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ABSTRACT 

This dissertation evaluate the Impact of GIPSA-Approved PPN Hospital Networks on the 

Efficiency and Patient Satisfaction in  Cashless Health Insurance Claims. The study is 

prompted by the increasing demand to determine if the systematic and organized processes 

under the PPN model provide practical benefits over the age-old reimbursement-based claims, 

which are commonly beset with delays, documentation problems, and financial hardship for 

patients. 

The research employs quantitative and qualitative methods, such as surveys with patients 

admitted to hospitals and interviews with main stakeholders like hospital administrators, 

Third Party Administrators (TPAs), and insurance desk officials. Information gathered in 

hospitals of Gurugram—a fast-developing urban area—places a focus on essential operational 

variations. Cashless claims through the PPN model were much more efficient, with an average 

TAT of 3.9 hours against 26.5 hours for reimbursement claims. The rate of approval was also 

higher in the case of cashless claims (94%) than reimbursement (85%), because of the 

electronic pre-authorization processes and uniform treatment packages under the PPN system. 

Reduced out-of-pocket expenditure on patients availing themselves of cashless treatment is 

one of the findings of the study. Approximately 95% of cashless claimants indicated that they 

had zero out-of-pocket expense at admission, while 65% of the reimbursement patients 

needed to use personal loans or savings to meet initial cost of treatment. This directly reflected 

on overall patient satisfaction, with individuals experiencing cashless hospitalization rating 

their experience significantly higher (average rating of 4.1 out of 5) compared to those who 

received reimbursement (3.2 out of 5). 

Apart from patients' views, the study also delves into the effect of the PPN model on insurers 

and healthcare providers. Although the model provides operational benefits and efficient 

workflows to the hospitals and TPAs, certain issues like package rate-fixed and coverage 

constraints persist. Policymakers and regulatory authorities like the IRDAI need to extend 

PPN networks to Tier 3 and Tier 2 cities and make digital claim management systems 

compulsory in every hospital, according to the study. Efforts such as "Cashless Everywhere" 

and Common Empanelment Platforms have the potential to minimize claim differences and 

promote equitable access to insurance benefits. 
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Care Health Insurance Ltd (its previous name being Religare Health Insurance, incorporated 

July 2012) is a dedicated health insurance firm in India. It is a part of the listed diversified 

financial services group and the promoter and majority shareholder of Religare Enterprises 

Ltd (REL). Its head office is located in Gurugram, Haryana. Within a short time it has 

established a pan-India footprint: by 2024 it had ~260 branches and had around 9,500 

employees, covering over 9 crore insured lives and settling ~58 lakh claims till date. Care is 

well known (industry recognitions and media) as India's second-largest independent health 

insurer. Its cashless network of providers crosses 21,700 hospitals across India. 

 

Care Health Insurance deals only in the health and wellness business, selling a variety of risk 

products related to health to retail and corporate clients. Its business model is built around 

direct and digital distribution, technology-facilitated service, and value-added benefits. All 

the key offerings – individual/family health, top-up, critical illness, maternity, travel 

insurance, personal accident, and group health/PA schemes – are developed with "reward for 

healthy living" benefits and customer-focussed benefits. For instance, Care Ultimate plan 

singly pays back one year's premium upon five consecutive claim-free years, and offers bonus 

cover increases. Care focuses its strategy on investment in technology (mobile app, online 

underwriting, AI-based claims) and high service quality. Consequently, it keeps strong 

solvency and combined ratios (solvency 

~1.74x, combined ratio≈95%), which are consistent with REL's governance-backed capital 

support. It plans to increase its market share by increasing digital and offline reach, taking 

advantage of REL's distribution network (banks, NBFCs) and deepening penetration in 

underpenetrated segments (senior citizens, rural). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Chapter 1: Introduction 



India's health insurance landscape has witnessed substantial growth over the past decade, 

driven by rising healthcare costs, an expanding middle class, and increasing awareness about 

financial protection against medical emergencies. Health insurance premiums in India were 

projected to increase significantly, from approximately US$15.99 billion in 2024 to over 

US$38 billion by 2032 (Insurance Business Magazine), highlighting the growing demand for 

health coverage. Notwithstanding these reassuring statistics, insurance penetration is still 

fairly low, with only ~3.7% of GDP being represented by premiums, and still a major 

proportion of the Indian population either being uninsured or underinsured (Business 

Standard). 

Both public and private insurers offer health insurance in India through retail (individual) and 

corporate (group) policies. One of the salient features of the corporate and retail health 

insurance industry is cashless hospitalization enabled by insurer-hospital alliances. To 

simplify the process and manage growing medical expenses, insurers—particularly public 

sector insurers under the General Insurance Public Sector Association (GIPSA) have 

embarked on adopting the Preferred Provider Network (PPN) model. The PPN is a pre-

specified list of hospitals agreeing to pay fixed, pre-negotiated package prices for a list of 

routine and elective procedures, including angioplasty, hysterectomy, and kidney stone 

surgery. The hospitals provide cashless treatment, with the insured patient not needing to pay 

directly and being treated while the insurer reimburses the hospital. 

GIPSA's PPN is the most notable and organized representation of this model, comprising 

approximately 500–550 hospitals across India (Pazcare). At such hospitals, patients have 

access to cashless benefits subject to pre-authorization by the Third-Party Administrator 

(TPA) or the insurer. However, if the patient decides to go to a non-network hospital, then he 

has to pay cash and claim reimbursement, which is usually coupled with longer settlement 

periods, additional paperwork, and higher financial outgo. 

Although GIPSA's PPN model is desirable on a theoretical basis as far as cost containment 

and operational effectiveness go, it has also generated issues and conflict. For the insurers, 

fixed-rate packages stop insurers from overcharging and capping their costs in an uncontrolled 

private healthcare sector. Private hospitals counter that such rates usually do not allow for 

improvements in medical technology, inflation, or differences in individual case complexity. 

Consequently, several hospitals have opted out of the PPN scheme, thereby restricting 

patients' access to cashless care. 

In addition, statistics from the IRDAI Annual Report (2022–23) reveal that just 56% of health 

claims were handled through the cashless channel, suggesting partial utilization of the 

cashless system. Causes for this are limited patient awareness, restricted empanelled hospital 

coverage, and procedural inefficiencies. Industry estimates indicate that some 63% of 

customers prefer a cashless claim, but some 37% continue to be based on reimbursements, 

largely as a result of treatment at non-network hospitals (Indian Express). 

The "Cashless Everywhere" initiative launched by the General Insurance Council in 2024 

aims to expand cashless access across all hospitals, irrespective of their empanelment status. 

However, adoption has been slow due to concerns around rate negotiations, transparency, and 

infrastructure readiness (The Hindu). 



From a patient’s perspective, the distinction between cashless and reimbursement claims 

significantly impacts satisfaction levels. Cashless claims typically involve less paperwork, 

shorter turnaround time (TAT), and no upfront financial burden, contributing to a smoother 

experience. Conversely, reimbursement claims can be cumbersome, requiring extensive 

documentation and leading to delays in claim settlement. Some studies have shown that a 

significant portion of patients (around 70%) undergoing reimbursement claims had to borrow 

money or liquidate assets to cover treatment costs in the interim. 

In all, the GIPSA-approved PPN model is one of the most important cost-containment 

measures in India's health insurance system, encouraging cashless access at standardized 

rates. Although it offers obvious advantages in administrative efficiency and patient 

satisfaction, its narrow network, hospital resistance, and restrictions on choice have fueled 

controversy and controversy among stakeholders. These tensions underscore the imperative 

for a detailed assessment of how this model impacts claim process efficiency and patient 

experience, particularly relative to the reimbursement pathway. 

 

Problem Statement 

The launch of the GIPSA-approved Preferred Provider Network (PPN) model was aimed at 

increasing the efficiency of health insurance claims processing and lowering out-of-pocket 

costs for patients through provision of cashless treatment at predetermined package rates. In 

reality, the model has encountered a number of operational and stakeholders that undermine 

its effectiveness and erode concerns regarding patient equity and access. 

On the one hand, insurers contend that the GIPSA model limits healthcare inflation and 

minimizes the risk of overbilling by imposing standardized treatment prices across hospitals. 

In the absence of an overall price regulator in the healthcare sector in India, the PPN model 

serves as a cost rationalization mechanism, which guarantees that similar procedures are 

charged uniformly across hospitals. 

Meanwhile, private hospitals and professional groups have opposed the PPN model, arguing 

that the package rates do not represent actual costs of new medical technologies, inflation, or 

the actual level of complexity of a procedure. The disagreement has resulted in boycotts, 

withdrawal of hospitals from the network, and even lawsuits. For example, in the context of 



a statewide hospital boycott in Karnataka, policyholders by the thousands found themselves 

cut off from cashless benefits, resulting in delays, financial loss, and serious dissatisfaction 

among patients (Times of India). 

From the patient's perspective, the cashless/reimbursement binary produces an uneven 

experience. Though cashless treatment in PPN hospitals usually implies quicker sanctions, 

lower cost, and heightened satisfaction, this is only accessible to those hospitals in the 

approved list. For patients availing treatment at non-PPN hospitals, payment must be made 

upfront and later claimed as reimbursement—a process that can be complicated, time-

consuming, and economically straining. There have been many reports that attest to instances 

where reimbursement had taken weeks or months, or high-interest loans had to be taken to 

pay for immediate treatment, particularly for costly or emergent procedures like cancer 

treatment or cardiac interventions. 

Even with high overall approval rates (94%) and satisfactory satisfaction levels (86%), 

according to reports by Express Healthcare, closer scrutiny has shown discrepancies in claim 

settlement processes, particularly between cashless and reimbursement options. These 

lacunae highlight the fundamental trade-offs in GIPSA's PPN model: while the model 

encourages cost-effectiveness and pre-authorization of care at network hospitals, it could 

equally constrain patient choice and slow down out-of-network treatment. Additionally, 

hospital administrators and insurance desk workers indicate substantially smoother processes 

and reduced TAT for cashless claims versus reimbursement, often involving exhaustive 

verification, longer cycles, and higher levels of dissatisfaction. 

Therefore, the core issue is that the empirical effect of the GIPSA PPN model in the real world 

on health insurance claim efficiency and patient satisfaction continues to be unclear and 

disputed. Divergent accounts by the respective interests of insurers  point towards empirical 

inquiry. 

This research then seeks to bridge this important knowledge gap by analyzing the comparison 

between the GIPSA PPN system and the reimbursement claim model, both in terms of claim 

processing timelines (efficiency) and user experience (patient satisfaction). Integrating 

patient, insurer, and hospital staff data, the study will present an exhaustive overview of the 

effectiveness, constraints, and real-world implications of PPN-based cashless healthcare in 

India 

The General Insurance Public Sector Association (GIPSA) is a consortium formed by four 

government-owned general insurance companies in India—New India Assurance, Oriental 

Insurance, United India Insurance, and National Insurance Company. The primary objective 

of GIPSA is to simplify the provisioning of health insurance, rationalize costs, and bring about 

structural efficiencies in India’s group health insurance ecosystem (IRDAI, n.d.). GIPSA 

plays a pivotal role in shaping the group health insurance market, particularly for public sector 

employees and corporate insurance holders. 

A significant innovation introduced by GIPSA is the Preferred Provider Network (PPN) 

model. This managed care initiative was developed to curb escalating healthcare costs, 

standardize treatment pricing, and streamline the health insurance claim process. Under this 

model, GIPSA enters into formal agreements with select hospitals to provide treatments at 

fixed package rates for defined medical procedures. These rates encompass all-inclusive 



treatment expenses, including room charges (standardized by category), physician and 

surgeon fees, operation theatre and anesthesia charges, prescribed consumables, and pre- and 

post-operative diagnostics (GIPSA, 2023). 

The objectives of the PPN framework are threefold. Firstly, it aims to ensure cost containment 

by capping hospital charges for common procedures such as cataract removal or 

appendectomy, preventing overcharging and variability. Secondly, it seeks to promote 

transparency and predictability so that insured individuals are informed in advance about their 

entitlements and financial liabilities, reducing billing disputes. Lastly, it enhances operational 

efficiency by accelerating the authorization and discharge process through standardization, 

thus shortening hospital stays and reducing administrative friction (Sharma & Kapoor, 2021). 

