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ACRONYMS

Currency Equivalents: ABHA Ayushman Bharat Health Account
1 million = 10 lakhs ASHA Accredited Social Health Activist
O El e = 1 Eee ccT Conditional Cash Transfer
CHAI Clinton Health Access Initiative
CsC Common Service Centers
CTD Central TB Division
DAO District Accounts Officer
DBT Direct Benefit Transfer
DMC Designated Microscopy Center
DPC District Program Coordinator
DOTS Directly Observed Therapy, Short-course
DSC Digital Signature Certificate
GOl Government of India
IFSC Indian Financial System Code
JAM Jan Dhan-Aadhar-Mobile Trinity
KYC Know Your Customer
LMIC Low- and Middle- Income Country
MOHFW Ministry of Health and Family Welfare
NGO Non-Governmental Organization
NPY Ni-Kshay Poshan Yojana
NSP National Strategic Plan
NTEP National Tuberculosis Elimination Program
OOP Out-of-Pocket Expenditure
PDS Public Distribution System
PFM Public Financial Management
PFMS Public Financial Management System
PHU Peripheral Health Unit Level
PMJDY Pradhan Mantri Jan-Dhan Yojana
PPA Print Payment Advice
PPC Public Private Coordinator
QR Quick Response
RNTCP Revised National Tuberculosis Control Program
ROP Record of Proceeding
SNA Single Nodal Account
SAO State Account Officer
STS Senior Treatment Supervisor
B Tuberculosis
TU Tuberculosis Unit
usb United States Dollar
WHO World Health Organization
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Abstract

Tuberculosis is one of the major global health
problems and a leading cause of infectious
disease, particularly in low-and middle-
income countries (LMICs), where tuberculosis
is hyperendemic because of increased
exposure and transmission. As a result,
tuberculosis control programs have been
widely turning to social protection actions and
monitoring systems for tuberculosis control.
Cash ftransfers are one social protection
action increasingly used in LMICs, and have
proven their effectiveness in improving health
outcomes and access to and use of health
services. The more countries shift toward
providing cash transfers and developing live
monitoring systems of tuberculosis patients
across public and private cohorts, the better
the global tuberculosis response will be. India
is leading with these reforms by providing
direct benefit transfers and developing the

Ni-Kshay Information System, segregated
by tuberculosis units and public and private
cohorts to increase treatment coverage, and
provide monetary incentives for tuberculosis
patients.

Using a mixed methods approach, this case
study paper examines and documents early
experiences and lessons learned from the
implementation of the Ni-Kshay Poshan
Yojana scheme. Findings indicate that with
the considerable resources associated with
Ni-Kshay Poshan Yojana, it is an important
innovation to improve tuberculosis treatment
and service delivery, payments and settlement
system, and TB program management. The
paper proposes policy recommendations for
the Government of India to take the DBT
innovation to the next level, further amplifying
its impact, and areas for future studies.
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Tuberculosis, Direct Benefit Transfer,

Protection and Cash Transfers

Ni-Kshay Poshan Yojana, Social
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Section I:
Introduction

The Government of India (GOI) has taken innovative developmental, social
protection, and policy measures by leveraging information systems to
address the problems associated with TB through its National Tuberculosis
Elimination Program. The government specifically provides direct benefit
transfer (DBT) to TB patients and other stakeholders and utilizes the
Ni-Kshay Information System to increase notifications, record patient
treatment details, monitor treatment adherence, and transfer cases between

providers.

- This paper contributes to the operations research support

of the Central TB Division (CTD) to inform programmatic
and policy decisions, and to contribute to the “Lighthouse
India” learning initiative toward best practice and learning
exchange with other countries to benefit India and the
world. More specifically, this paper presents evidence of
DBT in Ni-Kshay Poshan Yojana (NPY) under the NTEP
in India and seeks to:

1

Document early results and implementation
lessons of DBT in NPY from 2018 to date.

Synthesize  policy insights—based on
the chosen case studies—that will allow
improvement to the service delivery chain,
payments and settlement systems, and human
resources.

Document international  experience to
inform the policy makers, state and district
government officials.







This paper documents several distinct pieces of literature and provides insights into three major
areas. First, it contributes to the growing literature on conditional cash transfer for TB programs.
The paper also recognizes that a system-based approach will enable the progressive adoption

of social protection delivery system phases of:

01 04

Uptake and Monitoring and
Registration Evaluation

02 03

Payment and Grievance Redressal
Settlement to Manage Appeals
and Complaints

Q X 1

Second, this paper contributes to the NPY’s improvements to uptake and registration, payments
and settlement system, and human resources. It is believed that the proposed improvements
would yield lasting effects on the program, its stakeholders, and TB patients. Third, the nature
of the knowledge highlighted in this paper builds on the existing literature plus case study
knowledge of, or direct involvement in, diverse geographical regions.
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Ni-Kshay
Information
System
Overview

To keep track of TB patients,
the Ministry of Health and
Family Welfare = (MOHFW)
first introduced the Ni-Kshay
Information System in 2012.
To facilitate TB notification,
Ni-Kshay 1.0 was developed
as a case-and web-based TB
surveillance system (digitized
notification register) and TB
patient identification system.

In2018, Ni-Kshay 2.0 modules made
provisions for notifications from both
public and private sector cohorts
and merged the different silos which
were created in the previous version
for private sector notifications, TB,
and DRTB registrations. Whenever
a new TB patient is registered in
Ni-Kshay, monitoring authorities
receive notifications (alerts) on the
number of patients registered in TUs,
and peripheral health institutions
(Figure 1).

Each district is given a target as
well for notifying all TB public
and private patients based on
the previous month, quarter and
year. The mandatory notifications
and establishment of targets have
played a pivotal role toward the
national goal of TB elimination in
India by 2025.




The mandatory notifications and
establishment of targets have played
a pivotal role toward the national goal
of TB eradication in India by 2025,
ahead of the sustainable development
goals by 2030

However, a notable change in policy required that patients would be notified
at the time of diagnosis, versus the earlier policy of notification at the time
of treatment initiation. To implement this policy change, major system-level
changes were implemented to accommodate notifications to be recorded at
the peripheral health unit level rather than at the TU level.

Notifications

recorded at the peripheral

g health unit level

The information system now supports the digitization of up to 35,000 TUs
at the block level, as opposed to the earlier 7,000 TUs. In the context of
examining Ni-Kshay as an Information System, the MOHFW reported more
than 1.47 crore (14.7 million) patient episodes recorded on the information
system; more than 1488 crore (14.8 Billion) monetary incentives (entitlements)
made to support TB patients; and more than 14,000 public and private
health providers interacting with the information system (Everwell 2022).

Ni-Kshay 14.7+ 14.8
. Million Billion
Information Patient Monetary
System Episodes Incentives
35,000 14,000}\

Public &
Private
Providers

TUs
Digitized
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Figure 2:

Public Financial Management System (PFMS) Integration with Ni-Kshay Information System

Ni-Kshay Information System
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As an information system, Ni-Kshay allows DBT linkages to TB patient
accounts, ensuring validations and the payments are done through the
Public Financial Management System (PFMS) (Ni-Kshay Patrika 2018;
Direct Benefit Transfer Manual for National Tuberculosis Elimination
Programme 2020) (Figure 2). The PFMS interfaces with the treasury
systems of the states and union territories with legislatures.

As the backbone of the payment
system, the PFMS plays an important
role in the allocation and use of
public resources and macroeconomic
management and processes that
support fiscal policy decisions

It is widely recognized that PFMS reforms are conducted to improve
service delivery, which could lead to better social protection scheme
outcomes. The PFMS includes both downstream functions including
revenue management, accounting, reporting, monitoring, and evaluation;
and upstream functions including annual budgeting, strategic planning,
and medium and long term expenditure framework. The effectiveness of
the PFMS, however, depends on the effectiveness of the transmission
of monetary incentives (cash transfers) between different links in the
service delivery chain of the assumed governance arrangement.
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DBT in
Ni-Kshay
Poshan
Yojana (NPY)

In the last nine years, the GOl has
transferred more than Rs. 2,431,022
crore (24 trillion) to beneficiaries using
digital payment modes under the DBT
mechanism, which is influencing the
discourse on service delivery in India.

The DBT system as a mechanism is
allowing the transfer of digital payments
directly to beneficiaries and low-income
households through their bank accounts
(entitlements) to reduce leakages, bring
transparency, avoid delay, and terminate
pilferage. The first phase of DBT was
initiated in 43 districts and 78 districts
were added later across 27 social
protection schemes.

The quantum of DBTs grew from 2.8
trillion (2.8 lakh crore) transactions
in 2019 to 3.9 trillion (3.9 lakh crore)
transactions in 2020. Again, the quantum
of DBTs increased from March 2020 to
April 2021 by 140 percent (Sharma 2021).

All 28 states and
8 wunion territories
have adopted DBTs

All 28 states and 8 union territories have
adopted DBTs for the disbursement of
entitlements, including subsidies.

DBTs is also about optimal utilization
of limited fiscal resources with the aim
of faster flow of information, allocation
of funds, and accurate targeting of
beneficiaries.



Table 1:

DBT Program Evolution Time lines

Year In Kind
(INR CRORE)
Year Wise

Fund Transfer

2013-2014

2014-2015

2015-2015

2016-2017

2017-2018 20,579 crore

2018-2019 1,15,704 crore

2019-2020 1,41,902 crore

20202021 2,55,949 crore

2021-2022 3,62,125 crore

Number of Cash Transfer | Number of
Schemes (INR CRORE) Schemes
(in kind) Year Wise (cash)

Fund Transfer
7,367 crore 28
38,926 crore 34
61,942 crore 59
74,689 crore 142
76 1,70,392 crore 361
71 2,14,092 crore 369
64 2,39,729 crore 362
45 2,96,577 crore 271
46 2,68,139 crore 267

Source: Authors and Direct Benefit Transfer (DBT) Bharat Portal 2022.

The GOI has implemented DBT for more
than 300 social protection schemes in
other sectors, including eleven schemes
from the health sector (Table 1 and Figure
3). Despite the coverage, there are gaps,
and in India, even a small percentage of
exclusion leads to large numbers in absolute
terms. Beneficiaries still require assistance
required with digital literacy to ensure
access and enrollment. Current enroliment
according to the eligibility is done through
the Common Service Centers (CSC). The
movement toward business correspondents
would have better coverage as they are
already connected to the financial institution.

Atthe districtlevel, there exists ‘zero-balance’
bank account issues. Cardless withdrawal
is available at only a few automated teller
machines, and around Rs. 26,697 crore
(266,970 million) lies in dormant accounts of
the financial institutions (Business Standard
2021). At the state level, a multiplicity of
social protection schemes have not achieved
their targets. Some of the possible resources
could be attributed to administrative
blockages, and inclusion and exclusion
errors. The risks and exogenous shocks
faced by the poorest quintile are greater.
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FIGURE 3:

TB DBT in the Context of GOI-Wide
DBT Evolution

2010 2012 2013

Roll-out of
Aadhaar
Enabled Roll-out of
Payment Aadhaar
System and - enabled
ngments Payment
Bridge Stystem and
Payments Linking of
Bridge Aadhaar with
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Launch of
LPG Subsidy
DBT

Source: Authors Own.
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TB DBT Schemes

Janani Suraksha Yojana (previously the National
Maternity Benefit Scheme) launched in 2005,
for example, is implemented with the objective
of promoting institutional delivery among poor
pregnant women. Cash of Rs. 500 (~6.5 USD)
is provided to a woman for every live birth. An
additional Rs. 200 (~2.4 USD) is provided in
urban areas and Rs. 100 (~1.2 USD) in rural
areas if the delivery is in an institution. Besides
maternal care, the scheme provides transport
assistance for poor pregnant women to reach
the institution. There are four DBT schemes
for TB support programs. The CTD, Ministry of

18 HNP Discussion Paper | 2022

Health and Family Welfare (MOHFW), GOl is
responsible for the technical implementation
of the NTEP program nationwide and supports
the DBT support TB schemes. The payments
are processed for eligible beneficiaries through
the Ni-Kshay Information System. The four
DBT support TB schemes include Ni-Kshay
Poshan Yojana (NPY) for TB patients, monetary
incentives for private sector providers and
informants, transport support for TB patients in
notified tribal areas, and treatment supporters
honoraria.



In 2018, the union government launched the
NPY national scheme to provide monetary
incentives to TB patients for their nutrition. The
monetary incentives under the NPY is given in
the form of DBT to the bank accounts of both
the public and private notified TB patients. The
DBT in NPY functions under the multilayer
structure with relative ranks and formal
communication channels, and recognizes the
capacities relating to every stakeholder in the
NPY scheme. This structure allows in charge
of the general planning, determination of
resources and supervision on standards in the
NPY program.

