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Abstract: Since the mid-2000s, government initiatives in India
have been gripped by the idea that biometric identification is
more efficient than any form of paper-based documentation.
In this article, I explore how new health care schemes in India
have adopted this technocratic promise. On the basis of ethno-
graphic research in Karnataka, I describe how enrolments
for biometric smartcards for RSBY insurance proceeds. These
enrolments are meant to turn the rural poor into consumer
citizens, yet the RSBY cards elicit unexpected responses from
the beneficiaries. Instead of reproducing state authority, the
new ID cards become a fulerum for questioning the stability
of government.
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Résumé : Depuis la moitié des années 2000, les initiatives du
gouvernement indien ont été fascinées par l'idée que I'identifi-
cation biométrique est plus efficace que les formes de docu-
mentation écrites (sur papier). Dans cet article, jexamine de
nouveaux programmes relatifs aux services de santé en Inde
qui ont adopté cette promesse technocratique. A partir d’une
recherche ethnographique a Karnataka, je décris comment
ont lieu les inscriptions pour les cartes biométriques intelligen-
tes de I'assurance RSBY. Ces inscriptions visent a changer les
pauvres des zones rurales en des citoyens consommateurs ; or
les cartes RSBY suscitent des réactions imprévues de la part
des bénéficiaires. Au lieu de reproduire 'autorité de 1'état, les
nouvelles cartes d’identité deviennent 'occasion de contester la
stabilité du gouvernement.

Mots-clés : Identification biométrique, RSBY, Inde, assurance
santé, pauvreté, citoyens consommateurs
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The Promise of Biometric Health IDs

dentity cards are technologies of social, political and

legal control (Das and Poole 2004, Hull 2012, Marx
2015). ID cards enforce asymmetries in how stable the
identities of card issuers and card holders are taken to
be. Whoever is legitimate to issue an ID card is assumed
to be self-same and stable, whereas the identity of the
card holder is up for scrutiny. The ID issuer questions
and establishes the identity of the card receiver and not
vice versa. Yet, as I will argue in the following, the issu-
ing of ID cards can also make card receivers question
this power asymmetry. Hence, receiving a card does
not necessarily mean that the stability of the ID issuer
goes unchallenged. The moment a card is issued can
occasion doubts in the ID card recipient about the stable
identity of the card issuer.

My example will be experiences of enrolling for a
biometric smartcard issued under the Rashtriya Swasthya
Bima Yojna (RSBY) program in southern Karnataka,
India. RSBY, which translates to “National Health In-
surance Program,” is the world’s largest health scheme
that relies on biometric cards. People “below poverty
line” (BPL) are eligible to receive a smarteard, which
allows them to claim hospital expenses of up to ¥30,000
per family per year.

RSBY was first launched by the central govern-
ment’s Ministry of Labour and Employment in 2008.
Policy-makers put all emphasis on RSBY’s “smart” tech-
nology, which was portrayed as future-oriented and em-
blematic of a new, clean and technocratic India. Biometric
smartcards epitomise India’s post-reform “aesthetics of
arrival” (Kaur & Hansen 2015) in cutting-edge modernity.
Between 2008 and 2016, more than 41 million RSBY
cards were issued (Government of India 2017). Anthro-
pologists have asked why documents are often “invisible”
forms of power and have highlighted “the denial of the
mediating role of documents” as a technique of main-
taining authority (Hull 2012, 253). By foregrounding
the futuristic materiality of the smartcards, the RSBY
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scheme does the opposite: it augments the mediating
role of the document and makes new power relations
visible.

There is a range of health insurance programs for
poorer people in India, but RSBY is the largest and
best known. RSBY uses a combination of photographic
and fingerprint technologies to ensure that any one
of the people on the card claiming health expenses is
entitled to do so. These “paperless” and “smart” ways of
storing and processing data are also meant to make sure
that the hospitals that provide health services for card
holders are not overcharging or making fraudulent
claims. When going to hospitals to make claims, claimants
have their fingerprints taken and compared to those
stored on the card. This aims to make claiming and reim-
bursing benefits “safe and foolproof” for all participants.

Biometric identification has become common in in-
dustrialised countries, but it is also being introduced in
lower- and middle-income countries. Biometric IDs are
used in passports or bank cards. Health is another field
of application, with IDs being issued both by governments
and by public—private partnerships and non-governmental
organisations. Multinational donor organisations, such
as the World Bank or the Gates Foundation, are pro-
viding financial and technical support to IT systems
that extend the reach of biometric cards in the health
field. Biometric cards seem to be the best way of closing
the “identity gap” that people in poor countries are
experiencing. The assumption in the development sector
is that reliable digital ID systems are the best method of
administrating benefits because they provide both iden-
tification (who is the beneficiary?) and authentication (is
the person claiming the benefit the person entitled to
receive the benefit?). Closing identity gaps becomes
closing development gaps (Gelb & Clark 2013).

