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India’s Largest Hospital Insurance
Program Faces Challenges In Using
Claims Data To Measure Quality

ABSTRACT The routine data generated by India’s universal coverage
programs offer an important opportunity to evaluate and track the
quality of health care systematically and on a large scale. We examined
the potential and challenges of measuring the quality of hospital care
through claims data from India’s hospital insurance program for the
poor, Rashtriya Swasthya Bima Yojana (RSBY). Using data from one
district in India, we illustrate how these data already provide useful
insights and show that simple efforts to enhance data quality and an
effort to expand the data captured could facilitate RSBY’s ability to track
quality of care. The data collected by RSBY has significant potential to
characterize and uncover the provision of low-quality care and help
inform much-needed efforts to raise the quality of hospital care.

F
or more than a decade, India has ex-
panded public health insurance cov-
erage to over 400 million people
through a variety of national and
state programs. This expansion has

attracted attention primarily because of the po-
tential impacts on access, risk protection, and
outcomes.1–3 However, these programs also gen-
erate administrative data that—in principle—can
be used to evaluate some aspects of the quality of
care and to design policies to tackle quality
shortfalls.
Concerns about the low levels of and high var-

iation in quality have grown alongside the ex-
pansion of coverage programs in India. Funda-
mental shortfalls at the primary care level range
from medical professionals’ lack of formal med-
ical training and absenteeism to low clinical
quality, including incorrect diagnoses and incor-
rect treatment for common conditions.4,5

There is less systematic evidence of the quality
of care at the hospital level. Doctors in public
hospitals appear to exert more effort andmay be
less likely to prescribe antibiotics, compared to
their colleagues in public clinics.5 Conversely,
hospitalists in India spend very little time with

patients, even incomparison tootherdeveloping
countries.6 Although some specialties, such as
cardiac care, appear to have high rates of appro-
priate use in specific contexts,7 there appears to
be substantial variation in quality more gen-
erally.6

The use of claims data offers an important
opportunity to evaluate quality systematically
and on a large scale. Countries with established
insurance systems have long recognized the po-
tential of such data to monitor performance and
quality and to inform health policies. For exam-
ple, in the United States and most Organization
for Economic Cooperation and Development
countries, public and private payersmake exten-
sive use of routine data.8 In addition, organiza-
tions in the United States such as the Health and
Medicine Division of the National Academies of
Sciences, Engineering, and Medicine (previous-
ly called the Institute of Medicine) conduct rig-
orous research on quality gaps, and organiza-
tions suchas theNationalQuality Forumdevelop
and curate standards and measures.9

In contrast, data systems in middle-income
countries are much less developed, and efforts
to systematically measure and improve quality
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remain in their infancy. Some public health in-
suranceprograms in India generatedata that can
be used to examine such topics as the appropri-
ate use of specific procedures7 and the occur-
rence of infections and hospital readmissions.10

However, in middle-income settings, claims are
primarily used to serve the narrow operational
needs arising from processing payments.
We examined the potential for and challenges

to measuring quality using claims data from the
Rashtriya Swasthya Bima Yojana (RSBY,Nation-
al Health Insurance Plan), a program for the
poor in India. RSBY is India’s largest govern-
ment-sponsored health insurance program and
currently covers about fortymillion families.2We
reviewed the structure and quality of RSBY
claims data and used data from a district in the
state of Orissa for the period September 2013–
January 2014 to illustrate how these data might
be used to study hospital quality. We use the
resulting insights to discuss opportunities to
modify the RSBY data system to enable closer
monitoring of quality and inform policy design.

Background
RSBY was started in 2008 in the context of the
challenges faced by the public sector in meeting
demand for health care services and improved
performance in providing care, and the concur-
rent rise of the private sector as amajor provider
of inpatient and outpatient services. For exam-
ple, in 2014 the private sector provided 72 per-
cent of treatments in rural areas and 79 percent
in urban areas.11 RSBY was designed to address
concerns that lower-income families were at risk
of substantial out-of-pocket spending, especially
for hospitalization in the private fee-for-service
system.
RSBY covers all families with incomes below

the Indian poverty level and some categories of
unorganized workers who generally lack access
to formal social protection such as health insur-
ance and pensions. Beneficiaries of RSBY can
choose from among a network of hospitals in
the public and private sectors that are contracted
(empaneled) to provide covered serviceswithout
the beneficiary having to pay any cost sharing.
The program is “cashless” at the point of service:
Providers are reimbursed according to a regulat-
ed fee schedule by competitively selected insur-
ance companies that operate the program for the
government.
RSBY introduced various innovations in man-