FIGURE 4:

Communication Leaflet and Poster
Developed for Ni-Kshay Poshan Yojana
Highlighting Rs. 500 (~6.5 USD) Monetary
Incentives until the Completion of the
Treatment

e i
aant Sl pA® VHPAD ad semde LS Ba©
Lrlad SOASEIUMD 0@ P& OIEGIEADEDET ENDON
ags apbo sangnp Beawio oda acsdnsi Srfete
QANTIaGT. MOITaE OIS i 8 peycsntad.

toman L. sanay sdech - RNTCP
Carsdiphset wow b

Source: Coimbatore District, Government of Tamil Nadu.

The scheme was launched in 2018 and
provides Rs. 1,000 (~13 USD) in advance
and Rs. 500 (~6.5 USD) until completion of
the treatment (Figure 4). The first incentive of
Rs. 1,000 (~13 USD) is created on the date
of diagnosis and notification. The subsequent
monetary incentives are calculated from the
treatment initiation and to the outcome date
if available or when the benefit is created.
In the case of the extension of treatment, if
the extension is for one month then Rs. 500
(~6.5 USD) is paid, if the extension is for three
months then Rs. 1,500 (~19.5 USD) is paid for
each three-month extension.

Monetary
incentives

The monetary incentives
under the NPY is given
in the form of DBT to the
patient’s bank accounts

The NPY national
scheme to provide
monetary incentives
to TB patients for
their nutrition

1,000 .500

amount paid in advance

among paid until the completion
of the treatment

Source: Authors Own.
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Case Selection

This paper used qualitative and quantitative methods of data collection and
analysis within a diagnostic study approach. This involved:

Interviews with key informants to collect information related to
01 DBT in the NPY program (between February 2022 and April

2022). The authors collected and reviewed official documents,
such as government policy documents, and official MOHFW
reports;

02 Systematic review of available published and unpublished
gray literature; and

Quantitative analysis of indicators (variables) reported in
03 the Ni-Kshay information system. The Ni-Kshay information
system indicators and secondary documents were the main
sources of quantitative data.

Client
Interviews

//\\//

Quantitative
Data Analysis

Literature
Review

To review the performance of the NPY delivery system, this paper conducted
a comprehensive quantitative analysis of the dataset provided by the CTD
and the state and district offices. The analysis covers three states: Assam,
Chhattisgarh, and Tamil Nadu; and six districts: Tinsukia (4 TUs), Dhemaiji
(5 TUs), Salem (23 TUs), Vellore (21 TUs), Durg (4 TUs), and Surajpur (6
TUs) (Figure 5). After discussions with key informants, the authors identified
several key indicators in the Ni-Kshay Information System; these indicators
provide insights into how DBTs have taken place over the past years
(Table 2).



Figure 5:
Chosen States and Districts (continued to page 23)

Jammu and

Rajasthan

Telangana

Source: Authors Own.

B selected States
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Andaman and <
Nicobar Islands
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Table 2:

Performance Indicators (Variables) Used for Analysis

Indicator (Variable) Name

Indicator (Variables) Description

Total number of NPY TB patients

Total number of TB patients under the NPY
program (year-wise)/total notified

Number of TB patients paid

Number of TB patients paid under the NPY
program (account based/aadhaar based)/
paid at least once

Transactions failed

Transactions failed
(account based/aadhaar based)

Bank details available

Percentage of TB patients with complete
bank account information

Bank details validated

Percentage of TB patients with validated
bank account information

Maker processing time

Processing time from notification to
validating patient information

Checker processing time

Processing time to approve the benefit

PFMS acknowledgment time

Processing time for PFMS to accept or reject
payment requests

Average benefit creation to credit time

Average number of days from notification to
first payment

PFMS approval and credit Time

Processing time from validating information
to benefit received in bank account

Forgone benefits

Percentage of TB patients who have
forgone their benefit

Source: Authors, CTD and Direct Benefit Transfer NTEP Manual.
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Study
with

Figure 5:

Chosen States and Districts

Chhattisgarh

o
Surajpur

82
Longitude

Assam

Latitude

Longitude

Tamil Nadu

Source: Authors Own.

sites were purposely chosen in  consultation
the CTD, MOHFW, GOI, and state governments.

These states and districts:

(iii)
(iv)

(vi)

Allowed to identify indicators (variables) that best
represent the theoretical concepts to measure and

closer examinations of convergence and divergence cases
discovered in the process of data generation;

Have an ample presence of DBT in NPY. Language

also played a key factor, especially in capturing narratives,
symbols, adages, and others;

Allowed for comparison of larger and smaller districts
across the chosen states;

Are destinations for influx and outflux of migrants;

Have both public and private notifications and benefits
paid; and

Offered opportunity to explore both centralized and
decentralized models of DBT payments for TB patients.

In the centralized model, a centralized agency makes all
DBT payments to patients. In the decentralized model,
DBT payments happen from the district or block level.

HNP Discussion Paper | 2022 23
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Limitations

For the purpose of the analysis, aggregated data was chosen to address
the objectives of the paper. Ni-Kshay data from 2018 to present, covering
the national, state, and district-level information of the DBT in the NPY
program, was obtained for the analysis. A limitation of this paper is that
interpolation of findings may not apply to the other states and union
territories. However, findings are still expected to provide key insights into
programmatic requirements that will enable effective delivery of payments
and settlement systems and caseload management in urban and rural
areas.

Some indicator values in the different dataset slightly differ as all the data
are aggregated figures and varying methods were used to calculate the
means and averages. Data were aggregated over a yearly period in one
dataset, while other dataset provided data on a quarterly basis. Another
distinction between the two dataset is that the mean processing times in
the CTD dataset are calculated based on the benefit and not the TB patient,
which implies that one TB patient may have multiple benefits. Another
limitation in the analysis is that data from 2018 and 2019 are not available
for some districts, including Chhattisgarh. Where in-kind nutritional food
basket benefits were the only payment modality used in 2018 and 2019.
The analysis also uncovered some outliers for the mean processing days.

There are other limitations and considerations authors made for the
analysis. These include some of the terminologies used for the processing
times in the data requests, as they are not the same as the indicator names
in the Ni-Kshay Information System. Also, the processing time variables
in the dataset provided by CTD are not the complete set of indicators.
For example, the credit response time indicator is not part of the dataset
on which the analysis has been conducted. This indicator adds up to the
processing times of the delivery chain to evaluate the average benefit
creation to credit time.



=
F—=

3
s

Including this indicator would still not be a true reflection of the time it takes for
a patient to be notified till they receive the benefit in their bank account. The
credit response time comes from the banks to Ni-Kshay, and sometimes it may
be delayed even though the benefit would still be credited and available to the
patient.

In summary, this paper applies both quantitative and qualitative methods to
meet the defined objectives. This paper also follows a standardized protocol
that covers how to prepare for human resources for TB control. This paper
is not meant to be representative of the Indian region as a whole. As with
other short-term policy studies, this study is restricted by its limited fieldwork
schedule. Data availability was the other main constraint, for which the authors
compensated by consulting more than 50 key informants via semi-structured
interviews and focus group discussions; systematically reviewing existing
literature; and triangulating the data collected from qualitative interviews and
focus group discussions with the secondary data.

The remainder of the paper is structured as follows. Part Il describes results
and key findings based on the chosen states and districts for the paper. The
final part concludes by providing policy-level recommendations, and also
makes suggestions for future work.

HNP Discussion Paper | 2022 25
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Part ll: Results
And Key
Findings

Figures 6, 7 and 8 provides the national level analysis on the NPY DBT
performance with respect to the number of TB patients enrolled and paid,
as well as on the processing times and the validation of bank account
information of the patients. The number of patients under NPY has remained
consistent through 2018 to 2021, with the highest number of enrolled and
paid patients in 2019. The number of failed transactions has improved since
2020 and significantly dropped in 2021, which indicates improved processes
in Ni-Kshay and PFMS.

Figure G:

National Level NPY DBT Performance Analysis (TB Patients)

@ Total number of TB Patients under the NPY program
B Number of TB patients paid (Account-Based/Aadhaar Based)
B Transactions failed (Account Based/Aadhaar Based)
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Source: Authors Calculations based on Ni-Kshay Data.



The national average processing times have increased over the observed
years as 2020 saw delayed processing of payments due to COVID-19
pandemic. The overall processing times for the first payment to patients, that
is, average number of days from notification to the first payment is on par
compared with the three states data analyzed as part of this work.

Figure 7:

National Level NPY DBT Performance Analysis (Processing Times)

[ Processing time from notification to validating patient information
B Processing time from validating information to benefit received in bank account
B Average number of days from notification to first payment
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Source: Authors Calculations based on Ni-Kshay Data.

The percentage of patients with complete information has seen a consistent
improvement since 2018 as over 85 percent of the patients had complete
information in 2020 and 2021 compared to 65 percent in 2018.
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National Level NPY DBT Performance Analysis (Bank Details)
[ Percentage of bank details validated Percentage of TB patients with complete information

B Percentage of TB patients with validated information
B Percentage of TB patients who have forgone their benefit
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Source: Authors Calculations based on Ni-Kshay Data.

Comparative analysis of
Assam, Chhattisgarh, and
Tamil Nadu

Tamil Nadu is the southernmost and sixth most populous Indian state, with a
population of 7.2 crore (72 million) (Census of India 2011). About 48 percent
of Tamil Nadu’s population resides in urban areas, and 52 percent of the
population resides in rural areas. Tamil Nadu is one of the most urbanized
states in India, and is identified as one among the top five states with largest
migrant TB patients. The presumptive TB examination rate was 792/lakh
(7,920/million) in 2020 and 1,121/lakh (11,210/million) in 2021. In Tamil Nadu,
Uzhavar Pathukapu Thittam (farmers benefit scheme) provides monetary
incentives to TB patients. The scheme provides Rs. 1,000 (~13 USD)
monthly to small and marginal farmers until the completion of the treatment.
Some non-profit organizations across districts offer food supplements to TB
patients, coming from food insecure households.



The non-profit organizations provide essential commodities to TB patients
and this has improved treatment and adherence results. Due to COVID-19,
the state experienced a nearly 30 percent overall decline in TB notifications.
Post the COVID-19 second wave, to improve notifications, new mobile
diagnostic units for active and targeted case finding in all districts of the
state will be introduced. In addition, the state is planning to implement a right
to health bill that will allow for universal health coverage.

With a population of just above 3 crore (30 million) (Census of India 2011),
Assam is the largest land-locked northeastern state and second in terms
of area. About 14 percent of the population live in urban areas, and 86
percent live in rural areas (Assam at a Glance 2019). While the state of
Assam appears to have adequate physical health infrastructure with primary
and community health centers, the quality of health care and coverage is
fragmented, particularly in the rural regions. This is partially compounded by
the service delivery access as it continues to be a major challenge, arising
from hilly terrain, limited efficiency, inaccessibility and infrastructure (key
informants 2022). To improve access to services, the government continues
to make notable progress to support digitization of service delivery. The
presumptive TB examination rate was 354/lakh (3,540/million) in 2020 and
355/lakh (3,550/million) in 2021.

East central Chhattisgarh state is the ninth largest and seventeenth most
populous state, with a little over 25 million people (2.5 crore) (Census
of India 2011). About 23 percent of the population live in urban areas,
while 77 percent live in rural areas; about one third of the population is
scheduled tribes. Public health in Chhattisgarh has seen a transition over
the years but still more improvements are required. For example, the pace
of poverty reduction has been slower than in other states (India National
Multidimensional Poverty Index Baseline Report 2021). Over the past two
decades, the state has seen an increase of 16 district hospitals and 275
new primary health centers (Rural Health Statistics 2019). Chhattisgarh was
one of the first states to provide “Right to Food” at a cost of 1.4 percent of
GDP, and to guarantee nutrition security (Economic Times 2013). Under the
Chhattisgarh Food Security Act, 23 million people are covered under the
state. The presumptive TB examination rate was 585/lakh (5,850/million) in
2020 and 703/lakh (7,030/million) in 2021. In 2022, in the first three months,
a total of 2,300 people were diagnosed with TB under the state TB control
program via the door to door campaign (The Times of India 2022).
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Data from Ni-Kshay reveals that Assam, Chhattisgarh, and Tamil Nadu have
improved in terms of the number of beneficiaries paid since the initiation of
DBT scheme. Table 3 shows the percentages for the three states, indicating
that numbers of TB patients paid have gone up since the initial challenges
faced by the program in 2018.

Table 3:

Percentage of Beneficiaries Paid out of Total Beneficiaries Notified

2018 2019 2020 2021
Tamil Nadu 60.25% 74.59% 87.08% 82.58%
Assam 66.30% 78.19% 86.04% 73.08%
Chhattisgarh 46.14% 64.17% 76.98% 79.43%

Source: Authors Calculations based on Ni-Kshay Data.

Figures 9, 10, and 11 illustrate the comparative analysis of the states of Assam,
Chhattisgarh, and Tamil Nadu for 2018-2021. The divergence across the three
states might have resulted from factors including state capacity, policy change,
economic context, geographic region, human resources, pandemic-related
disruptions, caseload management, bank mergers, and governance. Tamil
Nadu has the highest burden of TB patients, paid monetary incentives, and
the highest number of financial transactions that did not reach the intended
patients among the three states from 2018 to 2021.

