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Brief description about the partnering institutions

Achutha Menon Centre for Health Science Sudies (AMCHSS) isthe Health Sciences wing of the
Sree ChitraTirund Institutefor Medical Sciences& Technology (SCTIMST). It smain objectiveisto
train health professionalsin health research and in formulation and implementation of health policies.
The Centre offers an international Master of Public Health (MPH) programme, short courses and
Ph.D. programme catering to all South Asian countries. Ministry of Health and Family Welfare,
Government of Indiarecognized the AMCHSSasa' centreof excellence for public heathtraining.
TheCentrecomprisesof coreand visiting faculty in Anthropol ogical Perspectivesof Hedlth, Biodtatistics,
Epidemiology, Environment & Occupationa Health, Field Study in Public Health, Gender Issuesin
Hedlth, Health & Devel opment, Health Economics, Health M anagement and Health Policy analysis.

Vijaya Bank is a nationalized bank under Government of India. The bank has the network of 860
branches spread over 28 states of the country and 4 union territories. Total business of the bank stood
asRs.30,000 crores. Thebank hasthelead bank responsibility in 3 districtsof Mandya, Dharwad and
Haveri districtsin Karnataka State. It a so sponsorsaRegional Rural Bank namely Vishveshvaraya
GrameenaBank and also asdlf-employment training ingtitute VIBSETI in MandyaDidtrict. They give
special attention to women entrepreneurs.

Centrefor Integral Social Action, apart of the Carmelite Sitersof St. Teresa, isinvolved inempowering
women (especially dalit women) and children through literacy and awareness programmes, self help
groups, and women’sgroups. The centre a so dispenses medicinesfor common ailments. The Centre
has started 60 women's self help groupsin Haveri district.

Paripoorna Grameena Abhivruddi Mahila Seva Samsthe is a registered voluntary organisation
working for thewelfare of theweeker sectionsinrural and urban areasof Dharwad digtrict in Karnataka
Sofar, it hasformed self help groupsin 15 villages. The organisation, in the past, hasworked against the
violence against women, alcoholism, rape, and dowry.

S B. Education Trust, besides running educational institutions such ascomputer centres, industrial
training ingtitute, teacherstraining ingtitute, and apre-university college, isinvolved inayurvedic plant
development, rural development, empowerment of women through employment generation, health
education, formation of self hel p groups, and conduct of blood donation camps.
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About the team

Dr. D. Varatharajan, aHea th Economist, wasthe principd investigator of the project. Besdesteaching
health economicsand health policy analysis coursesto M PH students during 1997-2006, he hasbeen
involved inresearch (asaresearcher and supervisor) and consultancy inthree specidtiesviz., health
economics, health policy analysisand health system for over 16 years.

Dr. M. Murali Kannan, an Economic Anayst, wasthelead person from the bank side. He specializes
in monetary economics. Hisbasic expertiseliesin corporate planning, new banking products, and
transfer pricemechanism.

Ms. Sgji S Gopalan, an Economist, wasthe research associate. She speciaizesin health economics,
particularly inthe areaof financing non-pregnancy care of thewomen.

Ms. Jayalakshmi, a Social Worker, represented the NGO side and wasin charge of the project in
Dharwad digtrict. She hasbeeninthefield of microfinancefor over 8 years. Sheisdirectly involvedin
theformeation of salf help groupsin 15 villagesof Dharwad district. She haswon several laurelsfor her
serviceto thewomen inthe chosen area. She and her organi sation a so have experiencein conducting
surveysamong rural women.

S. Agnes Clare, a Social Worker, represented the NGO side and was in charge of the project in
Haveri district. She hasbeeninthefield of women’s empowerment for more than 20 years. Sheis
currently involvedintheddivery of health caretowomen aswell asintheformation of self help groups
inthe Haveri digtrict. Shehasa so beeninvol ved in eval uation studies concerning nutrition programmes
inschools.

Ms. Meera Shivalingiah, aSocial Worker, a so represented the NGO side and wasin charge of the
project in Mandhya district. She has been actively involved in women’'s empowerment through
employment. Sheand her NGO aredirectly involved in the small scale production activitiesfor the
purpose of empowering women. Shewas also involved in blood donations and community health
education.

Dr. P. Sankara Sarma, aBiostatistician, provided statistical inputs. Bes desteaching the courses such
as Quantitative methodsin Health Research and I ntermedi ate Biostatisticsfor the M PH programme, he
isconducting research and supervising sudentsin the areaof applied biostatistics.

Dr. Mala Ramanathan, agender specialist, wasthe consultant to this project and contributed inthe
areaof women’shealth. Shehasbeen involvedin severa studiesonwomen'sheath and ethical issues
bes desteaching M PH coursessuch as Gender issuesin health, Making pregnanciesssfer, Anthropol ogical
perspectivesof health, Qualitative research methodol ogy and Ethicsin public health research.
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1. INTRODUCTION

Achieving universal access! (adequacy of care and extent of population coverage) to health careis
regarded asthefundamental goal of any national health system.* Attainment of thisgoal dependson
how well disadvantaged popul ations such aswomen, the poor, and rural inhabitantsaretargeted and
reached. Therearedifferencesin opportunitiesand resourcesavailable between them and the advantaged
groups, women, in particular, suffer frommultipledisadvantages.? Financia exclusonisamgor barrier
preventing many of them from obtaining essentia health care.?® Resource needsaregrester for women
becausethey are expected to livelonger and have maternal health care needsto befulfilled. Maternal
hedlth care costs, especially when complications occur, can bevery expensive and catastrophicwitha
potential to forceahousehold into poverty or risky coping strategies.*’ Yet, therearecritical gaps,
particularly inlow-income countries, in resources avail able to women compared to men, and intheir
ability to make decision to seek health carewhen in need.?

Millionsof women die each year from causeswhich arelargely preventableand treatable, and majority
of such deaths occur inlow-income countries particularly in Asiaand Africa; 99% of the maternal
deathsevery year occur in these countries. Indiaalone accountsfor 21.8% of them.® In addition to
materna deaths, Indianwomen a so suffer from other ailmentssuch asmaaria, hypertension, coronary
heart diseases, tuberculosis, and fever. For instance, the estimated preval ence of blindnessamong
Indianwomenin 2004 was 12.2 (10.2 for men) per 1,000 population.*® Similarly, prevaenceof diseases
likemalaria, hypertension, cancer and diarrhoeaishigher anong women.* These conditionsaffecting
women demand increasingly higher share of resourcesasthelife expectancy increases.

Duetoinadequate attention from the government and other pool ed sourcesof hed th financing, women
often seek resourcesfrom within the househol d or from other financing sources. However, the gender
power structure within the household does not give enough financial autonomy and decision making
power to women so asto seek adequate health care.’? Asaresult, women are exposed to inadequate
andinequitablepatternsof hedlth financing and heath care utilization. Hence, one of themgjor chalenges
of national health financing systemsisto devel op systemsthat protect disadvantaged people such as
women against thefinancial risksof obtaining health care- to allow them to seek needed carewithout
therisksof financid catastropheandimpoverishment. Thisrequiresamulti-sectoral and multi-stakehol der
partnership, as advocated by the World Health Report 2008 and the report of the Commission on
Socia Determinantsof Health.**4

1.1  Out-of-pocket spending - amajor challenge

A maor impediment intheprocessof devel oping nationa health syslemstowardsattaining financia risk
protection and universal health care, particularly in many low- and middle-income countries, isthe
household out-of-pocket spending (OOPs) made at the point of delivery of health care service. It
adversdly affectsthe poor and pushesthem towards expensive and impoverishing coping mechanisms
such ashigh-interest loans, distress salling of assets, and reducing consumption of food.*>*8 Each year,

a Every one in the population has access at an affordable cost to promotive, preventive, curative and
rehabilitative health interventions.
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around 150 millionindividual s suffer severefinancial hardship ssmply asaresult of seeking careand
having to pay for the servicesthey receive;™® approximately 100 million peopleare pushed under the
poverty lineasaresult of OOPs. Thesefiguresare worrying enough, but they exclude peoplewho
suffer financial hardship becausethey are unableto seek care and suffer extended period of ill-hedlth as
aresult.

Out-of -pocket spending isalso the most unorgani sed and inequitableform of health spending. Yet, it
still continues to be the dominant health financing mechanism in many low- and middle-income
countries,1116-1720-%0 M ore importantly, the problem of OOPsisthe severest in the least developed
countriesand viceversa(Table-1). However, it should be noted herethat thefinancia catastropheand
impoverishment are not uncommon in middle- and high-income countries (dueto the existence of co-
paymentsfor health servicesin variousforms) eventhough their incidenceisgenerally higher inlow-
incomecountries.

Table-1
Sour ces of health spending (2006)2°

% of GDP | Govt. share

(% of THE)
Globa 8.7 57.6 49.3 04
Highrincome 11.2 60.7 36.2 0.0
Upper middle-income 6.3 55.1 70.0 0.2
Lower middle-income 4.5 46.2 85.7 0.8
L ow-income 4.3 36.2 85.4 16.9

1.2 Outpatient care-themajor contributor

Financing health care provided at thefirst contact point with the provider iscrucid for theattainment of
universal accessto health care, sustainable health financing, prevention of financial catastrophe, and
minimization of wagelossesdueto futureillnesses. Outpatient care more often provesto bethefirst
contact point with the health care provider and therefore, isakey constituent of primary health care.
Given the size of unmet health care needsamong many disadvantaged popul ations;* facilitation of
appropriate health care at thefirst contact point is central to health system strengthening based on
primary health care and to the attainment of MDGs. Out-of-pocket spending on primary health care
sarvices, especially by poor women, produces poor health outcomesthusnullifying al theother health
system development efforts.

Appropriateand affordableddivery of outpatient caremeansprovision of basic essentid careincluding
consultation, early diagnostics, and medicines. Asagainst the expectation that the outpatient careis
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delivered free of cost to the disadvantaged populationsand at theleast cost to others, inredlity, itisthe
most significant contributor to OOPsin many countries.***235 Expenditure on outpatient careissmall
on each occasion, but getsaccumul ated annualy to makeit sgnificant. Medicines, in particular, consume
amajor chunk (50-80%) of outpatient care spending. 1338

1.3 Health financing context in India

In India, households contributed 68.8% (range 36.5% - 91.7% across states) to total health spending
in 2003-04.1 Average per capita OOPs was US$ 20.65 (1 US$ = INR 49) ranging between US$
4.94in Meghaayaand US$99.94 in Nagd and;® in Karnataka, the per capitahousehol d health spending
wasbelow the nationa average at US$ 14.33. Thetrend in per capitahealth spending between 1996
and 2006 (Figure-1) incdicatesthat OOPs contributed almost entirely to theincreaseintotal health
spending during thisperiod.

Figure-1
Health spendingtrend in India, 1996-2006*

120 -

100 -
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Outpatient care, which includes serviceslike antenatal care and postnatal care, immunization, and
treatment for minor ailments, accounted for 46.2% of therural household health spending. Over two-
third of the OOPs on outpatient care spending emerged from rural households and rural OOPs on
outpatient careincreased annually at 12.8% since 1995-96. Over 70% of rura deliveriesoccurred at
homein 2005-06; the proportion increasing sharply with the declinein househoold wealth.* [t was
particularly high among thosewho did not receive antenatal care and. Over 27% of rural women, with
alivebirthin thefiveyears preceding 2005-06, did not receive antenatal care; about 50% received
lessthan-optima. Infant mortality ratewasthe highest among the poorest quintile; only 24% of children
fromthisquintilereceived al bas ¢ vaccinationscompared to 71% from thewed thiest quintile. Smilarly,
familiesof 40% of rural under-5 children from thelowest quintile did not seek treatment for acute
respiratory infectionsand fever.
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1.4 Women lack autonomy to seek health care

One of the dominant reasons for not seeking antenatal care and treatment for minor (at timeslife
threatening) allmentswaslack of financial access. It prevented at least 26.9% of rural women from
deliveringinaningtitution, 20.7% from receiving antenatal care, and 21.7% from seeking trestment
when sick.2 Thesefigures, however, do not include women who received less-than-optimal antenatal
care. While poverty isamajor reason for financial hardhship, lack of autnomy to seek health careand
to spend money particularly limit women’shealth care options. In India, only 26% of women had
autonomy to seek health care and 40.9% had autonomy to spend money.

1.5 New government initiatives

Although OOPs hasbeen adominant feature of health financingin Indiafor long, the scenario varies
across states because health isastate subject. For instance, OOPs shareintotal health spendingin
2003-04 was 36.5%in Meghaaya, 91.7% in Nagaland, and 70.4%in Karnataka;'* in fact, only two
states reported OOPs share of |essthan 50%. Similarly, per capita OOPsranged between US$4.94
in Meghalayaand US$99.94 in Nagaland;* it was US$ 14.33 in Karnataka.

Given that OOPs has been the dominant source of financing in all but two states, certain corrective
measureswere put in placerecently at thenationa level 1142 National and state governmentsinindia
haveacknowl edged thetwin hed th financing dangersof low government and high out-of -pocket spending
on health. Many recent hedlth financing initiativesin Indiasuch asthe National Rura Health Mission
(NRHM) target higher government spending and greater prepayment in both rural and urban areas.**
“Their main emphas sison strengthening the primary hedlth careinfrastructurethrough public funding.
athree-fold increasein public hedth spending isthedeclared long-term god of thenationa government.®
M easures such as untied funds and mai ntenance grantsto PHCs, establishment of health and patient
welfare societies, provision of staff and client incentives, and public-civil society partnershipsattempt
‘architectural correction” and resource reallocation so asto hel p the needy statesand populations.

Although prepayment isal so given cons derabl e attention, commercia prepayment initiativesin health
such asprivate hedth insurance have not yielded desirable results so far; the estimated penetration® of
non-lifeinsurance in 2007 was 0.6% (world average 3.1%) with the density® of US$ 6.20 (world
average of US$ 249.60).% Total value of insurance premiums generated in health by both public and
private sector insurance companiesin 2007-08 was about US$ 640 million; public sector companies
aoneaccounted for 69.4%. Oneof thereasonswhy privateinsurance companiesarenot very enthusiastic
about hedlthisthe claimsratio of about 100%; it was 141% in 2006-07 before coming downto 107%
in2007-08. Therearea so numerousgovernment initiated community based and targeted hed thfinancing
schemesfor the poor. Most of them areinsurance-based prepayment schemes such asthe Rashtriya
Swasthya Bima Yojana (RSBY) or the National Health Insurance Scheme, particul arly targeting the
spending on hospitdizationsand deliveries, detail sof the schemeareprovidedin Box-1.

b Insurance penetration is measured as ratio (in %) of premium (in US Dollars) to GDP (in US Dallars)
¢ Insurance density is measured as ratio of premium (in US Dollar) to total population
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Box-1
Brief description of theRSBY Schemet®!

The objective of the RSBY is to provide protection to BPL households from financia liabilities
arising out of health shocks that involve hospitalization; it aimsto cover all the Indian districtsin a
phased manner.

Funding

The scheme is funded by the national government with contributions from the state governments
and the beneficiaries. The estimated annual premium is about Rs. 750 (US$ 16) per family to be
shared unequally by the national (75% subject to a maximum of Rs. 565 or US$ 12) and the state
(25%) governments; beneficiaries are required to pay only the annual registration fee of Rs. 30/-
(US$ 0.64). While the cost of smart cardsis borne by the national government, administrative and
other related costs are borne by the respective state governments.

Eligibility
Workersengaged in the unorganized sector and belonging to BPL category and their family members

(head of household, spouse and up to three dependents) are eligible to become members with no
agelimit.

Benefits

The state governments determine benefits based on an area/peopl€'s requirement. However, they
are advised to incorporate at |east the following minimum benefits:

e Annua sum assured/per family for hospitalization coverage is Rs. 30,000/- (US$ 638).

e Cashless attendance is provided to cover al covered ailments

e Hospitalization concerning most common illnessesis covered with few exclusions

e All pre-existing illnesses are covered

e Transportation cost (maximum limit/per visit US$ 2.13; overal limit US$21.28) isreimbursed.

Providers

RSBY Providesthe participating BPL househol dswith freedom of choice between public (including
the existing Employees State Insurance Scheme facilities) and private hospitals. Hospitals have
the incentive to provide treatment to large number of beneficiaries as it is paid per beneficiary
treated. Even public hospitals have the incentive to treat beneficiaries as the money from the
insurer will flow directly to the concerned public hospital which they can usefor their own purposes.
Insurers, in contrast, will monitor participating hospitalsin order to prevent unnecessary procedures
or fraud resulting in excessive claims.

Insurers

Themainimplementing agency istherespective sategovernment, which seectstheinsurer through
acompetitivebidding process, theinsurer ispaid premium for each household enrolled for RSBY.
Therefore, theinsurer hasthemotivation to enroll asmany householdsaspossiblefrom the BPL
list. Thiswill expectedly resultin better coverage of target beneficiaries.

ACHUTHA MENON CENTRE FOR HEALTH SCIENCE STUDIES



BANKING FOR BETTER HEALTH

Overall approach of the nationa and state governmentsto prepayment appearsto beasegmented one
packaging insurance services separatel y for various sub-sections (for example, the poor) or occupation
groups (weavers, truck drivers, construction workers, etc.) of the population. The most recent one
focuses on the national government employees and pensioners based on the recommendations of the
Sixth Central Pay Commission.*” The proposed hedlthinsurance schemefor theemployeesisvoluntary
for the existing empl oyees/pens oners subj ect to their paying prescribed contribution and compul sory
for new employeesjoining after theintroduction of the scheme.

1.1.1 Rashtriya Swasthya Bima Yojana (RSBY)

A national healthinsurance scheme of particular interest to this paper isthe Rashtriya Svasthya Bima
Yojana (RSBY) launched by the Ministry of Labour and Employment, Government of Indiain April
2008 to provide healthinsurance coveragefor Below Poverty Line (BPL) families. FiveIndian states
have started ddliveringthe RSBY servicestotheir enroleeswhilenineothershave started the enrolment;
8 haveinitiated the tendering and Memorandum of Understanding processes (with Government of
India).**>! By the end of May 2009, about six million peoplewere enrolled and 4.60 million smart
cardswereissued; Karnatakahasinitiated theRSBY processin 6 districts.

Gujarat wasthefirat stateto pilot the schemein 5 districts covering apopul ation of about 0.45 million;*
the premium wasfixed at INR 634.84 (US$ 13.50). During thefirst phase, 327,071 familieswere
covered accounting for 58.1% of BPL families (562,042 families) inthechosen areas. In other words,
an estimated total premium of US$4.42 million wasgenerated during thefirst phase. Sofar, claims
worth US$ 95,345 (per capitaUS$ 120) were made by theenrolees; that is, lessthan 2.2% of thetotal
premium valuewasclaimed so far and only 0.24% of the enrol ees have accessed hedth careusing the
NHIS.

1.1.2 State-leved initiatives

Sincehedthisagtaesubject inIndia, state governmentsinitiatetheir own health financing schemeswith
or without central government participation. Inthe past, therewere numerous state-level government
gponsored hedlthfinancing initiatives concerning the heal th financing functionsviz., resourcemobilization,
risk protection and purchasing. Maor resource mobilization measureswere user fee (many states),
contracting (many states), political decentralization (Himacha Pradesh, Karnataka, Keralaand Orissa),
andindugtrid (philanthropic) participation (Tamil Nadu). Non-contributory statehedthinsurance (Andhra
Pradesh, Karnataka and West Bengal) and community-based health insurance were the key risk
protection mechanismsemployed by some stateswhile establishment of amedical service corporation
for medicine supply (Tamil Nadu followed by Andhra Pradesh, Orissaand Rgjasthan), outsourcing
(many states), and financial delegation (Gujarat and Tamil Nadu) were someinstruments concerning
the purchasing function.

