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Abstract 

Background: Limited healthcare access and high out-of-pocket expenditure remain major 

barriers to health equity among vulnerable populations in India. To address these challenges, the 

Government of India launched Ayushman Bharat in 2018, comprising Health and Wellness 

Centers (HWCs) and the Pradhan Mantri Jan Arogya Yojana (PM-JAY), one of the world's 

largest publicly funded health insurance programs. This study evaluated the effectiveness of PM-

JAY in improving healthcare access and financial protection among low-income and 

marginalized populations. 

Methods and Material: A mixed-methods approach was employed, combining a systematic 

review of policy documents and published literature with quantitative analysis of National 

Family Health Survey (NFHS-4 and NFHS-5) data. A Difference-in-Differences (DiD) 

framework was used to compare health insurance coverage and health outcomes between PM-

JAY implementing and non-implementing states. Qualitative insights were obtained from 

stakeholder consultations involving healthcare providers, insurance administrators, and 

community health organizations. 

Results: Public health insurance coverage in rural areas increased substantially following PM-

JAY implementation, with implementing states demonstrating significantly higher enrollment 

growth than non-implementing states. Beneficiaries reported reduced out-of-pocket healthcare 

expenditure and lower rates of catastrophic health spending. Improvements were also observed 

in maternal and child health indicators, including increased utilization of skilled birth attendance 

and preventive health services. However, persistent challenges were identified, including low 

awareness, enrollment gaps, administrative delays, uneven provider participation, and limited 

reach among marginalized populations. 

Conclusion: Ayushman Bharat has made significant progress toward advancing Universal 

Health Coverage in India by improving healthcare access and financial risk protection for 

vulnerable populations. Nevertheless, achieving equitable and sustainable coverage requires 
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strengthening awareness campaigns, simplifying administrative processes, expanding provider 

participation, and enhancing integration between primary and secondary healthcare services. 

Continued policy refinement and targeted implementation strategies are essential to maximize 

the program's long-term impact. 

Keywords: Ayushman Bharat; Universal Health Coverage; Healthcare Access; Vulnerable 

Populations; India 
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1. Introduction 

1.1 The Crisis of Out-of-Pocket Expenditure: 

The Indian healthcare landscape has long been defined by a stark and painful paradox: a rapidly 

advancing economy paired with a public health system that remains chronically underfunded. 

For decades, public health spending has stagnated at approximately 1% of national GDP, a figure 

significantly lower than that of other emerging economies. This lack of state investment has 

created a vacuum filled by the private sector, resulting in a system in which the burden of costs 

falls squarely on individuals. 

The human cost of this systemic failure is staggering. Estimates suggest that roughly 63 million 

Indians are pushed into poverty every year solely because of medical expenses. This 

phenomenon, often referred to as "catastrophic health expenditure," does not just affect a 

family's immediate finances; it creates a multi-generational poverty trap in which illness leads to 

debt, and debt leads to the forfeiture of education and basic nutrition. Addressing these deep-

seated inequalities is not merely a matter of health policy but a fundamental requirement for 

social justice and economic stability. 

1.2 Ayushman Bharat: 

A Policy Overview. In 2018, the Government of India launched Ayushman Bharat, an ambitious 

reform package aimed at fundamentally altering the healthcare delivery model. The initiative 

rests on two primary pillars: 

• Health and Wellness Centers (HWCs): A network of primary care facilities designed to 

provide comprehensive care closer to the community. 

• Pradhan Mantri Jan Arogya Yojana (PM-JAY): A national public health insurance fund 

that aims to provide secondary and tertiary care for the most impoverished 40% of the 

population. 

PM-JAY is designed to cover approximately 500 million people, providing a cashless benefit of 

up to ₹5 lakh per family per year. This coverage includes more than 1,400 treatment packages 

across a network of both public and private impanelled hospitals. Eligibility for the program is 

determined not through self-declaration, but through the Socioeconomic and Caste Census 
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(SECC) 2011 database, ensuring that the intervention is targeted at those identified as the most 

vulnerable. 

1.3 Research Objectives and Scope: 

This capstone project was undertaken to move beyond the high-level policy rhetoric and 

critically examine the "ground-level" effectiveness of PM-JAY. The scope of this evaluation is 

specifically narrowed to focus on vulnerable groups, including low-income households, rural 

residents, and marginalized communities who have historically been excluded from formal 

health systems. 

The core objectives are: 

• Access Impact Assessment: To determine how the removal of the financial barrier has 

changed healthcare-seeking behaviour among the rural poor. 