In contrast, Chhattisgarh has the lowest nhumber of patients, paid monetary
incentives, and transactions failed among the three states from 2018 to 2021.
In terms of processing times for payments, Assam has the lowest average
number of days it takes from patient notification to them receiving the first
payment from 2018 to 2021, except in 2019, Tamil Nadu recorded the lowest
average number of days for the same variable. The reduction in processing
times could possibly be due to the transfer of approval of the authority of
payments from the district to the state level in 2019.

In Tamil Nadu, the state is dependent on funds available at a one
state-centralized account and funds do not lie unused at district-level bank
accounts. The state of Chhattisgarh recorded the highest average number of
days from notification to first payment from 2019 to 2021.



Figure 9:

Comparative Analysis of the Total Number of TB Patients under the Ni-Kshay Poshan Yojana, Number of

TB Patients [who got paid], and Transactions [that] Failed in Assam, Chhattisgarh, and Tamil Nadu

[ Total number of TB patients under the NPY program [} Number of TB patients paid (Account-Based/Aadhaar Based)

[ Transactions failed (Account Based/Aadhaar Based)
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Source: Authors Calculations based on Ni-Kshay Data.
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Chhattisgarh reported the highest percentage of forgone benefits, followed by Tamil Nadu and
Assam from 2018 to 2021. Assam recorded the highest percentage of TB patients with complete
information and validated information for 2018 and 2019. In 2020, Tamil Nadu recorded the highest
percentage of patients with completed information and validated information. In 2021, Chhattisgarh
recorded the highest percentage of patients with completed information and validated information.

Figure 11:

Comparative Analysis of the Percentage of TB Patients with Complete Information, Validated
Information, and Forgone Benefits between Assam, Chhattisgarh, and Tamil Nadu

[ Percentage of TB patients with complete information
[ Percentage of TB patients who have forgone their benefit

[ Percentage of TB patients with validated information
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Source: Authors Calculations based on Ni-Kshay Data.

Under the National Health Mission (NHM),
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the state’s felt needs and priorities , ’
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Figure 12 illustrates the Record of Proceeding (RoP) of the financial years from 2018 to 2021. It provides
the financial information on ten states, and the allocation of the budget at the national level is carried
out state-wise and not activity-wise. However, the RoP approvals and the associated numbers for the
activity NPY are provided in the analysis. Under the National Health Mission (NHM), funds are released
to states under flexible pools on a lump sum basis to provide greater flexibility to utilize the funds as per
the state’s felt needs and priorities. There is substantial variation in terms of the RoP approvals year on
year for Assam, Chhattisgarh, and Tamil Nadu. In particular, for the financial year 2019-20, RoP approval
for Chhattisgarh was nearly 20 times more than that for Assam and nearly 16 times more than that for
Tamil Nadu. Between 2018 and 2019, Chhattisgarh also had more than double the RoP approvals for
Assam and Tamil Nadu. However, for the financial year 2020-21, Assam and Tamil Nadu both have
significantly higher RoP approvals than Chhattisgarh. The primary reason for this divergence is because
of the additional tribal support for TB patients in Chhattisgarh, as the amounts for RoP approvals for 2018-
19 and 2019-20 include patient support and transportation charges in addition to the nutritional support
under NPY. While for 2020-21, the amounts only include the nutritional support under NPY.

Figure 12:

RoP Approvals for the Activity Ni-Kshay Poshan Yojana (NPY) under NTEP for the FY 2018-21
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Source: Authors Calculations based on Ni-Kshay Data.

The analysis on the aggregated totals for episodes, benefits generated, amounts generated and paid
reveals uniform patterns across the three states from 2018 to 2022*. In all three states, the variables
maintain a consistent trajectory with increases from 2018 to 2019, and then a decline in 2020, likely due to
COVID-19 pandemic, and then gradually increasing again for subsequent years. Among the three states,
Tamil Nadu recorded the highest numbers for all the observed variables. In 2019, Tamil Nadu had a total
of 10,978 episodes with a total amount of Rs. 33,774,000 (~USD 424,000) benefits generated and Rs.
21,029,000 (~USD 264,000) was the total amount paid to TB patients (Figure 13). The highest number of
benefits generated was also in Tamil Nadu in 2021, with a total of 42,829. While Assam and Chhattisgarh
have very similar numbers in terms of total episodes, total benefits generated, and total amount generated,
the total amount paid to TB patients has variances between the two states. Chhattisgarh has a much
smaller ratio 0.37 compared to Assam’s 0.58 in terms of disbursement of funds to TB patients. In Tamil
Nadu, on average over the five years, about 59 percent of the total amount generated is paid to the TB
patients. Based on the available data, no correlation is found between the total number of episodes, total
benefits generated, and total amount generated and paid.
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Figure 13:

Aggregated Totals for Episodes, Benefits Generated, Benefit Amounts Generated and Paid from 2018-2022*

* The numbers and amounts for 2022 are for the first 8 months and not the entire year.
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Figure 14 provides details on the monies generated and paid to beneficiaries along with the total number
of episodes and the number of total benefits generated from 2018 to 2022* across the six districts in
Assam, Chhattisgarh, and Tamil Nadu. In sum, Vellore represents the highest amounts and numbers for
all variables, whereas Surajpur has the lowest numbers and amounts for total episodes, total benefits,
monies payable and monies paid. For the six districts, the aggregate total number of benefits generated
between 2018 and 2022* is 304,778 with about Rs. 134,026,500 (~USD 1.7 million) paid amount, which
is 55 percent of the total amount generated. Out of the six districts, Dhemaiji has the best ratio between
total amount generated and paid, as the average disbursement percentage for the five years is 89 percent,
whereas Durg represents the lowest average disbursement percentage, paying 35 percent of the total
amount generated.

Figure 14

Aggregated Totals for Episodes, Benefits Generated, Benefit Amounts Generated and Paid from 2018-2022*

* The numbers and amounts for 2022 are for the first 8 months and not the entire year.
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Source: Authors Calculations based on Ni-Kshay Data.
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The grievances data from the Ni-Kshay call center represents recording of grievances from August 2019 to
2021 (Figure 15). The total number of grievances recorded in the three states from 2019*-2021 is 915, with
about 72 percent of the cases resolved and closed in this period. Assam and Tamil Nadu saw a substantial
increase in the number of recorded grievances in 2021 compared to the previous two years, however, the
same is not observed in Chhattisgarh. The average resolution time for the grievances has also decreased
in all three states over the years. The total number of grievances recorded in Assam over the observed
period is 474, out of which 68 percent of the cases are resolved and closed. The grievance resolution
percentage for Assam has declined over the last two years largely because of the increase in the number
of grievances recorded. The average resolution time for the grievances has increased compared to 2020
but is still much improved compared to the first year of the grievance recording at the TB call center. The
total number of grievances recorded in Chhattisgarh is 162, with a resolution percentage of 81 percent.
Chhattisgarh also saw a decline in grievance resolution in 2021 after almost a 100 percent resolution of
cases in 2019 and 2020. However, since 2019, the average resolution time of grievances in Chhattisgarh
has significantly declined. The total number of grievances recorded in Tamil Nadu is 279, with 72 percent
resolution of cases. Grievance resolution percentage has declined in the last two years as there has been
a significant increase in the number of grievances recorded since the initial year. However, Tamil Nadu has
also shown major improvement in resolution time of grievances in 2021, with about three and a half times
faster resolution of grievances even with the increase in number of grievances.

Figure 15:

Grievances recorded in Assam, Chhattisgarh and Tamil Nadu 2019*-2021

*Grievance Management Process Started from August 1, 2019.
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Table 4:

lllustrative Themes and Key Findings of the States and Districts

State
District

Tamil Nadu
Salem

Themes Key Findings

Uptake and Registration

During early implementation of the program, deduplication was an issue. A lot of Ni-Kshay
IDs were getting created and duplicated. Staff lacked training to generate episode IDs in the
system. This was addressed later with proper focused training for the staff.

Validation issues have been observed in Tamil Nadu over the years, especially
in 2021, when only 24 percent of the bank accounts were validated in the
state. This issue is unresolved as only about 5 percent of bank account
details have been validated through the first quarter of 2022.

Data discrepancies were observed in the number and percent of TB patients paid and the
percent of bank accounts validated for 2021.

For the entire state of Tamil Nadu, in 2021, the number of TB patients paid was 69,569 out
of 84,245 notified patients, however, the percentage of bank account validations was only 24
percent (Ni-Kshay Data).

Notifications

In 2020, the reporting and detection of TB cases came down due to the pandemic related
disruption. In addition, the number of TB patients reported came down because of the outpatient
department used for COVID-19 patients.

As part of the REACH? initiative women in rural areas assist and promote TB detection. The
identified women are trained as women TB leaders and the focal person to identify TB detection
through an over the phone training.

To increase notifications, senior treatment supervisors, health visitors and others use a social
platform group to interact with private providers. This is followed up with reaching out to the TB
patients to get their bank details and other information.

Payment Delivery

Delays occurred due to mismatch in bank account details or other technical and non-technical
issues.

It was reported that the TB patients in Tamil Nadu had not been paid since December 2021.
During this time, even valid bank accounts became invalid and entire batches were rejected
by PFMS.

Lack of correct, consistent, and complete information caused circuitous and inefficient
processing, follow-up work, and payment delays.

Some banks did not notify the beneficiary of the credit message receipt if the amount was less
than Rs. 3,000. This missed notification led to patients believing they have not received their
NPY incentive.

1 A funding mechanism that aims to increase early tuberculosis detection in the bottom of the pyramid and low-income households.
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State
District Themes Key Findings

Monitoring and Evaluation

Weekly reporting in terms of deliverables of the strategic plan and DBT process indicators. Staff
are accountable to routinely report on the agenda items and tasks that need to be completed.

Public and Private Providers

Mistrust of both the public sector and private sector providers exists with the tuberculosis
patients. Shortage of human resources exists for influencing partnership between public and
private providers.

Monitoring and Evaluation

Mistrust of both the public sector and private sector providers exists among TB patients.
Shortage of human resources exists for influencing partnership between public and private
providers.

) Uptake and Registration
Tamil Nadu
Vellore Issues related to deduplication, documentation errors, and rectification resulted
in substantial delay of providing monetary incentives for TB patients.

There were validation issues starting from the last quarter of 2021. In 2021, the percentage of
bank account validations was almost nil (22), while the paid TB patients’ percentage was 83
percent.

Payment Delivery

Some of the TB patients had bank accounts in urban and district co-operative banks, postal
payment banks, and Tamil Nadu Grama Bank (sponsored by Indian Bank amalgamation of
Pallavan Grama Bank and Pandyan Grama Bank).

These patients preferred Grama banks over the public sector banks because the process of
opening accounts in rural areas was much easier. Initially the Grama banks were not available
in Ni-Kshay to be mapped and to be sent to PFMS for validations. Patients had to open a new
bank account, which delayed the process of receiving NPY incentives.

Earlier IFSC code mismatches were observed due to the merger of private sector banks which
delayed the payment for the TB patients.

Single nodal account (SNA) under the public financial management system for release and
monitoring flow of funds faced mapping issues and the release of funds and payments were
delayed for NPY.

Treatment Completion

Notifications of patients is an important first step. At the same time, the focus should be on the
successful completion of the treatment. In the past, less than 60 percent of the TB patients
used to complete their treatment. At present, we are seeing an increase of percentage in the
completion of treatment.
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State
District

Assam
Tinsukia

Assam
Dhemaijji

Chhattisgarh
Surajpur

Themes Key Findings

Uptake and Registration

Many TB patients faced issues with opening a bank account because of lack of
relevant/needed documents.

On an average around 5 percent to 8 percent bank accounts were opened with the assistance
of the senior treatment supervisor for TB patients.

In contrast to the public and private sector banks, the bank validation process for Gramin bank
accounts takes around seven to ten days.

Similar validation issues were faced as in Tamil Nadu; one incorrect TB patient record caused
rejection of the entire batch.

Payment Delivery

At times, bank accounts have become dormant, and staff had to find out about the bank
account status in the Ni-Kshay Information System, which delayed payments to TB patients.

Fund flow system and management were highlighted as being critical toward the success of
the DBT program. Review and examination of how many months in a year the districts have
observed fund availability and unavailability was deemed vital.

Benefit Size

Most of the TB patients have requested to increase the monetary incentive from Rs. 500
to Rs. 800 or from Rs. 500 to Rs. 1,000. For example, a rural TB patient to purchase
essential commodities spends Rs. 200 for transportation. Due to security reasons, there are
no financial institutions in the rural areas. Most of the financial institutions are in the town or
semi-urban neighborhood.

Uptake and Registration

There were issues with bank account opening in the past due to TB patients having no proper
documentation. In the absence of an Aadhaar or PAN card, an authorized officer declaration
could be used to open a bank account.

The district office reported that they have assisted around 40 percent of TB patients to open
a bank account. In short, advocacy and communication is critical for the improvement toward
the NPY.