All these measures, except the health insurance, covered outpatient care aswell. Since many of them
arerecent measures, their impact isnot yet known. Preliminary resultsindicated that statesdifferedin
their performance; utilization of primary health carefacilitiesfor outpatient careimproved in places
wherethese measureswerewel | implemented.?

SREE CHITRA TIRUNAL INSTITUTE FOR MEDICAL SCIENCES AND TECHNOLOGY



BANKING FOR BETTER HEALTH

1.6 Project objectives

Article-25 of Universal Declaration of Human Rightsadopted and proclaimed by General Assembly in
December 1948 states:*

“ Every one has the right to a standard of living adequate for the health and
well-being of himself and of his family, including food, clothing, housing and
medical care and necessary social services, and the right to security in the
event of unemployment, sickness, disability, widowhood, old age or other lack
of livelihood in circumstances beyond his control”

Thisproject sought tofulfil thisbas c human right. Merdly address ng economic empowerment may not
fulfil health careneedsof womenwho may utilize such resourcesfor meeting their day-to-day sustainability
needs. Also, giventhe gender power rel ationswithin the househol dsand communities, women and their
familiesdo not recognize/va uetheir own hedth needsunlessthey areacute or when they causediscomfort
for other family members. Giventhis, making aseparate economic provision exclusively for women's
health care needs and encouraging them to save for it has the propensity to facilitate a process of
prioritizingwomen’sheath needs.

Whilerecent government initiatives produced mixed results, the performance pattern acrossthe states
indicateswidening of hedth careinequdity with aready better-performing states performing even better
and vice versa.* Existing bottlenecks pulled many states down so much so that they werenot ableto
utilizetheallocated funds. Moreover, introduction of user fee a ongsi de the new measures meant that
peoplewould continueto incur OOPseven while accessing publicfacilities. Thereare other issuestoo
concerning location of facilities, transport, etc. Therefore, it is necessary to develop aternative
mechani smsto enhance health care access.

In thiscontext, an action-based research was undertaken in Karnataka during 2005 - 2007. Overall
am of the project wasto empower rural women to access basi ¢ health care. Specific objectiveswere

1. Toanalysethehedth care seeking behaviour of women inthe chosenvillages

2. Toassessthe pattern of resource availability and all ocation to addresswomen’s
health care needs

3. Toestablishamedisave programto address basi ¢ hedlth care needsof rura women

Basic premise behind this project wasthat economic empowerment of women through savings habit
enhancestheir chanceto seek medical helpfor their ilinesses. The empowerment, it was hoped, would
ultimately prevent rural women from entering thedoors of poverty on account of heath carecosts. The
framework wasdevised in such away that men did not usewomen astheir frontsand women did not
usethefundsfor purposes other than health care. The approach wasto supplement already existing
s f-help group approach that introduced savings habit and solidarity to women. Our amwasto extend
the saving habit to formal banking operationsand tofine-tuneit to finance health care.
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2. HEALTH FINANCING CONTEXT IN KARNATAKA

With an estimated population of 57.4 million in 2008, Karnatakaisthe ninth largest statein India
accounting for 5.1% of the national population and 5.8% of national geographical area.>** About two-
third of the state population livein rural areasand 20% are poor.

2.1 Socioeconomic and health context

K arnataka shuman development indicatorsin 2001 were closeto the national average.® The projected
lifeexpectancy at birthfor 2009is71.1 yearsfor females(nationa average 68.1 years) and 66.5 years
for males(national average65.8 years).> Still, certain specific hedthindicatorslikeinfant mortaity rate
(43.2 per 1,000 live birthsin 2005-06) and under-5 mortality rate (54.7 per 1,000 live births) are
better than the nationa average.? Femaleliteracy, in 2005-06, was 62.6% with the average number of
completed school yearsfor thewomen being 3.4 years. About 45% of householdslived in unstable
housesand 53.5% of them did not havetoilet facility while 63.8% till used solid fuel for cooking; over
10% of householdsdid not have accessto improved source of water and el ectricity. About 27% of
women, compared to 59.1% of men, were found to read newspapers or magazines at least once a
week. Unemployment rate too was 53.7% among women compared to 9.6% among men.

2.2 Health care coverage

Even though thebasic rural health careinfrastructureimproved substantially in Karnataka between
1985 and 1996, it till fallsshort of the national norm in certain aspects(Table-2). Inaddition, existing
infrastructurelackscertain essentid facilitieslike building space, workforce, diagnostics, medicinesand
supplies. However, dl PHCsin Karnatakahave proper approach roads, at least aphysician, eectricity,
and regular water supply; 96% of them have telephone facility. Similarly, there is no shortage of
multi purpose femal e health workersin sub-centres.

Ontheaverage, 4.8% of rurd women report ailmentsat any point of time compared 4.1% among rural
men and 4.2% among urban women.* Lack of accessto appropriate antenatal and postnatal careand
delivery careisconsidered to be one of the main reasonsfor maternal mortality in rural Karnataka.
Percentagewomen who received full antenatal care (threeantenatal visitsand at leastone TT and IFA)
inMandhyadistrict (one of the project sites) wasaslow as 28.7% in 2002. Only 38.5% rural women
delivered in ingtitutionsin 1998-99 compared to 78.8% among urban women. Over 70% of rural
women consumed milk or curd once aweek in 1998-99 while 43.8% consumed fruitsonce aweek.

About 90% consumed green |eafy and other vegetablesand 98.3% consumed pulsesand greens.

Public expenditurein Karnatakamarginally declined from 1% of GSDPin 1990-91 to 0.88% in 2002-
03.* Theshareof rural health servicesin government health expenditure was only about 3% in 2002-
03 compared to 44% for urban health services. Only 25% of non-hospital ailmentsinrural Karnataka
received care from government institutions. In 2005-06, 64% of households did not generally use
government health carefacilities; only 19.9% of women had any contact with agovernment health
worker.*2
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Table-2
Statusof thegovernment primary health careinfrastructurein rural Karnataka (2006)4

Number of CHCs 302 254 15.9
Building 254 207 185
Physicians 254 192 244
Community Health Surgeons 254 168 339
Centres (CHCs) Paediatricians 254 116 54.3
Obstetricians & Gynecologists 254 215 154
Pharmacists 254 576 0.0
Laboratory technicians 254 224 18
Number of PHCs 1211 1,679 0.0
Building 1,679 1531 8.8
Primary Health Centres | Physicians 1,679 2,041 0.0
(PHCs) Pharmacists 1679 1,304 223
Laboratory technicians 1,679 1,227 26.9
Female health worker 1,679 216 87.1
Number of sub-centres 7,369 8,143 0.0
Sub-centres Building 8,143 4,460 45.2
Female health worker 8,143 8,328 0.0

Over 40% of rural deliveriesoccurred at home and 38.1% were not attended by askilled persoone.
Proportion of homeddivery was particularly high among thosewho did not receive any antenatd care;
26.6% of rural women, with alivebirthin thethreeyears preceding 2005-06 did not recelveor received
less-than-optimd (at least threevisits) antanta care. Overdl, only 29.6% of pregnant womenin Karnataka
received al recommended typesof antenatd care. Infant mortality rate was highest among the poorest
quintile; only 24% of childrenfromthisquintilereceived al basic vaccinationscompared to 71% from
thewedthiest quintile. Similarly, familiesof 40% of rurad under-5 childrenfromthelowest quintiledid
not seek treatment for acuterespiratory infectionsand fever.

2.3 Healthfinancing

Health financing context in Karnatakaissimilar to the national context. The state health spendingis
dominated by OOPsto the extent of 70.4% (in 2003-04), the nationa averageis 68.8%.1*° Although
theshareof OOPsintota health expenditureisdightly higher in Karnatakathan the national average,
per capita OOPs (US$ 14.33) is 30.6% |lessthan the national average (US$ 20.65). In other words,
total health expeiturein henera islow in Karnataka. The share of governemnt health expenditurein

¢ As per 2001 population
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GSDP (Gross State Domestic Product) marginally declined from 1%in 1990-91 to 0.88% in 2002-
03.%® Thisissmilar tothenationd trend. Giventheminima shareof rura health servicesin government
health expenditure (3% compared to 44% for urban health servicesin 2002-03), only 25% of non-
hospital allmentsin rural Karnatakareceived carefrom government ingtitutions.

Limited health care access concerning certain sectionsof the population and higher shareof OOPsare
real concernsfor the state; they are duly acknowledged by the state government aswell. Asafollow
up, the state government hasinitiated some health financing schemeslike* Yeshasvini’, anovel hedlth
insurance programmefor farmers (in cooperatives). There are also other recent attemptsto provide
health insurance cover to specific occupation groups (e.g., auto rickshaw? drivers) and the urban
poor. Microfinancetoo has added anew dimension, All these schemesarein additionto national level
intiativessuch astheRSBY.

2.3.1 Microfinance

Karnataka uses microfinance as an effective strategy to address the credit needs of the rural poor,
particularly women. Self-help groups (SHGs),2 initially known as* credit management groups’ inthe
mid 1980s, werefirst formed in December 1991.% Broad objectivesof the SHGsare:

e Toprovidean opportunity and spaceto develop avison/mission
e Todevelop and maintain organizationa and financia management systems

e Togrow in confidence and skill to managetheir livesand to promotetheir interestsinthe
privateand public domain

o Toedtablishlinkagesrequiredfor aningtitution to function effectively and
» Tosupport itsmembersto become agentsof socia change.

Target groups of the SHG programmesinthe Sateare:

e Womenlivingbelow poverty line

e Landlesswomen agricultural labourers

e Women belonging to Scheduled Caste (SC) and Scheduled Tribe (ST)
e Familieshavingacoholic, drug addict or physically disabled persons.

In addition to numerous private SHG initiatives, government started itsown (named * Sree Shakti’
programme) in 2000 with an objectiveto empower rura women, particularly those

Living below poverty line

Belonging to Scheduled Caste (SC) and Scheduled Tribe (ST)
Agricultura labourerswith no ownership of land

Livingwith acoholic, drug addict or physically disabled persons

¢ Three-wheeler commercial vehicles commonly used for local transport.

f SHG isa small informal group of 20-25 rural women who meet routinely to conduct ‘banking' business. It
enables joint responsibility of a community to promote economic cooperation for mutual benefit among its
members. Its responsibility starts from planning through implementation, including resource provision.
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Whilethe‘ Stree Shakti’ programme focuses on curbing domestic violence and other social issues,
SHGspromoted by financid ingtitutionsaddresseconomicissueslike saving, credit and investment and
those promoted by NGOs facilitate women's empowerment. At the end of 2004, there were 2
commercial banks, 20 District Cooperative Banks, 8 Regional Rural Banks, 561 NGOs, and 40,295
Anganwadi workers* engaged in SHG promotion activities. Overall, an estimated 1,11,511 SHGs
existed with atotal enrolment of 16,64,824 members.>® Total amount of savings generated by them
wasRs. 2.15 billion (US$48.6 million); 53.8% of theloansdisbursed wererepaid in 2002. By 2003,
80,457 (72.2%) SHGswerelinked to bank credits; 58,046 (52.1%) weretrained in credit management
and 45,177 (40.5%) insocia issues. Although SHGs arefound to befinancially successful, evidence
on empowerment so far islimited. About 88% of the members joined SHGs mainly because they
provided them an opportunity and motivation to savemoney regularly.

Average monthly saving by a SHG member in Karnatakawas Rs. 175/- (USD 4.38) in 2003-04.%
Health wasthe 5" major purpose for which loanswereraised in the state accounting for 8,012 loans
that were distributed during 2002 amounting to Rs. 10.36 million or US$ 211,471 (Table-3); about
70% of theloans meant for health purpose were already repaid by the members.

Table-3
Purposefor which microloanswereraised in Kar nataka (2002)3¢

Food 40,354 6,50,99,160
Crop 26,842 4,56,83,839
Small business 12,574 4,14,68,598
Purchase of cattle 3,416 1,68,68,573
Hedth 8,012 1,03,62,055
Houserepair 1,338 48,97,626

9 Anganwadi workers are government staff dealing with health and nutrition (also pre-school education
needs) of 0-6 year old children, adolescent girls, pregnant women, and nursing mothers.
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3. MEDICAL SAVINGS ACCOUNT - A BRIEF DESCRIPTION

Unitil recently, it wasassumed that peopleliving onlessthan adollar per day areneither willing nor able
to saveor to contributeto insurance against therisksthey face. In other words, they were described as
un-bankable and uninsurable. The situation has changed following the devel opment of microfinance
instruments such as micro-credit, micro-savings, and micro-insurance suiting low-income househol ds.
Theinterestinit hasgrown during thelast three decadeswith anincreasing involvement of multilateral
and bilateral development agencies, national governments, and non-government (for- and not-for-
profit) ingtitutions. Privatebanks' participationin the activity widened thechoicefurther.

3.1 Microfinance- agateway for women’sempower ment

Microfinanceistheprovision of broad rangeof financia servicessuch assavings, credit, money transfers
andinsuranceto poor househol ds/enterprises. Existing inthreevariantsviz., (micro) insurance, savings
and credit, it isdesigned to empower the community and itsmembers. It isavibrant inter-sectoral
processinwhich the poor gain control over their livesthrough avoluntary prepayment mechanism
totally controlled by thelocal community. Microfinance groups (20-25 members) act asfinancia
intermediariesand typicaly start with small savingsbase (say, Rs. 5,000 or USD 100), rotate(i.e., lend
small loans carrying moderate interest) it among their membersand link the savingsbasewith rural
banksthrough larger loans (say, Rs. 100,000 or USD 2,000 per group).

Microfinance clientsmanagetheir cash flowsand apply them to whatever household priority they judge
most important for their ownwefare. Microfinance alowspoor peopleto protect, diversfy, andincrease
thelr sources of income, the essential path out of poverty and hunger. The ability to borrow asmall
amount of money to take advantage of abusiness opportunity, to pay for school fees, or to bridgea
cash-flow gap, can beafirst step in breaking the cycleof poverty. Similarly poor householdswill usea
safe, convenient savingsaccount to accumul ate enough cash to buy assetssuch asinventory for asmall
businessenterprise, tofix aleaky roof, to pay for heath care, or to send more childrento school.

Microfinance matters becauseit increasesthe options and the sel f-confidence of poor householdsby
hel ping them to expand their enterprises and add othersto decrease risks, to smooth consumption, to
obtain higher return oninvestment, toimprove management and increasetheir productivity andincomes
tostorether excessliquidity safely and obtainreturnson their savings, to escape or decreaseexploitation
by thelocdly powerful, and to conduct their businesswith dignity.>®

Microfinance can bethought of asan option to providefinanceto hedth care.®® Sincebanksdon’t give
loansfor health purposes, asthe personin question may not surviveto pay back theloan, newer ideas
or arrangementsarewel cometofill the gaps. Neverthel ess, the processis not automatic asgroups, like
individuals, may not health care asapriority unlessthe necessity comes. Using the micro finance
arrangementsto savefor healthisabig task. Littleisknown about itsimpact on health carefinancing.

Thestrength of microfinanceliesinitscapacity totarget theinformal resourceflow in resource-poor
settingsparticularly among househol dsin thetwo quintilesabovethe poorest quintileand initsalmost
exclusivefocusonwomen. It has made women clients more confident and assertive and thus better
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ableto confront gender inequities. Evidence from the millionsof microfinanceclientsaround theworld
demonstratesthat accessto financial servicesenablespoor peopletoincreasetheir household incomes,
build assets, and reducetheir vulnerability to the crisesthat are so much apart of their daily lives.5°%

Issue of poverty among women are quite distinct and complicated. Inthe early decades of planning,
problems of women were looked upon as problems of socia welfare, rather than of devel opment.®
Thedrawback of welfare gpproach wasthat it did nothing to eiminatethesocial discrimination against
and subordination of women. Indmost al plansfor poverty dleviation and socid change, disadvantaged
women became a ‘target’ in development activities rather than a group to be co-opted as active
participants. The empowerment approach isthe most recent and is aimed at empowering women
through greater self-relianceand interna strength.” It seeksto meet strategic gender needsindirectly
through bottom up mobilization around practical gender needs.

Accessto financia servicestrandates into better nutrition and improved health outcomes. Some
mi crofinance schemes have been shown to improve accessto health servicesand to result in health
improvements. Yet, evidence on its possible impact on health status and health care accessis still
scattered; 81636771 national level impact assessment, in particular, isscanty with Bangladesh being the
lone example. The Human Devel opment Report 2005 attributes Bangladesh' srel ative successin human
development to microfinance. It improved accessto health and education with expanded opportunities
for empowerment and choice.®

In Bangladesh and in other countries, specific influence of microfinanceisfound inthe contraceptive
use, pre- and post-nata care, delivery, health promotion and nutrition practices.®%7° Micro-credit
clientsin Bangladesh, for example, are 1.8 timesmorelikely to use contraceptivesthan othersand are
likely tobelesssick.® Similarly, in Ethiopia, Development AID for You (DAY), asavingsand credit
groups programme, allowed mothers accessto ante- and post-natal health services, and infantsto
accessregular immunization.” The programmeal so sensitized the community on nutrition and breast
feeding, harmful traditional practices, family planning, sexually transmitted diseases (STDs) including
HIV/AIDS, personal hygiene and environmental sanitation. Micro-banking isalso found to enhance
accessto health care by reducing health care exclusion rates.®° Specialized credit products are now
being devel oped to closely match the economic cyclesof clientsand with agreater focus on health.®

3.2 Sdf-help approach in health

Self-Help Group (SHG), and women's SHG in particular, representsaform of interventionthat isa
radica departurefrommost current programmes. They meet regularly intheir villagesto conduct business
with bank representatives, and support each other’ sefforts at economic self-advancement. Itisseenas
an effective strategy for poverty aleviation, human devel opment and social empowerment driven by
beneficiarieswho, in other projects, often find themsal vesreceiving goodsor servicesinamanner that
isopaqueandimpersond . A diverserange of women’sorgani zationsincluding SHGshave devel oped
inthiscontext, conveying amultitude of issuesand purposes.

