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Executive summary
€<

Background

Since the launch of the Ayushman Bharat- Pradhan Mantri Jan Arogya Yojana (PMJAY) in September
2018, States have been given the flexibility to adopt Trust, Insurance or a combination of both, termed
the Hybrid mode of implementation. The Trust mode indicates that a government-registered trust, also
termed the State Health Authority (SHA), purchases services directly from empanelled providers. Third-
party administrators (TPAs), referred to in this case as implementation support agencies (ISAs), may
be contracted to support the scheme administration functions of the Trust. In the Insurance mode, the
SHA contracts an insurance company (IC) to insure beneficiaries and pay providers for the services
included in the benefits package at fixed bundled rates in return for a fixed premium per beneficiary
family unit covered. Here, insurers are responsible for authorizing treatments, processing claims and
paying providers. Consequently, the insurance company performs fraud detection and overall financial
risk management. To date, 24 and 6 States/Union territories have adopted the Trust and Insurance
mode, respectively, while three states adopted the hybrid mode.

Existing evidence from earlier publicly financed health insurance schemes indicated that both, Trusts
and ICs had strengths and limitations, which were likely to affect scheme objectives. An early case
study on the two models under PMJAY indicated that both models showed similar efficiencies with
respect to claim management. The Trust model appeared to be vigilant to fraud, as evident through
higher claim rejection rates and fraud investigation rates than the insurance company. However, these
findings were limited by the single state examples for either model and the early dynamic phase of
scheme implementation during which the study was carried out. A similar but expanded assessment was
solicited to understand variations in the implementation models in States, analyse their performance
with respect to purchasing functions, and likely implications on the scheme performance. The study was
developed based on the requirements of and in consultation with the National Health Authority (NHA).

Objectives

We sought to understand the comparative performance of States adopting either the Insurance or Trust
model of PMJAY implementation and provide insights into the implications of adopting either model.

1. To assess the performance of purchasing actions, including beneficiary enrolment, pre-
authorization and claims management, audits and fraud management, and empanelled hospital
management in both models.

2. To understand the institutional structure, human resource composition of the purchasing
agencies and costs associated with both models.

Methods

This was a mixed methods study of six States, viz. Trust mode: Haryana, Uttar Pradesh (UP), Himachal
Pradesh (HP); Insurance mode: Jammu & Kashmir (J&K), Punjab and Meghalaya. States were selected
purposively in consultation with the NHA and among those without changes in the model adopted since
the start of the scheme. Data sources and analysis methods are summarized in Fig. 1. Uttar Pradesh did
not consent to participate in interviews and for the provision of data on the human resource composition
and scheme costs. These data are therefore missing in the analysis.

An assessment of the trust and insurance models of PMJAY implementation in six states 4 iii



Fig. 1. Data sources and analysis methods

Quantitative data sources

1. NHA platforms:
1. Beneficiary Identification,
2. Hospital Empanelment and
3.T i (for P hori and Claims)

/\

Aggregate monthly and yearly
data from the start of the scheme
till 31 Mar 2021

Sample data for the period
1Jan 2021 to 31 Mar 2021

2. Additional data from States on :
1. Human resources and staff
2. Costs

Qualitative data sources

Interviews with key stakeholders from the impl i ies (SHA,
ISA/TPA, IC) and key persons from one public and one private EHCP in
each State on the following themes:

1. t backg d and introd inState
n Agenciesand theirroles:SHA/ ISA/ IC/TPA
Il.  Beneficiaryidentification

IV.  Hospital and health
V. Claims (p hori and claims)
VL.  Audits

VII.  Fraud detection and management
VIIl. Grievance redressal

IX. Humanresources

X. Capacity development

XI.  PMJAY budgetand funds

Interviews: Total 34 respondents (J&K— 10, PN -4, ML—9, HR—7
and HP — 4)

Quantitative data analysis: Using Microsoft Excel and IBM SPSS Statistics version 21.
Descriptive statistics was used to summarize data. For TAT calculations, as the data was
not normally distributed, median values were reported. P-values < 0.05 have been

Qualitative data analysis: Verbatim transcripts were prepared for the full recorded
interviews where consent was available. The transcripts were thematically coded
using deductive coding methods. NVivo version 12 was used to support the analysis of

considered as statistically significant. the data.

Results

While there are some overall differences in the performance outputs between the two models,
variations between States within either model persist. These variations, when explored,
indicate the overwhelming importance of other contextual implementation factors that drive
performance on purchasing functions, going beyond the type of model adopted by the State.
The key quantitative observations on differences across the two models are summarized in Table 1.
These are further explained with their associated state-specific implementation factors in the following
summary, and these associations are represented in Fig. 2.

The choice of model to be adopted by States was influenced by their earlier experiences
with State schemes prior to PMJAY (such as the Megha Health Insurance Scheme (MHIS) in
Meghalaya) or the perception of the numbers of human resources necessary to implement
PMJAY. States expressed that more human resources were required in a Trust-run scheme, which
would be more challenging to recruit and maintain. On the other hand, with insurance companies, these
requirements would be fewer on the part of the State. We found that Trust states did have larger SHAs
and a higher density of human resources than Insurance states. However, the scheme outputs were
not always higher, as these were also influenced by other factors. Haryana, which does not contract
an implementation support agency (ISA), had the largest SHA among Trust states (and the highest
utilization). However, officials were concerned about being able to continue to implement the scheme
under the same model, as they anticipated higher utilization (with increasing awareness levels and
expansion of the beneficiary pool) with time and the consequent rising workloads. They expressed that
a revision in the scheme model would have to be considered going ahead.

We found that within either model, some variations occurred between States in their respective
composition of the agencies involved in purchasing functions. Among Insurance states, the IC
of Meghalaya conducted claim processing within the organization, without an externally contracted
TPA, in contrast to the ICs of other States, which contracted one or more TPAs. Among Trust states,
Haryana operated the scheme without an ISA, while UP and HP contracted ISAs (four and one ISA,
respectively). It was interesting to note that Meghalaya and Haryana also consequently reported slightly
different results on some parameters compared to the other States within the same model. Primarily,
these differences were seen in lower claims ratios and claim rejection rates, as well as faster claims
processing in Meghalaya as compared to other insurance states, and lower claim processing times and
claim rejection rates in Haryana, as compared to other Trust states.

> An assessment of the trust and insurance models of PMJAY implementation in six states
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viii

The relationship between the SHAs and the supporting agencies was governed by contracts as
modelled by the National Health Authority (NHA), and it was seen that States largely adopted
these terms. SHAs reported monitoring key performance indicators (KPIs) under these contracts. During
the two years of the pandemic, some allowances had to be made as agencies couldn’t keep up with
all the performance indicators. It was observed that in smaller states (such as HP and Meghalaya),
there was an understanding and more collaborative working relationship between SHAs and
supporting agencies, irrespective of whether it was an ISA or an IC. In the other two insurance
States, it appeared that the ICs were stringent about processing documentation and guidelines
that affected claim approval processes. In J&K, we found that the SHA intervened to revoke wrongfully
rejected claims and allow more time for responses to queries to enable public hospitals with weaker
capacities to meet documentation requirements. This affected decreasing claims rejection rates over
time. In Punjab, hospitals were required to approach grievance redressal committees to resolve any
concerns with wrongfully rejected claims. State intervention was via these committees and the State
Anti-Fraud Unit. At the time our interviews were completed, there were still claim payments pending due
to unresolved issues between the IC and hospitals (Punjab, however, reports a lower claim rejection
rate than the Trust States). More efforts to streamline communication between SHAs, hospitals and ICs
would benefit the states in the smooth functioning of the scheme.

Insurance states showed higher overall registration rates among eligible beneficiaries. In States
where PMJAY eligibility is universal (J&K and Meghalaya), the registration of eligible beneficiaries is
the highest, indicating the efficiency of the universal approach as compared to targeted programmes.
Yet, all States, irrespective of the model, have much to be achieved to reach the entirety of their target
population. The data indicated that there is under-utilized capacity within the workforce in States to
process beneficiary registration applications. Awareness of the scheme is an important determinant of
registrations. Although we did not collect this data in our study, available data indicates higher awareness
levels are observed in States that report higher utilization (Punjab, Haryana and Meghalaya).! This
factor was also a possible confounder to our further findings on the utilization of the scheme.

All three Insurance states have achieved high levels of utilization of the scheme as compared
to the three Trust States (J&K, Meghalaya- universal eligibility; eligibility in Punjab is also
relatively high at 72%). The difference in Year 3 is most pronounced, with 493 pre-authorizations per
10,000 golden cards in Insurance states taken together, compared to 281 pre-authorizations per 10,000
golden cards in Trust states (a 1.8-fold higher count). This is despite the higher density of empanelled
hospital beds in Trust states as compared to the Insurance states. We also found a higher proportion of
inactive hospitals, specifically public hospitals, in Trust states. However, these differences in scheme
utilization were reduced to negligible levels when estimated hospitalization rates were compared
between models (2.8% in Insurance and 2.5% in Trust states, p<0.05, Cohen’s h = 0.02). We
compared individual State hospitalization rates to National Sample Survey 75th round data and found
that Punjab, Meghalaya and Haryana have achieved higher hospitalization rates under PMJAY for
those registered under the scheme, improving access for these populations. The other States are yet
to achieve population-level hospitalization rates. It is, however, important to reiterate that all States are
yet to reach all eligible beneficiaries through their registration processes to achieve the actual utilization
potential of the scheme.

We found that Insurance states could empanel a higher proportion of available NABH (National
Accreditation Board for Hospitals & Healthcare Providers) accredited hospitals (entry-level and
full accreditation) compared to Trust states. Reliable data on all private sector resources in States
was unavailable to ascertain whether Insurance states were also able to empanel a higher proportion
of all private hospitals. Additional data may be useful to ascertain whether there was a greater sense of
trust or willingness to participate in the scheme among good-quality private hospitals, based on whether
the State adopted a Trust or Insurance model. The empanelment process is, however, undertaken
in the same way in both models, and the role of the insurance companies is limited with regards to
empanelment, with final decisions remaining with the SHAs.

In terms of efficiency, claim processing turn-around times (TAT) were significantly longer for all
Trust states compared to the Insurance states.2 However, once claims were approved, payments

1 Policy Brief No 11 Available at https://pmjay.gov.in/sites/default/files/2022-01/Policy-Brief-11-Awareness-PMJAY.pdf

2 TAT calculations as per PMJAY service contracts of ICs and ISAs do not include the time that hospitals take to respond to
queries. However, for the purpose of the study, and as per the data made available to us, TAT calculations include the total
time taken from start to end of the process.
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were made by all States on time, irrespective of model, and within 0 to 4 days. Hospitals in Trust
states reported that payments took time but did not report dissatisfaction with the processing times.

Haryana reported a significantly lower TAT for processing claims among Trust states than UP
and HP. Haryana reported that the workload was manageable at the current utilisation level but claimed
processing teams needed to work six days a week (they officially have a five-day work week) to maintain
an acceptable TAT. In the absence of an ISA, the single level of processing appeared to contribute to
faster processing times in Haryana. The claim teams of Insurance states were processing a higher daily
volume of claims and maintaining lower TATs, as per guidelines and as contracts. Despite TAT delays
in HP, no financial penalties had been levied on the ISA so far, as processing delays were seen to be
genuine and multi-factorial in the state (hospital capacities, internet connectivity and response of the IT
system, and occasional manpower constraints of the ISA).

Trust states reported an overall higher rate of claim rejections than insurance states (4.8% vs
2.3%). However, in either model, there was an exception in J&K and Haryana. The high rejection
rates in J&K were reportedly due to limited capacities within the public hospitals to submit claims correctly
and promptly, which resulted in some amendments to guidelines for public hospitals. The SHA in J&K
had also reported that many claim rejection decisions had been revoked due to ‘wrongful rejections’,
and penalties had been imposed on the IC. In Haryana, the ‘customization’ of claim processing by the
experienced, regular medical doctors of the State Health department who form the Trust reportedly
led to lower rejection rates in the state. Among reasons for claim rejections across States, delayed
pre-authorizations, inability to submit the required documentation and delayed responses to queries
appeared to be the main reasons for rejection. The variations are seen in J&K and Haryana, as
compared to other States with the same model, further reflect that even within models, other factors
may contribute to the rates of rejections of claims.

We did not have sufficient data on audits and fraud management to determine whether insurance
companies or Trusts were more effective in detecting fraud. Our analysis of unspecified package
utilization and an average length of stay did not provide clear insights on the effectiveness of the
agencies specifically concerning this function. Across States, audits were being conducted, and frauds
had been detected. The National Anti-Fraud Unit also appeared to play a significant role in detecting
and sharing fraud triggers with States. Hospitals had been de-empanelled to a greater extent in Trusts
than in Insurance states, following the trend of disabled eligibility cards and claim rejections.

Based on experiences in earlier government-sponsored health insurance schemes, it is expected
that Insurance companies are likely to control their risk and maximize gains through low claims
ratios, achieved through stringency in claim management, and reflected by high claim rejection rates.
However, we found that Insurance companies derive benefit from the investment profits they
can make through government-sponsored insurance schemes rather than any underwriting
profit. These large group schemes provide a total premium amount that cannot be compared to any
other type of scheme offered by the health insurance companies. The PMJAY contract between SHAs
and ICs ensures that undue profits are not made by keeping a cap on administrative costs and requiring
the return of unspent balances to the SHAs. There appears to be neither any significant incentive nor
a possibility for insurance companies to reject large numbers of claims. In this scenario, high rates
of claim rejections would result in widespread dissatisfaction among hospitals, and eventually their
non-co-operation or withdrawal from the scheme, as is being reported currently in Punjab. It appears
that the premium rate quoted is of more significance in ensuring a smooth implementation
of the scheme in the Insurance model. This is reflected in the differences in experiences among
Insurance states. As reported in Punjab, persistently high claims ratios above 100% resulted in an
increase in premium from the first to the second year of scheme implementation. The State did
not report a higher claim rejection rate than other States. J&K also reported that claims ratios had
increased above 120% post universalization of the scheme, and official data on claims ratios and
revised premiums for the latest policy period will be important to determine the financial implications
for the scheme. Meghalaya, which reported a near zero claim rejection rate, also reported a much
higher premium charged and a claim ratio of 70.3%. The SHA in Meghalaya appeared satisfied with
the performance of the IC over the years.
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Fig. 2. Key differences between Insurance and Trust models
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Blue boxes indicate key indicators for each purchasing function; orange boxes indicate the contributing factors.

Our data on costs were not sufficient to conclude model comparisons. We could not obtain data on the
costing of government resources allocated to institutional structures in the States (specific within SHAs
and districtimplementation units). We also did not obtain complete data for Punjab, J&K & UP to compare
preliminary costs across models. With these limitations, the administrative cost per beneficiary
family in Meghalaya was much higher (~10 times) than in the Trust states of Haryana and HP.
However, due to high utilization levels in Meghalaya, these differences decreased significantly
when comparing total costs incurred by SHAs per beneficiary family. Further, regarding total
cost per claim, Haryana reported a higher cost than Meghalaya. This is possibly attributable to
Meghalaya'’s high claim volume and relatively lower claim value (Rs 7,500). On the other hand, Haryana
reports the highest utilization among Trust states and an average claim value of Rs 10,458. These claim
values reflect the package utilization in these two States.

It is important to note that going ahead in the scheme and as utilization continues to increase,
the Insurance states of J&K and Punjab are likely to have significantly higher costs, as ICs will
not be able to continue providing services at the current levels of premiums being offered, with
claims ratios persistently exceeding 100%. SHA resources would also have to be increased in J&K
to meet the increasing scheme demand following universalization.

Conclusions and recommendations

Differences in performance between Insurance and Trust states appeared to relate to several state-level
implementation factors beyond the type of model adopted. However, our findings on scheme utilization,
claim processing efficiencies, current workforce density, empanelment of NABH hospitals, premiums,
claims ratios, and costs merit specific actions to monitor and improve the performance of these models.

*  Both Haryana (Trust) and Meghalaya (Insurance) operated without implementation support or
third-party agency; both states also reported better performance on claim management.

*  Premium rates charged by insurance companies were important for the smooth implementation
of the scheme in Insurance states. Proper actuarial calculations are needed in this regard. ICs
could not use claim rejections to control claims ratio; contract terms and SHA oversight effectively
enabled this. However, when premium rates were inadequate to meet scheme utilization rates,
it affected relationships between hospitals and implementing agencies, creating challenges for
the scheme.

*  Closeworkingrelationships between SHAs, ICs/ISAs and hospitals ensured smootherimplementation.

* Insurance states processed claims faster as compared to Trust states. Despite this, there was
no difference between Insurance and Trust states with regard to satisfaction with the timeliness
of their payments.

« The administrative cost per beneficiary family in Meghalaya (Insurance) was much higher
(~10 times) than in the Trust states of Haryana and HP. However, due to high utilization
levels in Meghalaya, these patterns changed when comparing total costs incurred by SHAs
per claim; Haryana reported a higher cost than Meghalaya. The cost implications of the two
models need to be closely monitored with complete costing data- to further inform policy
going ahead. We offer some recommendations for states and also indicate the scope for
further research in order to fully understand the implications of the implementation models
and their effects on scheme objectives.

For states that adopt the Insurance model:

* Actuarial calculations of premium rates need to be properly estimated by SHAs, as scheme
utilization increases. These estimations may be factored into the technical criteria in the tenders
for ICs, so that a disproportionately low L1 rate quoted by ICs eager to participate in PMJAY
does not adversely affect scheme implementation.

+ SHA oversight and intervention through maintaining open and responsive communication
channels remains vital to ensure that implementation challenges faced by hospitals and ICs
do not negatively affect scheme outcomes. Hospitals should be able to approach both ICs and
SHAs easily to resolve queries and other issues when required.
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*  Functions such as audits of IC rejected claims must be completely and comprehensively carried
out on time to ensure that these are fair. In cases where public hospitals struggle to keep up
with the requirements of claim processing guidelines, SHA intervention remains vital to adjust
these guidelines as appropriate.

For states that adopt the Trust model:
»  SHAs need to better leverage ISAresources to improve registration rates and claim processing efficiencies.

»  The higher workforce density and lower output, as compared to Insurance states, merits a
detailed exploration of ways to improve overall efficiency within Trusts.

For all states, irrespective of model:

»  Public hospital capacity building is required through joint actions of SHAs with ICs/ ISAs. Support
in the form of additional human resources, as well as standardization of processes and creating
awareness among treating doctors, nurses and support staff involved in PMJAY beneficiary
management, is essential in ensuring that claims from public hospitals are submitted in a way
that they can be reimbursed without impediments.

* Medical doctors with clinical experience in hospital settings within ISAs/TPAs and SHAs are
necessary to improve claim processing efficiencies. SHAs must ensure that these staffing
requirements are maintained at all times in support agencies.

* A comprehensive costing of scheme implementation in a sufficient number of States across
both models is necessary in order to determine the cost-efficiencies and financial implications
for the sustainability of these models.

A figurative overview of specific findings for each State is provided in Appendix X at the end.

Scope for further work

The findings of this study indicate the need for a detailed costing exercise to be carried out for each of
the implementation models. Since performance on purchasing actions appears to be largely associated
with implementation factors other than the models adopted, the implications of cost and cost-efficiency
will have implications for the sustainability of the models. Hybrid models may also be included in such
further work. An exploration of the reasons for higher proportions of NABH accredited hospitals having
been empanelled in insurance states, along with the higher utilization observations, would provide vital
insights contributing to the scheme’s success.
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1 Background
and purpose
of the study

The Ayushman Bharat- Pradhan Mantri Jan Arogya Yojana (PMJAY) scheme of the Government of India
was officially launched in September 2018 to provide access to hospitalization services for the poorer
sections of the population. PMJAY increased the scope of services available under the earlier existing
Rashtriya Swasthya Bima Yojana (RSBY), offering beneficiaries access to secondary and tertiary in-
patient care services up to five lakh Indian rupees per registered family without a limit on the number of
members per family.’

