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» Foreword

Dr. Rajeev Sadanandan IAS (rtd.)
\ezaal

M Chief Executive Officer,
™ Health Systems Transformation Platform - HSTP

-

The Bhore Committee, entrusted with the task of preparing a blueprint for health care in
post-independent India, recommended that India build a health scheme similar to the
National Health Service of the United Kingdom. Under this, health care would be financed
entirely by the state from tax revenues and provided by the government through health
personnel employed by the state. A necessary condition for the success of such a system
was that government budgetary provision would be adequate to provide quality, universal
health care and that health personnel employed by the government would be willing to
work in all parts of the country. Both the conditions were not met in full. This resulted in many
parts of the country not having adequate health care services. The demand-supply gap
was met by the private sector which provided services to persons who could pay. Soon, the
majority of services in most states were provided by the private sector, keeping them out of
the reach of the poor who could not pay.

Governments responded to this situation, not by increasing allocation to health and
improving government health services, but by creating government-funded health
insurance schemes (GFHIS). Under these schemes, governments would pool the money
they pay as premiums and use it to purchase services from the government or private
providers of health care. Providers were provided with a pre-determined package rate for
each service they delivered. Initially, they were started by many state governments such as
Rajiv Arogyashri in Andhra and Vajpayee Arogyashri in Karnataka. In 2008, the Government
of India started the Rashtriya Swasthya Bima Yojana and the Pradhan Mantri Jan Arogya
Yojana in 2018 as centrally sponsored schemes. Subject to a few constraints, states
could redesign PMJAY to suit their requirements. Many states did so. The Mukhyamantri
Chiranjeevi Swasthya Bima Yojana was launched by the government of Rajasthan with
more liberal coverage and benefits than the national programme. As this evaluation shows,
the implementation of the scheme in Rajasthan ranks above that in many other states.

Health insurance started growing in India recently. Therefore the expertise available on
health insurance is also limited and on GHIS it is even less. Therefore studies such as the
present one contribute to a better understanding of the challenges of implementing the
scheme. This study has been undertaken in partnership with the local officials and it carries
the virtues and failings of such a methodology. There is scope for improving areas of the
study by greater examination of the implementation officials embedded in the sysytem.
This is an area where other researchers can contribute to enriching this study. It is our hope
that this study will lead to a better understanding of the current state of the scheme and
promote further research on this topic in future.
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» Study Team

The study titled ‘Evaluation of Mukhya Mantri Chiranjeevi Swasthya Bima Yojana’ was
executed by the Centre for Research in Schemes and Policies (CRISP), in partnership with
RSHAA, Government of Rajasthan. The main objective of this study was to understand the
effectiveness of the scheme in terms of the reduction of OOPE. The study team consisted of
Ms. Neha Dhingra, Senior Manager of programmes at CRISP, along with Mr. Daksh Baheti, Mr.
Sandesh Reddy and Ms. Akanksha R. This research was supported by the State and Central
CRISP office teams, including Mr. Khemraj and Dr. Vijay Raghavan.

The study team extends its gratitude to Dr. Sudha Chandrasekhar, HSTP, and CRISP mentor
Mr. R.S. Julania and Mr. R. Subrahmanyam for their valuable inputs.
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» Executive Summary

The Mukhya Mantri Chiranjeevi Swasthya Bima Yojana (MMCSBY) was launched in April
2021 by the Government of Rajasthan. The scheme’s objective was to cover every family
in the state with health insurance covering up to g5 lakh for cashless treatment in case of
hospitalization. According to the scheme, the state government will pay the entire insurance
premium for families, small and marginal farmers, and contract workers eligible under the
National Food Security Act (NFSA) and Socio-Economic Census (SECC 2011).

Families outside the ambit of the SECC are encouraged to register under the scheme
by paying a premium of 2850 per annum. Under the scheme, 1798 packages for various
diseases were included. Beneficiary families can receive free treatment in private and
government hospitals associated with the scheme. Medical expenses for 5 days before the
patient’s hospitalization and 15 days after discharge are included in the free package.

» Research Objective

The key objectives of this study are to assess the impact of the scheme on beneficiaries in
terms of key parameters such as out-of-pocket expenditure. An analysis of the data provided
by the State has been conducted to identify trends and patterns in claims. Furthermore, it
understands the status of the scheme, identifies gaps, and provides recommendations to
enhance scheme implementation in the State. The study was conducted between August
and November 2023.

» Major Findings

The study covered a total of 525 scheme beneficiaries and 100 Swasthya margadarshaks
(front-line health workers). As per the scheme enrolment and claims data only 17 per cent
of the enrolled beneficiaries, claimed benefits under the scheme. Out of the total scheme
beneficiaries, only 500 families crossed the annual expenditure ceiling of INR 5 Lakhs. The
scheme provides the highest health insurance coverage in India at 88%. Out of the total
claims presented to the state, 88.5% were paid to the patients.

In terms of coverage - the scheme has been able to cover large segments of the population
at 1.39 Cr families. With regards to enrolment under the scheme — more than 111 Cr families
were identified through the NFSA and SECC reflective of appropriate beneficiary identi-
fication. 96% of the beneficiaries reported no challenges registering under the scheme.
Awareness about the scheme directly influences the out-of-pocket expenses, only 32% of
the beneficiaries were aware of the insurance packages, while about 38% knew their claim
amount. Lack of awareness of packages and claims is often directly linked to out-of-pocket
expenses. Challenges experienced by frontline health personnel reveal a lack of awareness
among beneficiaries about documentation issues.

In terms of access to healthcare districts with high populations have a higher number of
private empanelled facilities, and in districts with low populations, more public hospitals
are empanelled. The ratio of patients in the state treated under the Chiranjeevi scheme
- the ratio of Government to Private hospitals is 68:32. It was also found that 68% of the
beneficiaries used the scheme only once and 88% of beneficiaries utilised the facilities for
short-term medical interventions and acute ilinesses (0-5 doys).

While both private and government hospitals extensively utilize general medicine packages,
there are some key differences in their top 10 packages. Private hospitals cater to many
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patients for haemodialysis, whereas government hospitals have an influx of patients
with febrile illness and acute gastroenteritis. Furthermore, private hospitals offer several
specialized services, as evidenced by the presence of cardiology and surgery packages.
On the other hand, government hospitals use a large number of birth-related and neonatal
care packages, reflecting their role in providing accessible maternity care.

Fromthe data, it can beinferred that Government hospitals play a critical role in the provision
of maternal health; however, several packages under obstetrics and gynaecology are not
covered under the Chiranjeevi Scheme. In addition, a few packages (anal fistula, diagnostic
laparoscopy and cataract) are found only in Government facilities, leaving the patient with
no choice. Costs associated with conservative management before surgery, palliative care,
and coverage of follow-up costs, in addition to flexibility in packages, are reported as gaps
in the current scheme.

With respect to out-of-pocket expenses, it was found that 90% of the beneficiaries reported
no out-of-pocket expenses to cover treatment costs. 61% of beneficiaries incurred expenses
associated with transportation, nonmedical expenses, treatment-related costs, diagnostic
tests, and medicines. Treatment was the most expensive category, with a mean expenditure
of € 3996 among 54 beneficiaries, followed by Bed Charges (2 8668) and Transportation
(% 979). Medicines and diagnostic tests were also expensive, with mean expenditures of Z
2025 and 2 2039, respectively. Other medical expenses, doctor or surgeon fees, and other
nonmedical expenses were less expensive, with mean expenditures of less than g1500.
Outlier data reveal cases of excessive OOPE related to haemodialysis and admission to
private facilities, before taking admission under Chiranjeevi empanelled hospitals.

» Recommendations

Increasing scheme coverage:

Documentation requirements can be reduced, leading to a shortening of the time needed
to register the scheme. Further modalities can be introduced to register patients both online
and offline. This will help the majority of the population to be enrolled under the scheme and
be aware of the details of packages, eligibility and benefits associated with the scheme.

Awareness about the scheme and access can be improved:

Models such as Vajpayee Aarogyashree could be adapted to the context of Rajasthan.
Linkages between Jan Aadhar and mobiles can be strengthened for this purpose. Public
programming can be strengthened to improve the uptake of the scheme. A scheme hotline
can be set up to provide targeted advice to patients. Further, recommendations from the
Right to Health Bill Rajasthan (2023) can be adopted.

Improving the coverage of packages:

Packages for general treatment should be included to ensure comprehensive coverage.
Revision of package rates to meet actual expenses should be conducted. Flexibility in
packages should be introduced to accommodate treatments that are not categorized
under any package. In addition, additional cover for treatment, medicines, and diagnos-
tics-related expenses should be covered under the scheme to address OOP expenses.
Empanelment of more hospitals under the scheme and increasing the number of doctors
based on the packages offered

Administration-related recommendations:

Include the delivery of quality services by encouraging NABH accreditation of facilities
empanelled under the scheme. Strengthen monitoring mechanisms for scheme
implementation, strengthen IT-enabled infrastructure, and address manpower issues such

9
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as tenure and regular training. Further, incentive structures for healthcare providers can be
developed.

IT Infrastructure Strengthening:

Enhance MIS for better insight into scheme operations and regional disease trends can be
developed. Software can be made more user-friendly and training for staff on updates can
be facilitated. A patient interface mobile app for easier hospital selection and feedback can
be developed.

Monitoring and feedback:

Regular quality checks need to be implemented and feedback sessions with Private hospitals
need to be facilitated. Appointment of nodal officers for better support and communication
can be considered. A dedicated helpline for hospitals and fixing nodal persons to address
claims-related issues could be considered.
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» Introduction

» Universal Health Coverage

The World Health Organization (WHO; 2023) defines Universal Health Coverage (UHC)
with the goal that “all people have access to the full range of health services they need,
when and where they need them, without financial hardship.” UHC is a key indicator of the
Sustainable Development Goal (SDG) 3 — ensure healthy lives and promote well-being for
all at all ages (United Nations Department of Economic and Social Affairs). The attainment
of UHC is both a means to achieve better health outcomes and a desirable goal in its own
right, with potential implications for poverty reduction and the promotion of a stable and
secure society (World Health Organization Secretariat, 2013).

UHC subsumes universal access, which is defined as the “opportunity or ability” to obtain
health services and benefit from financial risk protection (Evans et al., 2013). UHC can be
attained only when the presence of physically accessible and financially affordable health
services interacts with the willingness to use these services. While there is some debate on
whether the goal should be universal access to health services or universal health coverage,
the latter cannot be achieved without the former, making them complementary.

» History of UHC

For a large part of recorded history, universal health care was ‘meaningless’ because: a)
health care had very little to offer and b) health systems were virtually non-existent to
provide such services (McKee et al, 2013). Advances in science in the late 19th century,
along with the potential of health care to affect the odds of whether a person would live or
die (Nolte and McKee, 2004), kickstarted the systems for organized health care emergence
in Western Europe. Access to healthcare—as a part of the demand for social protection by
labour unions in Germany in the late 19th century—was initially limited to those in industrial
employment and was financed mostly through wage-related contributions. This model of
financing healthcare has now been adopted—as one of the many parallel systems—by
Belgium, Japan, Switzerland, France, and several other countries.

The advent of industrialization also brought with it some social problems such as alcoholism,
tuberculosis, and overcrowding. Tackling these issues required the government to play a
more active role in the provision of health services, often through forging political alliances
and the redistribution of resources from those who had it to those who needed it most
(McKee et al, 2013). In some countries, such as Scandinavia, local governments took on
the complete responsibility of providing health services. Countries such as Australia and
Canada provide such services through partnerships between the federal and provincial,
state, and territorial governments. Some countries relied on a composite mix of government
and employer-based systems operating in parallel to provide health services (Greece and
Ireland).

Medcalf et al. (2015) documented the development of UHC in various countries—from Sri
Lanka to Mexico to China to South Africa—and highlighted political and economic trends
that affected the design and implementation of the respective health coverage schemes
in these countries. Despite the different methods or provision of healthcare services across
these countries, McKee et al. (2013) argue that the pursuit of such provision has historically
been an ‘explicitly political process'.



» Evaluation of Chiranjeevi Swasthya Bima Yojana- Govt. of Rajasthan 13

The pursuit of Universal Health Coverage is as much a global pursuit as it is a national
or regional pursuit. Some major (chronological) milestones in this global journey—as
organized by the Civil Society Engagement Mechanism for UHC2030 (CSEM, 2021) - have
been as follows:

10.

1.

Recognition of the 'right to health’ irrespective of “race, religion, political belief,
economic or social condition” by the World Health Organization in 1946.

Reaffirmation of the need to achieve health for all by 134 WHO member states in
Kazakhstan in 1978.

Launch of the International Health Partnership to meet the Millennial Development
Goals by improving “effective development cooperation in health” in 2007.

The publication of the World Health Report on Health System Financing: Path to UHC
by the World Health Organization in 2010.

Endorsement of the first resolution by the United Nations General Assembly
endorsing UHC in 2012.

Launch of the Sustainable Development Goals as part of the 2030 Agenda for
Sustainable Development in 2015.

Launch of the first WHO-World Bank global monitoring report on Tracking Universal
Health Coverage in 2015.

Establishment of the “Group of friends of UHC and Global Health” as an informal
platform for UN member states to build momentum toward UHC by 2030 in 2018.

The first congregation of the finance and health ministers of the G20 countries on
health financing for UHC in Japan in 2019.