Biometric ID systems look brand new, but they
have a long history. One of the oldest recorded moments
of using biometric data for ID purposes was the use
of handprints in colonial India. In 1858, Sir William
Herschel, of the Indian Civil Service, invented whole-
hand printing with ink on the back of employment con-
tracts with colonial subjects. Herschel wanted to make
contracts more binding, but he also wanted to ensure
that only people under contract would receive payments
from the civil service (Sengoopta 2004; Komarinski
2005). Biometric identification technology emerged in a
colonial encounter between administrators and largely
illiterate locals. The introduction of RSBY cards
150 years later continues a long tradition of administer-
ing people who are deemed most reliably identifiable
through stable bodily identifiers. ID systems based on
writing held sway for most of the colonial and post-
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colonial period (see Gupta 2012, 204), but biometrics are
now established as a superior form of verification.

The promise of making the body a stable and incor-
ruptible source of unique personal identifiers to sidestep
written documents is evident in all the programmatic
statements about RSBY. According to Anil Swarup,
the civil servant who is credited with designing the
scope and shape of RSBY, this biometric data system is
“paperless, cashless, and ageless” (Swarup 2013a). In
corruption-prone countries such as India (Srivastava
2012; Roy 2016), services can be delivered transparently
and fairly only with a robust personal identification
system of beneficiaries and benefits in place. RSBY is
superior to other schemes because it minimises the
scope for fraud by both individuals and hospitals. The
bodies of RSBY beneficiaries may be vulnerable to dis-
ease and decay, but their fingerprints and faces are
meant to be so incorruptible as to make the administra-
tion of benefits incorruptible, too. “Paperless” biometrics
work with the “ageless” parts of the body to make the
system itself “ageless.” In Max Weber’s (1978, 957) classic
formulation of bureaucracy, documents are handled by
“a staff of subaltern officials and scribes of all sorts.” In
RSBY, all human intermediaries are foregrounded as
potential points of corruption and resource leakage,
which the smart new system promises to eliminate.

RSBY was designed by the Ministry of Labour with
assistance from the German international development
agency GIZ (Deutsche Gesellschaft fiir internationale
Zusammenarbeit). For complex political reasons, the
central Ministry of Health did not want to take up
health insurance schemes. The Ministry of Labour took
up the development of RSBY under its remit of dealing
with informal labour. As Swarup (2013b) points out,
94 per cent of all labour in India is in the informal sector.
“The problem is: defining this individual — because without
defining him, you can’t benefit him — then, locating him,
registering him, and benefiting him.” This is so difficult
because the majority of people in India are poor, illiterate
and often migratory. If people have no fixed or clearly
identifiable address, then the technology has to take
this into account. If people are to be reimbursed for
health care costs, this has to happen directly in the
hospital and not at some later stage through their home
address. If people are largely illiterate, a successful
scheme also has to be paperless (Swarup 2013b). If
people are highly mobile, the smartcard has to be issued
on the spot, instead of being printed elsewhere and then
being sent to a home address (Swarup 2013b). The
RSBY scheme is a key example of how “the software
engineer,” India’s new archetypical citizen-subject, is
helping to pull “the farmer,” India’s old archetype, into
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the connected world of the twenty-first century (Philip
2016).

Initially, hopes were high that RSBY cards could be
used for purposes beyond health coverage. Some pilot
schemes used the RSBY system for the administration
of other social benefits, such as life insurance or food
rations, with a plan toward developing RSBY into a plat-
form for an integrated social protection system (Swarup
2013a). The excitement about using RSBY-type smart-
cards for other services also reached beyond India,
and delegations from other countries visited to see how
the scheme was working and how it could be adapted
elsewhere. For example, in 2012 a German delegation
arrived in India to study how RSBY cards could be
used to replace paper vouchers to administer free school
meals. That Germany, the country with the “world’s
oldest social security system,” would seek “India’s help
to provide social benefits to needy schoolchildren” was
reported with pride in the news (Economic Times 2012).

An additional benefit of RSBY cards was, according
to Swarup, the provision of a form of “smart” ID card to
poor people. However, since RSBY cards identify
groups of household members rather than individuals,
the scope for using RSBY cards as proof of individual
identity is limited. Moreover, eligibility for enrolling in
RSBY is predicated on being identified and documented
as the holder of another, non-biometric card, the “below
poverty line” card. One of the benefits that comes with
holding a BPL card is being entitled to food rations
from government shops. BPL cards are issued by state
governments to households earning less than ¥27,000 a
year. By classifying people as BPL, the state “converts
the many facts of someone’s material deprivations into
a category that can be enumerated and measured” to
create “a class of people for whom programs are
targeted” (Gupta 2012, 156). RSBY could never be a
stand-alone ID system, because it has to rely on how
Indian state bureaucracies are administering other social
benefits.