The institutional design of PMJAY differs in many ways from the earlier RSBY, with attempts to
increase public oversight of contracted private entities involved in scheme operations. State-level
autonomous public agencies (State Health Agencies, SHA) have been set up with dedicated human
resources for scheme implementation. Funds for the scheme are transferred jointly by the Central
and State governments to the SHAs. SHAs are tasked with the oversight of all functions related to
scheme implementation. However, they are primarily responsible for beneficiary enrolment, provider
contracting and grievance redressal.? The processing and paying of claims are carried out through
one of two existing models or through a combination of both, known as the mixed or hybrid model.
The first is the Insurance model, similar to RSBY, under which the SHA can contract an insurance
company (IC) to insure beneficiaries and pay providers for the pre-defined list of services in return
for a fixed premium per beneficiary family unit covered. Here, insurers are responsible for authorizing
treatments, processing claims and paying providers. Consequently, the insurance company performs
fraud detection and overall financial risk management. The second is the Trust model, wherein the
SHA is registered as a not-for-profit trust and purchases services directly from empanelled providers.
Third-party administrators (TPAs), referred to in this case as implementation support agencies (ISAs),
may be contracted to support the scheme administration functions of the Trust.' The differences in the
Trust and Insurance models are therefore most explicit in terms of the agencies involved in treatment
authorization, claim management and payments to providers. States have been provided with the
choice of model to be adopted for these purchasing actions.

Consequently, the institutional arrangements in each of the models, the participating agencies, their
payment terms and oversight of contracted agencies by the SHA have the potential to influence
the realization of the objectives of PMJAY. For example, it has been observed that when insurance
company profits are linked to claim pay-outs, there are incentives to unnecessarily reject claims or
empanel a limited number of hospitals or hospitals with insufficient capacity to provide services.*®Such
misalignments of incentives between insurance companies and the government suggest that healthcare
purchasing through an insurance company may limit the achievement of programme objectives that
seek to expand access. On the other hand, arguments have also been made about the inefficiencies
of government functionaries in administering large finance schemes within a Trust due to the lack of
required expertise, inability to control supplier-induced demand, or to absorb risk,*¢ as also the fixed
costs of setting up the SHA.
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Therefore, these inherent motivations of the Trust and insurance company are expected to influence
their purchasing behaviour under PMJAY, which would further affect scheme outputs and outcomes.
It is imperative, therefore, to understand these two models and their constituent agencies and assess
their performance with respect to healthcare purchasing. An early insight was obtained into this aspect
through a study of two States with either model, based on the first six months of PMJAY implementation.7
Both models showed similar efficiencies with respect to claim management, although utilization was
higher in the Insurance model. The Trust model appeared to be more vigilant to fraud, as evident
through higher claim rejection rates and fraud investigations. Preliminary analysis revealed that the
Trust model costs less per beneficiary than the Insurance model. However, these findings were limited
by the State specific contextual factors that may have influenced certain findings, as well as the early
dynamic phase of scheme implementation during which the study was carried out.

Against this background, a similar but expanded assessment was necessary to understand variations
in the implementation models in States, analyse their performance with respect to purchasing functions,
and likely implications on the scheme performance. These findings would serve to inform scheme policy
going forward. In the current study, a mixed methods assessment of the performance of six States
adopting either model has been undertaken to understand the effectiveness of the purchasing actions.
The purchasing actions that have been studied are those most directly linked to the model differences.
Qualitative interviews were conducted to understand processes and contextualize the quantitative
findings, where possible. We conclude with a summary of the main findings and their implications
for policy.

> An assessment of the trust and insurance models of PMJAY implementation in six states



2 Objectives

The study aims to understand the structural capacity and performance of the purchasing models
(Insurance and Trust) in carrying out selected purchasing actions. In addition, an assessment of overall
costs and cost-utilization will be carried out to provide insights into the implications of adopting either
model for the states and the National Health Authority (NHA).

1. To assess the performance of purchasing actions, including beneficiary enrolment,
pre-authorization and claims management, audits and fraud management, and empanelled
hospital management in both models.

2. To understand the institutional structure, human resource composition of the purchasing
agencies and costs associated with both models.
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3 Methodology

3.1 State selection under the Insurance and Trust models

Six states, three operating under each model (Insurance and Trust), were selected for the study
(Table 2). The states were selected in consultation with the NHA based on certain parameters such
as 1) relative stability of the model since the start of the scheme and 2) mix of states with either model
across size and health system performance.

Table 2. State selection in the study

Model State Category | Health Performance Index ranking category
(Actual score)
Trust Uttar Pradesh (UP) B Index score < 48 (29.16)
Haryana B Index score > 48 and < 62 (54.08)
Himachal Pradesh (HP) A Index score > 62 (63.10)
Insurance Meghalaya A Index score > 48 and < 62 (55.95)
Jammu & Kashmir (J&K) A Index score > 62 (62.92)
B Index score > 62 (63.41)

Greenfield states are underlined
Niti Aayog Health Performance Index ranking (round 2, 2017-2018)

3.2 Data sources

We conducted a mixed methods study combining quantitative and qualitative data sources. We used
the qualitative data collected through interviews with key stakeholders to contextualize the findings from
the quantitative analysis.

3.2.1 Quantitative data sources

Data were obtained from the three independent digital platforms of the NHA established for the
management of 1) Beneficiary Identification, 2) Hospital Empanelment, and 3) Transaction management
(Pre-authorization and Claims). Aggregate monthly and yearly data from all the three platforms was
obtained from the start of the scheme in each State till 31 March 2021. In addition, sample data for
the period 1 January 2021 to 31 March 2021 was obtained for analysing turn-around times (TAT) and
associated variables for pre-authorizations and claims processing.

Data was also collected from the states on scheme-related human resources and staff and costs, using
structured formats for the period up to 31 March 2021 (Appendix |). Uttar Pradesh did not provide any
data on the human resource composition and scheme costs and is not included in those analysis sections.
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3.2.2 Qualitative data sources

To better understand the purchasing actions/functions in each State and contextualize the observations
from the quantitative data, interviews with key stakeholders from the implementing agencies (SHA,
ISA/TPA, IC) in each State were carried out (Table 3). In addition, key persons from the empanelled
health care providers (EHCPs) (one public and one private) were also carried out. All the interviews
were conducted using an interview guide (Appendix 11-VI), specific to each implementing agency. The
interview guide included the following themes:

I.  Scheme background and introduction in State
II. Involved agencies: SHA/ISA/IC/TPA

[ll. Beneficiary identification

IV. Hospital empanelment and health packages
V. Claims management (pre-authorizations and claims)
VI. Audits

VII. Fraud detection and management
VIIl.Grievance redressal

IX. Human resources

X. Capacity development

XI. PMJAY budget and funds

Additional guides were developed to cover certain specific processes in detail, attached as annexures
(Appendix-VII). All interviews were conducted virtually to cover a large number of stakeholders across
the six states within a limited time. Informed consent was taken from the participants to record the
interviews. Where interviews could not be recorded, we developed memos and detailed notes of the
interviews. We did not receive permission from the State Health Agency in UP to conduct interviews
with stakeholders. Hence it was not possible to include any qualitative data from the state.
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3.3 Data analysis
3.3.1 Quantitative data analysis

All quantitative data were processed and analysed using Microsoft Excel. Descriptive statistics were
used to summarize the data. As the data were not normally distributed for TAT calculations, median
values were reported instead of the mean. Further analysis was carried out in IBM SPSS Statistics
version 21. P-values < 0.05 have been considered statistically significant.

3.3.2 Qualitative data analysis

Notes or memos were created for the interviews. If consent was provided for recording of the interviews,
verbatim transcripts were prepared for the full interviews in the same language as the interview was
conducted (i.e., English or Hindi). The transcripts were thematically coded using deductive coding
methods. NVivo version 12 was used to support the analysis of the data.

3.4 Ethical review

Ethical approval for the study was obtained from The Board of Research Ethics (BORE), Goa Institute of
Management. Verbal informed consent was taken from all participants prior to the conduct of interviews.
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4 Results

4.1 Implementing agencies and roles in purchasing functions across
States and models

Among the States studied under each model, some variations in the composition of the agencies
associated with purchasing functions were observed (Table 4). Among Insurance states, Meghalaya
contracted an insurance company, which worked independently, without an externally contracted TPA
for administrative processes. However, J&K and Punjab both had ICs which had further contracted
TPAs, which is the usual practice. The IC in Meghalaya is one of few that does not utilize the services
of a TPA for claims processing and managing functions within the organization. Among Trust states,
Haryana did not contract an ISA for implementation support. All functions were carried out by the SHA
staff, including regular (major proportion) and contractual staff.

Table 4. Models and agencies associated with purchasing functions

| INSURANCE | TRUST

Jammu & Punjab Meghalaya Haryana Uttar Pradesh Himachal
Kashmir Pradesh

v v
1TPA 3 TPAs
TPA contracted contracted AL
by IC by IC
v v
4 1SAs 11SA
ISA MO contracted by = contracted by
SHA SHA
1 agency
contracted
Any other None None by IC for None Datg not None
agency available
golden card
generation

SHA State Health Agency, IC Insurance Company, TPA Third Party Administrator, ISA Implementation Support Agency

Further, for each of the functions studied, a summary of the role of the implementing agencies, state-
specific processes and deviations, if any, from NHA guidelines are listed in Table 5 below. Overall, all
the states follow the NHA guidelines for most functions. However, there are differences in the roles of
implementing agencies across the states. In Meghalaya, the entire SHA team is incentivized to review

> An assessment of the trust and insurance models of PMJAY implementation in six states



rejected beneficiary applications due to the two-step verification model in the beneficiary identification
system. In Haryana, a Trust state without an ISA, contracted staff working as part of the SHA, process
the applications. In Meghalaya, PMJAY is implemented in convergence with the state scheme (Megha
Health Insurance Scheme, MHIS). Most public facilities were already empanelled under MHIS, leading
to a fast-track empanelment in PMJAY. The insurance company had a role in verifying only the private
facilities for empanelment. Additionally, in Meghalaya, the insurance company carries out all claim
processing functions within the organisation without an external TPA. In J&K, the IC had contracted a
single TPA, and in Punjab, the IC has contracted three TPAs.

An assessment of the trust and insurance models of PMJAY implementation in six states 4
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4.2 Beneficiary identification and registration
4.2.1 Eligibility under the scheme

To understand the scope of coverage of the scheme in each State, Table 6 provides an overview of
eligibility across the studied states. There were wide variations in the numbers of beneficiaries eligible
under the PMJAY scheme in both groups of states. Among Insurance states, numbers range from 8.4
lakh families in Meghalaya to 20.5 lakh in J&K; in the Trust states, numbers range from as low as 4.8
lakh in HP to 1.25 crore families in UP. Hence, the choice of model in a state does not appear to depend
on the number of people to be covered by the scheme in the state.

Further, only two states have universal eligibility for the PMJAY scheme (J&K and Meghalaya).
Punjab has received approval for the universalization of the scheme; however, the implementation of
the directive is pending currently. In Haryana and UP, less than 40% of the state population is covered
by PMJAY. Although HP covers only 32% of its population through PMJAY, it runs another publicly
funded HIMCARE scheme available for certain other segments of the population.

In the next section, we further looked at the proportion of registrations among eligible beneficiaries to
determine the effectiveness of the outreach activities of the scheme.

Table 6. State beneficiary eligibility under the PMJAY scheme

[ mswane | e
Jammu & Meghalava Harvana Uttar Himachal
Kashmir g y ry Pradesh Pradesh
Number of families 5,97,801 14,64,802 3,47,013 15,45,936 1,16,84,453 4,78,985
eligible as per
SECC + RSBY
criteria
Additional Families 14,56,497 24,92,403 4,90,270 - 8,43,876 -

eligible as per

State criteria

Total families 20,54,298 39,57,205 8,37,283 15,45,936  1,25,28,329 4,78,985
eligible under

PMJAY (% of all 98.1%* 71.8% 100% 33.4% 38.6% 32.3%
households in the

State)

Total eligible 1,04,69,200 1,97,86,025  27,70,655 77,29,680 6,26,41,645 23,94,925
individual

beneficiaries (as of

Aug 2021)

* The scheme is universal in J&K

4.2.2 Level of registration under the scheme

The generation of e-cards or golden cards (proof of registration under the scheme) is indicative of the
ability of the state to identify and reach those entitled under the scheme and provide them with a tangible
record of their beneficiary status and registration. While ICs and ISAs process applications, the SHAs
are responsible for final decisions on registering beneficiaries and all applications rejected by
the supporting agencies are scrutinized by the SHA (Table 4). The creation of awareness and IEC
activities such as registration drives are primarily the responsibility of the SHAs, and agencies
like TPAs / ISAs and ICs only provide support.

Registration is also a function of population awareness of PMJAY eligibility and benefits, the number
of outlets available for golden card generation and access to these, and the efficiency of functionaries
outside the PMJAY implementation architecture, i.e., village level entrepreneurs, common service
centres (CSCs), etc. Cards were made to a large extent at CSCs, and some are generated at hospitals
when beneficiaries come directly for treatment purposes.

Despite this, based on the overall registration rates (Fig. 3), the Insurance states appeared to obtain
better coverage than Trust states. On further observation, registration in UP was very low at 23.5%

An assessment of the trust and insurance models of PMJAY implementation in six states 4
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and contributed to the low registration level for the Trust group of states.® Among Insurance
states, Meghalaya and J&K have achieved the highest levels of registration. They are also
the states with universal eligibility under the PMJAY scheme, possibly contributing to the
registration efficiency. This observation further contributes to the evidence that targeted schemes and
their approaches to beneficiary coverage achieve limited results. On the other hand, universalization
appears to have made registration processes more effective.

Fig. 3. Trend of beneficiary registration (proportion of eligible beneficiaries with golden cards)

100.00%

90.00%
80.00%
70.00%

60.39%

60.00%

48.26%

50.00% 44.99%

35.85% o
20.00% o 34.03%

23.55%
30.00%
20.00%
10.00% I I I I I . I I I
J&K up HP

Punjab Meghalaya Haryana
0.00%
B Upto Mar 2019 B Upto Mar 2020 ® Upto Mar 2021 Up to August 2021
Insurance Trust
Up to March 2019 3.99% 5.82%
Up to March 2020 19.98% 17.05%
Up to March 2021 37.83% 23.88%

Up to August 2021 41.84%* 25.37%*
*p-value < 0.05

Yet, all States, irrespective of the model, have much to be achieved to reach the entirety of their target
population. Challenges associated with using the SECC 2011 database persist, and low registration
rates are also attributable to difficulties in correctly identifying beneficiaries.

“The topography is not like that; it is a mountainous area over there, and people cannot register
themselves or get to the nearest service centre. But because of the data fidelity issues, we cannot
find the families. Families that are there in this database, we are not able to locate. So these kinds of
things have also been raised by the district administration. They have also raised these things ki; we
cannot locate the families, so data fidelity is there. So that is the challenge that we are facing since the
inception of this scheme” (sic)

SHA official #1, Insurance state #1

“You and us know the data is of 2011and RSBY data is of 2014-15, so identifying beneficiaries was very
difficult, we could not get their addresses (and) where an address was given, there that beneficiary was
not available” (sic)

SHA official #1, Trust state #1

In some cases, despite awareness about the scheme, beneficiaries do not see any advantages to
obtaining a golden card before they need treatment, as indicated below.

3 UP also had the highest number of eligible beneficiaries among all States (6.26 crore beneficiaries), and a significantly
larger beneficiary pool than Punjab, which had the second largest pool (1.97 crore beneficiaries)
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“People are reluctant to come forward. They have this assumption (that) whenever we have the
requirement, then at that time, we will go for Ayushman Bharat card generation. Since we do not require
it, we need not go” (sic)

SHA official #1, Trust state #2

4.2.3 Human resource capacities for beneficiary registration processing

Based on the human resources within the IC, TPA or ISAwho were tasked with the back-end processing
of beneficiary applications, we calculated the average volume of beneficiary registration applications
that were processed in each State for each year of implementation (Table 7). Across States, the volumes
of applications processed showed a decreasing trend each year, despite a high proportion of eligible
beneficiaries without golden cards yet (Fig. 3). Meghalaya, which has achieved the highest registration
level, also showed the highest workload per resource. In Meghalaya, the processing is done by the IC,
which had also contracted an agency to be at the front end of the registration process. This is reflected in
the higher volumes of applications processed per IC resource in the State. The low volumes processed
from April 2020 to March 2021 may be attributable to the pandemic. However, the data indicate that
states have the under-utilised capacity to process beneficiary registration applications.

Table 7. Daily volumes of beneficiary applications processed per functionary

Jammu & Meghalaya | Haryana Uttar Himachal
Kashmir Pradesh Pradesh

Daily number of
applications per approver 195.7 2 108.9
- up to March 2019

Daily number of
applications per approver

- April 2019 to March NA NA 170.9 82.7 NA 35.8
2020

Daily number of

applications per approver NA NA 56 253 NA 24 4

- April 2020 to March
2021

NA data is not available

4.2.4 Rejected applications and disabled cards

Registration applications that the ISA or IC rejects are re-checked by the SHAs for the validity of the
rejections. While all states report following this process, the data indicates a higher rejection rate for all
applications by the Trust group of states than the Insurance group (Table 8). However, in both buckets,
there is an outlier. J&K and HP report an unusually high and low rate of card rejections, respectively.
J&K reported that they faced a high proportion of rejected cards in the first two years of the scheme
due to limitations in the capacities of the CSCs to understand documents, verify and upload them
appropriately. Urdu documentation was also a challenge for the IC to process at the time. The state
reported that over time, with increased training and capacity building, these rejection rates have come
down, which has also been observed in the data.

The reverse trend is seen for disabled cards, i.e. Insurance states have a slightly higher rate of disabled
cards than Trust states, specifically driven by Punjab. Punjab reported several errors in cards, such
as adding up to 100 family members on a single card, data entry errors and some fraudulent cards
generated. These frauds may be picked up by the IC during their usage at hospitals or may be triggered
by the IT system.

An assessment of the trust and insurance models of PMJAY implementation in six states 4
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Table 8. The proportion of registration applications rejected and proportion of cards disabled

Trust

Jammu & Uttar Himachal

The proportion of registration applications rejected

o o Mareh 14.0 0.0 16 12.0 9.0 8.6 0.9 7.8
gg;g March 156 46 18 6.1 15.0 16.7 14 155
gg;;’ March 10.7 7.2 1.9 7.9* 17.6 18.5 1.8 17.5*
The proportion of cards disabled

b o March 15 0.0 15 15 7.7 0.6 0.6 2.1
b Mareh 17 10.0 3.1 7.0 4.7 1.2 1.0 1.8
ggztf March 0.4 7.3 3.0 4.2* 4.1 0.8 0.9 1.3*

* p < 0.05 for comparison between Insurance and Trust models

4.3 Management of empanelled hospitals

PMJAY beneficiaries can avail health care services through a network of empanelled public and private
healthcare providers. As per the NHA guidelines, all public health facilities capable of providing in-
patient services are deemed empanelled, while public hospitals under other Ministries (referred to as
GOl hospitals henceforth) can be directly approved for empanelment by NHA. However, private facilities
can be empanelled based on certain minimum criteria set forth for empanelment. The process of
empanelment is predominantly driven by State and district empanelment committees in both models of
implementation. There is a representation of the Insurance company on these committees in Insurance
states; however, they usually do not play a significant role in empanelment-related decisions.

In this section, we report the numbers, types and bed capacities of empanelled hospitals, with an
objective to determine the effectiveness of States to empanel sufficient hospitals with the requisite
capacity and quality. These findings provide context to scheme utilization outcomes reported later in
the report, as well as provide some insight into the willingness of private sector hospitals to participate
in the scheme under either model. Data on de-empanelment and empanelment rejections are meant to
indicate oversight of hospitals by SHAs and implementing agencies together.