Launch of the United Nations Secretary General's policy brief on UHC and COVID-19,
release of the first State of UHC Commitment Review, and launch of the Global
Action Plan to bring together United Nations entities to make progress on all SDG 3
targets in 2020.

The G7 declaration of Health recommits the seven nations to focus on UHC during
the COVID-19 crisis in 2021.
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» Financing models for UHC

Healthcare financing can be categorized into four major models. Table 1 below, based on
Ranabhat et al. (2023), describes each of these four models and lays out its advantages
and disadvantages. It is critical to note that very few, if any, countries explicitly rely on one
of these models; most countries use a combination of two or more models to fulfil the

healthcare financina needs of their populations.

Model

Description

Advantage

Disadvantage

Beveridge model

Centralized provision with a
single-payer government
system funded by public
taxes

Low costs, standard benefits,
eliminates out-of-pocket
expenditure

Risk of overutilization
(moral hazard), higher
taxation to fund
increasing demand,
and potential exclusion
for non-taxpayers

Bismarck

Decentralized system with
the onus of payment on
employees and employers,
private healthcare providers,
and public insurers

Usually has wide coverage
(including pre-existing
conditions); competing

insurers ensure the best price
for the consumer

Potential exclusion of
informal and
unemployed workers,
issues with
sustainability, and
competition dynamics

National health
insurance model

Private providers with the
government as an insurer

Better affordability for
consumers, cheaper to
administer, more freedom for
providers

Characterized by
delays in treatment for
consumers and delays

in payments for
providers

Out-of-pocket
model

Consumers directly pay for
services utilized

Free-market solution, pay-
what-you-use model

Equity concerns
(healthcare driven by
income)

Table 1: Models of Healthcare Financing

» Current progress in UHC

The world made substantial progress on Universal Health Coverage, as measured by the
UHC service coverage index (SDG 3.8.1), between 2000 and 2015. However, as Figure 1 below
depicts, the index has plateaued since then, indicating that even incrementalimprovements
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worldwide have been hard to come by. It is critical to note here that these averages
mask within-region and within-country inequalities in UHC attainment, which have been
documented to have a disproportionate impact on those who are poor, less educated, and
live in rural areas (World Health Organization, 2023). The absence of physical and affordable
access to health services forces out-of-pocket expenditure (OOPE) on health by individuals
and households. This OOPE was noted to push 344 million people into extreme poverty and
1.3 billion people into relative poverty in 2019 (World Health Organization), even before the
onset of the COVID-19 pandemic. There is evidence of a strong inverse relationship between
government spending on health services and the share of healthcare expenditure funded
from OOP payments, and follow-on implications for the burden of catastrophic payments
on the population (Xu et al,, 2003)

» India and Universal Health Care

India’s ambition to attain Universal Health Care can be traced as early as pre-independence
with the Bhore Committee report in 1946, which noted that “.. the present medical services
should be free to all without distinction..” The early establishment of this ideal led to the setup
of one of the first health insurance schemes in India as early as 1948, and has subsequently
led to the country experiencing a “remarkable proliferation” of 48 Government Funded
Health Insurance Schemes ' (GFHIS) between 1997 and 2018 (Patnaik, Roy, and Shah, 2018).
We highlight a selection of the various GFHIS schemes in the country since independence.

First state-level
Bhore Committee GFHIS,
advocates for free Jeevandayee
medical services Yojang, in
Maharashtra

2002 National
Health Policy
recommended
public-private
GFHIS model

ESIS launch: Co-

payment model
for the organised
sector

Figure 2: Evolution of health insurance in india

» History of Government-Funded Health Insurance Schemes in India

The Employee State Insurance Scheme (ESIS), which was launched in 1948, provided
health insurance to workers in the organized sector. The idea behind limiting the benefits
to the organized sector was that as India grew economically, more workers would be
employed in the organized/formal sector and would therefore come under the ambit of
this scheme (Patnaik, Roy, and Shah, 2018). The ESIS used a co-payment model of funding,
with contributions from the employee, employer, and state to fund health insurance (ibid).
A similar model was adopted for the selection of central government employees under
the Central Government Health Scheme of 1954. For women workers, the Maternity Benefit
Act of 1961—the funding of which was the responsibility of the employers—mandated the
provision of maternity leave and financial benefits for the first time in India (ibid).

I The authors also provide a useful classification of the 48 schemes based on four salient features:
regulatory body, funding, maximum benefit amount, and empanelling authority.
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Despite the recommendation of the National Health Policy of 1983, which argued for the
state-wise adoption of GFHIS, the next decade saw the adoption of multiple national health
insurance schemes for organized workers.

Given that a large majority of the Indian workforce was employed in the unorganized sector,
these individuals remained outside the ambit of the above-mentioned national-level
schemes (ibid). The Rashtriya Aarogya Nidhi Scheme of 1997 was the country's first attempt
at providing insurance to individuals who were poor and worked in the unorganized sector
at the national level (Dubey et al., 2023).

The same year, 1997, witnessed the launch of the first state-level GFHIS in Maharashtrag,
called Jeevandayee Yojana, which covered health services in public and select private
facilities for individuals belonging to the below poverty line (BPL) category. This model of
government-funded targeted provision of health insurance, pioneered by Maharashtrag,
was adopted and used by several other states as well as the central government (Dubey
et al, 2023).

Karnataka witnessed the adoption of yet another distinct form of health insurance known
as community-based health insurance. The Yeshasvini Scheme—a joint cooperative health
care scheme by farmers and the state government—was launched in 2002-03 with the
beneficiaries paying the yearly insurance premiums and the government supplementing
them with co-pay models. It is worth noting that the state-level take-up of health insurance
schemes “followed the wave of privatization in the healthcare sector in the 1990s” (ibid),
with the former acting as a protective mechanism against financial shocks to individuals
and households from the latter.

The National Health Policy of 2002—as opposed to its 1983 and subsequent versions—
proposed a joint public-private delivery of a national GFHIS for the poor (ibid). Following
this, the Ministry of Finance announced the Universal Health Insurance Scheme (UHIS),
India’s first national GFHIS, in 2003. Although the initial beneficiary group was not restrictive,
the scheme was restructured for BPL families along with self-help groups within a year
of its original launch to increase targeted coverage. Despite this change, coverage
remained insufficient (Patnaik, Roy, and Shah, 2018), and the scheme “failed to take off”. The
government’s next attempt at securing health security was through the Unorganized Sector
Workers' Social Security Scheme of 2004. However, this too was met the same fate as UHIS
and was discontinued at the pilot stage.

Taking its cue from the state GFHIS in Maharashtra and Karnataka, Andhra Pradesh launched
the Rajiv Aarogyasri Scheme in 2007, targeting the free provision of secondary and tertiary
care to the poor residents of the state across a network of public and private empanelled
facilities. Among the state-run GFHIS schemes, the Rajiv Aarogyasri is noted to have the
highest coverage (Yellaiah, 2013) in terms of families covered under the scheme.

Patnaik, Roy, and Shah (2018), Hooda 2(2020) , and Dubey et al. (2023), provide similar
chronological timelines of various central and state-level GFHIS in India. Prinja et al. (2017)
provided a systematic review of the impact of some of these schemes. We now shift our
focus to the two major central health insurance schemes that the country has implemented
in recent years, highlighting their design, impacts, and shortcomings.

2 The author provides another classification of health insurance systems into one of four kinds: “employ-
er-mandated social health insurance (SHI) like CGHS and ESIS, commercial/voluntary health insurance (VHI),
community-based health insurance, and target oriented government-funded heaith insurance (GFHI)".
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» Rashtriya Swasthya Bima Yojana (RSBY)

Amongthelargesthealthinsurance schemesintheworld (Shroff,Roberts,andReich,2015),the
RSBYwaslaunchedin2007-08 by the Ministry of Labourand Employment, Governmentof india.
The scheme had two objectives: a) toreduce health expenditure andincrease health-seeking
behaviour among the population and b) to “overcome supply side shortages” (Dubey et al,,
2023), through the involvement of private health service providers. The scheme was initially
meant to cover only BPL families but was expanded to include other unorganized workers?®
as well (Hooda, 2020). In terms of coverage, the scheme covered pre-existing conditions
but excluded outpatient and drug costs for a total cover of 30,000 per family per annum.

The schemewas funded by the central and state governments, with the former paying around
three-quarters of the 750 annual premium and the latter paying the remaining (National
Informatics Centre, Ministry of Electronics & Information Technology, 2016). An annual
registration fee of € 30 was levied per household to maintain active status in the scheme.

The implementation of electronic enrolment records and usage of smart cards has
been noted to be a key factor in propelling the RSBY to achieve high levels of enrolment
in comparison with similar schemes in Georgia, Mexico, and Vietnam (Dubey et el., 2023).
Johnson and Krishnaswamy (2012) estimated that RSBY on an average, with regional
variation, increased hospital utilization rates by nearly 20% and reduced total medical
expenses by 8%. An internal evaluation survey also highlights that every 9 in 10 beneficiaries
who received treatment under the scheme were satisfied with the treatment and the
services provided in the hospitals.

In terms of reducing out-of-pocket expenditure, RSBY have either fallen short or had the
reverse effect of what would be expected. Devadasan et al. (2013) highlight that in Gujarat,
“nearly 60% of insured patients had to spend about 10% of their annual income on hospital
expenses, despite being enrolled.” The authors prescribe this to the low level of coverage
under the scheme (? 30,000 per family per annum), which, they argue, is “too little” for
major surgeries. On a national level, Karan, Yip, and Mahal (2017) found a 30% increase—
as opposed to a decrease that would be expected—in the likelihood of incurring any
out-of-pocket spending due to RSBY. Reshmi et al. (2021) provided a meta-review of the
impact of RSBY on financial risk protection and healthcare utilization, noting that nearly all
the results were not statistically significant

Apart from these impacts, various shortcomings of the scheme have also been documented
in the literature. Some of these are:

a. The disconnect of RSBY from existing state-level GFHI schemes leads to
fragmented risk pools (Giedion, Alfonso, and Diaz, 2013);

b. Incomplete enrolment due to the inability of beneficiaries to present required
documentation, lack of district participation, and inadequate outreach by
agencies (Karan et al,, 2017 Prinja et al., 2017);

c. Inequitable enrolment with lower representation from remote rural areas, tribal
communities, and female-headed households (Devadasan et al,, 2013);

d. The skew of private empanelled hospitals toward urban and richer districts (Nandi
etal, 2018) &

e. Lack of access to data and lack of transparency regarding grievance redressal
mechanisms (Thakur, 2016 and Narayana, 2017).

3 As Hooda (2020) notes, these categories include “building and other construction workers, street ven-
dors, MGNREGA workers (those who worked for more than 15 days ), beedi workers, domestic workers, railways
porters, sanitation workers, rickshaw drivers/pu//ers, mine workers, rag pickers, auto/taxi drivers, and weavers and
textile workers.”
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» Ayushman Bharath Pradhan Mantri Jan Arogya Yojana (AB PM-JAY)

As the successor to RBSY, the AB PM-JAY, was launched by the Ministry of Health and Family
Welfare (MoHFW), Government of India, in 2018. The AB PM-JAY is the second component
of Ayushman Bharat—a Government of India flagship scheme to achieve the vision of UHC
in India—in addition to the creation of 1,50,000 Health and Wellness Centres (HWCs) aimed
at delivering comprehensive primary healthcare. The AB PM-JAY aims to cover nearly 55
crore beneficiaries based on the “deprivation and occupational criteria of Socio-Economic
Caste Census 2011 for rural and urban areas, respectively,” (National Health Authority, 2019).
Those under RBSY who did not fall into this category were also subsumed under AB PM-JAY.
Learning from the shortcomings of the RBSY, the AB PM-JAY provides cashless cover of up
to Z 5,00,000 (revised upwards from & 30,000 for RBSY) for secondary and tertiary level
services to eligible families per annum, with the key distinction being the removal of the cap
on the number of members in a family. In addition to covering all pre-existing conditions,
AB PM-JAY covers up to 3 days of pre-hospitalization and 15 days of post-hospitalization
expenses. The PM-JAY also covers the cost of drugs and many outpatient services (unlike
the RBSY), and beneficiaries can utilize services from both public and empanelled private
hospitals across the country. Dubey et al. (2023) provided an overview of the hierarchical
implementation model of AB PM-JAY.

Given the recency of the scheme, there are not many impact assessments for PM-JAY.
Parmar et al. (2023) conducted a household survey and highlighted that while PM-JAY
was not associated with an increase in hospitalizations, it increased the chances of visiting
a private facility by 4.6 percentage points. The authors also note that the scheme was
associated with a 13% relative reduction in out-of-pocket expenditure and a 21% reduction
in catastrophic health expenditure, both driven primarily by private facilities.

Within the state of Chhattisgarh, Garg, Bebarta, and Tripathi (2020) found that enrolment
under PM-JAY did not increase utilization of hospital care and that the incidence of OOPE
and CHE did not decrease with enrolment under the scheme. Results from Meerut in Uttar
Pradesh (Verma et al, 2022) highlight that nearly three-quarters of providers considered
PM-JAY to be inferior to private insurance due to poor grievance reprisal and delays in
claims processing. Non-payment of claims was documented (Bhasin, 2021) to have forced
private hospitals in Punjab to suspend the intake of new patients under Ayushman Bharat.
Dubey et al. (2023) provided additional details regarding financing, beneficiary enrolment
and awareness, monitoring and evaluation, and results on geographical, gender, age,
caste, and religion equity under the AB PM-JAY.