Thegroup-based ideawasfirst explored in Bangladesh in 1976 when the Grameen Bank project was
established. The strategy wasto make up for alack of ‘ borrower collateral’ to secureloansby creating
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‘socia collatera’ through peer pressure support. It not only enablesthe poor to accumul ate capital by
way of small savingsbut al so hel psthem to get accessto formal credit facilities. These groupsby way
of joint liability not only improves group membersaccess bility to credit, but also creates mechanisms
like peer monitoring leading to better [oan recoveries. Intheinternational health arenatoday, SHGsare
being prescribed to dleviatethe effectsof autilitarian approach to priority setting in the health sector of
low-income countriesthat resultedin“rationing by excluson” &t isbeing now proposed that self-help
should play alarger role and contribute towardsimproving popul ation health outcomes. However,
recently, many microfinanceingtitutionshavea so grown quiterapidly by usingindividud liability, with
evidence showing equd effectivenessinindividua versusgroup liability schemes®

Microfinancewasinitially devel oped to hel p the poor and other disadvantaged groups, particularly
women, to escapefrom poverty and takegrester control of their lives. Micro-credit for income-generating
activities can increase household incomes, improving health indirectly through increased incomeand
nutrition, and improving health directly by making health servicesmore accessible. Ontheother hand,
micro-credit for health expenses can facilitate accessto needed care or help people copewith being
unableto work because of illness.% Participation in micro-credit schemes ensures reasonabl e access
to health carewithout falling into the debt trap that is often catastrophicin both financial and medical
terms. It servesasaquick remedy for urgent financial requirementsto meet unexpected health care
expenditures. It can extend benefitsto previoudy excluded groups or contingencieson avoluntary
basisand can cover thetarget population without any incometest or conditions. Besides, it hasthe
potential to expand health care choicein theshort run and reduce heal th care expenditureinthelong run
by contributing towards disease prevention and early case detection, thusreducing the disease burden
and complexity. Itisasolikely to positively influence the efficiency of health insurance programmes
sinceit aidsearly case detection by financing outpatient care ultimately reducing the use of inpatient
care, whereinsurance clamsarehigh. However, little evidence existsabout the determining factorsthat
affect poor individuas insurancedecisions.®

3.3 Medical savingsaccount asa health carefinancing option

After many yearsof micro-credit, it wasrealized in the 1990sthat the poor need avariety of financial
services, not just credit. Accordingly, micro-saving and micro-insurance were developed and area so
often discussed under the umbrellaof * microfinance’ . Micro-saving allows peopleto store small
amountsof money for future use, without minimum bal ance requirementsand oftenin conjunctionwith
credit facilities. Saving by the poor often comesin such small incrementsthat conventional banksare
not prepared to services to them, either because the transaction costs are deemed unprofitable or
because of other morelucrativeinvestment opportunities. With the advent of micro-saving, many poor
clientsare experiencing the benefits of wealthier savers- asafe placeto deposit funds; easy accessto
thosefundswhen they are needed, and interest on thosefunds. Key characteristics of micro-banking
aredescribedin Box-2.
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Box-2
Key Characteristicsof micro-banking

Bindscommunity whereit promotesgroup lending
Attractstherura and urban poor

Notably femaeclients

K egpssmadll transactionsand minimum balance

I ncludescollatera-freeloans

N o complex administrative processes

Grantsshort loan and repayment cycles (4-6 months)

Micro-banking servicesare now provided by six large networks of development banks (serving about
46.8% of poor clients), 61 big institutions” (39.7% clients) and numerous small ingtitutions (13.6%
clients) in 47 countries.®! Someof them are state-sponsored with significant involvement of subsidies
whileothersare mostly not-for-profit ingtitutions. Some micro-banking ingtitutions, primarily engaged
inother bus nesses, extend micro-banking asameansto generate community goodwill so asto enjoy
competitive edge through the banking-health linkage. Altogether, micro-banking resources constitute
about 2.5% of total banking resources.®* An exampleof micro-bankingisgivenin Box-3. Medical
saving, likeany other saving, can help to smooth consumption (i.e., regularize and makeit cons stent)
and pool risksacrosstime (though not across households), acting asaform of self-insurance against
income shocks. It also provides an opportunity for the health sector to move towards prepayment
mechanismsrather like the medical savings schemesfirst developed in Singapore. It ispossiblethat
individud savingsschemescould be combined with hedlthinsurance so that risk poolscould beeventudly
expanded to facilitate spreading risks across popul ation groups.

Givenitsstrength to reach out to disadvantaged households, micro-savings, if it can be madeinto
medical savings, can serveasaningtitutional financing mechanism to convert unorganised household
out-of -pocket spending into pre- or post-payment schemes. Its other potential advantage, when it
relieson group-pressureascollatera, isthat it can stimulateintra-community bonding by bringing the
community memberstogether on aregular basisand inter-community bridging by networking micro-
banking ingtitutions acrossdifferent Geographic areas. When medica savingsclientsarewomen, they
meet on aregular basi sto deposit savings; such meetings can be used asan opportunity toimpart health
education and to promote greater autonomy in making decisions concerning their own health care.

" Each serving more than 100,000 clients
i About 3,250 of them
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Box-3
An exampleof micro-banking

Credito con Educacion Rural (CRECER), agroup-based lender in Bolivia,
usesvillage banking comprising groupsof 15-20 membersto offer integrated
financial and education servicesto poor womeninrura and marginal urban
areasfor bettering their health, nutrition and economic status. Loans, repaid
in 16-24 weeks, are givento the group, which then dividesthefundsamong
itsmembers. Village banks meet every 1-2 weeks during which members
repay loans and make deposits. Members are also trained on avariety of
health topics (women'’s health, breastfeeding, integrated management of
childhood illnesses, infant and child feeding, etc.). In someplaces, CRECER
al so established contactswith rural hedlth careclinicsto offer clinical hedlth
SENViCes.

Asof September 2005, CRECER had 4,306 village banks serving 68,748
memberswith savingsworth US$ 3.24 million and outstanding loansworth
US$ 12.46 million (mean loan size US$ 150 per borrower). About 23% of
the clients were reportedly in the poorest population group, 50% were
moderately poor, 21% were at the threshol d and 6% were non-poor.

Micro-bankingingenera, and micro-savingsin particular, isgtill evolving and the actual number of poor
peoplelinked with forma banking ingtitutionsthrough micro-banking isnot yet known. Estimatesonthe
number of savingsand credit accountswith * aternativefinancing institutions’ in 2004 indicated the
existence of about 650 million micro accounts serving about 500 million clientsworldwide. Thevast
proportion (84%) werefound in the Asian and Pacific regions.® Demand side estimatesindicate that
micro-banking hasso far reached about 2-13% of target (i.e., the poor) populationin different settings.®
The most recent estimate of the median size of amicro-loan per borrower rangesfrom US$ 99 (PPP
int.$453) inthe WHO South-East Asian Regionto US$ 1,254 (int.$ 3,120) in the European Region.
These sumsare considerably higher when the purchasing power of theloansistaken into account -
refer Box-4. Nomind interest ratescharged on theloansvary between 18% and 61% indicating varying
efficiency of micro-bankingingtitutions. Although theannual rate of interest issignificantly higher than
theformal sector lendingrate, it still fallsfar short of theinterest rate of 36-5,000% reportedly charged
intheinformal banking sector.8

No estimate is available of the micro-banking resources available for health. However, there are
indicationsthat poor householdsin low-income countriesare willing to earmark up to 5% of their
annua incomefor micro-banking for purposesincluding, but not exclusiveto, hedth. In Karnataka, for
instance, rura women saved (multi purposeincluding health) US$4.38 per capita per monthin 2003-
04.% Although thisissmall in absol ute terms, micro-banking could beimportant in rel ative terms.
Medica savingssuiting urban/formal sector population existsin China, Singapore, the United States,
and South Africa8%
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Box-4
M edian size of a micro-loan acrossWHO regions
Sour ce: Gonzalez, 2008

WHO Region Micro-loan sizeper borrower
uss PPPint.$
African Region 203 779
American Region 636 1,428
Eastern Mediterranean Region 257 674
European Region 1,254 3,120
South-East Asian Region 99 453
Western Pacific Region 282 1,073

Women play avery inggnificant rolein banking and difficulties of banking affect women most severely
of al among therural poor. If very few assetsareavail ableaslimited collatera for loans, evenfewer are
entrusted to women.* Between the services offered by moneylenders and those of conventiona banks,
therural poor (especially women) are caught inavoid. Theinability of credit institutionsto cover a
Szesblesegment of therura poor, especidly women, isgenerdly ettributed tothehigh cost of adminigtering
large number of small loans on the perceived lending risksin the absence of any collateral. Inthis
context, medical savingsaccount (M SA) could be apossible option not only to solvewomen'shealth
carefinancing woes but al so to empower women to gain more banking access.

MSA can be defined asasingleor family savings account from which routine medical expensesare
paid and to which contributions are made by acombination of individuas, employers, and government.
This approach isintended to streamline unorganized private health care resources and to reduce
unnecessary demand for hedlth servicesby making individuasfinanciadly responsiblefor the pattern of
consumption. Many health benefit specidists seem to recommend M SA asapossibleoptionto finance
hedlth care.®* However, knowledgeon M SA isdtill limited. Themost established public MSA program
isfound in Singapore, acity-statewith apopulation of 3.3 million. In 1984 the government established
Medisave, acompul sory program to which an amount equivalent to 6-8 per cent of an employee’'s
pre-tax wagesis contributed by the empl oyee and the employer in equal proportions. The plan covers
hospital and some expensive out-patient services. In 1994, Chinainitiated apilot projectintwo cities
with acombined population of five million, representing about 1.4% of China surban inhabitants.

Therole of microfinance, however, differswidely according to the characteristics of communities,
cultural attitudes, and political systems. Microfinance could extend its activitiesto health sector in
devel oping countrieson thefollowing grounds.®
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e Inmost devel oping countries, househol dsdready spend subgtantia amounts
of money in purchasing health care from the private sector, both modern
and traditional. Redirection of thisexpenditure towards serviceswhich
haveagreater impact on hedthwould not be placing an additiona financia
burdenonindividuas.

e |tcandtract, for useinthe hedth sector, resources otherwise not exploited,
i.e. [abour, land and contributionsinkind.

e |tisatangibledemongtration of community participation, whichislikely to
increasehedth careutilization.

* |tgivesthecommunity theright to ensurethat servicesare acceptableand
respond to the prioritiesasjudged by the community.

e |tcancomplement formal socia security schemeswhich cover theregularly
employed by mohilizing contributionsfrom the self-employed, particularly
inrural communities.

Of course, thereare opposite viewsaswel | suggesting a cautious approach towards microfinance.

e Microfinanceor any form of community-based financing doeslittleto
promote equity and can placetoo great aburden on the poor and the sick.

e Resources can rarely be raised on a sustained basis through voluntary
labour, while many of theresourcesgenerated are not easily used to meet
full range of health needs.

¢ |ttendstofavour thecreation of those kindsof health facilitiesfor which
thereisahighloca demand rather than meeting professionaly perceived
needs,

e A high degree of external support is needed to mobilize and sustain
community efforts.

Lack of gtability of revenue, and of volunteer activity, tendsto limit itsusefulnessonalong-termbasis,
though many of the resources used such asmaterialsin kind and labour may not be capable of being
readily put to alternative uses. Thelimited cash resources generated also do not help with the severe
difficultiesin financing medicinesand diagnostics, which may require substantial amount of resources.

However, many desirableinnovationshave been introduced in microfinance projectsin the devel oping
world and these provide groundsfor some optimism. The emphasishasalready shifted from medical
serviceand amedical technology or even from the mobili zation and generation of untapped community
resources to enabling people to gain greater control over their own lives.® The extension of risk
management techniquesfrom other sectorsto the heal th sector isnow happening in much microfinance
and devel opment organi zationsin low-income countries.” Thisisespecialy truein the case of micro
insurance. Reinsurance has been cons dered asameans of tackling some of theinherent problems of
thesmaller size of therisk pool associated with these schemes. The most recent National Rura Health
MissioninIndiaproposed to enhance community participation by giving functional responsbilitiesand
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powerstothe punchayat raj (loca se-f-government) ingtitutions, gpart from creating acadre of voluntary
accredited socia health activists, and adrug and contraceptive depot at thevillage.*

3.4 An account of microfinancescenarioin India

Key objectivesof microfinancein Indiaare provision of financia servicestoimproveliving standards
andimprovement inincomesthrough prudent use of the resources.®” The objectivesarereflectedinthe
dud gpproachesfollowed by microfinance practitioners- minimalist and microfinanceplus. Theminimaist
approach contendsthat microfinanceindustry should focuson credit ddivery and other financia products
to poor clientswith little or no accessto forma banking institutions. The approach propagatesthat the
poor need to be* enabled” first to make prudent use of the credit made availablein order for credit to
achieveapositiveimpact on their incomelevels. Another division within theindustry isabout cost-
effectiveness of microfinance services. One contention isthat cost-effectiveness means financial
sustainability of microfinanceingtitutions. Opponentsof thiscontend that financia sustainability may be
desirablebut not agod inand of itself; thegoal ispoverty aleviation.®

TheNGOsareinstrumental in providinginformal structuresof the poor to help them save and promote
sdf-relianceinfinancing their needsthrough the concept of SHGs. Most SHG-based programmesare
implemented through partnershi ps between the government, non-government organi zations (NGOs),
and donor agencies. Many SHGs also have the potential to transform themselvesinto vibrant civil
society organizations.® Thefirst official interest ininformal group lending in Indiatook shapeduring
1986-87 on theinitiative of the National Bank for Agriculture and Rural Development. A study by
K handkar reved ed that the monthly income of the beneficiarieshad increased substantially following
theeffectiveimplementation of the mi crofinance programme.’® A large number of groupshad become
‘mini banks' reducing the dependence on moneylenders. It had a so resulted inimproving their sandards
of hygieneand nutrition. Themgjor findingswerethat the urgefor literacy especidly for thegirl child
and the adoption of family planning measures had increased. The process of group dynamics has
strengthened the networking, homogeneity and self esteem of women.

A mgjor initiative, which redefined therole of government vis-aVvismicrofinanceis Kudumbashreein
Kerala. Women's empowerment got the central placein the conceptualization of Kudumbashree,
athough it was operationalized largely through amarket-oriented strategy such asmicro-enterprises,
thrift and credit societies, informal banksetc.’ Itshealth component, however, waslimited to creating
awarenessand facilitating accessof membersto hedth services. A Community Hedl th vol unteer, selected
from among its members, performs convergence of various programs under the Health and Socia
Welfare Department and hel psthe members, especialy women, children and the aged, to accesshedlth
SENViCes.

Micro healthinsurance (frequently referred to ascommunity-based health insurance or CBHI) isthe
most prevalent form of microfinancein health andisstill growing. CBHI designsinsurance products
specifically suiting the needsand budgets of the poor communities. Hence, by design, theorganization,
management, delivery, client range, and funding of CBHI programmesvary enormoudly. Infact, there
areanumber of CBHI modelsthat are being piloted in different partsof theworld with Indiaemerging
asa'CBHlI laboratory’ . Their experience offersval uablelessonsto otherswho would liketo design,
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implement, andimprove upon their own programmes. It isestimated that micro hedthinsurance benefited
7.5 million peopleinindia, 2.5 millionin Bangladesh, 1.5 millioninwest Africa, 1.2 millioninthe
Philippines, and 40,000 peoplein Nepal in 2003.

SEWA extended microfinancetool stosocia security andinsurance *+1% Theman motivationfor initiating
ahealth insurance schemefor women wasthat women tend to placealow priority ontheir own health
careneeds. Womenin India, and especidly thoseinrura areas, giventheir generd living conditionsand
thedouble burden on their shoulders, have never publicly voiced their concern over their reproductive,
sexual and gynaecol ogica heath needs.*® Whilethe problem starts at thefamily level itself wherein
women'shedth needsarelessimportant, the actual neglect isduetoinadequatedlocationsby the State
for hedlth care services. SEWA experience showsthat salf-help gpproach could prevent impoverishment
through protection against catastrophic health expenditures of poor households. Another examplesof
self-help approach in health care are provided by The Mahaliar (women) Association for Literacy,
Awarenessand Rights (MALAR), an women'’s savings group mobilizing women belonging to the
oppressed strata of the soci ety.® Other examples are the Jeevan Jyoti |nsurance Schemein Assam,
Yeshasvini Schemein Karnataka, and community health insurancein Gujarat.**

Devadasan et a provided an overview of healthinsurancein India.’® According to them, community
health insuranceisan important intermediate step in the evol ution of an equitable health financing
mechanism such associa health insurancefound in Europe and Japan. They argued that community
health insurance schemesin Indiaoffered valuablelessonsfor policy-makers. For instance, in recent
years, CBHI hasemerged asapossible meansof (1) improving accessto health careamong the poor
(2) protecting the poor from indebtedness and impoverishment resulting from medical expenditures.
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4. CONCEPT AND METHODS

Househol d decision making processesare an important, but at times, could beincons stent with the
presuppositionsof formal economic theory. For poorer househol ds, seeking hedlth careinvolvesgreater
planning and patients, inthiscase, may bemore pro-activein mobilizing resources before seeking care.
Household assets such asthe land and animal s (chicken, goat, cow, etc.) provide safety netsto the
poor households. However, landless househol ds are deprived of any such assetsacting assafety nets.

4.1 Concepts

This project essentially dealt with two key concepts - medisave and willingness to save. Medical
savingsaccount, or medisavein brief, referstoindividua saving account restricted to health or medical
care spending. The key aspect of medisave is pooling of resources over time. Pooling over time
essentially meansaccumul ation of resourceswhen healthy and spending themwhenill; inthelong run,
it isbased onaperson’sobserved saving and health spending behaviour during his/her life-cycle.

4.1.1 Experienceswith medisave

Countrieslike China, Singapore, South Africa, and USA haveintroduced somevariant of medisave.'®
They, however, differintermsof objectives, design, and target groups. Limited experiencewith medisave
sofar suggest that it cannot be employed asamagjor financing optionfor health. Itsresourcemobilization
potential isminimal with theamount of fundsaccumul ated and availableare sgnificantly higher for the
advantaged than for the poor and disadvantaged; women'sability to accumulatefundsisparticularly
limited. Medisave does not pool thefinancia risk acrossindividuals; but, it poolsresourcesover time.
Itsability to contain costsisalso found to belimited.

Given the experience, medisave could be employed asasupplementary health financing optionalong
with tax financing and health insurance adequately complemented by some kind of safety net and
government stewardship so asto safeguard the poor and disadvantaged. More specificaly, it could be
used as a prepayment option to streamline househol d out-of-pocket spending on outpatient care by
pooling resourcesover time. It could work particularly well when thereisnot much demand onitsfunds
duringthesaving cycle.

4.1.2 Applicability of medisavetorural areas

Knowledge on medical savingsaccount, anditsrelevanceto rural health care contextin particular, is
ill limited. A vast mgority of rurd dwellersareengagedininforma sector worksand are predominantly
poor. They are, however, not ahomogenousentity and so, adifferential health financing tool needto be
devel oped for the poor because low-income househol dstend to display varied financing ability.107-1%
Medisave could be an option for those poor who already incur out-of-pocket spending on health
particularly when they appear to be better aware of saving than insurance benefitsin Karnataka.'®
However, saving by the poor often comesin such small incrementsthat conventional banksare not
prepared to offer servicesto them, either because the transaction costs are deemed unprofitable or
becauseof other morelucrativeinvestment opportunities. \WWomen, in particular, played avery inggnificant
rolein banking.®
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The situation has changed foll owing the devel opment of microfinanceinstrumentssuiting low-income
households. Theliterature provides some evidence of itspositive contribution to health carefinancing
through improved access to drugs, primary care, and even to more advanced hospital care.”>">%
Microfinance has demonstrated that the poor people are bankable and insurable and therefore, have
widened the scope for new alternatives.®% With this, it is now realized that even the low-income
househol dscan make periodi ¢ contributionsadding up to significant contributionsfor health care. WWomen,
inparticular, could beamajor beneficiary group becausethey aremorelikely to usethe saved fundsfor
health carethan men.1®

4.1.3 Willingnessto savefor health care

Willingnessto pay (WTP) concerning any aspect of health careisatricky and complex phenomenon,
asindicated by adiverserange of WTP methods.*'1** Some even arguethat health careispriceless,
asitsbenefitsareinfinite, and therefore, it would be difficult to set avaluefor WTP concerning health
care® Yet, WTP hasbeen frequently used in health to elicit community perspectiveon certain new
measures such as healthinsurance and community-based financing. For instance, valuesderived from
community members may be morerelevant than val ues derived from patients.”'* Moreover, aWTP
survey may provide away to ensure greater synergy between theory and methods.® It can also be
argued that consumersknow best how to allocatetheir resources and their willingnessto pay can be
assumed to be closer to their ability to pay.