4.3.1 Hospital empanelment: Current status

Overall, 1281 hospitals in the Insurance states and 3576 hospitals in the Trust states were empanelled
under the scheme. All the three Category A states (J&K, Meghalaya and HP) had a higher proportion
of empanelled public facilities than private facilities. Additionally, 194 GOI hospitals were empanelled in
the scheme (ranging from 8 in Meghalaya to 68 in Jammu and Kashmir) under various Ministries (Home
Affairs, Railways, Power, Labor and Employment).

However, in terms of utilization of the scheme, only three GOI (3/194), that is, 1.5% of the hospitals
raised pre-authorization requests (one from Haryana and two from Uttar Pradesh), amounting to
Rs. 2,16,800. Hence the GOI hospitals were excluded from further analysis. Except in J&K, where two
GOl hospitals were rejected, none of the States had any rejections or de-empanelment of GOl hospitals.

The difference between the proportion of public hospitals that requested pre-authorizations
in the Insurance states compared to the Trust states was pronounced (95.5% and 83.3%,
respectively) since each of the Insurance states reported pre-authorization requests from over
90% of the empanelled public hospitals (Table 9). In contrast, among the Trust states, Haryana

> An assessment of the trust and insurance models of PMJAY implementation in six states
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and HP reported pre-authorization requests from less than 70% of the empanelled public facilities. In
comparison, UP reported pre-authorization requests from 88% of the public hospitals. The presence
of such inactive hospitals in the scheme emerged as a cause for de-empanelment in HP. Despite
each Insurance state showing pre-authorization requests from a high proportion of private hospitals, an
overall higher proportion of pre-authorizations were raised from private hospitals in the Trust states than
in the Insurance states (92.2% and 90% respectively).

4.3.2 Empanelment process output

Overall, a higher proportion of public and private health care provider empanelment requests
were accepted in the Insurance states (94.4% and 90.5%, respectively) than in the Trust states
(88.8% and 78.1%, respectively), as shown in Table 10. While the Guidelines on empanelment state
that “All public facilities with capability of providing inpatient care are deemed empanelled under AB-
PMJAY”, none of the states, except Meghalaya (where the hospital empanelment was done on fast-track
mode for all hospitals, previously empanelled under MHIS) has 100% empanelment of public health
facilities. The primary reason for the rejection of empanelment was the lack of adequate infrastructure
and the inability to meet the minimum criteria at the public facility. On the other hand, empanelment
applications from private health facilities are scrutinized closely. Following both documentary and
physical verification, the private hospital is empanelled under the scheme.

Reliable data on all private sector resources were unavailable for the States to accurately
determine the extent of their participation in the scheme. The distribution of large, medium and
small empanelled hospitals was not too different among the states (Table 10). While the data indicates
a preference among small and medium-sized hospitals to participate in PMJAY, the distribution
could also reflect the overall distribution of hospitals in the respective states. However, among the
empanelled public hospitals, data on bed strength was missing for a large proportion of public hospitals
(35%) in UP, followed by J&K and HP (4% each) and Haryana (2.5%). Hence, these hospitals could not
be categorized. Since bed strength is a mandatory field in the application form, such incompleteness
of data could indicate leniency on behalf of the administration in dealing with public hospitals, and the
long-term negative consequences of missing and incomplete data need to be considered.

Insurance states show a significantly higher proportion of NABH accredited private hospitals among
the empanelled hospitals compared to Trust states (33.5% and 12.6%, respectively). We used the
NABH hospital listing data to determine the extent of NABH hospital participation. It was observed that
Insurance states have indeed empanelled a higher proportion of accredited hospitals compared to
Trust states (87.4% and 38.1%, respectively.4 However, additional data is required to ascertain whether
there is a greater sense of trust or willingness to participate in the scheme among good-quality private
hospitals when the State adopts a Trust or Insurance model.

Since the Trust states have a higher number of health facilities involved in the scheme, they
also show a higher number of beds available per 10,000 eligible beneficiaries and a lower bed-to-
beneficiary ratio. UP is the main contributor here, having the highest number of empanelled hospitals
among all the states. While these indicators would be considered a proxy of the overall capacity
to meet the population’s increasing forecasted health needs/demands, the actual utilization is
lower in the Trust states (see Section 4.3.1). Proportionate utilization of PMJAY is higher in public
hospitals in J&K and HP; utilization is distributed almost equally between public and private hospitals
in Meghalaya, while in Punjab, Haryana and UP, the private sector accounts for the major proportion of
utilization. The utilization of private sector hospitals is disproportionately higher in Haryana and UP, as
well as Meghalaya, in terms of available bed capacity. Although, the higher number of beds available in
the Trust states, a significantly higher proportion of public and private hospitals remain inactive.

In addition, the average number of specialities registered and available among empanelled hospitals is
higher in the Insurance States in the public hospitals but lower in the private hospitals compared to Trust
states. Meghalaya has the highest average number of specialities among states in private empanelled
hospitals, while for public hospitals, Punjab has the highest average number of specialities empanelled.

4 Proportion of empanelled accredited (Entry-level or Full) hospitals (up to 31 March 2021): 40% (2/5) in Jammu & Kashmir,
88% (224/254) in Punjab, 100% (3/3) in Meghalaya, 48% (183/380) in Haryana, 26% (86/328) in Uttar Pradesh, and 67%
(2/3) in Himachal Pradesh.
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4.3.3 Empanelment process stringency and efficiency

The overall rejection rate at the time of hospital empanelment was significantly higher in
the Trust states, among both public and private hospitals, compared to the Insurance states
(p < 0.05) (Table 11). Among the public hospitals, Insurance states have low rejection rates and zero de-
empanelment. This ties well with data in Table 9 that over 90% of the empanelled public hospitals have
requested pre-authorization. In contrast, Trust states have higher rejection rates during empanelment
yet report lower contributions of pre-authorizations from empanelled public hospitals. Many public health
care facilities lack adequate infrastructure and cannot meet the norms for empanelment. Trust states
de-empanelled a higher proportion of hospitals as compared to Insurance states. HP reported
having to de-empanel inactive public hospitals to reduce the unnecessary number of inactive
hospitals with no infrastructure, and one private hospital was de-empanelled for fraudulent
activities. Fraud also emerged as a reason for the de-empanelment of private hospitals in
Punjab.’ There were also instances of NABH accredited hospitals getting rejected (1 in Haryana) and
de-empanelled (1 in HP and 7 in Punjab) in the scheme. Regarding the speciality-wise rejection rates,
higher rejection rates were observed for each speciality among the Trust states compared to Insurance
states, consistent with the overall hospital rejection rate (Appendix VIlI).

Overall, empanelment criteria as laid out by the National Health Authority are followed in States.
However, even though the need for relaxation or leniency in some criteria was expressed in states like
J&K due to limited private hospital resources, explicit relaxations in criteria are not yet recorded.

“J&K is having very limited penetration of private sector in the health care, it’s important that some
relaxations may be given in the empanelment criteria for attracting more private hospitals. We have
small towns and good enough hospitals like the standard Delhi are not there. But they are ok as per the
standards here; they are clean, their (operation) theatres are very good, and their faculty is very good.
So we can empanel such hospitals too.” (sic)

SHA official #2, Insurance state #1

5 In HP, none of the 12 de-empanelled public facilities had submitted any pre-authorisations (date up to 31 March 2021).
Their bed strength ranged from 1 — 25 beds (four hospitals did not provide data on the number of available beds). Among
the private hospitals as well, 5/8 were inactive. In Haryana all the de-empanelled hospitals were private (mean bed strength
25 beds) and 4/5 had not requested any pre-authorizations. In Punjab, all de-empanelled hospitals were private with mean
bed strength of 43 beds; and all but one had been active in the scheme. Of these, 9 EHCPs had a total claim amount
overdue of Rs. 27,10,135 as of 31 March 2021. UP had the highest number of de-empanelled hospitals (100) with an
average bed strength of 42 in 95 private hospitals.
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Since, as per guidelines, public hospitals are deemed empanelled, their actual empanelment is more
of a formality, which is reflected in the short TATs across the states and models. Punjab emerged as
an outlier in terms of needing a longer time for empanelment for both public and private health facilities
and contributed the highest proportion of facilities empanelled beyond the recommended TAT of 30
days. However, this was attributed to the delays in certification at the district level (DECs) due to the
COVID-19 situation (Punjab launched the PMJAY scheme in August 2019, later than the other states)
and the novelty of the IT system. UP had the highest number of empanelled hospitals and reported the
lowest median TAT (3 days for public and 36 days for private health facilities). UP also had the highest
proportion of hospital de-empanelment among the private hospitals and missing data fields (like bed
strength) among public hospitals.

4.4 Pre-authorization and claim processing

The processing and management of claims is the main function in which States adopting either model
differ with regard to the distribution of work among implementing agencies (Section 4.1). In this section,
we examine the scheme output in either model in terms of utilization and hospitalizations, patterns in
utilization, timeliness, and decisions received on pre-authorization and claim requests from hospitals.
These findings provide insights into the performance of the implementing agencies, as well as issues
related to hospitals, and other scheme-related factors, outside the control of implementing agencies.

4.4.1 Scheme utilization among registered beneficiaries

Fig. 4. denotes the trends of utilization and volumes of pre-authorizations among registered beneficiaries
in the states. Despite a lower utilization rate at the start of the scheme, in Years 2 (April 2019 — March
2020) and 3 (April 2020 — March 2021), Insurance states appear to report higher utilization of the scheme
than Trust states. The difference in Year 3 is most pronounced, with 493 pre-authorizations per
10,000 golden cards in Insurance states taken together, as compared to 281 pre-authorizations
per 10,000 golden cards in Trust states (a 1.8-fold higher count). This trend in utilization follows
the trend of a higher rate of registration of beneficiaries in Insurance states. The agencies involved in
processing pre-authorizations and claims are distinct in the two models, and their capacities may be
reflected by these differences in utilization (see Section 4.5). Among the Trust states, Haryana has
attained a significant volume of hospitalizations in Year 3 compared to the other Trust states. The
decline in J&K hospitalizations in Year 3 is attributable to the temporary disruption of services brought
by political changes in the State during that time. Meghalaya has the highest utilization rate of the
scheme, which is attributable to the inclusion of several out-patient/daycare packages within the State’s
permissible list of services under PMJAY, as well as the earlier existing MHIS, and thereby brownfield
status of the state.

An assessment of the trust and insurance models of PMJAY implementation in six states 4
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Fig. 4. Trend in scheme utilization and volumes of pre-authorizations since the start of the
scheme among registered beneficiaries
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Punjab launched the PMJAY scheme in August 2019, later than the other states.

4.4.2 Comparison of hospitalization rates under PMJAY with population-level expected
hospitalizations

Using the sample data for three months from January to March 2021, we estimated each state’s annual
hospitalizations in PMJAY. We compared the PMJAY annual hospitalization rates (pre-authorizations
involving 21 day of hospitalization per 100 registered beneficiaries and excluded pre-authorizations
for childbirths) with the population-level hospitalization rate for India (2.9%), as reported in the
National Sample Survey 75" round data, 2018 (Fig. 5). The difference in estimated hospitalization
was small between Trust and Insurance states (2.5% vs 2.8%). Although the differences remained
statistically significant, they were practically negligible (p<0.05, Cohen’s h= 0.02). Three states, i.e.
Meghalaya (3.7%), Haryana (3.0%) and Punjab (3.5%), had a higher hospitalization rate than the
national hospitalization rate, while HP (2.6%), UP (2.4%) and J&K (1.5%) showed a lower rate of
hospitalizations among registered beneficiaries. Meghalaya, which has universal health care and
covers many packages/procedures (2886 including both secondary and tertiary care procedures) in the
scheme, had the highest hospitalization rate. Punjab reported that the earlier experience of people with
public health insurance schemes, a significant proportion of cards generated for PMJAY, and the high
density of good hospitals in the State all contributed to the high utilization rates in the State.

This indicates that in Meghalaya, Haryana and Punjab, PMJAY has improved access to care among
those to whom the scheme has been able to reach out for registration. In the remaining States, efforts
are required to further improve scheme outreach to eligible beneficiaries and, thereby, utilization.

However, when we expanded the analysis to include the total eligible population in each state, the
hospitalization rate for each state reduced significantly (Fig. 6). UP had the lowest hospitalization rate,
despite having the highest number of estimated hospitalizations. UP has the highest eligible beneficiary
population per SECC data; however, the State still has a long way to go in reaching eligible beneficiaries.
This study could not explore the associated reasons for these findings since the SHA did not consent
to conduct interviews.

> An assessment of the trust and insurance models of PMJAY implementation in six states



Following the utilization trends seen earlier, states with an Insurance model appear to be on track to
achieve expected levels of hospitalizations faster than those with a Trust model. However, there are
exceptions in either group (J&K among Insurance states; Haryana among Trust states). We found that
state-specific factors also determine the utilization rates within models.

Fig. 5. Hospitalization rates (%) among PMJAY registered beneficiaries
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Fig. 6. Hospitalization rates (%) among PMJAY eligible beneficiaries
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The number of hospitals available for treating beneficiaries is also a determinant of volumes of
hospitalizations in the states. Despite Trust states having higher number of empanelled health care
providers and higher number of available beds per 10 000 eligible beneficiaries (Table 10), they
show lower rates of utilization among the beneficiary population. In terms of the utilization (all pre-
authorizations) per 1000 beds, while a clear increasing trend emerged across both Insurance and Trust
states in each successive year, Insurance states clearly showed higher number of pre-authorizations
(Fig. 7). However, the effect of the COVID-19 pandemic in the past two years needs to be considered,
as PMJAY utilization numbers have been affected to some extent as a result of lockdown measures.

Fig. 7. Utilization per 1000 available beds in a) All states and b) Insurance and Trust models
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4.4.3 Volumes and value of claims processing

Following the trend of pre-authorizations, the claims submitted per 10 000 beneficiaries in the Insurance
states are significantly higher than the volumes in the Trust states (Table 12). J&K, which reported high
claim volumes in the second year, found a dip in volumes in year three due to politically determined
interruptions in the scheme. Consequently, the claim payouts incurred by Insurance states are higher
than those incurred by Trust states, except for Haryana among Trust states.

The average value per claim processed was similar between the two models (~INR 9,500). However,
state-level variations occurred across all the states studied (Table 12). For example, Punjab and Haryana
comprised many private hospitals with entry-level NABH or full accreditation. This possibly explains the
higher average claim value reported in both States. However, HP reported the highest average claim
value among all States. We were not able to explore the reasons for this finding.

> An assessment of the trust and insurance models of PMJAY implementation in six states
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4.4.4.1 Package utilization patterns

We analyzed the ten packages that accounted for the highest proportion of pre-authorizations in each
State to understand emergent patterns in the types of treatments for which care was being accessed
through the scheme (Table 13). Together, the top ten packages accounted for between 44%-70% of
all pre-authorizations for the respective State. We further categorized these packages into functional
categories for easier comparison across States and models. Across Trust states, there appeared to be
a similarity in utilization in that haemodialysis (27.8%) and cataract management (20.4%) packages
accounted for the highest proportions of all treatments sought. Other treatments accounted for smaller
proportions of all packages, such as laparoscopic treatments of gall stones and chronic obstructive
pulmonary disease treatments in HP; enteric fever and gastroenteritis in UP; and blood transfusions
and cardiovascular intervention in Haryana.

In Insurance states, variations in utilization were much higher and reflected state-specific variations in
the scheme offerings. Meghalaya was the only state that allowed unspecified medical management
daily packages in public and private hospitals; these accounted for 25% of all pre-authorizations. Animal
bites and normal deliveries also accounted for more than 10% of utilization. Haemodialysis accounted
for 12% of utilization in Meghalaya but also the highest in J&K (41%) and Punjab (33%). In contrast,
cataract management was not among the highest utilized packages in these states, as in Trust states.
Caesarean and normal deliveries (booked under unspecified obstetrics and gynaecological surgical
packages, see Section 4.4.1) are also packaged with high utilization in Punjab.

It appeared that package utilization reflected the choices made by States in providing access to specific
services to beneficiaries, as well as the morbidity pattern variations across States. However, it also
indicated higher conformity among Trust states in the adoption of PMJAY guidelines, with Insurance
states showing greater variations in benefits offered. (See Tables 2-4 (Appendix VIII) for an un-
categorized list of popular packages in each State)

> An assessment of the trust and insurance models of PMJAY implementation in six states
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4.4.5 Pre-authorization auto-approvals, cancellations and claim pendency

In Table 14, we present the data on auto approvals and cancellations among pre-authorizations. Auto-
approvals are usually allowed for surgical packages only and for the first day of treatment/admission for
medical management. Based on the sample data on claims from January to March 2021, we analyzed
the trends in some of the sub-decisions on pre-authorizations and claims. The minor variations among
States in the proportion of auto-approved packages reflect the differences in packages utilized in these
states. However, in Meghalaya, auto-approvals account for 78% of all pre-authorizations initiated. This
is because the highest utilization of PMJAY in Meghalaya is of general medicine unspecified package
which is a daily package and is auto-approved, these packages are booked in both public and private
hospitals ("~25% of the total package utilization) This package is not available in other States. However,
the relatively high proportion of auto-approvals was known to the SHA and being deliberated at the time
of the interviews with the State.

Meghalaya also reported a slightly higher pre-authorization cancellation rate as compared to other States,
both for all packages and for auto-approved packages. The IC reported that in many cases, hospitals
might block the wrong package at the pre-authorization stage or block a package that is actually not
admissible under PMJAY (under an existing package category). At this stage, the IC interacts with the
hospitals and advises them to cancel the pre-authorization request and advises on the correct package
to be blocked, where applicable. In this way, the further claim rejection rate is also kept at a minimum.
This information provided by the IC tied up with the findings on pre-authorization cancellations and claim
rejections. J&K reported lower pre-authorization approval rates than other states due to the large delays
in responding to pre-authorization-related queries, due to which rejections would take place. The TAT
for public hospitals to respond has now been increased to allow them time to revert on queries raised.

A detailed analysis of pre-authorization and claim rejections is provided in the next section. In terms of
payments, there didn’t appear to be a large variation between Trust and Insurance states, with almost
all approved claims being paid out (the payment status is as of August 2021 for claims generated on 31¢
March 2021). However, there was a small proportion of claims in Trust states (3.5%) for which decisions
were still pending at the time. These were mostly in the states of UP and HP. Among Insurance states,
J&K reported pending decisions in 2.4% of claims.

> An assessment of the trust and insurance models of PMJAY implementation in six states
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4.4.6 Claim rejection rates

Rejections of pre-authorizations and claims showed different patterns among Trust and Insurance States.
While Insurance states reported a slightly higher proportion of pre-authorizations rejected as
compared to Trust states (1.6% vs 1.4%, p=0.000), Insurance States reported an overall lower
rate of claim rejections (2.3% vs 4.8%, p=0.000) (Table 15).

In this case, as in the case of utilization and claim volumes, J&K was an exception among Insurance
states. J&K reported a high overall rejection rate of 6.4% for three years (which went as high as
12.3% in year 3). Reasons for large numbers of claims rejected in J&K were found to be the inability
of hospitals to respond to queries on time or the inability to submit the requisite documents as per the
STGs. These limitations were higher among public hospitals, which constitute the major proportion of
hospitals in the State. Consequently, rejection rates in public hospitals were much higher than in private
hospitals (27.2% vs 13.1%, p=0.000) (Table 16). Officials of the SHA reported that certain relaxations
in the necessary documentation guidelines were granted to public hospitals to enable claims to get
reimbursed. Public hospitals were also provided more time to respond to queries. These measures
have resulted in the current decrease in rejection rates.