A 2021 report by NITI Aayog highlights that nearly a third of the Indian population (amounting
to nearly 40 crore individuals) is devoid of any financial protection for health and that these
individuals are spread across rural and urban areas and between formal and informal
occupations. The same report also outlines various state-level GFHIS, with a particular focus
on those covering the “non-poor” population.

» Status of health-related expenditures and health insurance in India

Despite the rich history and massive scale of health insurance in the country, public health
spending in India is among the lowest when compared with other big economies, both as a
percentage of gross domestic product and in per capita terms (Organization for Economic
Co-operation and Development, 2019). This underinvestment in health has been noted
by both governments (for example the Economic Survey of India 2020-21) and nongov-
ernmental actors (such as The Elders, 2018) across the years.

Indian Government's (Centre and states), spending on education and health (including



» Evaluation of Chiranjeevi Swasthya Bima Yojana- Govt. of Rajasthan

T epenaure | 20 | ao0s |z | aoe

Current health expenditure per capita 88.55 117.16 145.47 275.13
PPP (in current international $)

Current health expenditure as % of GDP 4.04 3.79 3.27 3.54
Domestic general government health 3:29 3.03 3 g3

expenditure as % of general government

expenditure

Domestic general government health 20.68 20.13 26.20 26.95
expenditure as % of current health

expenditure

Domestic private expenditure on health 76.67 78.34 72.82 72.35

as % of current health expenditure

Voluntary health insurance (VHI) as % of NA 1.6 3.4 4.7

total health expenditure (2013- (2016~
2014) 2017)

Source: World Bank Data Bank (World Bank, 2021 for all, apart for 1: [NHSRC, 2019)

Table 2: Health Spending in India

nutrition programmes) is currently 3.8% of GDP and 1.4% of GDP, respectively, which is
significantly lower than the corresponding world averages of 4.4% and 6.0%, respectively
(as cited in Selvaraj et al, 2022).

Such low levels of public investment in healthcare spending have traditionally resulted in
consumers of healthcare having to pay for health service out-of-pocket. The out-of-pocket
expenditure (OOPE) on healthcare (as a percentage of total healthcare expenditure) in
India has historically been nearly 70% (World Health Organization, 2019), which is much
higher than that in middle-income countries, Sub-Saharan Africa, and the rest of the world
(as shown in the figure below). While OOPE has begun to decline in recent years, more than
half of the healthcare spending burden in the country still falls on consumers. In 2018, nearly
16% of the population faced catastrophic health expenses (Sriram and Albadrani, 2022),
and approximately 3.3% were pushed into poverty due to out-of-pocket expenditures on
health (Mohanty and Dwivedi, 2021).

0 Figure 3: OOPE on healthcare
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Nationally, the National Family Health Survey (NFHS-5) highlights that only 38% and 42% of
urban and rural households, respectively, have any usual member within the household
covered under a health insuronce/ﬁnoncing scheme* . However, there is substantial
variation in health insurance coverage across states and districts in Indig, ranging from less
than 10% (in districts in Maharashtra, Uttar Pradesh, and Bihar) to more than 80% (in districts
in Rajasthan and Chhattisgarh). The map below, produced by the Geographic Insights Lab
(2021) based on NFHS-5 data, highlights district-level health insurance coverage in India.

NFHS-5
Number of Select Min-Max

o Districts Pecde District
C_}.“ n 723-978

7 63.1-721

70 . 55 - 63.1

7 447-546
7 358-446
70 287-357
7 226-286
70 181-226
133-181

!
v}

Figure 4: District level Health Insurance Coverage in India

4 It is worth noting that these statistics are valid for a household even if only one of the members of the

household is covered under a health insurance scheme. This implies that the actual individual-level figures might
be lower than the average of 41 percent.
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» Health Insurance in Rajasthan

Historically, the state of Rajasthan has relied on deploying central schemes to cater to the
healthinsuranceneedsofitscitizens.ThisbeganwiththeintegrationoftheCentralGovernment
HealthScheme (CGHS) andEmployees’StatelnsuranceScheme (ESIC) intothestate, providing
healthcarebenefitstospecificsegmentsofthe population (Dubeyetal, 2023andHooda,2020).

CGHS and ESIC
integration for specific Mukhyamantri Nirogi Rajasthan
segments Nishulk Janch Yojana Initiative

Rajasthan Mukhya Mantri
Mukhyamantri Nishulk Chiranjeevi Swasthya
Dava Yojana Bima Yojana

In 2011, the state government introduced the Rajasthan Mukhyamantri Nishulk Dava Yojana
to provide commonly used essential medicines free of cost to patients visiting government
healthcare institutions (Khan, 2019). In 2013, this was extended to include free medical tests
under the Mukhyamantri Nishulk Janch Yojana, benefiting more than 170 million individuals
across the state (Rajasthan Medical Services Corporation Limited, 2016).

The state then introduced the Bhamashah Swasthya Bima Yojanain 2015 to provide cashless
health services benefits of up to 30,000 for illnesses and g 3,00,000 for critical illnesses.
The scheme covered families under the National Food Security Act (NFSA) and Rashtriya
Swasthya Bima Yojana (RSBY). Jain (2019) documents “substantial rates and levels” of
out-of-pocket payments (OOPP) at private hospitals under the scheme, and that 70% of the
variation in OOPP is explained by differences within hospitals. Joseph (2020) finds that the
scheme in the capital city of Jaipur resulted in increased use of hospital services, but that
nearly 80% of individuals insured under the scheme had to incur out-of-pocket expenses.

The state government also introduced several instruments adjacent to its health insurance
offerings. Examples include the Nirogi Rajasthan initiative launched in 2019, which aims to
promote better health and wellness among citizens by focusing on preventative healthcare
measures, early diagnosis, and treatment (Times of India, 2019). This initiative has nearly
43 million individuals registered under its aegis (Medical, Health and Family Welfare
Department, Government of Rajasthan). Others include e-health initiatives such as the
Arogya Online Health Management and Information System, e-Upkaran, and the Integrated
Ambulance Services Payment Monitoring System (Joshi et al,, 2021).

In 2022, the Government of Rajasthan introduced the Rajasthan Right to Health Bill, which
provides the right to health and access to healthcare for people in the state, including free
healthcare services at any clinical establishment to residents of the state. PRS Legislative
Research (2023) provides an analysis of the bill and highlights its key challenges.

In recent years, in part because of the presence of the many schemes outlined above,
Rajasthan has emerged as a leader in health insurance coverage among all states in India.
According to the National Family Health Survey (NFHS; 2019-2021), nearly 9 of 10 households
in Rajasthan had at least one member covered under a health insurance scheme, the
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highest in India. Between the two rounds of the NFHS — 2015-16 and 2019-21 — all districts
in Rajasthan have seen substantial improvements in health insurance coverage, with the
average increase between the two years being 70 percentage points. This increase is
among the largest across all states in the country.

» Rajasthan’s Mukhya Mantri Chiranjeevi Swasthya Bima Yojana
(MMCSBY)

In 2021, the state government launched the Mukhyamantri Chiranjeevi Swasthya Bima
Yojana—an instrument to implement Universal Health Coverage across the state by a)
reducing out-of-pocket expenditure on health for eligible families, b) providing quality
treatment from public and private facilities, and ¢) providing free-of-cost treatment for
nearly 1800 treatments.

The scheme provides a cover of up to 25 lakhs per family to all families in Rajasthan under
two brackets:

1. Eligible beneficiary families registered in the free category under the State Food
Security Act (NFSA), eligible families of the Socio-Economic Census (SECC)
2011, contractual workers working in all the departments/boards/corporations/
government companies of the state, small and marginal farmers, and former
destitute and helpless families who received the COVID-19 ex gratia amount are
included in the scheme by default and do not have to pay to maintain coverage.

2. All other families of the state who are not government employees/pensioners can
join the scheme by paying a prescribed premium of g 800 per family per year.

> Best Practices observed in other states
i. Dr.YSR Aarogyastri Health Insurance Scheme (Andhra Pradesh)

Transparent online system: The entire process from the time of health camp conduct to
screening, diagnosis, treatment, follow-up, and claim paymentis made transparent through
online web-based processing to prevent any misuse and fraud. Enhances accountability
and minimizes fraud through real-time tracking of claims.

Disease mapping and identification of morbidity pools: As the entire patient data of people
attending health camps, network hospital OP, in-patient treatment details, and treatment
details of the beneficiaries approved under the scheme are captured online, it creates
huge morbidity data of the population. Patient data are used to identify disease trends and
inform public health interventions.

ii. Chief Minister's Comprehensive Health Insurance Scheme (CMCHIS) (Tamil Nadu)

IEC activities: Raise awareness about the scheme and encourage beneficiaries to use its
benefits.

iii. Karunya Arogya Suraksha Padhathi (KASP) (Kerala)

1. Universal coverage for the bottom 40%: Offers healthcare access to a large segment
of the population regardless of income level.

2. Coverage of pre-existing conditions: Eliminates concerns about exclusion due to
existing medical conditions.

3. Portability across India: Ensures uninterrupted coverage even when beneficiaries
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travel outside Kerala.

4. Follow-up care for specific procedures: Enhances treatment outcomes and promotes
long-term patient well-being
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» Methodology

The study implements systematic ‘insurance cascade’ framework developed by Bauhoff

and Sudharsanan (2021).

Enrollment - are eligible households enrolled?

Awareness - of those that are enrolled, do they know about
their enrollment status and about the benefits of the scheme?

Access - do enrolees have access to and do they choose to
participating facilites?

Service delivery - are services delivered in accordance with the
scheme guidelines?

» Research objectives

1. Assess the impact of the scheme on beneficiaries in terms of key parameters such
as out-of-pocket expenditure.

2. Understandthe currentstatus of the scheme, identify gaps, provide recommendations
to enhance scheme implementation, and improve the provision of Universal Health
Coverage (UHC).

3. Analyze the data made available by the State to identify trends and patterns in
claims.

» Research design and setting

To assess the scheme’s status and identify impediments to Universal Health Coverage,
mixed methods were deployed, including quantitative and qualitative methods. The key
stakeholders engaged in the study included beneficiaries availing benefits under the
scheme (survey), Swasthya Margadarshak’s (survey), and hospital administrators (IDIs).

» Sampling

Identification of hospitals/heolth care facilities: There are 1788 empanelled health facilities
under the Chiranjeevi Swasthya Beema Yojana. A standard sampling calculation with 1788
as the population parameter, 95% confidence level, and 10% margin of error yields a sample
size of around 92 facilities. To include other institutions such as medical colleges etc., 102
facilities were selected based on a stratified random sampling strategy with margins as
listed in the framework. All 33 districts in Rajasthan were covered under the study with 52
Government and 50 Private facilities.
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» Stakeholders covered under the study

a. Beneficiaries under the study:

From each facility, 5-6 patients were covered through structured questionnaires
deployed through Google Forms. Thus, the number of beneficiaries covered under
the study totalled 525. During the field visits, some beneficiaries were discharged
from the facility. Hence, their surveys were conducted at their homes after contacting
them through the records made available by the hospitals/CHCs.

b. Swasthya Margdarshaks:

In addition to the beneficiaries, interviews were conducted through structured
questionnaires with 100 Swasthya Margdarshaks in the same hospitals/facilities as
the patients.

c. Hospital Administrators:
Ten hospital administrators were included in the study.

Through the tools developed, the following aspects of the scheme implementation and
benefits were explored:

With the scheme beneficiaries, those availing in addition to those who have already availed
the scheme benefits were covered. Aspects on ease of enrolment, awareness about the
scheme, access to services, and out-of-pocket expenses were covered in addition to any
challenges faced by them with regard to enrolment, availing benefits under the scheme,
and reimbursements associated with hospital admission. Under OOPE, the category of
direct medical costs included both package and non-package components, consisting of
doctor’s fees, diagnostic tests, medication costs, bed charges, and other similar expenses.
Direct nonmedical expenditures, including transportation for patients or others involved in
their care, and lodging accommodations for escorts or food expenses, have been covered.

The Swasthya Margdarshaks tool covers the following aspects: their understanding of roles
and responsibilities, whether they received training to deliver their services, and how they
deliver their duties and help the patients. Documentation associated with the scheme and
general questions patients have about availing benefits under the scheme, challenges
associated with availing benefits under the scheme, how they support patients who are not
registered, and lastly, how can the benefit/outcome of the scheme be improved to reach
out to more beneficiaries.

With the Hospital administrators, it attempts to understand the effectiveness of the
scheme and their experience working with multiple stakeholders. It understands their
inputs on scheme coverage, compensation received by hospitals, claim submission
process and associated challenges, if any, processing of payments, and any challenges,
and recommendations they have to improve scheme delivery. Questions about incentives
being given to private and Government hospitals were discussed. The impact on service
delivery by doctors owing to increased patient load is also covered.

