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Utilization of Ayushman Bharat Pradhan Mantri Jan Arogya Yojana for
Total Hip Replacement at a Tertiary Care Center in North India: A
Retrospective Analysis

Sharath Raj' *; Deepak Kumar' *, Pronay Biswas , Souvik Das', Aditya Shah', Vijay G Goni'

Learning Point of the Article:
Publicly funded insurance (Pradhan Mantri Jan Arogya Yojana, together with the state-level Himcare scheme) is the predominant financing
route for total hip replacement, including most revision surgery, at this tertiary center, and shifts implant selection toward domestic-brand
systems even though hip implants remain outside national pharmaceutical pricing authority price-capping regulation.

Introduction: To characterize the pattern of Ayushman Bharat Pradhan Mantri Jan Arogya Yojana (PM-JAY) utilization for total hip
replacement (THR) at a tertiary care center in North India, including its effect on patient demographics, diagnostic profile, and implant
selection, given that THR in India is driven predominantly by avascular necrosis (AVN) of the femoral head and fracture sequelae rather than
osteoarthritis, and that PM-JAY s institution-level effect on THR utilization and implant selection has not been well described.

Material and Methods: This retrospective single-center study reviewed all THR procedures performed at a tertiary orthopedic centerin North
India from January 2024 to December 2025, extracting demographic, diagnostic, procedural, implant, and financing data from operative
registers and comparing years using chi-square and independent-samples t-tests.

Results: Among 188 THR procedures (75 in 2024, 113 in 2025; a 50.7% rise), mean age was 45.6  14.4 years and 67.0% of patients were male.
AVN of the femoral head was the leading indication (44.1%). PM-JAY financed 138 procedures (73.4%), self-payment 41 (21.8%), the state-
level Himcare scheme 6 (3.2%), and non-governmental organization-supported care 3 (1.6%); PM-JAY alone funded 88.9% of revision THRs.
Domestic implants predominated in PM-JAY (78.3%) and Himcare (83.3%) cases versus 36.6% of self-financed cases, despite hip implants not
being subject to government price capping.

Conclusion: PM-JAY, with Himcare, is the predominant financing mechanism for THR at this center, funding over three-quarters of procedures
and most revision surgery in a young, male-predominant population, supporting an expanding role for public insurance in financing major
arthroplasty in India.

Keywords: Total hip replacement, avascular necrosis, Ayushman bharat (Pradhan Mantri Jan Arogya Yojana), health care financing, India.

Introduction end-stage hip disease in the Indian population is etiologically

Hip osteoarthritis (OA) is a recognized indication for total hip heterogeneous. Avascular necrosis (AVN) of the femoral head,

replacement (THR) in India, but unlike the knee, where OA associated with corticosteroid use, chronic alcohol

accounts for the overwhelming majority of arthroplasty burden, consumption, and idiopathic causes, is one of the most common
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indications for THR in India, characteristically affecting young
adults with a marked male predominance [1]. Neck-of-femur
fracture and its sequelae, post-traumatic arthritis,
developmental dysplasia of the hip, septic sequelae, and failed
prior fixation together add further complexity to the indications
for THR, producing a demographic and diagnostic profile that
differs substantially from the largely OA-driven, older, female-
predominant population that typically undergoes total knee
replacement (TKR) in India [2]. THR, however, shares with
TKR the fundamental problem of cost: It is an implant-
intensive, resource-heavy procedure whose expense has
traditionally placed it beyond the reach of a large section of
India’s population.

The Ayushman Bharat Pradhan Mantri Jan Arogya Yojana (PM-
JAY), a national health insurance scheme launched by the
Government of India in 2018, is the world’s largest publicly
funded health insurance program; it provides coverage of up to
XS lakh (approximately US $6,000) per family per year for
secondary and tertiary care through a network of empanelled
public and private hospitals [ 3,4]. Since inception, PM-JAY has
been increasingly utilized for high-cost procedures across
specialties, with institutional and national analyses
documenting rising surgical volumes and improved financial
protection in fields ranging from cardiac surgery to general
surgery and orthopedics [5,6]. A recent multispecialty audit of
PM-JAY claims at a North Indian tertiary institution found that
orthopedics was the most-utilized surgical specialty, and that
within orthopedics, cementless THR was the single most
frequently claimed individual package, ahead of primary TKR
[7]. This indicates that THR may in fact anchor PM-JAY’s
orthopedic caseload, yet institution-level analyses
characterizing PM-JAY utilization for THR, its demographic
and diagnostic correlates, and its implant-selection
consequences remain scarce.