agement and operations in India—most impor-
tantly, moving to an electronic platform for en-
rolling beneficiaries, registering patients at
hospitals, and settling claims. Data are captured
at different stages, includingat enrollment in the

program and at each admission and discharge,
and linked through unique record numbers in a
centralized database. Each family receives a
“smart card” that records family members’ fin-
gerprints and is used to authorize treatment in a
hospital at admission and to process the final
claimatdischarge.At admission, a claimreceives
a unique identification number and is submitted
electronically by the hospital for reimburse-
ment; the claim is settled by the insurer after
the patient has been discharged. The insurer
submits a core set of transactions data to the
state and national governments for financial ap-
proval and reimbursement.
The current focus of RSBY is on frequent sec-

ondary-level inpatient procedures, such as cata-
ract surgery and gall bladder removal. The pro-
gram covers hospitalization expenses for
medical and surgical procedures up to a cap of
30,000 rupees (about US$450) per year for a
family. RSBY does not use preauthorization
but checks at admission whether the cap has
been reached. Benefits for hospitalizations are
available to patients who are admitted to an em-
paneledhospital for at least twenty-four hours or
who undergo specified surgeries or procedures
that do not require this minimum hospital stay.
The most commonly performed procedures

have a predetermined “package rate,” a case-
based payment that is the same for all hospitals
ina specific geographical region(a “package” is a
discrete hospital-based treatment or procedure
with an initiation and termination date). Non-
surgical diagnoses are reimbursed through a dai-
ly rate. Recently, some Indian states have added
additional or bonus payments for hospitals that
have secured accreditation for complying with
defined quality standards. At the national level,
the recent shift of RSBY to theMinistry ofHealth
and Family Welfare allows for a closer coordina-
tion between it and the ministry’s flagship pro-
gram, the National Health Mission.

Study Data And Methods
Data We used transactions data based on claims
for which the contracted insurance company
paid empaneled hospitals for RSBY services to
beneficiaries residing inPuriDistrict, in the east-
ern state of Orissa, for the period Septem-
ber 2013–January 2014. The data were provided
by the Ministry of Labour and Employment, as
part of our study of a pilot program to expand
outpatient care through RSBY. The data contain
each patient’s age and sex, dates of and status at
admission and discharge, whether the patient
died in the hospital, final diagnosis, procedure
categories, package codes and names, and final
payment amounts (the full list of data fields is
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available in the online Appendix).12 We matched
the package codes to the RSBY fee schedule that
was used in Orissa in the period July 2011–
August 2014 to obtain the standard fee and
expected length-of-stay.
We focused on hospitals with 40 or more

claims from September 2013 to January 2014.
Thus, our analytical data included 3,437 unique
claims from 20 hospitals, out of the full data set
of 3,712 claims from 51 hospitals.We grouped 11
procedure categories with fewer than 40 claims
each (a total of 134 claims) into an “other” cate-
gory to facilitate exposition.
We assessed the structure and quality of the

RSBYdata throughcomparisonswithMedicare’s
form CMS-1450, which US hospitals can use to
submit claims in the fee-for-service program.13

We examined the quality of existing RSBY data
fields by assessing the completeness and legibil-
ity of free-text fields.
Examining Variation We examined varia-

tions in length-of-stay in vaginal hysterectomy—
the package that was the largest in terms of the
number of claims, excluding the “general ward”
package, which is used for a wide variety of pro-
cedures. We calculated length-of-stay as the dif-
ference between admission and discharge dates.
The absence of an accepted quality framework

in India remains a key constraint. With no na-
tional benchmarks for what is an appropriate
length-of-stay for a given procedure, we had to
benchmark our analysis based on RSBY’s data.
We therefore calculated the share of claims that
exceeded the length listed in the RSBY fee sched-
ule.We omitted the 6 percent of claims that had
lengths-of-stay that were three or more times
longer than the median for their package code,
since these lengths-of-stay could be the result of
connectivity issues or data entry errors.
We also examined variation in the procedures

andpatients (by age and sex) across hospitals, as
well as in total RSBY payments.We categorized
age into two groups—younger than age forty and
age forty and older.We calculated the procedure-
specific median claim value and length-of-stay
because the underlying distributions were
skewed.
Limitations Our study had important

