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Health Care Insurance for the Poor: Protection Against Catastrophic

Expenditure or Protection of the Private Sector?
D NARAYANA

Director, Gulati Institute of Finance and Taxation, Thiruvananthapuram

Till recently India has been a country with low protection against catastrophic health care spending. The
new century, however, saw India making some valiant efforts to cover the poorer segments of the population
by initiating health insurance schemes. But the coverage was poor as few amang the lower segments of the
population joined the schemes. This began to change with Yeshaswini in Karnataka, Arogyasri in Andhra
Pradesh and Karnataka and Rashtriya Swasthya Bima Yojana all over India during the last five years.
However, that is only the story from the demand side. The supply side story is different which would explain
the emergence of Arogyasri in Andhra Pradesh and Karnataka, Yeshaswini in Karnataka and Rashtriya
Swasthya Bima Yojana all over India. It would also throw light on the cashless system to cover tertiary and
secondary care and empanelment of largely private health care facilities. The supply side story looks more
like government fund flowing to the private health care sector to protect it. The story is woven by drawing
data from Lthe scheme sites and elsewhere.

=t

Measuring Health of Elderly in India

K.5.JAMES
Professer, 15EC, Bangalore

The paper brings out health status of elderly based on a large survey conducted across seven states in India
in the year 2011, Several measures have been used to assess the health status more broa dly. These measures
also pravide an opportunity te compare the health of Indian elderly across countries of the world. The
measures include self rated health, functionality, mental health and cognitive ability which enables us to
understand not only the physical aspects of health but more importantly the subjective well being as well.
The analysis on sclf-rated health shows that around 55 per cent of the elderly rating their health as poor or
fair on a five point scale. Thus the self rated health appears to be lower among elderly as compared to overall
population and in comparison with elderly population in developed countries revealed by other studies. Self
rated health has also close connection with mental and physical health of the elderly. The mental health
status measured through GHQ and SUBI also revealed that nearly half of the elderly require further health
assistance for understanding their mental health status which poses important challenges for the healthcare
system in the country in the coming decades. Both self-rated health and mental health have strong socio-
cconomic gradient. The functionality was measured in the survey though ADL, IADL as well as loco motor
disability. The study shows that over five per cent of the elderly in the country have serious functionality
issues with regard to basic functions as observed in the ADL functions necessitating care and support.
Another important measure elderly well being is the cognitive ability whi ch measures not only health status
but also provides clues on their economic productivity. The cognitive ability measured in terms of number
of immediately recalled words reveals that performance of Indian el derly is on part with other transitional
countries. Thus, with the rapid changes in the age structure of the papulation, there will be potential to
increase the economic productivity in the country utilizing the clderly workforce. The cognitive abilities are
also directly linked to soclo-economic hackground of the elderly indicating that the education and the
upbringing in the past has direct link with the potential to contribute in future. Overall, the study brings out
several measures which can be used to capture health status more efficiently in any population groups than
the mortality or marbidity measures used commonly.
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Trends in the Nutritional Status of the

Rural Communities - An Overview

DR. G.N.V. BRAHMAM
Scientist — ‘F* (Retd ), M., .C.MUR., Hyderabad —500 007

Undernutrition continues to be a major public health problem in the developing world, including India, the
most vulnerable groups being women and young children, contributing significantly to very high morbidities
and mortalities. During the past decades, though the severe clinical forms of undernutrition such as
kwashiorkor, marasmus, keratomalacia have become rare, the prevalence of sub-clinical forms of
undernutrition continues to be very high, despite significant improvement in total food production, dairy
development and industrial growth. Though poverty is the major underlying cause of undernutrition, factors
such as maternal undernutrition, faulty infant and young child feeding practices, lack of personal hygiene
and environmental sanitation, coupled with recurrent infections and infestations, and a host of socio-
economic and demographic factors largely contribute to very high prevalence of undernutrition in the
communities,

The Major nutritional problems of public health significance in the country are, protein energy malnutrition
(PEM), vitamin A deficiency (VAD), iron deficiency anaemia (IDA), and iodine deficiency disorders (IDD).
Preschool children, adolescent girls, women of reproductive age group, elderly, those belonging to socio-
economically backward groups such as scheduled caste and schedule tribe communities, communities in
chronically drought affected rural areas are nutritionally the most venerable segments of the populations,

CURRENT STATUS
Mortality rates such as IMR, <5YMR, MMR are known to reflect overall wellbeing of the communities. As per
SRS 2010 the IMR in India is 47 per thousand live births, <5YMR is 59 per thousand live births, and the
Maternal Mortality Ratio (2007-09; SRS 2011) is 212 per 100,000 live births, With in the country, a wide
variation exists between States, with the mortality rates being very low in the State of Kerala to very high
figures in the States of Uttar Pradesh, Bihar, Madhya Pradesh etc.

According to NFHS 3, the IYCF practices in India, especially in the rural areas remains sub-optimal with low
proportion (23%) of women initiating breast feeding with an hour of delivery, exclusive breast feeding up to
6 months (46%) and initiation of complementary foods during 6-9 months (56%).

The National Nutrition Monitoring Bureau operating in 10 States namely, Andhra Pradesh, Gujarat,
Karnataka, Kerala, Tamil Nadu, Madhya Pradesh, Mahrashtra, Orissa, Uttar Pradesh and West Bengal,
collects data on food & nutrient intakes of individuals and their nutritional status in terms of, anthropometry,
clinical examination and biochemical investigations. The survey carried out during 2004-06 revealed that
the average daily consumption of staple foods such as cereals among adults was satisfactory, However, the
intakes tended to decline with decrease in age, with the extent of inadequacy being highest among 1-6 year
children, The intake of coarse grains such as millets in general tended to decrease over the period except in
the state of Gujarat, where the consumption of bajra increased over the period.