A further point of interest concerns implant pricing regulation.
In 2017, the National Pharmaceutical Pricing Authority
(NPPA) imposed a ceiling price on orthopedic knee implants,
reducing costs by up to 70%; this ceiling remains in force, most
recently renewed to November 2026 [8,9]. No equivalent
ceiling has been notified for hip implants, discussion of which
remains preliminary [ 10]. THR therefore offers a useful setting
to examine whether PM-JAY’s fixed-package reimbursement
alone, independent of price regulation, is sufficient to influence
implant selection. In several states, PM-JAY also operates
alongside complementary, state-funded schemes; in Himachal
Pradesh, the Mukhya Mantri Himachal Health Care Scheme
(Himcare) extends an equivalent, mutually exclusive safety net
toresidentsineligible for PM-JAY [11].

The present study therefore analyses PM-JAY utilization,

alongside the complementary Himcare scheme, for THR at a
tertiary care center in North India over a 2-year period,
examining demographics, diagnostic profile, temporal
financing trends, surgical complexity, and implant utilization, to
provide an institution-level assessment of the scheme’s impact
onaccess to hip arthroplastyin India.

Material and Methods
Studydesign and setting

This was a retrospective, single-center observational study,
reported in accordance with the Strengthening the Reporting of
Observational Studies in Epidemiology statement for cohort
studies, conducted in the Department of Orthopedic Surgery of
atertiary care referral center in North India. The study analyzed
all THR procedures performed at the institute over a 2-year
period, from January 2024 to December 2025.

Institutional ethics committee approval

This study was approved by the Institutional Ethics Committee
of the study institute (IRB No. DRB/Ortho/2026/54). The
study involved a retrospective review of anonymized data
obtained from routine institutional operative registers and did
not involve direct patient contact or intervention; consistent
with institutional and national norms for retrospective, register-
based audits of this kind, individual informed patient consent
was waived by the Committee. The study was conducted in
accordance with the ethical principles of the World Medical
Association Declaration of Helsinki (1964) and its later
amendments.

Studypopulation

All patients who underwent primary (unilateral or bilateral) or
revision THR at the institute during the study period were
included, with no exclusions based on age or indication. Two
patients who underwent combined ipsilateral or contralateral
TKRand THR in the same sitting were retained and analyzed as
a distinct “combined” category. Hip procedures other than
THR (e.g, isolated core decompression or osteotomy) and
procedures unrelated to the hip were excluded.

Datasourcesand variables

Data were collected retrospectively from the institutional THR
operative register. Variables extracted included patient age and
sex, a unique hospital case-registration (CR) number, clinical
diagnosis, type of surgical procedure (laterality, primary versus
revision), implant system used, and mode of financial coverage
(PM-JAY/Ayushman Bharat, self-paid, Himcare, or non-
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Table 1: Patient demographic characteristics
(2024-2025, n=188)

Parameter Value

Total patients 188

Mean age+standard

.6=14. —
deviation (years) 45.6+14.4 (range 16-78)

43.0+14.4/47.2+14.2

M 2024/202
ean age, 202472025 | (| 99 p—0 043)
Male sex 126/188 (67.0%)
Female sex 62/188 (33.0%)

Male:Female ratio 2.0:1

governmental organization [NGO]/grant-supported). These
entries were not independently cross-verified against PM-JAY
or Himcare scheme portals, a limitation discussed below.
Patient names were re-coded before analysis to preserve
confidentiality. Of 191 raw register entries, three exact
duplicates were removed, leaving 188 unique THR procedures
foranalysis, with age, sex, and CR number recorded forall.

Outcome measures

The primary objective was to evaluate patterns of access to THR
in relation to healthcare financing, with emphasis on PM-JAY
utilization, year-wise trends, and comparison with other
financing modes, including Himcare. Secondary objectives
were to characterize the demographic and diagnostic profile of
the cohort, the distribution of primary versus revision and
unilateral versus bilateral procedures, and implant brand
utilization stratified by financing mode. Formal assessment of
clinical or functional outcomes, length of hospital stay, and out-
of-pocket expenditure was not undertaken, as these data were
not captured in the source registers.

Statistical analysis

Continuous variables (age) were summarized as mean +
standard deviation; categorical variables were expressed as
frequencies and percentages. Comparative analysis of
financing-mode distribution and surgical-category distribution
across the two study years was performed using the Chi-square
test. An independent-samples t-test was used to compare age,
and the chi-square test to compare sex distribution, between
years. A two-sided P < 0.05 was considered statistically
significant, and exact P-values are reported throughout.
Analyses were performed using Python (pandas and SciPy
libraries).