strengths and limitations. The strengths include
our use of unique administrative data that cap-
tured all hospital utilization reimbursed through
RSBY for beneficiaries residing in Puri. Fields
critical to financial approvals were checked by
theRSBYinsurers to confirm that theywere com-
plete and correct and to mitigate fraud and asso-
ciated liabilities. Also, our assessment of thedata
structure is generalizable to other states partici-
pating in RSBY, since RSBY uses the same data
collection system, including data fields and data

collection software, in all Indian states.
The study’s major limitations were its limited

time period and the fact that the sample might
not be representative of the empaneled hospi-
tals’ patients or of utilization by RSBYbeneficia-
ries in other areas in Orissa or India. In particu-
lar, because our data originated from a single
district, the empirical findings fromour analyses
are not generalizable beyond our study setting.
We therefore used these analyses to illustrate the
potential and challenges of using RSBY claims
data to measure quality, and to complement our
assessment of the data system.
In addition to these major limitations, several

data fields might not have been externally veri-
fied, and the data in themcould be unreliable.We
had no way to establish possible error rates, but
wenote that insurers areasked tomonitor claims
and conduct on-site spot checks, and they de-
pend on these data to process payments.
Also, currentRSBYclaimsdatadonot allow for

a detailed study of symptoms, diagnoses, and
treatments, which precluded more detailed an-
alyses of hospital quality. This was not unexpect-
ed, given that the primary function of these data
is to support financial approvals of claims. Con-
sequently, while data on lengths-of-stay provide
some indication of possible quality problems, on
their own the data lacked adequate depth and
breadth to enable us to make credible assess-
ments of potential issues—including inefficien-
cies and underuse, overuse, or misuse of care—
that have been identified in settings such as the
United States.9

Study Results
Comparing Claims Data Overall, the RSBYdata
contain fewer fields and fewer details, compared
to data from Medicare’s form CMS-1450.13 For
example, the final RSBY diagnosis field is a sin-
gle free-text field, whereas Medicare collects
multiple primary and secondary diagnoses using

The potential of
linking with existing
RSBY data could also
motivate the
development of new
systems.
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standard codes. Similarly, the RSBYdata contain
no information on many of elements that are
present in the Medicare form, including admis-
sion type (for example, elective or emergency);
the identity of the attending provider; andwhich
procedures, tests, and prescriptions the patient
received. In general, Medicare has a high level of
specificity for most of its data fields, such as
requiring up to seven digits for the principal
procedure code.
In RSBYclaims data, fields that aremandatory

and system-generated, such as dates and pack-
age codes, were always filled in. We could not
assess whether these fields were correctly filled
in—for example,whether providers used the cor-
rect package code to describe their clinical activ-
ities. The mortality field was almost always filled
in (it was not filled in for only four claims, or
0.1 percent of the claims in our study), but death
in the hospital was reported for 0.5 percent of
claims, all of which were associated with the
“general ward” package. The unstructured text
fields for patient status at admission and dis-
charge, final diagnosis, and mortality summary
were not usable as recorded in the raw claims.
These entries were not systematically structured
and were often uninformative. For instance, the
most frequent entry in the mortality summary
was “patient is dead.”

Characteristics Of Claims From Puri Fifty-
seven percent of the claims in our sample were
categorized as “medical” (also referred to as

“general ward”) procedures, and there were also
large percentages of claims for gynecology
(17 percent) and general surgery (16 percent)
(calculated from data in Exhibit 1). These three
categories also received most of the payments in
the RSBY data—collectively, about 79 percent of
the 17.8 million rupees paid out.
The fee schedule listed only two packages in

the medical procedure category that were asso-
ciated with per day payments—“general ward,
unspecified” and “intensive care unit.” The
schedule included fifty-three packages in gyne-
cology, ofwhich twenty-fourwere represented in
our data. Across procedure categories the top
package was “general ward, unspecified,” which
accounted for 56 percent of claims. The next
two largest packages were in the gynecology
category—vaginal hysterectomy (9 percent)
andnormal delivery (4percent) (calculated from
data in Exhibit 1).
Variations There was substantial variation in

lengths-of-stay for vaginal hysterectomy. The
length-of-stay indicated in theRSBY fee schedule
appeared most frequently in the data. However,
there was a long right tail in the distribution of
length-of-stay (Exhibit 2), meaning that more
than half (52 percent) of hysterectomy claims
exceeded the fee schedule’s length-of-stay (data
not shown).
Similarly, there was substantial variation in

the volume of claims and patient mix across hos-
pitals (Exhibit 3). The top three hospitals in