Determinantsof WTP vary across health care and soci o-economic contexts. For instance, household
decision making processesare animportant, but at times, could beincons stent with the presuppositions
of formal economic theory.® Similarly, personal income influences WTP and actual health care
expenditurein some contexts.’®*> User fee experience of many countries suggeststhat amajority of
thepoor arenot willing and ableto pay for heath care, whichisamply indicated by thedeclinein hedth
careutilization after theintroduction of user fee.*'*118 At the sametime, user fee contributionsof some
poor people indicate that WTP may not depend on income.’®° However, for poorer households,
seeking health careinvolves greater planning and patients, in this case, may be more pro-activein
mobilizing resources before seeking care. Househol d assets such astheland and animal s (chicken,
goat, cow, etc.) provide safety netsto the poor households. However, landlesshousehol dsare deprived
of any such assetsacting as safety nets.

4.2 Theconceptual approach behind the medisave experiment

Although medisave could be applicableto the poor, poor peopl e are not ahomogenous entity and so,
thereisaneed for adifferential health financing tool for the poor because |ow-income households
display varied financing ability. 0198120 |t was al so found that rural people, at least inthe Karnataka
context, arerelatively better aware of saving and lifeinsurance than health insurance.'® However,
saving by the poor often comesin such small incrementsthat conventional banksare not prepared to
offer servicesto them, either because the transaction costs are deemed unprofitable or because of
other morelucrativeinvestment opportunities.

The broad aim of the medisave experiment wasto extend the a ready preva ent (informal) saving habit
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toformal banking operationsand to fine-tunethebanking processto finance head th care. The conceptud
framework was devised in such away that men did not usewomen astheir frontsand women did not
usethefundsfor purposes other than health care. The conceptua approach behind the experiment is
explained in Figure-2; bold arrows represent money flow while dotted arrowsindicate serviceflow.
Thelong-term goal isto attain universal accessto healthcare through empowerment and enhanced
financial access. The mode advocates acombination of banking (for outpatient care) and insurance
(for inpatient care) to streamlineand minimizethe househol d out-of-pocket spending besideschecking
insurance claimson hospitalization. It ispossible through areduced cost of finance/coping (dueto
sreamlining) and of insurance oncetheratesof hospitalization (dueto early diagnos streatment) and of
claim per hospitalization (dueto reduced severity) gradualy decline.

Figure-2
Medisave-Theconceptual model

General :> Empowerment

Physicians

Universal

Community
Adyvisory

access to
healthcare

Pre-
payment
for health

Financing ——> Healthcare —> Monitoring —> Interim output —> Goal

4.2.1 Medisaveasa pre-payment tool

The basic basic objective of the experiment wasto facilitate provision of essential healthcareina
sustainable manner to the un-banked di sadvantaged popul ations, particularly poor women in remote
rural areas. It specifically targeted the outpatient care with the conceptual understanding that

‘early diagnosis and treatment of minor ailments and timely and adequate
ante/post natal care would essentially minimize the need for hospitalization
and catastrophic expenditure. Smilarly, improved financial security to seek
outpatient care would phase out the unorganised health financing; eliminate
impoverishment because of health care; and minimize unmet health care needs'.
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It should, however, be noted herethat it cannot be considered as a substitute for health insurance
athoughit may gradudly minimizeinsuranceclams(for theinsured) by arresting the disease progression
ealy.

4.2.2 Medisaveaswomen’sempower ment tool

Theexperiment a sotried to enhancewomen’ sempowerment in the context of womenlacking autonomy
to health care and financid autonomy. The hypothesi swasthat medisave empowered rural women (by
enhancing their financia security); expanded their health care access (by making fianncial resources
availableat thetime of need); and minimised, or possibly eliminated, thefinancia catastropheand
impoverishment (by preventing distressloansand salling of assets).

4.2.3 Thepartnership approach

The medisave model required a partnership between nine major actors. Fir st, the experiment was
initiated and coordinated by an academicingtitution. Second, agovernment nationa bank wasinvolved
intheinitial design, and creation and maintenance of medisave accounts; being agovernment bank
widely prevaent, it a so provided credibility to theexperiment. Third, threelocal NGOs (oneineach
district) coordinated the district-level operationssuch asloca coordination, management, community
rapport building, datacollection, enrolment, and housevisits.

Fourth, alocaly congtituted Community Advisory Board monitored financing and health care processes,
itsmemberswerethelocal NGO (ex-officio), acommunity |eader, the bank manager, and apopul ar
physician (other than the one designated as outpatient care provider). Formation of thisboardineach
district wasasgnificant step to ensure the smooth functioning of the experiment. The board provided
theessentid link between thewomen and the proj ect team besides hel ping to overseethefunctioning of
thebank, providersand insurers. The constitution of the board required that at |east one member was
awoman. Outpatient and inpatient care providersand insurerswereinvited to the meetings as special
inviteesmainly to clear any doubts. When the board met for thefirst time, it wasbriefed by the partner
NGOsabout the project, its objectivesand design. The meeting was periodically convened to assess
the progressof the project and to discussissuesthat emerged fromtimeto time. Also, they wereinvited
whenever the project team met the women.

Fifth, agovernment national insurer provided the health insurance serviceto the enrolled women; the
insuranceincluded servicessuch asdelivery, diagnostics, and hospitalization. Sixth groupsof actors, of
course, were the women, who were the subject of the experiment; their cooperation was extremely
important for the experiment to succeed. Seventh, seven genera physicians (including agovernment
physician), aspreferred by thewomen during the survey, provided the outpatient care. Eighth, three
hospital sprovided cashlessinpatient careincluding delivery; only thoseingtitutionsidentified by the
women and capabl e of providing delivery care were shortlisted for thispurpose. Ninth, two gender
expertsoffered consultation on gender and women’shealth careissues.

Therewered so otherssuch asaloca NGO, which eva uated the project outcome and two government
hedlth system devel opment teamswhich explained the benefits of the project to thelocal community.
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4.3 Thepopulation-based survey

Themajor task of the experiment wasto bring socially and economically chalenged rura womeninto
theformal banking system and to incul cateahabit of savingsexclusively for outpatient care expenses,
whichthebeneficiariesnever ever didinthe past. Thetask included aseriesof actionsviz., apopul ation-
based survey, women’senrolment with abank, general physician andinsurer, hedlth care seekinginthe
event of illness, monitoring and eval uation of the health care seeking and financing processes. The
survey was carried out to estimate rural women’swillingnessto participate and pay for medisave.
Moreimportantly, it provided essential datafor women’senrolment, choiceof provider and follow up.

Threedidtricts, wheredevel opment banking wasapriority, were chosen for theexperiment; their combined
population was4.8 million or 9% of thestate popul ation. Asshownin Table-4, thedistrictshad LOWER
stateincome, life expectancy, health and human devel opment indices, and HIGHER infant mortality
rate. Inthechosen districts, 30.3% of deliveriesdid not receive skilled assi stancein 2005-06; 9.4% of
pregnant women did not receive antenatal care; and 61% of them received only less-than-optimal
antenatal care 12545657

Table-4
Human development profile of the chosen districts (2001-02)%

Mandhya

Population (share in state total, %) 3.0 2.6 34 - 12.3

Rural population (%) 45.0 79.2 84.0 66.0 11.9
Share in state income (%) 2.9 19 2.6 22.5
Human development index 0.64 0.60 0.61 0.65 0.75
Hedlth 0.62 0.62 0.63 0.68 0.75
Income 0.55 0.49 0.51 0.56 0.67
Education 0.76 0.70 0.68 0.71 0.89
Female life expectancy at birth (years) 62.4 63.2 63.9 67.0 69.3
IMR (per 1,000 live births) 69 66 62 55 44
Female literacy - rura (%) 47.7 54.5 47.7 48.0 73.0
Female work participation rate (%) 28.6 33.7 33.9 32.0 41.7

Survey areaswithin the chosen digtrictswereidentified onthebasisof their backwardnessmeasuredin
termsof banking intensity (number of bank accountsper 1,000 people). The‘area’ herereferstothe
sarving area(ninevillagesand about 11,000 popul ation) of each branch of agovernment nationa bank,
whichisalsothelead bank inthe chosen districts. Detailsof thetarget populations and their banking
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transactionswere collected from each branch and al the areasfalling in thethree districtswere ranked
according to their banking intensity. The areawith thelowest banking intensity in each district was
selected for the survey; in other words, they were backward in abanking sense. All the householdsand
women aged 18 yearsor above (eligibleto operate abank account) werelisted and included inthe
urvey.

4.3.1 Thesurveyinstrument

A two-part household-cum-individual interview schedule (givenin Annex-1) wasused in the survey
after peer-review and pre-testing; thefirst part sought househol d information whereasthe second part
was dedicated to women members aged 18 years or above. The household section of the schedule
recorded socioeconomic characteristics of the memberswhiletheindividua section sought detailson
women'sindividua characterigtics, health status, health care needs, intra-househol d resourcedlocation
to health, preferred health care providers, and willingnessto participate and pay for medisave.

Theingtrument wasfirst developed in English and got trand ated into thelocal language - Kannada. It
was sent to two gender expertsfor expert opinion beforeit wastrandated. Thetrandation wasduly
verified by ahealth economist who knew thelocal language and had prior research experienceinthe
chosen areas. The survey instrument was pre-tested in the fiel d twice before and after the trand ation.

For easy identification of women for follow up, theinterview schedulewas numbered using a7-digit
number. Thehousehold questionnaire had a6-digit number - thefirst digit (aletter) indicated thedigtrict,
second digit indicated the village code, and thelast four digitsindicated the household number.

For example, 120" household located in the 4™ village of the Dharwad district
was given the number as D40120.

Similarly, eechwomaninthehousehold received a7-digit number. First six digitsindicated thehousehold
number to befollowed by thesingledigit individua number.

For example, second woman living in the 35" household located in the 7"
village of Haveri district was given the number as H700352.

Sameindividua numberswere used for enrolling thewomeninto the Medisave programme.
4.3.2 Safftraining

Staff training wasacrucia component of the project. Thetraining was considered crucia becausethe
project was conducted in three different settingswith somewhat dissimilar socio-economic contexts.
Moreover, the project in each district wasmanaged by three different NGOs. Moreimportantly, given
the size of the population to be covered in ashort span of time, the survey required more staff to
conduct theinterviews. So, itisall themoreimportant to makeit uniform and comparable.

Thetraining started with thetraining of three experts (onefrom each NGO), who acted astrainersfor
thestaff who carried out the survey. Theinitid training wasoffered by the Principa Investigator. Project
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objectiveswere clearly stated to them besides sensiti zing them about the community sensitivitiesand
dataaccuracy requirements. They were al so taught about troubl e shooting mechanisms, asthey would
be dedling with varied groupsof communities. They wereingtructed to leave the contact detail swith the
community memberswhen asked and providetheminthesurvey ingrumentinany case. Dataverification
methodsincluding triangul ation werea so covered by thetraining.

Thetrainers, under the supervision of the Principa Investigator, thentrained theinterviewers, recruited
locally. Carewastaken not to recruit theinterviewer from the samevillagein order to avoid any bias.
Eachiteminthesurvey instrument and itsrel evance was clearly explained to them. They werea so
informed about techniquesto cross-verify detailsprovided by the househol ds. Indicatorslikeincome,
nutrition intake, health statusand heal th care seeking were given specia attention. Theentiretraining
process, except thetraining of NGO experts (conducted in English), was carried out using thelocal
language - Kannada. Sincethe staff memberswereinvolvedinthesurvey processfrom the beginning,
therewere morethan two occasionsin theinitial stagesto correct them, asthey were asked to conduct
mock interviews.

4.3.3 Datacollection

Once theinstrument was devel oped, peer-reviewed and pre-tested, the survey was carried out by
three (onein each digtrict) partner NGOs (Non-government organi zations) working for women’sprogress
inthe chosen population. Already trained staff members (about 20 of them) fromthe NGOsadministered
theinterview schedule. Thetrained NGO experts served asgroup leadersfor the purpose of thesurvey
andledtheminthefied.

Datacollection started with meeting of community leadersand womenin groups. They wereexplained
about the project features, particularly about theinvolvement of money at thelatter stage. Inorder to
makeit convenient to them, the meetingswere scheduled in theeveningsand mostly intemples. All the
guestions and doubts, including the status of the Principal investigator and thelocal NGOs, were
answered before starting the survey.

Thenext step wasthe enumeration of householdsand numbering them. In order toidentify themeasily,
all housesinthe chosen 27 villageswere serially numbered; numberswere marked in the entrance of
each house. Thethird step wasto list the household membersandfill the household part of the survey.
The household part was answered by a senior member of the household, irrespective of the sex or
economic status. The household part recorded details of all household members and common
characteristics of the household. It a so indicated the number of women aged 18 yearsor above. The
second part of the survey wasfilled for thosewomen aged 18 years or above. Three attemptswereto
find each woman missing during thefirst time. Similarly, missing householdsweretracked. Attempts
wered so madeto track memberswho temporarily shifted their resdence on account of delivery needs
or for festivalsif thetemporary residenceswerewithin any of the 27 survey villages (in essence, 9
villagesineachdidtrict).

4.4 The medisave process

The experiment included asel ect group of 600 women (200 from each district) from among thosewho
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expressed their willingnessto participate. It used medical savingsaccount or medisave asamicro-
savinginstrument to cover the health financing functions of resource mobilization, risk and resource
pooling, and purchasing of care. Given that saving by the poor islikely to comein small increments,
medical saving accounts specifically opened for the poor women allowed them to deposit money in
small amountsfor future use, without minimum balance requirements and usethem for health care
purpose as and when the need arises.

441 Choiceof women

Thewomenweredrawn from 27 villagesidentified as‘ backward’ onthebasisof their backwardness
measured intermsof bankingintensity (number of bank accountsper 1,000 people€). The enrolment of
the women was based on the survey results and women’s willingness to participate. Women were
presented the conceptual modd and were specifically asked whether they would bewilling to participate.
They were al so presented with two scenarios - onewithout any matching grant and the second witha
meatching grant. Only womenwho expressad their willingnessto participatewere cons dered for enrol ment.
For the purpose of making the spread of enrolees more representative of the population, women were
grouped into 48 soci o-economic sub-groups based on their socia class, level of poverty, literacy, and
health care decision-making. There were four social classes - forward (the highest social class),
backward, most backward and schedul ed caste/schedul ed tribe (the lowest social class); each socia
classwasrepresented by 12 groups. Table-5illustratestheinclusion criteriausing the backward class
women asan example; asit can be seen, thereare 12 groups concerning the backward classwomen.
Number of womenin each group (cell) wasdecided on thebasisof their representation in the popul ation.

Within each sub-group, the choice of women enroleewas based on additiond criteriasuch asemployment
status, income, ability to spend money, accessto television, and nutrition intake so that the chosen
women truly represented the community to which they belonged. Before seeking their consent, women
(who expressed their willingnessto participate), their familiesand community membersweremetin
groups to explain the purpose and the implementation process. Six handed of those women who
expressed their willingnessand who fulfilled theinclusion criteriawere met individually for informed
consentto enrol. A village-wiselist of 600 women and their matched substituteswas prepared by the
Principd Investigator and provided to the NGOsfor enrolment. Thiswasdoneto eiminateany enrolment
bias, asthe NGOsbel onged to the same context. | n cases of women changing their mind at thetime of
enrolment, their close substituteswere enrolled. They matched thefirst listed women in all respects
mentioned intheinclusion criteria. In some cases, it required athird list too, asboth thefirst and the
second choices changed their mind and decided not to enrol.

4.4.2 Theenrolment process

Oncewomen wereidentified based on their soci o-economic status, they wereindividually contacted
for enrolment. A matched substitute waskept ready for each potentia enroleein casethefirst identified
woman changed her mind. In some cases, we had to go for asecond substitute because thefirst two
either changed their mind or were not allowed to join. The enrolment required opening of a bank
account ineachwoman’snamewith thelocal branch of the government national bank. Besides, informed
consent to enrol, aseparate authorization letter was obtai ned from each woman authorizing thelocal
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NGO to recommend deduction of health care expenses of thewoman from her account on amonthly
basis. Each month, the NGOs collected the billsfrom the physiciansand recommended adeduction
from the respective women’saccounts. The sum accrued was passed to the respective physician.

Table-5
Matrix explainingwomen’sinclusion criteria- the case of backward classwomen

4 social classes | 2 per social class | 2per poverty group | 3per literacy group

4x1=4groups| 4x2=8groups | 8x2=16groups 16 x 3 =48 groupsin total

HAf
Joint
AbovePoverty Line | Literate Others
SAf
Joint
Illiterate Others
Backward HAf
Joint
Below Poverty Line | Literate Others
HAf
Joint
Illiterate Others

Theenrolesswereregularly met individualy and in groupsto explain the experiment festures, banking
and health care processes, and to sharetheir experiences. These unbanked or bank-illiterate women
were also taught to read various entries, particularly the balance, in their passbooks. Enrolees
enthusiastically participated in such meetings and |leant about variousfeatures and processes. Infact,
thisempowerment was one of the mgjor long term outcomes of the experiment. The meetingswere
usually organized intemples. Spouses of thesewomen too came along with them in the beginning, but
they stopped coming once confidence was established.

Enrolees, ontheir part, gathered together in groupsevery month to collect and consolidate the deposits
of the enroleesand took turnsto deposit the sumsin the respective bank accounts so asto reducethe
transport cost. Since the women weretaught to read the passbook, they checked the entriesin their
respective passbooks oncethe care taker woman returned.

Besidestheinformed consent at the time of enrolment, aseparate authorization |etter was obtained
from each woman authorizing thelocal NGO to recommend deduction of health care expenses of the
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woman from her account on amonthly basis. Each month, the NGOs collected the bills from the
physicians and recommended a deduction from the respective women’saccounts. The sum accrued
was passed to the respective physician.

4.4.3 Financial resources

Each of 600 women, without abank account, opened anindividual savingsaccount in her name. In
order to freeze the account for other purposes than health and as an incentive to participate, each
deposit was matched by an equal sum not exceeding USS$ 2 per month. Hence, financing sourcesfor
outpatient carewerewomen's own savingsand the matching incentives provided from theresearch
grant. A separate arrangement was madewith aninsurance company to provide cashlessgroup insurance
(benefit up to US$ 250) to the enrolled woman, her husband and two children. Women werefreeto
make depositsasand when they had spare money. Therewas no restriction on the number and amount
of deposits. Inorder to minimizethetravel costs (in some cases, bankswerelocated in the neighbouring
village), women madeagroup and took turnsto collect and deposit money intheir respective accounts.
Sincethey never had bank accountsbefore, they weretaught to read various columns of the passbook.
They werespecificaly told to monitor their own deposits, thematched grant, interest and thewithdrawa s
for health care.

A separate arrangement was made with an insurance company to provide cashless non-contributory
group insurance (benefit up to US$ 250 per year) to each enrolled woman, her husband and two
children. Theinsuranceincluded benefits such asddivery care (normal and C-section), hospitaization,
diagnogticsrelated to hospitaization, surgery, etc. Antenata care, trestment for minor allments, diagnostics
not connected with hospitalization, medicines, etc. were covered by the medisave balance.

4.4.4 Trackingtheability to save

In order to estimate women's ability to save, bank recordsin threeloca branches of the government
national bank were tracked periodically. Bank records separately provided details of thewomen's
deposits, the matching grant deposited into their accounts, and bank interest. They also detailed the
withdrawals, whichwereonly for health care purpose; the withdrawal sthusindicated the money used
by the women for health care purpose. While no pressure was applied on the women to save, they
weregiventhemessage' savebeforeillnessdtrikes eechtimethe Principd Investigetor, other investigators
or theNGOsmet them either individualy or in groups.