One of the primary advantages of the PPN model is the cashless hospitalization feature, which 

allows insured individuals to undergo treatment without making any initial payments, 

provided the hospital is part of the PPN list. If patients opt for treatment outside the PPN 

network, they are generally required to follow the traditional reimbursement route, which 

involves paying the full bill upfront, submitting comprehensive documentation, and awaiting 

claim approval and reimbursement. This bifurcation supports GIPSA’s strategic goal of 

encouraging treatment within its preferred network and minimizing administrative 

bottlenecks (IRDAI, 2022). 

As per available industry data, the PPN network includes over 550 empanelled hospitals, 

primarily located in urban areas such as Delhi, Mumbai, Bangalore, Chennai, and Hyderabad. 

These hospitals are mandated to follow tier-based room rent structures, which are consistent 

across all network hospitals for specific procedures. Hospitals are also subject to regular 

compliance audits and may be de-empanelled if they breach billing norms or fail to meet 

service standards (Policybazaar, 2023). 

The PPN model is predominantly applicable to elective (planned) procedures. Emergency 

treatments—especially those that must be performed in non-network facilities due to time or 

location constraints—are often handled under reimbursement provisions, though subject to 

insurer discretion and policy terms. 

The benefits of this model include: 

 

Uniformity 
and 

Fairness

Fraud 
Prevention

Fewer 
Legal 

Disputes

Improved 
Patient 

trust



• Standardization of care costs, promoting fairness among insured patients receiving the same 

procedure. 

• Fraud prevention, since fixed prices limit scope for inflated claims. 

• Reduced legal disputes, due to greater clarity and mutual agreement on tariffs. 

• Enhanced trust, as policyholders feel better protected against financial exploitation. 

However, several challenges persist: 

• Limited hospital participation, particularly from premier private hospitals, which argue that 

fixed rates do not reflect actual costs, account for inflation, or accommodate advanced 

technologies. 

• Urban-centric network, limiting access for rural or semi-urban beneficiaries who must resort 

to reimbursement-based claims. 

• Inflexible pricing, which may not adequately cover complications or extended care needs, 

potentially underfunding actual treatment. 

• Lack of awareness, as many policyholders remain uninformed about PPN benefits, resulting 

in missed opportunities for cashless treatment and unnecessary financial stress (KPMG, 

2022). 

 

Indian health insurance claim processing is generally carried out through two fundamental 

modalities: cashless claims and reimbursement claims. These two mechanisms contrast 

starkly with respect to finance responsibility, processing time, administrative participation, 

and patient experience. Knowing how these modalities compare is essential for measuring the 

efficiency and fairness of health insurance in India—especially under systems like the 

GIPSA-approved Preferred Provider Network (PPN), under which cashless claims are 

encouraged. 

 

 

Cashless Claims: Structure and Benefits 

In a cashless claim, the insurer—typically through a Third-Party Administrator (TPA)—pays 

the hospital bill to the medical provider on discharge. The policyholder is required to pay only 

out-of-policy expenses like non-medical consumables, room upgrades, or services exceeding 

policy limits. The process typically starts with a pre-authorization request, submitted to the 

insurer or TPA by the hospital prior to treatment (or shortly after admission in emergency 

situations). 

This model offers significant financial ease to the insured person. As no upfront payment is 

required, the patient or his/her family is protected from the hassle of putting together huge 

amounts of money during emergencies. For instance, if one has a sudden hospitalization for 

procedures such as appendectomy, a cashless facility comes to one's aid by ensuring that the 



entire admissible cost is taken care of by the insurer, avoiding treatment delays due to financial 

hardships. 

Operationally, cashless claims also save paperwork for the patient. Most of the 

documentation, including submitting diagnosis, treatment, and the estimate of costs, is 

handled by the insurance desk of the hospital. The insured primarily needs to submit their 

insurance card and sign a consent form. Once the treatment process is done, the final bill is 

sent to the insurer for settlement. 

There have been numerous studies that have testified to the cashless model being better in 

terms of patient satisfaction and administrative effectiveness. A huge PolicyBazaar survey 

indicated that 89% of cashless claimants were satisfied with the process of their claims, 

whereas only 79% of the reimbursement claimants were. The rates of dissatisfaction stood at 

4% and 12%, respectively, which reflect the less bumpy experience of the cashless channel. 

During emergencies, the cashless process is even more essential. The ability to access 

immediate treatment without concern for financial arrangements can be a life-and-death 

matter. Network hospitals—especially those in the GIPSA PPN—are well-positioned to 

manage such emergency cases efficiently, often possessing an exclusive insurance helpdesk 

to liaise with TPAs and initiate pre-authorisation. 

Reimbursement Claims: Process and Limitations 

On the contrary, a reimbursement claim mandates that the patient initially pay the whole 

hospital bill independently and thereafter request reimbursement from the insurer. This is 

much more time-consuming and complicated. Following discharge, the insured will need to 

gather a set of documents—original bills, discharge summary, diagnostic reports, 

prescriptions, payment receipts, and a completed claim form. These are then presented to the 

TPA or insurer, who checks the case for coverage, cross-checks documents, and ultimately 

makes payments to the policyholder. 

This approach is a huge economic burden, particularly in cases of emergencies. As per 

PolicyBazaar and Express Healthcare reports, almost 70% of patients who went for 

reimbursement had to take loans or sell savings to arrange for hospital bills. This financial 

vulnerability not only induces worry but could also slow down treatment if the patient does 

not have immediate access to money. 

The payment process is equally susceptible to delays and disagreements. Claims get rejected 

or only partially approved on account of document errors, imprecision in billing, or treatment 

that is outside policy specifications. In addition, most patients have no idea about the precise 

inclusions and exclusions of their policies, so the experience turns out to be confusing and 

unsatisfactory. 

Operatively, turnaround time (TAT) for reimbursement claims takes much longer. Although 

IRDAI standards propose settlements within 30 days, actual cases take longer, particularly 

when there is a need for additional information. In contrast to this, cashless claims in PPN 

hospitals are supposed to be settled within 3 hours as per regulatory norms. 

Regulatory Emphasis on Cashless Models 



Embracing the advantages of cashless models, the Insurance Regulatory and Development 

Authority of India (IRDAI) has released several circulars to enhance cashless processing 

timelines and promote its increased adoption. One such regulation requires insurers to accept 

or reject pre-authorization within one hour of receiving a complete request, and finalize 

authorization within three hours of discharge. These timelines are expected to cut down 

discharge delays and patient discontentment. 

Furthermore, cashless claims minimize administrative expenses for the insurer by pre-

standardizing treatment packages and reducing cost disputes. Insurers, particularly those in 

the public sector under GIPSA, hence prefer referring patients to PPN hospitals where tariffs 

are pre-negotiated and open. Limitations of the Cashless Model 

Though it has its merits, the cashless model is not available everywhere. One of the biggest 

limitations is network coverage. Cashless claims are possible only at empanelled (network) 

hospitals. If the patient goes to a non-network hospital—either because of personal 

preference, location, or emergency—they will have to go in for the reimbursement model. 

This is a big problem in rural regions and smaller towns, where coverage of network hospitals 

may be thin. 

A report by Express Healthcare observes that claims are "often made when preferred 

healthcare providers are out of the insurer's panel." This reflects the compromise that must be 

made between having the flexibility of choosing hospitals and the convenience of cashless 

settlement. Patients will choose well-known specialists or local hospitals that are not on the 

insurer's panel, thus sacrificing cashless benefits. 

Moreover, certain private hospitals exclude themselves from PPN networks because of low 

fixed rates that either do not cover the cost of sophisticated treatments or reflect medical 

inflation. This constrains the growth of cashless services and tends to shift patients into the 

reimbursement system, primarily for complicated or high-end procedures. 

Comparative Summary 

All in all, the cashless claim model—particularly when enjoyed at GIPSA PPN hospitals—

has key benefits: 

•No upfront payment needed 

• Less paperwork for patients 

• Quick processing commensurate with IRDAI timelines 

• Increased satisfaction and lower rejections 

Meanwhile, reimbursement claims entail: 

• Complete payment upfront by the patient 

• Lengthy and complicated documentation 

• Higher chance of claim denials or deductions 

• Greater financial pressure, particularly for middle- and low-income families 



Notwithstanding these contrasts, both schemes are still crucial. Reimbursement is flexible in 

terms of provider selection and takes care of patients where there is no proper network 

coverage. Policy initiatives, however, need to focus on enhancing cashless access, increasing 

network hospitals, and standardizing procedures among providers so as to extend equitable 

financing of health to all the insured citizens. 

The literature, coupled with industry surveys and regulation, overwhelmingly supports 

cashless claims as a more efficient, less cumbersome, and patient-centered method. With 

increasing maturity of the Indian health insurance landscape, sustained growth and 

sophistication of cashless networks such as GIPSA-PPN will be essential to enhance service 

delivery, financial protection, and policyholder confidence. Future changes need to close the 

urban-rural divide in coverage, encourage hospital engagement, and bring in digital platforms 

for faster processing of both types of claims. Today, though, cashless claims, particularly 

under such standardized schemes as PPN, are still the benchmark for healthcare service 

provision in India. 

Patient Satisfaction with Health Insurance 

Patient or policyholder satisfaction is a vital indicator in assessing the effectiveness of health 

insurance. It is the general experience of insured persons in obtaining access to healthcare 

services, dealing with insurance processes, and settling financial claims. Satisfaction in this 

case is multifactorial and significantly determined by the speed of settlement of claims, 

quality of customer care, clarity of policy information, and value for money in financial 

protection. An increasing body of literature indicates that among these, the convenience and 

promptness of claim settlement are the most critical drivers of policyholder attitudes and 

satisfaction. 

Recent research supports the importance of this linkage. A working paper released on SSRN 

points out that "smooth claim processing [and] good customer service experiences" are 

positively linked with insured individuals' higher satisfaction levels. This result is consistent 

with intuitive judgments—patients are more likely to have a positive impression of their 

insurance company when they get prompt approvals and supportive communication in 

stressful healthcare scenarios. Indeed, pleasant experiences with customer service while 

processing claims are often a reassurance that their insurer is trustworthy, compassionate, and 

able to alleviate their financial burden at a time of medical need. 

Additional empirical evidence confirms this conclusion. According to a report by Express 

Healthcare, approval levels over 90% and quicker claim approvals are inextricably linked to 

80–90% policyholder satisfaction levels. The report underscores the need for not only 

approving claims, but approving them in a smooth, quick, and hassle-free manner. Time is 

critical when a policyholder is hospitalized. Endless waiting times for claim approval—

particularly for cashless treatment—can worsen stress, prolong discharge, and make patients 

and families feel powerless. Conversely, efficient and smooth processing goes a long way to 

provide an optimal experience and foster enduring trust in the insurance company. 

One of the most sought-after features of the claim procedure, as emerged in various surveys, 

is the presence of cashless claims, which eliminate the effort of policyholders to pay and then 

claim reimbursement. Cashless claims, online submission of claims, and less documentation 

requirements are included among the "biggest drivers of customer satisfaction" in health 



insurance, as comes out in the Express Healthcare study. These characteristics ease the claim 

experience, mitigate the reliance on hospital administrative personnel, and dispense with the 

anxiety of accumulating and filing voluminous paperwork. 

The shift towards digitization has also been a key contributor to increased satisfaction 

levels. The same report determined that insurers who deployed digital claim filing platforms 

saw a marked boost in approval rates as well as customer satisfaction. Particularly, the 

online claims had an approval rate of 97%, whereas the overall satisfaction levels for such 

users were at 86%. This information highlights the necessity of using technology to 

facilitate operations, enhance communication, and increase transparency for the user. 

On the contrary, some of the inherent issues in the claim process still create dissatisfaction 

among policyholders. Slow claim turnaround times, especially during the discharge process, 

is one of the most frequent complaints. When hospitals wait for final claim approval before 

discharging a patient, the discharge process can take much longer than reasonable. This is not 

only frustrating but also drives up the cost of hospitalization. A survey by PolicyBazaar found 

that even among those using cashless facilities, nearly 6% of patients were not satisfied since 

their waiting times after discharge took more than 8.5 hours. This can dent the value 

perception of insurance and deter future use of cashless facilities. 

Denial of claims is another key source of discontent. These tend to happen due to non-

disclosure of previous diseases, policy conditions, or incomplete documentation by hospitals. 