Results

A total of 188 unique THR procedures were performed during
the 2-year study period, comprising 75 procedures in 2024 and
113 in 2025, an increase in annual surgical volume of
approximately 50.7%.

Patient demographics

The mean age of the cohort was 45.6 + 14.4 years (range 16-78
years), and patients undergoing THR in 2025 were significantly
older than those in 2024 (t = —1.99, P = 0.048). Sex was
recorded for all 188 patients: 126 (67.0%) were male, and 62
(33.0%) were female, a male-to-female ratio of approximately
2.0:1, in contrast to the older, female-predominant
demographic typically reported for knee OA and TKR in India
[2], but consistent with the male predominance of AVN of the
femoral head, the leading indication in this cohort [1]. Sex
distribution was near-identical across the two study years (y2 =
0.00,P=1.000),as summarized in Table 1.

Surgical and diagnostic profile

AVN of the femoral head was the single most common
diagnosis (83/188, 44.1%), followed by primary or secondary
OA of the hip (35, 18.6%) and neck-of-femur fracture or its
sequelae (21, 11.2%); the remaining diagnoses are detailed in
Table 2 and Fig. 1. Unilateral primary THR was the most
common procedure (150/188, 79.8%), followed by bilateral

Table 2: Surgical and diagnostic profile of THR cases (»=188)
Category n Percentage

Unilateral primary THR 150 79.8
Bilateral primary THR 18 9.6
Revision THR 18 9.6

Combined THR+TKR (same sitting) 2 1.1

Diagnosis

Avascular necrosis of femoral head 83 44.1
Primary/Secondary osteoarthritis of hip 35 18.6
Neck-of-femur fracture/Sequelae 21 11.2
Post-traumatic arthritis/Failed fixation 10 5.3
Developmental dysplasia of hip 7 3.7
Tuberculosis of hip 5 2.7

Septic sequelae/Infected hip 5 2.7
Implant loosening (failed THR) 3 1.6
Ankylosed hip 3 1.6
Post-Girdlestone status 1 0.5
Pseudotumor (failed THR) 1 0.5
Other/unspecified diagnosis 14 7.4

THR: Total hip replacement, TKR: Total knee replacement
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Figure 1: Infographic summarizing the financing of total hip replacement (THR) at the study center

Implantutilisation

Implant brand was recorded for all 188
procedures. Domestically-manufactured
implants (principally Evolutis, Biorad,
Orthotech/Orthotek, Meril, and
Maxx/Max) accounted for 131/188 implants
overall (69.7%), and multinational-
manufactured systems (principally Zimmer
and Smith and Nephew) for 53 (28.2%); the
remainder comprised mixed or unclassified
cases. This distribution varied substantially
by financing mode (Table 4, Fig. 3):
Domestically-branded systems were used in
108/138 PM-JAY-funded procedures
(78.3%) and 5/6 Himcare-funded
procedures (83.3%), compared with only
15/41 self-financed procedures (36.6%),

(n = 188), showing that 78.2% of procedures were funded by public and charitable schemes, with where multinational-brand s ystems

Pradhan MantriJan Arogya Yojana (PM-JAY) alone accounting for 73.4%.

primary THR (18, 9.6%) and revision THR (18, 9.6%), with
two combined THR-and-TKR cases (1.1%). The distribution
of surgical category differed significantly between the 2 years
(x2 = 8.46, degrees of freedom [df] = 3, P = 0.037): The
bilateral-primary share fell from 14.7% to 6.2% and the revision
share fell from 12.0% to 8.0%, while the unilateral-primary share
rose correspondingly from 70.7% to 85.8%, indicating that the
rise in annual caseload was driven predominantly by growth in
straightforward unilateral primary THR rather than by an
increasingly complex case-mix.

Financing pattern of THR

Of the 188 procedures, 138 (73.4%) were funded under PM-
JAY, 41 (21.8%) were self-financed, 6 (3.2%) through Himcare,
and 3 (1.6%) through NGO/grant-funded care; combined,
publicly or charitably funded schemes accounted for 147

predominated (26/41, 63.4%). This pattern

is notable because, unlike knee implants, hip
implants have not been subject to NPPA price capping [8,9,10],
so the domestic-implant predominance observed under PM-
JAY and Himcare funding cannot be attributed to exogenous
priceregulation.