Plans for making RSBY cards proxy IDs for poor
people were pushed aside by a much more ambitious
national ID card project called Aadhar. The Aadhar
system is run by the Unique Identification Authority of
India (UIDAI) and has been rolled out since 2009. With
now more than 1.133 billion IDs issued, Aadhar is the
world’s largest biometric ID system, enrolling up to
99 per cent of the Indian population. Aadhar’s mission
is to “de-duplicate” (Cohen 2016) the entire population
of India so that every individual person has one, and
only one, unique identity. The goal is to eliminate all
“incomplete, fake, or duplicate identities” (Rao 2013,
72). If any ID system is now in the running to be a
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platform for social benefits, it is Aadhar and not RSBY.
In fact, it is likely that Aadhar is going to become the
basis for RSBY enrolments in the future. Whenever
someone enrols in Aadhar, they are going to be “pre-
seeded” in the database for future RSBY enrolments
(Gelb & Raghavan 2014). The central government minis-
ter for labour announced plans to move the administra-
tion of social benefits to Aadhar (Economic Times 2016).
Enrolments into RSBY cost 30 per card. Enrolments
are run by private insurance companies. The companies
are selected through a tendering process where the
company making the best offer gets the contract from
the state government. The insurance companies’ incen-
tive is to enrol as many people as possible in RSBY,
because insurers get a premium for each person that
joins. These private companies do not benefit from any-
one making claims through RSBY. Hence the incentive
structure for the private companies is to achieve high
enrolment numbers and low claimant numbers. This
design — high investment in getting people to enrol and
low investment in explaining how the scheme works —
goes some way to making sense of some of the bene-
ficiaries’ experiences that I will describe here. My main
argument, that the issuing of the RSBY biometric
smartcard occasions doubt about the stability and iden-
tity of “the state,” can be understood only within the
context of the political economy of health in India.

A Poor and Patchy State of Health

India has a poor history of protecting people from exces-
sive health expenditures. Most health care expenses
continue to be paid out of pocket by rich and poor
people alike. Government institutions exist and are in
theory supposed to cover all citizens’ needs. But the
public sector captures only around 30 per cent of all
health expenditures, and the bulk of all expenses is in
the private sector. Even by the standards of lower- and
middle-income countries, national budgets allocated to
health are extremely low in India (Organization for
Economic Collaboration and Development 2015, 156).
The share of the government has been hovering around
1 per cent of GDP since the 1990s (Rao & Choudhury
2012).

Even the Ministry of Health and Family Welfare
(Government of India 2014, 8) has diagnosed a “failure
of public investment in health to cover the entire spec-
trum of health care needs” and a “worsening situation
in terms of costs of care and impoverishment due to
health care costs.” People’s out-of-pocket (OOP) health
expenditures are said to be “more impoverishing than
ever,” and even hospitalisation in a public hospital does
not protect against “catastrophic health expenditures.”
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Indeed, hospitalisation costs almost tripled between
2004 and 2014. The average cost of hospitalisation was
324,436 in urban areas and 14,935 in rural areas. The
ministry estimates that 63 million people in India fall
deeper into poverty every year because of OOP health
costs (see Peters et al. 2002; Shahrawat and Rao 2011).
In 2011-12, 18 per cent of Indian households faced cata-
strophic health expenditures, up from 15 per cent in
2004-05.

Rising care costs led to calls for publicly financed
health insurance schemes. A range of new schemes
have been introduced since the mid-2000s (Devadasan
et al. 2006). All these schemes share the idea that cata-
strophic household debt caused by health expenditures
is bad for both individual households and for the wider
economy. All these schemes also assume either that
existing public sector health facilities are unable to cope
with the demand for affordable care, or that they them-
selves can be expensive enough to put people into pov-
erty. Everyone, including poor people in both rural and
urban areas, consult private practitioners more often
than government practitioners (Bhatia and Cleland 2001;
Narasimhan et al. 2014).

The new policies are designed to allow poorer people
to access costly and mostly private health care without
having to pay out of pocket. In the language of the
policy-makers, “supply-side financing” in the sense of
putting money into government infrastructures was
unable to reduce household OOP expenditures. Hence a
new type of “demand-side financing” was designed,
which puts “freedom of choice” about where to spend
money into the hands of people.

For those who designed RSBY, this freedom of
choice was the scheme’s “unique selling point” (Swarup
2013a, 2013b): the shifting of decision making about
health care spending from the government to the indi-
vidual citizen. Instead of the government providing a
consistent and reliable public health care infrastructure,
citizens are told to seek services in the private sector.
Given the costs of private health care, prior to these
new schemes, one could opt out of government health
care only if one was rich enough to pay for private
providers. The “unique selling point” of RSBY is that it
empowers people living below the poverty line to choose
between public and private hospitals just like the rich.
But most other health schemes available in India, even
those available to people below the poverty line, work
on the same set of demand-driven assumptions. In this
way, RSBY is in line with wider neoliberal transforma-
tions of health care in India over the past decades. I
will return to this gap between neoliberal policy and
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people’s experiences of what these policies mean in my
ethnography of RSBY enrolments in Karnataka below.

RSBY was meant to be a “national” health care
scheme that would transcend the many differences be-
tween states and districts. One of the projected benefits
of the smartcard technology was that it would allow
people to travel to different hospitals within districts
and states, and even across different Indian states, and
to be able to use the same card in all locations. As a
“national” system, the RSBY card should work like a
passport that allows movement within India. However,
this promise has never been fulfilled because the RSBY
scheme has been very unevenly implemented across
India. Some federal states in India are providing contin-
uous support for RSBY, whereas others, such as Andhra
Pradesh, have never participated in RSBY. Some states
participated only for limited periods or never committed
a lot of resources to it. By 2016, roughly 57 per cent of
eligible households across India had been enrolled but
with a huge variation across districts, ranging from
only 3 per cent enrolment in Kannauj in Uttar Pradesh
to nearly 90 per cent in several districts of Chattisgarh
and Kerala (Karan, Yip, and Mahal 2017).