“The relaxation in terms of standard treatment guidelines, so it was you know before you know they
were asking for this card photographs, so mostly the rejections were because of the photographs
because the patient was you know not willing to give their photographs, so because of that insurance
company was rejecting because it was mandatory in this standard treatment guidelines. So later on
for only public hospitals, so we relaxed this, means they don’t need to upload this photographs, card
photographs of the beneficiary.” (sic)

SHA official #3, Insurance state #1

“So for this, we recently issued new TAT guidelines in which we have, you know, increased the TAT
for the government hospitals, all the Public Hospitals.” (sic)
SHA official #1, Insurance state #1

“Here, patient footfall is very high because people prefer medical college hospitals. Mostly mistakes
happen in the documentation since there are a lot of documents in the system, they upload somebody
else’s documents by mistake or mismatch reports.” (sic)

SHA official #2, Trust state #1

Further, it was also reported that the SHA had revoked a very high number of claims that were
wrongfully rejected by the IC (~10,000) and levied a penalty of 5 crores due to this. It was observed
that in J&K, hospitals would inform the SHA of rejected claims by the IC. The claim audit officer at the
SHA would review all these rejected claims and determine the reasons through discussion with the
hospital and the IC. In cases where rejections were due to a TAT issue, guidelines would be relaxed in
favour of the hospital. In this way, claim rejections had been revoked, and it appeared that the role of
the SHA was important in keeping a check on the IC, as well as ensuring that genuine issues faced by
hospitals were given consideration. However, since J&K was the only state with a high rejection rate
(and reportedly a high claims ratio in the current policy year), the details concerning wrongful
rejections require to be closely monitored by the SHA.

“There were some mistakes done by some hospitals, particularly those where the footfall of the patients
is very high... like we have public tertiary care hospitals where footfall is very high. So in these hospitals,
to maintain each and every... you know to monitor every patient... because this is an IT-based platform
PMJAY. So you must cater the services and simultaneously maintain the record. So there were mistakes
made by the hospitals. Like they were not following the turnaround time guidelines. If you are aware of
those guidelines, we have to submit a particular claim or discharge the patient within that turnaround
time. So there were cases where hospitals violated those guidelines, and that’s why the rejections are
high.” (sic)

SHA official #1, Insurance state #1

“You understand, every admitted patient doesn’t need an IV line, he needs observation, he needs other
things, so the cases got rejected on that, but then we took it over, and they were also reverted. We got
the case revocations also. We got case revocations.”
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“So these were the things you know which gave high rejection, but it was taken eventually to SHA, and
in writing, we had given the case numbers. And the cases were revoked.” (sic)

Public hospital doctor, Insurance state #1

Haryana was also an exception among Trust states, with a low claim rejection rate of 2.7%,
less than Trust states’ overall rate. The State reported that the processing of claims is ‘customized’,
in that the pre-authorization and claim processing doctors have a good understanding of the medical
management of cases and hence didn’t reject cases as frequently or need to query cases as much as
Trust states with ISAs. The difference between rejection rates in private and public hospitals could not
be properly explained by the SHA.

All States, except for Punjab and Haryana, showed a higher claim rejection rate among public
hospitals as compared to private hospitals. This merits an assessment of the capacities of public
hospitals to submit timely and complete documentation of case records for the purpose of claim
reimbursement. Support in the form of additional human resources, as well as standardization of
processes and creating awareness among treating doctors, nurses and support staff involved in PMJAY
beneficiary management, was found to be essential in ensuring that claims from public hospitals are
submitted in a way that they can be reimbursed without impediments.

The variations observed in J&K and Haryana further reflect that even within models, other
factors also contribute to the rates of rejections of claims. Contract terms and SHA oversight
appear to keep claim rejection rates under control to some extent. Within the duration of the
scheme studied, administrative costs for the ICs were dependent on claims ratios achieved, and the
unspent balance was to be returned to SHAs. Maximum administrative payouts are allowed for ICs
at a claims ratio of 70-80%, and above 115-120%, ICs and SHAs share the losses.® J&K and Punjab
have reported claims ratios above 100%, J&K post universalization, and Punjab above 120% in the
first year, meaning that ICs would have to share the risk of excess payments with the SHA. This
would have incentivized the ICs to strictly follow guidelines for claim processing and rejection/approval,
despite which rejection rates in Insurance states combined are lower than in trust states. In Meghalaya,
extremely low rejection rates are seen; however, claims ratios have been retained between 60-70% up
to now, which is in stark contrast to Punjab & J&K. At this level of claims ratio, the IC retains a proportion
as administrative costs and returns unspent balance to the State. The claims ratios achieved in the
Insurance States indicate that the IC in Meghalaya appears to offer services at a more viable premium
than in J&K and Punjab (see Table 24 for premium and claims ratio data). In this way, it is also able to
keep rejection rates at a minimum. We also observed a close working relationship between the SHA,
Insurance company and hospitals in Meghalaya that appeared to facilitate smooth scheme operations.
The IC had remained the same in the state since the start of the scheme, which had facilitated this, and
further good practices, such as document standardization for claim submissions, also contributed to
the smooth scheme implementation. When hospitals had difficulties, these could be communicated to
the SHA and IC for resolution.

“But | think primarily because we are a small state, and we don’t have that many hospitals, so the
interaction between doctors and the state nodal agency and the insurance company is very close-knit.
Because there is a discussion, an email even before it goes on the TMS also so that everybody is aware
and we say ok this is... And in most cases, the decision that we take at the state nodal agency is taken
as per the final decision.” (sic)

SHA official #1, Insurance state #2

6 In Category A States (administrative cost cannot exceed 20%)

i. Administrative cost allowed 10% if claim ratio less than 60%.

ii. Administrative cost allowed 15% if claim ratio between 60 to less than 70%.

iii. Administrative cost allowed 20% if claim ratio between 70 to less than 80%.
In Category B States (administrative cost cannot exceed 15%)

i. Administrative cost allowed 10% if claim ratio less than 60%.

ii. Administrative cost allowed 12% if claim ratio between 60 to less than 70%.

iii. Administrative cost allowed 15% if claim ratio between 70 to less than 85%.
In case the claim settlement ratio exceeds 120% (115% in the case of Category B States) in any policy period, then the excess
amount shall be initially shared in equal proportion between the insurance company and State Government / Union Territory.
Source: https://omiav.gov.in/about/pmiav
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“See the low the number, the reason for low rejection, | would say it is because of the pre-defined
medical document, standard medical documentation that we have come up with standard medical
documentation whereas every hospital, mainly public hospitals they go through, they have to club this
formats to upload into the TMS. And even in the private hospital also, if they have their standard medical
documents, it’s well and good, but it should be in line with ours. So it makes things easier to read and
the difference and all that.” (sic)

SHA official #2, Insurance state #2

The moderate level of claim rejections in UP and HP (Trust states) possibly indicates that Trusts can
be stringent in rejecting claims and are capacitated and vigilant in this matter. However, these findings
need to be further validated.

Table 15. Pre-authorization and claim rejection rates

L wswamee | Tt |

Jammu & . Uttar Himachal
Kashmir Punjab | Meghalaya | Total | Haryana Pradesh Pradesh Total

Pre-authorization rejection rate (%)

Upto Mar 2019 0.2 0.0 0.4 0.2 1.3 1.0 1.4 1.1*
April “19-March * *
090 0.7 1.3 0.1 0.8 2.1 1.0 3.7 15

April ‘20—March . .
oot 7.0 1.9 0.0 2.0 1.2 1.3 3.6 1.4

Cumulative for 3 3.7 1.7 0.03 1.6* 16 1.1 3.5 1.4*
years

Claim rejection rate (%)

Upto Mar 2019 1.8 0.0 0.2 1.6* 2.9 2.7 0.8 2.6*
April “19—March . .
090 16 1.7 0.4 1.3 3.2 6.5 5.0 5.6

April ‘20-March " .
oo 12.3 2.4 0.2 2.9 2.3 5.1 9.7 46

Cumulative for 3 6.4 2.2 0.3 2.3* 2.7 55 6.4 4.8
years

*p< 0.05 for the difference between Insurance and Trust models
Table 16. Pre-authorization and claim rejection rates in private and public hospitals

Trust

Jammu & Uttar Himachal

Pre-authorization rejection rate (%)

Public hospitals 14.4 0.4 0 4.2* 5.5 0.6 1.3 1.2*
Private hospitals 4.3 2.1 0 2.1* 0.7 1.3 0.6 1.1*
Claim rejection rate (%)

Public hospitals 27.2 0.6 0.3 7* 1.2 11.6 2.8 9.1*
Private hospitals 13.1 15 0.2 3.4* 1.5 3 1.1 2.6*

*p< 0.05 for the difference between Insurance and Trust models

> An assessment of the trust and insurance models of PMJAY implementation in six states



The experiences of the hospitals in Punjab with the IC provided some important insights. With
regards to the IC operating during the study period (two policy periods from August 2019 to August
2021), it was reported that although rejections took place, they were not perceived as being too many
by the public hospital. Public hospitals were burdened with queries, especially as they face high claim
volumes and a shortage of Ayushman Mitras to facilitate resolution. However, they reported that claim
payments were made in time, and only a few were still pending. The private hospital stakeholder
reported that rejections took place, and grievance committees constituted by the SHA were approached
to resolve these differences. However, all grievances had not been resolved yet, and there were unpaid
claims from the earlier IC. The current IC, however, had begun paying claims only a few days before the
interviews took place. While issues with the earlier IC were reported, the hospitals were considerably
more disgruntled with the current IC. Hospitals in Haryana also reported that patients from Punjab were
being denied treatment in Haryana since there were concerns about receiving payments from the IC in
Punjab. The public hospital in Punjab reported that they did not have a contact person from the IC to
coordinate with in case of issues faced and hadn’t received any payments yet.

These issues in Punjab merit further study and monitoring, as there appeared to be significant
dissatisfaction with the IC, and thereby with the implementation of the scheme.

4.4.7 Efficiency of pre-authorization and claim processing

Using all claims generated between January and March 2021 as a sample, we calculated turn-around
times (TATs) for processing pre-authorizations and claims. Since TAT guidelines for claims vary for
those generated within the State (15 days) and outside the State (30 days), only claims generated
within the State were included. TAT calculations per service contract for scheme implementation do
not include the time hospitals take to respond to queries. However, for the study, and as per the data
made available to us, TAT calculations include the total time taken from start to end of the process.
These findings indicate the efficiency of the stakeholders involved in the process. ICs and ISAs are
also responsible for supporting empanelled hospitals in scheme-related functions. Delays in claim
reimbursements impact hospitals and their interest and ability to continue participating in the scheme.
TAT calculations are presented in Table 17.

While pre-authorizations were processed significantly faster in the Trust States than in Insurance
states (3.2 hours vs 5.8 hours, (p=0.000)), the time taken for claim decisions was much longer
in the Trust States as compared to Insurance states (48 days vs 14 days (p=0.000)) (Table 17). All
States except J&K largely conformed to the national guideline for processing pre-authorization requests
of six hours. J&K reported a median TAT of 16 hours, with 79% of pre-authorizations being delayed.
Despite having a median TAT within six hours, delays for a significant proportion of cases were observed
in Punjab (42%), Haryana (27%) and UP (46%).
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With regards to claim settlements, none of the Trust states were able to conform to national
guidelines for claim settlement (15 days), and reported significantly longer TATs than all
Insurance states (Fig. 8). The distribution of cases by TAT clearly indicates that for all three Insurance
states, the highest proportion of cases are processed within the guideline, while for Trust states, the least
proportion of cases are processed within the guideline. UP and HP also report a significant proportion
of cases processed beyond a 60-day TAT.

However, once claims were approved, payments were made by all States in a timely manner, irrespective
of the model, and within 0 to 4 days. Hospitals in Trust states reported that payments took time but did
not report dissatisfaction with the processing times.

“See as soon (as long as) as they (payments) are coming in three to four weeks, we don’t bother at all” (sic)
Private hospital doctor, Trust state #2

“Because of getting streamlined the process, some government process is there, so since starting,
we got delayed. Afterwards, the bulk of the claim was settled simultaneously. And, after that, we are
receiving the continuous payment, continuously within two months within one month, sometimes within
one month also, we are getting the payment.” (sic)

Private hospital doctor, Trust state #1

Haryana, which does not have an ISA, reported a significantly lower median TAT (28 days) than
the other two states with a Trust model (60 days). This indicates that better performance is possible
in Trusts, even without a supporting agency. Haryana reported a large SHA (>100 staff), with qualified,
experienced medical doctors, who are regular employees of the Health Department, assigned to
process pre-authorizations and claims. The relatively better performance of the State in these functions
has been attributed largely to this factor by the officers in charge of the scheme.

HP reported that long TATs were due to genuine reasons associated with the process. These include
slow hospital response to queries, the response time of the IT system, which was found to be slow in
numerous instances, and occasional manpower constraints of the ISA. No financial penalties have
been levied upon the ISAin this regard in the State, as the reasons for delayed settlements were found
to be genuine.

To understand the wide variation observed in the data on processing times, we analyzed the presence
and proportion of outliers (Appendix IX).
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Decisions on claims take the same time for public and private hospitals in all States, except J&K
and UP. The major proportion of claims in J&K comes from public hospitals. Stakeholders reported the
capacity of public hospitals to submit correct documentation on time and respond to queries. Further,
poor internet connectivity was a major deterrent to timely operations in the State. Although HP also
reports a major proportion of claims being generated in public hospitals, the TAT for decisions is similar
in both types of hospitals. This indicates that there may be a need in J&K for capacity building of public
hospitals to avoid delays in claim settlement. These issues were also found to affect claim rejections,
as was discussed earlier.

We also observed that the TAT does not vary in Insurance states depending on whether claims are
approved or rejected (median of 14 days for both). However, in the Trust States, the TAT for rejected
claims is higher (67 days) compared to 48 days for approved claim decisions. This is driven mainly by
longer rejection TATs reported in Haryana for private hospital claims compared to public hospital claims
(123 days vs 30 days) (Table 18). HP also reported a longer TAT of 58 days for approval decisions
compared to 29 days for rejection decisions. Only two States, i.e. J&K and UP, reported significant
differences in the claim decision and claim payment TATs between public and private hospitals. Both
States reported higher TATs for acceptance decisions in public hospitals (as compared to private
hospitals). It appeared that both States allow more time for public hospitals to respond to queries.
Although there are in-built deadlines within the IT system for these processes, the SHA in both States
allows for the software’s re-opening to allow hospitals to respond to queries, albeit late. Public hospitals
appeared to take longer to submit claims post-patient discharge in most States. However, the median
TATs were within the seven-day norm.
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4.4.8 Reasons for pre-authorization and claim rejections

In order to understand the reasons for rejections of pre-authorizations, claims, or claims that were
pending decisions for more than six months, we randomly selected 30 such cases from each state.
While the sample size is too small to quantify the findings, we developed a few categories to obtain an
exploratory insight into some of the reasons related to these case decisions. These are presented in
Table 19. After due process, in 18 cases, the claim was paid (2 in J&K and Haryana, 4 in Punjab, 5 in
Meghalaya and UP). This discrepancy has arisen due to the difference in timelines between a request
for data and received data-claims rejected/pending at the time of data request were subsequently
updated in the received data.

Delays of various types were among the most common reason for rejection within the sample. Both
pre-authorizations and claims were rejected because of the late initiation of pre-authorizations. There
were instances of pre-authorizations being initiated after the discharge of patients (4 in Punjab and 1
in Haryana). In a couple of cases in UP, after telephonic verification, it was found that the procedure
had been done before approval, so the pre-authorization requests were rejected. Another frequent
reason for rejections of claims was that EHCPs were unable to provide requested documents (including
admission forms, OT notes, various investigation reports, photographs etc.) in time or did not provide
the documents at all. Lack of documents resulted in either outright rejections or instances of pre-
authorizations and claims being kept pending.

> An assessment of the trust and insurance models of PMJAY implementation in six states
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Claims were also rejected when queries were not responded to by the EHCPs on time. However, in
Meghalaya, in three instances, EHCPs informed the IC about the delays and claim amounts were
subsequently paid. The mismatch between the actual treatment given to patients and the initial blocked
package and wrong package blocking were also reasons for rejection.

There were also certain technical reasons for claim rejections - like technical issues leading to hospitals
registering patients twice, enhancement details not visible on the system and rejections by the bank.
Two (1 in Haryana and UP each) claim payments were rejected by the bank (for lack of IFSC code),
and in three (1 in Haryana and 2 in UP) other cases, the ACO re-initiated the payment, and the claim
was ultimately paid.

In Meghalaya, secondary and tertiary care packages included under PMJAY have ceiling amounts linked
to these benefits (Rs. 3,50,000 for tertiary care and Rs. 1,50,000 for secondary care). In seven cases,
further claims were rejected due to the beneficiary having already utilized the amount. Additionally,
Meghalaya was the only state which included normal delivery as a package under PMJAY and had
several cases of rejections for normal delivery packages due to non-conformity to guidelines such as
women having more than two children, home delivery etc. A few claims were rejected based on audits
that revealed fraudulent activity. These are discussed in the next section.

4.5 Audits and fraud management

We did not receive the specific data requested on audit and fraud management. However, during the
interviews, all stakeholders were asked about the processes followed for these functions. The KPIs
for all agencies mandate sample audits for beneficiaries, pre-authorizations, claims, hospitalizations,
hospital audits, medical audits and complete mortality audits. All stakeholders reported completing these
requirements under normal circumstances. However, it appeared that there had been disruptions in field
audits in some places due to the COVID-19 pandemic. These had not been fully resumed at the time
of conducting the study. Desk audits were being carried out, and actions were taken against offenders
as per guidelines. Audits were usually applicable only to private hospitals. ICs had their software to
generate fraud triggers. However, they also regularly received trigger alerts from the National Anti-
Fraud Unit (NAFU).

In terms of outcomes of investigations, hospital de-empanelment was higher among Trust states (5.2%) as
compared to Insurance states (2.5%). Among Insurance states, only Punjab reported de-empanelling 17
hospitals, while the other States had not de-empanelled any hospitals. J&K had only temporarily suspended
one hospital due to quality issues. All three Trust states had de-empanelled hospitals (Table 10).

The Punjab IC reported that in addition to the mandated two audits to be carried out per private hospital
in a year, the IC and TPA also visited hospitals frequently to investigate claims. Based on the reported
infrastructure of the hospitals, sometimes discrepancies were observed by the agencies between the
volumes and types of pre-authorizations and the available infrastructure or manpower in the hospital.
In these cases, hospitals were audited specifically with regard to these suspicions. When the fraud
was suspected, the IC would communicate the same to the State Anti-Fraud Unit (SAFU). On receiving
approval from SAFU, suspension and de-empanelment notifications went sent directly from the IC
to the hospitals. This manner of operationalizing the de-empanelment through the IC (and not the
SHA) was not well received by hospitals. The private hospital also communicated that de-empanelment
from PMJAY was a source of embarrassment for the hospitals and affected their reputation. Step-wise
processes such as putting hospitals on a watch-list, then levying penalties, followed by suspension and
de-empanelment, which are the guidelines issued by the NHA, were reportedly not fully complied with.
However, the IC reported that erring hospitals were provided time to respond to notices of suspension.
They also reported that when other triggers were investigated, such as the charging of patients and
claim reimbursements from the IC, penalties had been levied against the hospitals up to several lakhs,
as per guidelines. The intensity of the corrective actions was dependent on the nature of the malpractice
undertaken by the hospital. These finding needs to be further corroborated with documentation and
other private providers; however, it appeared to create a sense of distrust between hospitals and the
IC. There were reportedly some hospitals suspended for suspected fraudulent activity in Punjab that
had not responded to those notices to date. These hospitals remained suspended from operationalizing
the scheme.

Some fraudulent activity was also detected by the Punjab IC in public hospitals. However, this was
carried out by the Ayushman Mitras, who was contracted through an agency and whose payment
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depended on claim volumes. They were paid a fixed fee per claim processed. Due to this, they booked
fraudulent claims for attendants of patients, etc. Some of these claims were paid out before the fraud
was detected and addressed. In a few instances, fraud in public hospitals was also reported in the early
days of the scheme, with respect to reserved government packages. Some public doctors were found
to be referring these cases to private hospitals (they were allowed to do this in the absence of requisite
specialists) under the false pretext of unavailability of requisite resources and would obtain payment
from the private hospitals in return. These instances indicate that the IC was well aware of fraudulent
activity at the ground level in both private and public hospitals.