The tools were first developed in English, aligned to the objectives of the study, upon
finalization they were translated into Hindi. Google Forms were used to capture responses
from beneficiaries and Swasthya Margdarshaks, and interviews with hospital administrators
were conducted.
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» Data collection process

To address the objectives of the study, several data requests were made to the State Health
Department anchoring the Chiranjeevi Swasthya Beema Yojana. The key data requests are
shared below:

State MIS data was requested for the following parameters:

+  List of hospitals registered under the scheme

«  Number of packages offered

+  Gender-wise breakdown of male and female beneficiaries
+ 3 most utilized packages (package code)

+  Claims data-total claims under Chiranjeevi -
Submitted, Approved, paid, and rejections data

+  Allocated budget under the scheme and budget spent

» Limitations in the data available:

As part of the study, hospital and scheme level data were requested-these includ-
ed-patients utilizing Chiranjeevi scheme per month, beneficiaries with/without premium,
category of incentives and visits per patient for treatment.

Scheme-level data were requested for the following: details of the total number of
beneficiaries registered (district-wise), category-wise details of the registered beneficiaries,
total beneficiaries availed benefits under the scheme (district-wise), and total number of
beneficiaries availed benefits under the scheme under Government and Private categories.
Payments are made under the same categories. Grievance-related data covering the
total number of grievances received and addressed, month-wise data. District wise and
caste wise enrolment and claim data was requested from the Government for this study.
However, due to software issues and a prolonged data retrieval period, data points such as
those listed above were not retrieved from the database. Hence, especially with regard to
the scheme data, there are limitations.

Data collection for the study was spread throughout August - mid-November 2023. As a part
of the data collection process, training of enumerators was conducted at the beginning of
the study. The context of the study was given to all participants and their oral consent was
obtained. Quality checks were conducted on an ongoing basis to ensure the quality of datag,
and replacement was suggested in case of issues identified with the responses.

» Data Analysis

The first step during the analysis process was to clean the data. MS Excel is used for the
analysis and visualization of quantitative data. The qualitative data from the interviews
were analyzed, and key themes were identified from the responses to each question.

The OOPE was divided into different categories such as treatment, doctor or surgeon fees,
medicines, diagnostic tests, bed charges, other medical expenses, transportation, and
other non-medical expenses. We calculated the 5% trimmed mean by removing outliers
and the median OOPE with interquartile range (IQR) for different components of OOPE.



» Evaluation of Chiranjeevi Swasthya Bima Yojana- Govt. of Rajasthan

» Data Analysis and Discussion

The data has been organized into seven sections. The first section gives an overview of the
current status of the scheme in terms of coverage, packages offered, trends in utilization
of packages, and the top illnesses covered under the scheme. The second section covers
the demographic details of beneficiaries covered under the CRISP study. The third section,
covers the enrolment under the scheme, and the fourth section deals with awareness of
the scheme. The fifth section highlights aspects around the accessibility of the scheme, if
the beneficiaries faced any difficulties while availing the scheme benefits, and attempts
to understand from the perspective of administrators and frontline health workers how
accessibility of the scheme can be improved. The sixth section covers service delivery
under the scheme, analysis of out-of-pocket expenditure incurred by beneficiaries, sources
of financing, and challenges experienced by stakeholders in the effective delivery of the
scheme. Finally, the last section outlines the impact of the scheme on beneficiaries.

The sections of the report have been divided into two sub-parts. The first sub-section
(wherever possible) highlights data received from the State Government (MIS), and the
second section covers data analysis of the field-level data gathered from the beneficiary
survey conducted by CRISP, in additionto the survey responses from Swasthya Margdarshaks
and the Hospital Administrators’ responses. The third sub-section discusses the trends
observed through the State data, primary level data, and literature mapped with other
states/insurance schemes/literature in the Indian context. With the above-mentioned flow,
each section of the report provides insights into the functioning of the s cheme and how it
fares with respect to the Insurance schemes spread over India.

» Section | :Current Status and Spread of the Scheme

Rajasthan 1798 packages
Highest health insurance 1761 under insurance mode and
coverage in India, with 37 under trust mode. Insurance
80% urban and 90.4% rural mode is responsible for more
coverage than 95 % of the total MMCSBY
spending.
80% 90.4%

92% of claims Approved

89% of claims Paid

&

URBAN RURAL As per the enrolment and claims data available, ~ 17%
of enrolled beneficiaries have claimed benefits under
the scheme.

21,463 Crore in FY 21-22

The state allocated 5 ;5,5 crore in Fy 22-23
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State-level data

1) NFHS-related data in terms of insurance coverage in the state-As per the latest
report of NFHS 2019-2], in Rajasthan, approximately 88% of the households (HH) are
covered under any health insurance scheme, which is the highest in the country®. This
includes 80% of urban HH and 90.4% of rural HH.

2) Fund allocated under the scheme—Year-wise fund utilized (available in primary
level claims data)
a. FY 21-22 - 21463 crore has been allocated for the Public Health Insurance scheme. ¢

b. FY 22-23 -2 2,228 crore has been allocated to Mukhya Mantri Chiranjeevi Swasthya
Bima Yojana’

In terms of the packages available in the State: 1798 packages are offered as part of the
Insurance scheme. Out of these, the insurance mode offers 1761 packages and the trust
mode covers 37 packages.

It can be inferred that the majority of the packages provided by the state are under the
insurance mode.
Year-wise - Spend under insurance and trust:

Year Insurance (In Cr) Trust (In Cr)
2020-2021 997.41 67.57
2021-2022 2389.27 136.82
2022-2023 2117.48 44.38

Total 5504.16 248.77

Year-wise expenditure: Table No. 3

The year-wise spend under the respective modes also highlights more claims and spending
under the Insurance mode of spending.

4. Analysis of Scheme claim data

a. The Submitted, Approved, Paid, and Rejected data summary (between the period
of May 2021-November 2023) highlights that ~92% of the claims under the scheme
have been approved, whereas ~89% claims associated with the scheme have been
paid.

No. of Persons Amount Amount (%)  No. of Persons
(%)
Submitted 37,76,202 6548,85,30,675
Approved 34,37,809 6021,56,55,491 91.95 91.04
Paid 33,43,169 5807,69,04,122 88.68 88.53
Rejected 4,84,712 370,48,09,259 5.66 12.84

Claims summary : Table No. 4

5 https://main.mohfw.gov.in/sites/default/files/NFHS-5_Phase-Il_0.pdf - pg 51

6 https://prsindia.org/budgets/states/rajasthan-budget-analysis-2021-22#:~text=Total%20expendi-
ture%20in%202021%2D22,borrowings%200f%20Rs%2061%2C904%20crore.

7 https://prsindia.org/files/budget/budget_state/rajasthan/2022/Rajasthan%20Budget%20Analysis %20

2022-23pdf)
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As per the State datq, 1.39 Cr households are enrolled under the scheme, out of which33.43
lakh have been paid claims under the scheme. The scheme has been able to reach out
to 5.56 Cr individuals (assumption of 4 member households) out of the total enrolled
beneficiaries ~ 16.6% have been paid claims through the scheme.

b. Package count volume-wise data

Volume -wise data of the top 10 diseases availed in Pvt. Empanelled hospitals

Sl.no. Disease Name

Haemodialysis Dialysis (ARF [ CRF) (General medicine)
Febrile illness (General medicine)

Respiratory failure

AW N

Haemodialysis Dialysis (ARF / CRF) (Nephrology)

Acute gastroenteritis with dehydration/Recurrent vomiting with
dehydration/Chronic diarrhoea/Dysentery

o1

6 Dengue fever

7 Intensive Neonatal Care Package

8 Blood transfusion

9 PTCA, inclusive of diagnostic angiogram

10 Cholecystectomy

Volume- wise top 10 diseases- Private hospitals: Table No. 5

Package count/ No.
of claims

3,74,694

83,5671

56,937

35,733

35,568

33,591
32,700
21,041

20,823
13,402

After analysis of the data provided by RSHAA, the top 10 packages used in private
hospitals under the MMCSBY are: Haemodialysis Dialysis (ARF / CRF), being the most
used package, followed by Febrile illness and Respiratory failure. It is observed that
the Haemodialysis package was availed in both the General Medicine and Nephrology
procedures. Other packages include Febrile lliness, Respiratory Failure, Acute Gastro-
enteritis, Dengue Fever, and Blood Transfusion, highlighting the focus on common
medical conditions. Interestingly, packages related to cardiology and surgery are
also present, indicating the availability of a wider range of specialized services at the

empanelled private hospitals.

Package count: volume-wise of Top 10 diseases availed in Govt. hospitals

Sl.no. Disease Nome

1 Febrile lllness (General Medicine)
Acute Gastroenteritis with dehydration/Recurrent vomiting with

2 dehydration/chronic diarrhoea/dysentery

3 Severe Anaemia

4 Special Neonatal Care Package

5 Enteric Fever

6 High Risk Delivery

7 Haemodialysis Dialysis (ARF / CRF) (Nephrology)

8 Hospitalization for antenatal complications

9 Febrile liness (Paediatric medical management)

10 Haemodialysis Dialysis (ARF / CRF) (General medicine)

Volume -wise top 10 diseases- Government hospitals: Table No. 5

Package count
availed
3,82,909

2,71165

121,234
81,368
64,509
49,453
49,286
44,004
42,042
38131
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Thetop 10 packages usedin government hospitals under this scheme are also dominated
by general medicine, with Febrile illness being the most used package followed by
Acute Gastroenteritis and Severe Anaemia. Similar to private hospitals, Haemodialysis
appears in both the General Medicine and Nephrology categories, indicating its
importance in both settings. However, government hospitals cater to critical maternal
health and birth-related packages, with High-Risk Delivery and Hospitalisation for
Antenatal Complications recording a high number of registrations.

While both private and government hospitals extensively utilize general medicine
packages, there are some key differences in their top 10 packages. Private hospitals cater
to a large number of patients for haemodialysis, whereas government hospitals have
an influx of patients with Febrile lliness and Acute Gastroenteritis. Furthermore, private
hospitals offer a wider range of specialized services, as evidenced by the presence of
cardiology and surgery packages. On the other hand, government hospitals show large
usage of birth-related and neonatal care packages extensively, reflecting their role in
providing accessible maternity care. The presence of Haemodialysis in both settings
and across different categories underscores its overall importance in the healthcare
system.

c. Value-wise data for Private and Government hospitals
Top 10 packages utilized in Pvt. empanelled hospitals in the State

Amount spent.

Sl.no. Disease Name .
(2in Crores)

1 PTCA, including diagnostic angiogram 53.25
2 Haemodialysis Dialysis (ARF / CRF) (General 4169
medicine)
3 Cholecystectomy 26.80
4 Intensive Neonatal Care Package 19.62
5 Respiratory failure 17.41
6 Febrile iliness (General medicine) 15.04
7 Ureteroscopy + Stone removal with lithotripsy 11.81
8 Total Knee Replacement 10.87
9 Appendicectomy 9.90
10 Dengue fever 8.53

Value -wise top 10 packages Private Hospitals: Table No. 6

The analysis of the top 10 packages used based on the value in private empanelled
hospitals under the MMCSBY revealed that cardiology procedures dominate the list,
with PTCA (including diagnostic angiogram) accounting for the highest expenditure
(¥ 53.25 crores). This is followed by other expensive treatments like haemodialysis,
cholecystectomy, and neonatal care packages. Interestingly, even common conditions
like febrile iliness and appendicectomy were among the top 10 packages availed by
beneficiaries.
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Value-wise - top 10 packages utilized in Govt. hospitals in the State:

Amount spent (2

Sl.no. Disease Name in Crores)
1 Febrile lliness (General medicine) 68.92
High Risk Delivery 56.87
3 Acute Gastroenteritis with dehydration/Recurrent  48.81
vomiting with dehydration/Chronic
diarrhoea/Dysentery
4 Special Neonatal Care Package 24.41
5 Caesarean Delivery 241
6 Severe Anaemia 21.98
7 Enteric Fever 11.61
8 CT for CA Breast/Head & 812
Neck/Ovary/Endometrium/Cervix/Vulvar/Urinary
Bladder/Anal Cancer
9 Hospitalization for antenatal complications 7.94
10 Febrile illness (Paediatric medical management)  7.57

Value-wise top 10 packages in Government Hospitals: Table No. 7

Analysis of the top 10 packages used in Government hospitals under the Rajasthan Health
Insurance Scheme shows a different scenario. Obstetrics & gynaecology procedures like
high-risk deliveries and caesarean deliveries rank highest, reflecting the sizeable influx
of patients needing urgent medical attention. General medicine conditions like febrile
iliness, gastroenteritis, and severe anaemia are prominent, indicating the burden of these
common ailments. Notably, cardiology procedures are less prevalent compared to private
hospitals.

Comparing the top packages availed in private and government hospitals revealed
distinct patterns. Expensive cardiology procedures were availed in private hospitals, while
in government hospitals, obstetrics & gynaecology and general medicine treatments were
predominantly availed. This difference quite likely reflects the varying demographics and
healthcare needs of each sector. Additionally, febrile illness availed in both lists highlights
its widespread impact across both settings.