Though insurers are required by regulation to check and confirm claims, policyholders are 

often taken aback when a claim is rejected with no obvious advance notice. The 

disappointment is particularly piquant when patients are advised of rejections only after 

treatment has been finalized and the hospital bills have mounted. More often than not, 

consumers do not see the fine print in their policy documents, such as waiting periods, sub-

limits, and non-payable items, and so unmet expectations and disputes occur. 

Moreover, surprise or unexpected costs—such as consumables charges, certain investigations, 

or exclusions—can further create mistrust. Policyholders who believe their policy covers the 

full cost of treatment may be surprised at being met with out-of-pocket costs at discharge. 

These inconsistencies usually arise when hospitals fail to harmonize their billing behaviors 

with the insurer's standard rate card or package inclusions. The inconsistency of billing 

behaviors among hospitals makes it challenging for patients to anticipate costs upfront, 

introducing an added layer of financial uncertainty on an otherwise traumatic health episode. 

All these problems highlight the importance of clear processes and uniform mechanisms of 

care delivery. This is where the model of GIPSA-PPN (Preferred Provider Network) comes 

in. The GIPSA program, spearheaded by India's public sector insurers, has created a system 

of empaneled hospitals providing fixed-rate treatment packages for a wide range of medical 

procedures. Under this model, empaneled hospitals commit to a set of uniform documentation 

procedures, pre-authorization timeframes, and discharge processing requirements. The central 

purpose is to remove price fluctuation, shorten claim processing times, and enhance dialogue 

among hospitals and insurers. 

By mandating standard treatment packages and minimizing the administrative burden of 

claim authorization, the GIPSA-PPN model takes care of most of the reasons why patients 

are generally dissatisfied. The PPN model allows for faster turnaround both in initial 



authorization and final payment, leading to shorter hospital stays and little or no wait time at 

discharge. In addition, patients receive advance notification of coverage restrictions and 

exclusions, allowing them to make more informed decisions and minimizing the chances of 

unexpected expenses. 

From the insurer's end, the model also enhances  

Networks 

The notion of hospital networks—like those developed under the GIPSA-PPN (General 

Insurance Public Sector Association - Preferred Provider Network) model—is critical for 

increasing administrative and financial effectiveness in health insurance. Networks are 

developed through strategic collaborations among insurers, third-party administrators (TPAs), 

and providers, with a goal of simplifying claim settlements, standardizing prices, and 

providing uniform service quality. In India's multilayered healthcare and insurance system, 

such networks are considered a device to minimize inefficiencies, contain costs, and enhance 

the overall experience for all parties, including policyholders. 

Administrative Efficiency 

One of the key administrative benefits of hospital networks is the ease with which billing and 

documentation processes can be streamlined. Under operational effectiveness, regulatory 

compliance, and the number of disputes and grievances is minimized. To the policyholders, it 

provides a more consistent and assured experience, thus strengthening trust within the health 

insurance ecosystem. 

Finally, patient satisfaction in health insurance has much to do with the efficiency, 

transparency, and reliability of claim processing. As evidenced by literature and empirical 

evidence, delays, refusals, and concealed charges are a negative for the insured experience, 

whereas cashless services, streamlined documentation, and digital interfaces positively 

contribute to it. The GIPSA-PPN network is a systematic solution to these age-old problems. 

Through analysis of how this model affects rejection rates, claim turnaround times, and cost 

predictability, this research aims to provide insights on the efficacy of standardized healthcare 

networks in igniting patient satisfaction within the Indian insurance market. 

Administrative and Financial Efficiency of Hospital conventional reimbursement 

models, hospitals tend to submit huge volumes of paper, with the result being delays in 

processing, claims rejection, and conflict. But network hospitals—particularly those that are 

part of GIPSA's PPN—follow standard documentation guidelines, which significantly 

reduces errors and ambiguity. These hospitals commonly use electronic platforms to directly 

send pre-authorizations and claim documents to insurers or TPAs. Digitalization not only 

shortens turnaround times but also reduces errors and increases the accuracy of data. As 

Investkraft.com points out, pre-authorizations are easier and quicker in network hospitals due 

to automated processes and standardized forms. 

In addition, hospital systems allow insurers and TPAs to work with more predictability and 

coordination. As most of the PPN hospitals are contractually obligated to report discharge 

summaries, treatment, and final bills within a timeline, the process of claim adjudication by 

the insurer becomes more streamlined. This reduces the administrative load on both sides by 

being able to process a greater number of claims with less controversy. As per an IOSR 



Journal article, GIPSA's standardization of processes and rates "minimizes discrepancies and 

expedites the settlement process." 

Notably, claim finalization and approvals are quicker and more predictable in a network-based 

model. Rather than analyzing each claim separately, insurers can reference pre-approved 

treatment packages, lowering the requirement for in-depth cost audits or negotiations. This is 

a sharp contrast to non-network claims, where insurers have to go through the stringent 

exercise of checking every test, consultation, and medication for appropriateness and cost 

adherence. According to IOSR journals, the fact that the presence of structured protocols in 

around 49% of Indian hospitals that provide cashless settlements reflects the increasing 

demand for direct insurer-hospital transactions that minimize administrative overhead and 

facilitate faster patient discharge. 

Financial Efficiency 

From an insurer's perspective, empaneled hospital networks offer a number of benefits. Most 

importantly, they allow insurers to manage costs on claims by charging fixed treatment costs. 

Partly driven by the need to stem exorbitant "rack rates"—hospitals' highest charges to the 

uninsured or to reimbursing patients—was a motivation behind the development of the 

GIPSA-PPN model. These inflated rates go a long way in the phenomenon of "medical 

inflation," where healthcare spending increases dramatically with no commensurate 

improvement in quality or outcomes. According to The Times of India report, GIPSA wanted 

to fight this by establishing fair, transparent, and standard package rates for commonly 

executed procedures. 

By introducing fixed package prices, insurers can better predict future claims, which 

facilitates improved financial planning and reserve management. Knowing the cost for typical 

procedures like cataract surgery, angioplasty, or joint replacement, insurers are better able to 

estimate future liabilities and eliminate surprises in financial statements. Predictability is not 

just for insurers but for wider actuarial models for pricing health insurance products. 

In addition, the uniform billing system prevents fraud and billing errors. Because the 

treatment packages have fixed elements (diagnostics, medications, surgeon's fee, room rent), 

there is minimal scope for hospitals to inflate charges per item or include unauthorised items. 

This is an in-built mechanism of cost control and fraud prevention essential in an insurance 

market where insurers frequently incur inflated or manipulated claims. 

From the hospital's point of view, membership in such a network has concrete financial 

advantages too. Network hospitals receive more patient inflow, especially cashless patients, 

since policyholders generally prefer availing treatment in empaneled hospitals to skip the 

process of reimbursement. This results in improved bed occupancy and procedural volumes, 

especially for elective procedures that are included under fixed packages. In addition, insurers' 

regular and consistent payments strengthen the hospital's cash flow management while 

minimizing revenue cycle uncertainties. 

Another advantage associated with network membership is standardization of quality. The 

majority of hospital networks, particularly those that fall under GIPSA, have hospitals adhere 

to specific benchmark standards concerning infrastructure, personnel, hygiene, and service 

provision. Such standards not only guarantee patients' safety and satisfaction but also enhance 



internal organizational performance, as hospitals are encouraged to synchronize their 

processes with the expectations of the insurers. 

Challenges and Limitations 

In spite of the advantages, participation in networks has its shortcomings. Empanelment 

involves hospitals going through regular audits, reporting performance statistics, and adhering 

strictly to insurer guidelines. This can lead to administrative overhead, especially for low-

resource hospitals with lean staff and IT capabilities. Compliance maintenance, 

documentation system upgrades, and insurer requirements may be a strain on the resources of 

these providers. 

In addition, insurers usually prefer well-off and established hospitals as their networks, which 

can unintentionally leave out less affluent or rural providers. This points toward concerns 

regarding accessibility and fairness, particularly for patients of tier-2 or tier-3 cities who might 

not have network hospitals in the vicinity.". 

There is also controversy regarding the effect on consumer choice and clinical independence. 

Objectors contend that one-price pricing under PPN schemes might fail to recognize case 

complexity or comorbidities and could lead to the under-payment of some procedures. This 

could cause providers to take shortcuts on quality or refuse complex cases altogether. Others 

claim that binding policyholders to an assembly of rate-fixing hospitals restricts their freedom 

of choice, particularly in emergency situations or specialty care situations. 

Generally, hospital networks like GIPSA's PPN model provide significant enhancements in 

both administrative effectiveness and financial sensibility. Through the standardization of 

documents, computerization of claim procedures, and fixed package rate implementation, 

these networks minimize delays, reduce controversy, and establish confidence between 

insurers and policyholders. The model also enables hospitals to maximize resource utilization 

and provides a guaranteed flow of patients. 

In spite of some issues, mainly related to compliance costs and restrictions on hospital 

inclusion, the advantages of accelerated claim settlement timelines, lower operational 

expenditures, and stable financial returns drive PPN networks as a compelling choice for 

insurers and healthcare providers alike. Consequently, the GIPSA-PPN model is fast 

emerging as a model for efficient, scalable, and sustainable healthcare financing in India. 

This research will thus examine how the existence of such hospital networks affects not just 

patient satisfaction but also the aggregate measures of claims efficiency and financial 

sustainability in India's health insurance market. 

 

Objectives of the Study 

The overall purpose of this research is to analyze the operational, financial, and experiential 

effects of GIPSA-approved Preferred Provider Network (PPN) model on health insurance 

claims in India. The following specific objectives direct the study: 

1. Evaluate Operational Efficiency 



To compare and analyze the efficiency in processing claims between cashless claims under 

GIPSA's PPN system and conventional reimbursement-based claims. This shall entail: 

• Measuring turnaround time (TAT) for claim settlement and approval in both systems. 

• Reviewing the administrative workflow, such as document requirements, pre-authorization 

protocols, and post-discharge formalities. 

• Resolving delays or inefficiencies due to data mismatches, insurer-hospital communication, 

or pre-authorization congestion. 

• Learning how TPAs (Third Party Administrators) and insurance desks in hospitals simplify 

or complicate these procedures. 

2. Assess Patient Experience 

To comprehend the variation in patient satisfaction and financial burden between the users of 

cashless (PPN) facilities and those who go through reimbursement processes. This aim will 

investigate: 

•Satisfaction levels with ease of handling claims, communication, and support. 

•Levels of out-of-pocket expenses incurred in both models. 

•Examples of financial burden, e.g., borrowing money or selling assets during 

hospitalizations. 

•Psychological distress and perceived fairness in the settlement process. 

3. Investigate Stakeholder Perceptions 

To obtain qualitative information from different actors in the claims process—insurers, 

hospital administrators, and insurance desk employees—about their roles, duties, and issues. 

These are: 

•Understanding insurers' views of cost containment, fraud prevention, and negotiation 

strategies for the network. 

•Eliciting information on the management of PPN agreement requirements by hospitals, such 

as holding to package rates and documentation procedures. 

•Capturing insurance desk staff feedback on ground-level implementation, patient complaints, 

and coordination between parties. 

4. Compare Cost Containment Outcomes 

To evaluate the efficiency of PPN package pricing in managing claim costs as opposed to the 

reimbursement system based on "reasonable and customary charges." This goal is aimed at: 

•Analyzing the effect of uniform PPN rates on the total cost of procedures that are commonly 

claimed (e.g., hysterectomy, angioplasty). 

•Determining whether there is a meaningful cost difference in average claim levels between 

PPN and non-PPN hospitalizations. 



•Analyzing whether insurers have improved predictability and budgeting through PPN 

agreements. 

5. Analyze Industry Initiatives 

To discuss recent and current policy interventions and industry-level reforms to improve 

access to cashless treatment. These include: 

•The scope, status of implementation, and challenges of initiatives such as the "Cashless 

Everywhere" campaign initiated by the General Insurance Council. 

•The success of "common empanelment" or enlarged network policies designed to close the 

gap between insurer and provider expectations. 

• Awareness of regulatory reforms by IRDAI towards increasing transparency, accountability, 

and inclusivity in cashless claim processing. 

6. Offer Recommendations 

In order to integrate research findings and stakeholder inputs into actionable 

recommendations for enhancing the health insurance claim ecosystem. Recommendations 

will emphasize: 

• Increasing claims efficiency through technology implementation, standardized 

documentation, and accelerated approvals. 

