Health Economics and Sustainability Model of Digital Transformation of Public Health

Ms. Pooja Kadambi (Founding Partner, Just Yukti); Ms. Divya Ajitsaria (Founding Partner, Just Yukti); Dr. Peter Tanel Joseph (Digital Health Independent Consultant ); Ms. Vidhi Surve (London School of Economics)

INTRODUCTION

India’s healthcare serves 1.4 billion across 12 lakh facilities. Government expenditure on health rose by 110% between 2017 and 2025 (347,353 to 99,859 crore). India lags its National Health Policy target of 2.5% of GDP? by 2025'.

Despite this scale, the ecosystem is marked by fragmented systems, poor EHR interoperability and prevalence. Higher out of pocket expenditure, less efficient patient care and limited evidence for public health action is the result”.

Ayushman Bharat Digital Mission (ABDM), launched nationwide 1in 2021, seeks to create a federated digital health architecture. National adoption at the point of care remains inconsistent, private sector reluctance, and frontline
 resistance (workload and traimning). This reseacrh aims to 1dentify gaps and suggest a unified, evidence-based mechanism to measure economic value, long-term sustainability, and health impact.
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Figure 3A: Aggregate Stakeholder Sentiment Heatmap Figure 3B: Sentiment Heatmap by Stakeholder Category
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DISCUSSION

Table 1: Maharashtra ABDM microsite pilot scored 16/25 (a “B” rating on a five-point scale), performing well in Strategy & Governance and Infrastructure but weaker in Equity & Access and Monitoring & Impact- affordability,
inclusion, and systematic evaluation remain limited. Demonstrative as a benchmarking tool, supporting cross-state comparisons and consistent monitoring over time.

Figure 2: Different lenses for assessing digital health investments: ICER and BCR - efficiency estimates but understate wider system effects; NPV- long-term fiscal planning yet highly sensitive to discounting assumptions; SROI- social
and equity value but methodologically complex. In the Indian context, a combined approach 1s most appropriate to balance comparability, sustainability, and inclusivity.

Table 3: Distribution of 20 stakeholders (10-40 years’ experience) across four categories chosen for their central roles in shaping digital health- governance, financing, frontline delivery, and knowledge building.

Figure 3. Spread was mixed: friction 1n adoption (—67, 89 mentions) and the equity gap (-29, 43) were the strongest negatives, reflecting resistance and disparities. In contrast, hope for transformation (+80, 80) and trust in
infrastructure (+355, 63) drove optimism. Less frequent but notable were privacy risks (-9, 9) and apathy/disengagement (-9, 9). Overall, positives (138) slightly outweighed negatives (135).

Across stakeholders, optimism was strong, driven by hope for transformation and trust in infrastructure (+135 net), especially among Knowledge Builders, while even Risk Managers acknowledged potential. Yet this was consistently
undercut by friction 1n adoption (—75) and equity gaps (—31), the most persistent barriers across all groups. Stewards balanced optimism with privacy concerns, Risk Managers leaned cautious, and Frontline Enablers voiced moderate
signals. Stakeholders believe incentives drive participation, but weak enforcement limits adoption. As seen with Aadhaar and CDSCO, voluntary uptake is insufficient without mandates.

Reccomendations
- Standardization: a unified framework for selecting and evaluating digital health initiatives, enabling comparability across states and over time.
- Human resources: training, workflow integration, and support to reduce adoption friction and build frontline capacity.
- Accountability: balance incentives with clear mandates and enforcement to ensure sustained participation and compliance.
. Advocacy & awareness: communicate the value proposition of digital health, fostering trust, buy-in, and equitable adoption.

CONCLUSION

ABDM provides a robust blueprint for digital health transformation, but fragmented implementation and limited stakeholder communication constrain its impact. Further pilot applications of the framework and research 1s needed.
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