» Section Il: Beneficiary demographics
A total of 525 beneficiary responses were collected from 255 (49%) male and 270 (51%)

female respondents. Approximately 80% of the beneficiaries hailed from rural areas (427),
while the remaining 20% (98) were from urban areas. The beneficiaries of the scheme
come from diverse age groups, with young adults (17-30 years old) forming the largest
group at 36%. Older adults, both middle-aged (31-45 years old) and those above 45 years
old, also represent a significant portion at 22% and 34%, respectively. Children (0-16 years
old) constitute the smallest group at 8%. This suggests that the scheme caters to various
individuals, with a particular focus on young and older adults.
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Beneficiary Demographics

Area of Residence

Rural

427

Variables Frequency Percentage
(n) (%)

Type of Hospital

Private 252 48

Government 273 52

In-patient 405 7714

Discharged 120 22.86

Gender of the Patient

Male 255 48.57

Female 270 51.43

81.33

Urban
Age group of the patient

98

18.67

Children (0-16) 43 8%

Young Adults (17-30) 189 36%
Middle-aged Adults (31-45) ne 22%
Old-aged adults (>45) 177 34%

Beneficiary demographics: Table No. 8

||| 49%

[

1 “w 19%

Urban

Analysis based on 525 beneficiary responses, reflecting
525 anear-even gender distribution and a significant rural
representation.

* 51%

Male Female

gg % AGE GROUPS

Children

(0-16 years)

Young adults
(17-30years)

Middle-aged adults

(17-30years)

Old-aged adults

(>40 years)
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» Section lll - Enrolment under the scheme

As per the data shared by the Government of Rajasthan, 1.39 Crore families have been
enrolled under the Chiranjeevi Swasthya Bima Yojana. 8

Category-wise distribution is as follows:
a. NFSA and SECC: 111.08 lakh
b. Small and marginal farmers: 11.10 lakh

Contractual workers: 0.40 lakh

0o

d. Beneficiaries of the COVID-19 ex gratia scheme: 3.18 lakh
e. Other families: 13.9 lakh

As per the survey: Majority of the sample beneficiaries 283 (53.9%) who availed the benefits
of the scheme were registered in the year 2023-24, followed by 119 beneficiaries (22.67%)
in the year 2021-2022. It was also observed that 30 beneficiaries (5.71%) who availed the
benefits of Chiranjeevi Yojana were enrolled as beneficiaries under “Bhamashah Swasthya
Bima Yojana” (BSBY). Highlighting that despite enrolment in previous schemes, beneficiaries
are still able to enrol access to health services.

In terms of difficulties faced while registering

Year Frequency (A) for the scheme: Out of the 525 beneficiaries, the
Before 2021 30 (5.71%) majority of the beneficiaries 504 (96%) did not
2021-22 19 (22.67%) face any difficulties while registration, and only

21 (4%) of the respondents faced difficulties. This
2022-23 93 (17.71%)

highlights the ease of access for availing scheme
2023-24 283 (53.90%) benefits, where the majority of beneficiaries did

Year of registration: Table No.9 not report any Issues.

Difficulties faced

. . . Frequenc Percentage
during Registration 9 y g

Yes 21 4.00
No 504 96.00
Total 525 100

Difficulties faced during registration: Table No. 10

Some of the challenges faced by the beneficiaries are mentioned below, not knowing where
or when to register topped the list (17 and 9 instances, respectively). Feeling unassisted
during the process (7 instances), having to travel to a distant registration location (5
instances), and lack of proper documentation (2 instances) further hindered their attempts
to enrol. The challenges highlighted by the beneficiaries underline the gaps in terms of
awareness of the possible camp dates, location of camps, and documentation needed for
a registration process. This reflects the need to improve the registration process to ensure
the accessibility of scheme benefits.

8 Data available in RSHAA report - March 2, 2023
https://drive.google.com/drive/folders/IL73pAvsq-tocyqqr-jhcp3yJstfaxujd
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Difficulties Faced during registration

There were no proper documents for registration [JIIl 2

The place of registration was far from home [N 5
There was no one to help during registration _ 7
Didn't know when to register [N ©
Didn't know where to register [ 17

0 2 - 6 8 10 12 14 16 18

Figure 5: Difficulties faced during Registration

A significant portion of the surveyed beneficiaries (83%) availed the benefits of the scheme
without paying a premium, owing to its wide coverage under different social or economic

categories.
Number of beneficiaries without premium 436
Number of beneficiaries with premium 89
Total 525

Enrolment with/without premium: Table No.l

Discussion

From the above section, we can infer that, despite holding older registration scheme cards,
beneficiaries have availed benefits under the Chiranjeevi scheme, thus making it a pro-poor
scheme. Second, 96% of the beneficiaries reported that they did not face issues during
registration, again highlighting the ease with which the Government has operationalized
the functioning of the scheme till the last mile. Third, the fact that beneficiaries without
premiums outnumber those with premiums also highlights the ease of access to the
scheme. Section IV: Awareness of the Scheme Section IV: Awareness of the Scheme
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» Section IV: Awareness of the Scheme

Knowledge of the scheme benefits, aspects of insurance packages, and claims are critical
to ensuring that the scheme can deliver its mandate and that the target audience does not
incur additional costs. There needs to be investment by the State in awareness generation
about the scheme so that beneficiaries can avail benefits.

As part of the study, beneficiaries’ knowledge of insurance was assessed on two parameters:
their knowledge of insurance packages and the claim amount associated with packages.

Awareness of the insurance packages yielded the following response: the beneficiary
survey showed that 32.38% of beneficiaries were aware of the insurance packages under
the scheme, whereas 67.62% were not. This suggests a significant gap in awareness about
the packages under which patient ilinesses can be booked. Thus, even if they are eligible to
be booked under a certain package, their lack of knowledge prevents them from availing
complete benefits under the scheme.

Awareness of different Frequency Percentage
insurances under the

scheme

Yes 170 32.38

No 355 67.62

Total 525 100

Awareness of insurance schemes- Table No.12

Beneficiaries’ knowledge of claims yielded the following responses. 37.9% of beneficiaries
were aware of their claim amount under the scheme, whereas 62.1% were not. This indicates
a significant knowledge gap in terms of the scheme benefits of beneficiaries.

Knowledge of claim Frequency | Percentage

Yes 199 37.90
No 326 62.10
Total 525 100

Knowledge of claim - Table No.13

Interactions with the Swasthya Margdarshaks on their awareness of the scheme and
whether they received training to deliver their role effectively were conducted. Survey
responses of Swasthya Margdarshaks showed that 83.33% (85) received training related to
the scheme, while 16.67% did not. This suggests that a large majority of healthcare workers
are equipped with the knowledge and skills necessary to effectively guide beneficiaries
through the programme. It is also noted that previous schemes in the state have delivered
similar capacity-building initiatives to equip frontline workers with basic prerequisite skills
to effectively deliver their roles.
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Formal Training Frequency Percentage
Yes 85 83.33

No 17 16.67

Total 102 100

Training received by SM’s - Table No.14

It is important to note that even with a high training rate, there is a small percentage of
Swasthya Margdarshaks who did not receive any training support. It could be helpful to
investigate the reasons behind the lack of training for the remaining 16.67% and ensure that
all helpline workers are equipped to effectively support beneficiaries.

The preceding health insurance in Rajasthan (BSBY) lists in detail the role played by the
Swasthya Margdarshaks as an integral component of the functioning of the scheme?®. With
their front-ending role in the scheme including enrolments, registrations, claim process,
and patient documentation, they must be trained regularly in the case of upgradation of
packages/software.

Discussion
Studies across the country reveal how lack of awareness contributes to out-of-pocket costs

during treatments and availing benefits. “For the PM-JAY in Bihar and Haryana, even among
those who received their beneficiary cards, less than 40% received any information on what
the scheme covers and where the benefits can be accessed, and more than half were not
aware that the scheme is cashless. A 2018 survey in Rajasthan found that only about half
of the patients who received dialysis treatments under the state scheme (BSBY) knew that
the scheme covered all costs and knew a nearby empanelled hospital. Similarly, evidence
from small-scale studies on RSBY in several states reveal consistently low awareness of
what is covered and which facilities participate in the schemes: One study in Gujarat found
that roughly 25% of households knew which hospitals were empanelled and none were
aware that the scheme covered transportation, post-procedure, and food costs” (as cited
in Bauhoff and Sudharsanan)™.

Barik et al. studied the awareness of the Bhamashah Swasthya Bima Yojana (BSBY)
and revealed that beneficiaries often lack awareness about their entittements and how
to claim benefits. More than one-third of the BSBY beneficiaries were unaware that the
scheme covered pregnancy and delivery expenses. Age, education level, and experience
with chronic illness directly influence awareness, with younger, educated individuals with
exposure to chronic illness demonstrating better knowledge. Low awareness translates
to low utilization, with only 17.8% of beneficiaries with high knowledge claiming cashless
benefits or reimbursement compared with 8.7% with low knowledge.

Thus, from the above study findings, it can be concluded that utilisation of the scheme is
directly linked to awareness and UHC. It is extremely important for the Government to make
appropriate investments towards awareness generation.

9 BSBY
10 The Insurance Cascade Framework to Diagnose Bottlenecks and Improve the Effectiveness of Health
Insurance Programs: An Application to India-Sebastian Bauhoff and Nikkil Sudharsanan
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» Section V: Access to Health Insurance

Access to the scheme has been mapped below in terms of the geographic spread of Private
and Government healthcare facilities (list shared by the RSHAA) and the population status

as per 2011 census data.

[

(: Hanumangarh

Ganganagar

With a population of 6.85 crores,
Rajasthan’s districts vary in density and
healthcare access. Jaipur (66.3 lakhs),
Jodhpur (36.9 lakh), Alwar (36.7 lakhs),
Nagaur (33.1 lakhs), and Udaipur (30.7
lakhs) boast the highest populations.
Districts like Jaipur (69 govt hospitals),
Jodhpur (45 govt hospitals), Nagaur
(40 govt hospitals), Sikar (39 govt
hospitals), and Jhunjhunun (33 govt
hospitals) have the most empanelled
governmentfacilities under Chiranjeevi.

Conversely, Baran (122  lakhs),
Dhaulpur (121 lakhs), Pratapgarh (8.7
lakhs), and Jaisalmer (6.7 lakhs) have
lower populations and even fewer
empanelled government hospitals
(17, 11,10, and 12, respectively). Similar
disparities exist in empanelled private
hospitals. Jaisalmer, Baran, Dhaulpur,
and Pratapgarh have minimal private
options (2, 4, 3, and 1, respectively),
whereas Jaipur (280), Jodhpur (66),
Sikar (54), Alwar (52), and Jhunjhunun
(45) have  significantly  more
empanelled private hospitals.
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Figure 7: Density of Government hospitals empanelled under
Chiranjeevi
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Number of Pvt. Hospitals
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Access to the scheme was also understood in terms of beneficiaries access to health care
facilities, usage of Health insurance, length of hospital stay and challenges faced while
availing the scheme.

From the beneficiary survey usage of health Insurance revealed that the maijority of
beneficiaries, 68.38%, availed benefits only once. This is followed by 19.05% who availed it
twice and 4.57% who availed it three times. A smaller group, 8.00%, availed of the benefits
more than four times. This suggests that most beneficiaries utilized the scheme on a
limited number of occasions, potentially indicating that it served their immediate needs
or addressed specific short-term situations. However, a small but notable portion relied on
the benefits more frequently, highlighting their potential dependence on the scheme for
ongoing support.

No. of times benefits

Frequenc

availed 9 Y
1 359
2 100 ]

Length of hospital stay Frequency Percentage
3 24

Short stay 0-5 days 464 88.38%
More than 4 42 Medium stays 6-10 days | 43 8.19%
Grand Total 525 Long stays >10 days 18 3.43%

Frequency of Usage: Table No.15 Length of Hospital Stay: Table No.16

The data show that the vast majority of beneficiaries, 88.38%, had short hospital stays of 0-5
days. This was followed by a much smaller group experiencing medium stays of 6-10 days
(8.19%) and an even smaller group with long stays exceeding 10 days (3.43%).

This suggests that the scheme primarily caters to individuals requiring short-term medical
interventions or treatment for acute illnesses. The low percentage of longer stays indicates
that the scheme may not be the main source of support for beneficiaries with chronic
conditions or those needing extensive hospitalization.
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Frequency Percentage
16 3.05

509 96.95

525 100

Difficulty in availing the Scheme Benefit: Table No.17

Difficulties in availing scheme benefits - The majority of beneficiaries did not face any
difficulty (96.95%) while availing of the scheme benefits. Among the surveyed beneficiaries,
only 16 (3.05%) faced some challenges while availing the benefits.

Nature of Challenges Experienced by

Beneficiaries

Frequency

No guidance from the hospital authorities on

how to avail the benefits

No benefits received without out-of-pocket

expenses

Special packages not available at the facility 5

Complete information not provided at the time

of hospital admission

Late approvals from the Government

Nature of Challenges Experienced: Table No. 18

Swasthya Margadarshak’s
challenges

Documentation Issues 24

Scheme Coverage and
Awadreness Challenges

Identity and Verification
Challenges

1

Logistical and Operational
Challenges

Enrolment and Registration
Challenges

Financial Aspects and
Benefit Disbursement

Ensuring Scheme Benefits: Table No. 19

Frequency

The nature of challenges in availing scheme
benefits by the beneficiaries include lack of
clear guidance from hospital authorities on how
to navigate the process (8 instances). This was
closely followed by beneficiaries having to incur
out-of-pocket expenses despite the scheme’s
promise of financial coverage (7 instances).
The absence of special packages tailored for
the scheme at the facility was also a notable
challenge (5 instances), as was the incomplete
information provided to beneficiaries at the
outset (5 instances). Although encountered
less frequently, late government approvals
also posed a barrier to accessing benefits
(1 instance). These challenges collectively
highlight the challenges faced by beneficiaries
in accessing the scheme’s promised healthcare
benefits.