Discussion

This retrospective single-center analysis demonstrates that
publicly and charitably funded schemes, principally PM-JAY
together with the complementary state-funded Himcare
scheme, financed 78.2% of all THR procedures performed at
this tertiary care center over the 2-year study period, with PM-
JAY alone accounting for 73.4% of cases. This high level of
public financing for an implant-intensive, resource-heavy
procedure is consistent with broader national evidence of rising
PM-JAY utilization for high-cost surgical procedures across

procedures (78.2%) (Table 3, Fig. 2). PM-JAY s share
of THR was remarkably stable between years, from
73.3% in 2024 to 73.5% in 2025, while self-financed

Table 3: Year-wise THR case distribution by financing mode

procedures rose from 18.7% to 23.9% and Himcare- (:xs'l]l?nYan Self-paid  Himcare NGO/Grant Total
funded procedures fell from 6.7% to 0.9%; Bharat) (%) (%) (%) (%)
comparative analysis across the full distribution of

financing modes did not reach statistical significance 2024 35(73.3) 14 (18.7) 5(6.7) 1(1.3) 73
(x*=S5.34,df=3,P=0.148). PM-JAY funded the large

majority of revision THR procedures (16/18,88.9%), 2025 83(735) | 27(239) 1(09) 2(18) 13
while Himcare funded 4 of 18 bilateral primary THRs

(22.2%), a comparatively larger role than it played in Total 138(734) | 41@218) 6(32) 3(16) 188

unilateral or revision cases.

THR: Total hip replacement, PM-JAY: Pradhan Mantri Jan Arogya

Yojana, NGO: Non-governmental organization
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Figure 2: Proportional distribution of financing modes for total hip replacement (THR). Grouped
bar chart showing the percentage of THR procedures funded through Pradhan Mantri Jan Arogya
Yojana (Ayushman Bharat), self-payment, the Himcare scheme, and non-governmental
organization/grant-supported care in 2024 (n = 75) and 2025 (n = 113) at the study center.

Percentages for each year are derived from the totals in Table 3.

specialties, including orthopedics [5,6], and with a recent
multispecialty audit finding orthopedics the most-utilized PM-
JAY surgical specialty nationally, with cementless THR the
single most-utilized individual orthopedic package [ 7].

A notable feature of this cohort is the stability of PM-JAY’s
financing share over time, essentially unchanged despite a
50.7% rise in total annual THR volume. This suggests that PM-
JAY utilization for THR at this center may already be operating
atahigh plateau rather than continuing to rise, an interpretation
supported by Palo et al., who reported that in women
undergoing TKA the proportion funded through central health
schemes rose sharply from 12% in the pre-PM-JAY era to 42%
post-scheme, with essentially no rejection of pre-authorization
requests, suggesting that once institutional processes for
scheme-funded arthroplasty are established, utilization

]
=Aa
=7
=3

THR: AVN of the femoral head and neck-of-

PM-JAY i

(Avashman Bharaty femur fracture or its sequelae together
Self-paid substantially outweighed primary or
Himcare

NGO/Grant secondary OA, in contrast to the older, female-
predominant population underpinning TKR
in India [2]. This pattern is consistent with
published epidemiology of femoral head
osteonecrosis in North India, where a large
single-center series reported a mean age of
34.7 years and a male-to-female ratio of 5:1
[1]; our cohort, which also incorporates
fracture- and OA-driven disease alongside
AVN, showed a somewhat older age and a less
pronounced but still clear male predominance,
consistent with a mixed etiological case-mix
rather thana pure AVN series.

PM-JAY funded a strikingly high proportion of
revision THR in this cohort (88.9%). Revision
arthroplasty is typically more resource-
intensive and costly than primary surgery, and
this finding suggests that PM-JAY’s fixed-
package reimbursement extends robustly into complex,
revision-level care at this institution, an encouraging finding
from an access perspective, as revision surgery would otherwise
represent a catastrophic expense for self-paying patients.