Payment Delivery

Validation issues were observed as the backlog from 2021 moved to 2022. This affected
the payment processing times as well. Patients have not received payments due to
pending validations.

Bank mergers affected the changes in IFSC codes, which resulted in bank accounts being
rejected at validation causing payment delays.

Digital Signature Certificate (DSC) Implementation

Ongoing procurement processes are underway to procure DSC for the region. Currently, the
district is continuing with PPA, which is valid only for ten days.

Training on Ni-Kshay Information System

In the initial stages, there were issues related to payments as it was not clear in the
Ni-Kshay Information System. Over time, the district received technical support and training to
use the Ni-Kshay Information System.

An informant suggested having interdepartmental coordination rather than vertical support to
improve the process for the NPY.
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State
District Themes Key Findings

Chhattisgarh Payment Delivery
Durg SNA issues caused delays in payment processing for TB patients.

In 2019-2020, the district transitioned from in-kind nutrition food basket to DBT to provide
nutritional support for TB patients. After the transition, some of the challenges faced were
in IFSC bank code (bank mergers) as well as on bank account information, wrong phone
numbers and validation process rejection.

Alternative Method for Grievance Redressal

The district maintains a separate manual registry of the TB patients and follows up with the
patients who have issues in receiving benefits or whose bank accounts were not validated.

Salem

Figure 16 shows the total notified, bank details available, and validated as well as percent of
paid beneficiaries for Salem. The total notified cases increased from 2018-2019 and decreased
in 2020 and 2021. The number of TB patients paid through Ni-Kshay and validated bank details
increased from 2018 to 2019 but decreased in 2020-2021. At the same time, available bank
details saw a gradual increase from 2018 to 2019 but saw a gradual decrease in 2020. The
highest percentage of TB patients paid was recorded in 2019.

Figure 16:

Comparison of Total Notified, Bank Details Available, Bank Details Validated, Paid TB
Patients (Ni-Kshay) and Percentage Paid TB Patients across TUs in Salem
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Source: Authors Calculations based on Ni-Kshay Data.
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Figure 17 illustrates the comparison of maker processing time, checker processing time, PFMS
acknowledgment time, and approval and credit time across TUs. The PFMS approval and credit
time is mostly high for most of the TUs, with Thalaivasal TU taking the highest number of days
from validation to benefit received in the bank account of the TB patient (Figure 10). The best
performing TU in the district is Karumandurai TU as the average number of days for maker,
checker and PFMS approval and credit time are the lowest among all the TUs in the district. The
average checker processing time and average PFMS acknowledgment time are consistent in all
the TUs with no anomalies or outliers. The performances vary widely among the different TUs
in Salem, with half of the TUs depicting slow turnaround times (more than 50 days for maker
processing and PFMS approval and credit times), and the other half showing better efficiency in
terms of these two indicators, on average taking fewer than 50 days for processing.

Figure 17:

Comparison of Maker Processing Time, Checker Processing Time, PFMS Acknowledgment
Time and Approval and Credit Time across TUs in Salem
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Vellore

Vellore experienced the highest number of TB patient notifications in 2019. Since then, there has
been a decrease in the number of notifications (Figure 18). The available and validated bank details,
as well as the number of paid TB patients, followed similar patterns. The percentage of paid patients
was less than 50 percent in 2018, mainly because bank details were not available for a large number
of notified patients. However, that percentage along with bank details availability and validation
has improved in the subsequent years. Bank details available for the notified patients offer insight.
Throughout the time period from 2018 to 2021, the percentage of bank details availability is still low,
example, in 2021, only 74 percent of the notified patients had bank account details available in the
Ni-Kshay Information System.
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Figure 18:

Comparison of Total Notified, Bank Details Available, Bank Details Validated, Paid TB Patients (Ni-
Kshay) and Percentage Paid TB Patients in Vellore Percentage Paid Tuberculosis Patients in Vellore
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Source: Authors Calculations based on Ni-Kshay Data.

The processing times analysis paints a similar picture for all the TUs in Vellore. The PFMS approval
and credit time, as discussed for the overall district, is quite high for all the TUs. K.V. Kuppam TU takes
the highest number of days from validation to benefit received in the bank accounts of the TB patients
(Figure 19). Thimiri TU has the best performance in terms of the maker processing time, while Vellore
Corporation TU has the shortest average checker processing time. As with the data observed for the
quarter-wise analysis of Vellore, there were several outliers observed in the data with some TUs for
specific quarters. For example, the Gudiyatham TU in Q3 2021 had one benefit delivered to the patient
after 815 days. For Arakkonam TU, in Q3 2021, the mean processing days for the patients to receive the
benefit was 532 days. Both sets of observations were for private patients. These anomalies, along with
the high number of processing days for the patients to receive the benefit in their bank account, point to
underlying issues with the transfer of benefits for notified patients in Vellore.
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Figure 19:

Comparison of Maker Processing Time, Checker Processing Time, PFMS Acknowledgment Time
and Approval and Credit Time across TUs in Vellore
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Tinsukia

Figure 20 shows that total notified TB cases increased from 2018-2019 and decreased in
2020 and 2021. The number of TB patients paid through Ni-Kshay and validated bank details
increased from 2018t02019, butdecreasedin 2021. Atthe same time, bank details saw a gradual
increase from 2018 to 2021, and 2020 recorded the highest percentage of the patients paid.

Figure 20:

Comparison of Total Notified, Bank Details Available, Bank Details Validates, Paid TB
Patients (Ni-Kshay) and Percentage Paid TB Patients in Tinsukia
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Source: Authors Calculations based on Ni-Kshay Data.
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Figure 21 depicts the comparison of different processing times for the TUs in Tinsukia district.
All the TUs have similar numbers for checker processing, PFMS acknowledgment, and PFMS
approval and credit times. The main difference between the four TUs is in terms of the maker
processing and average benefit creation to credit times. Sadiya TU has the highest and Tinsukia
DTC TU has the lowest figures for these two processing times. This translates to faster payment
to patients in Tinsukia DTC compared to the slowest payment process in Sadiya. Among the TUs,
Sadiya has the highest average benefit creation to credit time and Tinsukia DTC has the lowest.

Figure 21:

Comparison of Maker Processing Time, Checker Processing Time, PFMS Acknowledgment
Time, PFMS Approval and Credit Time, Average Benefit Creation to Credit Time in Tinsukia
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Source: Authors Calculations based on Ni-Kshay Data.

Dhemaji

In Dhemaiji, the public sector has more TB patients than the private sector. Figure 22 shows
there was an increase in the number of patients notified between 2018 and 2019 and a
gradual decrease between 2019 and 2021. Through 2018 to 2020, the number of paid TB
patients was higher than the number of TB patients who had bank details available and
validated except in 2021. A high percentage is observed from 2018 to 2020 for patients
who received NPY benefits, until 2021, where this indicator slumped to 74 percent.
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Figure 22:

Comparison of Total Notified, Bank Details Available, Bank Details Validated, Paid Tuberculosis
Patients (Ni-Kshay) and Percentage Paid Tuberculosis Patients in Dhemaiji
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Source: Authors Calculations based on Ni-Kshay Data.

In Dhemaiji, the longest maker processing times were observed in the Gugamukh TU and
the shortest maker processing times were observed in the Begenagarah TU. The checker
processing and PFMS acknowledgment times are consistent among all the TUs. Jonai has
the highest average benefit creation to credit time (61 days) and Begenagarah recorded the
lowest average benefit creation to credit time (37 days). Overall, Dhemaji outperforms Tinsukia
in terms of the number of days to process the NPY benefits. As with observations from other
states and districts, a higher count of notified patients results in a higher number of days for all
benefit processing variables. As a comparison, the mean average benefit to creation to credit
time for the five Dhemaji TUs is 50 days, whereas it is observed to be about 90 days for the four
Tinsukia TUs. This translates to 80 percent additional time to process benefits in Tinsukia district.

Q ' Overall, Dhemaji  outperforms
Tinsukia in terms of the number of
days to process the NPY benefits

9
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Figure 23:

Comparison of Maker Processing Time, Checker Processing Time, PFMS
Acknowledgment Time, PFMS Approval and Credit Time, Average Benefit
Creation to Credit Time in Dhemaji
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Source: Authors Calculations based on Ni-Kshay Data.

Surajpur

The analysis for Surajpur was conducted on the data received from the CTD,
which contained indicators on the different processing times and the count
of TB patients. The processing times in the dataset have been aggregated
based on the benefit and not the TB patients on a quarterly basis for the
different TUs in Surajpur. The indicators used for the analysis are mean
maker processing days, mean checker processing days, mean approver
processing days, mean processing days, and count of TB patients.

Between private and public TB patients in Surajpur, numbers of
overall processing days are higher in private TB patients. The
total count of patients for the private sector is also very low at
215 compared to 3,995 patients for the public sector (Figure 24).

The delays in payments even for a much lower number of patients elicit
attention from the district and state offices to further investigate the reasons
behind the low count of patients and poor performance in terms of processing
times for the private health facilities in Surajpur. However, the low count may
also be due to the low number of private sector patients in the district.



Figure 24.

Comparison of Maker Processing Time, Checker Processing Time, PFMS
Acknowledgment Time, Average Benefit Creation to Credit Time and
Number of TB Patients in Surajpur
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Source: Authors Calculations based on Ni-Kshay Data.

In the trend analysis graph by TUs, Surajpur TU has the overall highest
processing days and Ramanujnagar the lowest (Figure 25). Surajpur TU
takes the highest number of days for the benefit to be transferred into the
patients account from the time of notification, while Ramanujnagar takes the
least number of days. The analysis substantiates the argument that a greater
number of notifications and case load results in longer processing times.

However, in the case of Ramanujnagar, even with an above mean count
of TB patients in the district, the TU has significantly lower processing
days, which further solidifies Ramanujnagar’s position as a better
performing TU with efficient operations for the NPY DBT. In contrast, a
lower count of TB patients does not always result in fewer processing
days. This is especially true in the case of Bhaiyathan, where despite
having a lower count of TB patients than Odagi and Ramanujnagar,
the processing days in this TU are much higher than the other two TUs.

Lack of human resources is a core area for policy-level discussions and is an
identified gap. In all the TUs, the maker processing times are much higher than
the checker processing times, which is also generally true for other districts
and states studied for the paper. However, in Odagi, the checker processing
days are slightly more than the maker processing days. This is not an anomaly
as the maker processing time for Odagi is the second-best among the TUs,
indicating the overall good performance of cash benefit transfer for this TU.
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Figure 25:

Comparison of Maker Processing Time, Checker Processing Time, PFMS
Acknowledgment Time, Average Benefit Creation to Credit Time and
Number of TB Patients across TUs in Surajpur

B Maker Processing Time [l Checker Processing Time PFMS Acknowledgment Time
[ Avg Benefit Creation to Credit Time @ No. of TB patients
200 1,250
173
950,
151
150 138 1,000
119 4 114

605 571 0 g
100 86 80481 8
68406 s
% 56 500 ;.
a} =
50 36 3338 . 5
22 13 21 2% 250 S

Surajpur (Tuberculosis Unit)

Source: Authors Calculations based on Ni-Kshay Data.

Durg

As shown in Figure 26, the public sector caters for a large percentage of
notifications in Durg. The count of TB patients in the private sector is only
about 13 percent of the total patients in the district. The processing times are
quite similar for the two years studied and are at par with national averages
for the processing time indicators.

In Durg, Dhamdha TU takes the highest number of days to process
benefits and has the lowest count of TB patients in the district, which
indicates poor performance of the benefits delivery operations for this TU.

Supela has the highest count of patients amoung the four TUs, while Durg
DTC and Patan have similar numbers for the time it takes for the TUs to
process the benefits (Figure 27). However, Durg DTC has almost double the
count of patients, which indicates better and efficient operations for this TU.



Figure 26:

Comparison of Maker Processing Time, Checker Processing Time, PFMS
Acknowledgment Time, Approval and Credit Time and Number of TB
Patients in Durg
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Figure 27

Comparison of Maker Processing Time, Checker Processing Time, PFMS
Acknowledgment Time, Number of TB Patients and Average Benefit
Creation to Credit Time across TUs in Durg
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Bank accounts validation issues are a major theme for NPY across the
three states. In Tamil Nadu, entire batches of beneficiary bank accounts
were rejected by PFMS if there was only one rejection. Normally, after a
batch rejection, it takes about one and a half weeks for the files to be returned
to the district office, and additional time is required to identify the issues. The
system sends notifications about the rejections, but often does not state the
reason why the batch is rejected.

A key informant reported, however, that this has not been the case since
December 2021, as the system is now citing a reason for batch rejections,
marked as, “PFMS is merging new codes; there is a time delay.” Key
informants noted that the error was due to the Single Nodal Account (SNA)
implementation, which has affected TB patient, purpose, and state program
management codes in the Ni-Kshay system. The district offices would have
to remap these codes to start the process to validate accounts. Another issue
highlighted was that the Ni-Kshay Information System notifies and marks
some TB patients as paid, even when they have not received payments in
their bank accounts. This was observed for even those patients who had
valid bank accounts and had received one installment. However, while the
system marked the second and third installments as paid, the patients did not
receive these payments in their accounts.