Challenges experienced by the Swasthya
Margdarshaks in ensuring scheme
delivery include difficulties associated with
documentation proofs of beneficiaries, lack of
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knowledge of the scheme among beneficiaries, challenges associated with identification
and verification of beneficiaries, and problems associated with enrolment and registration
and disbursement of benefits.

The hospital administrator’s responses in terms of accessibility of the scheme cover aspects
related to scheme coverage, provision of flexible packages, and issues of accessibility at
the hospital level.

Packages under Obstetrics and Gynaecology, such as normal delivery and related
packages, are removed from the Chiranjeevi Scheme MMCSBY. In case packages like Anal
Fistula, Diagnostic Laparoscopy, and Cataract are covered exclusively in Government
facilities in the current scheme and not in private hospitals, a similar demarcation is not
found under BSBY. Suggestions for additional coverage include a general package for a
combination of treatments, maternity-related treatments for private hospitals, and the
inclusion of neurology and pulmonology. The inclusion of packages related to conservative
management before surgery, gynaecology-related treatments, palliative care, and
coverage for follow-up costs to enhance patient satisfaction is also shared as suggestions.
The need for flexible packages is highlighted, particularly for patients with comorbidities or
conditions not covered by existing packages. The scheme is acknowledged to be helpful at
the CHC level.

Observations and discussion

Access to health insurance in India remains a complex and multifaceted challenge,
despite various initiatives like state-sponsored schemes and Government Health Insurance
Schemes (GHIS). Studies by Ambade et al. (2023), Garg et al. (2020), and Goyal et al. (2021)
highlight significant disparities in coverage across rural/urban areas, socioeconomic
groups, and regions. Hooda (2020) points to potential gaps in government schemes, with
actual coverage falling below official claims, particularly in rural areas. Rajasthan, however,
boasts of commendable progress in terms of insurance coverage.

However,insurance coveragedoesnottranslateintoaccesstohealthcare,serviceavailability,
affordability, and associated OOPE expenses, as highlighted by Harish et al. (2020), in the case
of Kerala, which boasts of high insurance coverage (74%). Prinja et al. (2019) highlight the need
forinvestigationasexisting healthinsurance schemes, including RSBY,have notdemonstrably
improved accessto healthcare acrossIndia.However, schemes like Vajpayee Arogyashreein
Karnataka (Sood and Wagner, 2018) offer valuable lessons in targeting expensive conditions,
simplifying enrolment, and providing cashless treatment to enhance access for the poor.

Studies have also highlighted gender disparities in terms of access and utilization of
free care programmes like Rajiv Aarogyasri along with the challenges faced by the poor
(Phalswal et al. (2023), and Shaikh et al. (2018). Kamath et al. (2023), further emphasize
the need to address weaknesses like fraud and low awareness within schemes to ensure
equitable access.

From the above literature and the beneficiary survey, it can be inferred that the insurance
scheme was availed once, indicating that the scheme is used to address only short-term
illnesses, rather than chronic conditions that might be difficult to treat. Second, many
beneficiaries shared that they did not face any challenges while availing of scheme benefits,
which also highlights the systems put in place to ensure smooth delivery of scheme benefits.
Inputs from frontline health workers are noteworthy, and they reflect challenges they
experience while executing the scheme, and these need to be addressed. This brings us
back to the previous section highlighting the need to invest in increasing awareness of
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the scheme. Furthermore, discussions with hospital administrators reveal critical aspects
around packages that need to be addressed to ensure the effectiveness of the scheme.
Overall, improving access to health insurance in India requires a multi-pronged approach
that addresses disparities, strengthens existing schemes, and explores alternative strategies
to ensure equitable healthcare for all.

» Section VI: Service delivery under the scheme
This section of the report covers aspects of service delivery under the scheme, especially

those related to out-of-pocket expenditures. Among the beneficiaries, it explores the nature
of OOPE, highlighting the outliers in terms of OOPE. With the Swasthya Margdarshaks, it
attempts to understand the challenges experienced by them in the effective delivery of the
scheme and their impressions on how the scheme can be improved. It further understands
from the Hospital Administrator’s impressions on the scheme, challenges associated with
the scheme, claims, reimbursement process, package rate disparities, and incentives under
the scheme:

1. From the beneficiary survey, it was observed that out of 525 beneficiaries, 320
incurred OOPE expenditures as medical and non-medical expenses.

Trimmed mean

Variables Frequency (n) Standard Median (8) Range (2)
deviation ()

Treatment 54 3996 * 5196 3000 500 - 15000
Doctor or

22 2485 = 7400 500 10 — 20000
surgeon fees
Medicines 43 2025 + 3409 1200 400 - 10000
Diagnostic tests 49 2039 + 2610 1400 300 - 8000
Bed Charges 7 8668 * 18657 1000 10 — 50000
Other Medical

20 1052 + 682 800 500 - 2000
Expenses
Transportation 281 979 + 769 1000 100 — 2000
Other
nonmedical 196 653 * 412 800 100 — 1000
expenses

Mean and Median Costs Associated with OOPE-Table No.20

OOPE expenditures vary considerably across different categories. Treatment was the
most expensive category, with a mean expenditure of € 3996 among 54 beneficiaries,
followed by Bed Charges (2 8668) and Transportation (2 979). Medicines and
Diagnostic tests are also relatively expensive, with mean expenditures of 2025
and Z 2039, respectively. Other Medical Expenses, Doctor or surgeon fees, and other
nonmedical expenses are all less expensive, with mean expenditures of less than g1500.
It is also observed that there is a considerable variation in expenditures within each
category. Overall, the data in this table suggest that OOPE expenditures are incurred
among beneficiaries. The high cost of treatment, bed charges, and transportation is
particularly concerning.

The highest OOPE expenses associated with hospitalization in the beneficiary pool are
shared below:
The table highlights several outliers with significantly higher out-of-pocket
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Variable (OOPE) Disease Name Amount (Z) Hospital/Facility type
Treatment Cost Viral Encephalitis 150000 Private
Haemodialysis Dialysis
400000 Private
(ARF [ CRF)
Haemodialysis Dialysis
60000 Private
(ARF [ CRF)
Back Bone Problem 50000 Government
Doctor or Surgeon fees | Haemodialysis Dialysis i
100000 Private
(ARF [ CRF)
Total Knee
20000 Government
Replacement
Haemodialysis Dialysis i
10000 Private
(ARF / CRF)
Medicines Haemodialysis Dialysis
200000 Private
(ARF / CRF)
Diagnostic tests Haemodialysis Dialysis i
50000 Private
(ARF / CRF)
Bed charges Haemodialysis Dialysis .
50000 Private
(ARF | CRF)
Haemodialysis Dialysis i
18000 Private
(ARF / CRF)

OOPE Outliers: Table No. 21

expenditures than others. Notably, for treatment costs, two cases of Haemodialysis in
private hospitals stand out, with expenditures reaching up to 4,00,000 and 260,000
(in both cases beneficiaries took treatment from non-empanelled hospitals and later
they enrolled at an empanelled facility free of cost). In case of doctor/surgeon fees
in one instance, private hospital Haemodialysis procedures show significantly higher
fees at 100,000, compared to other entries under surgeon fees. Among other OOP
expendituresin Medicines, Diagnostic tests, and bed chargesin case of Haemodialysisin
private hospitals, higher costs are incurred. The OOPE treatment, medicines, diagnostic
tests, and bed charges reveal a concerning trend: significantly higher out-of-pocket
expenditures for Haemodialysis in private hospitals. These expenditures stand out
compared with other treatments and facilities.

Discussion

Despite the promise of public-funded health insurance (PFHI) in Indig, studies in Rajasthan
(Kumaretal, 2023) and Chhattisgarh (Nandi et al., 2017) show mixed results for out-of-pocket
expenditure (OOPE) reduction. While PFHI lowered OOPE in both private and government
hospitals, catastrophic health expenditure (CHE) remained significant, particularly in private
settings. Even in rural areas like West Bengal (Dalui et al., 2020), OOPE remains high (median
Z 3870) and CHE affects 16.2% of families. Surprisingly, having insurance increased CHE risk
in West Bengal, suggesting coverage limitations or ineffective utilization. These findings
highlight the need for improved accessibility and quality of public healthcare alongside
PFHI to truly address OOPE and CHE burdens across India.

The median OOP expenditure for the treatment was g 3000 which is similar to that of the
observations in the study conducted by Dalui et al. (2020) in West Bengal among the rurall
population, which reduced the financial burden on beneficiaries. One study in Gujarat found
that only roughly 25% of households knew which hospitals were empanelled and none were
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aware that the scheme covered transportation, post-procedure, and food costs (as cited
in Bauhoff, 2021). Another study of the BSBY scheme by Roselent, J. (2020) reveals findings
contrary to the current study, where OOPE associated with medicines, transportation, and
non-medical expenses is considerably higher, as compared to the treatment charges.

Even though there are government programs and subsidies for haemodialysis in Indiq,
out-of-pocket expenses (OOPE) remain a significant burden. Studies like Kaur et al. (2018) in
Punjab and Bradshaw et al. (2018) in Kerala found high OOPE in haemodialysis, averaging
2838 per session and leading to catastrophic health expenditure (CHE) in 91% of households
in Kerala.

Even with public insurance like Bhamshah Swasthya Bheema Yojana, studied by Dupas
and Jain (2022) in Rajasthan, unfair hospital practices and limited coverage resulted in
high OOPE, highlighting the need for improved insurance coverage, transparent cost
communication, and strategies to empower patients to navigate the healthcare system
and access the intended benefits.

A study conducted by Kaur et al. (2018) on public sector tertiary hospitals revealed that
the maijority of the Out-of-Pocket Expenses apart from treatment are incurred mainly on
medicines and consumables, followed by transportation and boarding costs.

2. swasthya Margadarshak’s survey responses on the improvement of the scheme have
been shared below:

Suggestions Frequency
Increase awareness and 29
publicity

Improve scheme coverage 18

and accessibility

Reduce documentation and 5

delays

Improve package offerings 15

Improve service quality 7

Other suggestions 12

Improvement of the scheme (SM responses): Table No. 22

In addition to the above, their suggestions can be classified into the following
categories:

a. Increasing awareness of the scheme
b. Improving scheme coverage and access
Improving the registration process

«  Prioritizing and shortening the registration process for BPL/vulnerable
households - Prioritizing registration of BPL families was proposed, especially

43



44 »  Evaluation of Chiranjeevi Swasthya Bima Yojana- Govt. of Rajasthan

those who are not enrolled under the scheme, along with reducing the time
it takes for the registration process.

d. Improving service delivery including

Improving the existing cover through packages

Additional cover for diagnostics and medicine expenditures: Addressing
these would help in the reduction of financial burdens and improve overall
health outcomes.

Addressing the delays associated with claims

e. Administration related-

Formalizing the employment of SMs - The SM survey revealed that despite
their workload, SMs continue to be contractual employees, formalizing their
employment would address issues around their motivation.

Increasing manpower allocation at the hospital and administrative levels
to improve grievance redressal and enhance patient-friendly experience.

Provision of a helpline to address patient queries.
User friendly software to expedite registration and claims-related processes.
Quality assurance in treatment and patient care in registered hospitals:

Regular inspections of affiliated hospitals and addition of hospitals to the
existing pool of service providers would build trust and ensure quality care.

3. Responses from hospital administrators covering aspects around the compensation
of packages, reimbursement, and claims process are discussed below:

a. Compensation and reimbursement

+ Low compensation vis a vis the actual treatment cost: Hospital
administrators raise concerns about low compensation costs under
several packages (oncology packages, plastic surgery), excluding
ophthalmology. This warrants that regular revisions of packages are
needed to align with current rates and avoid unnecessary financial
burdens on patients, as observed in the example of dog bite treatments.

* Inadequacy in compensation for Private hospitals: Concerns are
highlighted when patients are referred to private hospitals for treatment
because some illnesses are not covered through packages.

e At the CHC level, the funds received are considered additional and
satisfactory, as the treatments were already free.

b. Payment delays: Responses regarding delays in payment release under the

Chiranjeevi scheme vary, with some reporting:

« Delays in payments experienced when queries or objections are raised.
However, there is overall consensus on the smooth functioning of the
scheme, in case there are no queries raised.

« Irregular release of reimbursements, occasionally experiencing gaps of
up to 2 months in a few cases.

These insights highlight the need for greater consistency and efficiency in
the reimbursement process under the Chiranjeevi scheme.
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c. Claim submission and payment process

* Reducing the documentation for the scheme: Reducing the need for
documentation would reduce the time needed for filing the claim process.

» Clarity on the standard procedure for verification: Lack of clarity on
the claim process, including query, approval, and rejection, leads to
unnecessary complications for staff and patients. Problems arise when
claims are rejected despite proper documentation, leading to the need
for multiple submissions of the same documents. Patients dropping out
between treatments also contributes toward rejection of claims.

* Lackofclarityinthecompensationbreakdown perclaim: Since oneillness
can include multiple packages, there is no clarity on the compensation
associated with each claim. Multiple queries for the same claim, even
after providing responses with supporting documents, further compound
challenges in the claim process. There is a consensus that improvement
is needed to streamline the process, enhance objectivity in reviews, and
reduce unnecessary queries for a more efficient reimbursement system.

d. Additional Incentives: Hospital administrators were asked how incentives
are received under the scheme and how these incentives are utilized by the
hospital administration.

