

6 (4%)

48 (29%)

1 (0.6%)

Round 1

Round 2

Hereafter, the researchers focus our synthesis first on the most relevant changes observed among empaneled facilities 
between the first and the second measurement. Second, findings from the beneficiaries’ exit interviews are presented. Last, 
the researchers present a synthesis of the qualitative findings. The researchers wish to warn the reader that given the short 
time period between the two data collection points, changes of a large magnitude on the quantitative indicators were not 
to be expected. Furthermore, given the non-random empanelment of the facilities, observed changes over time cannot be 
attributed to PM-JAY per se, at least not exclusively.

Quality of Care Indicators

Hospital Accessibility and Safety

Regardless of State, the vast majority (more than 90 percent) of empaneled hospitals are accessible to handicapped clients. 
While extremely variable across States, display of appropriate fire-safety measures increased across empaneled facilities in 
the second round. Across States, the majority (80 percent or more) of empaneled hospitals have 24/7 access to a patient 
transportation vehicle (only 70 percent for hospitals in Uttar Pradesh), with the overall proportion of hospitals with 24/7 
transportation only slightly increasing over time.

Human Resources  

Regardless of State, the vast majority (more than 90 percent) of empaneled hospitals had at least one doctor and at least 
one nurse on duty for 24/7 clinical service coverage. This was comparable to doctor/nurse availabilities in non-empaneled 
hospitals, except for Gujarat, where only 80 percent of non-PM-JAY facilities provided 24/7 clinical doctor/nurse coverage. 
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In contrast, 24/7 coverage of patient reception desks varied greatly among empaneled hospitals with 90-100 percent among 
facilities in Bihar, Tamil Nadu, Karnataka, and Kerala, and less than 50 percent of facilities in Meghalaya.

Clinical Support Services
Regardless of State, the vast majority (more than 90 percent) of empaneled hospitals offered 24/7 pharmacy services (so did 
the majority of non-empaneled hospitals across States). Considerable heterogeneity across States, however, was observed 
for the provision of 24/7 laboratory services with 90 percent or more facilities in Bihar, Gujarat, and Tamil Nadu, but less 
than 60 percent of facilities in Meghalaya and Uttar Pradesh (only slight overall improvement over time). Availability of 
24/7 blood bank services ranged between around 35 percent of empaneled hospitals (Bihar, Uttar Pradesh) to about 80 
percent of hospitals (Gujarat). The highest availability of 24/7 operated dialysis units in empaneled hospitals was found in 
Tamil Nadu (90 percent of facilities or more), the lowest in Uttar Pradesh (40 percent of facilities or less). The majority 
of empaneled hospitals across States did not offer 24/7 endoscopy services. While the vast majority (90 percent or more) of 
empaneled hospitals provided 24/7 x-ray services (lowest among hospitals in Uttar Pradesh with less than 50 percent of 
facilities), 24/7 availability of MRI and CT services varied greatly across States, ranging from more than 80 percent (Gujarat 
and Tamil Nadu) to less than 30 percent (Uttar Pradesh). Overall, 24/7 availabilities of endoscopy, dialysis, blood bank, 
or radiology services declined in empaneled hospitals by about 6 percent points over time. 

Surgical Care Services 
Across States, empaneled hospitals offered on average between 6-8 different surgical services offered 24/7 (lowest in 
Meghalaya and Uttar Pradesh with about 4-5 different services). The overall number of surgical services offered did not 
change over time. The availability of a post-op ward differed across States, ranging from more than 90 percent of hospitals 
in Bihar, Kerala, and Tamil Nadu to 50 percent of hospital or less in Meghalaya. The proportion of empaneled hospitals 
with a functional OT also varied greatly by State, ranging from 80 percent or more facilities in Gujarat, Kerala and 
Tamil Nadu to less than 30 percent in Uttar Pradesh. Yet, the proportion of hospitals with a functional OTs increased 
most substantially in Meghalaya (by 20 percent points). Across States, only between about 80-90 percent of empaneled 
hospitals met the criteria for full OT equipment (including: air conditioner, emergency back-up system, OT lamp, OT 
table, anesthesia machine, diathermy machine, suction machine, oxygen cylinder/central oxygen supply, cardiac monitor 
with defibrillator). The proportion of fully equipped OTs declined strongest in Tamil Nadu (by 10 percentage points). 
While the overall proportion of OTs among empaneled hospitals increased by about 7 percentage points to 62 percent, the 
overall proportion of fully equipped OTs decreased by about 6 percentage points (lower than in non-empaneled hospitals).