There were cases where patients did not render their account number for
Ni-Kshay because they were beneficiaries in other government schemes,
including Jan Dhan Account, e-Shram, old age pension, and widow pension.
Patient perception was that if they linked their account with Ni-Kshay, they
would not receive the other benefits. This view was developed based on
some past experiences for these patients, where if the monetary incentive
(cash transfers) was transferred under any of the schemes, others got
rejected. This issue was addressed through communication and sensitization
of patients.

Within the broader financial environment, many bank mergers have happened
over the past few years, which is ensued by changes in the IFSC codes for
the respective banks. This required TB patient information to be changed in
Ni-Kshay to reflect the new IFSC code. In cases where these codes were not
changed for the beneficiary, PFMS validations resulted in rejections.

Other reasons for PFMS invalidations may be due to a wrong bank account
or a changed phone number. It was noted that when an entire batch was
rejected, there was no reason provided by PFMS on why the rejection
happened. This created issues for staff and caused delays as an entire batch
needed to be rechecked to identify the record or records which resulted in the
batch rejection. This increased the processing time and delayed providing
monetary incentives to the patients.



This study’s evidence is consistent with the challenges observed in Madhya
Pradesh related to IFSC codes. There were mismatches through incorrect
IFSC codes, which needed to be resolved. In 2020, Gramin Banks went
through a merger, which resulted in the change of IFSC codes (key informants
2022). Second, mergers, and acquisitions of banks have not shown positive
spillovers or reduced the transaction costs for patients.

Evidence from the three states and six districts suggests that the
introduction of Ni-Kshay 2.0 has added value; Ni-Kshay 2.0 has
become an important tool for decision-making among stakeholders
and has been integrated with a variety of TB control activities. These
include monitoring patient notifications, diagnosis, treatment management,
and adherence as well as private provider information. There is clear
empirical evidence that the introduction of Ni-Kshay 2.0 in 2018 has had
substantial impact. From the field visits, four dimensions emerged relevant
to Ni-Kshay 2.0: user-driven flexibility, process capability, data standards,
and interoperability and governance. In terms of user-driven flexibility, the
system design requirements have to start technologically at the lowest level
to enable all stakeholders to become engaged with the information system.

Improving process capability is important to implement and foster
collaborative service delivery. Patient-centered care is an evolving concept
and is still maturing. Interoperability across different environments and the
development of formal data standards to enable extraction and analysis of
data are important. The more social protection objectives that are integrated
into part of the service delivery, the greater the governance complexity in
the form of information sharing and the need to integrate different types
of procedures. Overall, a comparison among the three states reveals that

Ni-Kshay 2.0 has been a supportive information system for stakeholders;
states and districts have gradually adopted it through an incremental process.

Overall, a comparison among the
threestatesrevealsthatNi-Kshay2.0
has been a supportive information
system for stakeholders; states and
districts have gradually adopted
it through an incremental process

b
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Social Information Systems in Chile,
Peru, Namibia, Kenya, and South Africa

A national identification system serves many key roles in supporting
social protection programs, example, verification of information of
potential beneficiaries at the time of registration; deduplication of multiple
registrations; authentication at the time of payments; interoperability with
other administrative public and private databases; and in some cases, even
targeting of beneficiaries. Leveraging foundational identification systems
also allows scaling up quickly to increase coverage, reaching hard-to-serve
populations, dynamic inclusion and updates, and quick response to shocks.

Chile

In Chile, the social
integrated information
system (SIIS), combines
numerous elements such
as the integrated inventory
of social programs,
integrated beneficiary
registry, and integrated
social information
system (Berner and
Van Hemelryck 2021).
The overall information
system integrates with
other social information
systems for data exchange
and a social household
registry that brings
together the databases of
different social protection
programs and initiatives,
with a continuous online
exchange of information
in many cases. The
SIIS also provides
significant cooperation
and coordination with
the other Ministries that
provide information for
standardizing data-
processing criteria (Rapid
Account Opening in a
Pandemic. COVID-19
BRIEFING: How to Meet
AML/CFT Rules for Social
Assistance Payments
2020).

Peru

During COVID-19, the
Government of Peru
channeled
government-to-person
payments through
widespread retail agent
networks to old and new
beneficiaries including
private sector banks and
mobile money providers
(Rutkowski et al. 2020).
Peru’s system is equipped
with digital identification
systems that uniquely
identify recipients, allowing
the system to determine
eligibility and deposit
directly to the beneficiary
accounts linked to their
unique identification
numbers.




Namibia

Namibia’s advanced
decentralized social
information system
integrates civil registration
and identity management
systems. The system
ensures that births and
deaths are recorded
frequently and accurately.
The system also assists in
reducing late notifications,
which are common. The
system offers better
interoperability data
exchange between the
National Population
Registry System, permitting
users to pull and validate
identity information and
data. A memorandum
of understanding exists
between different agencies
to regulate the use and
exchange of information.
But manual operations
are still involved in the
validation process.

Kenya

In East Africa, Kenya has
developed a robust national
identification infrastructure
and uses the national
identification number to
link with various social
programs for effective
service delivery, such
as through the National
Hospital Insurance Fund.
This also allowed the
Kenyan government to
quickly respond to the
COVID-19 shock and the
Social Registry (linked to
the national identification
number) was used for
targeting, verification,
and deduplication checks
against the Integrated
Population Registration
System (IPRS).

South Africa

In South Africa, the unique
national identification
number is linked to several
social protection programs
and network operators.
Beneficiaries can submit
multiple applications to
register for social protection
programs through a single
mobile phone linked
to the client’s national
identification number.
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Empirical evidence on caseload management revealed complex
processes of managing workloads and priorities and making
decisions. Field visit observations revealed that the caseload
management for the senior treatment supervisors in some of the
TUs was more than the required achievable targets. Taken all
together, evidence suggests that caseload management is one of
the most important factors in vastly expanding the cascade of care
at the TU level. Proposing a set of principles that will support senior
treatment supervisors and district program coordinators and guide
district TB officers can be considered. The principles might consider
patterns of demand in the TUs, involving private providers and other
stakeholders, suggesting the importance of regular caseload reviews.

The use of Aadhaar was mandatory at the start of the NPY DBY
rollout, however, it is now optional to enroll into the program. In
2018, the Supreme Court cleared Aadhaar as a mandatory identification
for the government social protection schemes. Aadhaar remains the
preferred national unique identification for opening of bank accounts, to
avail entitlements and subsidies from the social protection schemes and
even for COVID-19 vaccination. Aadhaar numbers generated are unique
and there is no second number assigned to the same resident based
on the resident’'s demographic and biometric information. The current
deduplication algorithm is based on the patient's mobile number and
gender, which is not foolproof. The program would benefit from using
a unique ID linked to other social protection, health, and administrative
databases to form a more robust deduplication engine built into Ni-Kshay.

A major system-level intervention
has been the implementation of
the digital signature certificate
(DSC) in Ni-Kshay

In Tamil Nadu, the shift in policy focus in 2021 away from Print Payment
Advice (PPA) to the DSC (single centralized procurement process) for
payments has unduly superseded the main motivation for payments.
For PPA approvals, a minimum of two organizational approvals
must be obtained. At the same time, the digital signature certificate
has allowed for a gradual process of endogenous adaptation. This
shift has not only allowed the signing process to be digital but also
strengthened the fulfillment of the properties of authentication, data
integrity, and non-repudiation. One key informant also noted that with
PPA, it used to take 10 to 20 days for the process to complete and
PPA also had a validity period before which it had to be submitted to
the bank. Other constraints with PPA were that signature approval from
multiple physical agencies had to be obtained, which caused additional
delays. DSC improved this process resulting in faster turnaround times.
Overall the evidence suggests that the decision to implement DSC will
vastly expand payments, and the provision of benefits and services.



Since the beginning of the program, the cumulative total
number of TB patients notified is around 8.5 million, out
of which 5.5 million are classified as paid TB patients. The
Ni-Kshay Information System has also gone through numerous
updates during this time. The service delivery has not been
standard for all TB patients receiving the benefit under the
program. The patient journey is dependent on various factors
including the time period of notification, the location of the patient,
the type of health facility chosen by the patient, and the availability
of beneficiary information in the system. As such, various cohorts
of these patients could be classified, and each would have
its own pathway to receiving the benefit. Making an inference
solely based on processing times data within Ni-Kshay is not
justified to gauge the performance of the NPY service delivery.

The DBT in NPY is a beneficiary management and digital
payment solution, yet it is not fully automated, and requires
several manual operations from the point of patient
notification to receiving the benefit in their bank account.
The variance in processing times in states, districts, and TUs over
different time periods has been affected by operational, technical,
and external factors like the COVID-19 pandemic and mergers of
IFSC codes. The NPY operates in a relatively complex environment
within the digital and financial ecosystem, and the efficiency
of the service delivery is influenced by policy and structural
changes outside the control of the program administrators.

The efficiency of service delivery is the time it takes for a
TB patient to receive the benefit in their bank account after
they have been notified. Looking at the NPY delivery system
performance in isolation, without external factors, the system
has seen several operational and technical level interventions.
The processing times recorded within Ni-Kshay, that is, maker,
checker, PFMS acknowledgment, approval and credit, and
benefit creation to credit times are all relevant indicators to
measure the service delivery performance. While Ni-Kshay
as an information system has evolved with version updates,
the process flow has not changed much since its inception.

The Ni-Kshay Information System uses the PFMS as its payment
engine, and it was observed by one key informant that the PFMS
has been inconsistent at times with the validation of accounts. Some
accounts are validated within a day, but others don’t get validated
even after months. Some TB patients have their information with
PFMS pending for validation even for over a year, while others have
validated accounts but are still not paid. This directly affects the
delivery system performance and the processing times for patients.
A key informant noted that a feature in Ni-Kshay, which aids in
quicker DBT processing, is the auto retrigger of benefits. However,
issues were observed with the retrigger functionality; it did not
function consistently, and some benefits, even after proper
validation, were rejected, causing delays and longer processing
times.
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Many key informants engaged affirmed that operational and policy-level
interventions have been effective in improving the efficiency of the manual
operations within the delivery system. Observations were made about the
manual aspects of the delivery system, like latency in getting the documents
from patients after they were notified in the system. Many patients take time to
provide thisinformation, and some arelosttofollow-up. Thisdelay adds up tothe
average processing times of the delivery system. To mitigate these operational
bottlenecks, several interventions have been taken within different states
through streamlining the processes and capacity building. In this regard, under
the leadership of the respective state TB programs, Clinton Health Access
Initiative (CHAI) has contributed with regular reviews of the state operations,
along with weekly monitoring of the DBT in NPY and frequent meetings with
the stakeholders. They have driven to improve the performance through this
monitoring and control mechanism and introduced a reward and recognition
initiative in the state of Gujarat for the best performing district TB officer in NPY.

Empirical evidence does not support the view that the grievances
redressal has improved in NPY. It was observed through the key
informants interviews that grievance redressal has not improved due to
the COVID-19 pandemic, bank mergers, and single nodal account issues.
The increase of grievances can also be attributed to the batch rejections in
some of the states, use of print payment advice for payments, deduplication,
portability, and interoperability issues. District stakeholders exercised some
pressure at the regional level through raising tickets via a prudential channel
approach for handling grievances. This does not support that the use of
Ni-Kshay Sampark has improved grievance redressal as part of the NPY.

From the field visits it was observed the private patients incurred high
cost of care, catastrophic expenditures and delayed diagnosis under
the NPY program. The overall out-of-pocket (OOP) expenditure breakdown
for the TB patients in the private providers comprises 50 percent for the
hospitals and clinical care, 10 percent for the diagnostics, insurance, and
equipment accounts for about 15 percent, and pharmaceuticals over 25
percent. While taking treatment, the TB patient often has limited knowledge
about their own treatment outcomes. Private providers act as an agent on
behalf of the TB patients, which can cause information asymmetry between
the private providers and TB patients. Reduction of information asymmetries
is an important first step because the private providers might have
considerable market power and imply a lack of existence of an equilibrium
(adapted from Arrow 1963; Peterson 2001 and Akerlof 1970). The private
sector is projected to grow to $372 billion by 2022 and the majority of
the private providers are own family-run businesses (Sarwal et al. 2021).

Some of the patients and key informants suggested improving TB
care access and quality of care for patients seeking care in the private
sector. To provide access standards for TB care in the private sector,
district-level initiatives can be considered. In Coimbatore, pilot initiatives
such as Find Access Support Treat (FAST) centers provide standards
of TB care for patients seeking care in the private sector. A coalition of
professional medical associations and a consortium of fourteen private
hospitals is established for TB patients seeking care in the private sector. Two
members (a nodal officer, a physician, and a coordinator) are responsible
for improving notifications seeking private care in the particular region.