Exhibit 1

Claims data from RSBY for Puri District, Orissa, India, September 2013–January 2014

No. of
claims

No. of
packages
in claims

No. of
packages
in schedule

Median
LOS
(days)

Median
payment
(rupees)

Total
payments
(rupees)

Claims by procedure category

Medical 1,951 2 2 4 2,000 4,696,375
Gynecology 593 24 53 5 10,000 4,707,031
General surgery 565 63 344 3 8,750 4,591,811
Combined packages 81 10 28 5 15,000 1,181,000
Endoscopic procedures 63 9 29 3 11,000 786,300
Urology 50 25 119 4 12,000 538,750
Other 134 48 462 4 7,500 1,290,375
All categories 3,437 181 1,037 —

a
—

a 17,791,642

Claims by package (top five packages by number of claims)

General ward, unspecified 1,935 —
a

—
a 4 2,000 4,612,375

Vaginal hysterectomy 316 —
a

—
a 5 10,000 3,157,500

Normal delivery 131 —
a

—
a 2 2,500 327,500

Fissurectomy and hemorrhoidectomy 82 —
a

—
a 3 11,250 919,687

Hernia repair and release of
obstruction 54 —

a
—

a 3 10,000 540,000

SOURCE Authors’ analysis of claims data from Rashtriya Swasthya Bima Yojana (RSBY) for Puri District, Orissa, India. NOTES Packages
are explained in the text. The fee schedule for RSBY includes 1,090 codes, but 53 codes in the medical category are not associated with
payments—instead, they are paid through a general ward daily rate (500 rupees). Total payments are the sum of payments for a
procedure category or package. LOS is length-of-stay. aNot applicable.
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terms of number of claims accounted for almost
half of all claims but only one-third of the total
RSBYreimbursement. In addition, hospitals that
submitted claims for medical or “general ward”
procedures tended to have a large share of claims

falling in that category. We lacked the further
data—for example, information thatwould allow
us to distinguish between specialty and general
hospitals—required to examine these patterns.

Discussion
Using Data To Measure Quality Our assess-
ment of the RSBYdata structure indicates many
opportunities to use these data to examine qual-
ity and inform program design. Although less
comprehensive than Medicare’s claims data,
the RSBY system data, in principle, capture
key information, including patient data (that
can be linked to enrollment files) and informa-
tion on procedures, diagnoses, and evenmortal-
ity. There are legitimate operational reasons for
collecting fewer details than Medicare’s fee-for-
service program does, including the fact that
RSBY pays by package (not by service) and its
limited capabilities for collectingdata—aswell as
the costs of collecting them.
However, theway inwhichdata arecaptured in

practice renders many of the existing fields un-
usable, as our empirical extract of data fromPuri
demonstrates. In particular, entries in free-text
fields are not structured, nor do they contain

Exhibit 2

Lengths-of-stay for vaginal hysterectomy relative to length-of-stay in the RSBY fee
schedule, for Puri District, Orissa, India, September 2013–January 2014

SOURCE Authors’ analysis of claims data from Rashtriya Swasthya Bima Yojana (RSBY) for Puri Dis-
trict, Orissa, India. NOTE The fee schedule limits the length-of-stay for a vaginal hysterectomy to five
days.

Exhibit 3

Claims data and patient mix, ranked among the top 20 hospitals in Puri District, Orissa, India, September
2013–January 2014

Patient characteristics

Rank
No. of all
claims

Medical
claims (%
of total) Male

Ages 40
and older

Median
LOS
(days)

Median
payment
(rupees)

Total
payments
(rupees)