The implant-utilization pattern offers a useful mechanistic
insight alongside the regulatory landscape for orthopedic
implants in India. For knee implants, domestic-brand
substitution has previously been attributed in part to the 2017
NPPA price cap, which reduced costs by up to 70% and
disproportionately affected globally-marketed premium
systems [8,9]. By contrast, hip implants have not been subject to
an equivalent NPPA ceiling, and discussion of hip-implant
pricing data remains at a preliminary stage [ 10]. That domestic
implants nonetheless predominate under PM-JAY and Himcare

stabilizes at a high plateau [12]. Himcare’s
contribution fell over the same period while self-
financed procedures rose modestly. Because

Table 4: Implant brand category (domestic- vs. multinational-marketed)
by financing mode

financing-mode entries in this register were not cross- Domestic,» Multinational, Mixed/Not
verified against scheme portals, misclassification [ Fabaetil i IEE (%) n (%) classified, 7
between PM-JAY and Himecare, two structurally (%)
similar, cashless, family—ﬂoater SChemeS, cannot be PM-JAY 138 108 (783) 26 (188) 4 (29)
excluded, and this trend should be interpreted | (Ayushman Bharat)

cautiously pending prospective, portal-verified audit. Himcare 6 5(83.3) 1(16.7) 0(0.0)
The demographic and diagnostic profile of this cohort Self-paid 41 15 (36.6) 26 (63.4) 0 (0.0)
differed sharply from the OA-driven population NGO/Grant 3 3 (100.0) 0(0.0) 0(0.0)
typically described for knee art'hroplasty in India. The PM-JAY: Pradhan Mantri Jan Arogya Yojana, NGO: Non-governmental
mean age and male predominance observed here organization

reflect fundamentally different disease drivers for
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Figure 3: Implant brand origin (domestic vs. multinational) by financing mode. Stacked bar chart

=1 Mixed/not classified

[13]. By analogy with PM-JAY-funded
cardiac surgery patients, who have been
shown to incur minimal out-of-pocket
expenditure compared with substantial
residual costs among privately insured and
uninsured patients [ 14], the 78.2% combined
public financing rate observed here for THR
suggests a similarly protective effect, though
this requires direct confirmation in future
work that captures billing data.

These findings should be interpreted within
the context of highly uneven national PM-
JAY uptake: A rural Bihar study found only
1.3% utilization among eligible respondents

NGO/Grant .
(n=3) despite 69% awareness [15], and state-level
analyses have documented gender-specific

inequities in scheme coverage [16]. The

showing the percentage of domestically-marketed, multinational-marketed, and mixed/not-classified present ﬁndings are drawn from a Single
implant systems used among total hip replacement procedures funded through Pradhan Mantri Jan urban tertiary center with an established PM-
Arogya Yojana (Ayushman Bharat) (n = 138), Himcare (n = 6), self-payment (n = 41), and non- JAY and Himcare workflow, and may

governmental organization/grant-supported care (n = 3). Percentages are derived from Table 4.

funding for THR is consistent with the fixed-package tariff
structure common to both schemes exerting an influence on
implant selection toward lower-cost domestic systems,
independent of exogenous price regulation. However, as an
observational association derived from a retrospective, single-
center cohort, this finding does not by itself establish that PM-
JAY or Himcare reimbursement directly caused the implant-
selection pattern observed; unmeasured confounding by
diagnosis, disease severity, surgeon or institutional preference,
and patient-level top-up payments cannot be excluded, and the
relationship should be regarded as hypothesis-generating
pending confirmation in adjusted, prospective analyses. This
dissociation between price-cap-driven and package-tariff-
driven cost containment nonetheless suggests that formally
extending NPPA price oversight to hip implants would likely
reduce absolute costs further without materially altering the
implant-selection pattern that scheme-funded reimbursement
appears to have already established.

Beyond procedural access, the broader financial-protection
implications of PM-JAY and Himcare merit consideration,
although this study did not directly measure out-of-pocket
expenditure. THR was fixed at a package rate of X90,000
(approximately US $1,080) at the scheme’s 2018 launch, and a
recent multispecialty audit found cementless THR the single
most-utilized individual orthopedic health-benefit package
nationally, with a mean orthopedic package cost of
approximately 86,740 [7], figures broadly consistent with the
X85,927 average cost of an uncomplicated primary TKA
reported in a public-hospital cost audit at another Indian center

therefore overstate the schemes’ reach
relative to more peripheral facilities. Periodic
revision of PM-JAY health benefit packages to reflect true
procedural and implant costs, as documented for other
packages in at least one Indian state [17], together with
deliberate cross-verification of financing-mode attribution, a
challenge that mirrors experience from other integrated-
scheme settings in India [ 18], will be important to ensure that
rising utilization of PM-JAY and Himcare for THR continues to
translate into equitable and clinically appropriate care.

Finally, the pattern of rising surgical volume accompanied by a
falling relative share of bilateral and revision procedures, and a
rising share of straightforward unilateral primary THR, is
reassuring from a case-selection standpoint: It suggests that the
observed growth in scheme-funded access reflects an
expanding pool of primary unilateral cases rather than an
increasingly complex, potentially reimbursement-driven case-
mix.