This checkered implementation is even evident at
the highest level of government in terms of which
agency should be responsible for RSBY. The scheme
was initiated by the Ministry of Labour, but control was
shifted to the Ministry of Health in 2015, and its long-
term future is not secured.

The task of implementing RSBY was conferred to
state-level ministries. This resulted in a highly uneven
implementation and of RSBY being constantly subjected
to the vicissitudes of political conditions. A patchy rollout
of RSBY is evident district by district and even village
by village (Rajasekhar et al. 2011; Sun 2011; Palacios
2010). In the state of Karnataka, for example, RSBY
ground to a halt in 2013. The Karnataka Ministry of
Labour stopped organising further enrolments for a
host of political reasons, one of them being the uncertain
outcomes of the Indian general elections of 2014. In the
run-up to the elections, there was fear that promoting
RSBY enrolments would be seen as a form of political
campaigning on behalf of the ruling Congress Party. In
Karnataka, RSBY is associated with Congress politics
because it was introduced during the reign of the United
Progressive Alliance (UPA), of which Congress is the
dominant force, which ruled India from 2004 until 2014.
A host of new social welfare schemes were introduced by
the UPA, RSBY being an exemplary one among them.
The Congress Party maintained its hold on the Karnataka
legislative assembly elections in 2013 but in 2014 lost
the national elections for the Lok Sabha (the lower
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house of the Indian parliament in Delhi). A new wave of
enrolments in RSBY commenced only in 2014, but the
change-over between ministries put another damper
on the rollout of the program. Meanwhile the central
government has announced that the implementation of
RSBY is also going to change in the future, but it is not
yet clear how.

RSBY card holders can take their card to a hospital
that is “empanelled” in RSBY. Both private and public
hospitals can become empanelled. Hospitals bill patients
at their usual rates but can recover parts of the costs not
from patients but from RSBY. Hospitals have an incen-
tive to admit BPL patients who might not be able to
afford their services out of pocket, and they also have
an incentive to charge for services covered by RSBY.
Many costs that come with hospitalisation are not covered
by RSBY. Also, RSBY reimburses inpatient procedures,
but neither outpatient treatments nor medications are
covered — the two main sources of household health expen-
ditures (Garg and Karan 2009; Shahrawat and Rao 2011).

The extent to which hospitals get themselves em-
panelled as RSBY providers has been limited and hap-
hazard. For example, the largest hospital in Mysore
district, the JSS charitable hospital, never became em-
panelled in RSBY. With 1,800 beds, the JSS hospital
is one of the largest hospitals in India and is by far the
biggest in the city of Mysore. Up to one thousand patients
are treated every day in the outpatient departments.
Around three thousand surgeries are performed in the
hospital’s 27 operation theatres every month. Every
month, more than twenty thousand inpatients and more
than sixteen thousand outpatients are treated. JSS is a
charitable hospital with a mission to provide “affordable
healthcare with human values.” JSS explicitly welcomes
poorer people and those from the rural areas. RSBY
would be expected to be part of the accepted insurance
schemes, but it is not. A host of other health care
schemes, catering to a wide range of beneficiaries from
the poorest to the richest, are administered at JSS.
However, RSBY is entirely absent. When I spoke with
the hospital’s director about health insurance and asked
why RSBY is not on its list of approved programs, he
said that RSBY was not reliably available in the region
and that other schemes were in place and doing a better
job at providing access to care than RSBY.

The RSBY Enrolment Process

Fieldwork for this article was carried out in 2015 at
three rural enrolment posts in central Mysore district.
The ethnography of RSBY enrolments formed part of a
research collaboration called Indian Health Insurance
Experiments (2017), which evaluates the uptake of new
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insurance schemes among poorer people in India (for
example, Nandi et al. 2015). The observations and inter-
views were conducted with 26 families directly at the
enrolment stations. RSBY had been rolled out in Karna-
taka since 2008. There were no active RSBY smartcards
in southern Karnataka in 2014, and people’s memories of
earlier phases of RSBY were fuzzy. What I could ob-
serve was a new wave of enrolments that began in late
2014. The enrolments took place in public sites, such as
primary schools, and it turned out to be easy to contact
people and ask them for an interview after they had re-
ceived their smartcards. RSBY cards enrol families of up
to five people and not individuals. The enrolment identi-
fies male household heads as the primary card holder.
This patriarchal bias of the bureaucratic process was
mirrored in my interviews: the main respondent to my
questions was always the male household head, with
only occasional interventions from other family members.
The field research was carried out by me and my
Kannada-speaking research assistant and interpreter,
Chanappa Kapli. Interviews were based on a semi-
structured questionnaire. Audio recordings of the inter-
views were transcribed and translated from Kannada
to English. My presence as a European researcher did
not have any discernible response effects, neither among
the officials carrying out the enrolments nor among the
families interviewed.