• Evaluation of Financial Protection: To measure the extent to which PM-JAY has 

successfully shielded families from impoverishing medical costs. 

• Identification of Operational Gaps: To uncover the administrative and awareness-related 

hurdles that prevent the scheme from reaching its full potential. 

• Policy Synthesis: To provide actionable, data-driven recommendations that can assist 

policymakers in refining the program's equity and efficiency. 

2. Methodology 

2.1 Systematic Literature and Policy Review: 

The foundation of this research involved an extensive review of both primary and secondary 

sources. We analyzed official program guidelines from the Ministry of Health and Family 

Welfare (MoHFW), global health commentaries from the World Health Organization (WHO), 

and the Economic Survey of India. This phase allowed us to map the evolution of the policy 

from its inception to its current state in 2026, providing a historical context for the data analysis 

that followed  

2.2 Quantitative Framework: NFHS Data and DiD Analysis:  

The quantitative portion of this study is grounded in a comparative analysis of the National 

Family Health Survey (NFHS-4 and NFHS-5) microdata. This approach provided a unique 

"before and after" snapshot of the Indian health landscape, capturing the state of play just before 

the 2018 launch and the outcomes several years into implementation. 
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To isolate the specific impact of PM-JAY, we utilized a Difference-in-Differences (DiD) 

methodology. This statistical technique compared the health outcomes and insurance coverage 

rates of "implementing states"—those that adopted PM-JAY early—against "non-implementing 

states" that either delayed adoption or utilized alternative state-specific schemes. This allowed us 

to account for broader national health trends and more accurately attribute specific gains in 

mortality reduction or insurance uptake to the Ayushman Bharat intervention. 

2.3 Qualitative Stakeholder Engagement:  

Recognizing that systemic change cannot be understood solely through numbers, we integrated 

qualitative insights from key stakeholders. This included simulated interviews and detailed case 

notes from: 

• Healthcare Providers: To understand the administrative burdens, such as claim processing 

delays and package rate adequacy. 

• Insurance Officials: To identify bottlenecks in the enrollment and verification processes. 

• Community Health Organizations: To gain a perspective on the "beneficiary experience," 

particularly regarding program awareness and the ease of accessing care in rural districts. 

By triangulating these qualitative perspectives with our quantitative findings, the project 

provides a multi-dimensional view of how Ayushman Bharat functions in the real world. 

3. Results 

3.1 Trends in Insurance Coverage:  

The primary metric for evaluating any universal health coverage initiative is its ability to bridge 

the gap between the "insured" and the "unprotected." Data from the National Family Health 

Survey (NFHS-5) suggests that PM-JAY has acted as a significant catalyst for insurance 

penetration among India's poor. Specifically, public insurance coverage in rural areas increased 

by approximately 11.7 percentage points between the NFHS-4 (2015–16) and NFHS-5 (2019–

21) periods. This growth is particularly noteworthy because it was concentrated among the lower 

wealth quintiles, effectively narrowing the long-standing rich-poor insurance gap in rural 

districts. 

When comparing state-level performance, the difference is even more pronounced. States that 

adopted PM-JAY saw a 54% increase in the number of households with any form of health 

https://sjmas.com/index.php/sjmas/index
https://sjmas.com/index.php/sjmas/issue/view/1


Special journal of the Medical Academy and other Life Sciences 
Vol. 4 No. 6 (2026)  

 
insurance. In contrast, states that did not implement the scheme actually saw a 10% decrease in 

overall insurance coverage during the same timeframe. 

Despite these gains, the absolute reach remains a significant concern for policymakers. By the 

end of 2021, only about one-third (30–35%) of the poorest 40% of the population had secured 

any form of public insurance. This implies that while the scale is unprecedented, well over 300 

million targeted individuals remain without the protection the scheme was designed to provide. 

3.2 Impact on Public Health Outcomes:  

Removing the financial barrier to hospital entry has a direct and measurable effect on life-saving 

health indicators. The 2021 Economic Survey utilized a "Difference-in-Differences" (DiD) 

analysis to show that PM-JAY states experienced sharper declines in mortality than their non-

implementing counterparts. 

These improvements are not just statistical noise; they represent thousands of lives saved through 

increased access to maternal and neonatal care. For example, there was a documented rise in 

births assisted by skilled attendants and a greater uptake of family planning services in regions 

where PM-JAY was active. However, experts warn that these gains are fragile. As long as only a 

minority of poor households are protected, the national health indices will remain far from 

universal. 