445 Healthcareprovision

Themain aim of the project wasto provide good quality careto the enrolled women. Therefore, some
effortswere madeto identify the qualified and reputed physiciansand hospitals. During the survey,
women were asked to rank thegenera physiciansand hospitalsof their choiceintheir or neighbouring
locality. Preferred genera physicians, asvoted by women during the survey, weremet individualy to
ascertain their qualificationsand willingness. Thetop-ranked physician wasfirst met and the second
physician was contacted only when thefirst physician wasnot qualified or refused to participate. Inone
district, al thethree physiciansranked by thewomen wereless-then-fully qualified and therefore, a
separatelist was prepared with the help of thelocal community leaders, who were met specifically for
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thispurposeof providing another list of qudified physicians(intheir opinion). Finally, al thephysicians
designated as' outpatient care providers werefully quaified physicianswith reputation.

Seven (six non-government and one government) outpatient care providers were chosen from the
samevillageto serviceabout 85 women each. Insomearess, it wasdifficult tofind aquaified physician
and so, the one from aneighbouring village was chosen. For inpatient care, hospitalslisted by the
womenwereverified for two things- whether they arerecognized for insurance purpose and whether
they had facilitiesand gynaecol ogistsfor delivery purpose since antenatal care, delivery careand care
for reproductive health problems are key aspects of women’shealth care. Three hospitals (onein each
district) qualified asinsurance providerswere chosen.

Each woman wasrequired to use only her chosen provider whenin need and each provider wasgiven
thelist of women enrolled with him/her. A notebook carrying thewoman'sname, age, address, photo,
and the provider’ snamewasgiven to each woman. Inthe event of illness, thewomen approached their
designated providers depending on whether it required outpatient or inpatient care. WWomen were not
required to pay at the point of delivery of service (outpatient or inpatient care) so long asthe bank
balance (deposit, matching sum and interest) exceeded the treatment cost; providersweregivenan
updated balance every month. A fee (50% of market price) of US$0.25 was agreed to be deducted
for each consultation. Designated physicianswere kind enough to reduce their consultation fee by
about two-third. Physicians wrote the treatment cost (with break-up) in the notebooks and it was
reimbursed monthly. Inpatient carewas provided cashlessand theinsurer reimbursed up to the benefit
ceiling. Utilization of serviceswasacontinuousprocessand the pattern of utilization by thewomenwas
routinely noted down by the partner NGOs.

For reimbursement of the treatment cost to the physicians, each month partner NGOs supplied the
physicianswiththelist of women enrolled with them aong withtheir digibleamount ason date. Thislist
was updated every month. Women seeking carewere eligiblefor care up to the balance sum against
their name at thetime of care. The balance sum varied each month depending on the contribution made
by thewomen, matching grant and the amount a ready utilized towardscare. Thewomen wererequired
to pay (at thetime of care) only thetreatment cost exceeding the balancein their account. Theclaim
was madewith the partner NGOs, who inturn, requested the rel ease of the sum fromthe bank fromthe
women’'s own accounts. Only NGOs, not the bank manager, were authorized to rel ease the money
fromwomen’saccounts.

Thisexperiment was planned for oneyear. At theend of oneyear, thewomen enroleeswered lowed to
withdraw the unused sum (withinterest therein) for other purposesthan health care.

4.46 Monitoringand evaluation

Five processof monitoring and evaluation wereemployedin thisproject. First processwastheissuance
of notebooksto thewomen, which were carried by thewomen whenever they visited the physicians.
Physiciansentered theillness, treatment and cost of care detailsin the notebook. It was possibleto
verify whether theillness, treatment and the cost matched through these notebooks.
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The second process was the formation of the community advisory board. Thelocally constituted
Community Advisory Boardin each district regularly met and discussed about the progress, disputes
and problems concerning the treatment and the banking processes. It tried to find immediate local
solutionsfor problemsand disputes. Thethird processwas maintenance of ledgersof thewomen by
loca NGOs. Thiswasmainly to document the health status, sickness, if any and thetreatment seeking
pattern. Each woman wasvisited periodically by the NGOsto record her well-being and treatment
seeking. Theledgers captured thelack of treatment, treatment from outsidethe designated physicians
and their reasonstoo.

Thefourth processinvol ved independent eval uations by government hedlth system devel opment teams
at thedistrict level. They visited the women and enquired about the progress. Their visitswere also
useful to provideclarity on certain agpectsof theexperiment. Thefifth processwastheimpact evaluation
by alocal NGO not associated with the project. It particularly cheeked whether the experiment
empowered women and enhanced their healthcare access.

Inadditionto all these, aresurvey of 1,800 women (600 enroleesand 1200 matched non-enrol ees)
was carried out to assessthe impact after oneyear.

4.5 Data analysis

We compared willingnessand ability to saveand their rel ationship with age, socid class, literacy, level
of autonomy, poverty and employment. We used two stepsto assesstheinfluence of thesefactorson
theaggregate annua savingsof women. Wefirst goplied Pearson Chi-sguaretest to assessthe association
of theindependent variablesfollowed by amultinomial logistic regression to estimatethe Odds Ratio
among the associated variables on the aggregate annual savings. SPSSversion 15.0 for windowswas
used to conduct statistical testsand 95% confidenceinterval wastaken asthereferencefor statistical
significance. Utilization of fundsand hedlth care providerswas assessed based on the bank recordsand
ledgersmaintained by the NGOs.

4.6 Ethical considerations

Therewasno open risk for the community/women. Sinceit was aresearch-cum-action experiment,
therewere benefitslike empowerment, bank account, incentive, and improved healthcare access. By
keeping the survey shorter, unnecessary detailswere eliminated bes desminimizing theinterview time.
Repesat questionswere eliminated by splitting household and individua questionnaires. Purpose and
potential benefits/riskswere clearly explained and those unwilling were excluded. Participantswere
a so alowed to withdraw without any penalty and detailsof local contact personsweregiventothem.
Separateinformed consent wastaken for survey and enrolment. The proposal wasal so subjected to
ethical review and wascleared by an I nstitute Ethics Committee.
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5. RESULTS

5.1 Survey results

Asindicated earlier, the chosen areas (27 villages) can be considered as backward from banking,
economic, human devel opment, and socia perspective. Total number of householdsincludedinthe
survey was 6,383 househol dshousing 31,922 people. Basic profile of the surveyed populationisgiven
in Table-6; Figure-3 capturestheinterview context. Although the survey attempted to cover al the
households in the chosen areas, despite best efforts, it ultimately covered about 80% of the total
households. Mg or reasonsfor thenon-avail ability of 20% of the househol dsincluded temporary shifting
of residencesto neighbouring urban areasfor employment purpose, visiting relativesin other rural/
urban aress, and travel to participatein religiousfestivals. Since most of the missing househol dshad
nuclear familieswith fewer members, the survey covered most of thejoint familieswithlarge number of
peopleranging from 7 to 18. In the absence of updated population figuresfor 2007* and given that the
rel ative size of the missing householdswerefound to be smaler?, it can be estimated that the popul ation
coverage could be about 90%.

Table-6

Basic profileof the surveyed population
Number of villagessurveyed 27
Population covered - no. of people 31,922
Number of householdsincludedinthesurvey 6,383
Forward community - no. of HHs (%) 2,166 (33.9)
Backward community - no. of HHs (%) 2,140 (33.6)
Most backward community - no. of HHs (%) 749 (11.8)

Scheduled Caste/Tribe - no. of HHs (%) 1,323 (20.7)
Below poverty line- no. of HHs (%) 3,750 (58.8)
Landless- no. of HHs (%) 2,310 (36.2)

Average size of the household - no. of members 51
Monthly income- Indian Rupees (US$) 1,561 (38.07)'
Proportion of earning members- % of HH members 45.1
No. of bank accounts per 1,000 people 59.3
No. of HHsholding bank accounts (%) 1,489 (23.3)
Average no. of bank accountsheld by ahousehold 1.32

I Available population data for 2001 indicated a smaller population size, less than the size of the population
covered by the survey.

K Asindicated by the neighbours, who were covered by the survey.

' 1 US$ = Rs. 44.20 (2nd Jan. 2007) Source: http://www.rbi.org.in/scripts/BS ViewBulletin.aspx?ld=8313
(accessed on 12th August 2008)
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Giventhesexratioinrura areasin the chosen districts (960 per 1,000 menin 2001) and that about
40% of the population are below 18 years;* 2 total number of women aged 18 yearsor aboveinthe
chosen villages can be estimated as 10,000. A total of 8,672 women wereinterviewed indicating that
over 85% of thewomen in the popul ation wereinterviewed. In other words, about 92% of thewomen
from the householdsincluded in the survey wereinterviewed. Coverage of womenwasreatively better
because most of the respondentswere women household members, except in case of thosewho went
totheir parental homesfor ddivery.

Figure-3
| nter viewswith women in progress

5.1.1 Socio-economic profileof theinter viewed women

Mean age of theinterviewed women was 37 years (range 18 - 85 years); 6% were aged 65 yearsor
more. Forty per cent of thewomen lived in large householdswith six membersor more. Nearly 60%
camefrom poor householdsand 32.2% of them camefromlandlesshousehol ds. Mean monthly household
incomewas reported to be US$ 39 and 65.1% of thewomen represented lower social classes. Nearly
70% of the women were employed and the average personal income of those employed was US$
11.27. About 28% wereliterate, with 5.4% reading newspapersregularly; 22.2% viewed television
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newsregularly. About 30% had accessto their own tel evis on while another 22.8% had accessto other
televisions (say, panchayat or local self-government television). Only 21% of women enjoyed the
autonomy to seek health carefor their own illnesseswhile 13% had the autonomy to spend money. In
other words, only about 10% had the autonomy to seek health care aswell asto spend money.

Over 36% of the surveyed househol ds possessed no land. Two-third of the surveyed householdswere
socially backward (33.5% belonged to the Backward Community, 11.7% belonged to the Most
Backward Community, and 20.8% bel onged to the Scheduled Caste/Tribe); the proportion of socidly
backward population very high (92.7%) inMandyafollowed by 71.7%in Haveri and 35.5%in Dharwar.
Average monthly income of the household wasRs. 1,561 (USD 39.03) - Rs. 1,606 (USD 40.15) in
Dharwar, Rs. 1,508 (USD 37.70) in Haveri, and Rs. 1,566 (USD 39.15) in Mandya; 45.1% of the
household members were earning members - 41.4% in Dharwar, 45.9% in Haveri, and 53.2& in
Mandya. Over one-fifth (23.3%) of the househol dshad bank accounts- 18.7% in Dharwar, 24.7%in
Haveri and 27.5% in Mandya.

About 1.4 women per household wereinterviewed totalling 8,672 women covered by the survey.
Average age of thewomen interviewed was 37 years and 82.3% were currently married. Backward
and forward communitieswere dominant with Scheduled Caste/Tribe (SC/ST) making up for 19.8%
of the surveyed women (Figure-4). Over two-third (69.4%) of the surveyed women were employed
mostly asunorganized casud agricultural labour and 28.1% wereliterate. Over 50.0% had accessto
television (27.8% had their own TV) and 22.2% of the women viewed newsdaily while 5.4% read
newspapersdaily. Average monthly income of thesewomen wasRs. 346.37/- (USD 8.66) whileit
wasRs. 497.67/- (USD 12.44) per employed woman.

Figure-4
Social profileof the surveyed women

Backward
36.9%

Forward
34.7%
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Over 30.0% of thewomen were found to consume adequate nutrition comprising of milk, fruitsand
vegetables. About 21% made their own decisionsto seek health care; it was 54.9% for widowed/
divorced women, 32.4% for the unemployed, 31.8% among the backward community, and 22.3%
among thelandless households. On the other hand, the proportion waslow among women belonging
to the forward community (9.3%) and married women (13.3%). Thirteen per cent women had had
autonomy to keep/spend money; it was high among widowed/divorced women (24.5%), and among
women belonging to SC/ST (21.8%) and the forward community (20.2%). The proportion was|ow
among women belonging to the most backward community (5.8%), who were never married (5.9%),
who bel onged to the backward community (9.3%), who were married (11.6%) and the unemployed
women (12.2%).

5.1.2 Willingnessto participateand save

Out of 8,672 women surveyed, 4,601 women (53.1%) expressed their willingnessto participateinthe
experiment, with therate high among empl oyed women and those who had autonomy to seek care; it
waslow among the unemployed and those who had no television access. Thewillingnessto participate
was modest given the results of an earlier study among the rura population in the same state
(Karnataka).'® Hisestimate of thewillingnessto participatein acommunity-based health insurance
was 91.8% (Range 76.6-97.6%); in his study, the lowest socia class (SC/ST) reported the highest
willingnessto participate (94.3%).

Average willingnessto save per month was INR 38.26 (US$ 0.87) or 2.2% of household income;
regular newsreaderswerewilling to save 39.7% more and widowed/divorced women werewilling to
save 10.5% less. Details of willingnessto save for various groups of women are given in Table-8.
M athiyazhagan estimated the maximum willingnessto pay per annum asRs. 163.48 (US $ 4.49)Y
yielding amonthly averageof US$0.37 (rangeUS$0.27 - 1.37).

InainBurkinaFaso, WTPfor acommunity-based insurance wasfound to beinfluenced by household
income, gender, age and literacy;* whileincomeand literacy had positiveinfluenceon WTP, agehad
anegativeinfluence. Thestudy asofound that men had higher willingnessto pay for insurance compared
towomen. In our study, poverty did not seem to have any impact on willingnessto save; Poor women
(below poverty line) werewilling to save US$ 0.83 or 2.4% of their monthly householdincomewhile
the non-poor expressed their willingnessto save US$ 1.08 or 1.9% of their household income. In other
words, poor womenwerewillingto savemoreinrelativeterms. But, literacy played arolewithliterate
womenwilling to save 28.4% morethantheilliteratewomen. Figure-5 also explainsthat literate women
weremarginally abovetheilliteratewomeninal household incomeregimes. Smilarly, thosewomen
with autonomy to spend money werewilling to save 18.5% more than those who did have autonomy.
However, autonomy to seek care did not alter thewillingnessmuch. Marital statuswasimportant for
widowed/divorced women who were willing to pay 13.6% less than those who were married; of
course, never married group was not affected.

vy 1US$ = Rs. 36.40 (as on 31st October 1997).
Source: http://www.rbi.org.in/scripts/BS ViewBulletin.aspx?ld=6551 (accessed on 19th August 2008)
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Women’sautonomy and willingnessto participate

Table-7

Number % Number %
Autonomy to seek care
Scheduled Caste/Tribe 1,710 274 160 217 792
Most Backward Community 743 123 166 (4 66.7
Unemployed 2634 853 R4 534 62.6
Married 7134 A8 133 589 62.1
Widowed/ divorced 1172 644 55.0 339 604
Employed 6,020 339 14.0 4N 539
All women 8,672 1,792 20.7 1,028 57.4
Backward community 3192 1014 318 576 56.8
Forward community 3003 279 92 151 .1
Never married 366 100 273 50.0
Autonomy to spend money
Most Backward Community 743 3 5.8 33 834
Never married 366 3 85 20 645
Backward community 3192 27 93 180 60.6
Married 7134 116 451 545
Employed 6,020 827 137 M1 533
All women 8,672 1,145 13.2 591 51.6
Unemployed 2634 318 121 150 472
Widowed/ divorced 1172 287 245 jbal 122
Forward community 3003 603 201 239 396
SC/ST 1,710 373 218 133 3H7
L ack of autonomy to seek care
Scheduled Caste/Tribe 1,710 1452 845 955 658
Most Backward Community 743 630 84.8 39 63.3
Employed 6,020 4953 823 2876 581
Backward community 3192 2174 68.1 1244 572
Married 7134 6,169 865 3350 5.3
All women 8,672 6,939 80.0 3,713 53.5
Never married 366 263 719 128 487
Widowed/ divorced 1172 514 439 241 469
Unemployed 2634 1964 745 43 429
Forward community 3003 2,720 0.6 1,143 420
L ack of autonomy to spend money
SC/IST 1,710 1335 781 1,040 779
Most Backward Community 743 697 93.8 430 617
Employed 6,020 5182 86.1 3145 60.7
Widowed/ divorced 1172 831 75.2 519 589
All women 8,672 7,494 86.4 4,155 57.0
Backward community 3192 2892 0.6 1642 56.8
Married 7134 6,294 882 3493 555
Never married 366 335 915 160 478
Unemployed 2634 2283 86.9 1,016 44
Forward community 3003 2,386 795 1057 243
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Table-8
Women'’swillingnessto pay for medisave

Total no. of women 8,672

Number | % Number | % INR uss"
Reading newspapers regularly 468 54 236 50.4 53.46 121
Watching television newsregularly | 1,925 222 1,032 53.6 48.71 1.10
Non-poor 1,508 175 685 454 4751 1.08
Literate 2,440 28.1 1,316 53.9 45.44 1.03
With autonomy to spend money 1,145 132 591 51.6 44.32 101
Backward Community 3,192 36.8 1,807 56.6 39.84 0.90
With autonomy to seek care 1,792 20.7 1,028 574 39.28 0.89
Married 7,134 82.3 3,799 53.3 38.92 0.88
Belonging to landless househol ds 2,792 322 1,722 61.7 38.64 0.87
Unemployed 2,634 304 1,158 44.0 38.48 0.87
All women 8,672 |100.0 | 4,601 53.1 | 38.26 0.87
Never married 366 4.2 177 484 38.25 0.87
Employed 6,020 69.4 3442 57.2 38.20 0.86
Scheduled Caste/Tribe Community | 1,710 19.7 1127 65.9 38.16 0.86
With no autonomy to seek care 6,939 80.0 3,713 535 38.04 0.86
Most Backward Community 743 8.6 417 56.1 37.71 0.85
With no autonomy to spend money 7,494 86.4 4,155 554 37.39 0.85
Poor 7,110 825 3,902 54.9 36.63 0.83
Forward Community 3,003 34.6 1,242 414 36.22 0.82
lliterate 6,179 713 3,281 531 35.40 0.80
Widowed/divorced 1172 135 625 533 34.26 0.78

Household incomedid not play asignificant role, expect for the very high-income households (Figure-
6). Regression results (dthough insignificant) showed that household incomeexplained only about 2%
variationinwillingnessto save; willingnessto saveincreased by INR 2.90 (US$0.07) for every increase
of INR 1,000 (US$ 22.63) in household income. Inrelativeterms, however, willingnessto savedeclined
with the increase in household income. More or less similar pattern was observed with respect to
persond income (Figure-7). Therewas a so no relationship between the proportion of earning members
inahousehold and women’swillingnessto save.

n 1 USH = Rs. 44.20 (2™ Jan. 2007) Source: http://www.rbi.org.in/scripts/BS_ViewBulletin.aspx?1d=8313
(accessed on 12" August 2008)

SREE CHITRA TIRUNAL INSTITUTE FOR MEDICAL SCIENCES AND TECHNOLOGY



BANKING FOR BETTER HEALTH

Figure-5
Literacy and willingnessto save(Footnotes)
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Figure-6
Household incomeand willingnessto pay for medisave
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Provision of thematching grant increased thewillingnessto save by 92% from US$0.87to US$ 1.67.
Women belonging to the age of 46-55 yearswere willing to save 9.2% more than the average and
26.7% more than those who were aged 56-65 years (Table-9). Socia class did not influence the
willingnessto save, asindicated by Figure-8; however, backward community people (secondinthe
socid classladder) werewilling to save morethan others (Table-8). For dl thesocid classes, willingness
to saveincreased with the per capitahousehold income up to apoint (say, US$40) beforedeclining.
But, therelative share of household incometo be devoted to medisave declined with theincreasein

per capitahouseholdincome.
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Figure-7
Women'’s per sonal incomeand willingnessto save

Absoluteamount (US$) Relative sharein HH income (%)
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Table-9
Ageand willingnessto save

INR US$

<25 1,075 234 38.99 0.88
26-35 1,481 32.2 38.19 0.86
36-45 1,080 235 37.61 0.85
46-55 518 11.3 41.93 0.95
56-65 281 6.1 33.33 0.75

> 65 164 35 35.40 0.80
Allwomen 4,599 100.0 38.26 0.87

In Mathiyazhagan' s study,'® the backward community peoplewerewilling to pay the maximum of US
$0.40 compared to US $0.38 by the forward community and US$0.37 by SC/ST. Hisstudy also
found that themgority (52.9%) of the househol ds preferred acomprehensve hed th care benefit package
to anarrow package with limited benefits (say, hospitalization). While househol d size and household
incomesignificantly influenced thedecisiontojoin theinsurance, age, casteand literacy werefoundto
beirrelevant.