Cash transfers serve to reduce poverty and OOP in the short term (through cash
to low-income households) and in the long term (increasing beneficiaries or
low-income household human capital) (adapted from Baird et al. 2011). Based
on the empirical evidence from the districts of Salem and Vellore, OOP expenditure
was diverse among TB patients; some TB patients were faced with huge costs. For
the OOP expenses, the private TB patients spent the highest OOP expenditure.
It was confirmed that the bottom-of-the-pyramid patients were protected from
some OOP expenses by national and state policies. However, these patients were
not protected from time costs. The number of healthcare visits before treatment
initiation was homogenous across the patients, in such of time costs and travel.

During their treatment journey, TB patients go through different pathways and
experiences to access DBT in different states. The beneficiary journey map (Figure
28) captures the TB patient’s experience of applying for and receiving the NPY benefit,
highlighting the process involved at each step. Below, are some of the patients feedback.

. ‘| spent most of the monetary incentive for doctor
Tuberculosis visits instead of buying nutritious food. | have not
patient 1 received monetary incentives for the last few months.”
(male, technician, private sector)

. “I have completed the full treatment. The cash
Tuberculosis transfers allowed me to take my diet regularly and
patient 2 now | am recovered.” (male, jewelry sales associate,
public sector)

‘| spent the monetary incentive to purchase fruit and
Tuberculosis vegetables each month until the completion of the
patient 3 treatment. At times, receiving the monetary incentives
was delayed.” (female, homemaker, private sector)

. “Initially | used the cash for purchasing essential
Tuberculosis commodities. Thereafter, | saved the cash and gave it
patient 4 to my son as he lost his job due_to COVID-19.”
(female, homemaker, public sector)

“The doctor suggested a nutritious diet during treatment.

Today, nothing much can be bought for Rs. 500 (~6.5

USD). Even milk and pulses cannot be bought daily

for just Rs. 500 (~6.5 USD) a month. Even for a week

Tuberculosis around Rs. 500 (~6.5 USD) is required then how Rs.
patient 5 500 (~6.5 USD) rupees will be sufficient for one month.
If the government can increase the monetary incentives

to Rs. 1,000 (~13 USD) a month, some essential

commodities can be purchased for nutritional support.
My OOP expenditure to complete the full treatment was

Rs. 42,000 (~540 USD) in the private sector.” (female,

homemaker, private sector)
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Figure 28:

The beneficiary journey map captures the TB patient’s experience of applying for and receiving the NPY benefit.
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In Chhattisgarh, most TB patients prefer receiving monetary incentives
(cash transfers) over nutrition food baskets. The patient’s preferences
are also influenced by the choice and flexibility that cash transfers
afford them and allow them to expand their dietary diversity. In Durg,
the empirical evidence suggests that patients reported receiving
cash from other social protection programs, as well. On balance, the
other patients preferred to avail of cash transfers in lieu of nutrition
food baskets through the NPY. The combination of preferences will
allow stakeholders to better understand patient preferences, as
well as the nutrition impact of cash versus nutrition food baskets
for nutritional support. Empirical evidence also suggested that TB
patients were not receiving any monetary incentives despite being
eligible for the program. There is also a degree of social stigma
prevalent among the patients and their expectations exceeded the
entitlements mostly by Rs. 500 (~6.5 USD) per household. This is
also the main grievance noted by the TB patients. This was followed
by patients reporting that they received different amounts each time
and a majority of the patients reporting that they have not received
any payment over the past few months. It is important to understand
whether the gaps are in the processing of payments, PFMS errors,
or in the level of awareness and knowledge of the transfers.

Over the course of the treatment,
patients also spend more OOP
expensesonmeetingthe nutritional
diet in the market

Adding the time costs and OOP expenditure incurred in nutritional
diet, travel, and additional OOP spending for treatment by private
patients. It can be estimated that the monetary incentives received
may be perceived as insufficient for the patients. The transfers per
beneficiary have to be of an order of magnitude not too far from
the average poverty gap. Ultimately, it will be critical to ensure
alignment among that has been based on fiscal capacity, service
availability, and the social information system. Moreover, some
of the patients do not seem to know a clear way to report their
grievances in the TB Aarogya Sathi mobile application or via the
toll-free number. For example, when asked, “Have you heard of TB
Aarogya Sathi mobile application for reporting your grievances?
Are you aware of this application as part of the NPY program?”

Chhattisgarh and Tamil Nadu offer mixed evidence:

First, there is little to no empirical evidence that providing cash
transfers (monetary incentives) to patients has improved nutritional
support in the medium or long term. Proposals to integrate the DBT
into the NPY program with the Public Distribution System (PDS) can
be considered to improve patients nutritional support and increase
the efficiency of the NPY.
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PDS is probably the largest food subsidy scheme with the aim to improve the
nutritional support of the targeted beneficiaries and low-income households.
The current policy holds food subsidy grains (essential commodities) as the
key to nutrition and food security. The PDS not only aims to improve nutritional
support but also provides the essential commodities at subsidized prices. The
PDS provides assistance to over 800 million people and the union government
allocation is Rs. 215,960 crore (2.15 trillion) under the 2022-2023 union budget
expenditure (Expenditure Budget, Union Budget 2022-2023).

} Second, although TB care is provided free of charge in the public health care
system, some patients incurred some direct and indirect expenses to access
the treatment; at the same time, patients experienced reduced income if they
cannot work.

} Third, empirical evidence revealed cash transfers offered a positive incentive to
complete TB treatment, but there is little evidence to evaluate the effectiveness
of socioeconomic support interventions in TB.

} Finally, in the urban regions, the district stakeholders noted providing cash
transfers has reduced stigma among patients. Yet, TB patients noted stigma
issues prevalentin the community. The patients were worried as the community
might spread more misinformation and may do more harm than good. In
sum, providing cash transfers and considering the synergies between social
protection interventions and TB control programs are effective.

¥
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Giving beneficiaries the choice of multiple payment modalities not only
adds to the beneficiary experience by empowering them; it also stimulates
competition among financial service providers, resulting in lower transaction
and administrative costs, and adds scalability and transferability to
other G2P payment programs. Innovative mechanisms, as well as
digital implementation, allowed for reducing the risk of digital exclusion.

Digital payments and improved
beneficiary experience might allow
the opening of more gateways for
financial inclusion for low-income
households

Under the ADITYA-TB Durg, Chhattisgarh initiative, the Durg District
provides access to gratuitous quality diagnostics, quality consultation,
quality care, drugs, and improved case detection. Private providers,
pharmacists, and x-ray centers play an important role in this project.

In 2021, the district started providing free x-ray vouchers in private registered
x-ray labs for presumptive TB patients. In this case, when a presumptive
patient sees the doctor and certain tests are prescribed, an x-ray has been
prescribed for the patient. The patient's mobile number is taken; a one-time
password (OTP) is generated and the Quick Response (QR) code is sent
to the patient's number, which gets authenticated from the provider’s side.
Thereafter, the TB patient is in a position to utilize the QR code or SMS string-
based voucher of characters, which is shown on the phone. This feature is
supported even in the feature mobile phones and the patient does not need to
have a smartphone. Second, the patient does not need to have a bank account.

The mobile number which is taken for TB patient adherence and for other
follow-ups and visits acts as the authentication for the TB patient.
It is expected that with the x-ray voucher in hand, the TB patient
is more likely to increase TB notifications and early diagnosis,
and to ensure initiation of treatment. Under the project ADITYA,
there are 15 x-ray private registered labs and the private registered lab
owners receive Rs. 200 (~2.4 USD) for every digital x-ray from the district.

Based on the similar principles of the x-ray vouchers. In 2023, the government
is planning to pilot e-RUPI (digital vouchers) in Durg, Chhattisgarh for
NPY. The introduction of digital vouchers offers the potential for lowering
infrastructure costs in the welfare delivery space to curb leakages. It might
be delivered by a QR code or SMS string-based voucher and might not
require a card or net banking. e-RUPI is not interchangeable with cash or
currency and can be redeemed only for the specific welfare case (secure
welfare payment infrastructure) that it has been created for without a bank
account or internet (adapted from Muralidharan et al. 2016). The introduction
of e-RUPI is envisioned to be considered as the alternate cashless and
contactless digital payment mechanism of entitlements for TB patients.
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Payment Mechanisms in Brazil, Mexico,
Mozambique, and Zambia

Brazil & Mexico

In Brazil, the Bolsa Familia
(formally ended on Dec
30, 2021) used a digital

payment system operated
by Caixa bank to deliver
cash benefits to enrolled

families. The program gave
out the program branded
cash card to beneficiaries
upon enrollment. The
program has enrolled
13.8 million families, or
about 48 million people,
and the payment modality
employed is inexpensive
to operate. Brazil's Bolsa
Familia program reduced
its transaction costs of total
payments when it bundled
several benefits onto a
single electronic payment
card (Cull et al. 2014). In
Mexico, the use of digital
payments (debit cards)
increased the savings by 2
percent of annual income
(Bachas et al. 2018). In
addition, 75 percent of the
beneficiaries feel receiving
payment by debit card is
more satisfactory than the
prior methods of transfer.
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Mozambique

In Mozambique, payment
mechanisms occur through
smartcards and mobile
automated teller machines
(ATM), transfers through
mobile money wallets,
digital payments through
the automated payment
system, and cash delivered
through an offline payment
application (Arboleda et
al. 2019; Chimal et al.
2022). Further, by allowing
integration with the
e-INAS (National Institute
of Social Action) social
information system with the
banks and mobile money
organizations, beneficiaries
can choose the most
convenient service provider
for them. Initial results
indicate cost savings up to
20 percent of the average
cash transfer is achievable
compared to other payment
mechanisms.

Zambia

In Zambia, the Girl’s
Education and Women's
Empowerment and
Livelihoods (GEWEL)
program offered choices
of a bank, mobile wallet
account, or a prepaid card
to women, who would then
decide the provider and
the type of account for their
social protection benefit
transfer (Baur-Yazbeck
et al. 2019). Providing
beneficiaries with multiple
payment modalities
from which to choose
empowered them. It also
enabled an environment for
competition in the private
sector to provide better
services at lower rates,
resulting in more money for
the recipients. The program
also set a precedent for
G2P payments for other
social protection and
government cash transfer
programs in Zambia.




Projecting Into
the Future

Alternate Institution

Movement toward e-RUPI allows for an alternative institution solution and
might allow the government to function more efficiently and effectively by
supporting policymaker coordination. e-RUPI in this context could power
functions needed by policymakerstofulfilltheirmundane tasks andtoincrease
flexibility and agility in response to ever-changing financial conditions. The
introduction of e-RUPI digital vouchers could depend on the properties of
technological artifacts and allows better theorizing of the role of information
and communication technology in e-governance reforms. The use of
information and communication technology could offer a new set of structured
sequences and interdependencies, and offers a new way to frame how the
government welfare schemes and processes are executed (adapted from
Kallinikos 2005; Ciborra and Hanseth 1998; Cordella and Tempini 2015).

Regulations

There might be specific concerns on how the point of the finality of a
transaction would be defined in an e-RUPI digital voucher environment.
In addition, there might be concerns in terms of the jurisdiction of different
states and union territories of the underlying data and transactions. In
many jurisdictions, policymakers are best at making their own decisions
about their investments, and social and cultural choices. However,
understanding the regulations is critically important as it provides
the required synergies between state, law, and people, and on how
the economy and society should run (Majone 1994; Phillips 2013).
Joskow (2000) contends that regulations should be considered as a
political instrument to redistribute income rather than correcting market
imperfections. In Black’s terms, regulation is “the sustained and focused
attempt to alert the behavior of others according to defined standards
or purposes with the intention of producing a broadly identified outcome
or outcomes, which may involve mechanisms of standard-setting,
information-gathering, and behavior-modification” (Black 2002). As Black
postulates, understanding regulations from a decentered perspective
can facilitate an understanding of how regulations do and might occur
in societies. Understanding regulations from a point of reference may
be seen more than as law and allows policymakers to consider different
configurations of state, market, and society to deliver public policy goals.
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Infrastructure Requirements

Digital infrastructure might be understood as technical facilities with a collection
of hardware and software components and networks that are required to
enable interoperability and communication among different parties. However,
prior to the implementation of the e-RUPI digital vouchers for NPY scheme,
both the government and policymakers might have to give due regard to the
underlying infrastructure requirements, especially in the low-income states.

Toward Upscaling

Upscaling is recognized as means for “expanding, adapting, and sustaining
successfully implemented policies, programs, and projects in diverse locations
and over time to reach a wider population” (World Bank 2005). In this context,
the shift toward digital vouchers needs to be strategically planned in a social
and technical context. Upscaling requires an innovation process that aims
to accomplish a better service delivery chain for the patients, rather than
imposing additional burdens on the existing direct benefit transfer in NPY.

Morethananythingelse, upscalingmightruninto constraints because the policy,
fiscal, regulatory and legal framework are not supportive in the other regions.
Another limitation that might arise is that other regions might be unwilling or
lack the capacity to create new institutions to operate the program on a larger
scale. Understanding these institutional characteristics would be important
as different regions might reinforce different rules of the game. As noted by
North (1990) (1994), institutions consist of formal rules, informal constraints
(norms of behavior, trust, culture), and the enforcement characteristics of both.