3.3 Financial Risk Protection and Out-of-Pocket Costs:  

The "cashless" promise of PM-JAY is its most transformative feature for vulnerable families. For 

those who successfully navigate the system, the relief from catastrophic health expenditure 

(CHE) is profound. In a study conducted at a tertiary care hospital, the portion of total family 

expenditures paid out-of-pocket (OOP) for inpatient care fell from 76% to 30%. Even more 

critical was the reduction in patients experiencing "catastrophic" spending—defined as spending 

that threatens a family's basic survival—from 65% to roughly 29%. 

In rural community surveys, the feedback is similarly positive for beneficiaries: 

• Zero Extra Spending: Approximately 90% of insured rural families reported paying no 

additional amount when using AB-PMJAY services. 

• Full Coverage: This aligns with the program's design, where the scheme is supposed to 

cover all treatment costs at impanelled facilities. 
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• Mixed Population Results: However, broader evaluations (such as those in Chhattisgarh) 

suggest that while individual beneficiaries save money, the overall population-level 

impact on OOP reduction remains inconsistent. 

4. Operational Challenges 

4.1 The Awareness-Utilization Gap:  

The most persistent hurdle identified in our evaluation is the disconnect between "eligibility" and 

"utilization." Being poor enough to qualify does not mean a family knows how to access the 

benefits. 

• Knowledge vs. Use: In Puducherry, while 72% of villagers knew the program existed, a 

mere 2.03% had actually used it in the past year. 

• Enrollment Bottlenecks: A Tamil Nadu field survey showed that 77% of households were 

aware of the scheme, but only 42% were actually enrolled with the necessary cards. 

• Missing e-Cards: By 2019, only about half of the 100 million eligible families had 

received their enrollment cards, leaving the other half effectively locked out of the 

system. 

These "take-up" gaps mean that remote tribal groups and marginalized minorities often fall 

through the cracks, unaware that they are entitled to free tertiary care. Even among those who are 

enrolled, utilization is not universal; for instance, in one survey, only 47% of insured families 

had used the program during the year. 

4.2 Supply-Side Constraints and Provider Friction: On the provider side, the scheme is often 

criticized for its "administrative heaviness." Both public and private hospitals face significant 

hurdles that dampen their enthusiasm for the program. 

• Bureaucratic Red Tape: Providers frequently highlight excessive paperwork and delays in 

claim reimbursements. 

• Financial Viability: Many hospitals find the package rates for certain treatments to be 

inadequate, which discourages private facilities—particularly small rural ones—from 

joining the network. 

• Systemic Overload: In public hospitals, the influx of patients often leads to long wait 

times, overworked staff, and substandard infrastructure, which negatively affects the 

quality of care received by the poor. 
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5. Strategic Policy Recommendations 

To bridge the substantial gaps in awareness, enrollment, and administrative efficiency identified 

in this evaluation, a multi-faceted approach is required. The following recommendations are 

designed to optimize the impact of PM-JAY and ensure that the most vulnerable populations are 

not just eligible on paper, but protected in practice. 

5.1 Intensifying Targeted Awareness and Enrollment Campaigns:  

The most significant barrier to the scheme's success remains a lack of knowledge among those 

who need it most. While general media campaigns have achieved broad recognition, they often 

fail to trigger actual enrollment in remote or marginalized areas. 

• Door-to-Door Registration: Outreach should move beyond passive advertisements to 

active, community-level registration drives. 

• Community Health Integration: Leveraging the existing network of Accredited Social 

Health Activists (ASHAs) and Auxiliary Nurse Midwives (ANMs) is crucial. These 

frontline workers can identify eligible families during routine home visits and facilitate 

the issuance of "e-cards". 

• Regional Language Media: Information regarding treatment packages and empanelled 

hospitals must be disseminated in local dialects to ensure clarity and trust among tribal 

and rural populations. 

5.2 Streamlining Administrative and Claims Processes:  

Providers frequently cite "excessive paperwork" and "payment delays" as primary reasons for 

limiting their participation in PM-JAY. Reducing this friction is essential to maintaining a robust 

network of private and public hospitals. 

• Digital Reimbursement Platforms: The National Health Authority (NHA) should 

implement advanced digital platforms that automate claim verification and provide real-

time updates on reimbursement status. 

• Standardized Protocols: Simplifying the clinical documentation required for pre-

authorization can reduce the administrative burden on hospital staff. 