The average consumption of protective foods like pulses, green leafy vegetables and millk & milk produets
were grossly inadequate in all the age groups. The extent of inadequacy was relatively more among young
children as compared to adults. Extent of deficit in the energy intakes (% of RDA) ranged from a low of about
10-20% in adults to a high of about 55% in young children. Dietary inadequacy of micronutrients,
particularly with respect to vitamin A, riboflavin and iren, was very high. About 70-80% of young children
were consuming micronutrients such as vitamin A, iron and Riboflavin in amounts less than 70 % of RDI
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Study of intra-family distribution of dietary energy revealed that in about 23% of the households, the adult
male, female and pre-school child were having adequate (B70% of RDA) energy. In only about 8% of the
HHs, the energy intakes of the adult male, female and pre-school child were inadequate (intakes =70% of
RDA), suggestive of lack of household food security. However, in a half (52%) of the HHs while both adult
men and women were meeting the energy requirements, the pre-school child was not mesting the energy
requirements, indicating poor child feeding practices.

The overall prevalence of underweight (SD classification using WHO child Growth standards) among <5
year children was about 40%, stunting was 45% (suggestive of long duration undernutrition), while Lhat of
wasting 20% (suggestive of short duration undernutrition). The prevalence of underweight (compared with
NCHS reference values) school age children and adolescents was about 40%, while that of stunting tended
to increase with age from about 30% among 6-9 year children, through 34% in 10-12 year age group to
about 37% in 13-17 year adolescents. The prevalence of undernutrition was significantly higher among
boys compared with girls. About third of the adults (33% men & 36% women] were having chronic ENETEY
deficiency (CED) as measured by body mass index (BMI<18.5), while about 11% of females and 8% males
were having overweight/obesity.

Prevalence of severe forms of PEM such as Kwashiorkor among preschool children was conspicuously
absent, while that of marasmus was about 0.2%. The micronutrient deficiency survey carried out during
2002-03 revealed that the overall prevalence of Bitot spots among 1-5 vear children was about 0.8%. The
prevalence of Bitot spots was =0.5%, a cut-off level recommended by WHO to indicate public health
significance, in the States of Andhra Pradesh, Karnataka, Tamil Nadu, Maharashtra, Madhya Pradesh, and
West Bengal. About 58% of the children examined reportedly received at least one dose of massive vitamin
A during the previous one year, However, only 25% had received stipulated two doses.

The overall prevalence of total goitre among 6 to 11 year children was about 4%, which is below the cut-off
level to indicate endemicity ol IDD. However, the propertion was higher than the WHO criterion of 5% in
the States of Maharashtra (12.2%) and West Bengal (9%)]. Spot test of salt samples revealed that, in general,
aboul 42% of the HHs were using non-iodized salt, while in 31% of HHs, the iodine content of the salt was
at the recommended level of {15 ppm. In about 26% of the HHs, the iodine content was unsatisfactory (7

ppm).

The mean haemoglobin level among different age/sex/physiological groups ranged from aboul 9.9 g/dl
among pregnant women to about 11.1 g/dl in adolescent girls. In the State of Kerala, the mean haemoglobin
levels among all the physiological groups were relatively higher as compared to their counterparts in other
States. The overall prevalence of anemia ranged from 70-80% in different physiological groups. However,
the prevalence of moderate to severe anaemia was observed to be maximum in pregnant women (50%),
follewed by preschool children (44%), lactating Women (34%4), and adolescents (23%).

Prevalence of underweight among 1-5 yr children was higher among Scheduled Tribe communities and
Scheduled Tribes, compared to other communities. Similarly, the prevalence of underweight was relatively
higher among children from the households living in Kutcha houses), those with monthly PCI of < 300 Rs,,
and in the households where adult female was illiterate (65%).

Data collected at different points of time between 1975-79 and 2004-06 revealed that the average daily
consumption of cercais remained essentially similar, while that of pulses, milk & milk products and fats &
oils have declined by about 10-20% of RDI. The proportion of millets as staple has come down from about
26% in 1975-79 Lo about 13% in 2006, The consumption of protective foods such as pulses, GLY, Milk & Milk
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products ete, continued to be grossly inadequate. As per NFHS 3, among <5 year children, there was a decline
in the extent of underweight (43 to 40%) and stunting (51 to 45%) while that of wasting increased from 20
to 23% between 1998 and 2006. The prevalence of chronic Energy Deficiency (CED) (Body Mass Index
<18.5) declined from about 56 to 33% in males and 52 to 36% in females between 1975 and 2006, There
was reduction in the prevalence of nutritional deficiency signs such as marasmus (1.3 to 0.1%]), angular
stomatitis (6 to 1%) and Bitot spots (1.8 to 0,6%) over the period 1975 and 2006,

There is an urgent need to improve and strengthen implementation of existing short term measures such as
supplementary nutrition programmes, immunization and health cares services, medium term measures
such as food fortification in terms of quality and coverage. Implementation of Long term measures mentioned
helow will go a long way in averall improvement and sustenance of health and nuotritional status of the
communities:

* Development & implementation of State specific Nutrition Policies and Programmes,

» Strengthening of IEC activities, especially regarding infant & child [eeding practices, nutrition during
adolescence, pregnancy and Lactation,

= Bio-fortification of foods,

= Dietary diversification, promotion of home gardening, through Krishi Vigyan Kendra [KVE],
» [mprovement in literacy statos,

» Environmental sanitation and personal Hygiene including safe drinking water,

= Programmes for Economic development, especially at grass root level, through income generating
activities, and last but not the least,

= Population control.
A

Health Nutrition Education and Communication for

School Children Policies and Programs
SHUBHADA KANANI

Prefessor, Azim Prem|l Unbversity, Bangalore.

Good health and nutrition are essential pre-requisites for a child to learn and benefit optimally from
education. Unfortunately in India, growth retardation , anemia and vitamin-mineral deficiencies (iodine,
zing, vitamin A) affect 50-70% school age children and teens in school, and school absenteeism due to
morhidity is commaon. Contributory etiological factors include grossly inadequate food and nutrient intakes
[=50% of recommended), recurring ailments like fever; parasitic infections and school-household demands
(especially for girls). An emerging and rapidly growing problem of dual burden of malnutrition (co-existing
under-nutrition and overweight-obesily) is already crealing serious challenges among children of all ages
in both rural and urban aveas. To address such multiple health and nutrition challenges, a promising
intervention is health-nutrition education and communication (HNEC).