Theliterature found apositive association between the decision making power within the household
andwillingnessto pay.1® In our survey, women’ sautonomy to seek careonly marginaly improved the
willingnessto participatewhiletheir autonomy to spend money did not have any impact (Table-7); the
impact was highest among thelowest socid class(SC/ST). Agedid not haveany impact: averageage
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of both groups- willing or otherwise - remained at 37 years. Asfoundintheliterature;'®* personal
incomedid play arole, athough marginaly; average monthly income of women willing to participate
was US$ 8.40 compared to US$ 7.20 for other women.

Figure-8
Social classand willingnessto save

Absolutesum (US$) Relative share (% of HH income)
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Table-10
Household size and willingnessto save

per capita % of HH

(USS$) income
1 49 463 10.48 10.48 39.69 0.90 8.6
2 285 906 20.50 10.25 34.16 0.77 3.8
3 590 1213 27.44 9.15 36.70 0.83 30
4 1,132 1,399 31.65 7.91 41.05 0.93 29
5 978 1,524 34.47 6.89 39.75 0.90 2.6
6 610 1,860 42.08 7.01 36.45 0.82 20
7 335 2,126 48.10 6.87 39.18 0.89 19
8 176 2,353 53.24 6.66 33.24 0.75 14
9 131 3,249 7351 8.17 39.28 0.89 12
10 103 3,536 80.00 8.00 35.05 0.79 10
>10 212 3,618 81.86 6.29 34.91 0.79 10
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Family sizewasnot amajor determinant of willingnessto save (Table-10); similar resultswerefound
elsawhere '*However, therel ative share of household incometo be all ocated for medi save declined
withtheincreasein the household size. Joint family waswidely prevaent inthe survey areaswiththe
biggest household size reported being 18 (in 5 househol ds); the average family sizewas5.3. But,
49.2% of household memberswereinvolvedinincomegeneration activities. Still, per capitahousehold
incomedeclined from US$ 10.48to US$ 6.29 asthefamily sizeincreased.

5.2 Medisave experiment results

Six hundred out of 4,601 women, who expressed their willingnessto participate, wererecruited for the
medisave experiment. The enrolment wasdesigned in such away that they represented their respective
popul ation sub-groups. In other words, the group of women enrolled included women from all socio-
economic sections - poor and non-poor, literates and illiterates, highest and lowest socia class,
autonomous and non-autonomous, etc.

5.2.1 Socio-economic profileof theenrolled women

Socio-economic profileof theenrolled womenisgivenin Table-11. Theextremetop left cdll inthetable
indicatesthe most disadvantaged women - belonged to thelowest social class; werein poverty; were
illiterates; and decisions about their own health care were taken by some one el sein the househol d.
Suchwomen accounted for 6.9% of enrolees. On the other hand, the bottom right extreme cell represents
therdatively advantaged women - bel onged to the highest socia class (forward community), wereout
of poverty; wereliterates, and enjoyed compl ete autonomy to seek health carefor themselves. Such
women represented 1.3% of theenrolees. In other words, enrolees camefrom the entire socioeconomic
spectrum. Inrura context, however, lines separating vari ous socio-economic sub-groupsare oftenthin
athough extremesareclearly distinguishable.

Asagainst 60% of poverty inthe overall context in the study areas, the rate of poverty among the
enroleeswas 79.2%. Similarly, 69.3% of them camefrom|lower socia classesasagainst the population
average of 65.1%. In other words, more proportion of poor and socially backward women were
enrolled compared to their representationin the popul ation. On the other hand, proportion of illiterate
women exactly matched with thelocal population figures. However, proportion of women having
autonomy to seek health carewas higher (53.5%) for enroleesthan others.

5.2.2 Medisave process

The highlight of the medisave process was the active participation of women in review meetings.
Enroleesenthusiasticaly participated in such meetings and |leant about variousfeatures and processes.
In fact, this empowerment was one of the mgor long term outcomes of the experiment. Figure-9
providesthesnapshot of enroleesparticipating in one such routinereview meetings. Themeetingswere
usually organizedin temples. Spouses of these women too came along with them in the beginning, but
they stopped coming once confidence was established.

Enrolees, ontheir part, gathered together in groupsevery month to collect and consolidate the deposits
of theenroleesand took turnsto deposit the sumsin the respective bank accounts so asto reducethe
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trangport cost. Since the women weretaught to read the passbook, they checked the entriesin their
respective passhooks oncethe care taker woman returned. Although about 80% were very poor, no
di spute concerning misappropriation of money wasreported from any one of the 27 villages. Figure-10
capturesaview of abank holding medisave accounts.

Table-11
Socio-economic pr ofile of theenr olled women (no. of women)

Below Poverty Line Above Poverty Line

Others |Joint Others | Joint
Scheduled Illiterate 19 27 4 3 2 96
Caste/Tribe (32) | (45 (0.6) | (0.5 (0.3 (16.0)
Literate 8 5 5 3 2 1 24

14) |08 |08 | ©5 |©3 | (02| 4o

M ost Illiterate 16 14 12 4 2 0 48
Backward 27 |24 | (20 (0.6) | (0.3 (0.0) (8.0)
Community

Literate 4 3 1 3 1 0 12

©.6) | ©5) |02 | (05 |02 | (00 (2.0)

Backward Illiterate 59 21 51 16 4 4 155
Community (9.9 | (35) | (85 (2.7) | (0.6) | (0.6) (25.8)
Literate 3 9 24 9 3 3 81

55 | @5 | @0 | @5 |(@©5 |05 | (135

Forward Illiterate 33 30 19 17 n 5 115
Community (5.5 | (5.0 | (@32 29 | (1.8) | (0.8 (19.2)
Literate 19 14 8 n 9 8 69

B2 |@d |3 | @8 |@as | @3 | s

* Figures in parentheses are percentage to total (600)
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Figure-9
Enroleesin areview meeting

Figure-10
Oneof theaccount holding banks
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1.1.1 Resourcemobilization potential

Inoneyear, 599° women together saved INR 274,297 (US$ 6,206); average saving per woman was
INR 458 (US$ 10.36) or 2.3% of their annual household income. All thewomen, except 17.7% of
them, visited the bank at |east twice and 19.7% at | east 10 times during the year to deposit money.
Together with thefinancia incentive (US$9.57) and thebank interest (US$ 0.41), total money available
for outpatient care per woman per annum was US$ 20.34 (range US$ 0.48 - 46.49) or 4.5% of their
annual householdincome; thefinancia incentivedid not seem to haveinfluenced the saving behaviour
much because only 44.2% of the allocated financia incentive was used. Given the cost of outpatient
careamong thosewho availed thefacility (US$ 1.92 per episodefor consultation and medicines), the

°  One woman died after the enrolment
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accumulated money would be sufficient to treat about 11 episodes per woman per year. Average
number of illness episodesreported among thesewomenwas 2.1 per annumindicating that their savings
aonewould besufficient tofinanceall their outpatient care needs.

Pearson chi-sguaretest resultsindi cated that socid and employment statuswere not amajor determinant
of annual savings(Table-12). Infact, socialy backward and unempl oyed women saved morethan the
socialy forward and employed women; theformer contributed 40.5% to total saving. Multinomial
logistic regression results showed an Odds Ratio of 1.948 (Cl 95%) infavour of the socially backward
classwomen in comparisontothe socially forward class(Table-13). Smilarly, theOddsRatio for the
employedisfound to be 0.554 indi cating thet the unemployed weremorelikely to savethan theemployed.
Similarly, age, literacy, autonomy and poverty did not influenceannua saving.

Table-12
Aggregate annual savings by socioeconomic status, age and autonomy:
Pear son chi-squar etest results

Social gatus
Forward 180 436.21 991 28.6
Backward 232 478.36 10.87 40.5 0.001"
Most Backward 49 489.80 11.13 8.8 '
Scheduled Caste/Tribe 139 437.41 9.94 22.1
Literacy
Literate 192 455,12 10.34 321 0.809
Non-literate 408 457.16 10.39 67.9 '
Poverty
Non-poor 115 44291 10.07 18.6 0.151
Poor 485 460.64 10.49 814 '
Health care autonomy
Autonomous 142 428.29 9.73 22.2 0.314
Non-autonomous 458 466.13 10.59 77.8 '
Financial autonomy
Autonomous 112 456.21 10.39 18.6 0.239
Non-autonomous 488 457.38 10.40 814 '
Employment
Employed 458 44294 10.07 74.0 0.043
Unemployed 142 503.04 11.43 26.0 '
Age (years)
18-30 250 478.17 10.87 43.6
31-45 255 435.63 9.90 40.5 0373
46-60 85 464.82 10.56 14.4 '
60" 10| 416.00 9.46 15

" Satistically significant
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5231  WillingnessVsability to save

For these group of women, their actual saving moreor lessmatched with their willingnessto save; their
average annual saving was US$ 10.36 while their average willingness was US$ 10.44. However,
actua savingsexceeded their willingnessinthe case of 330 (55.1%) womenwhileit fell below 25%for
75 (12.5%) women. Although the range of actual annual contributions (US$0.23 - 23.76) fell within
thewillingnessto pay range (US$0.11 - 27.27), therewas no direct influence of willingnessto pay on
actua contribution. Thiswastruefor al the socioeconomic groupsincluding theliteratesand thosewho
had financial and health care autonomy.

5.2.4 Resourceusefor outpatient care

L edgers maintained by the NGOs captured the health status and heal th care seeking behaviour of the
enrolled women; Figure-11 showsoneof theledger pages. Periodic (every two weeks) documentation
of their hedlth care utilization (or non-utilization) revedled that therewereatotd of 1,256 ilInessepisodes
(2.1 per woman) reported by the enrolled women; 31.2% of them did not report any illnessin oneyear.
Out of these, 55.6% of the episodes received treatment; the designated physicians accounted for
61.2% of them. That is, medisave financed about 61.2% of thewomen’sannual outpatient care (OP)
bills; it could be even more because the cost of carewaslow el sewhere (government facilitiesor less
than fully qualified practitioners, LTFQs). Over 70% of them sought carewhen ill and 38.3% of the
ailling women went to the designated physicians. Rest of them received carefrom government facilities
or LTFQs.

Figure-11
A pagefrom aledger of an enrolee

Reasonsfor their OP visits (from designated physicians or others) were cold, cough or mild fever
(21.4%), body pain (17.9%), antenatal care (14.3%), and reproductive health problems (10.7%).
Mot cited reason for non-treatment was non-seriousilIness(requiring homeremedy). Women bypassed
designated physiciansdueto their inconvenient timingsor becausethe dternativewasfree (government
facilities) or cheap (LTFQs). Figure-12 shows an outpatient care setting.
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Table-13
Social class, income ear ning and medisave: Results of logistic regression analysis
Variable Reference group Odds P value
Ratio
Socialy backward class Forward class 1.948 0.004
Income earner Non-earner 0.5%4 0.001

* Satistically significant

A total sum of Rs. 36,278 (US$ 821) or 13.2% of their annual saving was spent on outpatient care
consultation and medicines); overall, 6.8% of thetotal available balance (savings+ matching grant +
interest) wasused in oneyear. Average outpatient care spending per woman was US$ 2. Average cost
per episodewasestimated asUS$ 1.92. A bulk of the spending was on consultation feesand medicines.

Figure-12
A scenefrom an outpatient careclinic

5.25 Resourceusefor outpatient care

Womenor their family memberssought inpatient carefor accident-rel ated surgery, other surgery, delivery
(normal or C-section) and other hospitalisations. Figure-12 showstheinpatient care setting of awoman
patient. Only lessthan 5% of the enroleesor their family membersavailed hedlth insurance benefitsin
each district. Total claim by each enrolee ranged between US$ 90 and US$ 225. However, the
experiencewith health insurance wasnot pleasant for them mainly because many clamswererdatedto
thepre-exigtingillnessesnot covered by theinsurance. Similarly, somedeliverieswere not covered for
the samereason. Although stated to them prior to the enrolment, they did not comprehend theterm
‘pre-exigting conditions .
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Figure-12
A woman enroleereceivinginpatient care

5.2.6 Observationsfromthefield

In addition to quantitative detail s concerning health status and health care seeking, theledgersalso
captured some qualitative observations. Besides, independent eval uationswere sought from another
women’'s NGO not involved in the study and a gender expert. Some of their key observations are
guoted here.

5.7.7 Enroleeobservations

Enroleeswere generaly found to be very enthusiastic about the experiment and made some positive
observationsabout their experiencewith medisave. Many enrol eesrepeated similar observationsand
we quote some of them.

“ Because of mediseva,” | am regularly going for antenatal care visiting the
same doctor. Or else, | would have skipped some visits and visited different
doctors for different visits’

- A woman (22 years) from Kalkotti village, Haveri district

“Now, | have money in my account and hereafter | don't have to run around
for money when | fall ill.
- A woman (28 years) from Thyloor village, Mandhyadistrict

“We are happy about mediseva. It is a new type with rich benefits for the BPL
(Below Poverty Line) families.”

P Medisave was called as mediseva by the local community
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“ Some of us have not seen a bank before. Now, through this experiment, we
are getting an opportunity to know about a bank and its operations. e can
take advantage of it and utilize bank services hereafter.”

“We have learnt to save money for future health purpose.”
- Participantsin aroutine enrolee meeting, Gangigatti village, Dharwad district

5.2.8 Non-enrolee views

Some non-enrol eestoo expressed their views on medisave during some public meetingsorganized to
explain medisave features and progress. We quote some of them as observed by both women and
men.

“Mediseva helps us to save before we areill. Hence, | would liketo join”.
- A woman (40 years) from Kalkotti village, Haveri district

“From my village alone, another 100 people are willing to join this. Unlike
HGs, which promotes savings and investment, mediseva is the only one for
health purpose” .

- A woman (30 years) from Thyloor village, Mandhyadistrict

“Weare seeing the beneficiaries going to hospital although they are poor. These
are the people who never visited a hospital before. They have demonstrated
that we could also do so if we join mediseva” .

- A man (60 years) from Thyloor village, Mandhyadistrict

5.2.9 Evaluation by agender expert

A public hedlth expert with gender specidization carried out anindependent eva uation of theexperiment.
Her comments presented during the dissemination workshop are presented here. She observed and
we quote,

“An earlier study in Karnataka has clearly demonstrated that people, even
those from low-income and low-literacy levels, are able to make ‘rational’
choices in health. Building upon those efforts, this experiment attempts to
overcome one of the shortfalls experienced in most SHGs - women are never
able to use the resources that they garner for their own health purposes. By
bringing formal sector banking facilities closer to individual women, this
initiative attempts to help women to move closer to the monetized global
economy. It also extends the understanding of socially responsible banking
beyond the present opening of rural branches and loan schemes for farmers”.

From the analysiswe can seethat thewillingness of setsof womento participateinthestudy itself is
indicativeof their ability to make decisionsfor themsel ves— upper caste and unmarried women found
themselveswerelessableto participate or perhapsdid not feel the need to participate. Theanaysis
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alsoindicatesthat somewomen were not ableto save enough to reach the upper limit of thematching
grant of rupeeseighty offered by thebank. Whilethese effortsat reaching out to the poorest of the poor
and most vulnerable groups— particularly women iscommendabl g, clearly wehavealongway togoto
empower women. We still need to reach out to those women who were not able to save even a
minimum amount amonth. Perhapswe a so need to consider alternative collective protectionswhere
thesewomen are al so safe—akind of cross subsidization that happensin theinsurance sector. The
intervention demonstratesthefollowing pointsclearly:

o Standardsof formal banking institutions can be lowered to include the lower rungs of
peopleinour society —itispossibleand needsto be done. But thissituation a so begsthe
question, how and who set up these standardsin the banking sector that excludesagreater
chunk of our population?

e Thestudy aso extendstheunderstanding of socidly responsible banking beyond the present
opening of rura branchesand loan schemesfor farmers, etc.

e Morework needsto bedoneat grassrootsfor women to be empowered in due coursefor
them to manageto prioritisetheir health, without such external impetus.

Another eva uation wasa so carried out by ahealth economist. He brought the devel opment dimension
of medisave, particularly itspotentia to create economic opportunity for thewomen and itslink with
their health care seeking. He observed that the prevailing SHG environment was conducivefor the
success and scaling up of the medisave experiment.

5.2.10 Evaluation by awomen’sNGO

In order to securean externa opinion onthe progressand achievement of the experiment, an evauation
wascarried by awomen’sNGO. ThisNGO operatesin the neighbourhood of Mandhyadistrict andits
evaluation was carried out in Mandhyadistrict. Here arethe main observations.

“Medisave tries to develop a contribution model and has identified the real-
needy beneficiaries. With all enthusiasm, thelocal NGO and Bank functionaries
have motivated the poor to start banking for better health. The bank, Insurance
Company, the local NGO, health care providers, women beneficiaries, non-
beneficiaries, and everybody are enthusiastic and expressed satisfaction about
its functioning and desired that it should continue for some more time as they
fedl the gestation timeto utilizethe benefitsisshort. The District (Health System)
Commission has also expressed its willingness to recommend the model to the
government of Karnataka for replication. The enrolees are acting as change
agents and motivators for the rest of the community to think and act on their
participation in the experiment”.

However, discuss onwithwomen beneficiariesshowed that they arein confus on on mettersviz. “Whether
thisproject continue or not, why only four membersare covered?” Somewomen said “Wehavemore
than two children, why not our other children covered under the scheme? They said “it would benice
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if al themembersin our houseare covered”. Also, thelimitationsof aproject contribution model are:
e |t makespeopleto depend psychologically onthe partial amount to comefrom outside
o |tleadsto shoulder lesser responsibility onthepart of beneficiaries.

e Concept of paying full premium amount hasto be devel oped among beneficiariesvery strongly
otherwisethey stick onto their old of school of thought viz., “Why to savei.e., pay premiums
from now itself. We can usethismoney for our other day to day needsand mobilize money for
medical purposewhenwefall sick”.

Loca hedth system devel opment teamsa so vidited two of theexperiment Stesintwo districtsand met
theenroleewomen.
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6. CONCLUSIONS AND LESSONS LEARNT
FROM THE EXPERIMENT

If we want health development to work as a poverty reduction strategy, we must
have health systems that reach the poor.
- Dr. Margaret Chan

Director Genera, World Hedlth Organi zation

Previousexperience with health insurance among the poor suggested that poor householdsmay prefer
alternative mechanismsto health insurance to cope with financial risks, likeincome diversification,
credit and savings. Based on thisunderstanding, this project attempted to devel op an dternative health
financing mechanism viz., medisaveto finance outpatient care even whileinsurance could cover the
inpatient care. Thebasi ¢ conceptua model behind the medi save experiment advocated acombination
of savingsand insuranceto finance health care. The overarching goal wasto streamlineand, to some
extent, minimizethe househol d out-of -pocket spending on health. The experiment combined women's
empowerment and banking approachesto do that. Women’s empowerment and rural banking have
aready received considerableattentionin Indiafollowing the advent of microfinance. However, non-
insurance mechanisms, fairly successful in other sectors, arewesk in heal th sector. So, the experiment
wasnew and challenging to thisextent.