Medical Care Services 
24/7 non-surgical specialist availability among empaneled hospitals slightly increased for oncology, cardiology and 
pulmonology services, but slightly decreased for psychiatrist and general medicine services. The availability of fully 
equipped round-the-clock non-surgical services was on average about 4 out of a total of 8 surveyed services for both 
empaneled and non-empaneled facilities with no substantial changes over time. 

Maternal Care Services 
Regardless of State, all empaneled hospitals had their maternity units staffed with a team of key obstetric and newborn care 
providers (i.e. obstetrician, pediatrician, anesthetist). A majority of hospitals (80 percent or more) regardless of State met 
minimum criteria for key maternity equipment available in labor rooms. The strongest improvement in the proportion 
of hospitals with fully equipped labor wards was observed in Uttar Pradesh (more than15 percentage point increase). The 
proportion of empaneled hospitals with fully equipped labor rooms increased by about 3 percentage points to about 91 
percent in the second data round, and by 7 percentage points to about 82 percent for maternity service amenities.

PM-JAY Beneficiary Support 
All empaneled hospitals in Bihar, Chhattisgarh, Gujarat, and Tamil Nadu had a PM-JAY kiosk available during the 
second data round, compared to about 75 percent of hospitals in Uttar Pradesh (lowest proportion of facilities offering 
these kiosks). However, 24/7 accessibility of a PM-JAY help desk coordinator for beneficiaries remained rather low during 
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the second round, ranging from 46 percent of hospitals in Kerala (92 percent kiosk availability) to 0 percent in Tamil 
Nadu (100 percent kiosk availability). While the overall proportion of hospitals with a separate kiosk for PM-JAY 
increased by 19 percentage points to 95 percent, the overall proportion of hospitals with 24/7 available help desk 
coordinator increased only by 2 percentage points to 16 percent of empaneled facilities. The average number of beds 
specifically reserved for PM-JAY beneficiaries ranged from 0 beds in Meghalaya to 35 beds in Tamil Nadu. However, the 
overall average number of beds remained stable with around 11 beds between the two rounds of data collection.

Beneficiaries Exit Interviews
Of the 503 exiting patients interviewed during the second 
data collection round, 99 percent were enrolled with PM-
JAY compared to only 59 percent in the first round. The 
vast majority of patients interviewed upon exiting the 
hospital were very satisfied with the quality of services 
received. Beneficiaries interviewed during the second 
data collection round incurred into substantially lower 
OOPE for both hospitalization and pre-hospitalization 
services than beneficiaries interviewed during the first data 
collection round. Differences in the level of OOPE were 
observed across States, with the highest pre-hospitalization 
OOPE being reported in Gujarat (about INR 9,000 in 
the second round of data collection) and the lowest in 
Uttar Pradesh (INR 230 in the second round). Regarding 
during-hospitalization OOPE, the highest amount was 
spent again in Gujarat (about INR 4,000 in the second 
round) and the lowest in Tamil Nadu (INR 443 in the 
second round). However, given the limited number of 
beneficiaries that could be interviewed in each State 
upon existing the hospital, these differences have to be 
interpreted with caution. Between the first and second 
data collection round, of all beneficiaries under study, 12 
percent reported any pre-hospitalization OOPE compared 
to 21 percent in the first round. The OOPE reported was 
INR 32,468 in the first and INR 2,657 in the second data 
collection round (Figure 3). 

The percentage of beneficiaries reporting OOPE during hospitalization was 8 percent in the first, and 22 percent in the 
second data collection round. The OOPE reported in the first round was INR 4,548 and INR 1,093 in the second data 
collection round (Figure 4). At the same time, the researchers observed an overall decrease in the amounts charged onto 
the insurance SmartCard. Taken together, these findings suggest that both the ability of the scheme to ensure social health 
protection to its beneficiaries is increasing (hence lower OOPE) and the efficiency of the scheme management (lower 
amount charged onto the SmartCard) is increasing. Given the reliance on two single time points for data collection and 
the relatively small sample of beneficiaries that could be interviewed at each round, the findings ought to be appraised with 
caution and warrant confirmation through a further data collection round.