A Favorable Policy Framework
in India exists to support HNEC initiatives within comprehensive programs; such as the Right of Children to
Free and Compulsory Education Act 2010, National Policy on Education 1986 [modified 1992, 2005},
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National Nutrition Policy 1993, National Health Policy 2002, and draft policy for Early Childhood Care &
Education (ECCE) 2012, There are several programs in our country in which HNEC can be effectively
Integrated; such as the Sarva Shiksha Abhiyaan (SSA), National Programme for Education of Girls at
Elementray Level (NPEGEL) which is a part of SSA, the Rashtriya Madhyamik Shiksha Abhiyaan (RMSA),
Nutrition Support for Primary Education guidelines for school meals [NSPE 2006), Adolescent Anemia
Control Program for Secondary School Girls and others,

Well designed and implemented HNEC programs (where planning-implementation-evaluation components
explicitly have a behavior change focus) can holp improve dietary quality- quantity and health-hygiene care
practices of school children, within available resources. Additionally, effective HNEC helps increase the
utilization of available health, nutrition and education services for children. The sad reality is that when
health and nutrition care of school children is not a priority at national or state level, it is not surprising that
HNEC is also neglected in schools and school- to- community settings.

This paper first explains hriefly the background scenario of the poor health and nutrition profile of school
children and the gaps in knowledge-practices which need to be addressed. HNEC from a conceptual and
programmatic perspective for school settings is explained; with examples of how communication theory
has contributed to program development. Some lessons learnt [rom our recent research are highlighted.
For the future, specific components of various palicies and programs, where health-nutrition and education
are integrated and where behavior change communication can find a place, are suggested. Small beginnings
have been made, and there is hope.

St

Reproductive and Sexual Health of Adolescents through
the School System - Policies and Programs

RENU KHANNA
SAHAL Vadodara

The paper hegins by examining the demographics of adolescents and young people in India, Census 2011
shows that 70% of India’s population (550 million) is below the age of 35 years. Adolescent population {10-
19 years) is 20% (243 million), (UNICEF State of World's Children 2012). Early childbearing continues to
prevail as a social phenomenon. One in six women age 15-19 in India, have begun childbearing, NFHS 3 also
shows that thirty percent of women age 25-49 gave birth before age 18 and 53 percent gave hirth by age 20.
Young women who become pregnant and have births experience a number of health, social, economic, and
emational problems. Girls under 18 are 2-5 times more likely to die during pregnancy or childbirth. Up to
half of all maternal deaths among adolescents aged 15-19, in India, are attributed to unsafe abortion.
Adolescents are more exposed Lo the danger of unsafe abortion than older women because of their relatively
greater lack of information about and access to health services, and higher risk of unplanned pregnancy,
particularly among married adolescents, District Level Household Survey 3 (DLHS 3) shows that unmarried
girls have several information needs which are not fulfilled. All of the above establishes that it is imperative
that adolescent reproductive and sexual health issues be addressed urgently.

The next section uses a Rights Framewaork to analyse how policies and programmes have treated Adolescent
Reproductive and Sexual Health through the school system. A sample of policies and programmes are
examined - the National Population Policy, various versions and drafts of the Youth Policy, the 11th Five Year
Plan and recommendations for the 12th Five Year Plan, the Reproductive and Child Health Programme (2),
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the School Health Programme, the National Curriculum Framework 2005, the Adolescent Education
Programme 2005, Programmes initiated by UNFPA and CEDPA are also described briefly.

Based on an emerging critique - that policies and programmes have tended to look at adolescents only as
future reproducers - the final section offers some guiding principles and recommendations for Adolescent
Reproductive and Sexual Health programmes through the school system. The guiding principles are: the
curricula should be transacted in a non judgemental and non prescriptive way, should influence the ethos of
the entire school and not be stand alone, should empower young people and have a transformatory potential
for pramoting social justice and equity. Some recommendations are: adolescent programmes should be age
and developmental stage specific, should be designed with participation of the young people and based on
their concerns and issues, teachers and those who transact this education should be carefully sclected,
trained and supported through the implementation, it is very important to orient and involve parents and
administrators and other gatekeepers. The curricula should be participatory, activity based and based on
the students’ real life situations.

R

Malnutrition among Children of Migrant Labor;

A Story of Two Schools
SHREELATA RAO SESHADRI AND RAJVEER SANGHA

Azim Premji University, Bangalore

The relationship between a child’s nutritional status and intellectual development has heen well established
(Wolfe, 1985). Recognizing the importance of nutrition, schemes lile Integrated Child Development Services
(ICDS] and Mid-Day Meal Scheme (MDMS) have been launched on a national scale. A considerable amount
ofscholarship is available on the efficacy of these programs as well (Khera, 2006; Dréze, 2004). Less explored
are the challenges faced in implementing and assessing impact of such interventions vis-a-vis the migrant
labor children. The meteoric rise of urbanization in India has meant that construction industry has seen an
unprecedented boom. Most migrant workers are engaged in semi-slkilled jobs in this industry. The nature of
the jobs is such that the workers are constantly in flux, moving on from one construction site to another. This
severely hinders any attempt to monitor their nutritional status and administer appropriate interventions.

In this paper, we present a nutrition study of migrant-labor children in two schools where students are
provided with two meals a day. We provide a brief overview of the methodology used and then present our
findings. Our study has found serious prevalence of malnutrition among the students despite the provision
af food and a healthy school environment. Qur contention is that nutrition is a matter of more than just two
meals a day and that any intervention proposed should be carefully assessed and monitoring mechanisms
put in place to ensure a positive impact on the children’s health. We hope that the insights from this study
will promote further research into the area of migrant health, especially children’s well-being. It also hoped
that the methods of analysis used in this study will provide a framework for future research in the area of
malnutrition. Finally, we recommend that the exisling legislations on providing day-care and school for
migrant labor children be strengthened.