Enrolments into RSBY were done by mobile teams
of insurance company employees. The teams consisted
of three to four people who travelled from village to
village. Prior to their arrival, the companies identified
who should enrol in RSBY through a list of BPL card
holders provided to them by the state government. The
companies liaised with local panchayats (village councils)
to let them know when they were coming and what kind
of setup was required to carry out the enrolments. The
RSBY teams moved into primary schools and village
halls for a day or two, depending on the size of the
catchment population. The panchayats were active in
informing people about the upcoming enrolments and in
mobilising them to make the effort to come. In Mysore
district, panchayats linked up with local health workers
to distribute “tokens” to BPL households, slips of paper
containing information about where to go and what to
bring. People were also alerted to the need to arrive in
person with every household member who should be
included on the card. In case of anyone being absent
from the enrolment, it was possible to add a name and
biometric data at a later stage through a district office,
but this was cumbersome. At all the posts we observed,
enrolments in this wave proceeded smoothly. Times
spent queuing to be seen ranged from a few minutes to
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two hours. The full enrolment, from arrival to handover
of the card, took about ten minutes per family. To get
the card issued, family members gave their names to
the enrolment team. A representative from the panchayat
confirmed that the family was on the BPL register. In
the RSBY database, information about beneficiaries is
ordered by unique registration number (URN), name of
the “head of family,” age, insurance policy number, start
and end dates of the policy (one year from day of enrol-
ment), the available amount in the account (maximum
£30,000), how much money is “blocked” (spent) from the
card, and finally codes for district and state where the
registration was done. A photo of all the household
members was taken, as well as fingerprints from both
hands. The RSBY cards were handed over to the house-
hold heads a few minutes later. In Mysore district, most
of the time the enrolment teams also gave out leaflets
explaining how the RSBY card could be used, with lists
of hospitals that were part of the scheme. However, this
was not done consistently, and in many cases people
walked out with a card but without any information on
how to use it. People’s negative experiences, such as not
understanding what the biometric card is for, can ex-
plain why the issuing of the card undermines rather
than builds trust in the state. The following two sections
provide a detailed ethnography of these experiences.

Experiencing the RSBY Card:
What Is It For?

Among the 26 families interviewed after their enrol-
ments, the most common sources of information about
the event were panchayat workers, primary health care
nurses, neighbours and family members. The panchayats
did an awareness drive, distributing leaflets informing
them of the time, place and purpose of the enrolments, as
well as making announcements via loudspeakers carried
through villages on autorickshaws. Such drives are a com-
mon way of spreading information about elections, public
health camps and other relevant events. The second
source of information was nurses from primary health
care centres under the Ministry of Health who went
door to door in some areas, trying to mobilise as many
potential beneficiaries as possible. Both panchayats and
nurses handed out tokens (chiti) that people should
bring with them to the enrolment station: “Some girl
came from a hospital to inform us. She was visiting all
houses and giving token. She informed that this is a
health card and if there are any problem then the
government will give up to 30 thousand, the rest of the
amount you have to pay” (family #26). Some families
complained that not all relevant people had received
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tokens for the event in this way. A third and equally
important source of information about the enrolment
events came from neighbours and extended family
members. Several families said that they had not re-
ceived any information about the enrolments but were
simply following behind neighbours who said that they
should come along.

All the families that we talked to said that the
awareness drives for RSBY had happened only a few
days before the actual enrolments and that this was the
first time that they had ever heard of RSBY. Since
RSBY is meant to be the leading health scheme for people
below the poverty line in India and has been running since
2008, to find that most people interviewed had no prior
awareness of it was surprising (see Madhukumar et al.
2012; Reshmi et al. 2007; Narasimhan et al. 2014).

There were only three families who had prior expe-
riences of using RSBY. One household head (#6) had
faint memories of having enrolled in RSBY seven years
earlier, but said that they did not have any health
problems that year and did not use it. After one year
the card expired, and they had not heard anything else
about renewals until now. Another man (#7) said that
RSBY has been around for the past “seven years” but
that this was the first time that his family had enrolled.
During another enrolment drive some years earlier, he
remembered being out of the village and missing the
occasion. Srinivas, a lorry driver in his early 40s, had
had a kidney operation three years ago at a government
hospital and ongoing problems with his kidneys. He
remembered enrolling in RSBY for years earlier and of
going to the hospital with the card two times, but in each
case the card was declined and he was told that RSBY
did not cover the particular problem diagnosed.