An equal limitation might occur if there might be no clear guidance on
whether to go with existing institutions. This is important as policymakers
might emphasize the need to create new institutions, as those
involved in the initial development of pilot regions might be unwilling to
adjust and carry out the required upscaling process with the existing
institutions. The process of upscaling might require learning by doing
culture, one that values adaptation, flexibility, and openness to change.



Cash transfers have become an increasingly essential form of social
protection for low-income households across LMICs. Estimates have
shown that social protection programs that include in-kind transfers, cash
transfers, vouchers, and others cover over more than two billion people
in LMICs and have allowed the poorest quintile to escape from poverty
(World Bank 2015; World Bank 2018). Bhattacharya and Roy (2021) find
that approximately 40 percent of the low-income households received both
food and cash transfer in India. Likewise, Dréze and Sen (1991) point out
that cash transfers can also assist if aggregate food availability cannot be
increased. There has been a big surge in the number of cash transfer programs
during the COVID-19 pandemic, with social protection seeing an increase
in spending of nearly 270 percent since December 2020 (Gentilini 2020;
Gentilini 2021; Gelb and Mukherjee 2020a and Gelb and Mukherjee 2020b).

The pandemic has also contributed to the way cash transfer programs have
evolved in lieu of registration and delivery of benefits, with considerations
around minimal contact in providing these benefits to vulnerable
populations. There is no standard prescription or a common formula that is
crucial in making a social information system implementation successful.
However, there are several factors and themes which have emerged
in social protection delivery systems that are major contributors to the
effectiveness and efficiency of benefits delivery to the intended populations.

As social transfers expand, it is important to understand the kinds of
transfers (in-kind, cash, and others) in particular which could have important
implications for their effectiveness and distributional impacts. Chhattisgarh
is the first state in India to have allocated funds for providing nutritional
food baskets to TB patients in 2015. After the implementation of DBT in
the NPY in 2018, the state of Chhattisgarh, however, preferred continuing
with providing nutritional food baskets for TB patients. The package
included Rs. 500 (~6.50 USD) as the monetary incentive provided by
the national government and Rs. 250 (~3.25 USD) in the form of nutritious
food basket provided under the state budget, Government of Chhattisgarh.

A total in-kind nutritious food basket transfer of Rs. 750 (~9.75 USD) was
provided to TB patients. However, the nutritious food basket deliveries to the TB
patients faced delays due to the disruption in the food supply chain and tender
(procurement) process. As well as the quality of the food basket commodities
was par below for the TB patients. As aresult, DBT was introduced for TB patients
in 2019-2020. The state of Chhattisgarh now is in consideration of increasing
the cash transfer size (that is through the state government funds) along with
the current monetary incentives of the National government. It is expected that
the change toward increasing the cash transfer size and continuing to provide
direct benefit transfer will allow the patients to choose their own consumption
basket as well as avoid procurement delays to provide in-kind food baskets by
the stakeholders. In Chhattisgarh, the senior treatment supervisors along with
TB health visitors and TB champions conduct the required follow-ups with the
patients. Senior treatment supervisors, TB health visitors, and TB champions also
inform the patients of the monetary incentives credited to their bank accounts.
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The development community remains divided on the merits of cash transfers,
in-kind transfers, and vouchers for the beneficiaries. Baird et al. (2011, 2012,
2014) and Rawlings and Gloria (2003) are persuasive in arguing that cash
transfers improve the odds of low-income household children being enrolled
in and attending school compared to the non-cash transfer program. Fiszbein
et al. (2009) argue that providing conditional cash transfers (CCT) has
improved the lives of low-income households. They also point out that CCT
allow redistribution of income to low-income households. Glassman et al.
(2007) emphasized on providing conditional cash transfers reduced out-of-
pocket expenditures for low-income households. Das et al. (2005), however,
point out that the use of CCT exhibits tensions between the efficiency and
equity objectives. Bellows et al. (2009) find the potential of voucher programs
appears positive with the beneficiaries. Obare et al. (2013) go further and
argue that births occurring after the introduction of vouchers for low-income
household women received better-skilled care during delivery, and more
deliveries at health facilities, compared to the communities that had not been
exposed to the program. Banerjee et al. (2021) point out that the movement
fromin-kind transfers to vouchers allowed concentrated beneficiary assistance
and considerable impacts on poverty reduction. Svedberg (2012) advocates
in favor of in-kind food nutritional baskets for the beneficiaries. Alderman et
al. (2018) and Gentilini (2016) point out that context matters in the selection
of cash transfers or in-kind food nutritional baskets. Along these lines, field
visits and discussions with the key informants revealed that TB patients have
experiencedlosseswith both cashtransfers andin-kind nutritional food baskets.

The Case of Bolivia

Since late 2008, Bolivia has been making efforts to expand its coverage for
the Renta Dignidad, a non-contributory universal pension social protection
program. As part of the program, monetary incentives are provided to
all people over the age of 60. The Renta Dignidad program makes one
of the most significant transfers in terms of expenditure, more than Bolsa
Familia in Brazil and Progressa in Mexico. This program makes the payment
made in cash or in-kind, and beneficiaries may voluntarily accumulate
monetary incentives for up to 12 months, beyond which obligations cease
to be valid. Escobar et al. (2013) and Bottan et al. (2020) in their studies
present that Renta Dignidad reduced the poverty incidence and had
positive impacts on resilience and food security for low-income households.




At a broad level, the purpose of human resources is to manage the workforce
in such a way that the NPY goals are addressed through a collaborative
approach. At least ten areas of added attention for policy makers emerged relating
to human resources, financing, and infrastructure at the district level. These areas of
added attention represent the different needs and goals of the NPY:

} There are insufficient numbers of senior treatment supervisors in the high
burden TUs. There was also an expressed need for more public private
coordinators, district program coordinators and DBT experts in some of the
states and districts.

} Most district contractual staff, such as the senior treatment supervisors,
district program coordinators, district accounts officers, and public private
coordinators, are paid meager salaries; have little to no opportunity for
professional advancement; and are not covered by health insurance. District
contractual staff are overworked as they support an increasing number of TB
patients in high burden private and public TUs. For example, one of the senior
treatment supervisors reported that as his caseload increases, the number of
grievances also increase due to SNA issues, deduplication of bank accounts,
and incorrect phone numbers, however, remuneration stays the same.

} Different stakeholders will have different values; participatory techniques can
help create a shared vision of NPY outcomes and processes.

} There is a need to maintain and develop senior treatment supervisor capability
for current and future caseload management; and improve the capacity of
district stakeholders.

} The introduction of mobile applications for route planning and activity
scheduling for senior treatment supervisors will allow to improve efficiency in
the short, medium, and long term.

} Improving district officials staffing patterns might influence patient care and
service delivery in the NPY. Future exploration of district-level-part time
staffing might be considered to understand both positive and negative effects
for patient experience of care and service delivery in the NPY, in particular
to examine if the results line up with positive effects. Part-time employment
at the district level offers advantages in terms of specialized skills, possibly
because such arrangements might contribute to a more positive environment.
Future exploration might examine the multiplicative and nonlinear effects for
part time staffing at the district level. As such, district officials need to carefully
examine the staffing flexibility, staffing levels and skill mix in ways to examine
how part time staff perform their roles and responsibilities. In addition, district
officials might need to consider the staffing levels and skill mix ratios that
are already at points of diminishing returns suggesting further investments in
human resources.

} Mechanisms to enhance accountability would not only allow improved human
resources in the NPY; they also offer an entry point for more meaningful
patient care experience in shaping the nature of provision and enhancing
service responsiveness to the state and district needs. The use of these
accountability mechanisms might strengthen the capabilities to respond to
new accountability mechanisms. However, this brings with it an important
governance question. What kind of better governance tools may be employed
which may allow to regulate answerability between the different levels of the
health system?
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Some key informants suggested changing the prevalent recruitment policies
from contractual to open full time to enhance job security and motivation.

Most district contractual staff-such as the senior treatment supervisors,
district program coordinators, district accounts officers, and public private
coordinators-are paid meager salaries; have little to no opportunity for
professional advancement; and are not covered by health insurance. District
contractual staff are overworked as they support an increasing number of
TB patients in high burden private and public TUs. For example, one of the
senior treatment supervisors reported that as his caseload increases, the
number of grievances also increases due to SNA issues, deduplication of
bank accounts, and incorrect phone numbers, but not remuneration.

Improving the contractual staff workforce situation is critical. The need to keep
salaries consistent for the contractual staff across the states under the various
health programs was proposed. For example, one key informant reported
that remuneration for staff with seventeen years of professional experience
under the TB program is less than for staff with six years of experience under
other health programs. Moreover, the key informant noted that the salary
structure of the senior treatment supervisor in Chhattisgarh is lower than the
senior treatment supervisor salary structure in Madhya Pradesh.

States and districts can experiment with results based financing to improve
motivation and performance among the contractual staff. Results based
financing can be based on the achievement of intermediate outcomes
and implementation performance, that are aimed at increasing efficiency
among the contractual staff. Building this capacity and knowledge might fully
leverage the human resources in health, ensure aggregate fiscal discipline
and strategic allocation of resources and efficiency in the health sector
(Adapted from Gurazada et al. 2022). Results-based financing programs in
the health sector have seen a rapid expansion across LMICs (Mutasa et al.
2021; Fritsche et al. 2014; Dong 2019; Smith and Nguyen 2013). Gertler and
Vermersch (2012) in their study examined the effect of providing performance
based incentives for health providers in Rwanda. Gertler and Vermersch
results suggest that providing performance-based incentives increased
the marginal return to the effort of the health providers. The results based
financing programs have also been pioneered in the education sector, with a
proportion of more than 40 percent education sector results based financing
programs specifically in South Asia.

Before implementation, it is essential that the states and districts officials
are committed to the results based financing scheme for TB support
programs. Implementation is of little use without the officials willingness and
empowerment to act on results. And without specialized managerial and
statistical skills, and to understand the local formal and informal norms.

The duplication engine in the Ni-Kshay Information System is based
on the TB patient’s gender and phone number. At times, this becomes a
challenge in multiple ways, as patients could use a different mobile number
to register again, and the genuine patients may not be able to get notified
if they only have one mobile number, that is, in the case of a family with
multiple TB patients. When the same mobile number is used to register in
Ni-Kshay, the system marks it as a duplicate. This issue may be resolved
through an additional layer of authentication, such as through a one-time
password-based approach for validating patients through one mobile number.



A patient may also miss out on a benefit or not get notified in Ni-Kshay, in case, there is only one bank
account available for a family with multiple members diagnosed with TB, for example, if a parent and
child are both diagnosed with TB, and the family only has one bank account. This specifically becomes
a problem for marginalized groups, where opening a new bank account is a hassle or not feasible.
However, the program does offer a provision to take the consent of the patient and transfer the benefit
to a bank account in the name of a blood relative. Another issue observed is multi-dose shopping,
where a patient may purchase medicine, example, schedule H1 drug, from a pharmacist, but if they
are not cured, they will go to public sector hospitals to get notified again.

NPY benefits are delivered through the GOI’s well-developed DBT scheme. The DBT architecture
has gone through major interventions over the past several years to improve the overall experience for
the program implementation agencies and ease for beneficiaries (Figure 29). The NPY DBT scheme
has the potential to improve further and move toward a more TB patient-centric design through policy
level and operational level enhancements. The empirical evidence and analysis conducted based
on the chosen case studies present the current gaps and shortcomings in the different components
of the NPY DBT delivery system and provide recommendations for each component for policy-level
interventions, and operational level implementation.

Figure 29:

Direct Benefit Transfer (DBT) Workflow for Patient Enrollment and Benefit Creation and Credit in Ni-Kshay
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For example, there is a need for effective communication and sensitization
of vulnerable and marginalized groups (example TB patients who are
migrants). The lack of effective communications outreach is backed by the
Ni-Kshay data as, on average per year, 20 percent of the notified patients
have incomplete details in the Ni-Kshay Information System.

Portability promotes the capability of the social information system
with little or no modification to be executed in different environments.
In the Ni-Kshay Information System, the transfer in and transfer out channel
allows for the transfer of patients within the same and other districts as well
to another state for the continuity of the medical care. Follow-up of transfer
patients is important to the continuity of care for the patient. Some districts,
however, face challenges with the influx and outflux of migrants, particularly
given that some migrants provide old mobile numbers and incorrect residential
addresses. The transfer of patients usually occurs after weeks or a month
in the Ni-Kshay Information System. These contributors, at times, have led
to an increase in the payment processing times and discontinuation of care.

Low-income TB patients opened zero balance bank accounts to
receive monetary incentives for nutrition support. Observations from the
field visits revealed that some patients preferred DBT to in-kind transfers.
Satisfaction in the NPY and trust in the financial institutions were more if
the first and second monetary incentive arrived on time. For some patients,
the financial institutions were less than two km away. Distance to a financial
institution reduces the net savings on health visits on average. Previous
studies also have found that a 1 km reduction in road distance corresponds
to a 28 peso increase in net savings (Bachas et al. 2018).