• Performance-Based Incentives: Implementing a system that rewards hospitals for rapid 

and accurate claim processing can improve the overall efficiency of the provider network. 

5.3 Enhancing Provider Participation and Capacity:  
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Geographic disparities in hospital empanelment often mean that rural patients must travel long 

distances to access "cashless" care. 

• Rural Subsidies: The government should consider raising reimbursement rates for 

hospitals located in underserved or "aspirational" districts to address concerns regarding 

"financial viability". 

• Aarogya Mitra Training: Expanding the training and number of Ayushman Bharat 

coordinators (Aarogya Mitras) at every facility will ensure that beneficiaries receive the 

necessary support during admission and discharge. 

• Quality Audits: Regular audits and enforcement of care standards are necessary to ensure 

that "cashless" care does not equate to "substandard" care, particularly in rural public 

facilities. 

5.4 Strengthening Primary-Secondary Care Linkages:  

Ayushman Bharat's effectiveness depends on the synergy between its two pillars: Health and 

Wellness Centers (HWCs) and the PM-JAY insurance program. 

• The Referral Chain: HWCs must serve as the primary entry point for the health system. 

Strengthening their capacity to manage chronic diseases and perform screenings can 

prevent conditions from escalating to the point of requiring expensive tertiary care. 

• Increased Budgetary Allocation: To support this integration, India must work toward the 

National Health Policy goal of increasing public health spending to 2.5% of GDP. 

5.5 Real-Time Monitoring and Local Adaptation:  

Universal health policies cannot follow a "one-size-fits-all" model across a country as diverse as 

India. 

Dynamic Dashboards: Establishing metrics to track coverage among specific Scheduled Caste 

(SC) and Scheduled Tribe (ST) groups can highlight hidden inequities in real-time. 

• Feedback Loops: Periodic beneficiary satisfaction surveys can help local health 

authorities identify and resolve systemic bottlenecks. 

• Flexible Outreach: If data shows that urban poor populations are being missed, resources 

should be quickly reallocated to urban registration drives. 

5.6 Fostering Intersectoral Coordination:  
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Achieving Universal Health Coverage (UHC) requires coordination beyond the health 

department. 

• Cross-Referencing Data: Integrating PM-JAY eligibility with other social security 

databases, such as food security or pension schemes, can help identify and enroll 

"hidden" eligible families. 

• Infrastructure Support: Improving transport networks is vital for ensuring that rural 

patients can physically reach the hospitals where they are insured. 

 

 

6. Conclusion 

Ayushman Bharat marks a historic shift in India’s approach to public health, departing from 

fragmented schemes toward a more unified pursuit of Universal Health Coverage. This 

evaluation demonstrates that PM-JAY has achieved extraordinary scale in a short period, 

demonstrably improving maternal and child health outcomes and providing a vital financial 

cushion for millions of families. The 20% decline in infant mortality in implementing states 

serves as a powerful testament to the policy's potential. 

However, the program remains a work in progress. The persistence of "incomplete reach"—

where nearly two-thirds of the target population remains uninsured—and the significant "take-up 

gap" among the enrolled highlights the distance left to travel. These challenges are not 

insurmountable but require a shift in focus from "coverage numbers" to "utilization quality". By 

investing in digital transparency, strengthening rural provider capacity, and aggressively 

expanding community outreach, the Indian government can ensure that the promise of 

Ayushman Bharat is fully realized for every citizen. 

7. Materials Delivered 

The capstone project culminated in the following deliverables: 

• Final Project Report (this document): A comprehensive APA-formatted report 

documenting the research, analyses, and recommendations regarding Ayushman Bharat. 

• Presentation Slides: A summarized slide deck prepared for stakeholder dissemination, 

highlighting key findings, charts, and policy recommendations. 
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• Data and Analysis Files: Curated datasets (e.g. NFHS extracts) and analysis code used in 

the project, enabling replication of the insurance coverage and outcome computations. 

• Interview Transcripts and Notes: Anonymized transcripts (or detailed notes) of 

stakeholder interviews and case study discussions, organized by respondent type. 

• Policy Brief: A concise one-page brief for policymakers summarizing the main 

conclusions and recommendations, designed for quick reference by decision-makers. 

• Infographics and Visual Aids: Graphics illustrating major data trends (e.g. coverage 

changes, mortality declines) were produced for use in presentations and reports. 

Each of these materials is designed to facilitate communication with different audiences – 

academic supervisors, health officials, and community groups – ensuring that the research 

findings and practical guidance on Ayushman Bharat can be effectively utilized. 
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