1 796 97 62% 67% 3 1,500 1,611,475
2 671 66 37 77 7 4,000 3,814,225

3 197 82 45 75 4 2,500 697,700
4 191 66 61 71 4 3,000 915,906

5 152 0 45 75 4 10,000 1,369,925
6 145 4 37 79 4 10,000 1,331,800

7 142 6 32 40 3 10,000 1,379,187
8 134 100 72 66 4 2,000 268,000

9 130 23 37 75 4 10,000 1,075,000
10 120 10 63 70 3 7,000 764,187

11 97 3 22 77 5 10,000 980,750
12 94 0 2 0 2 2,500 235,000

13 88 92 48 67 2 1,000 103,500
14 86 0 31 74 4 11,250 1,009,175

15 84 0 54 87 4 10,000 774,750
16 81 85 64 65 5 2,500 316,000

17 71 92 38 51 3 1,500 98,750
18 63 65 35 41 2 1,000 89,500

19 48 0 6 54 4 10,000 460,062
20 47 4 55 68 4 11,250 496,750

SOURCE Authors’ analysis of claims data from Rashtriya Swasthya Bima Yojana (RSBY) for Puri District, Orissa, India. NOTES Total
payments are the sum of payments to a hospital. LOS is length-of-stay.
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specific information that could be extracted and
categorized after data entry. As result, although
data elements exist to support first-order quality
measures such as risk-adjusted mortality rates,
in practice these measures cannot be reliably
derived from the existing data. An easy first step
toward solving this problem would be to imple-
ment prepopulated lists of categories, mandato-
ry fields, and software checks—for example,
flags for likely mismatches between diagnosis
and procedure codes.7

However, improving the quality of data entry
may also require substantial training of entry
clerks at hospitals. Data quality problems persist
in highly developed systems, including those in
the United States, despite decades of invest-
ment.14 RSBY can learn from these experiences
to leapfrog this evolution, just as it has donewith
regard to the use of smart cards and identifica-
tion systems for beneficiaries.
The claims data comparison between RSBY

andMedicare also indicates valuable opportuni-
ties for expanding the contents of RSBY’s claims
form. RSBY should consider increasing the level
of detail in its coding by allowing the use of
multiple principal diagnoses; recording addi-
tional details on procedures (beyond the pack-
age code); and capturing patients’ types of ad-
mission (for example, elective or emergency),
treatments, and prescription drugs. This infor-
mation would facilitate routine analyses of ap-
propriate care and help track overuse and under-
use of care, as well as treatment patterns. Some
analyses, such as examining readmissions,
would also be in the interest of the insurance
companies. There is precedent for such claims
analysis in India.7 RSBYcould slowlymove in this
direction—for instance, by progressively in-
creasing the coding detail.
Finally, RSBY could improve its use of the

smart cards and patient identifiers to link bene-
ficiaries across programs and databases with the
goal of overcoming problems with RSBY’s inter-

nal data sources or obtaining additional details.
For example, linkages to RSBY enrollment files
could provide socioeconomic information onpa-
tients, such as their level of education, occupa-
tion, anddesignationas amemberof a scheduled
tribe or caste. Current RSBYenrollment process-
es collect limited information, such asmembers’
age and sex. Further information could be in-
cluded at the enrollment stage to allow for more
nuanced analyses of claims and experiences of
health care quality by demographic groups with-
out requiring providers to collect more detailed
information at the point of service.
Similarly, tracking beneficiaries across other

government programs and databases could pro-
vide insights on the design of RSBY as well as
other important public policy issues, such as
whether participation in assistance programs
mitigates the economic impact of health shocks.
Taking advantage of these opportunities

would require coordinated action at a level
higher than RSBY’s management to create pro-
cedures that would facilitate data linkages and to
alleviate bottlenecks and data problems that are
likely to exist in other programs. The priority
should be on linking claims data with data cur-
rently available to RSBY (such as data in enroll-
ment files) or relatively easy to obtain (for exam-
ple, data already collected by insurers but not
nowpassed on toRSBY, or data from state health
insurance programs—such as the one in
Meghalaya—that use the RSBY platform). More
substantial effortswill be required to linkRSBY’s
data to other programs that may use their own
identification systems and databases. The poten-
tial of linking with existing RSBYdata could also
motivate the development of new systems, such
as a comprehensive death record system.15

Substantial Variation Across Packages
And Hospitals Our case study of lengths-of-stay
across procedures and of procedure and patient
mix across hospitals illustrates the value that
routine claims analyses could offer to RSBY.
The overall patterns suggest a lack of specificity
in coding, sincemore than half of all claimswere
for “general ward, unspecified.” The relatively
high volumes of vaginal hysterectomies could
also be concerning, especially if they were per-
formed in a short period of time. Unfortunately,
we lack the additional details needed to examine
this question.
The large variation in lengths-of-stay and the

large share of stays that exceeded the RSBYstan-
dard could indicate inefficiencies or reflect het-
erogeneity in stays. In the latter case, RSBY
might need to consider varying reimbursements
according to case-mix.
Similarly, the hospital profiles we found could

have implications for the design and manage-

Even our basic
analyses suggested
that there were
substantial variations
in the care patients
received.
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mentof theRSBYprovidernetwork. InPuri a few
hospitals accounted for most of the claims and
receivedmost of the reimbursementmoney. This
could be a result of a limited network that chan-
neled patients to a few hospitals. RSBY could
examine reasons for this variation and investi-
gate whether it has implications for quality and
whether a larger network is required to provide
adequate access—and, if so, how one could be
developed. A related question is whether specific
qualitymeasures vary acrosshospitalswith small
and large volumes of care. For example, low vol-
umes of specialty care may be associated with
worse outcomes.16