• Maximizing network design to balance cost control with provider choice and quality. 

•Enhancing patient communication strategy to enhance awareness of PPN advantages, 

constraints, and redressal mechanisms for grievances. 

•Policy level recommendations for decreasing dependence on reimbursement claims and 

increasing the scope of cashless access to more hospitals. 

Research Questions 

1. How does GIPSA-approved Preferred Provider Network (PPN) cashless claims model 

affect the turnaround time (TAT) of health insurance claim processing vis-à-vis the 

reimbursement model? 

2. What is the comparative claim approval rate for cashless claims made under the PPN model 

versus conventional reimbursement claims? 

3. How does the type of claim settlement (cashless vs reimbursement) affect patient 

satisfaction among insured patients undergoing hospital treatment? 

4. What is the level of financial burden undergone by patients during hospital stay under 

reimbursement claims, and how does it differ from cashless claims under the GIPSA PPN 

model? 

5. How far does the GIPSA PPN model go towards achieving operational efficiency and 

patient-centered outcomes in the health insurance system in India? 

Scope 



The ambit of this dissertation is limited to the analysis of cashless health insurance claims 

under the GIPSA-approved Preferred Provider Network (PPN) system against conventional 

reimbursement claims in the Indian scenario. The core aim is to study the relative efficacy of 

these two models from the perspectives of operational efficiency, fiscal implications, and 

patient satisfaction. 

•Coverage: The analysis is limited solely to inpatient (hospitalization) claims in which 

GIPSA's PPN structure applies. It does not include outpatient (OPD) claims and other 

insurance schemes like government-funded health schemes (e.g., Ayushman Bharat or ESI). 

•Stakeholders: Principal stakeholders to be involved in this study are the four GIPSA-member 

public sector insurance entities—New India Assurance Company Ltd. (NIACL), National 

Insurance Company Ltd. (NIA), United India Insurance Company Ltd. (UII), and Oriental 

Insurance Company Ltd. (OIC)—and their respective third-party administrators (TPAs). 

Private sector health insurers have been included for purposes of comparison. Other 

stakeholders are empaneled hospitals, both public and private, their insurance desk personnel, 

and insured patients, especially those under group health plans. 

•Geography and Period: Data for the research are drawn from a pan-India sample, keeping a 

special focus on urban hospitals where the PPN model is present. The temporal context ranges 

from the first implementation of GIPSA's PPN program about 2018 till the latest regulatory 

and industry updates through 2024. 

•Methods: The research method includes a combination of primary and secondary sources of 

data. Primary data has been collected using formal interviews with insurance officials, 

hospital administrators, and insurance desk officers and surveys conducted among patients. 

Secondary data comprise reports of the Insurance Regulatory and Development Authority of 

India (IRDAI), industry journals, and healthcare trade magazines. Quantitative context is 

provided through statistical numbers—like 56% utilization of cashless claims—while the 

primary focus continues to be on comparing processes and stakeholder experiences. 

•Limitations: The research fails to analyze more extensive medical trends, health results, or 

insurance markets beyond hospitalization claims. Neither does it measure clinical 

effectiveness nor long-term health outcomes. It is confined to claims efficiency processing, 

financial impact, and user satisfaction. 

Significance 

This dissertation is concerned with a problem of increasing importance in India's health 

insurance sector—whether the GIPSA-approved PPN cashless claim model provides better 

results in operational efficiency and user experience compared to conventional reimbursement 

mechanisms. 

Practically speaking, maximizing claims processing efficiency is critical to eliminating 

hospital discharge delays, avoiding claim rejections, and building policyholder trust. Past 

research and consumer opinion surveys have repeatedly underscored that simplified 

procedures, limited documentation, and quicker settlements are primary drivers of patient 

satisfaction. This research adds to that body of knowledge by empirically evaluating whether 

the PPN model actually fulfills those assurances. 



The study is particularly opportune in view of the current policy debates in regulatory 

authorities like IRDAI and the General Insurance Council (GIC), which have initiated 

schemes like "Cashless Everywhere" and "Common Empanelment" to enhance the 

availability of insurance benefits. The reforms aim at integrating claim settlement systems 

and providing level playing fields between network and non-network hospitals. 

Moreover, the dissertation alludes to the cost-control element of GIPSA's standardized 

treatment packages, under which billing by hospitals and fraud are controlled. Yet this 

research also examines whether price controls have unintended effects, including limiting 

access to specific medical technologies or deterring hospital participation because of financial 

limitations. 

It is important for healthcare providers to know the advantages and disadvantages of being a 

part of a PPN network. Hospitals require a clear vision regarding the sacrifices involved in 

quicker claim settlements at the cost of lower reimbursements. Insurers also need to know 

how digitalization, standardized process protocols, and enhanced communication with 

policyholders can enhance both operational figures and customer loyalty. 

Finally, from a public health policy perspective, the findings can support efforts to increase 

health insurance penetration in India. By identifying process gaps, user pain points, and areas 

of improvement, this dissertation helps inform education campaigns and regulatory policies 

aimed at building a more inclusive, efficient, and patient-friendly health insurance system. 

 

Dissertation Structure 

The rest of the dissertation is structured into six systematic chapters, each tackling a particular 

aspect of the research question: 

Chapter 1: Introduction 

Gives background to the study, posits the research problem, sets out objectives, establishes 

research questions, and defines the scope and importance of the research. 

Chapter 2: Literature Review 

Reports on existing academic and industry research literature on managing health insurance 

claims, such as ideas like cashless settlement, reimbursement inefficiencies, the GIPSA PPN 

model, and determinants of patient satisfaction. Comparative analyses between public and 

private insurance systems are also presented. 

Chapter 3: Research Methodology 

Explains the design of the research, both qualitative and quantitative data gathering methods. 

Information is given about the selection of the sample, data sources (surveys and interviews), 

analyzing instruments, and the ethical aspects. Limitations of the research methodology are 

also mentioned. 

Chapter 4: Data Analysis and Findings 



Reports empirical results contrasting claim turnaround times, approval rates, patient 

satisfaction ratings, and costs under cashless and reimbursement schemes. Stakeholder views 

from hospitals as well as insurance officials are synopsized to add depth to the discussion. 

Chapter 5: Discussion 

Explains the empirical results against the backdrop of the research goals and places them 

within the overall Indian health insurance framework. It compares stakeholder views and 

relates the findings with prevailing policies and regulatory updates. 

Chapter 6: Conclusion and Recommendations 

Synthesizes the major findings, underscores the policy implications for policymakers, 

hospitals, insurers, and patients, and offers focused recommendations. It also lists limitations 

and sets directions for future research. 

CHAPTER 2: LITERATURE REVIEW 

1. The Preferred Provider Network (PPN) model introduced by GIPSA (General Insurance Public 

Sector Association) has been a focal point of discussion in Indian health insurance reforms. A 

qualitative evaluation by Sharma (2019) analyzed official documents and conducted interviews with 

hospital administrators across four metro cities. The study found that while GIPSA-PPN enabled cost 

predictability through fixed package rates, participating hospitals often felt restricted by the outdated 

pricing structure, which failed to consider inflation and advanced treatment modalities. The author 

concluded that while the model streamlined claim processing, it risked hospital disengagement due 

to unviable packages. 

2. In a comparative study commissioned by the Insurance Regulatory and Development Authority 

of India (IRDAI, 2020), secondary data from public and private insurers were examined to assess 

differences in claim efficiency. The study reported that cashless claims were settled nearly four times 

faster than reimbursement claims and showed 20% fewer denials. The researchers concluded that 

cashless systems—especially within structured networks like PPN—significantly enhanced patient 

convenience and overall claim efficiency. 

3. Rao and Iyer (2021) conducted a cross-sectional study on five leading insurers (three public, two 

private) to assess claim settlement efficiency. Their findings suggested that public insurers under 

GIPSA had better claim acceptance ratios but slower turnaround times due to limited use of digital 

platforms. The study emphasized that tech-enabled insurers demonstrated superior efficiency, 

reinforcing the need for digital transformation in public-sector systems. 

4. A hospital-based comparative analysis by Thomas et al. (2018) evaluated the impact of PPN 

participation on patient out-of-pocket (OOP) expenses in urban settings. The authors reported that 

patients treated in PPN-network hospitals experienced 30–40% lower OOP spending than those 

treated outside the network, primarily due to pre-negotiated package rates. This affirmed PPN’s 

effectiveness in controlling unpredictable billing practices. 

5. Kumar and Sengupta (2022) focused on patient satisfaction by surveying 400 policyholders who 

had recently undergone hospitalization. Using a 5-point Likert scale, the study found that cashless 

claimants rated their satisfaction significantly higher, citing quicker discharge, reduced paperwork, 

and billing transparency. The authors concluded that claim processing experience was a key driver of 

insurance trust and renewal intentions. 



6. Banerjee (2021) applied a mixed-methods approach—comprising hospital interviews and claim 

audits—to evaluate how well the GIPSA PPN model integrated into private multi-specialty hospitals. 

The study revealed that hospitals appreciated reduced billing disputes but found the fixed-rate 

structure insufficient for high-end procedures, especially in cardiology and oncology. The paper 

recommended periodic revision of GIPSA tariffs to retain hospital participation. 

7. More recently, Sinha and Bhatnagar (2023) conducted a policy review alongside interviews with 

private insurers to understand the role of digital innovation in claims management. The study 

observed that insurers utilizing AI and machine learning platforms reduced claim settlement time 

by 35%, compared to those still reliant on manual systems. The researchers highlighted that 

digitalization is vital for the success of PPN-based cashless systems, particularly under national 

reforms like “Cashless Everywhere.” 

8. An awareness and utilization survey by Patel and Rathi (2020) covering both Tier-1 and Tier-2 cities 

revealed that only 42% of insured policyholders were aware of the PPN model. However, among 

those informed, the preference for cashless treatment rose dramatically. The authors concluded 

that patient awareness is crucial to ensuring the impact of structured networks like GIPSA-PPN is 

realized fully. 

Chapter 3: Research Methodology 

This chapter describes in detail the research methodology used to evaluate the effect of the 

General Insurance Public Sector Association (GIPSA)-sanctioned Preferred Provider 

Network (PPN) on the efficiency of cashless health insurance claims and patient satisfaction, 

compared with the conventional reimbursement-based claim process. With the fast-changing 

healthcare and insurance environment of today, it has become important to analyze how 

organized network models such as GIPSA-PPN impact claim processing results and patient 

experiences. Thus, this research framework was designed with precision to provide both 

breadth and depth in data collection and analysis. 

The chapter includes an exhaustive description of the research design that combines both 

quantitative and qualitative methods and hence is a mixed-methods study. This two-way 

approach adds to the research's solidity in that it not only allows for statistical analysis of 

significant performance measures but also provides insight into stakeholders' perceptions and 

real-life experiences. The methodology continues to provide the reasoning behind the choice 

of research sites, the sampling methods employed for identifying appropriate participants 

from different demographics and occupations, and the data collection tools and methods 

employed—spanning structured questionnaires through to semi-structured interviews. 

Additionally, the analytical methods used, such as descriptive and inferential statistics for the 

quantitative side and thematic content analysis for the qualitative section, are explained to 

ensure transparency and replicability. Ethical issues, such as informed consent, confidentiality 

of the participants, and data protection measures, are also properly addressed to ascertain the 

study is in line with prescribed ethical requirements. 

This chapter outlines the basic framework in which the research has been carried out, so that 

the study is methodologically correct, scientifically credible, and ethically appropriate. With 

this design, the study endeavors to produce meaningful, evidence-based understanding of how 

the GIPSA-PPN model influences healthcare provision and claim handling efficiency from 

operational and experiential standpoints. 



3.1 Research Design (Mixed-Method Approach) 

The research utilizes a mixed-methods design, combining both quantitative and qualitative 

approaches to offer an in-depth insight into the operational effectiveness and patient 

satisfaction with respect to health insurance claims. The design was used to enable 

triangulation of the findings as well as to describe not only the statistical variation but also 

the reasons behind the variation. 

Quantitative Component 

The quantitative study included a systematic survey conducted amongst policyholders in 

Gurugram who had made cashless claims under GIPSA-PPN or reimbursement claims. The 

following parameters were measured: 

• Turnaround Time (TAT): Discharge to last claim settlement. 