All of the families interviewed said that health care
costs were too high. All of them were able to recall
previous episodes of a family member being hospitalised
with serious consequences for the household’s finan-
cial situation. For example, Chandru, a 42-year-old day
labourer, was trying to find money for his mother’s
brain tumour operation. The cost was ¥100,000; 10,000
was covered through a central government scheme, but
the remaining 390,000 had to be paid from a loan. They
are still repaying to this day. The father of a 35-year-old
tailor (#25) had to be taken to hospital eight years
ago with liver problems. He was admitted to the JSS
hospital and treated there. The total cost was 45,000,
but he had only 10,000 available, so the rest had to
be covered by a loan of ¥35,000 at a 5 per cent interest
rate. This loan was still being paid off all these years
later. His son then got tuberculosis. They took him to
the government hospital in Mysore, but when they did
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not receive good treatment there, they shifted to a
private clinic where each visit cost ¥500, about 10,000
over six months. TB treatments have a dedicated public
infrastructure of clinics that supposedly cover 100 per
cent of all treatment needs, yet this is one among many
examples that show that OOP expenses can be high even
when treatments are, allegedly, free and easily available
(Ecks and Harper 2013). OOP health care expenses add
to other major expenses. In the case of an elderly couple
(#9) who had to find the money for dowries for three
daughters, they had to sell their two hectares of land.
After selling the land, the husband started working as a
cleaner in a private hospital.

Some families said that they would rather die than
pay too much for health care. It was possible to spend
money within limits, but there was no point in ruining
an entire household’s finances for a single episode of ill
health. Devanna (#24), a day labourer with just a small
patch of agricultural land, said that for “big problems”
they would not seek treatment but “stay at home,”
because they were unable to repay big loans, even if
they could take them out. Nagasundara (#11), a casual
worker in his mid-30s who said his family earned less
than 5,000 a month, said that any health problem cost-
ing more than ¥100,000 to treat would not be taken to a
hospital “because we cannot pay that much; just we
would like to die, that is the only option.” Ravi (#17)
and his wife also worked as day labourers. Whatever
money they earned, maybe 3200 in a day, was just about
sufficient to feed themselves and put their three children
through school, but not for other expenses: “If any big
problem occurs, we will not go to the hospital for consul-
tation. We will try tablets [self-medication]. Otherwise
we will commit suicide.”

Every family said that they “did not know much” or
“did not really understand” RSBY. Lacking information
about how to use the RSBY card right after it had been
issued is striking, because receiving a freshly printed
biometric ID card should be the one moment when
people know best what it is good for. Some guessed
that the card was “like a ration card” (#12) that could
be used to get health services, but the details were
fuzzy. Some said the card was for “use in hospitals”
(#20), but the difference between empanelled and not-
empanelled hospitals seemed mysterious. In all cases,
people understood that the card entitled them to
%30,000 per year and that any excess costs had to be
paid for out of pocket, even though they did not always
grasp if this amount could be spent on several occasions
or only on one occasion. Despite having been handed the
RSBY card only minutes earlier, some people said that
this card was valid “for life” and there was no need for
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renewal. Indeed, several people pointed out that one of
the advantages of the RSBY card was that it did not
need annual renewals, as opposed to other health care
schemes. One of the people who said that no annual
renewal was necessary also said that he was illiterate
and unable to read the pamphlet that had been handed
to him along with the card: “I am uneducated. I cannot
read anything. I just look at pictures” (#26). Sadly,
there were no informative pictures on the leaflets.
Another said, “We do not know about RSBY, it’s just
that all people are enrolling, so we also came for enrol-
ment” (#11).

The most critical voices compared the lack of infor-
mation about the uses of RSBY to an act of “cheating”
because “they give no clear information to the people”
(#11). It was typical that even when benefits were avail-
able, the government failed to provide proper infor-
mation on how to access them. When approached if it
was possible to ask government officials about RSBY,
some felt that poor people were routinely treated with
disdain. Ravi (#17) said that he did not understand
what RSBY was all about, but that there was no point
in asking government people about it: “We will not ask
anybody about this. If we ask anybody, they will not
respond clearly. They will tell us: “You are uneducated,
why do you need this information,” like this they will
scold, so I do not want to ask anybody.”

Experiencing the RSBY Card:
“What’s the Use?”

In our interviews with enrolling families, we asked about
their awareness of other “health cards” and that they
compare the advantages and disadvantages of RSBY to
these other cards. In southern Karnataka, another card
is far more widely known and more widely used than
RSBY: the Yeshasvini card. This card is available to
people in rural areas as well as informal sector workers
in urban areas. It is administered through workers’
cooperatives across the state of Karnataka, and it covers
card-holding families for private health care of up to
%150,000 per year. Enrolment costs for Yeshasvini vary
depending on several criteria, but come in on average
at 3200 per person. Enrolment in Yeshasvini started at
1.6 million members in 2003 and increased to 3.4 million
members in 2013. This represents about 15 per cent
of all target beneficiaries and 9 per cent of the rural
population of Karnataka (Aggarwal 2010, 6).

About a quarter of the families we talked to during
RSBY enrolments also had Yeshasvini cards and could
compare the benefits of the two cards to each other.
Most of the other families had also heard of Yeshasvini
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even if they were not members of the scheme. The two
features that allowed the easiest comparisons between
RSBY and Yeshasvini were the enrolment fees and the
available annual allowances. At only %30 per family,
RSBY was clearly more affordable and therefore seen
as more favourable than Yeshasvini. In fact, a few
people pointed out that they had paid for the Yeshasvini
annual membership in the past but had not renewed
their cards because of the comparatively high cost of
enrolment. One household head (#8) who has held a
Yeshasvini card for several successive years summed up
this opinion: “RSBY is a good scheme, as far as I know.
One card contains the whole family and all their informa-
tion. And we pay just T30 for enrolment. Yeshasvini is
also good, but we need to pay 3250 a person.”