Qualitative Findings
Concerns pertaining to PM-JAY implementation emerged from the stakeholder interviews. Hospital managers and medical 
directors reported better beneficiary health seeking behavior and treatment adherence, indicating that these patterns 
were coupled with increased patient footfalls in hospitals. This observation was consistent across study States. However, 

Figure 3: OOPE expenditure pre-hospitalization (Pooled Sample)

Figure 4: OOPE expenditure during-hospitalization (Pooled 
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In light of all the findings presented above, it is recommended that:

 Investments in further research are made to identify which infrastructure and preparedness indicators 
drive quality of service provision and focus empanelment and dis-empanelment on their basis;

 Empanelment of accredited hospitals is privileged and/or strategies are designed to encourage hospitals to 
undergo accreditation as a means of ensuring adherence to higher quality standards;

 Reported bottlenecks in PM-JAY processes, such as beneficiary management, claims submission and 
processing, and documentation requirements, are re-analyzed and strategies identified to enable hospitals 
to improve adherence to PM-JAY processes by providing additional manpower and training;

 Cost structures are reviewed to ensure the adequacy of the current treatment packages and related case-
based rates, and changes applied if required;

 A hospital-based in-depth exploration of the reasons for continued pre-hospitalization and hospitalization 
OOPE in patients utilizing services under PM-JAY is undertaken and measures are implemented to 
further reduce OOPE;

 Investments in promotional activities are made to increase awareness of the scheme and knowledge of its 
features among beneficiaries, so that beneficiaries are aware of their entitlements, understand and comply 
with PM-JAY specific documentation, verification and hospitalization requirements and are empowered 
to utilize services through PM-JAY.

Recommendations and way forward
Jointly appraising quantitative and qualitative findings together, one can conclude that beyond persistent challenges 
related to implementation, the scheme is perceived positively by hospital managers and medical directors as well as by 
beneficiaries having availed care thanks to its coverage. Positive perceptions are derived from the fact that the scheme 
is perceived as granting people who might have otherwise forgone care the opportunity to access specialized hospital 
services. At the same time, financial protection appears to improve as the scheme implementation unfolds, with OOPE 
decreasing and charges to the insurance scheme decreasing over the two data collection points. Nevertheless, hospital 
managers and medical directors insist that beneficiaries’ poor knowledge of scheme features and modus operandi as well as 
administrative challenges continue to hamper the successful implementation of the scheme. For the indicators monitored 
in the study, quality of service delivery, measured in relation to infrastructure and selected preparedness parameters, at the 
surveyed empaneled hospitals appears to be relatively high. Nevertheless, the findings indicate potential for further quality 
improvements, even among empaneled hospitals, across all States.

hospital managers and providers also indicated that lack of awareness about scheme features, verification processes and 
entitlements among beneficiaries create undue problems for hospitals, with a lot of their resources being diverted to 
address these problems, sometimes at the expense of service provision. These concerns were widespread across all States 
and most prevalent in Bihar, Gujarat, Meghalaya and Uttar Pradesh. Respondents further highlighted bottlenecks in PM-
JAY processes like beneficiary management, claims submission and processing, and documentation requirements. They 
further highlighted the need for additional manpower and training at the hospital level to be able to cope with the scheme 
administrative requirements. Implementation challenges were voiced in all States while the need for more manpower and 
training was perceived to be especially relevant in Bihar, Meghalaya and Uttar Pradesh. Furthermore, hospital managers 
expressed concerns with the adequacy of the treatment packages and related cost structures currently covered by PM-
JAY. They asked for a revision of the reimbursement rates. Many hospitals across all States reported conducting general 
training, monitoring of indicators, information management processes and adhered to standard protocols and guidelines 
to promote quality of service provision (some in compliance to accreditation certificates). Most of these measures, however, 
were implemented irrespective of PM-JAY.
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