==
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Health Inputs, Health Outcomes and Public Health Expenditure:
Evidence from the BRICS Countries
LALITAGAURI KULKARNI

Assistant Professor
Gokhale Institute of Politics and Econamics, Puns

The Governments in developed countries with better health indicators have heen increasing public health
expenditure, but the role of public expenditure in health care provision has been constantly debated .This
study aims at examining the differences in the health care systems of emerging economies of BRICS based
on the panel data fetched from the World Health Organization and World Bank Databases. [t estimates the
health production function based on Grossman's theoretical framework. Despite of its limitations, the
estimation of health production function can help indicate the relative significance of these factors. This
may help policy makers to focus on the most effective variables given the fiscal constraints. The study is
based on the analysis from the panel data of the five BRICS nations, Brazil, India, China, Russian Federation
and South Africa, The analysis is based on the panel data regression with fixed effects model.

The results show a positive relation between health outcome and the GDP Per capita, adult literacy rate, and
Out of Pocket expenditure. The environmental pollution represented by CO2 emissions per capita metric
ton and Female workforce participation rate shows a negative relation with health outcomes. The age
dependency ratio also shows a positive elasticity with IMR confirming the negative relation between age
dependency relation and health production, The Importantly public health expenditure is showing a positive
elasticity with IMR. This implies that higher public expenditure indicates higher IMR or lower health
outcomes.

The efficiency of public expenditure for financing quasi-public goods like education or health is debatable
.The evidence from the study of emerging BRICS countries in the present study supports the fact that an
increase in the size of public health expenditure alone cannot assure increased health outcome, unless the
quality of delivery and finance system is significantly improved.

s

Multidimensional poverty and longevity in India

MANISHA DUBEY, 5. K. MOHANTY
Research Scholar and Associate Professor
IIPS, Govandi Station Road, Deonar, Mumbai-400088

This study examines the inequalities in longevity (life expectancy at birth) by mullidimensional poverty in
India and states. In this paper multidimensional poverty and corresponding life expectancy has been
calculated using NFHS-1 (1992-93) and NFHS-3 [2005-06] data. The Brass method (Palloni-Heligman
version of Brass method) which is based on average children ever born and children surviving is used to
generate life expectancy at birth for India and major states. Results show that 8% households were below
poverty line in 1992-93 which reduced to 4% in 2005-06 with the corresponding life expectancy of 60 and
63 years respectively, Relative improvement in life expectancy during 1992-2006 is lowest among the
persons belonging to the multidimensional poor household. Implying that highestachievementin population
health, life expectancy, could be achieved through the improvement in all the three dimensions health,
education and economic condition of the poorest section of the society.
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Regional Morbidity pattern in India:

an analysis based on NS5 60th round (2004)

UTTAMACHARYA AND SURYAKANT YADAV
PhD Student, [IPS, Mumbai
Economist, Indicus Analytics Pvt, Ltd, New Delhl

CONTEXT
A comprehensive picture of morbidity situation prevailing in the country, differentials in the pattern of
morbidity in different subgroups of the population and also the variations in it across the geographical
regions is essential for health planning and interventions. To assess and address the public health
interventions, understanding the epidemiology of diseases and the pattern are important pre-requisites,

In India a lot of socio-economic and regional differences in disease profile have been observed by several
studies including disparities in health seeking behavior and access to the health care facilities. Very few
studies have been done on the level of reported morbidity from the large scale survey data which have
importantinformation on various aspects of morbidity, problems of aged and heath care. Studies done using
this type of data have not attempted to address the regional variations in the morbidity and healthcare
secking behavior across the country. So understanding the regional variations in the morbidity prevalence
and health secking behavior in the country is essential and still remains a least studied area.

AIMS
The aim of this paper is to explore regional disparities in the prevalence of reported morbidity and levels of
hospitalization in India, This paper also investigates the diseases prolile in terms of 10 most prevailing
diseases across the regions of India,

Data & Methods: the data for present study comes from the 60th round [Schedule 25.0] of National Sample
Survey, 2004,

The bivariate analysis has been used to examine the level of morbidity by selected socio-demographic and
economic characteristics. Binary logistic regression technique have been used as a multivariate technique to
understand the variations and odds of reporting ill and getting hospitalized with respect to the reference
category for each background variable during the reference period.

RESULTS
The results indicate that there are regional variations in the prevalence of morbidity and hospitalization.
Keeping in view the findings of the study, it can be said that age is the most important factor in determining
the level of morbidity and hospitalization across all the regions of the country. The results confirm J-shape
relationship between morbidity and age. The study also indicates different diseases profile among different
age-groups. In the younger population infectious, parasitic and other short term diseases are more prevalent
while in the older population chronic diseases and disabilities are more common.

In case of hospitalization, sex differentials are indicated while there are no such differentials in the level of
morbidity, this clearly indicates gender discrimination in availing healthcare. The level of hospitalization
increases with age in all the regions. Clearly, except East and North-East majority of the population is availing
private health facilities more than the public health facilities which indicate a strong preference for private
health facilities to meet the healthcare needs in the country.
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Healthcare Performance of Gujarat:

Outcomes, Outputs and Inputs

SHREEKANT IYENGAR
Assistant Professor of Economics, CEFT University, Ahmedabad

RAVINDRA H. DHOLAKIA

Professor of Economics, Indian Institute of Management, Ahmedabad

Health performance of Gujarat viewed in terms of the Human Development Index (HDI) portrays it as a
medium performer in the country. However, the index of health component for Gujarat is found to be
pasitively contribuling to the HDI ranking of the state. It is, therefore, crucial to review the status of health
performance of Gujarat among the other states for improving its relative standing in human development.
In this context the present paper attempts to identify the gaps in performance of the health related outcome,
input and output indicators to the best performers in each indicator. These gaps show the distance that
Gujarat has to cover to reach Lthe best performance. Moreover, the paper also reviews the trends in health
performance of Gujarat over time. Finally, an attempt is made e measure the efficiency of convertng the
health inputs in to outputs and outcomes, and health outputs into outcomes. The results of the performance
gap analysis indicate that the outcome indicators have improved in the absolute sense but have high
performance gaps except the maternal mortality rate (MMR). Majority of the output and input indicators,
however, show poor absolute performance and high performance gaps that have been expanding over time.
The analysis of efficiency of health indicators in Gujarat suggests that the state has become inefficient in
conversion of outputs into outcomes and Inputs to outcomes over time. It is only input to cutput conversion
where the state has marginally improved. Improving the health status of Gujarat requires targeted efforts in
specilic areas such as controlling neo-natal deaths, improving coverage of children under immunization and
address malnourishment. Additionally, building adequate health infrastructure and employing manpower
are aiso relevant.
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Changes in morbidity pattern in Kerala:

Issues of policy concern

M. BENSON THOMAS
Doctoral Scholar, PRC, 1SEC, Bangalore-560072

K. 5. JAMES
Professor, PRC, ISEC, Bangalore-560072

High Life Expectancies (LE) resulting from low mortality rates are often interpreted to indicate high health
status for Kerala. However, such understanding becomes inadequate when morbidity in the state is
considered. So far, the available studies discuss the health status by analyzing either the mortality rates or
morbidity rates. But they cannot indicate the expected healthy life vears in Kerala. This study is an attempt
Lo analyze the health status in Kerala by taking a combined index of mortality and morhidity, namely Health
Adjusted Life Expectancy (HALE). We followed the methodology forwarded by Daniel Sullivan (1971),
generally called as Sullivan's method. The study used mortality data given by Sample Registration System
and the rate of morbidity /disability (estimated from National Sample Survey (NSS)) data in different time
periods. The study classified the morbidity/disability into three levels. In estimating the morbidity rates,
the study takes into consideration not only the rate of ailment, but also two hitherto ignored categories;

‘restricted activity’ and 'confined to bed". Data on both of these are available through the NSS survey. HALE
was estimated at major age levels like, at birth (age at 0), young adult (age at15), old adult (age at 40), older
(age at 60) and oldest (age at 80) ages for male and females, for both rural and urban areas. The study found
that changes in LE and HALE are moving in opposite directions. This trend indicates that the actual health
status in Kerala may actually be declining. Such worsening was noticeably higher at the old adult and old age
population, This is was visible for all the three morbidity/disability level, which denotes a ‘morbidity
expansion’ in Kerala. Both rural and urban population has similar paradoxical movements in LE and HALE.
But interestingly, though the urbanites had lower life expectancy in 2004, they had better HALE than the
rural people in the same year. An analysis of diseases that contributed to the loss of HALE shows the major
role of chronic/degenerative diseases in the state. Healthy life lost due to these diseases increased towards
the oldest ages. The exploration of health status using HALE suggests that the state has to come out with
policies which focus on the reduction of morbidity level along with the incremental advances in the life
expectaney in the state.

Health Risk from Tobacco and Tobacco Products in Tamil Nadu
M.CHITRA

Assistant professor, Department of Econometrics
Wadurai Kamaraj University, Madurai — 625021

Taobacco is responsihle for cancer of various of body like mouth, threat, lungs, stomach, kidney, bladder etc.,
there is ‘one’ Tobacco related death every 8 seconds. Tobacco leads to heart and blood vessel diseases, heart
stroke (Brain attack), and Peripheral vascular disease (gangrene of legs). These kind of diseases is due to the
consumption of demerit good tobacco and Tobacco products. This tobacco and Tobacco products in
manufactured and consumed over the period. The researcher intended to bring out the level of health risk
by assuming value of domestic consumption as health risk.

The level of health risk is not an exact measure hut an approximate measure for to make the socicty to be
alert in their consumption, and the governments can tight their palicy to curb the consumption of Tobacco.

Opportunity Cost of Illness and Occupation Classes:
A Case Study of Balangir District in Odisha
SUSANTA NAG

Research Schaolar, Department of Economics
University of Hyderabad, Hyderabad-500046. susanta.hcu@gmail.com

PHANINDRA GOYARI
Assistant Professor, Department of Economics
Univarsity of Hyderzbad, Hyderabad-300046. phaninl2@yahoo.com

Tliness has an adverse impact on the concerned members and the household as a whole. During the period
of illness of family members, the households not only need extra budget allocations to health care but also
have to incur the opportunity cost of this extra money and opportunity cost of work loss. Many of the existing
studies calculated the cost of illness without paying any attention to the occupations of patients and the cars
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takers or accompanying persons. However, occupations of the patients play a significant role in estimating
the cost of illness in lerms of wage/income losses. In this connection, the present study attempts to (i)
estimate the opportunity cost of illness, both direct and indirect, for different occupational classes of
households and (ii) look into the consequences of the opportunity cost of illness of different occupational
classes of the households. The analysis is based on the primary survey data collected from both rural and
urban areas of Balangir district in Odisha. The study classified the households into five hroad occupational
classes based on their annual income. The employment status of the economically active persons (patients
and accompanying persons) has been taken into consideration while caleulating the opportunity cost of
illness.

The main findings of the study are: (i) Due to health problems o1 illness, the work and earning losses are tha
highest for the labour class households, bath for the patients as well as accompanying persons among the
entire occupational classes. (ii) The direct cost burden of illness is greater than that of indirect cost burden
for entire occupational classes, both in rural and urban areas. (iii) The indirect cost burden of patients is
more as compared to the accompanying persons for entire occupational classes in the total sample. (iv)
Rural househalds incurred a greater average cost burden of illness compared to their urban counterparts
(v) Higher proportion of rural households were depending on loan or borrowing during the illness or health
problems. In order to protect the poorer households like daily wage earners, farmers etc. the government
should increase the investment in health sector mainly in health infrastructural facilities particularly in
rural and remote areas.