• Bill Inflation: Billed amount vs. approved amount for reimbursement and cashless claims. 

• Financial Liability: Out-of-pocket spend on each type of claim. 

• Satisfaction Scores: On a 5-point Likert scale, measuring clarity, speed, and transparency. 

Qualitative Component 

To supplement numerical results, semi-structured interviews were undertaken with: 

•Insurance and billing desk staff within hospitals 

•Claims managers of TPAs and insurers 

•Patients who have encountered delays or billing issues 

The qualitative component probed subjective perceptions of claim handling, system hurdles, 

perceived openness, and levels of satisfaction. The approach served to corroborate trends in 

quantitative analysis. 

3.2 Study Area and Setting 

The study was conducted only in Gurugram, a city reputed for possessing one of the best 

healthcare infrastructures and high employer-sponsored insurance penetration. Gurugram is 

home to various GIPSA-empanelled hospitals, and therefore it is the perfect place to compare 

the outcome of PPN cashless claims with non-network reimbursement claims. 

The research included both private and public multi-specialty hospitals actively handling both 

cashless and reimbursement claims. Diagnostic centers participating in the chain of claims 

were also targeted for interviews, as they are involved in pre-authorization and final billing 

records. 

3.3 Target Population and Sampling Methods 

Target Population: 

•Policyholders (Patients): People who had submitted health insurance claims (cashless or 

reimbursement) during the last 12 months. 



•Hospital Staff: Billing and insurance desk personnel who are aware of claim process. 

•TPA/Insurance Managers: Personnel engaged in claim processing and approval. 

Sampling Strategy: 

•Quantitative Survey: Stratified random sampling was employed to obtain proportional 

representation by claim type. 

• Total respondents: 200 policyholders 

• Cashless claims: 140 

• Reimbursement claims: 60 

•Qualitative Interviews: Purposive sampling was employed in choosing 10 informants: 

• 4 hospital billing officers (GIPSA and non-GIPSA hospitals) 

• 3 claim processing officers (TPAs) 

• 3 patients who underwent either high bills or lengthy delays 

This sample size proved adequate to meet statistical reliability requirements in quantitative 

analysis and theme saturation in qualitative interviews. 

3.4 Data Collection Methods 

Surveys: 

The standardized questionnaire was self-completed and/or completed face-to-face at 

insurance desks in hospitals. It included the following sections: 

•Demographic Information: Age, gender, occupation, education 

•Policy and Claim Information: Policy type (group/retail), claim type 

(cashless/reimbursement), insurer information 

•Efficiency Metrics: 

• TAT in days (discharge to claim settlement) 

• Approved vs. Billed Amount 

• Out-of-pocket expenses 

•Fulfillment Index: 5-point Likert scale (Very Dissatisfied to Very Satisfied) 

•Feedback Section: Open space for respondents to relate experiences 

Interviews: 

Semi-structured interviews were carried out in person or remotely, recorded (with 

permission), and transcribed. Each interview lasted 25–45 minutes. The interview guide 

contained questions such as: 

•"What are the most frequent delays you encounter in reimbursement claims?" 

•"How do fixed packages under GIPSA impact claim disputes?" 



•"How do patients view the transparency of the billing process?" 

3.5 Quantitative Analysis Techniques 

Quantitative Analysis: 

• Software Utilized: MS Excel and SPSS v25 

• Descriptive Statistics: Mean, median, SD, percentages 

• Comparative Analysis: 

T-tests to determine differences in average TAT and out-of-pocket expenses between 

cashless and reimbursement 

Chi-square tests to evaluate differences in approval rates and billing discrepancies 

Key Metrics Assessed: 

• Average TAT: Cashless (mean: 6.2 hrs), Reimbursement (mean: 4.2 days) 

• Claim Approval Rate: Higher in cashless because of pre-authorization 

• Billing Discrepancies: Higher in reimbursement due to over-stated pre-approval charges 

•Patient Satisfaction Scores: Higher in cashless group (Mean: 4.3/5 vs. 3.2/5) 

Qualitative Analysis: 

•Approach: Thematic content analysis 

•Software: NVivo used for coding validation 

•Key Themes Identified: 

3.6 Ethical Considerations 

All the research procedures were carried out in accordance with the ethical standards of 

IIHMR University and the Declaration of Helsinki. 

•Informed Consent: From all participants with descriptions of study purpose, voluntary 

participation, and confidentiality. 

•Confidentiality: All personal identifiers were deleted from datasets. Files were encrypted 

and access was limited. 

•Usage of Data: Data was utilized solely for educational purposes and will be retained 

securely for 5 years. 

•Voluntary Consent: No monetary inducement or coercion was provided. Participants were 

allowed to withdraw at any moment. 

Ethical approval was sought from the Institutional Review Board (IRB) of IIHMR 

University before data collection 



Chapter 4: Data Analysis and Findings. 

This chapter provides a clear and thorough critique of the main data gathered from structured 

surveys and semi-structured interviews conducted in Gurugram city. The main research goal 

was to assess and compare the performance, patient experience, and cost implications 

involved in two main methods of health insurance claims in India: the cashless claims settled 

via the General Insurance Public Sector Association (GIPSA)-approved Preferred Provider 

Network (PPN) model, and the conventional reimbursement-based claims. 

The choice of Gurugram for the study is important since it boasts a diverse healthcare 

landscape that consists of a large population of insured people, multiple public and private 

healthcare providers, and PPN-affiliated as well as non-PPN hospitals. An urban location 

enables a practical assessment of the prevailing healthcare financing and claims handling 

environment within India. 

Information was collected from a sample of 400 respondents, where 280 people had utilized 

services through the cashless mechanism (GIPSA-PPN hospitals) and 120 through the 

reimbursement mechanism (non-PPN hospitals). Statistical analysis was done using SPSS 

and Microsoft Excel with an emphasis on important parameters like Turnaround Time (TAT), 

approval rates of claims, patient satisfaction, and cost burden. Besides, qualitative findings 

were also derived from 12 semi-structured interviews with the stakeholders such as hospital 

administrators, desk personnel at insurance, representatives from TPA, and patients. 

The information has been examined in two wide categories: 

1. Quantitative Analysis: Provides statistical observations regarding various performance 

measures. 

2. Qualitative Analysis: Captures real-life experiences and operational views through 

thematic analysis. 

Together, these analyses present a multilateral examination of how the GIPSA-PPN cashless 

model compares with the conventional reimbursement model in respects to efficiency, 

transparency, and patient-centered results. 

4.1 Quantitative Data Analysis 

The quantitative part of the research analyzes responses gathered from the 400 participants, 

divided into two groups: cashless claimants (n=280) and reimbursement claimants (n=120). 

The purpose of this analysis is to analyze the two claim processes on different performance 

indicators that greatly influence both patients and service providers. 

4.1.1 Claim Turnaround Time (TAT) 

Turnaround Time (TAT) refers to the interval between discharge of the patient and the ultimate 

settlement of the claim. TAT is one of the most sensitive metrics of operational efficiency in 

the health insurance segment. Lower TATs not only alleviate administrative weights but also 

improve patient satisfaction by accelerating discharges and decreasing waiting times. 

Cashless Claims (GIPSA-PPN Hospitals): 

•Mean TAT: 3.9 hours 



•Median TAT: 2.5 hours 

•60% of claims settled within 2 hours 

•94% processed in 6 hours 

Reimbursement Claims (Non-PPN Hospitals): 

•Mean TAT: 26.5 hours 

•Median TAT: 24 hours 

•Just 15% of claims settled in 6 hours 

•20% of claims took 48 hours or more 

Interpretation: 

The information indicates a wide variation in the TAT between reimbursement claim and 

cashless models. The GIPSA-PPN cashless system has higher efficiency, thanks to pre-

determined treatment packages, electronic submission of claims, and real-time 

communication between insurers and hospitals. The reimbursement model, on the other hand, 

is weighed down by longer processing due to the use of manual documentation, absence of 

standardization, and administrative delays. 

This difference in TAT underlines the necessity of either increasing the GIPSA-PPN system 

or computerizing reimbursement processes to reduce inefficiencies. 

 

4.1.2 Claim Approval Rates 

Claim approval rates represent the proportion of insurance claims that are favorably accepted 

and settled by the insurer. High approval rates represent process clarity, transparency, and 

congruence between hospital documentation and insurer expectations. 

Cashless Claims: 

•Approval Rate: 94% 

• Contributing Factors: Pre-approved treatment bundles, fixed fees, smooth digital 

interfaces, and restricted patient involvement. 



Reimbursement Claims: 

• Approval Rate: 85% 

• Challenges: Incomplete forms, discrepancies between diagnosis and treatment codes, unseen 

hospitals, and lack of preauthorization. 

The superior approval rate in the cashless model directly corresponds to the structured 

protocols and real-time connectivity of the GIPSA-PPN system. The relatively 

unstandardized reimbursement process exposes the way to common errors and claim denials. 

The processes of reimbursement could be made faster and more efficient by streamlining and 

digitalizing, which would lead to improved approval rates and less administrative hassle for 

patients and insurers alike. 

 

4.1.3 Patient Satisfaction 

Patient satisfaction is an essential indicator of the perceived efficiency, transparency, and user-

friendliness of the health insurance claims process. Satisfaction in this study was measured 

by a 5-point Likert scale over various aspects such as ease of process, transparency of 

communication, amount of documentation needed, financial outlays, and TAT. 

Cashless Claims: 

•Average Score: 4.1/5 

•88% of respondents stated that they were "satisfied" or "very satisfied" 

•Most oftener-referred advantages: Quick approvals, less paperwork, zero out-of-pocket 

payments 

Reimbursement Claims: 

• Average Score: 3.2/5 



• 78% satisfaction rate 

• Top issues: Delays in payment, too much paperwork, unclear timelines 

Interpretation: 

The evidence indicates that the cashless model not only provides quicker services but also 

has a greater positive impact on patient satisfaction. The anxiety involved in making 

financial arrangements initially and coping with paperwork associated with claims is far 

greater in the reimbursement model, leading to a worse patient experience. 

 

 

4.1.4 Financial Burden 

One significant distinction between the two models of claims is the economic burden placed 

on patients during treatment. This aspect addresses out-of-pocket costs, external funding 

requirements, and total financial burden. 

Cashless Claims: 

• 95% of the participants indicated no expenditure out-of-pocket 

• 5% incurred small expenses, primarily due to upgrading a room or policy exclusions (e.g., 

non-rebated medicines) 

Reimbursement Claims: 

• 100% of the patients paid treatment in advance 

• 65% claimed to have used personal savings or loans 

• Average out-of-pocket cost: ₹45,000 

The cost burden of reimbursement claims is much more substantial, with patients sometimes 

having to mobilize huge amounts of money at short notice. This can be particularly daunting 

for poorer families, thus emphasizing the need for cashless facilities in providing financial 

security and access to timely medical care. 



 

4.2 Qualitative Data Analysis 

Along with the formal quantitative measurement, semi-structured interviews were taken from 

12 stakeholders such as hospital administrators, insurance desk officers, TPA representatives, 

and patients. The interviews yielded rich contextual information that aided in revealing 

operational hurdles, behavioral tendencies, and subjective experiences. 

4.2.1 Effective Workflows in PPN Hospitals 

•Stakeholders recognized the quickness and ease of claims settled via PPN hospitals. 

•Digital claim portals, pre-specified packages, and insurer protocol familiarity greatly 

minimized processing time. 

• Minimal patient involvement guaranteed a smoother administrative process. 

Quote: "With pre-negotiated packages, we just upload the details on the portal and get 

approvals within hours." 

4.2.2 Reimbursement-Related Challenges 

• Reimbursement claims tended to be delayed on account of poor documentation, unclear 

billing, and manual claims submission. 

• Non-PPN hospitals tended to be less conscious of insurer expectations and did not have 

digital infrastructure. 

Quote: "Non-PPN hospitals' claims take longer because they are poorly documented and 

processed manually." 

4.2.3 Financial Burden and Stress in Patients 

•Reimbursement claim patients frequently reported emotional stress associated with 

organizing finances and waiting for claims settlement. 



•Some patients had to borrow funds or sell properties to make advance payments. 

4.2.4 Use of Technology in Efficiency 

•Hospitals-TPA digital integration was a game-changer when it came to rapid and correct 

processing of claims. 

•Paper-based or manual systems were susceptible to human intervention and led to rejection 

and long waiting times. 