« Themajority of the hospitals surveyed did notreceive additionalincentives.
However, two hospitals noted that they are receiving incentives under
the category of NABH (National Accreditation Board for Hospitals &
Healthcare Providers) accreditation . This implies that, in the context of
the Chiranjeevi Scheme, some hospitals may be eligible for additional
incentives if they have achieved NABH accreditation, which emphasizes
the importance of quality standards in healthcare delivery.

* Lack of clarity on incentives due to lumpsum payments to hospitals:

As only two responses were received under incentives, this aspect could
be explored in detail. However, interactions revealed a lack of clarity on
whether they are receiving the incentive, and if so, the amount, due to a
lump sum payment system made by RSHAA.

Furthermore, it was also shared that incentives help them cover the difference in actual
costs borne by the hospital and the compensation provided. This indicates that the
incentives play a role in supporting the financial aspects of healthcare service delivery,
particularly in addressing any shortfall between the actual costs incurred by the hospital
and the compensation received.

* Incentives based on patient volume: Lack of clarity amongst the HA’s
exist for this response, and disparity in responses highlights variability in
the financial arrangements or incentives associated with patient volume
under the Chiranjeevi Scheme for the hospitals surveyed.

Clarity and consistency in the distribution of additional funds linked to
patient numbers could contribute to a more transparent and equitable
implementation of the scheme. Aspects around incentives can be examined
in detail to understand if they can help meet additional costs incurred,
especially by both Government and private facilities.
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e. Package Rate Disparities: Interaction with the HAs also explored package
rate disparities, whether there were differences in charges between the
package rates paid by non-scheme beneficiaries and the reimbursement
received from the scheme.

Substantial variations between non-scheme beneficiaries and those
covered under Chiranjeevi: In one instance, the charge for non-bene-
ficiaries was close to double the amount reimbursed under the scheme
(21800 under Chiranjeevi compared to 3500 for other patients). Another
example highlights a significant difference, such as Laparotomy costing
Z 35000 for non-beneficiaries but only 218000 under Chiranjeevi, leading
to concerns about adherence to the treatment package and potential
omissions in essential processes. Similarly, for lipoma abscess treatment,
non-beneficiaries pay 28000, while the Chiranjeevi package is only
2500. The variations are described as case-specific, with different rates
for government-funded appendix operations compared with hospital
charges.

Overall, the responses highlight considerable differences, with rates paid by
non-Chiranjeevi patients being cited as 2-3 times higher or even three times
the rates paid under the Chiranjeevi scheme. These differences in charges
underscore the complex landscape of pricing structures and the impact of the
scheme on healthcare affordability for different patient groups.

f. Scheme impact on Government hospitals was discussed.

Increase in patient load and workload post-Chiranjeevi launch,
particularly in Super Specialty Hospitals, but deems it not significant
enough to have a major impact on the hospitals.

Similar patient load at the Community Health Centre (CHC) level:
another respondent indicated a decrease in patient load at the CHC level.

Increased beneficiary choice if they want to avail services from a private
service provider, meaning that patients now have the option to seek
treatment in private hospitals covered by the scheme.

Positive impact on fund availability: The availability of additional funds
under Chiranjeevi has had a positive impact on Government service
providers. However, this has added an additional burden on private
hospitals. As Government hospitals have received additional funds,
there are limited mechanisms to track the deployment/tracking usage
of additional funds. Despite the availability of additional funds, this has
not been reflected in the coverage of medicine availability or other
associated costs.

Overall, the responses highlight potential shifts in patient preferences and varying
impacts on workload and resources at government hospitals, emphasizing the
need for ongoing monitoring and adjustment in response to evolving healthcare
dynamics.
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» Section VIl : Scheme Impact

The scheme impact through the survey was understood in terms of the affordability of
treatment for beneficiaries and how they usually arrange finances for treatment in case of
emergencies. Responses from the beneficiary survey are discussed below.

It was observed that the majority of the respondents (63%) would have been unable to
afford the treatment without the scheme. This highlights the critical need that the scheme
is addressing in terms of patient treatment.

Ability to Afford Treatment Frequenc Percentade
without the Scheme q y 9
Yes 196 37.33

No 329 62.67

Total 525 100

Affordability of Treatment in the Absence of an Insurance Scheme - Table No. 23

How the respondents would have paid for the treatment in the absence of the scheme
was also discussed. The responses highlight that most of them either used their household
savings, borrowed from relatives, or took a consumption loan. Alarmingly, 23 of them shared
that it would have led them to sell their physical assets.

In the absence of the scheme, the
beneficiary would have paid for the Frequency
treatment through

Loans from family members or friends 96
Loans from outside 92
Sale of physical assets 23
Personal/household savings 103

In case of absence of the scheme, beneficiaries would have paid for the treatment through Table No.24

Responses from Hospital Administrators indicate a widespread consensus that the
Chiranjeevi Scheme has significantly benefited patients, particularly the most vulnerable
sections of society. However, some respondents nhoted challenges arising from conflicting
guidelines with other health schemes, leading to occasional confusion about the appropriate
course of action. The scheme’s impact is particularly noteworthy in private hospitals, where
beneficiaries can access healthcare with minimal out-of-pocket expenses, eliminating
financial barriers and allowing for more extensive options in private healthcare. Despite
challenges in government medical facilities, such as scheme information not being readily
available in hospitals, shortage of medical staff and specialists, delays in treatment and
claim processing, and limited availability of necessary tests and equipment, the scheme
has led to an increase in the number of poor patients seeking treatment at these hospitals.
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Discussion

This section highlights how the scheme has been able to cater to vulnerable populations
and make treatment accessible. Overall, the Chiranjeevi Scheme is described as extremely
helpful, facilitating access to critical healthcare services for financially disadvantaged
individuals across multiple districts.
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» Recommendations

1.

Increasing scheme coverage and awareness:

Enrolment and awareness of the benefits of the scheme need to be improved.
As per the findings of the survey, beneficiaries did not know details about the
packages, their eligibility, and the benefits that can be claimed under the
scheme.

Improving the coverage of packages

Inclusion of packages for general treatment, ensuring comprehensive coverage.
Revision of package rates to meet actual expenses should be conducted

Flexibility in packages to be introduced to accommodate treatments that are
not categorized under any package.

Additional cover for medicines and diagnostics related expenses as treatment
and medicine related costs top OOP expenses.

Empanelment of more hospitals under the scheme and increasing the number
of doctors based on the packages offered are suggested to improve patient
access to health services.

Administration related

a.

Delivery of quality services

« NABH accreditation should be encouraged with empanelled facilities, so
they can meet basic quality standards of healthcare delivery and avail
scheme-related incentives.

« Comprehensiveincentive structures to be developed to clarify volume-based
incentives for private and Government sector hospitals.

Strengthening the monitoring mechanisms for scheme implementation:
« Regular Quality checks of the empanelled facilities should be conducted.

+ Regular feedback from private hospitals for refining processes and
addressing concerns specific to private facilities should be taken up.

» Anodal officer for private hospitals should be appointed to support the private
hospitals empanelled under the scheme. The officer would communicate
software updates in advance, perform website maintenance during
non-working hours, and extend support in case of excessive or repetitive
queries.

Strengthening IT- enabled infrastructure

» The current format of MIS data recorded as part of the scheme does not
create fortnightly or monthly insights into the operations and challenges
associated with the scheme. This makes it difficult to monitor the scheme’s
progress.

« The data should provide information regarding diseases in various regions,
spread of disease-wise treatment in various hospitals, etc. This would help
augment government hospital facilities in addition to preventive health care.

« Software should be made more user-friendly, the query process should be
streamlined, and refresher training for staff should be conducted in case of
software upgrade.

« Anodal officer for private hospitals should be appointed to support the private
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hospitals empanelled under the scheme. The officer would communicate
software updates in advance, perform website maintenance during
non-working hours, and extend support in case of excessive or repetitive
queries.

A mobile application should be developed for the patient interface where all
papers are made available at all stages on a real-time basis relating to the
diagnosis and treatment of the patient. When the user opens the app and
enters their ID and health issue, the mobile app can provide the names of
various empanelled hospitals located in their vicinity (like the Google map
for restaurants and petrol pumps). Furthermore, a hospital rating system
could be developed based on beneficiary feedback.

d. Manpower related: Formalizing employment of the Swasthya Margdarshaks

under the scheme.

Regular training of staff members and hospital administrators so that
they can guide the beneficiaries as per scheme guidelines. These become
especially important in the case of software upgrades.

4. Beneficiary grievance redressal

A dedicated helpline for hospitals enrolled under the scheme.

Fixed nodal persons for the Chiranjeevi Scheme should be appointed to address
all challenges associated with claims and coordinate between agencies and
hospitals.

Reduce documentation under the scheme and delays associated with payment
processing.

Streamlining approval of the discharge process, providing reimbursement
reports per claim, and expanding coverage to include follow-up visits, palliative
care, and conservative management before surgery, among other aspects, are
also proposed for a more comprehensive and efficient implementation of the
Chiranjeevi Scheme.

Delay in payments should be reduced.
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» Annexures

Annexures:

Beneficiary survey tool:
R geaie - g arurdf
TP RBaradl (Interviewers) %?ﬁnz

1. DIRRI B AR AT B [ IS BT ATHR dd THT Dls SRUATA SABR AT 3=
MR FHHaRt Hielg A 81 | afe T fd Hielg &, O Ul faTwdded 3= WeThR B
Ay o foTT HER I T8RO & e &g |
2. IR AR YA & & oF AR 1 TerapR o @18 3 Th-gak & FWR A
I 9P | g8 Ufaare! & Mo-iad G 37 3R g8 gRfdd &4 & fo g fob Saraman
feb it o ITReTell gRT fag TT ITRY A gHifdd T &
3. R YHT B, O HUT 3T Bl WY Google BIH T 1R, IR &1 BT W foraq iR arg &
3% B H ST 9 79| fS Yya 781 8, O HUa1 IR Bl FUT=iY Wid o Ui B3
dTfe g gRfEd 81 9o b IR guriyd 9 of|
4. fHE T uRRUR & et RE Tl &) T8 3 Teafy & T 1S 1 oiR & SFeR)
WA BT A T8 8 | T8 T Had WIH JRE HRA & o, Sfees Bid & iR fanddt o=
wice & forg f arg g g
5. 310 GRT HR T WIH o1 TRSAT 3T ATH 3R B HaR & SIRT b B1 SE | U
%ﬁ%m@ﬁw%%ﬁmﬁaﬁﬁ%ﬂaﬁﬁsﬁvmww
FR |
6. oot ot U a1 faaTe & A1l &, U1 dabTd TeTadl o forg ot Sfapier (+91
9940236829) TT 1 G&f (+91 9772260555) P HId Bx |

*Indicates required question.
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9. 3Mue! (@rHiif &) g farai g2 *

10. 3 (FIT’J-ﬂ?ﬁ) fegfema Ygdid T‘@Iﬁ?f? * Tick only one box.

mRv
O Afgen
0 3=
11. st (aHTf Bt darfee fRUfT TR * Tick only one box.
O it <t et bt 0 3ft =eigrer 8
0 fayar O dThgaT/ 3T
12. 3t (@l o) e &1 I TR FT1 8?2 * Tick only one box.
0O &R et O S
O wrufie I mEIGED

O Ui O Hdh R 3R 390 FW
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0O 3= Wrdfies /mreafies 0 TS et e 3 fomT weR

O IR AeAHB

13. HUDHT (Fﬂﬂ-ﬂ?ﬁﬁ) Yo BT @ FR1 82 * Tick only one box.
O I SaTeh |
O <181l gefieh H

14. 3T (@I ) TS H TSIl shd AT UT? * (R - 3R ATHIf &1 dRIE a1 8l
il USHehRUT & HE I o1 Ugell IR +R <)

Example: January 7, 2019
15. 3O (ATHTT ) TSTepR U1 & 916 T fohd=T IR AT T dTH IS 82 *

16. s 365 1 & SR MR Tt TR Tewl & fory Fafare siten thitrem &t farat AR a1
YT frar g2

YISHT H SBTE S a1 ATH Bt AFBRI (1)

e - el faw e ot arer anurelf & foe § ofR 361 ¥ U@ &R 4R O 31| SR U 9Ha
TeI 8 3R BIs 3R ATHI Bt T8 ITR S X7 8, ol e [ b1 IR Farad arHiff & fore & sk St
& TORT I W S TMRT

17 . 1 39! TS & foIT Goliehrur B TH fot HI3HTE o1 ITHAT HRAT UST? * Tick only

one box.

| B\TJ Skip to question 18

O sl Skip to question 19

SRl B THT HISATS

18. TISHT & foTT TS 01 HRd UG 30! fobeT HISATSTT BT A1 AT USI? *
Check all that apply.

O Ul g1 YT fob g7 SRS T BRI AT

O U<l =76} T fob el RFSRETH R AT

O SRR &1 M TR Y agd g2 U1
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O SRS & TR IS Hag P aTen a1 Ul
[ SRS & forT Ifrd xrael g1 o

O Other:
YISHT H SBTT S aTd ATH B AFBRI (2)

e - e fow e et arer el o foe § SR 361 ¥ U@ &R 4R O 1T | SR U Tvd
TE1 § 3R Pig 3R AU 1 S8 ST ¢ T 8, @l & W D1 UK e arHrelf & fore § eik 38

& TORT T W o MU
19. T Y YT A Hodf 8 T U fhat STaex T garg o ofi? *

Tick only one box.