Health care at Primary Level: An Intervention by ASHA

NIDA sSIDDIQUI
Research scholar, Department of Sociology and Social Work, A.M.U aligarh

Millions of people in developing countries are trapped in poverty, malnutrition, hunger and disease, although
there are regional variations in living conditions but the most vulnerable among them are the rural section
of the society who have very limited access to resources. The resources are generally short, the WHO (World
Health Organization) has identified a global deficit of nearly 4.3 million health workers. The use of Para-
professional health workers has been implemented in several countries to clase the health worker gap.
While community health workers cannot replace a weak health system, they can perform valuable tasks
such as case management for common illnesses, promotion of health behavior, immunization, and
community.

In India the latest band of community based functionaries, named Accredited Social Health Activist (ASHA)
is proposed under NRIIM (National Rural Ilealth Mission) who serve the population of 1000 in hilly areas
and 500 in desert terrain in rural areas. ASIIA is the first port of call for any health related demands of
deprived sections of the population, especially women, children, old aged, sick and disabled people. She is
the link between the community and the health care provider. The focus of the present paper is to find out
the impact of ASHA on maternal as well as child health in Aligarh district of Uttar Pradesh.
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Gender Inequality in the Provisioning of

Health Care and empowerment

ARUN K.SEN GUPTA
Farmerly of Indian Statistical Institute, Kolkata &
Ushagram Trust, Birnagar and Indian Input Output Research Association, Pune

Provisioning of adequate health care to all perhaps is very important for ensuring attaining a minimum
good quality of life for all people, at the same time empowerment through providing opportunity of
education, right to express views and employment are also equally necessary for good living and sustaining
the pace of human development process. Again, it is not simply the totality or average is important, the
distribution is a matler of serivus concern also . Inequity in various forms in health care provision and
empowerment in India seems growing at an alarming rate. This paper makes an attempt to look into the
issue of gender inequality in respect of health care provision and empowerment. Based on slightly modified
formulation of gender inequality index proposed by Seth (2009) an attempt is made here to capture the
pattern and nature of interstate variation of the above index in India and also to account for the above. To
focus attention to the special aspects of health care facilities relevant for the females namely performance
of various states in provisioning of reproductive health care facilities have been isolated to assess the
degree of gender inequality in health care provisioning . The parameters like “Maternal mortality rate”
Adolescence fertility rate” treated as core parameters supplemented by Infant mortality rate” (as proxies
in the absence of availability of data for Adolescence Fertility Rate for some of the states) have been used to
compute the gender inequality in the provisioning of health care for various states of India . Kerala has been
found to be the best performer among the states of India to administer a kind of HCF where gender inequality
has been least. As far as female empowerment is concerned we have considered the following (1) Percentage
of Female representation in the democratic bodies like Legislative Assembly/Parliament (2) Percentage of
Female Attendance in the higher classes of schools (3) Participation of Females in the labor market. We
observe substantial variation among stales in respect of gender bias /gender neutralily in implementing
empowerment to the people. Finally, we have obtained a set of composite indexes of gender inequality
incorporating health and empowerment together. Again, here also ranked by composite index, Kerala has
come out with the least gender inequality .
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An Investment Case for the Accelerated

Introduction of Oral Cholera Vaccines
VITTAL MOGASALE & OTHERS

Scientist & Manager, Policy and Econamic Research Unit

International Vaccine Institute, Secul, South Korea. vmogasale@ivi.int

The International Vaccine Institute (IV]) developed an investment case in order to provide a global evidence
base for investing in oral cholera vaccines as part of a larger strategy that includes improvements to water,
sanitation, and hygiene. At present, the demand for oral cholera vaccines has been too uncertain for
producers to invest in increasing their production capacity beyond current low levels, leading a delay in the
introduction of new and under-utilized vaccines in developing countries where cholera remains a persistent
public health problem.
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In its position paper World Health Organization (WHO) suggested to involve immunization with currently
available cholera vaccines and traditional strategies such as water and sanitation improvements, be a
priority in endemic areas. The WHO also suggested that pre-emptive vaccination be considered in preventing
potential outbreaks or spread of outbreaks, and that vaccination should be targeted Lo high-risk areas and
population groups. The licensure in Tndia in 2009 of a new low-cost oral cholera vaccine, (Shanchol™)
developed through IVl was a further impetus for WHO's recommendations. Shanchol received pre-
qualification by WIIO0 in 2011,

This investment case report was designed to meet the needs of groups that include the WHO Strategic
Advisory Group of Experts on Immunization (SAGE), the international health community, vaccine
manufacturers, prospective donor agencies, and policymakers from cholera-endemic countries for more
information about the potential demand for cholera vaccines, the cost involved to meet this demand, and the
impact and cost-elfectiveness of vaccination. Specifically the report provides: a)A detailed estimate of the
chalera disease burden; b)The forecast of cholera vaccine demand for the control of endemic chelers; cJAn
estimate of vaccine requirement and its costs for a vaccine stockpile that could be used for pre-emptive
vaccination to prevent outbreaks; d) An analysis of the global impact of vaccination on the disease based on
the demand forecast results; e] The cost and cost-effectiveness of vaccination; and f) [inancial analysis and
possible financing mechanisms for vaccine introduction.

The report concluded that the global investment case provides strong evidence for the feasibility of
introduction of oral cholera vaccine, [t was noted that the burden of disease largely in Suuth Asiz and Africa.
The new oral cholera vaccine is relatively low-cost, easy to introduce and would be a cost-effective
intervention, particularly if targeted to children in high-risk areas. The investment case also identifies
information gaps that should be addressed to improve decision making such as disease burden.

Measles Vaccination Coverage in India:
A Progress Assessment
WILLIAM JOE

Assistant Professor, Institute of Economic Growth, Delhi 110007
william.joe@gmail.com

‘Descent is easy, and a[n] onward motion over a level road is not difficult; but every step towards a higher
state encounters obstacles; and so it is in the improvements of the human race!