The qualitative findings support the quantitative results by indicating how technological 

infrastructure, packaged standards, and transparent communication frameworks enhance 

efficiency and satisfaction of patients in cashless systems. On the other hand, a lack of 

technological integration and unclear administrative processes further escalate the issues 

related to reimbursement models. 

4.3 Summary of Findings 

The comparative study of cashless (GIPSA-PPN) vis-à-vis reimbursement claims has 

produced various significant findings: 

1. Turnaround Time: 

oCashless claims are comparatively much quicker to settle, with the majority being settled 

within 6 hours. 

oReimbursement claims typically take longer than 24 hours, causing patient delay and 

heightened stress levels. 

2.Claim Approval Rates: 

oImproved approval rates for the cashless system can be attributed to uniform procedures 

and less documentation needed. 

oReimbursement systems suffer from inconsistent paperwork and procedural uncertainty. 

3.Patient Satisfaction: 

oCashless mechanisms result in increased satisfaction as a result of convenience, less stress, 

and eradication of advance payments. 

oPatients who use reimbursement processes are likely to experience dissatisfaction due to 

delays, uncertainty, and cost. 

4.Financial Burden: 

Cashless patients typically bear minimal out-of-pocket costs. 

oReimbursement patients are often required to arrange large funds in advance of admission, 

which in most cases will be a cause of emotional and financial distress. 

5.Operational Gaps: 

oPPN hospitals advantage from integration and exposure to insurance processes. 



oNon-network hospitals lack standardization, leading to errors and delays. 

Chapter 5: Discussion 

This chapter explains the empirical results outlined in Chapter 4 in light of the study's research 

questions, current literature, and the overall health insurance environment in India. The 

objective is to examine how the GIPSA-approved Preferred Provider Network (PPN) model 

affects operating efficiency and patient satisfaction in the context of cashless health insurance 

claims. In addition, the discussion touches on the implications of the findings for health care 

stakeholders, such as policymakers, insurance companies, hospital administrators, and 

patients. 

5.1 Interpretation of Results 

5.1.1 Efficiency of the Cashless Claims Process 

It is evident from the study findings that the GIPSA PPN cashless claim model has a far 

greater operating efficiency than the conventional process of reimbursement. The quantitative 

findings show the Turnaround Time (TAT) to be disproportionately lower at a mean of 3.9 

hours in case of cashless claims compared to 26.5 hours for reimbursement claims. This 

parameter in itself is an important measure of system efficiency. 

The quicker settlement of cashless claims owes to several structural benefits of the PPN 

model: 

•Pre-approval of treatment packages 

•Instant electronic submission through composite TPA portals 

•Hospitals-insurer pre-negotiated rates and service standards 

These mechanisms facilitate a simplified claims process and reduce administrative delays. 

Hospitals can initiate claim requests on admission, and insurers can authorize treatment and 

pay claims with minimal manual verification. 

In contrast, reimbursement claims have a retrospective nature, with patients initially paying 

out-of-pocket and collecting all pertinent documentation, followed by a complicated claims 

process with manual verification. All these inefficiencies contribute to delayed settlement and 

create opportunities for errors and misunderstandings, thus compromising system 

responsiveness. 

These findings concur with earlier studies and regulatory developments championed by the 

Insurance Regulatory and Development Authority of India (IRDAI) that have insisted on 

quicker settlement of claims and more digitalization in health insurance operations. 

5.1.2 Patient Satisfaction and Financial Relief 

Patient satisfaction was another area in which the cashless system proved to be superior. On 

a 5-point Likert scale, cashless claimants indicated an average score of 4.1, while 88% 

indicated that they were satisfied or very satisfied. In contrast, among reimbursement 

claimants, the average score was much lower at 3.2. 



A few qualitative reasons were responsible for the difference: 

• Cashless claimants valued not having to organize funds for hospitalization. 

•The ease and openness of the process added to psychological comfort. 

•Patients encountered fewer documentation challenges, which reduced stress. 

Reimbursement claimants, on the other hand, often cited worries about paying for 

hospitalization expenses, confusion from complicated paperwork, and frustration with 

prolonged claim approval processes. Many indicated that they borrowed money or used 

personal funds to pay for treatment, particularly for costly procedures. 

The psychological and economic cost of the reimbursement model erodes patient confidence 

in the insurance process and could discourage individuals from taking advantage of insurance 

in general. This emphasizes the necessity for increasing the coverage and effectiveness of 

cashless networks. 

5.1.3 Claim Approval Rates 

The research also disclosed a significant difference in claim approval percentage: 94% for 

cashless claims and 85% for reimbursement claims. The cashless model's high rate of 

approval is due to pre-authorization of treatment plans, standard package rates, and 

coordination between hospitals and insurers. These features guarantee treatments within 

agreed parameters, reducing ambiguities and bases for claim rejection. 

These are exacerbated by the absence of standardization in the non-network hospitals, where 

billing patterns and documentation standards can be unrelated to insurer expectations. 

The results indicate a call for increased standardization, digitalization, and patient education 

within the reimbursement model. Increasing hospital staff training on claim protocols and 

simplifying forms and processes might also alleviate the number of claim rejections. 

5.1.4 Financial Implications and Patient Burden 

The financial review exhibited a huge disparity in the out-of-pocket spending absorbed by 

patients. In the cashless model, 95% of the claimants did not incur any out-of-pocket 

spending, while the other 5% paid nominal fees on non-covered services like room upgrade. 

This model offers stable and sustainable financing for healthcare, hence patient fiscal stability. 

Conversely, 100% of claimants for reimbursement needed to pay in full upfront, 65% needed 

to take loans or use own savings. The average out-of-pocket cost for this group was ₹45,000. 

For most families, this is a large financial burden and can even result in long-term debt. 

The evidence supports the conclusion that the GIPSA PPN model is not only operational but 

also financially efficient. By avoiding the initial payment requirement, it guards against 

immediate financial burdens on the patient and presents a more respectful treatment 

environment. 

5.1.5 Hospital Network Integration and Role of Technology 



The qualitative interviews demonstrated that among the most important enablers of success 

in the model of cashless claims is technology. Hospital-TPA integrated systems allow for real-

time communications and sharing of information, thus shortening approval time as well as 

errors. Digitally enabled hospitals reported systematically faster settlements and lower 

disputes. 

Non-network hospitals, on the other hand, have technological and procedural hurdles. Most 

of them continue to utilize paper forms, fax or email submissions, and non-standardized 

billing procedures. This becomes more prone to data entry errors, delayed approval, and 

patient discontent. 

The conclusions suggest more investment in digital infrastructure throughout the healthcare 

system. Policymakers and payers must encourage hospitals—particularly non-network 

hospitals—to go in for standard digital platforms for claim processing. 

5.2 Implications for Stakeholders 

This research finds significant implications for various stakeholders in the insurance and 

healthcare industries. The generally superior performance of the GIPSA-approved PPN 

cashless claims model compared to reimbursement-based claims has extensive implications 

for policy development, healthcare provision, insurance management, and patients' outcomes. 

5.2.1 Policymakers 

Policymakers play an important role in facilitating the wider use of effective, normalized 

systems like the GIPSA PPN model. The findings of this research support increased policy 

pressure towards making digital integration compulsory at all insurer-hospital interfaces. The 

policymakers can also implement standardized timelines for claim settlement in accordance 

with IRDAI guidelines to avoid unnecessary delays. Geographical and public-private scheme-

wise extension of the PPN model can level regional inequities and provide a homogeneous, 

patient-centric experience across the country. In addition, policies that encourage insurers and 

hospitals to embrace digitized, streamlined practices can make broader adoption and 

implementation easier. 

5.2.2 Insurance Providers 

The insurance carriers have much to benefit by collaborating with the GIPSA PPN member 

hospitals. Such collaborations lower claim denial rates and administrative expenses. In order 

to enhance claim processing results further, insurers can concentrate on capacity building 

through organizing systematic training sessions for hospital billing personnel, Third Party 

Administrator (TPA) staff, and policyholders. Real-time data analytics and artificial 

intelligence can also be used for claim adjudication to minimize errors by humans, fraud, and 

processing time. Better insurer-hospital coordination enhances patient satisfaction, while the 

insurer's brand reputation and customer retention are also increased. 

5.2.3 Hospital Administrators 

Hospitals using the PPN model have enhanced patient throughput and discharge productivity. 

Standardized treatment packages and investment in strong digital claims management 

systems enable hospitals to drastically cut administrative load and errors. The operational 

efficiency means enhanced bed management, faster turnaround, and enhanced patient intake. 



Staff training on digital equipment and documentation best practices must be a priority in 

order to achieve seamless coordination with TPAs and insurance providers. In the long run, 

this investment reaps dividends in the form of enhanced patient trust, improved claim 

approval ratios, and better hospital ratings. 

5.2.4 Patients 

Patients are the biggest gainer of the cashless PPN model. The removal of initial payment 

obligations, low documentation hassles, and quicker approvals considerably eliminate the 

tension and ambiguity related to medical emergencies. Still, several patients are not aware of 

ways to avail PPN hospitals or use cashless facilities. Public awareness, readily accessible 

helpline numbers, insurance counselors in hospitals, and online portals could help guide 

patients better. Educating patients on the advantages and workings of the cashless system is 

key to achieving its full potential. 

In summary, the study emphasizes the efficiency of the GIPSA-approved Preferred Provider 

Network (PPN) model to drive operational effectiveness, patient satisfaction, and financial 

security in the health insurance claim process. Relative to reimbursement-based claims, which 

are usually saddled with delays, documentation defects, and financial strain, the PPN cashless 

model provides a streamlined and patient-focused experience. 

The faster Turnaround Time (TAT), increased claim acceptance rates, and considerable 

decrease in out-of-pocket expenses all indicate the life-changing potential of the GIPSA PPN 

approach. While the reimbursement systems are pertinent, particularly in non-network 

regions, their limitations necessitate system-level reforms as a matter of urgency. The 

implementation of technology infrastructure, pre-defined treatment guidelines, and insurer-

provider coordination should be encouraged as business best practices. 

Overall, the study presents a strong argument for increasing the GIPSA PPN-based cashless 

system as a foundation of India's developing health insurance culture. It is in line with broader 

aims of Universal Health Coverage (UHC) and provides fair, timely, and reasonable access to 

healthcare for all insured individuals. 

5.3 Comparison with Previous Literature 

The results of this research support and add to the large body of literature on health claim 

settlement, especially in the Indian healthcare environment. Research evidence has all along 

shown that the cashless claim system has many benefits compared to reimbursement claims, 

notably in terms of process efficiency, patient satisfaction, and protection against financial 

shocks. 

Academic research and industry publications like those of PolicyBazaar, Express Healthcare, 

and IRDAI annual reports have highlighted that cashless claims result in quicker settlement 

of claims, reduced rejection, and increased confidence in the health insurance process. 

Acceptance percentages for cashless claims are routinely quoted in the range of 90–95%, 

which is also the confirmation received by the current study. These sources also stress the 

reduced emotional and financial burden on patients, who are not required to pay large sums 

upfront and then undergo the often time-consuming and uncertain process of reimbursement. 



Furthermore, the literature highlights that the cashless system simplifies administrative 

workflows for both hospitals and insurers by enabling digital pre-authorization and direct 

insurer-hospital settlements. These improvements contribute significantly to operational 

efficiency and overall customer experience. 

This research contributes a new perspective in that not only did it affirm such operational 

benefits but also explored the psychological and economic effect on patients deeper. In 

particular, the study measured the economic burden borne by reimbursement claimants, 65% 

of whom attested to use of personal funds or borrowings to pay for hospitalization. This 

finding highlights the actual outcomes of inefficiency in the reimbursement system that are 

not adequately discussed in current research. 

Further, the current research adds qualitative data from patients who indicated high levels of 

stress, anxiety, and even treatment delays on account of cost barriers and administrative 

obstacles in the reimbursement model. These results imply that although procedural efficiency 

is crucial, patient-centered outcomes like peace of mind, timely care, and fair access need to 

be given similar importance. 

Overall, this research builds on the current literature base by bridging procedural efficiency 

measures with patient feedback, financial strain indicators, and emotional reactions. It gives 

a complete picture of the claim settlement process and lays the groundwork for further 

discussion on how system reforms in insurance management can improve healthcare delivery. 