SUMMARY

In conclusion, differences across the three states can be attributed to
service delivery, processing times, adaptation of new technologies, and
failed transactions. These results are consistent with the findings from other
regions (Bharti 2021; Ernst and Young 2019; Joshi 2021; News18 2021;
Sathish 2021; Thevar 2021; TNN 2021; The New Indian Express 2021;
Pandey 2021; Patel et al. 2019; Nirgude et al. 2019; Kumar et al. 2018;
Yasmeen 2018). Further, the results suggest that an increased processing
times may hurt welfare support and dilute its general equilibrium effects
for low-income households, especially the poorest quintile. Consequently,
this might underscore the importance of building state capacity for better
implementation of social protection programs in low-income states.




SECTION IlI:
POLICY-LEVEL
RECOMMENDATIONS

This paper bridges the evidence related to social protection and health
systems for NPY. The identified gaps are categorized under existing
gaps in knowledge with regard to human resources, service delivery,
and social information systems (Table 5). A range of stakeholders and
development partners can jointly commit to addressing the identified
gaps and document the best practices for policy diffusion across different
regions to improve the service delivery, and human resources in NPY.

This paper also provides recommendations on system-level changes
that overlap with policy-level interventions, such as:

(i) Reassessing and improving the deduplication methodology;

(i) Creating a more integrated information system through
interoperability with other health, social
protection, and administrative systems;

(iii) Devising an integrated grievance redressal mechanism for
better case handling of TB patients; and

(iv) Incentivizing district staff to regularly update and log
complete information of TB patients in Ni-Kshay for better
monitoring.

Other important policy-level recommendations include:

(i) Providing TB patients with multiple options to receive
their benefit; and

(i) Surveying the consumption of benefits by TB patients
and establishing the benefit is being utilized for the
appropriate purpose, that is, on nutrition.

Arange of stakeholders and
development partners can
jointly commit to addressing

the identified gaps , ,
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Table 5:

Recommendations

Key Area

Human resources
(contractual staff)

Payments system

Communications

Intake and
registration

Identified Gaps

Some districts require more senior
treatment supervisors (STS) to
handle the caseload management
of tuberculosis patients

Some districts require more lab
technicians for the diagnosis of
tuberculosis

TB patients do not have the option
to choose how they will receive their
benefit. Patients can only use their
bank accounts to receive the NPY
benefit

There is a lack of awareness about
the program requirements, as per
year on average about 20 percent of
notified TB patients have incomplete
details in Ni-Kshay Information
System

The deduplication methodology is
not based on biometrics and hence
is not foolproof. The DBT program
has recently integrated Ayushman
Bharat Health Account (ABHA)
number with Ni-Kshay, but it is not
mandatory
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Recommendations

Initiate policy discussions and
processes to complete
discussions

Introduce multiple payment
modalities to make payments to
TB patients. These may include
e-RUPI, cash cards, mobile
money, and vouchers

Sensitize TB patients to
increase understanding about
the program requirements

and advantages. Effective
outreach and communications
campaigns to reduce the stigma
attached to TB and for TB
patients to be aware of the NPY
benefit

Linking the ABHA number with
Ni-Kshay is a positive direction.
Initiate discussions and plans
to move toward a biometrically
driven verification and
deduplication methodology

Responsibility

MOHFW, States,
Districts

MOHFW, GOI

MOHFW, States,
Districts

MOHFW, Software
Vendor(s)




Key Area

Eligibility and
enrollment

Benefit (cash
transfer) size and
service package

Notification and
onboarding

Beneficiaries
compliance,
updating, and
grievances

Identified Gaps

Tuberculosis patient adherence,
tuberculosis patient follow up,
tuberculosis patient drug refill are
optional checks and not mandatory,
which may contribute to increases
in tuberculosis patient dropouts and
loss to follow-up

The Rs. 500 (~6.5 USD) benefit
was determined at the start of
the program in 2018 and has
not changed since. Empirical
observations observed through
this paper will allow conducting
a formal evaluation to determine
if the benefit amount suffices the
need of the tuberculosis patient
for adequate nutritional support
(demand-side policy intervention)

The onboarding modalities include
SMS only to tuberculosis patients.
It does not include in-person or
printed mail notifications

Need for integrated case
management (grievance redressal)
system in Ni-Kshay to effectively
log all patient grievances and
communications and to

escalate them to the appropriate
department/office for follow up

Recommendations

Regular and periodic updates
of the patient’s treatment details
in Ni-Kshay, incentivizing the
staff to make these updates for
better monitoring; similar to the
treatment supporter scheme

Conduct a review of the benefit
size and a survey of tuberculosis
patients and revisit the benefit
amount determined for the
program

Incorporate additional modalities
of updating/notifying tuberculosis
patients. Orientation sessions
for beneficiaries to get them
acquainted with an operational
understanding of the program,
benefits, payment, and service
provision schedules, their rights
and responsibilities, and how to
file grievances

Integrate Ni-Kshay Sampark
with the Ni-Kshay Information
System for an effective
grievance redressal mechanism.
Appropriate training is required
for the state and district staff

HNP Discussion Paper | 2022 73

Responsibility

States, Districts

MOHFW, States,
Districts

MOHFW, States,
Districts

MOHFW, Software
Vendor(s)




Key Area

Eligibility and enrollment

Benefit (cash transfer) size
and service package

Notification and onboarding

Beneficiaries compliance,
updating, and grievances

Consumption
patterns
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Identified Gaps

TB patient adherence,
patient follow up, patient
drug refill are optional
checks and not mandatory;
this option may increase
TB patient dropouts and
loss to follow-up

The Rs.500 (~6.5 USD)
benefit was determined

at the start of the program
in 2018 and has not
changed since. A formal
evaluation can determine
the benefit amount suffices
the need of the TB patient
for adequate nutritional
support (demand-side
policy intervention)

The onboarding modalities
include SMS only to TB
patients. It does not include
in-person or printed mail
notifications

Need for integrated case
management (grievance
redressal) system in
Ni-Kshay to effectively log
all patient grievances and
communications and

to escalate them to the
appropriate department/
office for follow up

Lack of a study and overall
perspective of how the
nutritional benefit is being
consumed by TB patients.
Also, because payments
are transferred directly into
a personal bank account,
it is not possible to track
consumption patterns for
the NPY benefit

Recommendations

Regularly and periodically
updates of the patient’s
treatment details in Ni-
Kshay, incentivizing the
staff to make these updates
for better monitoring
(similar to the treatment
supporter scheme)

Conduct a review or
research on benefit size
and revisit the benefit
amount accordingly to
improve participation and
impact

Incorporate additional
modalities of updating/
notifying TB patients.
Orientation sessions

for beneficiaries can
acquaint them with an
operational understanding
of the program, benefits,
payment, and service
provision schedules, their
rights and responsibilities,
and how to file grievances

Integrate Ni-Kshay
Sampark with the Ni-Kshay
Information System for

an effective grievance
redressal mechanism.
Appropriate training is
required for the state and
district staff

Conduct surveys at the
state and district levels of
beneficiaries to identify
consumption patterns and
how the NPY benefit is
utilized by TB patients

Responsibility

States, Districts

MOHFW, States,
Districts

MOHFW, States,
Districts

MOHFW, Software
Vendor(s), States

MOHFW, States,
Districts




Key Area

Governance

Capacity building of district
stakeholders (DPC, PPC,
DAO, STS)

Transfer of funds
without delay

Payment and settlement
systems

Identified Gaps

Tracking of budget
allocation is presently

implemented across states.

Creating mechanisms
for more accountability is
required

More training is required to
resolve errors in the
Ni-Kshay Information
System

Delay in the transfer of
funds led to the increase
in grievances cases; in
particular, fund release
processes are not well
understood by district
stakeholders

The incentives credited
are specified using the
transaction ID. Patients,
at times, find it difficult to
recognize the entitlements
credited in their bank
account

Recommendations

Ensure stakeholders on all
sides are accountable

Organize appropriate
training programs related
to PFMS, SNA, Ni-Kshay
Information System and
budgeting with clear and
adequate examples

Conduct effective training
with regard to Ni-Kshay
Information System on fund
disbursement processes
(district level)

Consider crediting
incentives in the name of
the district or state health
society rather than via the
patient’s transaction 1D

Responsibility

Ministries, States

States, Districts

MOHFW, States,
Districts

Software Vendor(s),
MOHFW, States,
Districts

Financial inclusion is a structural challenge that must be addressed. Despite the increase in the opening
of accounts in financial institutions among low-income households thanks to the Jan Dhan-Aadhar-Mobile
(JAM) trinity, Pradhan Mantri Jan Dan Yojana (PMJDY), and the proliferation of small finance banks and
micro-finance institutions, financial institutions are still often inaccessible to low-income TB patients. Nimble and
specialist non-bank business models catering to the first and last mile in North-east and low-income states must
be nurtured, albeit in ways that keep the overall accessibility of financial institutions reachable to TB patients.

The Ni-Kshay Information System has limited interoperability, and the database is not connected to other
cash transfer programs for data exchange. The system is integrated with PFMS, however, it is not integrated
with other external platforms, example, mobile network operators to verify mobile numbers in real-time. Exploring
the possibility of integrating with other social protection databases for sharing of information, example, health
programs and other cash transfer programs like Jan Dhan Account, e-Shram, old age pension, and widow
pension. With ABHA integration in Ni-Kshay, this would pave the way for the sharing of program information with
other databases connected with ABHA. Interoperability with other databases could provide real-time verification
to improve efficiency of the delivery system, and to inform program administrators on the holistic health details
of the patients. Integration of different databases would help drive data standardization across programs.
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For further exploration, analysis of additional indicators, for example,
such as benefits payable vs. benefits paid, single benefits paid vs. all
benefits paid, received benefits vs. those who forfeited benefits with
demographics and epidemiological characteristics; and treatment
outcomes would be beneficial (at the national, state and district level). It
would be beneficial to include this and other indicators from the Ni-Kshay
Information System as part of the assessment and data analysis for future
exploration, which will provide additional insights into the delivery system
performance. There is another additional indicator logged in the Ni-Kshay
Information System, the benefits credit date, which is not part of the dataset
analyzed. The benefit credit date differs for each patient in the Ni-Kshay
Information System and extracting the data requires further investigation.

Cash transfer (that is, benefit) size is strategically important to
service delivery and reducing food insecurity gap in social protection
programs. Determining the appropriate cash transfer size is important,
and will need to be defined, sized, and cost in relationship to supply-side
readiness and availability of funds. A cash transfer that is overly generous
but cannot be delivered due to insufficient funds might lead to a delay in
the delivery of monetary incentives for beneficiaries. Likewise, if there
are additional funds but the social protection program is not equipped to
channel the funds for beneficiaries, the program will run into a problem
of poor absorptive capacity. A key reform will be to undertake system and
financing reforms in tandem with one another, such that reforms in multiple
areas such as service delivery, human resources, governance, financing,
and information system infrastructure will support each other rather than
create unintended disconnects across the other pillars of the health system.

Cash Transfer (Benefit) Size
and Structure

There is no one-size-fit solution to setting the cash transfer (benefit) size, since
most social protection measures are anchored to the program objectives.
One solution aims to provide households with at least one meal per person
per day and links to the benefit size accordingly. Other approaches have
been to reduce the poverty gap or food insecurity gap. Since most social
protection programs have nutrition improvement or food security as one of
the key objectives, the cost of a meal or the poverty line is the most standard
reference point used to set the benefit size. Policy makers also need to
ensure a meaningful benefit transfer size that should be sensitive to the
size of transfer as a share of consumption among the patients households.
Varying the transfer size according to patients household size or a flat
increase in the transfer size is another key element that can be considered.




After over a decade, India is proposing changes in its data and
information technology laws. The GOl acknowledges that data
protection law must not create fractures in the development of
the Indian economy. The Indian healthcare system presents a series
of spectrum landscapes, and there is huge potential to collect more
accurate and complete patient information. Access to individual TB patient
data will allow for program evaluations to compare the effectiveness
of locally targeted strategies against nationally standardized ones.

Access to individual patient data will allow policymakers and researchers
to examine holistic views of patients and patient journeys, cash transfer
methods, and advanced treatment methods, as well as to personalize
treatments, improve private sector engagement, and enhance health
outcomes. Using machine learning algorithms, analysis of patient
data will further contribute to a better understanding of the correlation,
causal factors, and indicators in the Ni-Kshay Information System.

Public and private sector decision-makers will also get a chance to assess
risk factors, trends across different geographical regions and population
groups, and the quality of provided services that might lead to stronger
institutions. This might also lead to further improvements in service
delivery, validation, and verification of patients, payment processing times,
authentication of payments, and last mile connectivity in the NPY program.

' ! Access to individual patient
data will allow for further
Improvements in service delivery,

payment processing times, and
enhance health outcomes
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