- William Farr, 1875

CONTEXT
Commonly, methods such as rate-ratios and rate-differentials are applied to assess inter-temporal, inter-
regional and inter-group progress. However, an indiscriminate application of these methods is increasingly
identified as an area for concern. In particular, two major concerns are obvious. First, since most of the
indicators can be defined in two ways - either as an achievement (positive] indicator or as a failure (negative)
indicator - progress assessments based on rate ratios are strongly assaciated with the adopted definition.
Second, rate-ratios are sensitive to the base level of an indicator and tend to be larger [smaller) at lower
(higher) overall levels thus introducing a bias while Interpreting progress. It is also worthwhile to note that
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inferences based on rate-differentials do nol exhibit any level-sensitivity. Clearly, it would be inappropriate
to discount the dynamics of improvement - linear or non-linear - at differential levels while evaluating
progress toward MDGs.

OBJECTIVES
Itis desirable that while comparing progress across specified peints in time, the chosen measure of progress
should exhibit some sensitivity to the levels of the indicators in the two points of time. Given such intricacies,
ane of the main objectives of the paper is to review the existing progress measures and advance a level
sensitive progress assessment index. The second objective of the paper is to examine the progress made by
India in case measles vaccination coverage - a key MDG indicator.

METHODOLOGY
The paper discusses an alternative level-sensitive indicator of progress assessment that offers similar
conclusions irrespective of the way (achievement or failure) the indicator is defined. Inter-personal and
inter-group Inequalities in vaccination coverage are assessed using concentration index and group-analogue
of Gini coefficient.

MAIN CONCLUSIONS

Empiricalillustration for progress assessment in measles vaccination coverage is provided by using National
Family Health Surveys (NFHS) of India. The inequality analysis reveals that there is high income-related
inequality in the distribution of measles vaccine particularly among the backward states. Moreover, these
states also suffered from higher inter-group disparities in the distribution of measles vaccine. At the all-
India level it was observed that female child from backward social groups (Scheduled Caste or Scheduled
Tribe] and residing in rural areas were the most disadvantaged in receipt of measles vaccine. The progress
index suggests that Tamil Nadu, West Bengal and Kerala are the hest three performers in the countiy.
However, it is disconcerting to note that a rapidly developing state such as Gujarat has not progressed well
in vacrination coverage.

Knowledge and medical treatment seeking behavior
among breast and cervical cancer patients:

A case study of inpatients in BHU Hospital
APARNA RAI

Research Fellow, Department of Radiotherapy and Radiation Medicine
M5, BHL, Varanasi,

PRADEEP K.PANDEY
Research Fellow, Department of Sociology, BHU, Varanasi,

Knowledge about the disease, types of available medical care and existence of health care facilities in the
vicinity, is likely to have significant impact upon the utilization of health services by the cancer patients.
This aspect was explored by interviewing 264 breast cancer and 436 cervical cancer patients. Only 2.3
percent subjects were aware about the causes of disease majority (86.93%) were knowledgeable about
different systems of medicine and. Only 289 (41.3%) subjects consulted doctor for illness. . Maximum
number of patients (56.1%) availed Allopathic treatment, 8.4% availed followed Homoepathy treatment
and 35.4% patients availed none of them. There is a need and scope [or enhancing awareness In the
community about disease and the existing health facilities.
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Working Condition, Occupational llinesses and

Addiction among the Working Poor

RAVI KUMAR GUPTA
Fh.D Scholar, Dept of Economics, Pondicherry University, Pondicherry

V. NIRMALA

Assacigte Professor, Dept. of Economics, Pondicharry University, Pondicherry

The correlation between poverty and ill-health due to occupation is undeniably strong. Occupational illness
reduces the earning capacity, and increases the risk of families with ill members to drift down the social and
economicladder. Occupational illness and health hasa profound impacton individuals, families, communities,
and sacieties. Rickshaw pullers are susceptible to health risks due to occupational requirement. Deteriorating
health combined with health shocks can impose a significant burden on the urban poor (rickshaw pullers],
dragging down the pace of upward mobility during their lifetime. This paper examines working condition,
occupational illness, addiction details and effects of accupation illness of rickshaw pullers. The study is
based on data collected from a random sample of 200 rickshaw puller in two districts of Uttar Pradesh. The
objectives of paper would be analyzed using simple average, ratios, percentages, Standard of Living Index
and binary logislic regression. It would be useful in providing essential information’s and data to the
researcher, academician and policy makers for designing policy for them.
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Health and Income in India
ZIBA ASL GHORBANI

PhD student, Gokhale Institute of politics and Economics, Pune

The vast majority of Indians suffer from a poor standard of healtheare infrastructure which has not kept up
with the growing economy. The broad objective of this article is to observe the characteristic features of
health and growth in India compare of some countries, and relationship between health status and economic
growth in India. Time series and secondary data have been used; the period of this study is 1970 to 2010.
Infant mortality rate (per 1000 live births) and fertility rate [total births per woman) have been decreased
in India like other countries, but still they are high, 48 and around 3 in 2010. The life expectancy s seen to
be rising through the late 1970s in the world; it is lowest in India at 1990-2010 between the studied
countries (it is 64 in 2010). At the present stape of development of India, the health indicators have lagged
behind the impressive economic progress evident over the past two decades. The study of correlation
coefficient in India shows a negative relationship between fertility rate and GDP, and GDP per capita too (it
is 84% and 85% respectively). Also there is a negative relationship between infant mortality and GDP, and
GDP per capita.(itis 89%:). But there is a positive relationship between life expectancy and GDE, and GDP per
capita too (itis 88% and 89% respectively). The results of Auto-Regressive Distributed Lag model estimation
in India reveal that life expectancy has positive and meaningful effect on economic growth. In long term, life
expectancy has an estimated coefficient of 1.8. This indicates that in a long term, upon increase of life
expectancy by one percent in India, GDP is increased by 1.8 percent. Estimated coefficient of fertility rate
indicates that upon decrease of this indicator by one percent, GDP is increased by 0.31 percent. The results
obtained from short-term relation estimation indicate that upon increase of growth rate of life expectancy
by 19, growth rate of GDP will be increased 0.63%. Decrease of fertility rate by one percent, growth of GDP

will be increased by one percent.
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Economic Growth, Public Expenditure on Health and IMR in India: An
Econometric Investigation of Causal Linkages