6.1 Main conclusions

Medisave seemsto have acted asapre-payment option for health and streamlined the househol d out-
of-pocket spending to the extent of 84.1% compared to the househol d out-of-pocket health spending
inKarnataka.* It a so brought additiona resourcesinto health because saving plusincentive exceeded
the state out-of-pocket spending by households by 55.2%. Considering low per capitarural health
spending, especidly by women, and thefact that the saving wasmeant for only outpatient care, thered
increasewould have been manifold.

In addition, medisavelinked womenwith qualified practitioners. Somewomenwent to quaified providers
for thefirgt timeand women mentioned that they had completed thefull course of antenata caremainly
dueto medisave. Ddliveries, which otherwisewould have occurred et home, were attended by qualified
gynaecol ogistsin well-equipped ingtitutions. Still, 44.4% of theillnessepi sodeswere untrested either
because they were non-serious or were ‘treated’ at home. Similarly, 38.8% of episodes received
treatment from other sourcesdueto their suddenness, and avail ability of ‘ close’ substitutes. Theaverage
cost of treatment of treatment at agovernment health care centrein Karnatakawas estimated at Rs20
per visit,? which was double compared to the negotiated fee under the medisave project.

Poor women enthusiastically participated in the project and the overwhel ming support received from
non-enrolees signalled the sati sfaction of the enrol ees about medisave. Looking at the enthusiasm
among non-enroleestowardsthe end, we are confident that the willingnessto participate and save
would redly go up if weconduct asurvey now. The'* savebeforeillnessstrikes messagereally reached
the community. Thefact that most of thewomen, who opened their first-ever bank account, continued
even after the project ended indicatesthis.
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The purpose of thisexperiment was not to promote medi save as aresource generation mechanism.
Main drawbacks of medisave asaresource generation tool are:

= Itshiftshedth careresponsgbility toindividuas

= |t cannot pool resources- acrosstherich and the poor or acrossthe healthy and the sick

= |t doesnot reducethereiance on OOPs; it only makesit somewhat predictable.

= |tisnot equitable becauseit facilitates health care only according to the ability pay.
The experiment merely demonstrated that medisave could be used as a prepayment mechanismto
streamline OOPs, where it exits and where other alternativesfailed. It can be employed only asa
trangitory tool before apooled and equitable health financing mechanismisfully developed or asa

supplementary tool tofinance certaininputssuch asmedicinesthat arenot covered by pooled mechanisms
such astax funding or insurance.

6.2 Activitiescarried out under theproject

The completion of the project required 12 major activitieswith specific target groupsand methods; the
activities, target groups, and methodsemployed in brief aregivenin Table-14. Several actorswere
involved inthe project activitiesincluding an academic ingtitution, agovernment national bank, three
women’'sNGOs, community, seven physicians, three hospitals, agovernment insurance company, and
women. Innutshell, the overall experiencewith thisexperiment hasbeen challenging, but pleasant. We
received considerabl e support from various stakehol ders.

6.3 Lessonslearnt: Can medisave be a sustainable option?

Despite a reasonable success of the project, we would like to share some thoughts based on our
experience. Therewere challengesright from the conception to thefiel d execution. When the experiment
was planned, certain bas ¢ doubts cropped up about itsval ue addition and relevanceto thelocal health
financing context, particularly concerning the poor women. Such doubts can be summarized under the
following six broad headings:

= Women'swillingnessand ability to participate

= Medisave' sresourcepotentid

= Health care seeking and resource utilization

= Ethica issuesconcerning banking and hedth care

= Hedthinsuranceasacomplementary option

= Sudanebility
Themajor concern was about the feasibility of such an experiment in aresource-poor settingswhere
gender power relations, particularly concerning health care and finance, are unfavourableto women.

ACHUTHA MENON CENTRE FOR HEALTH SCIENCE STUDIES



EBANKING FOR BETTER HEALTH

Table-14

Activitiesperformed under theproject

Choice of areas and population

Rural districts & disadvantaged
villages

Districts targeted for development & areas
under lowly served bank branches

Partnership with women’s NGOs

Reputed women’'s NGO

Existing NGOs' track record with the bank and
the community

Community consent, and for mation/
convening of advisory boards

Community leaders,
physicians, and bank managers

Community (women) leaderswith standing, and
reputed physicians with at least one woman
member

Population-based survey

Entire population in the chosen
27 villages

2-phased (family/individual) house-to-house
survey with repesat visits

Identification of women for

enrolment

= Women willing to participate
= Women from all social
categories

= Women classified by age, class, literacy,
economic status & lifestyle.

Final list had weighted representation of all
groups

Consent seeking and enrolment of
women

List of women identified
through the survey and those
consented were enrolled

Those unwilling replaced by others (same

socioeconomic & age group)

= Special accounts (minimum balance Rs. 10)
were opened

= \Women & 3 family members were insured

(coverage Rs. 10,000 p.a.)

Section of health care providers

Short-listed providers

o Short-list based on women's and
community leaders’ preference

o Finalized after qualification check
* Same method for hospital providers

Choice of insurer

National level government
insurers

The insurer with favourable group insurance
policy for rural people

Monitoring of health status, savings,
care, and insurance claims

Enrolled women

NGOs paid periodic visits to women's homes
to check their health and health care status and
to solve problems pertaining to savings and
insurance claims, and to banks to monitor
savings

Independent mid-term evaluations

Enrolled women

By women’s NGOs in neighbourhood and by
government supported health system
development teams

Resurvey of enrolees and controls

Enrolled women and their
matched (twice) controls

A short questionnaire to capture the difference
in health care seeking

Dissemination workshop

Government officials,
community leaders, media,
development NGOs,
physicians, academicians,
enrolled and other women

o Individua invitationswere sentto all invitees
» Feedback was obtained through deliberations
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6.3.1 Conceptualisation

The concept of medical savingsaccount (MSA), particularly fromarura perspectivein India, wasnew
and difficult to comprehend for many. Basic apprehension wasthat M SA attemptsto passthe health
carerespong bility from thegovernment toindividual sbecauseindividualsarerequired to savefor their
own hedth care. Also, it wasthought that resources generated might not be enough to adequately cover
thehedlth care costs. Sinceinsurancewasnot part of theorigina conceptualisation, onesingle hospital
episode might eat away the entire saving, however bigit might be. The concept was debated in detail
andit wasredlized that evenrura peopleincurred ahuge out-of-pocket spending on health, more often
financed through distress efforts. Such out-of-pocket spending wasthought to be more dangerousthan
saving money beforeillness strikes. But, theinsurance requirement was given aseriousthought and
group health insurance was added as acomponent of medisavelater. It was hoped that the household
medical saving would be enough to cover the outpatient care spending while group health insurance
must take care of the inpatient care expenditure. So, the *save for OP and insure for |P* model
emerged.

6.3.2 Partnershipbuilding

Being an action research, it required the cooperation from different partners, bank and NGOsparticular.
So, finding suitable partnerswasachallenge. Since resource mobilization wasinvolved and there could
bealot of misconceptionsor even rumours about the safety of the money, thefirst major requirement
wasto find asuitable‘ fund holder’. We opted for agovernment national bank with rural branches.
Nevertheless, thebank isadifferent entity and thinksdifferently. From abusiness perspective, thevaue
added wasing gnificant especialy whenthemoney involved wasvery smdl. At thesametime, thework
involved was significant becauseit had to maintain large number of accountswith very small sumsof
numerous deposits; or in some cases, therewas no intermediate deposit. Hence, it took sometimeto
convincethebank about the (social) valueadded toiit.

Another mgjor task wasto identify suitable NGOswith reputation becausethe field execution of the
concept depended alot onthem. Inthe end, wefound three NGOswith three different faces- onewas
afresh new NGO with very limited exposure to the community; second one was a part of alarger
network organization generally involved in education and rural devel opment; and thethird onewas
engaged infor-profit businesswith ahistory of involvement in women'sempowerment.

| dentification of asuitableinsurer for the group health insurance wasthethird major task. Likethe
bank, insurancetoo operates differently; revenue mobilized wastoo little whereastherisk added was
probably huge. In other words, the gap between the premium and the expected benefit was probably
big to start with. However, insurance enrolment was smooth, asit wasagroup health insurancewith a
smaller benefit package.

The study probably achieved morethanits money’ sworth because of the near-perfect understanding
among the study partnersand support received from various stakehol ders. Although many ingtitutions
with diversegoa swereinvolved inthe study, smooth conduct of thestudy wasnever in doubt. However,
it took timein the beginning to get the action-research views acrossto different study partners. Once
the common rhythm was achieved, smooth conduct of the study wasensured.
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6.3.3 Community rapport

Community involvement and more importantly, community acceptance was very crucial for the
implementation. The study had two parts- survey research and action. The second part proved to be
much morechallenging. Threedifferent communitiesand 27 different villageswith varied socio-economic
backgroundswereinvolved. All thethree communitiesreacted in three or more different fashions. It
wasasmooth affair right from the beginning in one placewheredl the ninevillages cooperated with the
team very well. Therewasno major difficulty inthe second district aswell although we had to meet
peoplein each village separately to explain thestudy features.

Inthethird, however, it wasadifferent story fromthe beginning. In onevillage, men did not allow their
wives, sstersor daughtersto participatein the discussion meetings and we dealt with men on behal f of
thewomen to beginwith. Therapport wassowly built and thewomen started participating inal the
review meetings. In another village, peopl e thought that we might part with themoney mobilized since
they had previoushbitter experiencewith another ‘informal’ saving. They werenot aware of thebanking
process and the bank was not located in thisvillage. We had to teach them about the banking, the
passbook and its entries. They probably trusted us only after seeing their passbooks with proper
entriesof their deposits. A visit by thelocal health system devel opment team and their assurance about
theauthenticity of the study also helped. Inthethird village, peoplethought that the study had a* hidden
agenda . Thisrequired adifferent kind of rapport building through one of their community leaders. In
fact, theideaof acommunity advisory board emerged from that village. Oncethe board wasformed
withtheir ownleader, apopular doctor and the bank manager being part of it, thetrust was established.

All therapport building effortswith the partnersand the community demanded sustained effortsand
therefore, required alot of resources.

6.3.4 Survey and enrolment

Theprocessof enrolling women into the M edisave project wasinitiated in January 2006 and completed
by July 2006. Thedelay in someareaswasdueto refusal of somewomen to participateand afreshlist
of substitutes had to be prepared after several attemptsto make enquiriesinto their change of mind.
Also, therewas somedelay in getting the consent form filled from thosewho expressed willingness, as
they were absent during the visitsto seek consent form filled. In some areas, some women changed
their address and moved to nearby towns. It took some time to establish the change after making
several visitsto their given houses. There were also confusions about the project intensionin few
villages. Mestingsof women, their family members, and some community members had to be conducted
to clear their doubts about the project.

Thededay in somewereareaswasdueto acombination of factors. First of dl, the survey wascompleted
latedueto local factorsin areaswhich wereinvolvedin Cauvery issue. Second, therewere shortages
of passbooks dueto which the bank delayed the account opening. Without passbook, womenwould
have been apprehensive about the very intent of the project, asthe passbook isthe only record for
them. Third, since health insuranceisalso provided as part of the project, therewas somedelay in
initiating theinsurance as most women did not have photographs required for issuance of insurance
cards.
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6.3.5 Women'swillingnessto participate

Willingnessto participate, inredlity, carriestwo different connotationsviz., hypothetical andred. When
thewomen were givenawell explained hypothetical medisave situation and asked whether they would
consider joining, thereply wasquick and straight forward; 53% expressed their willingnesstojoinand
47% declined. Later on, it wasclear to usthat amere expression of willingnessin asurvey context was
different fromactua willingnesstojoin. Eventhosewho expressed their willingnessto participateduring
thesurvey declined to enrol; there ection ratewas near 100% in some places. Thewillingnessrate of
53%, expressed during the survey, probably declined to about 30% at the time of enrolment. Eventhe
promiseof afinancia incentiveintheform of amatching grant did not hel p; infact, it madethemto think
that theintentionwasto‘ chegt’ them. Insomeplaces, athoughinitia willingnesswasmany timeshigher
than the required number to enrol, we did not have adequate number of women to join and we had to
approach thosewomen who expressed their unwillingness during the survey; they agreed too.

Thedeclineinwillingnesswas mainly dueto their ignorance about the banking process. Sincemoney
wasinvolved and thefact that they were predominantly poor, women ssmply refused to part with their
hard earned money even if it was adeposit with agovernment bank. In some cases, men took the
position that women from their househol d expressed their willingnesswithout consulting them sinceit
wasonly asurvey. They did not allow thewomentojoin; they did not even alow theenrolment teamto
meet the women to seek their consent. It required several rounds of group meetingswith men and
women separately and together to explain the concept of medisave. Theformation of acommunity
advisory board with aprominent community leader, physi cian and the bank manger finaly helpedthe
cause.

Theinitid rateof willingnessto participate (53%) itself wasrdatively low compared to therate expressed
inanearlier survey onwillingnessto pay for acommunity-based hedthinsurancein the same population.
Thismay be dueto the complexity of theterm‘ medisave’ compared to theterm ‘insurance’, which
wasaready knowntotherura population becauselifeinsurance hasbeeninusefor nearly four decades.

After sx monthsof medisave sintroductioninthearea, thewillingnessrate shot up very high, probably
to reach about 80%. Thosewho declined to join after expressing their willingness during the survey
cameback to ask whether they could participate. Thewomenwho expressed their unwillingnessduring
the survey too came and said that they did not thought that their opinion would count in the actual
enrolment. Thelr negativereply, they said, was mainly dueto the reason that they were not ableto
consult men or seniorsin the household at thetime of the survey. Meetings held by two high profile
government health system teamson thisproject a so increased the awareness about medisave and built
confidence about the experiment among the popul ation.

6.3.5.1 L esson

Willingnessto save/pay based on apopulation survey hasits limitationsto serve asaprogramme
planning tool. Therate of willingnesstendsto be highin an entirely hypothetical situation, wherein no
programmeisplanned or explained. Therate declinesin aquasi experimental situation, whereinthe
willingnessisestimated for aparticular programmewith clear description. It further declinesinared
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programme context, whereinthewillingnessissought to actudly enrol into aprogramme. Demongtration
of benefits, however, booststherate of willingness. Inthisexperiment, thekey message delivered was
‘savebeforetheillnessstrikes .

6.3.6 Women’'sability to participate

Since medisave meant two entirely new aspects- banking and formal health care - for many women,
it took awhile and someeffortsbefore thewomen actually participated (making deposit when possible
and seeking carewhen needed). After theenrolment, enroleeswere met individually and collectively to
make them aware of the banking, health care and financing processes. They weretaught about the
‘know-how’ of abank passbook, particularly to verify variousentries such asthe deposit, matching
sum, and theinterest. Also, they wereinformed about the notebooks (in which the physician entered the
treatment and cost of care details) and the need to carry them with them. The initial hurdlein the
banking processwasthe required mandatory minimum balance of about US$ 5, which wasabig sum
for therura womento‘lock up’ . Severa monthsof saving wasrequired to accumul atejust theminimum
balance becausethey saved in small increments of, say, US$0.20 - 1.00. The bank finally agreed to
keep the minimum balance down to US$ 0.20 for these women. Another constraint was that the
women did not have any photograph of their own and the bank required their photographs. In some
rural areas, women were not allowed to be photographed dueto cultural reasons. All thesehurdleshad
to be overcome before they opened their accounts.

After the opening of their accounts, many women did not initialy turn up to the bank to deposit money
for about two months becausethey wanted to wait for othersto makethefirst move. Sincethey did not
fully understand how the banks operated, they were hesitant to deposit money without knowing what
would happentotheir deposits. Thevisit of agovernment health system devel opment team to explain
about the experiment served as an assurance and the enrol ees started making deposits periodically.
Only threewomen out of 599 actually deposited during al thetwelve months.

Somevillageswere hard-to-reach places and lacked frequent public transport. Sincethe bank was
located in another village and the women woul d | oose wages (bes destransport cost) if they attempted
to go the bank, the women had to make aternative arrangement to deposit the money. |n such cases,
the enroleesformed agroup and on each occas on, one woman col lected the deposit from othersand
travelled to the bank to deposit the money into theindividual accounts. Sincethewomen weretaught to
read the passbook, they checked the deposit and the balance after the every deposit was made.

Thewomen required about aweek to accumulate even asmall amount of US$0.20. They make'local’
savingsof very small amountsto build it considerable enough for abank deposit. They kept their local
savingsundernegath their pillow, if they had one, or inside an earthen pot. Thesewere thought to be
‘safe’ placeswithin the household. Therewereinstances of other household members, mostly men,
‘stedling’ such small savingsbeforereaching the bank. However, thewomen felt that suchinstances of
men taking away money from them were reduced because of medisave. Somemen did not allow their
household womento make* dead’ investmentsbecausethey werenot allowed to withdraw the deposit
for any other purposethan health.
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6.3.6.1 L esson

There exist knowledge and infrastructure bottlenecks sl owing down the impl ementation process of
programmesthat target empowerment and full participation. Thereare household barrierstoo while
accumul ating enough savingsto makeadeposit.

6.3.7 Medisave sresourcepotential

Average annual domestic saving (without the matching sum and bank interest) per woman was US$
10.36. Thisisequivaent to 72.3% of the annual per capita OOPs (US$ 14.33) in Karnataka. If the
incentive and the bank interest are added to the domestic savings, then thetota sumavailablefor hedth
care through medisave was US$ 20.29 per woman or 141.6% of the estimated OOPs per capita. In
other words, per capitasaving may bejust adequateto finance outpatient care needs of thewomenin
rural Karnataka

Initial apprehens on wasthat the women might save an amount adequate enough to grab thefinancia
incentive (matching grant) of US$ 2 per month. However, average monthly saving of awoman was
US$0.86 or 47.5% of the matching grant; only 43.7% of the matched grant was actually used. Onthe
other hand, average monthly saving of somewomenwasabout US$4 or 221% of the marching grant.
Therefore, women'ssavingswere not primarily driven by thefinancial incentive. SHG experiencein
Karnatakahas shown that women saved morewith experience.

However, the samelevel of saving may not be achievablewithout thefinancia incentiveand aclose
monitoring of thesaving, hedth careandfinancing. Itisdifficult to Soecul ate about theresource generation
potential of medisave although it may be safeto say that aper capitasaving of about US$5-10 per
annumisachievableintherura Indian context. Given that Karnataka s per capitahealth spendingis
lower than the Indian average, the achievableamount may bedightly higher in other Indian stateswith

higher per capitahealth spending.
6.3.7.1 L esson

Under certain conditions, domestic savings could generate sufficient resourcesfor financing hedth care,
particularly outpatient care, insomerura contexts.

Financia incentivein theform of amatching sum may not boost the amount saved beyond apoint.
However, itispossibleto generatefull-proof financia incentiveif it isrouted through awell-developed
formad transfer mechanism; inour case, it wasabank.

6.3.8 Health care seeking

Onemagjor effort as part of the experiment wasto link the rural women with qualified health care
practitioners. The use of less-than-fully qualified (LTFQ) practitionerswasso high that it waseven
difficult tofind qudified phys ciansin somevillages. The population survey sought thewomen'spreferred
choiceof health care providersintheareaand they wereasked tolist three. Inmany cases, al thethree
providershappened to bethe LTFQs. Inthisexperiment, at least 61.2% of the health carewas provided
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by qualified physi ciansindicating that the proportion relying on the LTFQs might have come down.
Many women stated that they went to qualified physiciansfor thefirst time and some pregnant women
mentioned that they had completed full course of antenatal care mainly dueto medisave. Deliveries,
which otherwise would have occurred at home, were attended by qualified gynaecol ogistsin well-
equipped ingtitutions. Of course, thiswasfacilitated by healthinsurance, not medisave. Theflip side,
however, isthat 44.4% of theillness episodeswereleft untreated either becausethey were non-serious
or were‘treated’ at home. Similarly, 38.8% of episodesreceived treatment from other sourcesdueto
their suddenness, and availability of ‘ close’ subgtitutes.