Everyone agreed, however, that 330,000 from RSBY
is far too little, not only when it is compared to Yeshas-
vini’s 150,000, but by any standard. Almost everyone
said that the costs for health care are so high that
%30,000 will not get you anywhere. Perhaps a few minor
problems could be covered with this amount, but any
actual hospitalisation case could not be financed with
the amount provided under RSBY. For this reason,
many questioned if RSBY should exist at all: “¥30,000?
What’s the use?” Chandru (#10) asked bitterly. Even if
RSBY covered outpatient department (OPD) treatments
and medication costs — which it currently does not — the
amount was painfully inadequate.

Of course, being promised 30,000 was better than
being promised nothing at all. For a small enrolment
fee of T30 per family, there was no visible drawback in
taking advantage of a potential source of health care
funding: “We are poor people. Thirty thousand rupees
is a good amount, if they will give when problems arise.
Only if problems occur, that time we will know” (#18).
Some said that they were happy that anything at all is
given to them to help cover health costs. One said, “I
am very happy about this because they [the government]
are paying that much money” (#6). However, these
expressions of gratefulness were rare, and even those
who were grateful for some financial aid did not say
that 30,000 was in any way adequate.

Many respondents were quick to offer suggestions
about how much RSBY should pay. Ondu lakh, which is
%100,000, was a figure that several people mentioned as
the minimum amount any health scheme should offer.
This amount was not even to be used in several install-
ments for a variety of episodes — in the way that the
policy-makers envisaged RSBY should be used - but
simply for a single episode of hospitalisation. Another
suggestion focused on percentages of total costs to be
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covered. Several people said that, whatever the amount
may be, 50 per cent should be reimbursed; others said
that a 70 per cent reimbursement would be adequate
(#20).

People had many suggestions for how RSBY could
be better organised in other ways. One common sugges-
tion was that RSBY should not only cover hospitalisation
costs, but also OPD treatments and medications. For
OPD procedures and drugs, 330,000 seemed more plau-
sible than for large-scale surgeries. Another idea was
that RSBY would only succeed if it secured quality
care. Some felt that the hospitals treating under RSBY
would be bad hospitals and that all the good hospitals
must be paid for out of pocket (#26). Another sugges-
tion was that government money should be spent to
cover whatever procedure is necessary and that the
scheme should not work based on a fixed rupee amount.
If someone requires a particular surgery and is unable
to pay for it out of household resources, the operation
should be free:

I am giving an important suggestion to the govern-
ment: they have to identify the poor people [karag
badava). Depending on how much they have to
spend, if it is 10,000 they should pay ¥10,000. If it is
100,000, they should give ¥100,000. The full amount.
Anyone who is a labourer can earn up to 3300 a day.
That goes into food and living — how can he pay any
more money? Any big operation that costs more than
100,000, a poor person will have to die (#10).

Other people made proposals for how the money
should be allocated, with some people saying that medi-
cines should be given directly to poor people when they
need them, and others saying that funds should be
allocated from the government to private hospitals for
them to have a budget to treat poor people in need.

The question of social inequality and the fair alloca-
tion of limited public resources reappeared when we
asked if families who are classified as “APL” (above
poverty line) should also be entitled to receive an RSBY
card. Most people said that APL households should also
get some financial protection because they were almost
as poor as households below the poverty line. Given
that the RSBY amount of 30,000 was so low anyway,
making it available to others did not seem too prob-
lematic. However, several also said that social benefits
such as RSBY should be strictly limited to those who
needed them most, and those people were the BPL
households. This was sometimes coupled with complaints
about APL households obtaining BPL cards through
bribing panchayat workers to get access to benefits
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reserved for BPL households (#23). Richer people also
managed to get better treatment at government hospi-
tals because they were better educated and could
harangue hospital staff more effectively than BPL
people (#10): “In the government hospital, if you see
the educated people, they will question them and get
free benefits, but if any uneducated person goes to
the hospital, then he must pay the full amount. He will
be sent around, from one ward to another, from one
hospital to another.”

Just as there was little disagreement about ¥30,000
being insufficient, there was also little disagreement
about the government being responsible for providing
some level of help to poorer citizens. Yet there were a
few people who said that ¥30,000 may not be enough
money, but that the government should not give away
more than that. If the government puts too much into
health, then the country suffers in other ways: either
funds are deducted from other areas or the government
finds ways of extracting funds from elsewhere. A day
labourer from a village outside of Mysore was clear
about this when asked if %30,000 was enough. He
thought that the government was not able to provide
health care to everyone: “If the government pays for all
Indian people, how much money would that take? But
even if the government pays for everything, people will
not be satisfied. But however much money we get, we
should get satisfaction” (#7). Health expenditures were
just one item among many other areas where govern-
ment spending was necessary, and allocating too much
for health simply meant that other welfare and develop-
ment areas got neglected. Baire Gowda (#26), a man in
his mid-50s who had been a deputy member of the local
panchayat for 15 years, said that people should not ex-
pect more than 30,000, “because the government should
provide all the people, so the government cannot give to
a single person too much. The government can help with
some amount, but not with the full amount.” For the
sake of social fairness, people should not expect to get
all their costs covered, just some costs (#25).