A key strength of this study is its use of consecutive, real-world
institutional data spanning two full calendar years from a high-
volume tertiary orthopedic center, encompassing 188 THR
procedures with complete demographic and identifier capture
following data cleaning, and a transparent, reproducible
algorithmic approach to identifying and removing duplicate

register entries.

Several limitations should be acknowledged. The retrospective,
register-based design precludes causal inference, since it relies
on data that were not collected for research purposes and, as
such, cannot establish cause-and-effect relationships between
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financing mode and the demographic, diagnostic, or implant-
selection associations reported and did not permit formal
evaluation of clinical or functional outcomes or length of
hospital stay, as these were not systematically captured in the
source documents; nor, for the same reason, was out-of-pocket
expenditure directly measured, so the financial-protection
effect of PM-JAY and Himcare discussed above remains an
inference by analogy rather than a directly demonstrated
finding; the absolute and relative-risk estimates reported are
also not accompanied by confidence intervals, which should be
sought in future prospective work; nor did the analysis adjust
for potential confounding factors, including differences in
diagnosis, disease severity, patient characteristics, and
procedural complexity, that may have varied systematically
across financing modes and could have influenced the
associations reported, including the implant-selection pattern.
Financing-mode entries were not independently cross-verified
against PM-JAY or Himcare scheme portals, so
misclassification between schemes cannot be excluded.
Implant-brand origin (domestic versus multinational) was
inferred from product naming conventions rather than verified
against manufacturer or regulatory records, and should be
interpreted as indicative rather than definitive. Three exact-
duplicate register entries were removed using a reproducible
algorithmic rule, but near-duplicate entries with differing
diagnoses, implants, or financing modes for the same patient
and CR number (most plausibly representing staged bilateral
surgery) were retained as separate procedures, which may not
be correct in every instance. This was, in addition, a single-
center study of 188 THR procedures conducted over a 2-year
period; the sample, while substantial for a single-institution
series, remains modest for subgroup comparisons, and the 2-
year window, though capturing consecutive institutional
experience, is too short to assess longer-term temporal trends in
scheme utilization or case-mix. Finally, as a single-center,
tertiary academic-hospital experience over a 2-year window,
these findings may not generalize to district-level facilities, high-
volume private centers, or regions with a different burden of
AVN, trauma, or scheme availability, and do not permit
assessment of longer-term implant survivorship, including
revision rates, implant survival, and late complications, or
functional outcome.

Conclusion

This retrospective analysis of 188 THR procedures
demonstrates that Ayushman Bharat PM-JAY, together with the
complementary Himcare scheme, is the predominant financing
mechanism for THR at this tertiary care center, jointly funding
over three-quarters of procedures overall and the large majority
of revision surgery, in a patient population that is distinctly
younger and more male-predominant than the OA-driven
population typically described for knee arthroplasty in India,
reflecting the substantial contribution of AVN and fracture
sequelae to hip disease in this setting. This scheme-driven
pattern of predominantly domestic implant selection persists
even though hip implants, unlike knee implants, remain outside
NPPA price-capping regulation, indicating that fixed-package
reimbursement tariffs alone can effectively shift implant
selection independent of direct price control. These findings
support an expanding role for public and state-level insurance
schemes in improving financial access to major arthroplasty in
India, while pointing to the continued need for scheme-portal
cross-verification, audit of reimbursement adequacy relative to
true procedural cost, consideration of extending NPPA price
oversight to hip implants, and ongoing institutional audit of
surgical indications to ensure equitable and clinically
appropriate utilization.

Clinical Message

For orthopedic surgeons practicing in resource-limited public-
hospital settings in India, this study shows that publicly funded
insurance, principally Pradhan Mantri Jan Arogya Yojana together
with the complementary Himcare scheme, now underwrites the
great majority of total hip replacement, including complex revision
surgery, at a high-volume tertiary center, and does so in a younger,
male-predominant, avascular necrosis- and trauma-driven
population that differs markedly from the typical knee-arthroplasty
profile. Because fixed-package reimbursement alone appears
sufficient to shift implant selection toward domestic-brand systems,
even in the absence of national pharmaceutical pricing authority
price-cap regulation for hip implants, surgeons counseling scheme-
funded patients on implant choice, and policymakers considering
the extension of price oversight to hip implants, should account for
this reimbursement-driven effect independent of formal price
control.
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