Somewomen used theformd hedlth care system for thefirst timeand demonstrated to other comparable
women that quality health care, including delivery care, was affordable. Medisave also helped to
ingtitutionalize some ddliveries, which otherwisewoul d have occurred a home. Lessthanfully qudified
providerswere still asource of outpatient carefor minor ailmentsdueto their proximity to thelocal
population, low feeand flexibletiming. But, overall, health care seeking in general and health care
seeking from qudified phys ciansimproved, somewomen sought antenata carefromaquaified physician
for thefirst time.

6.3.8.1 L esson

It ispossibleto create conditions to enable the rural women to accessformal health care, where it
exigs.

6.3.9 Resourceutilization

Resource utilization was|essthan 7% of thetotal availableresourcesand 13.2% of thetotal saving.
Low resource utilization was partly dueto the time gap between the saving and resource requirement.
Another reason wasthat over one-third of thewomen did not require treatment asthey were healthy.
Only concern was about 40% of the women who were affected by someillnesses, but did not use
medisaveresources. Of course, it wasnot possibleto verify how many of themredlly required trestment.

Anapriori concern wasthat women might treat thisexperiment purely asasavingmodel and therefore,
might not usethe saving for health care. Thiswas proved wrong in the end because 61.2% of treated
episodeswerefinanced by medisave.

Another apprehens on wasthat thewomen might indulgein fraudulent practicesby using theresources
for men and others. Although about 80% of the women were very poor, no dispute concerning
mi sappropriation of money wasreported from any one of the 27 villages. Moreover, the design was
suchthat it was not possible to misuse the resources. The physician inthe community advisory board
wasin aposition to verify any misappropriation. But, she/lhewasnot required to do becausetherewas
no such incident.

6.3.9.1 L esson

Duetordatively low cost of formal hedth careinrura areas, resourcerequirement may bekept low, if
theresourcesare prepaid. Inthiscase, saving was used aprepayment mechanism. Additional costin
theformof high-interest loansisreduced.
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Resource saving and spending follow different time and cyclical trend. Sincethe average age of the
enroleeswas 37 years, they probably werein the saving sideof thelifecycle.

Medisave, if collectively organized, could be used asacollective bargaining tool to reducethe consultation
feeand medicineprices.

6.3.10 Medisave asa prepayment option to streamline OOPs

One of the main objectives of the experiment wasto streamline, if not reduce, the household out-of -
pocket spending. Asstated earlier, medisave apparently served asaprepayment option for financing
outpatient care and women's own saving a one hel ped to streamline OOPsto the extent of 72.3%. It
also brought additional resourcesinto health because saving plusincentive exceeded the state per
capitaOOPsby 41.6%. Considering low per capitarural health spending, especially by thewomen,
and thefact that the saving was meant for only outpatient care, therea increasewould have been ill
higher.

A sgnificant contribution of medisave wasfelt inthe purchase of medicines. Inthisexperiment, aspart
of thedesign, physicianswere required to have an agreement with pharmacistsfor areduced marginas
well asdelayed payment of medicd bills. Thisreally hel ped because medi cines consumed the highest
share (77.6%) of medisave resources.

Whilethe saving potential was demonstrated through medisave, women still incurred some OOPsto
theextent of 38.8%. In other words, OOPs can not betotally eradicated even through aclose experiment
such asthis. Somelevel of OOPswill still persist dueto variousreasons. Moreover, streamlining of
OOPs through banks requires wide existence of banksand their willingnessto ‘tolerate’ the slow
saving processinvolving numeroussmall non-periodicincrementsof savingsfromtherural womenand
very small amount of fundscollected.

6.3.10.1 Lesson

Under certain conditions and with appropriateincentives, medisave could beaprepayment mechanism
for streamlining OOPs. However, in the short run, it cannot generate adequate resources to meet
catastrophic expenditures. Also, it cannot eradicate OOPs completely.

Medicines, particularly usadintheoutpatient setting, aregenerdly not reimbursed even by hedthinsurance.
Medisave could be an gppropriate funding mechani smto finance medicines, evenin rura and outpatient
care sttings.

6.3.11 Ethical issuesconcerningbanking and health care

Replication of thismodel requires cooperation and support from banksand health care providers. In
some settings, it ispossibleto commit fraud in banking and provision of health care. Small depositors
may not be respected and it might discouragethem from using thebank. Also, if the banking processis
too time consuming, rura peoplereying heavily on subsistencewage may not beinterested in banking.
Similarly, good physician behaviour iscrucid for thesuccessof thiskind of experiment. Inthisexperiment,
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they wererequired to wait for amonth to receive the payment dueto them even though thefeeitsel f
was bel ow the market rate. Our physicians were extremely cooperative and supportive so that the
entireaffair wasvery smooth. The samemay not exist in other resource-poor settings.

6.3.11.1 Lesson

Working of thismodel requiresafair partnership between various stakeholders. In thisexperiment, it
was mediated by an academicingtitution. Similar mediation may required to makeacost-effectiveand
equitablemodd of hedlth carefinancing.

6.3.12 Health insuranceasacomplementary option

Theinitial understanding wasthat health insurancewould play amajor part. Infact, healthinsurance
was used asadoor opener in the case of somewomen to attract them towards medi save experiment.
Intheend, experience with health insurance was bitter for many women who wanted to avail heath
care using health insurance. As poor women, they had some unmet health care needs, which they
wanted to addressthrough healthinsurance. But, hedthinsurancerulesdid not permit themto avail.
Women smply could not comprehend theterm such as’ pre-existingillness . Even ddivery wastreated
as pre-existing when the women was pregnant at thetime of enrolment. Thisisperfectly finewithan
insurance point of view, but wasdifficult to explainto therura women. Asaresult, many women even
demanded the premium back. From theinitial position of door opener, hedthinsurance dippedto an
unwanted el ement.

6.3.12.1 Lesson

Someinsuranceterminol ogiessuch asthe pre-existing conditions, solidarity and pooling are not understood
by rural people. In certain contexts, people may prefer mechanismsthat pay the money back when not
used. Medisave was seen as one such mechanism.

6.3.13 Sustainability of medisavein therural context

Average monthly saving per womanwasUS$ 0.86. It was comparable with average monthly saving
(US$4.38) of asdlf-help group (SHG) member in Karnatakafor multiple purposes;* SHG members
saving for health could be estimated as US$ 0.22 or 5% of their total saving. Thefinancid incentive
offered aspart of medisave might have boosted the saving by some percentage. Hence, saving for
health created by thisexperiment is sustainable, which can be gauged from thefact that about 80% of
the enrolled women continued to save even monthsafter thewithdrawal of thefinancial incentive. In
fact, asaving culturewas created among the rural women including non-enroleesfrom the same and
other villages. SHG experience has shown that women saved morewith experience.

Whiletheamount of saving and the utterances of women indicatethat themode! issustainable, thistight
model may not be practicableif wewant to scaleit up at the state or national level. It requires some
fine-tuning beforeit can be scaled up. Our observation isthat women may continuewith medisave, but
not health insurance. which can be gauged from the fact that over 25% of enrolled women are still
(April 2009) actively maintaining their accountswith live depositsand an overall current balance of
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over US$ 25. Remember, these arethewomen, who were never engaged in aformal banking business
and the matching sum waswithdrawn from May 2007. Otherstoo continued with their accountsathough
not making periodic deposits. Thisisthe statusafter aperiod of over 2 yearsfromthedate of withdrawal
of thefinancial incentive. The empowerment approach applied by the experiment, itsstrongest point,
really enhanced thelikelihood of its continuance by theserural women. Even after morethan oneyear
of thewithdrawa of thefinancial incentive, avast mgjority of womenarestill continuing withtheir bank
accounts.

6.3.13.1 Lesson

Sustainability of amechanism such asthisrequirescertain pre-conditions. Inthiscase, self-help approach
aready existed in therural community. Also, rural banking iswell developed in India. Where banks
don’t exist, post officesmay beused as*fund holders'.
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Annex-1. Survey instruments
Household No:
Project on
Banking for better health: Medisave for rural women in Karnataka, Indiat
Community survey of women

HOUSEHOLD QUESTIONNAIRE

1. Full Address (with tel. no.)

2. Details of household members

Name Sex | Age Yearsof 7.1 Occupation Monthly Bank A/C

schooling income(Rs.) (Yes/No)

3. Community (1) Forward (2) Backward  (3) Most backward  (4) SC/ST
4. Status of poverty (1) APL (2) BPL (3) BPL but no BPL card

o

How long (years) you have been staying in this house?

IS

Did you live in a city/town for more than 6 months during the last 5 years?

(D Yes (2) No

~N

Type of house
(2) Concrete wall & roof (2) Concrete wall & tiled roof (3) Mud wall & tiled roof

(4) Mud wall & thatched roof (5) Houseless
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8. No. of rooms in the house:

9. Separate cooking area (1) Yes (2) No
10. Own/rented house (2) Own (2) Rented (3) Leased
11. Use of toilet
(2) Flushtoilet within house (2) Public/Shared flush toil et
(3) Pit toilet within house (4) Public/Shared pit toilet (5) Use open field
12. Source of drinking water
(1) Own piped water (2) Piped water from outside (3) Hand pump
(4) Own well (5) Public well (6) River/canal/pond
13. Cooking fuel
(1) Cookinggas (2) Electricity  (3) Biogas  (4) Firewood  (5) Others (specify)
14. 1s the house electrified? (1) Yes (2) No
15. Water purification method
(1) Electric purifier  (2) Boiling  (3) Water filter (4) Filter using cloth (5) No purification

16. Size of land holding

(1) > 5 acres (2) 1 -5 acres (3) No agricultural land but > 5 housing plots
(4) No agri. Land but 1 —5 housing plot (5) Noland at al
17. Livestock (1) Yes (2) No
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INDIVIDUAL QUESTIONNAIRE
Individual No:
Name of the woman: Age:
Informed Consent

Researchersfrom Sree Chitra Tiruna Institute for Medical Sciencesand Technology, Thiruvananthapuram,
and Vijaya Bank, Bangalore have undertaken a research project on ‘Banking for better health’. The
project aims to establish bank accounts for women from backward and rural areas of Dharwad, Haveri
and Madhya districts of Karnataka. This survey isto collect certain basic information from women in
this area to be used for research purpose and for the purpose of enrolling women in the project. The
information/data thus generated would be kept confidential and would be used only for the purpose of
research. Some of the survey participants, who expresstheir willingnessto join, have the benefit of being
enrolled in the ‘Medisave programme’ to be started as part of the project. Your participation in this
survey isvoluntary and you can withdraw your consent and from the study at any point of time without
facing any penalty. If you have any questionsand concerns about this survey, please contact M s. Jayaaxmi,
President, Paripoorna Grameena Abhivruddi Mahila Seva Samsthe, Dharwad.

- Dr. D. Varatharajan and Dr. Murali Kannan
Project Investigators

The project purpose was explained to me and | am willing to participate in the project.

Signature of the woman/Eye witness: Date:

PERSONAL DETAILS

1. Marital status (1) Married (2) Widowed (3) Never married  (4) Separated/divorced/deserted

2. Mother Tongue: Can you read and write? (1) Yes (2) No

3. How often do you read newspaper/magazine? (1) Daily (2) Once a week
(3) Once amonth  (4) Very rarely (5) Don't read (6) Can't read

4. Accessto television (TV) (1) Own television at home (2) Television of aneighbour
(3) Public/panchayat television (4) No access to television

5. How often do you watch TV? (1) Daily (2) Once a week (3) Once a month
(4) Very rarely (5) Don’t watch

6. How often do you watch newsin TV? (2) Daily (2) Once a week
(3) Once a month (4) Very rarely (5) Don't watch
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7. How often do you consume the following?

Food item Daily Weekly Monthly Rarely Never

Milk/Curd

Pulses/beans

Green leafy vegetables

Other vegetables

Fruits

Eggs

Chicken/meat/fish

8. Who takes the decision to obtain health care for yourself?
(D) Myself (2) Husband/father (3) Mother (4) Jointly with husband/parents  (5) Others (specify)
9. Who takes the decision to purchase jewellery or other major household items?
(2) Mysalf  (2) Husband/father (3) Mother (4) Jointly with husband/parents (5) Others (specify)
10. Do you need permission to go to the market? (1) Yes (2) No
11. Do you need permission to visit relatives? (D) Yes (2) No
INCOME AND BANKING
12. What is your own monthly income (Rs.)? Sour ce of income;
13. Are you allowed to keep money to spend as you wish? (1) Yes (2) No
14. Do you have bank accounts in your own name? (1) Yes (2) No.

15. If we open a bank account in your name for health care purpose alone and of returning the
money back if not used, will you join? (1) Yes (2) No

16. If yes, how much will you contribute per month (Rs.)? If no, please state reasons

17.1f a matching sum is added to your deposit, will you consider increasing the monthly
contribution? (2) Yes (2) No

18. If yes, how much (Rs.) will you contributeper month (Rs.)? If no, please statereasons.
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HEALTH CARE SEEKING

19. How many times were you ill or required care during the last one year?

20. Please give an account of your illness during the last one year

[lIness M ost One One
episode recent | Penultimate| Previous | before [Previous | before |[Previous

Date of illness

Nature of
illness

No. of days
it lasted

Treated or not

21. If the illness was untreated or treated at home, what was the reason?

(1) Not aseriousillness (2) Home remedy is more effective  (3) No money to pay for care
(4) No money to pay for transport (5) No money to pay for accommodation, food etc.
(6) None to accompany me (7) Others (Specify)

22. |If treated, where?

Provider Most | Penultimate|Previous| One |Previous| One
recent before before | Previous

Government hospital
PHC

Private practice Govt.
doctor

Private hospital
Private clinic

Private doctor visiting
home

Private pharmacy
Traditional healer

ANM/Health worker/
ANM

Others (specify)
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23. Distance and cost of treatment & transport

Distance and M ost Penultimate | Previous One Previous One Previous
cost recent before before

Provider

Distance from
home (km.)

Transport cost
(Rs.)

Cost of
treatment (Rs.)

Reason for
choosing the
provider
(use codes)*

*  Codes for Near 1, Female doctor 2, Free Care 3, Good Care 4, Faith in the provider 5, No other
provider 6, Others are too expensive 7, Other (specify) 8.

24. Have you undergone sterilisation? (2) Yes (2) No

25. If yes, where?

26. How many times you visited a health facility/camp for yourself for any reason in the last 12
months?

SREE CHITRA TIRUNAL INSTITUTE FOR MEDICAL SCIENCES AND TECHNOLOGY



BANKING FOR BETTER HEALTH

27. Which is the nearest health care facility/provider for outpatient care, hospitalisation and
delivery?

Provider Out patient Hospitalisation | Delivery Family Distance from
care planning home (km)

Government hospital

PHC

Private practice
Govt. doctor

Private hospital

Private clinic

Private doctor
visiting home

Private pharmacy

Traditional healer

ANM/Health
worker/ANM

Others (specify)

28. Were you pregnant at any point of time? (1) Yes (2) No

29. When was your most recent pregnancy (which year?)?

30. What was the outcome?
(1) Live birth—Male (2) Live birth (Female) (3) Still birth
(4) Abortion (5) Miscarriage (6) Not survived

31. If it was abortion or miscarriage, where was treatment sought?
(1) Govt. hospital (2) Private hospital (3) PHC (4) Private clinic
(5) Practicing govt. doctor (6) ANM/Health worker  (7) Traditional healer (8) Others (specify)
(9) Home remedies (10) No treatment

32. How many times did you receive the antenatal check up during the most recent delivery?
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33. Total no. of children — born and/or alive

No. of children No. of children born in
Born Alive Home Govt. hospital/centre Private hospital/clinic
M F M F M F M F M F

34. How many months pregnant were you when you received the first antenatal check-up?

35. When you were pregnant, were you given iron folic tablets/syrup? (1) Yes (2) No

36. Where did your husband (if applicable) go for his most recent illnesses?

IlIness Institution Public/ | Distance Total cost (Rs.)
private (km) Treatment| Transport

Outpatient care

Hospitdization

Emergency

Family planning

37. Provide addresses of the three most preferred health care providers where you would like
to seek health care for outpatient care

Choice Name of t_hg Address Distance from your
provider/clinic house (km)
Choice- 1
Choice - 2
Choice - 3
38. Three most preferred institutions for antenatal care and delivery
Choice Name c_)f the Address Distance from your
hospital house (km)
Choice-1
Choice - 2
Choice- 3
39. Three most preferred hospitals for hospitalisation
Choice Name c_)f the Address Distance from your
hospital house (km)
Choice- 1
Choice - 2
Choice - 3
40. Remarks
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Individual no.
Banking for better health: Medisave for rural women in Karnataka, India’
Community re-survey of women

Informed Consent

Researchersfrom Sree ChitraTirunal Institutefor Medical Sciencesand Technology, Thiruvananthapuram,
and Vijaya Bank, Bangalore have undertaken a research project on ‘Banking for better health’. It
established bank accounts for women in your area. This survey is to know the impact of medisave on
women's welfare. The information/data thus generated would be kept confidential and would be used
only for research purpose. Your participation in this survey is voluntary and you can withdraw your
consent at any point of time without facing any penalty. If you have any questions and concerns about
this survey, please contact Sr. Agnes, Sneha Sadana, Byadygi, Ms. Jayalakshmi, Paripoorna Grameena
Abhivruddi Mahila Seva Samsthe, Dharward or Ms. Meera Shivalingigh, SB Education Trust, Mandya.

- Dr. D. Varathargjan and Dr. Murali Kannan, Project Investigators

The survey purpose was explained to me and I am willing to participate in the survey.

Signature of the woman/Eye witness: Date:
Name of the woman: Age:
Is she a member? (@) Yes (b) No

1. Who takes the decision to obtain health care for yourself?

a > w BN

() Myself (b) Husband/father (c) Mother (c) Jointly with husband/parents

Do you keep money to spend as you wish? (@) Yes (b) No

How many times were you ill last year?

How many times did you consult a doctor?

Who treated the illness?

(a) Govt. qualified doctor (b) Govt. unqualified staff (c) Private qualified doctor
(d) Private unqualified doctor (e) Others (specify)

If the illness was untreated or treated at home, what was the reason?

(a) Not a seriousillness (b) Home remedy is more effective  (c) No money to pay for care
(d) No money to pay for transport (e) No money to pay for accommadation, food etc.
(f) None to accompany me (g) Others (Specify)
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7. If currently pregnant, how many months of pregnancy?
8. How many times did you receive antenatal check up during this pregnancy so far?

9. If delivered a baby during the last year, where was it?

(a) Govt. institution (b) Privateinstitution (c) Home
10. What do you think about the project? In what way is it beneficial to women?
11. Do you think that panchayat should be involved in this project? (a) Yes (b) No
12. If yes, in what capacity?
13. If you are a member, how long will you continue the account?
14. 1f you are not a member, will you consider joining this project? (@ Yes (b) No
15. Reason?

16. If you are a member, where will you go for treatment hereafter?

(d) The same doctor (b) Another private qualified doctor
(c) Unqualified private doctor (d) Qualified govt. doctor (e) Unqualified govt. staff
17. Remarks
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