The IC in J&K reported that they regularly carried out audits based on triggers generated through their
own software and NAFU triggers. Negative beneficiary feedback was also a trigger that merited an
investigation of the hospital. However, there were challenges in auditing hospitalized patients, as pre-
authorizations were sometimes raised late, almost at the time of discharge of patients.

4.5.1 Findings from sample data

We used a random sample of 30 cases from each State on claim rejection reasons to also elucidate
information on possible frauds. While the sample is small, it nevertheless provides valuable insights into
the audit process in the States.

In J&K, in the medical audit of claims, one claim was rejected because the patient was found to have
been charged for the treatment availed (initially approved at the CPD level but later rejected.). The
beneficiary audit led to the rejection of one claim due to discrepancies in beneficiary documents.

In Punjab, three cases of fraud were detected at the level of CPD, and the claims were rejected.
Unfortunately, additional details were not available to comment on the type of fraud.

In Meghalaya, 15 claims were assigned to experts for a second opinion. Of these, 12 were rejected for
various reasons, and only 3 were approved.

Haryana had the highest number (10/30) of SAFU-triggered claim rejections due to confirmed fraud.
Claims that were initially approved were later rejected (on average 4 months later).

In UP, in 13 cases, the CPD assigned the claim to experts for second opinions. Of these 13 cases, four
were rejected, six were approved, two were kept pending, and in one case, the medical auditor directed
the EHCP to reduce the claim amount, but the claim was finally rejected due to non-compliance.

In HP, a single claim was assigned to experts for a second opinion. It was approved but ultimately
rejected by the bank, while in Haryana, of the 6 cases assigned to experts, 3 were rejected, 2 were
approved, and 1 was kept pending.

Overall, it was observed that rejected claims usually went through an iterative process of
review, and frauds were being detected across States with either model. The sample size was
insufficient to quantitatively determine trends in the occurrence of fraud. The effectiveness of
the audit process would require a second clinical audit of these cases. A greater detection of
fraud in States may indicate either its higher occurrence, better vigilance in the State, or both.
The evidence was insufficient to determine whether ICs or Trusts are more effective in this area.

4.5.2 Length of stay for selected packages

Deviations from the expected average length of stay (LOS) for hospitalizations due to a specific
condition/ treatment are usually listed among potential fraud triggers. NHA guidelines do not provide
a prescriptive length of stay for treatment packages. However, the indicator is important from a claim
adjudication and quality of care perspective. We analyzed the median length of stay for a selected list
of packages, which were among the most commonly utilized packages across all states and required
more than 1-day hospitalisation. We also analyzed a few neonatal care packages as we observed that
they appeared among the rejected claims in Punjab.

The dataindicated that in most cases, minor variations in LOS take place (Table 20). These variations are
more pronounced between individual States than across the two models. However, in some packages,
such as acute febrile iliness, gastroenteritis with moderate and severe dehydration and enteric fever,
more than two days of variation occur across models. These variations indicate that even within
packages, the difference in patient profiles, with regards to characteristics such as age, co-morbidities
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and condition at the time of admission, would possibly impact the LOS. However, in the absence of
a detailed analysis of the clinical notes forming a part of the claims, the misuse of these packages,
or ‘sick discharges’” of patients, resulting in lower LOS is also not possible to identify, or exclude, as
a reason for the variations. Inter-state differences are more pronounced in advanced packages such
as advanced, intensive and critical neonatal care packages (J&K- 4 days, Meghalaya-16.5 days, HP-
47 days). The number of cases treated under these packages is lower; however, the large variations
between States indicate that the clinical conditions of the newborns may be significantly different. Given
the importance and need to also use LOS as an indicator of the effectiveness of ICs and ISAs/
Trusts to correctly adjudicate claims and detect any perverse behaviour by hospitals, a detailed
analysis of these claims is warranted. States need to identify sample claims from among these
packages and audit them for evaluating the adjudication process. Further, the scheme must
work towards more sophisticated payment methods that consider patient characteristics while
categorizing them. Diagnosis Related Groups (DRGs) require detailed data, and with the scheme
having completed three years, steps need to be taken towards utilizing past available data to develop
locally relevant classifications groups for provider payments, going forward.

7 ‘Sick discharges’, or discharging patients prior to full recovery as indicated by a shorter than recommended length of stay,
have been previously identified as a negative incentive created in case-based provider payment systems.
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4.5.3 Unspecified (surgical) packages

Unspecified packages are blocked for procedures that do not have a specific package code and
rate assigned to them. The rates for these packages are decided by SHAs in Trust states and ICs
in Insurance states, using the Central Government Health Scheme rates or adapting the rate of the
nearest similar package. Except for Meghalaya, which allowed unspecified packages to be booked for
medical treatments and daily admissions, all other States only permitted unspecified packages to be
booked for surgical procedures. Since there is some subjectivity in approving unspecified packages, we
analyzed their proportionate composition among all packages blocked in States.

There was no clear difference among Trust and Insurance states in the total proportion of unspecified
packages approved of the total approved claims (Table 21). However, Punjab showed a high proportion
(5%) of unspecified surgical packages as compared to other States. Most of the packages were those
related to Obstetrics and Gynecology surgical procedures. An earlier study indicated that this high
proportion is attributable to the absence of a normal delivery package in Punjab’s master package list.®

HP also reported that 2.6% of all claims were approved to be of unspecified packages. However, the
state reported that all requests for unspecified packages are sent to the SHA for approval, following
which the ISA provides approval on the IT system. Hence, these are verified twice, both by the ISA and
the SHA. Both Punjab and HP reported a higher proportion of pre-authorizations for unspecified rejected
packages than those approved. Consequently, claim payouts attributable to unspecified packages
amounted to INR 4,23,04,970 (3.5% of total claims payouts for Punjab in three months), which was the
highest among all States. For HP, this proportion amounted to 56,37,105 (4.9% of total claims payouts
for HP in three months). While HP and Punjab would need to be watchful of the high proportion of claim
payouts on un-specified packages, we were unable to determine if there were any discrepancies in their
approval up to now.

8 Policy Brief No 10 Available at: (https:/pmjay.gov.in/sites/default/files/2021-05/Policy_Brief_Unspecified_Package_
Utilization_under_AB_PM-JAY.pdf)
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4.6 Structural capacity of SHAs and supporting agencies

Most States studied are greenfield in nature, having launched PMJAY anew, without a prior existing
state health insurance scheme operational at the time of its launch. States have set up new agencies or
significantly expanded earlier existing bodies (operating for RSBY implementation) into SHAs, as well
as contracted ISAs, and ICs to implement the scheme. While the technical capacity may be reflected
through performance indicators reported earlier, the structural capacity of these agencies is important
for the current and long-term implementation of the scheme. Where scheme expansion is envisaged,
or where access and utilization need to be improved, the current workload and requirements to meet
future workload also assume importance. We report in this section the available human resources (HR)
in the State SHAs and supporting implementation agencies (i.e., Insurance companies, TPAs and ISAs)
in Table 22 and Table 23 below. These were compared to the recommended staffing norms provided by
the NHA to the States, which are not binding upon States.

4.6.1 State health agencies

Structural capacities of the states varied individually, and no clear trends were seen across
Trust and Insurance states (data for UP was not made available for this component). However,
both the Trust states had a slightly larger workforce, combining State and district resources
as compared to the Insurance states (Table 23). The SHAs of J&K, Meghalaya and HP had >70%
compliance with the recommended numbers of human resources at the State level. Punjab SHA had
a 33% larger workforce than the recommended norms, in addition to the capacities of the contracted
IC (however, the district workforce was smaller than recommended numbers). Haryana is the only
Trust state without an ISA; hence the SHA capacity in the State is the highest among the States
studied and exceeded the norms set by the NHA. The SHA comprises regular doctors of the Haryana
health department, deputed to managerial positions to constitute the main functional staff in the SHA.
Contractual staff are also hired to augment the capacity of functional teams for administrative operations
and call centre management. While the overall numbers of staff are high in the SHA, managerial staff
meet only 52% of the recommended strength. This may be explained by the difficulty of deputing many
regular government doctors from other health verticals to PMJAY. There are, therefore, challenges in
managing the workload, as reported by the officers. However, the performance of the State as reflected
by indicators of enroliment, utilization of the scheme and efficiency of claim processing indicates that
the State is performing better than other Trust states.

Combining State and district resources, J&K and Meghalaya had lower than half of the
recommended workforce, with J&K reporting only 28% of the recommended workforce
composition. Punjab and HP (Trust) met more than 75% of the recommended staff requirement,
while Haryana had 48% more than the recommended workforce. Punjab appeared to be lacking a
Beneficiary Verification Manager. However, the State reported that all applications for registration which
are rejected by the IC are verified by the SHA. This indicates that SHA staff perform work across more
than one function. This was also reported in other States; wherein a single resource may be assigned
multiple roles, overseeing multiple purchasing functions.

In the SHAs of all States, more than half of the total workforce (not including ICs/ISAs/TPAs)
comprises contractual employees recruited for the scheme’s purpose only. Regular government
officers are usually appointed in the CEO positions, nodal officers in districts, or one or
two administrative roles (except for Haryana, which has regular officers in most managerial
positions). States did not report any disadvantages to the contractual manner of recruitment.
Attrition, although reported, was not frequent in SHAs. However, in Haryana, despite the
availability of qualified medical resources from within government services, periodic transfers
of officers resulted in some disruptions and the need for fresh training of new appointees.

> An assessment of the trust and insurance models of PMJAY implementation in six states
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4.6.2 Implementing agencies and total capacities

Table 23 presents the number and densities of staff available in the supporting agencies of the
States. The shortfall of SHA resources in J&K was met by the contracted IC and TPA staff, especially
within districts. Overall, J&K and Punjab reported large numbers of staff contributed by the IC &
TPA. However, the workforce density (eligible beneficiary families served per staff), was higher in
Meghalaya than in J&K and Punjab; and both Trust states had a higher workforce density as compared
to the three Insurance states. Due to higher utilization volumes in Insurance states (other than J&K in
the year April 2020 to March 2021), this staffing has implications for future scheme expansion plans,
which may be challenging at current workload densities. It also indicates that Trusts have a higher
current staffing density to serve their eligible beneficiary population and that higher utilization levels
can be met with the current workforce. J&K utilization was known to have increased significantly
post universalization (after December 2020), and therefore, the workload numbers reported here are
expected to have significantly increased.

J&K had one TPA; Punjab has three TPAs, two of which were contracted by the IC in Year 1, and
a third was added in the second year of the scheme to meet the high volumes of services being
delivered under the scheme. The IC was consequently required to coordinate operations with three
different agencies to maintain scheme operations in the State. TPAs also provided medical officers and
grievance officers at the district level. TPA staff constituted the majority of the human resource capacity
in the State of Punjab (6 resources from the IC and 183 from the TPA), resulting in a large team for
scheme implementation. At the State level, there is one manager each from the IC and each TPA (total
4) in the position of State Coordinator, State Medical Manager and State Operations Manager. The IC
in Punjab reported that getting qualified medical resources for processing preauthorizations
and claims was a challenge. He also referred to high attrition among TPA staff, which challenges
the smooth conduct of operations. However, despite a large workforce for PMJAY, the number of
eligible families served per staff is the highest in Punjab.

In Meghalaya, the IC has an in-house team for claim processing; hence, all 47 staff are IC staff. While
Punjab, Meghalaya and J&K all have an Insurance model of scheme implementation, this
difference in the structure of the IC in Meghalaya may have implications for the overall conduct
of operations in the State. This structure may have possible implications for the control by the
SHA of overall IC operations and internal IC operations.

In terms of the workload, it is seen that all the States have sufficient HR to meet the workload norms for
claims management (pre-authorization and claim processing)®, processing less than the recommended
volumes. Haryana matched the workload norms for pre-authorizations but not claims, while in Meghalaya,
PPDs and CPDs were processing higher pre-authorizations and claims closer to recommended norms.
However, despite having a larger TPA workforce in Punjab, the volumes processed are lower than that
in Meghalaya. While the high volumes in Meghalaya are attributable to OPD services also admissible
under PMJAY in the State, the efficiency of the IC, working together with the SHA, is significant in
processing a higher volume of cases. J&K workforce was reportedly processing very few claims.
However, as utilization was affected during that year due to political changes in the State and COVID-19
and consequent increases post universalization, these numbers are expected to have increased.

HP shows that a much higher workload can be taken up by the existing resources of the ISA in the
State, which has implications for further scheme expansion. There are six resources at the district level
belonging to the SHA and the ISA. However, this is also required due to the hilly terrain of the State.
Haryana, also a Trust state, processes a much higher density of pre-authorizations per day and a
slightly higher volume of claims. The State functionaries reported that the workload is manageable at
current utilisation levels but were concerned about whether the current capacities would be sufficient
to meet future demand for the scheme (the State plans to expand the eligible beneficiary population).
Between the two Trust states, HP staff process a lower volume of claims but report a longer TAT, while
the opposite is seen in Haryana. Hospital delays notwithstanding, this also indicates a greater
efficiency by the regular government doctors of Haryana compared to the ISA doctors in HP.

9 Workload norms are as defined by NHA in ‘Schedule 15 Minimum Manpower Requirements’ of the Model tender document
for ISA - Schedules (https://pmjay.gov.in/resources/documents). Refer to Table 23 for actuals.
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Table 23. Combined composition of SHAs and supporting agencies (Insurance companies,

TPAs and ISAs) and comparison with staffing and workload norms

IC/ITPA/ISA

Minimum manpower Jammu & Meghalaya | Haryana Himachal
requirements Kashmir Pradesh

State project manager

State medical
manager

State operations
coordinator

District coordinator
PPD
CEX

CPD
Fulltime medical
Auditors

Empaneled medical
auditors

Empaneled hospital
auditors

Other State specific
resources

District kiosk
operators (ic)

Help desk operator

Toll free operator

District grievance
manager

District medical officer

Other (role not
specified)

Total resources
Support agency
composition
Number of ICs
Staff in ICs
Number of TPAs
Staff in TPAs
Number of ISAs
Staff in ISAs

Total staff
(SHA+IC+ISA+TPA)

NHA
recommendations

1 per district

Workload norm

Workload norm

Workload norm

1 per cluster

As per requirement

As per requirement
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44¢

12

20

12d

11

114

31

83

147

4e

4e

22

23

17

46

25f

22

22

189

295

Number of resources

appllcable

1 Not 1
applicable

1 Not . 1
applicable

11 Not. 12
applicable

5 Not . 5
applicable
Not

6 applicable 3
Not

6 applicable 4
Not

3 applicable 4
Not

0 applicable 0
Not

0 applicable 12
Not

1 applicable 0
Not

L applicable 0
Not

! applicable 0
Not

0 applicable 0
Not

0 applicable 0
Not
applicable

47 Not. 43
applicable

1 0 0

47 0 0

0 0 0

0 0 0

0 0 1

0 0 56

82 240 106
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recommendations Number of resources

Minimum manpower Jammu & Meghalaya | Haryana Himachal
requirements Kashmir Pradesh

Number of eligible

families served per 13,975 13,414 10,217 6,441 4,562
staff of PMJAY

Number of eligible

beneficiaries served 71,219 67,071 33,788 32,207 22,594
per staff of PMJAY

Comparison with
workload norm for
Claim management

PPD (estimated 100-120 Pre-

pre-authorizations authorization 29 71 95 107 23
processed per PPD requests per day

per day)g per person

CEX (estimated 100-120 claims

claims processed processing per 44 93 79 52 37

per CEX per day)g person per day

CPD (estimated
claims processed 70-100 claims per 11 35 79 43 28
per CPD per day)g person per day
IC Insurance Company, ISA Implementation Support Agency, TPA Third Party Administrator, SHA State Health Agency, NHA
National Health Authority
PPD Pre-authorization Processing Doctor, CEX Claims Executive, CPD Claims Processing Doctor
@1 from IC and 1 from TPA
b1 from IC and 2 from TPA
¢ 20 from IC and 24 from TPA
96 from IC and 6 from TPA
¢ 1 from IC and 3 from TPAs
3 from IC and 22 from TPAs
9 for the period from April 2020 to March 2021 assuming a 260-work day year

4.7 Cost of scheme

PMJAY primarily addresses access to hospital care for secondary and tertiary services. The cost
implications of the model that States choose to adopt are important in future budgetary provisions for
the various schemes and programmes under State and Central health budgets.

To estimate the direct costs incurred by the SHAs on implementation of the scheme, we collated data
on the following heads: a) SHA operational costs for the State and district staff- including salaries of
staff, transportation and material costs related to office operations; b) value of the contract with ISA (if
applicable) c) total premium paid to the IC, un-utilized and returned amount if any, administrative costs
and official claim ratio d) cost of contracting any other agency for implementation (none of the States
studied reported contracting an additional agency for functions included during the study period). Our
data does not include the costs of regular government resources in the agencies, as these data were
not provided.

We initially report the costs of the insurance companies and later compare the total costs of the two
modes of implementation, taking SHAs and other implementing agencies together. The limitations of
this data in drawing comparisons are also highlighted, as we did not receive complete data for all
parameters and comparable periods.

4.7.1 Cost incurred by insurance companies

Table 24 provides the total costs of the insurance companies in terms of premiums, administrative fees
and unspent amounts that are returned to the State. Since the administrative fee that may be retained
by ICs is dependent on the claim ratios achieved, these are also indicated in the table.

It was observed that Punjab reported very high claims ratios in the first and second years of the scheme,
resulting in losses to the IC. Although the premium was increased by the IC from the first to second year
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in order to circumvent this, it appeared to be lower than what would be required to meet the demand of
the scheme among beneficiaries. The premium was also much lower than the ceiling premium indicated
by NHA (Rs 1052). The low premium rate quoted by ICs also played a role in encouraging the State to
adopt a full Insurance model instead of a Hybrid model, which was the initial plan. The claim rejection
rate increased marginally from the first to the second year of the scheme; overall, Punjab’s claim
rejection rates are lower than that of all the Trust states studied, as well as J&K (Table 15).

Punjab has had experience with the Insurance model of implementing health insurance schemes over a
long period, even before RSBY. During those times, the state reported that high claims ratios, resulting
in losses to insurance companies, resulted from low premiums quoted. Subsequently, due to repeated
losses, the IC terminated the scheme and withdrew. The trend of low premiums, high claims ratios, and
subsequent changes in the IC, seems to be continuing in Punjab. Although our study covers the period
up to March 2021, it was reported that the current IC bid an even lower premium than the earlier IC,
and is currently operating the scheme, which has encountered numerous problems related to high claim
rejections and pending payments. The lack of a properly calculated and quoted premium, and selection
of ICs, despite this understanding, appears to be affecting the scheme’s implementation in Punjab.
Where States are compelled to select the lowest bidding IC (L1 rate), technical specifications may be
re-considered to ensure that known limitations are addressed beforehand.

The reverse is observed in Meghalaya. The state also has very high utilization, but claims ratios are
much lower, and this is despite having extremely low claim rejection rates (close to zero and the lowest
among States). The state has a comparatively small eligible population; however, the total costs of the
scheme are high at this rate of premium. The administrative costs retained by the IC have also been
at the highest bracket allowable under the contract, i.e. 20% of the premium. The unspent balance
returned to the State by the IC amounts to 9.7% of the premium.