O &f
mER]
20. 31U A & forg fhaq fat & sruara # Haf g/

21. 1 A WRBRY 1 ol Gellag sreara & ferar s Igre/an? *

Tick only one box.

0 BRI SRyre/gfaur
O froit sregaTer/gfaer
22. gied &1 T F /412 *

23. T 3T IS 1T ISM P (1T U S J DIg I ST TST? *

Mark only one oval.
OB Skip to question 24

O 81 Skip to question 25

TS & W B AHPRY

24, TAT P o8 3MUHT 30t S I fpra Tq A Ug? *

AT & 3T @d I STHBRT



» Evaluation of Chiranjeevi Swasthya Bima Yojana- Govt. of Rajasthan 59

25. Sidex I ol Yeob (SRUATA & HHART / 37 [I=IVF) & G T S{UD! (A1 IRGR arell ol)
3Ot S ¥ =T YT HRAT UST 5/U12 *

26. TATSdl & U | MUD! U (AT GRAR aTdll &) o F fora T YITaH ST geT 81 UT? *

27. A1 SITF (Diagnostic test) W, s0S eXT, SATE & =T H 3MMUH! (A1 URAR aTell &)
3Ot SiE B BT YT T TST /UT?

28. fSRaR Yeh (Bed charges) & U H DI 30T (A1 GRAR aTell 1) Sie I fave1
T 31 TSI 8/4T?

29. 3= fafdhrer @at & fre (aReR Yoo, ffomrddt, safaaid faferan Sumur, &,
3RS, 3M1e) 3 T H MU (31 URAR aTell ) STt S J a1 YT B U1 /412

%30. 3T o gRag= & U 31ueh! (A1 URAR dTdll dl) SOt St J T a1 YiTae H-1 Ul
/dT?

31. TR gRI fHT T o= IR-faforet T (Uoe=0T Yedb, HIoH, ORI o fore IRdgH, Taie W
o, mgwtr%aﬁés‘r 311fe) & =0 T U (A1 URAR aTell ) U=t o J fe= Yirar
BT TSI /T2

YISHET H IBTE S a1 ATH B AFBRI (3)
32. OIS BT A1 U B34 1 Ufehar &1 AR H quie SIfore | * 0 T HH 2-3 a1l (@rg) |

33. T 3{TUH] TS P dgd aTH UTd B H fhd} BidT18 BT ITHAT BT UST? *
Tick only one boxl.
O BTJ Skip to question 34

O sl Skip to question 35
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YISHT & T8d ATH YT HI1 A HiSTS

34. GISHI & dgd dTH UTd Hd THY 3! T SHic-1sal BT FHAT ST UST? *
Check all that apply.

O e o =iy Uoret QU gt o

O foe 1 519 9 9 & oy 781 e

0 SRYTE ATRIBTRT GRT ATH HY IS MY, T W HIS ARG g AT
O SRUATel H 3 & T O bR et & 7S

O 3RdTd § §R1 HagR fbar man

O Other:

ST § ISTE S a1 ATH P SITHBRI (4)

35. &1 3T S g fob 59 QST & 3T SaTl P ford fobd =1 U1 SR fhar S| g | A *

Tick only one box.
O8F  Skip to question 36
O 81 Skip to question 37
o1 § geTel & fog Havet
36. 3T TS b 7T ST = fob T O e fobaT ST T 8/2? *

TISTHT H ISTT & aTd ATH P BRI (5)

37. e sl A1 =1 gl ot T 3119 g gefrol BRI UTd? *

Tick only one box.

08 Skip to question 38

O 8! Skip to question 39

IS & AT SISl G BT AT

38. TTE IS o HIAH I 15T, al 31T FATSl & 18 YA fohd TR 4 Hl/foar 2 *

Check all that apply.
[0 SfeRTTd OR b1 §eId

[ UREOR & IS D g1 gl 3 SR ferar gian
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0 ST i fordn gial
00 Hifge Tufy ot faeht

O Other:

A Y

39. 3T TSIRY H GiorT B AT & g SR 31fies Yoy H8 &= S Tavl 87 *

AQ. T 379 AT & 3fcid fafis Siar Ui & R & S 82 * Tick only one box.
0 &
sEG]
41 7 3T ST & Tt | Bl 3= Tfafosan A1 argd 82 *

42. 3G Ao BT TN fhg TTHARY/SU=R & fore fovan Tam g/u1? * U B ford

YYdiq

T 3 RS GIoHT & 3Hd 1 S 3 oY ¢-gaTe | I8 Serey a8t War giat g | famadt oft
3 U & AT H, 37T CRISP T gt SHTHi& (+91 9940236829) AT 41 G&f (+91 9772260555)
TS PR Ihd & | TR
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Survey tool: Swasthya Margadarshak
TTeTdRB AT (Interviewers) & for:

1. DI B AR AT R o W ArieRie HT ATHR dd THT Bl SR UMD a1
3 SABING HHAR! AISlg -1 81| fe T i NG &, O HUAT [aTHdgdd 3 WETDHR B
3afY & f HI I TR 9 & AU Hg |
2. I GHT g, A HUAT ST B H1Y Google TIH H 1R, ITRI &I HITS W forg 3R a8 A
38 WIH & S1a I | S Tya g1 §, A HUAT STRI D! TR BIH H 3as & dlfdh
g YA 81 I b IR TURYT IS 7l |
3. ot ot ufefRufa & e R atslt & warey ArieRie & Tgrfa & fom Wea Anfexis
B 3R Y THSHRT HRA B SFAM 51 5| T8 7 Phad BiH Y& B & (oY, Sfcsh BIH &
3R forddt o Hies & fog Wi amg gl 21
4. 3MTU% GRT W T BIH B! G- 3D A 3R B AaR & SIRY <P BT ST Ho1
gﬁ@gﬁﬁs&m@ﬁw%%&mﬁwaﬂﬁ@ﬁnaﬁﬁsﬁv%mﬁ
FR |
5. fordit iUy aTfdare o ArHe |, U dobTe el & 7T G4t STehi& (+91 9940236829)
1 ot G&f (+91 9772260555) Tl HId B |

ufv=g ve geHfa uus:

TR | TR A XXX § 3R H Ferolidt Ao & 91y 31uch 3gHd &) T & forg Jex vk Rad
3 WHI TS UITeRITS (CRISP) & T1Y H1H 6 8T § | I8 AI&THR TFHT 15-20 BT T ol
3R 3y IR A i i faara a1 uge Geht SHERY gof 78t e | afe 3ma arga § fos usit
BT ITR T SIRY 71 TG ol 89 TIeTehR P SR [pd! Ht T T Tobd & | 39 TETPR | Th Bl
T8 SHBHRI BT IYINT had MY Ie=AT & ol [ a1 W CRISP YT TS &1 HITeR! & fag
TS 1 Hiaw § 13 US43 &1 areT 8] rar g | fopadt oft g U & Area 8, 3 CRISP ¥
IS BTG STahiaf (+91 9940236829) TT it G&f (+91 9772260555) T TUDH X Tdhd & |

*Indicates required question.

Td e &1 faazur
1. gd P g BT *

2. gd & T BT BI e *

3. THWT* Tick only one box.
O 3R O SHYQR
O *RAR O ®iel
mCiEIEN 0 I&axR



4. TIQ* Tick only one box.

5. BIRYed BT *

O SR

O 3SR
O lel
0 3&aR
O SRR
O SRR
O Hferarst
O ToRHe
O gt
0 §RR
O SR
BCISEIS)
O ureit
O SRR

O UdiUile

O JaTs AR

O STeHR
O ferireTe
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6. WW%@W%W%WMW%E&%W Tick only one box.

osl
O gl

O T
BEINIEIS

O g
O Il
00 R

S

O
O a1
O SeMR

O SYQR
0 3fAdR

O Ti®
0 HRAR
ORI
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arHTf o1 faazor
7. IR BT A 3R I deR *

8. PUATAISHI & i Th W ARTGRIP & & U H 30T YfHHT BT I B2 *

9. T3B! 3T YHPBT & e BI3 Hu=TRes UiRIer yg frar marg?
Tick only one box.

O &l

O &t

%10. TRV 3T Y YU B &2 TH Id14 fob 30 AR b AT T oY fee H 8 Aee Bd
> v

11. T AT BT ATH I3 & forg AT 1 3Mueh! gxarae fg@m g *
Tick only one box.

O &l

O 8! Skip to question 13

12. TSI BT ATY IS & o TRISH BT SHTUH! I F ATl fea™ gil? *
Tick only one box.

O YR BTe

O HTHTRITE BTS

0 3 (puan fAfdy Y)

O Other:

13. 1 AT BT ATH T 8 Ugdd TS Dl fordl GEATAS IR §EATER B g2 *
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Tick only one box.
sk}

O 8!
14, IS & ATHIRIGT & 79 H OIeT & Ty & Ja SITH UY =187 *

15. ST & Taiel B ArHIaT & SdR IR {35 gHifad! &1 =1 =1 Usd g2 *

16. Tq B IR-ATHTIT TS BT ATY T F o7 ST HUS FH=al © al ST R I 672

Tick only one box. *

0 3% 91 § o 3 Uolipa 781 8 SR I aug Wi dd 8

0 3% §aTd & b d USligd a1 § 3R I3 USliHRU I & cRIdh b SR H BRI UGH B §
0 36 9dId & fob d Usfipd 781 & 3R 38 Hidh TR 81 Uiighd bRl & |

O 3 (o AfdT &)

O Other:

17. 39 ST &1 A1H oM A ARIRS! &1 98k Jgrdl & AT 3Mueh! fhd UBR &t dart &t
I HAT 872 *

18. TISHT &1 3R Y JgR T Sl bl 82 *
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Ydiq

T 3o RS AT & 3Hd &1 a1 & T U=aTe | I8 $evay a8] Wad giar g | fandt oft
3T UY & AT H, 370 CRISP T gl SMTahi&m (+91 9940236829) AT 41 G&f (+91 9772260555) I
TS R Ihd g | TR
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Chiranjeevi Hospital Administrator Interviews

Please record all observations in detail. Contact the respective team for any queries or
clarifications.

*Indicates required question.

1. Email *

2. District*

3. Name of the hospital (with address)*

4. Bed capacity of the hospital*

5. Since when has the hospital been empanelled in Chiranjeevi? *

Mention Month and Year

6. Name of the respondent *

7. Designation of the respondent *

Detailed questions regarding the scheme
8. Describe your interactions with stakeholders of the scheme? *

(other stakeholders in the scheme are beneficiaries, Swasthya Margadarshak, insurance
group, district and state government administration, NHA, NGOs)

9. According to you, is the scheme helping patients? If so, how? If not, why not? *




68 » Evaluation of Chiranjeevi Swasthya Bima Yojana- Govt. of Rajasthan

10. What are your thoughts about the coverage of the scheme in terms of the treatments under
its ambit? Are these helpful to the patients? *

11. What are your thoughts about the compensation received by the hospital for treatments
under this scheme? *

(Aim of the question is to understand if the compensation/rates are too low for procedures)

12. How is the claims submission process for reimbursement? *

13. Are there delays in payment release? *

Challenges and Recommendations

14. Are there specific pain points or challenges in the scheme that you want to see resolved?

*

15. How can the scheme be better integrated/streamlined to ensure smooth functioning? *

Additional Incentive

16. Is the hospital receiving any additional incentive? If yes, under which category? *

Tick only one box.

0 Not receiving any incentive
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O NABH Accreditation
O NQAS Certification
0 Running PG/ DNB courses

1 Aspirational district

17. How is the additional incentive being utilised by the hospital administration?

Type of facility

18. Type of facility* Tick only one box.

O Government facility in a Rural Area Skip to question 22

O Government facility in an Urban Area Skip to question 22

O Private facility in a Rural Area Skip to question 19

O Private facility in an Urban Area Skip to question 19

For Private Hospitals

19. For the same package, is there any difference in charges between the package rate paid

by non-scheme beneficiaries and that reimbursed to you by Chiranjeevi? How large is the
difference? *

20. What has been the impact of Chiranjeevi on hospital charges - whether the rates have
increased or decreased? *

21. Are you satisfied with the processing of the claims? Elaborate. *

Skip to question 26
For Government Hospitals

22. Do you get any additional funds linked to the number of patients treated under
Chiranjeevi?
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Tick only one boxl. *
O Yes

O No

23. If yes, is there flexibility or discretion in expenditure with the hospital? Elaborate on how
the expenditure is made.

24. Given that many private hospitals have been enrolled into the scheme, what has been
the effect on following: (pre and post Chiranjeevi in government hospitals) *

1. Patient load

2. Fund availability in the case that designated funds are provided for Chiranjeevi
3. Medicine availability

4. Workload and staff availability

Record observations for each point separately.

25. Has the introduction of the scheme affected the commitment or quality of service of
doctors in the govt hospitals? *

(applicable if the same doctors also work with private hospitals which are empanelled under
the scheme)*

Comments of the respondents and surveyors

26. Any additional comments by the Respondent Not otherwise covered in the questions
asked

27. Any additional comments or observations by the Surveyor Not otherwise covered in the
questions asked
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