However, these are questions that need fur-
ther study. Our RSBY data did not capture the
hospitals’ full volume of claims, and we did not
observehospital characteristics, such aswhether
a hospital provided only selected specialty care.
Overall, evenourbasic analyses suggested that

there were substantial variations in the care pa-
tients received. This, in turn, suggests moving
from asking whether variations exist to asking
why they exist, which is not a negligible step
forward for programs such as RSBY. A logical
next step would be to expand the analysis to a
larger context, such as an entire state, and to
examine differences in case-mix, efficiency,
and other factors.

Conclusion
The absence of an accepted quality framework
and national benchmarks in India remains a key
constraint to the systematic measurement of
quality, startingwithdata capture at theprovider
level. RSBY and, more recently, the National
Health Mission (through the National Health
SystemResource Centre) are working to develop
standard clinical pathways for commonly per-
formed procedures.17 However, implementation
of these pathways will take time and will be chal-
lenging. In the meantime, existing data sources
such as claims datamay be the best tool to use for
routine quality measurement.
In this spirit, we have reported here on the

current capabilities and limitations of using
claims data from India’s largest insurance pro-
gram tomonitor and study thequality of hospital
care, as well as opportunities for improving and
extending the data that are captured. RSBY’s
current claims data fall short in several areas,
but many of the problems could be easily ad-
dressed.
Obvious areas for immediate improvement in-

clude replacing free-text fields with structured
fields and imposing automated logical checks.
Improving the training of data entry clerks could
also improve the quality of the existing data.

Future updates to the data system could intro-
duce additional data fields, including those re-
lated todiagnoses, procedures, andmedications.
Because capturing the additional information
would impose costs on hospitals, RSBY could
consider providing incentives to hospitals to
meet benchmarks in reporting. Finally, the indi-
vidual identifiers embedded in beneficiaries’
smart cards could enrich RSBY data through
links to records from other programs, at least
on the state level and once data systems have
been harmonized.
There is great potential for simple improve-

ments and learning from the best practices of
advanced systems, including Medicare. RSBY
has proven adept at leapfrogging many highly
developed systems in related areas, such as the
use of electronic enrollment records and smart
cards. There is similar potential for improving
the program’s claims data, as well as for using
routine data for new initiatives. For example,
RSBYcould usemobile phone numbers captured
during the enrollment and transactionprocesses
to implement dynamic feedback systems, such as
conducting rapid verification of services provid-
ed to beneficiaries and gauging patient satisfac-
tion. In the medium term, the program could
train participating clinicians on clinical path-
ways, insist that they be followed, and monitor
how hospitals perform vis-à-vis the pathways.
In addition, and despite many problems with

the data, RSBY’s current claims data can be used
to track basic quality metrics such as length-of-
stay, as we did in this study, and can be used to
create basic hospital profiles. Although properly
explaining variations in thesemeasures requires
more data of better quality thanwehad available,
our findings suggest that even the limited exist-

The absence of an
accepted quality
framework and
national benchmarks
in India remains a key
constraint to the
systematic
measurement of
quality.
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ing data contain valuable information. RSBY, as
well as state and federal governments, should
make maximum use of this readily available re-
source, continue to improve the capture of data,
and build in high-value additions. Doing so

would facilitate systematic and routine tracking
of the quality of care at all empaneled hospitals,
and it would create an important evidence base
with which to tackle India’s many challenges in
providing high-quality health care services. ▪

This study builds on an earlier
collaboration, using the same data,
between the World Bank and the
Government of India. The associated
analytical work was cofunded by the UK
Department for International

Development and the World Bank. The
views expressed in the article do not
necessarily reflect the official policies
of the UK Government or the World
Bank Group. Rajeev Sadanandan was
previously the joint secretary and

director general for labor welfare in the
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