J&K has undergone significant changes like the scheme since its initiation. During the interviews with
the IC, it was reported that premiums were INR 775 and INR 720 in the first two years. Table 24 includes
recent data as provided officially by the State. Low utilization in year 1 resulted in a decrease in premium
in year 2. In the third year (December 2020 onwards), when the scheme was universalized, the number
of beneficiary families increased from 6,13,648 to 20,54,466 and thereby, the premium increased to INR
849. However, while claims ratios were well below 100% in the first two years, they exceeded 120% in
the third year of the scheme, post universalization. This is likely to significantly impact the premiums
quoted by the ICs in the next policy period. The IC was unwilling to comment on the specifics of this.
Therefore, despite having a higher premium than Punjab, it appeared that the IC was incurring losses
in J&K as well, despite the higher claim rejection rate in the State. Administrative costs were linked to
claims ratios in the earlier policy periods (12% and 20%) but were now fixed at 15%. The change in
the premium charged by the IC in the new policy period starting in January 2022 will be an important
determinant of the future costs of the scheme in an Insurance model.

An assessment of the trust and insurance models of PMJAY implementation in six states 4

59



Aoaijod Buiobup

0c9l

08Z'.5'81'8CL

962'88°.2

Zzoz Asenuer
L€ — 1202

Aieniqaq |

saluedw oo aoueINSU| PAJORIJUOI JO S)SOI " d|gel

%0¢

9G6¥'12'69'G¢C

%c€ 0L

%696

G08'GS'vr'el

0c9l

08Z°'.5'8¥'8CL

96Z'88°.L

1202 Asenuer

L€ — 020C
fienigaq |

%S 1

z65'8C'L2'6L

%809

%CSve

Z6Z'€0°LGLE

0€9l

08Z°'.5'8¥'8ClL

962'88°2

020z Asenuer

LE—610C
Aieniqaq |

%9€'801

%0

gL

9/1'0%'82'062

€L¥'05°6€

1202 ¥snbny
6l — 0202
i1snbny oz

%02 L uey} Jaybiy a1om sone. swiejo jey] pauLiojul Ajjeqian aiem am ‘saunbiy [eioiyo Jo uoisiroid ayj buipusd,

%9651

%0

169

982'09°LL'EVT

6ZY'€L 0P

0202 3snbny
6L —610C
3snbny oz

LSsao0ud
ul JUsWwaNes
swieo [eul

618

YEQ'LY'ZY' VL L

99t'v¥5°0C

SpJemuo 0zZ0zZ

Jaquiadaq 9Z

%cCl

090°CSvZ'y

%01°€€

%G8 VS

6LL°EY'OV'6L

¢6S

191°29°2€'S¢E

108°L6°S

020¢
Jaquiadaq
GZ —020C
yalel |

%0¢

[4YRAWANA

%9092

%€6°€

68L°19°9%

€61

29G6'89°G8°LL

8¥9'cL’9

0202 Asenigaq

62 — 6102
Jaquiadaq |

%cCl

¥92'69°0L'S

%LG°CS

%cCy'Se

08¥'S9'¥8'9L

S..

002'LL'GG'LY

8¥9'cL’9

610C
SELTEYNY]

0€ —8L0C
Jaquiadaq |

wnjwaad
JO 9, se s)so9

aApesSIuIWPY

(s@adny ui)
oljel swie[d
uo Buipuadap
S)S09

aApessiuIWpY

Jeak sad
ones swie|n

pauuanjai
wnjwaud jo 9,

(seadny

u1) (pazinnun
J) pauinjal
jJunowry

(seadny
ul) Ajiwey aad
ajel wnjwsaid

(seadny ui)
Jeak yad pred
wnjwaud |ejol
paianod
saljlwey jo

JaquinN

pouad Aoijod

> An assessment of the trust and insurance models of PMJAY implementation in six states

60



4.7.2 Direct costs to the State Health Agencies in PMJAY implementation

We used data for 2020-21 to estimate the direct costs of implementing the scheme by the SHAs in
each State'(Table 25). Punjab did not provide data on the operating costs of the SHA. Hence only
the costs of the IC are included in the calculations here. J&K did not provide data on the complete
insurance policy period covering 2020-21; hence older data provided for a complete policy period was
used. The latest data for J&K is vital because the period post-December 2020 includes the transition
to the universalization of the scheme, and hence costs and claims ratios incurred are important to
understand. Total administrative costs for HP included the direct operating costs of the SHA and the
value of the contract with the ISA. For the Insurance states, the direct operating costs of the SHA and
the administrative costs retained by the IC were considered. None of the costs of regular government
resources in the agencies was included, as these were not provided by the States. The following
comparisons are limited by the above-mentioned data shortfalls.

It was observed that administrative costs of the scheme were much higher in Insurance states
as compared to Trust states. The administrative cost per beneficiary family in Meghalaya was
around 10 times the cost in Trust states. Despite the higher volumes of claims processed in
Meghalaya, the unit administrative cost per claim was at least 5.5 times that of Trust states.
Cost variations are much lower between the two Trust states than between Insurance states. This
has implications for financial planning when states consider adopting insurance models. While it is
expected that ICs are more expensive than government-operated Trusts, the break-up of the
data for J&K and Meghalaya shows that their SHA operating unit costs are similar to those of the
Trust states. The large variation emerges due to the administrative cost of the IC.

Further, to compare the total costs incurred by the SHAs in each model, the claim payouts were included.
When comparing the total costs incurred by SHAs in each model, for Trusts, we included the SHA
operating costs, the ISA contract value and the claim payout incurred. For ICs, we included the SHA
operating costs and the total premium paid to the IC; and subtracted any unspent balance returned to
the SHA by the insurance company. The analysis here is further limited due to the lack of SHA operating
costs data from Punjab and recent- most insurance policy data for J&K.

The data was insufficient to directly compare the total costs of the scheme incurred by SHAs
across the two models. These total costs also reflect the utilization of the scheme, as claim
payouts are included.

The differences between Meghalaya and both Trust state they decreased in terms of total costs
to the SHA. The unit costs per beneficiary family unit in Meghalaya was about 1.6 times the cost for
Haryana and 1.8 times that for HP. Further, in terms of cost-utilization of the scheme, due to the higher
utilization and volumes of claims, these unit costs were only slightly different. Meghalaya had a lower
unit cost per claim as compared to Haryana. Haryana has the highest utilization among Trust states
and an average claim value of Rs 10,458. Although it operates without an ISA, the SHA is large, with
half of its total strength comprising contractual staff paid for by the SHA. The cost per claim submitted
in Haryana is the highest compared to other States.

However, the overall data indicate that while Trust states operate at significantly lower
administrative costs, the lower level of utilization requires to be addressed to bring about the
greater cost efficiency of the scheme in these States." Data on additional Trust states (such as UP)
would be helpful to further validate these findings. It is also, however, important to note that J&K and
Punjab are most likely to have significantly higher costs going ahead, as ICs are not likely to continue
providing services at the current levels of premiums being offered due to claims ratios persistently
exceeding 100%.

These preliminary observations on unit administrative costs and cost-efficiency need to be
further validated with complete data for all States before drawing any conclusions on the costs
and cost-efficiency of the models. For individual States, these findings provide insights to be
considered together when planning further expansion strategies for the scheme.

10 We used the latest policy period reported for Insurance States and used the closest financial year expenditure data to policy
period
11 It may be recalled that volumes of claims processed by the workforce in Trusts is lower than Insurance states.
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6 Annexures

Appendix | Format for data collection on human resources and costs
Health systems research on PMJAY: Study on implementation models

Name of State:

Name of person entering/validating data:

Date:
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Appendix Il Interview Guide: SHA
Health systems research on PMJAY: Study on implementation models

Name of State:

Name of respondent:

Designation:

Date:

Interview schedule

l. Scheme related

1.

(Confirm the model adopted by the State) Has it always been so or have there been any changes
since the start of the scheme?

2. Has the State Health Agency (SHA) been newly formed for PMJAY? If not, what existing body
is functioning as the SHA?

3. Was there any State insurance scheme prior to PMJAY? If yes, how has the State transitioned
from the earlier State insurance scheme to PMJAY?

4. What aspects of the earlier scheme were integrated into PMJAY and how? What were the
timelines followed for the integration?

5. What is the benefit cover in the State? Has the State expanded the benefit cover?

6. What is the cost-sharing pattern between Centre and State governments?

7. What s the IT system that is being used by the State? If the State is using own IT system, how
is it integrated with the NHA?

8. Are there any additional agencies involved in scheme implementation? Are the administrative
functions related to operationalization of the scheme managed solely by the SHA or is an ISA/
TPA involved?

9. Whatis the HR organizational structure and distribution of functions among members of the SHA?

Il. ISA related

1. Why was the ISA(s) brought on board for implementation of the scheme?

2. When was the ISA(s) operationalized? What was the process of contracting the ISA(s)? What
was the contract period?

3. What are the scheme related functions designated to the ISA(s)?

4. What is ISA’'s organizational structure to manage these functions?

5. What are ISA’s terms of service with the SHA?

6. What are the payment terms for the ISA?

7. Are there any performance measures linked to these payment terms? How are they monitored?
Who monitors them?

8. What are the penalties (financial or otherwise)? Have any penalties been imposed so far?

9. Has there been any change in ISA(s) since the start of the scheme? If yes, for what reason?

lll. In case of no ISA

1.

Why was no support agency involved in the implementation architecture of the scheme?

IV. IC related

1.

When did IC begin operations under PMJAY? What was the process of contracting the IC?
What was the contract period?

What are the terms of service for IC with the SHA?
What are the payment terms (premium per beneficiary)?
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9.

What aspects of operationalization is the IC responsible for (beneficiary identification and
enrolment, hospital empanelment, claim management, audits and fraud control, grievance
management)? What is the IC’s role and contribution to each?

What is IC’s organizational structure to manage these functions?

Are there any performance measures linked to these service terms? How are they monitored?
Who monitors them?

What are the penalties (financial or otherwise)? Have any penalties been imposed so far?

Has there been any change in the IC contract since start of the scheme? If yes, explain the
changes and reasons.

Ask for copy of contract

V. TPA related

No gk o=

8.

What aspects of operationalization is the TPA responsible for?

What are the service terms between IC and the TPA?

What are the scheme related functions designated to TPA?

What is the TPA's organizational structure to manage these functions?
What are the payment terms agreed upon with IC?

How are the TPAs monitored? What is the role of IC/SHA in monitoring?

Have there been any changes in the TPA contracted by the IC since start of the scheme? If yes,
explain the changes and reasons.

Ask for copy of contract — also in case of multiple TPAs

VI. Other agency

1.

2.
3.

Is there any other agency (other than ISA, TPA, IC) involved with the State for PMJAY related
work (e.g. contract based for any specific operation)?

If yes, what are the terms of service and payment terms?
Ask for copy of contract, timelines of contracting

VII. Beneficiary identification related

Ao bdN -

6.
7.
8.

What are the various activities undertaken to carry out Bl since start of the scheme?
What is the role of each agency in the State in beneficiary identification?
What are the timelines adopted for each aspect of beneficiary identification?

Are the beneficiaries restricted to SECC database or has there been any expansion in coverage in
the state? If yes, what were the timelines involved in expansion? How did the integration take place?

Are there any particular activities carried out to make beneficiaries aware of their entitlements
and obligations w.r.t PMJAY? Who does this?

What has been the State’s experience with enrolling beneficiaries?
Are there any indicators used for monitoring the BIS process?
Explore reasons for current % of eligible PMJAY beneficiaries (35.9%) with e-cards.

VIIl. Hospital empanelment related

1.
2.
3.

What is the composition of the SEC in Punjab? Are DECs formed in all districts?
What is the process of hospital empanelment?

What is the role of each agency in the State in hospital empanelment? What is their involvement
and contribution to SEC and DEC?

What is the usual time taken for completing the hospital empanelment process?

As per the Guidelines on Hospital Empanelment and De- Empanelment (Version — 2.0), final
decision on empanelment has to be completed withing a period of 30 days from receipt of
application. For Punjab, only 1.1% of private and 17.3% of public hospitals fall in that category.
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Has the State developed its own criteria for hospital empanelment? If yes, what was the process
followed for development of the empanelment criteria?

What has been the State’s experience with empanelling hospitals?
Have any hospitals been de-empanelled? For what reasons?
How are the EHCPs monitored? Who monitors them?

IX. Health packages related

1.

ok wbd

6.

Which package is the State using? HBP 1.0 or HBP 2.0?

In case of transition from HBP 1.0 to HBP 2.0, when and how did the transition happen?
Has there been any revision in package rates in the State? If yes, for which packages?
What were the processes followed for revision of package rates?

Are there reserved packages for public hospitals? If yes, which packages have been reserved
for public hospitals and why?

Are there any challenges in current package rates? (For SHA/ EHCPs)

X. Claim management related

1.
2.

XI.

1.
2.

© o N oo

What is the process of preauthorization in the State? To what extent is the SHA involved?

What are the timelines for preauthorization? Are there any deviations from recommended
guidelines in the State?

What are the pain points in this process that affect preauthorization?
What is the process from the time a claim is generated to reimbursement of providers?

Why are there differences in the amount claimed for reimbursement by hospitals, and the final
amount paid to hospitals?

What are the timelines for claim processing? Are there any deviations from recommended
guidelines in the State?

What are the pain points in this process that affect timeliness?

How do you monitor the pre-authorization and claim TAT? What are the challenges in adhering
to the mandated TAT?

Audits related

What is the process of pre-authorization adjudication and claim adjudication audit?
What proportion of pre-authorizations are audited and by whom?

Pre-authorization Adjudication Audit - 5% of total pre- authorizations across disease specialties
SHA to do 2% direct audit +2% of audit done by the Insurer/TPA/ISA

What proportion of claims are audited and by whom?

Claims Adjudication Audit - 5% of total claims approved)
SHA to do 2% direct audit +2% of audit done by the Insurer/TPA/ISA
Claims audit for rejected claims — 100% to be done by SHA

What is the frequency of conducting claim adjudication audits? What are the issues that arise
from such audits? (Obtain sample audit reports)

What are the specific roles of ICs/ISAs and SHAs in claim auditing?

What is the composition of SAFU and what is its role in claims adjudication audits?

Are there any risks involved if all claims are not audited prior to reimbursement? Can you explain?
What are the challenges faced in auditing claims?

Have you ever levied financial or other penalties for non-compliance by the ISA/IC to TAT or
other KPIs? Could you elaborate?

. What is the frequency with which you revoke claims rejected by the ISA/IC? (Supporting data

for Jan- March 2021 may be obtained)
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XIl. Fraud detection and management related

1.

4.

What are the triggers that are used by ICs and SHAs for detecting fraud (beneficiary fraud,
payer fraud, provider fraud)?

Do you maintain any records of fraud oversight?

What are the capacities that have been developed for fraud detection and management at State
and District level?

What are the barriers to fraud detection and management?

XIll. Grievance redressal related

ok wDd =

6.

What is the process of grievance redressal to be followed for beneficiaries and providers?
What are the sources of grievances? What are the channels for redressal of grievances?
What are the most recurring / common grievances that are received?

What are the final actions in addressing grievances?

What is the composition of the grievance redressal committee at the State and District level?
Are there any deviations from the recommended guidelines?

Can you comment on the Grievance Redressal Portal function and use?

XIV. Human resources related

1.

7.

Have DIUs been formed in the State? What are their functions? Are there any challenges in
their functioning?

What is your assessment of the HR available in the State for implementation — SHA, DIU, ISA,
IC, TPA, other, if any?

Is there any mismatch between the HR and workloads for various functions at State and District
levels?

Are there sufficient regular positions for PMJAY implementation?
What are the reasons for vacancies and/or attrition at State and District levels?

Which scheme functions/operations are HR intensive and how are they affected due to non-
availability/attrition of staff?

Are any consultants involved at the State and District levels? If yes, in what capacities?

XV. PMJAY budget and funds related

1.

w

What is the contribution of State/Centre to the PMJAY corpus at the State? How is the corpus
managed?

What are the budget heads and types of expenditure under State control vs Centre?
What all operating costs are covered under the budget? Are there any caps on the involved costs?

What is the process of disbursement of funds to the State from Centre and the frequency
of transfers?

What have the claims ratios been in the last years of the scheme? Have this resulted in refund
from or to the IC? What are your views on the claims ratios achieved?

How is the payment to public hospitals managed? What proportion of claims amount is deducted?

What all costs are shared between State and Centre and in what proportion (payment
to beneficiary (SECC vs expanded lists), cost of ISA, in case of increased benefit cover,
administrative costs?

Are there any challenges in maintaining the fund availability for PMJAY? (Probe payments to IC/
ISA, delays in receiving Central share etc, and if these impacts claim settlements in any way)
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XVI. Capacity development
1. Can you comment on the SHA's capacity development plans? How often were trainings
undertaken (frequency - from start of scheme to March 2021)?

2. How does the SHA undertake capacity development activities across various thematic areas?
Can you provide the frequency of trainings undertaken (from start of scheme to March 2021)?

a.

[ —
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Policies and Guidelines

Hospital Empanelment

Provider Payment

Quality Assurance

IEC

IT tools (BIS, TMS) and platforms
Data security and privacy

Audit and Compliance including monitoring and evaluation, fraud and corruption
Grievance Redressal

Operations and Management
Administrative and legal
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Appendix lll Interview Guide: ISA
Health systems research on PMJAY: Study on implementation models

Name of State:

Name of ISA:

Name of ISA representative and designation:

Date:

. Scheme related

1.
2.

Since when has the ISA been functioning in the State? When was the ISA(s) operationalized?

What was the process of contracting the ISA(s) (check if L1 and what rate per beneficiary)?
What was the contract period?

What are the ISA’s terms of service with the SHA?

What are the payment terms (fee per beneficiary family unit)?

What are the scheme related functions designated to the ISA(s)?
Indicative list of functions as per model contract

Processing and approval of beneficiary identity verification requests
Processing of preJauthorization requests

Scrutinizing bills from the network hospitals/ Claim processing
Fraud detection and control

Conduct audit as per Anti Fraud Guidelines

Support in deployment of SHA IT platform and maintenance
Support in hospital empanelment related activities

Set up Project and district office and Provide staff

Providing hardware and managing its maintenance at Public Hospitals
j- Participate in and coordinate timely redressal of grievances

k. Undertake feedback functions

What is ISA’s organizational structure to manage these functions? (explore state ad district level
organization)

S@ o ao0 oo

Il. Beneficiary identification related

1.

What is the process followed for beneficiary identification? How does the ISA process and verify
the requests?

What kind of scrutiny does the ISA undertake prior to approval? How long does it take to
approve the beneficiary identification?

Scrutiny and approval of beneficiary identity verification requests if all the conditions are
fulfilled, within 30 minutes of receiving the requests from Pradhan Mantri Arogya Mitras at the
network hospital.

What are the challenges encountered while approving beneficiaries?

Does the SHA oversee beneficiary approvals being carried out by you? How do they audit/
monitor the same?

What are the major reasons for rejecting applications?
Have you been provided any training for the BIS system and the process of identifying beneficiaries?

Do you carry out any activities to make beneficiaries aware of their entittements and obligations
w.r.t PMJAY in the State?
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lll. Hospital empanelment related

1.
2.

1.

Do you assist in any process related to empanelling hospitals?
If yes, ask about:

a. specific role e.g. field verification

b. timelines involved

c. challenges faced

What is your role with respect to Empaneled hospitals?

Is there a need to relax some criteria for empanelment to balance access and availability
requirements, especially in remote districts?

What are some of the reasons why hospitals are rejected for empanelment?

Have you participated in any processes related to ‘watchlist’, ‘show-cause notice’ issuing or de-
empanelment of hospitals? What are the reasons why actions have been taken/ hospitals have
been de-empanelled?

Are you aware of any financial penalties levied against empaneled hospitals? What are the
reasons for this?

Have you participated in any processes to renew the empanelment applications of hospitals?
Do you have any mechanisms in place for ensuring the quality-of-service delivery by the EHCPs?

. Do you ensure that each EHCP has the required IT infrastructure (hardware and software) as

per the AB-PMJAY guidelines? If yes, how?

Do you ftrain the Ayushman Mitras deputed in each EHCP? If yes, could you on the
trainings provided?

IV. Health packages related

1.
2.

3.

Confirm which package the State is using: HBP 1.0 or HBP 2.0.