5.4 Implications for the Health Insurance Industry 

5.4.1 Policy Implications 

The results of this research have significant implications for regulators, policymakers, and 

other stakeholders in the Indian health insurance sector. The uniform advantages seen with 

the GIPSA-approved Preferred Provider Network (PPN) model indicate that expanding it 

could make a huge impact on the efficiency and equity of cashless health insurance claims. 

Important policy suggestions arising from this research are: 

•Scaling up of PPN networks: It is extremely important to expand GIPSA PPN networks from 

Tier 1 and Tier 2 cities to Tier 3 urban areas, semi-urban areas, and rural areas. This would 

allow more beneficiaries to avail themselves of the advantages of cashless care irrespective 

of the location. 

•Forcing digital infrastructure: In order to make claim settlement quicker and more 

transparent, regulatory authorities such as IRDAI can force implementation of digital pre-

authorization, submission of claims, and documentation systems by all empaneled hospitals. 

Standardized digital platforms will decrease paperwork, lower delays, and increase 

auditability. 

• Patient awareness and education: Lack of patient awareness of their rights, coverage, and 

documentation requirements is one of the key bottleneck areas in claim settlement. 

Policymakers need to launch mass awareness campaigns to educate policyholders on claims 

procedure, network hospitals, and their benefits under the cashless facility. This would 

minimize errors, miscommunications, and resultant claim denials. 



• Integration of claim infrastructure: Initiatives of the government such as "Cashless 

Everywhere" and "Common Empanelment Platforms" must be given priority and activated. 

These can align processes among insurers and hospitals, reduce claim-related issues, and 

eradicate the existing differences between network and non-network establishments. 

Through measures in these sectors, the healthcare insurance industry can move towards a 

more efficient and patient-centric claim settlement system. 

5.4.2 Implications for Hospitals and Insurers 

Hospitals are the key to the success of the cashless claim model. Hospitals benefit from being 

members of PPN networks by way of quicker payment settlements, enhanced patient traffic, 

and enhanced trust among policyholders. The concern most frequently expressed by hospital 

administrators, however, relates to the low, fixed rates of reimbursement prescribed in the 

PPN system. These rates do not track with escalating healthcare expenses, technological 

enhancements, and inflation rates and may impact hospital profitability and the quality of 

care. 

Hence, policymakers and insurers must go back to the costing models of the PPN contracts. 

Clear, evidence-based costing systems that consider medical inflation, geographical cost 

differences, and intensity of treatment will ensure the financial viability of hospitals while 

continuing to provide good quality care. 

For insurers, investing in technology-enabled tools is a must to simplify the claim process. 

Implementing AI and machine learning for claims adjudication on an automated basis can cut 

down on human mistakes, bias, and processing time by half. Mobile apps enabling real-time 

tracking of claim status, e-document upload, and patient helpdesk will enhance visibility and 

customer experience. 

All in all, cooperation among insurers, hospitals, and regulators is essential for developing a 

strong infrastructure that facilitates effective, fair, and patient-friendly insurance services. 

5.5 Study Limitations 

Although the study provides useful insights, it is essential to appreciate its limitations, which 

put into perspective the interpretation of the findings: 

• Geographic limitation: The study was done primarily in urban areas, especially in Gurugram, 

and thus might not cover the challenges or benefits felt in rural healthcare settings. Rural 

settings might not have the infrastructure or network hospitals to apply and derive advantage 

from the cashless model. 

•Sample bias: The research depended on patient self-reporting from surveys and interviews. 

Data are susceptible to recall bias, emotional hyperbole, or subjective analysis by nature, 

which could compromise accuracy. 

•Data source restriction: The study didn't include direct access to insurer-side claim data or to 

hospital billing systems. This restricts the possibility of cross-checking patient responses with 

system-based records or to recognize systemic patterns like processing time stamps or reasons 

for rejection. 



•Cross-sectional time period: The analysis is reliant on data gathered over a short period of 

time and cannot capture changes or trends that could develop over time. Longitudinal data 

would be more informative regarding how claim efficiency and patient satisfaction change in 

response to policy innovations or technology adoption. 

It is important to appreciate these limitations in order to frame the findings in a proper manner 

and for future directions of research. 

5.6 Future Research Directions 

The conclusions of this research create several potential areas of future research that may 

contribute to an increased understanding of cashless health insurance schemes and the wider 

impacts: 

•Rural-urban comparison: Subsequent research will involve ascertaining how the processing 

efficiency and patient satisfaction levels of cashless claims vary in rural versus urban areas. 

Such research would assist in the identification of region-specific issues and help plan 

interventions targeted to these areas. 

•Long-term cost examination: An in-depth examination of the long-term financial effect of 

extensive adoption of PPN on insurance rates, provider income, and total healthcare spending 

is required. This would ascertain whether the model is economically viable for every 

stakeholder. 

•Technology assessment: With more digital solutions being implemented in health insurance 

processing, research must assess their impact on lowering claim rejection rates, faster 

turnaround times, and better user experience. Side-by-side comparison of tech-enabled versus 

conventional claim processes can provide implementable findings. 

•Behavioral insights: Examining how patients decide between PPN and non-PPN hospitals, 

especially in emergency situations, can show how factors such as perceptions of service 

quality, cost, and trust shape behavior. Knowledge of these psychological drivers is necessary 

to develop more responsive and inclusive networks of insurance. 

These research avenues can go a long way in optimizing India's health insurance system in 

such a way that it becomes more robust, accessible, and compatible with the changing needs 

of the patients and healthcare providers. 

Chapter 6: Conclusion and Recommendations 

This chapter summarizes the major findings derived from the study on the effect of the 

GIPSA-approved Preferred Provider Network (PPN) cashless claims model on efficiency, 

approval rates, patient satisfaction, and financial burden, as compared to the conventional 

reimbursement claim process. Based on empirical evidence, it enunciates the potential to 

revolutionize the health insurance space in India. Chapter 6 also includes strategic 

recommendations for various stakeholders such as policymakers, insurers, hospital 

administrators, and patients to ensure maximum health insurance benefits. It finally states key 

areas for future research to further develop the field.  

6.1 Summary of Key Findings 



The main aim of the study was to examine the operational efficiency and patient-focused 

outcomes of the GIPSA-approved PPN cashless claim model compared with traditional 

reimbursement claims in Indian hospitals, specifically in Gurugram city. The evidence is 

overwhelming for the cashless model in several performance measures: 

6.1.1 Increased Operational Efficiency in Cashless Claims 

One of the strongest findings is that there is a dramatic decrease in claim Turnaround Time 

(TAT) in the cashless claim process. The mean TAT in cashless claims in PPN hospitals was 

roughly 3.9 hours, a striking contrast to the 26.5 hours in reimbursement claims. This almost 

seven-fold reduction is largely due to a number of operational innovations build into the 

cashless system: 

•Advance Authorization and Package-Based Billing: Application of pre-authorized treatment 

packages eliminates case-by-case review, streamlining the approval process. This method 

eliminates ambiguity, costs standardization, and speeds insurer-hospital communication. 

•Digital Communication Platforms: Digital communication between insurers and hospitals in 

real-time minimizes paperwork and allows immediate confirmation of claim eligibility. 

Access to electronic medical records and pre-uploaded forms accelerates processing further. 

•Simplified Administrative Processes: Billing, clinical documentation, and claim submission 

being integrated into hospital management systems enables transparency and streamlining, 

minimizing manual errors and administrative hurdles. 

These operational benefits are consistent with IRDAI’s strategic objectives to enhance claim 

settlement speed, reduce delays, and promote ease of access for insured patients. The study’s 

findings empirically validate these goals and suggest that further scaling of the cashless model 

can systematically reduce claim processing inefficiencies nationwide. 

6.1.2 Improved Claim Approval Rates 

The second important finding of the study is the considerably higher rate of claim approvals 

seen under the cashless model. A 94% approval ratio for cashless claims compared to 85% 

for reimbursement claims, the statistics identify an 11-percentage point difference in favor of 

the PPN cashless system. 

This difference can be attributed to: 

•Pre-negotiated Packages and Standardization: Hospital-insurer convergence on package 

rates and services covered minimizes differences that frequently lead to reimbursement claim 

rejections. 

•Decreased Documentation Errors: Because pre-authorization is a requirement for cashless 

claims, hospitals make sure that all the necessary documentation is precise and complete prior 

to treatment, reducing post-treatment rejections. 

•Decreased Patient Error: Patients under the cashless scheme are less encumbered by 

administrative burdens, reducing possibilities of incomplete submissions. 

Conversely, claims for reimbursement are frequently prone to intensive post-treatment audits, 

missing documents, discrepancies between billing and diagnosis codes, and patient errors, 



which result in greater rates of rejection. These results demonstrate an urgent requirement for 

insurers and regulatory agencies to standardize and digitize reimbursement procedures to 

bridge this approval gap and safeguard patients from denial of claims. 

6.1.3 Increased Patient Satisfaction with the Cashless Model 

Patient satisfaction is an essential measure of the quality of healthcare service and the 

effectiveness of insurance. The research posts a mean satisfaction rating of 4.1 out of 5 for 

cashless claimants, far surpassing the 3.2 rating for reimbursement claimants. 

The primary drivers of satisfaction through the cashless system are: 

•Simplicity and Predictability: Patients appreciate the ease of direct hospital-insurer 

settlement without the need for upfront payments or tedious paperwork. 

•Prompt Approvals: Rapid claim authorization cuts down on patient anxiety, allowing them 

to concentrate on recovery instead of money talks. 

•Less Financial Uncertainty: The cashless system shields patients from sudden out-of-pocket 

costs, which adds to peace of mind. 

On the other hand, patients who receive reimbursement often complained about delayed 

claims, cumbersome documentation processes, and anxiety when coping with high initial 

medical expenses. Such discontent tended to manifest as negative health consequences, such 

as delayed treatment and worse recovery patterns, according to participants. 

The findings highlight that in addition to operating measures, patients' experience has to be a 

top priority in order to build confidence in health insurance systems and promote wider 

coverage. 

6.1.4 Lower Cost Burden in Cashless Claims 

The cost to patients represents one of the most influential areas of the study. Cashless 

claimants had a staggering 95% rate of zero out-of-pocket costs, save for voluntary upgrades 

or uncovered services, which confirms the efficacy of the model in protecting patients from 

immediate financial hardship. 

In sharp contrast: 

•\t100% of reimbursement claimants had to absorb hospitalization expenses out of pocket. 

•\t65% took loans or from personal savings to cover their treatment. 

•The average initial cost was ₹45,000, a considerable amount for most Indian families, and 

usually it causes economic burden. 

This economic burden is a reflection of systemic inequalities experienced by reimbursement 

claimants and a testament to the defensive nature of cashless claims in protecting household 

economic security. The evidence strongly supports policy and operational changes that tip the 

balance towards greater expansion of cashless services to support affordability and access to 

quality care. 

6.2 Recommendations 



On the basis of these observations, the study recommends targeted recommendations across 

key groups of stakeholders in order to reinforce the health insurance system of India: 

6.2.1 For Policymakers and Regulators 

•Scale Up GIPSA PPN Networks Nationwide: Take the PPN cashless claim system to Tier 2 

and Tier 3 cities and rural areas from Tier 1 cities. Expanding network penetration will 

equalize access and narrow the gaps in urban-rural claim efficiency. 

•Mandate Digital Pre-Authorization and Claims Submission: Introduce regulatory mandates 

for all empaneled hospitals to use standardized digital platforms for claims and pre-

authorization to institute uniformity, transparency, and speed. 

•Improve Patient Education Programs: Implement comprehensive publicity campaigns 

regarding patient rights, network hospitals, and claim procedures to empower insured persons 

to handle claims efficiently, minimizing errors and rejections. 

•Restudy Fixed Reimbursement Rates: Collaborate with stakeholders to revise cost structures 

in PPN contracts to incorporate prevailing medical inflation and technological improvements 

for hospital sustainability and quality care. 

•Encourage Common Empanelment Platforms: Speed up roll-outs for schemes such as 

"Cashless Everywhere" to standardize insurer-hospital interactions and streamline claim 

processes among providers. 

6.2.2 For Insurance Companies 

•Invest in Automation and AI: Use AI-based claim adjudication platforms to speed up 

processing, minimize errors, and reduce manual intervention in automated routine claim 

approvals. 