Receiving an RSBY card does not have any imme-
diate benefit; the card is only a promise for the future.
Many people doubted that this promise would ever be
kept. There was a sense that a lot of benefit schemes
were first introduced and then never properly imple-
mented or maintained. Some people compared the
RSBY card to the empty promises of politicians, who
vowed anything to get elected but then forgot all about
those promises. Several people said that there had been
many policies but maintaining them properly was where
the difficulties lay: “Maintenance is the big problem
in these schemes” (#25). The current government may
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introduce a scheme, but then another government comes
in and throws it all out of the window: “The government
is providing this scheme, but the next government has to
follow the same rules. If they stop, that means there is
no use to this card” (#14).

Conclusion

Scholars working on welfare, citizenship and the state in
India have noticed a shift from a Nehruvian model that
wants to smooth social inequalities through targeted
handouts to a neoliberal governmentality that stresses
self-reliance and individual agency. This ideological shift
is meant to make the poor become proactive consumers
and wean themselves off government provisions. The
RSBY smartcard is a prime example of this shift in its
emphasis on citizen empowerment, demand-driven choice,
and belief in markets producing optimal care.

The question is if these neoliberal imaginations of
health citizenship are grounded in real experience. Re-
cent scholarship on neoliberal health insurance schemes
casts doubts on whether neoliberal reforms have been as
thorough as policy-makers imagined they would be. For
example, Anjaria and Rao (2014) argue that the RSBY
scheme was introduced as a top-down neoliberal policy
of mobilising rationally choosing citizens, yet “they have
not produced unilateral outcomes of making citizens
responsible for their own self-management or promoting
a particular unequivocal class politics” (Anjaria and Rao
2014, 424-425).

New health care schemes such as RSBY are part of
a liberalisation agenda that proposes a demand-driven
restructuring of access to health care even for the poor.
But the ethnography of RSBY card enrolments engender
a different experience of being a citizen. From a policy
point of view, RSBY is not meant to create a rationally
choosing consumer citizen; rather it assumes that the
scheme can find, and work with, consumer citizens who
are already there. The smartcards are not making
people “smart”; instead they are meant to unleash the
smart potentials that consumer citizens already have.
This makes sense because the existential burden to
choose carefully between different health care options
and the weight of having to take on full responsibility
for how to spend limited resources have always already
been with people, because India had never had a com-
prehensive welfare system that could then become neo-
liberalised (Gupta 2012). Those who designed RSBY
might claim that they have introduced demand-side
decision making, but instead they have introduced only
another layer of complexity to what was already a com-
plex set of decisions that individual households were
facing all along. In turn, the lack of proper information
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about how the scheme is to be used does not produce
calculating, self-managing citizen-consumers. Instead de-
cision making about spending scarce resources on health
care remains as obscure and as risky as it has always
been. RSBY does not make the poor take the initiative
and mobilise market competition by being canny con-
sumers. The scheme appears to people as just another
promised state benefit that may, or may not, materialise.
And even if the services materialise fully, 330,000 was
clearly seen as insufficient to cover the real costs of a
serious illness event.

The introduction of biometric IDs is meant to close
the “identity gap” between the disadvantaged and the
well-off. The biometric ID card has thus become a promise
of demarginalisation (Ecks 2005). It is supposed to use the
individual body as an incorruptible source of stable identi-
fiers to give ageless definition to the citizen, who can then
become a fully benefit-maximising health care consumer.

However, the ethnography of RSBY enrolments
does not provide evidence that anyone in Mysore district
perceived the card as a moment when their identity as a
full health citizen was validated. The common assump-
tion in the anthropological literature on bureaucratic
procedures is that the issuing of an ID document is a
moment when authority becomes reproduced “across
time and space” (Sharma and Gupta 2006, 13). Instead,
I argue that the issuing of RSBY cards does not seam-
lessly reproduce authority and that the card issuing
becomes a moment when citizens question the reproduc-
tion of authority across time and space. In Mysore dis-
trict, nobody seemed to be particularly impressed by
the biometric technologies or by the logistical accom-
plishments of receiving a card within a few minutes.
Not a single person walked out of the enrolment station
proudly waving the newly minted card, declaring them-
selves a new kind of person with a new range of exciting
opportunities. If anything, they bemoaned that they had
not received any paper leaflets that could explain what
they should do with the shiny new plastic card. There
was no sense that the card receivers were elated by
having their identities confirmed by the card issuer.
There was no sense that the card-issuing process enacted
a power differential between card issuer and card recip-
ients. On the contrary, the card recipients questioned
the stability and identity of the card issuer: “When the
government changes, the card will also change.” At
stake were not the identities of RSBY card holders, but
the identity, across time and space, of the authorities
behind RSBY.
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