What is the process for booking and approving unspecified packages? (Probe for any difference
in process for >1 lakh packages and in Public hospitals)

What are the popular reasons for which unspecified packages have been blocked?

V. Claim management related

1.
2.

What is the process of preauthorization in the State? What is your role in the process?

What are the timelines for preauthorization? Are there any deviations from recommended
guidelines in the State?

Scrutiny and approval of preauthorization requests if all the conditions are fulfilled, within 6
hours of receiving the preauthorization requests from the EHCP.

What are the pain points in this process that affect preauthorization and challenges in adhering
to mandated TAT?

We have noticed in our data that some pre-authorizations that were initially approved were later
cancelled or rejected. Could you elaborate on why does this happen?

Do you also scrutinize the auto-approved preauthorisations?

What is the process from the time a claim is generated to reimbursement of providers?

Why are there differences in the amount claimed for reimbursement by hospitals, and the final
amount paid to hospitals?

How do you scrutinize bills from EHCPs? (e.g. charges as per the package rates, relevant
documents are provided etc.) What are the timelines for this scrutiny? Are there any deviations
from recommended guidelines in the State?

Scrutinize the bills from the network hospitals (i.e. ensuring charges are as per the package
rates, relevant documents are provided etc.) and give recommendation for the sanction of the

bill and forward it to the State Health Agency within 10 days of receipt of complete claim so as
to ensure payment within 15 days of receipt of the bills from the EHCP.

What are the pain points in this process that affect claim processing and challenges in adhering
to mandated TAT?
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10. How do you monitor claim settlement? What are the timelines for this scrutiny? Are there any

deviations from recommended guidelines in the State?

11. How does the SHA monitor your performance in preauthorization and claim management

including TAT adherence?

VI. Audits related

1.

ok wbd

7.

What is the process of preauthorization and claim auditing?

How are preauthorizations audited? What proportion are audited? Who does the audit?

How are claims audited? What proportion are audited? Who does the audit?

Are there any risks involved if all claims are not audited prior to reimbursement? Can you explain?

What are the challenges faced in auditing pre-authorizations and claims (manpower, number/
volume, capacities, specific challenges with SHA & EHCPs)?

All Claims audits/investigations shall be undertaken by qualified and experienced Medical
Practitioners appointed by the ISA to ascertain the nature of the disease, illness or accident
and to verify the eligibility thereof for availing the benefits under this Implementation Support
Contract and relevant Policy.

What reports do you submit to the SHA regarding audits? Could you enumerate and provide
frequency of reporting?
The ISA shall submit monthly details of: all Claims that are under investigation to the district nodal

officer of the State Health Agency for its review; every Claim that is pending Beyond Turn Around
Time to the State Health Agency, along with its reasons for delay in processing such Claim.

Do you conduct any audits of the hospitals? If yes, what kind of audits and with what frequency?

VIIl. Fraud detection and management related

The ISA is expected to have the capability of develop a comprehensive fraud control system for the
scheme which shall at the minimum include regular monitoring, data analytics, ecards audit, medical
audit, field investigation, hospital audit, corrective action etc.

Investigations pursuant to any such alert shall be concluded within 07 (seven) days.

1.
2.
3.

© N o oA

How do you maintain alertness to fraud (analyse data for patterns etc., triggers)?
What are the common triggers encountered?

What is the process followed in case any fraud trigger is detected? Who (ISA/SHA) investigates
the trigger? What proportion/numbers are investigated?

What are the challenges in detecting or taking action on suspected frauds?

What support do you provide to the SHA in taking actions against the fraudulent acts?
Do you maintain any records of fraud oversight?

What are the barriers to fraud detection and management?

Could you provide an estimate of the type of queries raised and their frequency? What happens
once you raise a query?

VIIl. Additional support activities

1.

Do you provide any support to the SHA for the following activities? How?
a. |IT platform deployment and maintenance

b. Any hardware and its maintenance (incl AMC) at public hospitals

c. Management of toll-free call centre
d

Feedback functions - designing feedback formats, collecting data based on those formats
from different stakeholders like AB PM-JAY beneficiaries, the EHCPs etc., analysing the
feedback data and recommending appropriate actions
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IX. Grievance redressal related

1.
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w

XI.

What is your role in grievance redressal?

The ISA is expected to participate in and coordinate timely redressal of grievances in close
coordination with the concerned Grievance Redressal Committee.

What is the process of grievance redressal to be followed for beneficiaries and providers?
What are the sources of grievances? What are the channels for redressal of grievances?
What are the most recurring / common grievances that are received?

What are the final actions in addressing grievances?

Human resources related

What is your experience in ensuring the required staff (as per Schedule 16)?
State Project Manager

State Medical Manager

State Operations Coordinator

District Coordinator

PPD

CEX

CPD

Fulltime medical Auditors

SQ ™0 Q0 T
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Empaneled medical auditors

J. Empaneled Hospital Auditors

What additional staff do you require for the various functions (e.g. beneficiary identification)?
Is there any attrition and what are the reasons for vacancies and/or attrition at different levels?

Which scheme functions/operations are HR intensive? Do you feel the staff is sufficient for the
volume/workload in the state (e.g. preauth approval, claim processing, beneficiary identification,
audits?

Could you elaborate on the trainings (type, frequency and who trains) received for carrying out
the various functions?

The ISA shall establish a Project Office at a convenient place for coordination with the SHA.

The ISA shall set up an office in each of the districts of the State at the district headquarters of
such district (each a District Office) within given timelines.

Oversight by SHA

How does the SHA monitor the KPIs? If yes, which ones and how often?
a. Initial Setting up - KPIs

b. Performance - KPIs

c. Audit Related - KPIs

d. Payment - KPIs

e. Productivity - KPIs

How regularly do you report KPIs to the SHA? What are the challenges with reporting these
KPIs? (Obtain a copy of KPI reporting, indicators reported, frequency of reporting)

What are the penalties (financial or otherwise)? Have any penalties been imposed and paid so far?

Are there any challenges in receiving regular payments from the SHA? Do challenges with fund
flow, if any, influence your functioning in any way?

What is the process of review at the end of 12 months (though the Contract period is for 3
(three) years)?

How often does the SHA undertake Performance Review and Monitoring Meetings?

The SHA shall organize fortnightly meetings for the first three months and monthly review
meetings thereafter with the ISA.
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Appendix IV Interview Guide: IC
Health systems research on PMJAY: Study on implementation models

Name of State:
Name of IC:
Name of IC representative and designation:

Date:

I. Scheme related
1. Since when has the IC been functioning in the State? When was the IC operationalized?

2. What was the process of contracting the IC? (check if L1 and what premium) What was the
contract period?

3. What are the scheme related functions designated to the IC?
Indicative list of functions as per model contract
a. Processing and approval of beneficiary identity verification requests
Pre-authorisation functions
Claim processing functions
Hospital empanelment functions
Audit and fraud control functions
Set up Project and district office and Provide staff
Providing hardware and managing its maintenance at Public Hospitals
Information Technology related functions
i.  Implement and participate in the grievance redressal mechanism

SQ -0 Qoo

J. Management Information System (MIS) functions
k. Feedback functions
4. What is the IC’s organizational structure to manage these functions?

5. What are the IC’s terms of service with the SHA? Is the contract along the NHA model contract
terms or are there any deviations?

6. What are the payment terms (premium)?
7. What is your claims ratio (average for a period of ... years)?

Il. Beneficiary identification related
1. What is the role of IC in beneficiary identification?

The role of insurer is only for approval of e-cards based upon the documents provided. In case
of any issue, the Insurer shall only recommend for rejection for e-card request to the SHA

2. What kind of scrutiny does the IC undertake prior to approval? How long does it take to approve
the beneficiary identification?

3. What are the challenges encountered while approving beneficiaries?

4. Does the SHA oversee beneficiary approvals being carried out by you? How do they audit/
monitor the same?

5. What are the major reasons for recommending rejection of applications?
6. Have you been provided any training for the BIS system and the process of identifying beneficiaries?

lll. Hospital empanelment related
1. What is the IC’s role in empanelling hospitals?
2. What is your role in the SEC/ DEC?
3. What are the challenges encountered while verifying hospitals for empanelment?
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1.
12.

Is there a need to relax some criteria for empanelment to balance access and availability
requirements, especially in remote districts?

What are some of the reasons why hospitals are rejected for empanelment?

Have you participated in any processes related to ‘watchlist’, ‘show-cause notice’ issuing or de-
empanelment of hospitals? What are the reasons why actions have been taken/ hospitals have
been de-empanelled?

Are you aware of any financial penalties levied against empaneled hospitals? What are the
reasons for this?

Have you participated in any processes to renew the empanelment applications of hospitals?
Do you have any mechanisms in place for ensuring the quality-of-service delivery by the EHCPs?

. Do you ensure that each EHCP has the required IT infrastructure (hardware and software) as

per the AB-PMJAY guidelines? If yes, how?
How do you manage the IT infrastructure in public EHCPs?
Do you train the Ayushman Mitras deputed in each EHCP? If yes, could you on the trainings provided?

As a part of the Agreement, the Insurer shall ensure that each EHCP has within its premises
the required IT infrastructure (hardware and software) as per the AB-PMJAY guidelines. All
Private EHCPs shall be responsible for all costs related to hardware and maintenance of the IT
infrastructure. For all Public EHCPs the costs related to hardware and maintenance of the IT
infrastructure shall be borne by the Insurance Company.

The Insurer shall train Ayushman Mitras that are deputed in each EHCP who responsible for the
administration of the AB-PMJAY on the use of the Hospital IT infrastructure for making Claims
electronically and providing Cashless Access Services

IV. Health packages related

1.
2.

3.

Confirm which package the State is using: HBP 1.0 or HBP 2.0.

What is the process for booking and approving unspecified packages? (Probe for any difference
in process for >1 lakh packages and in Public hospitals)

What are the popular reasons for which unspecified packages have been blocked?

V. Claim adjudication related

1.
2.

10.

Could you describe the process of preauthorization at your end?

What are the timelines for preauthorization? Are there any deviations from recommended
guidelines in the State?

What are the pain points in this process that affect preauthorization and challenges in adhering
to mandated TAT?

What are the common reasons for denial of preauthorization requests?

The Insurer needs to file a report to the SHA explaining reasons for denial of every such pre-
authorisation request.

What is the process from the time a claim is generated to reimbursement of providers?

Why are there differences in the amount claimed for reimbursement by hospitals, and the final
amount paid to hospitals?

What are the common reasons for rejecting claims?

What are the pain points in this process that affect claim processing and challenges in adhering
to mandated TAT?

How does the IC monitor claim settlement? What are the timelines for this scrutiny? Are there
any deviations from recommended guidelines in the State?

How does the SHA monitor the IC’s performance in pre-authorization and claim management
including TAT adherence?

The process specified in relation to Claim Payment or investigation of the Claim shall be
completed such that the Turn-around Time shall be no longer than 15 days.

> An assessment of the trust and insurance models of PMJAY implementation in six states



VI. Audits related

1.
2.

7.

What is the process of pre-authorization and claim auditing?

How are pre-authorizations audited? What proportion are audited?

Pre-authorization Adjudication Audit - 5% of total pre- authorizations across disease specialties
SHA to do 2% direct audit +2% of audit done by the Insurer/TPA/ISA

How are claims audited? What proportion are audited?

Claims Adjudication Audit - 5% of total claims approved)

SHA to do 2% direct audit +2% of audit done by the Insurer/TPA/ISA

Claims audit for rejected claims — 100% to be done by SHA

Are there any risks involved if all claims are not audited prior to reimbursement? Can you explain?

What are the challenges faced in auditing pre-authorizations and claims (manpower, number/
volume, capacities, specific challenges with SHA & EHCPs)?

All Claims audits/investigations shall be undertaken by qualified and experienced Medical
Practitioners appointed by the Insurer to ascertain the nature of the disease, illness or accident
and to verify the eligibility thereof for availing the benefits under this Insurance Contract and
relevant Policy.

What reports do you submit to the SHA regarding audits? Could you enumerate and provide
frequency of reporting?

The Insurer shall submit monthly details of all Claims that are under investigation to the district
nodal officer of the State Health Agency for its review; and every Claim that is pending Beyond
Turn Around Time to the State Health Agency, along with its reasons for delay in processing
such Claim.

Do you conduct any audits of the hospitals? If yes, what kind of audits and with what frequency?

VII. Fraud detection and management related

1
2
3
4.
5.
6
7
8
9.
1

The insurer is expected to have the capability of develop a comprehensive fraud control system
for the scheme which shall at the minimum include regular monitoring, data analytics, ecards
audit, medical audit, field investigation, hospital audit, corrective action eftc.

Investigations pursuant to any such alert shall be concluded within 07 (seven) days.

How do you maintain alertness to fraud (analyse data for patterns etc., triggers)?

What are the common triggers encountered?

Based on your experience have you added any additional triggers to the NHA indicative list?
What is the process followed in case any fraud trigger is detected?

What are the challenges in detecting or taking action on suspected frauds?

What support do you provide to the SHA in taking actions against the fraudulent acts?

Do you maintain any records of fraud oversight?

What are the barriers to fraud detection and management?

Who do you report suspected fraud cases to (SHA/SAFU/NAFU)?

0. What is the role of SAFU / NAFU in fraud detection and how does it oversee your work?

VIIl. Grievance redressal related

1.
2.

What is the IC’s role in grievance redressal?

Have there been any instances of appeal by EHCPs against claim rejection decisions? If yes,
could you provide elaborate with an example the process of grievance redressal in this case.

Have any claims need to be re-opened due to EHCP appeals? If yes, could you provide
elaborate with an example the process of grievance redressal in this case.
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IX. Human resources related

1.

i

What is your experience in ensuring the required staff (as per Schedule 16)?

State Project Manager

State Medical Manager

State Operations Coordinator

District Coordinator

PPD

CEX

CPD

Fulltime medical Auditors

Empaneled medical auditors

J. Empaneled Hospital Auditors

What additional staff do you require for the various functions (e.g. beneficiary identification)?
Is there any attrition and what are the reasons for vacancies and/or attrition at different levels?

Which scheme functions/operations are HR intensive? Do you feel the staff is sufficient
for the volume/workload in the state (e.g. preauth approval, claim processing, beneficiary
identification, audits?

Could you elaborate on the trainings (type, frequency and who trains) received for carrying out
the various functions?

The Insurer shall establish a Project Office at a convenient place for coordination with the SHA.
The Insurer shall set up an office in each of the districts of the State at the district headquarters
of such district (each a District Office) within given timelines.
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X. Additional functions

1.

Could you elaborate on the following additional functions in terms of your role and manpower:

a. Information Technology related functions: collating and sharing claims related data with the
SHA and running of the website at the State level

b. ManagementInformation System (MIS) functions, which include creating the MIS dashboard
and collecting, collating and reporting data

c. Processing and approval of beneficiary identity verification requests

d. Feedback functions - designing feedback formats, collecting data based on those formats
from different stakeholders like AB PM-JAY beneficiaries, the EHCPs etc., analysing the
feedback data and recommending appropriate actions

XI. TPA / other agencies related

1.

Have you hired any TPA for any claim related functions? If yes, who was hired and what is their
role and contract period?

What mechanisms do you have in place for overseeing the functioning of the TPA?

In case the insurer hires Third Party Administrator (TPA), it shall ensure that the TPA does not
approve or reject any Claims on its behalf and that the TPA is only engaged in the processing
of Claims.

Have you outsourced any non-core functions to any agency? If yes, who was hired and what is
their role and contract period?

4. What mechanisms do you have in place for overseeing their functioning?

> An assessment of the trust and insurance models of PMJAY implementation in six states



XIl. Oversight by SHA

1.

How does the SHA monitor the KPIs?
a. Initial Setting up - KPIs

b. Performance - KPls

c. Audit Related - KPIs

d. Payment - KPIs

e. Productivity - KPIs

How regularly do you report KPIs to the SHA? What are the challenges with reporting these
KPIs? (Obtain a copy of KPI reporting, indicators reported, frequency of reporting)

What are the penalties (financial or otherwise)? Have any penalties been imposed and paid so far?

Are there any challenges in receiving regular premium payments from the SHA? Do challenges
with fund flow, if any, influence your functioning in any way?

Have you had to refund any premium amount to the SHA? After adjusting admin costs, have
you ever refunded the surplus to SHA? If yes, elaborate on why and how much.

How often does the SHA undertake Performance Review and Monitoring Meetings?

The SHA shall organize fortnightly meetings for the first three months and monthly review
meetings thereafter with the IC.
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Appendix V Interview Guide: TPA
Health systems research on PMJAY: Study on implementation models

Name of State:
Name of TPA:
Name of TPA representative and designation:

Date:

I. Scheme related
1. Since when was the TPA hired by the IC? What is the contract period?
2. What are the scheme related functions designated to the TPA by IC?
Indicative list of functions
Processing and approval of beneficiary identity verification requests
Pre-authorisation functions
Claim processing functions
Hospital empanelment functions
Audit and fraud control functions
Set up Project and district office and Provide staff
Providing hardware and managing its maintenance at Public Hospitals
Information Technology related functions
Implement and participate in the grievance redressal mechanism
J. Management Information System (MIS) functions
k. Feedback functions
3. What is the TPA's organizational structure to manage these functions?
4. What are the TPA's terms of service with the IC?
5. What are the payment terms?
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Il. Beneficiary identification related
1. What is the role of TPA in beneficiary identification?

2. What kind of scrutiny does the IC undertake prior to approval? How long does it take to approve
the beneficiary identification?

3. What are the challenges encountered while approving beneficiaries?

4. Does the SHA oversee beneficiary approvals being carried out by you? How do they audit/
monitor the same?

5. What are the major reasons for recommending rejection of applications?
6. Haveyoubeen provided any training for the BIS system and the process of identifying beneficiaries?

lll. Hospital empanelment related
1. What is the TPA's role in empanelling hospitals?
2. What are the challenges encountered while verifying hospitals for empanelment?

3. Is there a need to relax some criteria for empanelment to balance access and availability
requirements, especially in remote districts?

4. What are some of the reasons why hospitals are rejected for empanelment?

5. Have you participated in any processes related to ‘watchlist’, ‘show-cause notice’ issuing or de-
empanelment of hospitals? What are the reasons why actions have been taken/ hospitals have
been de-empanelled?

6. Are you aware of any financial penalties levied against empaneled hospitals? What are the
reasons for this?
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9.
10.
1.

12.
13.

Have you participated in any processes to renew the empanelment applications of hospitals?
Do you have any mechanisms in place for ensuring the quality-of-service delivery by the EHCPs?

Do you ensure that each EHCP has the required IT infrastructure (hardware and software) as
per the AB-PMJAY guidelines? If yes, how?

How do you manage the IT infrastructure in public EHCPs?
Do you train the Ayushman Mitras deputed in each EHCP? If yes, could you on the trainings provided?

IV. Health packages related

1.
2.

3.

Confirm which package the State is using: HBP 1.0 or HBP 2.0.

What is the process for booking and approving unspecified packages? (Probe for any difference
in process for >1 lakh packages and in Public hospitals)

What are the popular reasons for which unspecified packages have been blocked?

V. Claim management related

1.
2.

Could you describe the process of preauthorization at your end?

What are the timelines for preauthorization? Are there any deviations from recommended
guidelines in the State?

What are the pain points in this process that affect preauthorization and challenges in adhering
to mandated TAT?

What are the common reasons for denial of preauthorization requests?
What is the process from the time a claim is generated to reimbursement of providers?

Why are there differences in the amount claimed for reimbursement by hospitals, and the final
amount paid to hospitals?

What are the common reasons for rejecting claims?

What are the pain points in this process that affect claim processing and challenges in adhering
to mandated TAT?

How does the IC monitor claim settlement? What are the timelines for this scrutiny? Are there
any deviations from recommended guidelines in the State?

VI. Audits related

1.
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7.

What is the process of pre-authorization and claim auditing?

How are pre-authorizations audited? What proportion are audited?