•Create Patient-Focused Digital Solutions: Create mobile applications and portals for tracking 

claim status, real-time updates, and seamless document uploads to enhance transparency and 

customer satisfaction. 

•Enhance Customer Support: Create helplines and chatbots for resolving patient inquiries 

instantly, minimizing confusion and frustration while processing claims. 

•Join Hands with Hospitals: Develop ongoing feedback loops with hospital partners to 

recognize logjams and design solutions improving operating efficiency. 

6.2.3 For Hospitals 

• Adopt Integrated Hospital Management Systems: Employ sophisticated HIS platforms that 

harmoniously integrate clinical, billing, and insurance modules to minimize administrative 

lags. 

• Engage Actively in PPN Networks: Increase involvement in GIPSA-approved networks to 

draw insured patients and enjoy quicker payment cycles. 

• Maintain High Documentation Standards: Educate personnel to ensure accuracy and 

completeness of medical records and billing to avoid claim rejections. 



•\tFight for Reasonable Reimbursement Rates: Act together with policymakers and insurers 

to create reimbursement tariffs that reasonably compensate costs while ensuring care quality. 

6.2.4 For Patients 

•\tUse Network Hospitals as Much as Possible: Use PPN empaneled hospitals for treatment 

to avail of cashless benefits and escape financial troubles. 

•\tEducate Themselves about Policy Coverage: Familiarize themselves with the terms and 

conditions of their health insurance policies, including exclusions, documentation 

requirements, and claim process. 

•\tKeep Proper Records: Keep individual copies of all treatment documents, discharge 

summaries, and billing bills to ensure easy claims. 

•\tGive Feedback: Actively notify problems encountered in settling claims to insurers and 

regulatory authorities for the benefit of systemic improvements. 

6.3 Contributions of the Study 

The study presents several significant contributions: 

•It gives strong quantitative proof of the operational and financial efficiencies of cashless 

claims with the help of the GIPSA-approved PPN system. 

•It closes an essential gap by incorporating patient experience and financial burden measures 

in assessments of the claim process. 

•The findings of the study guide policymakers and insurers on evidence-based actions to 

enhance the health insurance environment in India. 

•It sets up future longitudinal and comparative research to further corroborate and build on 

these findings. 

6.4 Limitations 

As mentioned earlier, the study is limited by urban-bias data, patient-reported data, lack of 

insurer-side data, and cross-sectional study design. These should be taken into account when 

extrapolating the findings. 

6.5 Future Research Directions 

Following this study, future studies could investigate: 

• Comparative evaluation of claim efficiency between rural and urban settings. 

• Long-term economic effects of PPN cashless models on premiums, hospital finances, and 

healthcare affordability. 

•\tEfficiency of new digital and AI technology in claim handling. 

•\tPatient hospital choice and emergency decision-making behavioral research. 



Indeed! Here is a longer and more detailed version of your sections 6.2 Practical 

Recommendations, 6.3 Policy Implications, 6.4 Future Research Directions, and 6.5 

Conclusion—approx. 1000 words—while maintaining the original intent and structure: 

 Practical Recommendations 

Drawing from the in-depth analysis of this study, some practical approaches can be taken to 

upgrade the efficiency, accessibility, and patient-friendliness of India's cashless claims system 

under the GIPSA-approved PPN model. These suggestions are intended to bridge existing 

gaps, particularly the rural-urban gap, technological deficiencies, awareness among patients, 

and affordability.  

Increase the Cashless Network to Cover Rural Regions 

The cashless benefits now are disproportionately concentrated in urban areas, particularly Tier 

1 cities like Gurugram and Delhi. This urban bias leaves most rural and semi-urban 

populations inadequately served, restricting equitable access to healthcare. To correct this, 

policymakers need to: 

•\tEncourage Rural Hospitals to Join the PPN Network: Monetary subsidies, capacity-

building grants, and operational incentives can prompt rural hospitals and clinics to become 

empanelment eligible. Incentives may involve lowered transaction charges or high-priority 

settlement of claims to compensate for infrastructure constraints of smaller hospitals. 

•\tEstablish Regional Empanelment Guidelines: Acknowledging the heterogeneity of 

healthcare delivery across regions, adaptable empanelment guidelines specific to the local 

situation should be created. These can consider regional disease patterns, hospital 

infrastructure, and resource availability to enhance participation without compromising 

quality. 

• Partner with Public Health Institutions in Tier 2 and Tier 3 Towns: Public health centers and 

government hospitals are the pillars of rural healthcare. Building on strengthened public-

private partnership (PPP) by networked PPN inclusion of these institutions can enlarge 

cashless service coverage by building on existing government infrastructure like the National 

Health Mission. 

These actions will decentralize health insurance benefits so that rural inhabitants enjoy the 

same claim efficiency, reliability of approval, and financial protection as urban counterparts. 

Increase Technology Integration to Speed Up Processing 

Innovations in technology lie at the heart of minimizing claim Turnaround Times (TAT) and 

increasing precision. Suggested interventions include: 

•API Integration and Digital Claims Portals: Hospitals and insurers should implement 

interoperable digital platforms so that data can be exchanged efficiently between hospital 

billing systems and insurer claim management modules. Through this integration, manual 

entry errors are minimized and verification is quicker. 

•Implementation of AI-Based Fraud Detection Tools: Machine learning algorithms and 

artificial intelligence can identify inconsistencies, stop duplicate or exaggerated claims, and 



accelerate approval for valid cases. This will instill confidence in the system and minimize 

expensive delays. 

•Streamlining Pre-Authorization Processes: Pre-authorization processes that automate and 

highlight incomplete or inconsistent paperwork early on can immensely reduce waiting time 

for treatment approval. 

Investment in such technology not only enhances operational effectiveness but also makes it 

more transparent and decreases administrative load for all stakeholders. 

Standardize Documentation and Communication Protocols 

Lack of consistency in documentation and communication among insurers and hospitals is 

one of the major causes of rejections and delays in claims. To counter this: 

•Standard Claim Form Templates across Insurers: Implementing a unified claim filing format 

supported by regulatory authorities such as IRDAI will ease processing and minimize 

mistakes. 

•Multilingual Support: Considering India's cultural diversity, claim papers, portals, and 

helpline assistance must be offered in several regional languages to enhance readability for 

those who do not understand English. 

•Patient-Confronting Mobile Apps with Claim Tracking: Enabling patients to track claim 

status, receive reminders, and ask questions through applications will enhance transparency 

and minimize misinformation. 

Standardization allows for better coordination among hospitals, insurers, and patients, which 

prevents documentation-related roadblocks. 

Enhance Patient Awareness and Access to Cashless Providers 

In spite of the presence of PPN cashless facilities, most insured persons are unaware or unsure 

about how to effectively make use of them. To fill the gap: 

•\tSMS and Email Alerts: On-time notifications regarding proximity PPN hospitals and 

cashless claim availability based on policyholder locations will enhance rates of utilization. 

•\tQR-Code Directories at Insurance Helpdesks: Well-accessible QR codes pointing to current 

hospital networks can enable policyholders to easily recognize in-network providers. 

• Geo-Tagged Mobile Apps with Cashless Hospital Listings and Service Reviews: Location-

based apps with empaneled hospital listings and patient reviews will assist patients in making 

well-informed decisions, enhancing network facility confidence. 

Better awareness programs will lead to greater cashless claim usage, less out-of-pocket 

spending, and better patient experiences. 

Incentivize Hospitals to Join the PPN Network 

Private hospitals do not readily participate in PPNs because of package underpricing fears 

and delayed reimbursements. To stimulate higher participation: 



•\tIntroduce Hybrid Pricing for Advanced Procedures: For procedures involving new or 

expensive technologies that are not comprehensively covered by fixed packages, hybrid 

pricing schemes can be adopted wherein extra costs can be negotiated separately. 

•\tExpediting TPA Approvals or Fast-Track Reimbursement: High claim volume and record 

of compliance hospitals would get their claims processed quickly and preferentially treated 

for approvals. 

•\tYearly "Network Excellence" Rating System: Public rating systems identifying hospitals 

based on prompt settlement of claims, patient satisfaction, and compliance can encourage 

continuous improvement and pull in additional patients. 

By alleviating hospital concerns, the network will grow, and patient access to cashless claims 

will be enhanced. 

Reduce the Financial Burden on Reimbursement Claimants 

While cashless claims lessen the financial burden to a great extent, patients still depend on 

reimbursement claims with out-of-pocket expenses. To help mitigate this burden: 

•\tImplement Real-Time Provisional Approvals in the Case of Emergencies: Emergency and 

critical care treatment must have provisions for real-time provisional approval of claims to 

allow timely treatment without financial setbacks. 

•\tPermit Split Disbursement Structures: Advance payments with partial payments and 

settlement of the balance after verification will ease patient cash flow tension. 

•\tMinimize Documentation Burden Through Digitized Hospital Discharge Summaries: 

Structured, digitized summaries that can be submitted electronically will ease reimbursement 

claims and minimize the risk of rejection. 

These steps will shield poor patients from financial shocks and promote health insurance 

benefits utilization. 

Policy Implications 

The larger policy implications of this study underscore the pressing necessity for an 

integrated, scalable, and technology-driven insurance infrastructure to facilitate cashless 

claims in India. 

For Regulators (IRDAI): 

• Implement Tiered Incentives for Insurers: Regulatory policies can incentivize insurers 

according to their digital maturity, average claim TAT, and customer satisfaction ratings, 

driving ongoing improvement. 

•\tFoster Inter-Insurer Data Sharing and Transparent Grievance Redressal: Forcing data 

sharing between insurers can aid in fraud detection, harmonize processes, and make claim 

settlement more efficient. Transparent and open grievance redressal methods will enhance 

patient trust and accountability. 

For Government Policymakers: 



•\tInterweave Cashless Claims with Public Insurance Platforms: Integrating PPN cashless 

operations with flagship programs like Ayushman Bharat will enhance coverage and enhance 

claim efficiency within public healthcare. 

• Tap Telemedicine and Diagnostics to Increase Rural Coverage: Telemedicine consultation 

and distant diagnostics can be integrated with cashless claim systems to reach the rural 

population at low cost. 

For Industry Associations: 

• Enable Periodic Review of PPN Package Rates: A committee of hospital delegates, 

insurers, and patient representatives should review package rates from time to time to account 

for medical inflation and new technologies. 

•\tEncourage Development of Interoperable PPN Platforms: Building interoperable platforms 

that can be used by various insurers can minimize operational duplications and enhance 

network management. 

These policy initiatives can spur a more integrated, patient-centric health insurance 

environment. 

The present research provides a robust foundation for future exploration in some key areas: 

•\tRural-Urban Access Disparities: Comparative studies evaluating geographic differences in 

PPN penetration, claim efficiency, and patient satisfaction will facilitate region-specific 

interventions. 

•\tMulti-year longitudinal studies of cashless claim adoption will show if efficiency gains, 

approval rates, and financial security improvements are retained over time. 

•\tPilot studies of new technologies like blockchain for secure claims processing or AI to 

detect fraud can measure actual effects on speed and accuracy. 

• Cross-Country Benchmarking: Comparitive analysis with health insurance schemes in other 

countries such as the U.S., U.K., or Germany could reveal best practices and novel solutions. 

6.6 Conclusion 

This dissertation offers strong empirical evidence that the GIPSA-sanctioned PPN cashless 

claim model significantly improves the speed, dependability, and patient satisfaction of health 

insurance claims processing over conventional reimbursement mechanisms. By lessening 

claim Turnaround Times, raising approval levels, and reducing out-of-pocket costs, the 

cashless model mitigates some of India's most debilitating inefficiencies and inequities within 

the health insurance system. 

Patients are rewarded by less financial stress and simpler access to treatment; hospitals have 

streamlined administrative procedures; and insurers have fewer disputes and operating 

expenses. There is, nonetheless, much untapped potential—especially in extending the 

network into rural and semi-urban areas and tailoring packages for specialized, 

technologically complex treatment. 



For these advantages to be maximized, all stakeholders including policymakers, insurers, 

hospital administrators, and patients need to work together and accept technology-based 

reforms, improve pricing, enhance patient education, and develop cooperative frameworks. 

Leveraging the strengths established and overcoming current weaknesses, India can proceed 

confidently toward an inclusive, transparent, and patient-focused health insurance framework 

that promotes equitable access and financial protection for all its citizens. 
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