How are claims audited? What proportion are audited?

Are there any risks involved if all claims are not audited prior to reimbursement? Can you explain?

What are the challenges faced in auditing pre-authorizations and claims (manpower, number/
volume, capacities, specific challenges with SHA & EHCPs)?

What reports do you submit to the IC regarding audits? Could you enumerate and provide
frequency of reporting?

Do you conduct any audits of the hospitals? If yes, what kind of audits and with what frequency?

VII. Fraud detection and management related

No ok o=

How do you maintain alertness to fraud (analyse data for patterns etc., triggers)?

What are the common triggers encountered?

Based on your experience have you added any additional triggers to the NHA indicative list?
What is the process followed in case any fraud trigger is detected?

What are the challenges in detecting or taking action on suspected frauds?

Do you maintain any records of fraud oversight?

What are the barriers to fraud detection and management?
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VIIl. Grievance redressal related
1. What is the TPA’s role in grievance redressal?

2. Have there been any instances of appeal by EHCPs against claim rejection decisions? If yes,
could you provide elaborate with an example the process of grievance redressal in this case.

3. Have any claims need to be re-opened due to EHCP appeals? If yes, could you provide
elaborate with an example the process of grievance redressal in this case.

IX. Human resources related
1. What is your experience in ensuring the required staff (as per Schedule 16)?
State Project Manager
State Medical Manager
State Operations Coordinator
District Coordinator
PPD
CEX
CPD
Fulltime medical Auditors
Empaneled medical auditors
J. Empaneled Hospital Auditors
2. What additional staff do you require for the various functions (e.g. beneficiary identification)?
Is there any attrition and what are the reasons for vacancies and/or attrition at different levels?

4. Which scheme functions/operations are HR intensive? Do you feel the staff is sufficient for the volume/
workload in the state (e.g. preauth approval, claim processing, beneficiary identification, audits?

5. Could you elaborate on the trainings (type, frequency and who trains) received for carrying out
the various functions?
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X. Additional functions
1. Could you elaborate on the following additional functions in terms of your role and manpower:

a. Information Technology related functions: collating and sharing claims related data with the
SHA and running of the website at the State level

b. ManagementInformation System (MIS) functions, which include creating the MIS dashboard
and collecting, collating and reporting data

c. Processing and approval of beneficiary identity verification requests

d. Feedback functions - designing feedback formats, collecting data based on those formats
from different stakeholders like AB PM-JAY beneficiaries, the EHCPs etc., analysing the
feedback data and recommending appropriate actions

XI. Oversight by IC
1. Does the IC have any KPlIs that it monitors?

E.qg. list of KPIs
k. Initial Setting up - KPIs
. Performance - KPIs
m. Audit Related - KPIs
n. Payment - KPIs
o. Productivity - KPIs

2. How regularly do you report KPIs to the IC? What are the challenges with reporting these KPIs?
(Obtain a copy of KPI reporting, indicators reported, frequency of reporting)

3. What are the penalties (financial or otherwise)? Have any penalties been imposed and paid so far?
4. How often does the IC undertake any type of Performance Review and Monitoring Meetings?
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Appendix VI Interview Guide: EHCP
Health systems research on PMJAY: Study on implementation models

Name of State:

Name of EHCP:

Name of EHCP representative and designation:

Date:

I. Hospital empanelment related

1.

w

When was your hospital empaneled under PMJAY? Were you empaneled under any previous
state health scheme?

What specialties are you empaneled for in PMJAY?
What was the process followed for empaneling your hospital?
Was any field verification done at the time of empanelment? By whom?

Il. Beneficiary identification related

o kb=

What is the load of PMJAY beneficiaries out of total hospital utilizations/patient load?
What is the frequency of new beneficiary registrations done currently at the hospital?
Has your staff/ you received any training in conducting the BIS process?

What are the challenges encountered in registering new eligible beneficiaries?

Do you sometimes receive rejections from the IC/SHA for new beneficiaries? What are the
reasons for rejection? How do you manage their treatment if this happens?

lll. Health packages related

1.

3.

Confirm which package the State is using: HBP 1.0 or HBP 2.0. Are you satisfied with the
package rates?

How often do the unspecified packages need to be blocked? What issues do you face on
blocking them for approvals?

Does yourhospital receive any incentive paymentsin addition to the package rate reimbursement?

IV. Claims management related

1.

© N Ok WD

Who carries out the pre-authorization requests for treatments?

Has your staff/ you received any training in conducting the pre-authorization requests?

What are the challenges in generating pre-authorization requests and getting approvals?
What are the reasons for cancelling initiated pre-authorization requests? How often does this happen?
Why are approved pre-authorization requests at times cancelled later?

Do approved pre-authorizations get rejected later?

What are the reasons for which this happens?

How often do pre-authorization requests get later rejected?

How do you manage patients who are already admitted and on treatment, and whose
preauthorization request gets rejected?

. Have you ever appealed against rejected pre-authorization requests?

. Why are claims not submitted for all approved pre-authorization requests?

. What are the challenges encountered in uploading the claim request after patient discharge?
. What is the average number of queries on every claim submitted for reimbursement?

. What are the types/ reasons for which queries are raised?

. How long does it usually take to respond to the queries raised?

. How often do claims get rejected? What are the usual reasons for rejection?

An assessment of the trust and insurance models of PMJAY implementation in six states 4
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17. Are you able to appeal and resolve cases where claims are rejected? What is the process for this?
18. With what frequency do you receive the payments for each claim? What is the average time it

takes to receive payments?

19. How often do you receive lower payments than claimed?

V. HR and training related

1.

2.
3.

How many human resources are dedicated for management of PMJAY in your hospital? (Get
an idea about designations and roles)?

Has any training been provided to the HR for PMJAY? What kind of training and with what frequency?
What kind of trainings are provided to the Ayushman Mitras by IC/ISA deputed at your hospital?

VI. Monitoring / Audits related

1.

No ok owd

Are you required to submit any periodic self -assessment to the SHA?

Does the SHA review or monitor your performance in any way? How and with what frequency?
Does the ISA/TPA/IC review or monitor your performance in any way? How and with what frequency?
How often are medical audits conducted and by whom?

How often are hospital audits conducted and by whom?

Do you experience any challenges during the conduct of audits?

How often are claim audits conducted? How are these audits conducted?

VIl. PUBLIC HOSPITALS:

1.

Do you face issues with the IT infrastructure that IC/ISA maintains at your site? What kind of
issues/problems?

2. What proportion of claim payout can you retain and use?
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Appendix Vil Additional questions (PPD / CPD / Medical auditor)

Health systems research on PMJAY: Study on implementation models

What is your daily workload/volume? (100-120 Pre-authorization request per day per person as
per Schedule 16)

How often does it happen that the initial pre-authorization request was for a lower amount, but
a higher amount was approved? What are the reasons for this?

Why are approved pre-authorization requests cancelled later? What are the reasons and how
frequently does this happen?

Do approved pre-authorizations get rejected later? What are the reasons for which this happens?
What are the common reasons for pre-authorizations being rejected?

Have there been any appeals from hospitals on rejected pre-authorizations?

Has SHA revoked any rejected pre-authorizations?

How frequently are queries raised?

What are the common reasons for raising queries?

. What are the challenges to decision making for pre-authorizations?

What are the common triggers for flagging a case for investigation/audit? What is the role of
SAFU/NAFU?

. Is there any additional scrutiny of unspecified packages that are blocked?

What is your daily workload/volume? (70 -100 Claims per day per person as per Schedule 16)
Why are claims not submitted for all approved pre-authorization requests?

How frequently are queries raised?

What are the common reasons for raising queries?

What are the challenges to decision making for claims?

What are the common triggers for flagging a case for investigation/audit?

Is there any additional scrutiny of unspecified packages?

How often does the Medical Committee get involved for second opinions?

Have there been any appeals from hospitals on rejected claims?

. Has SHA revoked/re-opened any rejected claims?

Does it happen that a claim approved by CPD is later rejected by ACO/IC/SHA? How often and
for what reasons?

. What are the common triggers for flagging a case for investigation/audit? What is the role of

SAFU/NAFU?

How do you handle doubtful/suspicious claims?

What sort of reports do you prepare and who do you submit to? What frequency?
What is the role of SAFU/NAFU and how does it oversee/audit your work?

Medical auditor

1.

2.
3.
4

What is your role in claims investigation?

What is your workload/volume (daily/monthly/other frequency)?

How are doubtful/suspicious claims identified?

How do you choose cases for medical audit? What is the frequency?

Medical Audit (Desk Audit/ field audit) - 5% of total cases hospitalised and SHA to do 2% direct
audit +2% of audit done by the Insurer / TPA /ISA

An assessment of the trust and insurance models of PMJAY implementation in six states 4
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5. How do you choose cases for beneficiary audit? What is the frequency?

Beneficiary Audit (At hospital / At home) - 3% of total cases hospitalised and SHA to do 2%
direct audit +2% of audit done by the Insurer / TPA /ISA

6. How do you choose cases for Tele audit/feedback? What is the frequency?

Tele Audit (Beneficiary feedback) - 5% of total cases hospitalised and SHA to do 2% direct audit
+2% of audit done by the Insurer/ TPA /ISA

7. How often do you undertake desk audits vs medical audit at hospital vs beneficiary medical audit?
Mortality Audit — 100% by both medical auditor and SHA

8. Who do you submit the audit records to (SHA/ SAFU / NAFU)? What is the frequency of reporting?

9. What are the challenges to the different types of audits you undertake?
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Appendix VIl Supplementary tables

Table 1 Specialty-wise rejection rates

e e e
[ Spociaty | sk | Punjab | Wsghaiaya | Totar | Haryana | 0P | P | Total |

All
hospitals

Burns,Plastic &
reconstructive
Surgery

Cardio Thoracic
Surgery

Cardiology

Chest diseases and
respiratory medicine
(Pulmonology)

Critical Care

ENT

General Medicine
General Surgery

Genitourinary
Surgery

Medical
Gastroenterology

Medical Oncology
Neonatology
Nephrology
Neuro Surgery
Neurology

Obstetrics &
Gynaecology

Ophthalmology
Orthopaedics
Paediatric Cancer
Paediatric surgery
Paediatrics
Polytrauma
Psychiatry
Radiation Oncology

Surgical
Gastroenterology

Surgical Oncology

Treatment Procedure

Dental Procedures

235

18.2
6.3

20.0

16.7
17.6
10.7
1.4

25.0

20.0
15.0
20.7
25.0
16.7

141

13.8
10.9
50.0
204
8.0
231
0.0
33.3

26.7
6.4
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3.3

0.8
2.9

4.1

4.0
5.0
5.5
6.7

2.8

25
23
3.4
2.5
23

6.1

4.8
53
0.9
2.8
3.4
3.3
0.5
0.9

1.4

3.4

6.7

14.3

7.1

3.8

4.2
0.6
0.6
0.6

9.1

0.0

9.1
5.6
7.1
14.3
9.1

0.6

4.2
2.0
10.0
5.9
0.6
5.3
0.0
16.7

7.7

1.4

4.3

1.8
3.3

5.0

4.5
4.9
5.4
5.9

3.8

0.0

3.6
3.3
4.8
3.4
29

5.7

5.8
5.5
2.5
4.4
3.0
4.0
0.5
2.5

0.0
2.8

3.4

25

5.3
3.3

4.1

6.0
3.3
5.4
5.6

5.0

1.8
1.6
4.5
3.6
3.2

2.9

3.8
5.4
3.3
2.3
1.8
3.9
0.0
4.2

1.5
1.6

Trust

19.3

20.3
16.6

21.8

204
20.2
18.4
23.9

21.8

22.5
17.9
21.7
21.8
22.8

21.2

16.0
21.3
22.5
22.3
19.2
21.7
9.7
20.4

0.0
18.3
19.6

18.8

14.3
9.1

9.1

1.1
8.9
4.6
6.9

1.8

6.3

9.1
9.1
15.4
22.2
1.1

8.0

8.5
6.3
16.7
7.1
7.0
16.7
28.6
0.0

20.0

6.1

16.7

17.6

14.0

18.9

17.4
17.2
15.9
20.7

18.5

6.3

19.4
15.1
19.0
19.3
20.2

18.1

13.7
18.5
19.7
19.4
16.1
18.8
8.7

17.2

0.0
15.8
15.6

93



T e | e
[ Spociaty | sk | Punjab | Weghaiaya | Toar | Haryana | uP | P | Total |

Burns,Plastic &

reconstructive 50.0 0.5 0 1.0 9.1 159 25.0 15.3
Surgery
gj:g;oryTh”ac'c 250 05 0 10 125 200 333 19.4
Cardiology 25.0 1.0 0 1.4 71 14.8  20.0 13.7
Chest diseases and
respiratory medicine = 20.0 1.0 0 1.8 6.5 14.6 6.7 12.6
(Pulmonology)
Critical Care 11.1 1.0 0 1.3 6.7 18.6 25.0 15.4
ENT 7.7 1.0 0 1.1 5.0 146 125 12.4
General Medicine 21.7 1.5 0 3.2 1.7 7.9 2.8 6.7
General Surgery 4.9 24 0 1.8 2.8 13.2 3.3 10.5
gjgt;‘;””ary 333 1.0 0 14 100 216 00 188
g:gtl:::elnterology 0 0.0 0.0 0.0
Medical Oncology 25.0 0.5 0 0.9 0.0 27.0 20.0 20.8
Public Neonatology 8.3 0.5 0 0.9 0.0 1.8 222 9.6
hospitals  Nephrology 33.3 0.5 0 1.0 6.3 324 00 23.1
Neuro Surgery 33.3 1.0 0 1.4 0.0 34.5 0.0 27.0
Neurology 25.0 0.5 0 1.0 0.0 28.1 0.0 21.4
g;f;e;ggfog‘y 49 20 0 15 10 60 120 53
Ophthalmology 6.3 1.0 0 1.6 3.9 1.8  13.0 10.3
Orthopaedics 6.3 1.0 0 1.5 6.1 8.6 8.3 8.1
Paediatric Cancer 50.0 0.5 0 1.0 0.0 19.0 33.3 15.6
Paediatric surgery 25.0 1.0 0 1.4 0.0 19.0 16.7 15.0
Paediatrics 3.1 0.5 0 0.5 0.0 6.9 11.1 6.0
Polytrauma 25.0 1.0 0 1.4 6.7 20.0 250 16.7
Psychiatry 0.0 0.5 0 0.5 0.0 10.3 286 9.1
Radiation Oncology 50.0 0.5 0 1.4 0.0 111 0.0 8.1
ggrsgtlrgaelnterology 0.0 0.0 0.0
Surgical Oncology 50.0 0.5 0 1.0 0.0 16.0 25.0 13.5
Treatment Procedure ¢ 7 5 0 10 09 122 67 80

Dental Procedures
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T e | e
[ Spociaty | sk | Punjab | Weghaiaya | Toar | Haryana | uP | P | Total |

Private
hospitals

Burns,Plastic &
reconstructive
Surgery

Cardio Thoracic
Surgery

Cardiology

Chest diseases and
respiratory medicine
(Pulmonology)

Critical Care

ENT

General Medicine
General Surgery

Genitourinary
Surgery

Medical
Gastroenterology

Medical Oncology
Neonatology
Nephrology
Neuro Surgery
Neurology

Obstetrics &
Gynaecology

Ophthalmology
Orthopaedics
Paediatric Cancer
Paediatric surgery
Paediatrics
Polytrauma
Psychiatry
Radiation Oncology

Surgical
Gastroenterology

Surgical Oncology

Treatment Procedure

Dental Procedures

20.0

14.3
0.0

20.0

20.0
25.0
19.2
231

231

18.2
25.0
19.2
22.2
12.5

28.6

25.0
18.2
50.0
30.8
17.6
22.2
0.0
20.0

231

6.7
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6.8

1.9

5.8

7.2

6.1
8.8
8.1
8.7

4.6

7.7
6.2
71
4.5
4.6

8.6

8.5
7.7
4.5
7.1
6.5
6.1
0.0
5.3

3.4

8.4

12.5

33.3
1.1

9.1

9.1
9.1
5.6
6.7

14.3

0.0

14.3
8.3
10.0
20.0
14.3

71

1.1
8.3
20.0
9.1
6.3
12.5
0.0
50.0

12.5

10.0

8.2

4.8

5.7

8.1

6.9
10.3
8.7
9.4

6.0

0.0

9.4
7.7
8.9
5.9
5.4

10.0

10.2
8.3
12.9
10.1
7.3
71
0.0
11.5

0.0
6.5
8.3

1.8

3.3
2.8

3.6

5.9
2.9
7.0
6.0

4.7

2.2
2.0
4.2
3.9
3.5

3.8

3.8
4.8
4.5
2.6
2.5
3.5
0.0
5.9

23

Trust

19.1

20.4

16.6

22.9

204
211
251
26.0

21.5

22.0
18.5
211
211
22.4

24.8

16.6
23.3
23.0
22.3
22.5
21.6
0.0
22.6

0.0
18.5

214

16.7

0.0
0.0

11.1

8.7
4.8
10.6
10.9

12.5

14.3

0.0
0.0
18.2
25.0
14.3

6.0

4.3
5.3
0.0
0.0
3.4
14.3
0.0
0.0

16.7
6.3

16.5

17.2

13.9

20.0

17.5
18.2
22.2
23.0

18.2

143

19.2
15.8
18.7
18.8
20.0

21.6

14.3
20.3
204
19.5
19.2
18.7
0.0
19.7

0.0
16.0
18.3
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Appendix-IX Outlier analysis

We analysed the presence of outliers in the TAT calculations using the standard inter-quartile range
(IQR) formula (Q1 — 1.5 IQR and Q3 + 1.5 IQR), where Q1 and Q3 are the first and third quartile
values, respectively. Overall, there were high proportions of outliers in all states for the various TAT
calculations, with the highest proportion of outliers in Meghalaya for pre-authorization TAT (29.3%)
and claim payment TAT (30.8%). Haryana too, had a relatively high proportion of outliers in the
pre-authorization TAT (22.3) but had a low proportion of outliers in the other TAT calculations (0 — 9.9%).

Insurance states had more outliers than the Trust states in the pre-authorization TAT (42.4% and 38.4%,
respectively) despite having lower median values, thus indicating the higher variability of the data points.
Similarly, all claim-related TAT calculations except the TAT for claim approval to payment (19.8% and
22.7%, respectively) also had higher proportions of outliers in the Insurance states compared to the
Trust states.

Table 1 Proportion of outliers in TAT calculation among the states

I 7 I A
ek [ Punan | Megnaiaya | Tom | Hayana | _up | e | Tota

Timeliness of pre-
authorization processing

Pre-authorization TAT * 11.2 2.1 29.3 42.4 22.3 0.7 9.6 38.4
Timeliness of claim

processing

Claim payment TAT 20.6 75 30.8 9.9 2.4 1.8 3.6 1.9
(submission to payment)

Claim submission to

decision TAT 16.9 6.1 49 8.3 2.2 1.8 2.6 2.1

Claim submission to 18.9 5.9 4.8 7.7 2.1 1.7 2.4 2.0

approval decision TAT

Claim submission to

rejection decision TAT 8.8 10.0 8.4 9.8 0.0 2.3 171 1.7

Claim approval to 6.0 5.4 12.8 19.8 9.9 6.7 33 227

payment TAT
*all decisions, excluding auto-approvals
Due to the identified outlier points being a legitimate part of the TAT (indicative of delays at various levels
of the claim adjudication process) and the high proportions of outliers, we decided to not exclude these

extreme values but instead report the median values for the TAT calculations, since medians are less
affected by outliers. Unfortunately, at this stage we are unable to attribute the delays to specific reasons.
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Institutional structure and process design significantly
impact the implementation of health programmes. This
report provides a comparative review of various institutional
models deployed under Ayushman Bharat Pradhan Mantri
Jan Aarogya Yojana (AB PM-JAY), a flagship programme of
Government of India which provides financial protection to
households against hospital related expenditure.