SUBHALAXMI MOHAPATRA
Assistant Professor, Indian School of Business, IFHE Campus, Hyderabad — 501 203

The causal relationship between economic growth and public expenditure on health and its corresponding
linkage with the health outcome, namely, Infant Mortality Rate (IMR) has been the focus of discussion for
public policy makers and economists since several years both at the theoretical as well as at the empirical
level, In this context, the present paper employs a two step approach to first investigate the bi directional
causal linkage. Therefore, the study investigates the two-way causal relationship between economic growth
and public expenditure on health; the bi directional causal relationship between public expenditure on
health and IMR and finally the bi directional causal relationship between economic growth and IMR in the
Indian situation. This study covers a period of seventeen years starting from the year 1990-91 to the year
2007-08 and employs panel data analysis techniques to investigate the same. In pursuit of this objective, an
econometric analysis using the tests of Panel Cointegration and Granger Causality were conducted by using
panel data on sixteen major Indian states. The results of panel data analysis suggested that GDP granger
causes public expenditure on health both in the short run and in the long run, but effect of public expenditure
on health on GDP was only significant in the long run. Further, individually public expenditure on health and
economic growth was found to granger cause IMR in the long run but the reverse linkage from IMR to public
expenditure on health and/or economic growth was found to be insignificant. The study has implications
for academicians and policy makers.
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Economic growth and intrastate disparities in

health care financing in India
SANJAY RODE

Assistant professor, Somaiya, Mumbai

At global level, India is far behind in terms of achievements of millennium development goals. Health care
system is a key to reduce the diseases and improve health status of population. But per capita health
spending, health infrastructure and professionals are low. The large variations are observed within and
between states as far as incldence of diseases and health infrastructure, professionals are concerned. The
poor and higher population states have lower spending in health care. For the functioning of health care
sector, state government policies toward population are important. But lower health financing and higher
poepulation growth reduces the overall health care investment. The policies of more aid to populated states
through establishment of community and health care centers, recruiting health care professionals and
population based health care financing will be the key to overcome with this problem.

—p
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Public Expenditure on Health in Orissa:

An Analysis of Pattern, Growth and Determinants
PRASANT KUMAR PANDA

Assistant Professor, Dept. Of Economics, Tagore Arts College, Puducherry.
pkp.pondyedu@gmail.com

ALIVA DIPALI PANDA
Research Scholar, K.M. Centre for P.G. Studies, Puducherry

The paper analyses the pattern, growth and determinants of public health expenditure in Orissa considering
a data set for the period 1987-88 to 2004-05. While simple percentage ratio method is used for analysing
the pattern and growth, a double log multivariate equation is employed to examine the determinants of
public expenditure on health in Orissa. The analysis of pattern reveals that the situation of the state in
financing health care has not changed in the desired direction and there is a need to emphasize on all
components of health more particularly medical and public health for quality and adequate provision of
health care service in the state. From the determinant analysis it is observed that per capita GSDP. literacy
rate, population growth and resource transfers [rom centre in per capita terms emerged as key variables in
affecting health expenditure per capita of the states like Orissa. The change in health spending of the state
seems to have been determined due to the pressure exerted due to rise in per capita income, change in
literacy rate and population, growth, rather than the actual requirement of health expansion indicated by
health outcome like infant mortality rate. The study calls for strengthening of resource capacity of the state
and reprioritising expenditure to give more emphasis on health. Specific purpose central transfers would be
more useful for enhancing health expenditure. Finally state may take some measure to check population
growth, and promote literacy rate which have impact on health spending.

G,
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Cost and utilisation of hospital based delivery care in Empowered

Action Group (EAG) states of India

SANJAY. K. MOHANTY AND AKANKSHA SRIVASTAVA
Associste Professor and Research Scholar, [IPS, Deonar, Mumbal- 400088
sanjavilps@yahoo.coin & akankshaleo@gmail.com

CONTEXT
Large scale investment in the National Rural Health Mission (NRHM] is expected to increase the utilization
and reduce the cost of maternal care in public health centres in India.

OBJECTIVE
The objective of this paper is tw examine recent trends in the utilization and cost of hospital based delivery
care in the Empowered Action Group (EAG) states of India.

DATA AND METHODS
The unit data from the District Level Household Survey 3, 2007-08 is used in the analyses. The coverage and
the cost of hospital based delivery at constant price is analyzed for five consecutive years preceding the
survey. Descriptive and multivariate analyses are used to understand the socio-economic differentials in
cost and ntilization of delivery care.
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RESULTS
During 2004-08, the utilization of delivery care from public health centres has increased in all the eight EAG
states, Adjusting for inflation, the household cost of delivery care has declined for the poor, less educated
and in public health centres in the EAG states. The cost of delivery care in private health centres has not
shown any significant changes across the states. Results of the multivariate analyses suggest thal time, state,
place of residence, economic status; educational attainment and delivery characteristics of mother are
significant predictors of hospital based delivery care in India,

CONCLUSION
The study demonstrates the utility of public spending on health care and provides a thrust to the ongoing
debate on universal health coverage in India.

R e

Household Health Spending in India: A Comparative Study of

Demographically Advanced and Transitive States
SHRUTI

fiesearch Scholar, Banaras Hindu University, Varanasi - 221005
shrutibhu28@email .com
CONTEXT
The health needs in India is changing last in the context of ongoing demographic, epidemiological and
economic transition. With increase in the size and proportion of elderly population, the demand for health
services and health spending will increase in coming years. On the other hand, the health spending in India
is largely financed by household and often tend to be catastrophic for poor households. Indian states are at
different stages of demographic transition. Thus comparing the health spending of demographically
advanced and transitive states will help us to understand the role of age structure in health spending

OBJECTIVES
Using two rounds of NSS data (61st and 66th provided], this paper examines the pattern of household
health spending of demographically advanced and transitive states of India.

The specific objectives are:

+ To examine the pattern of institutional and non-institutional health spending in India and selected
states over time.

+ Toexamine the socio-economic and demographic differentials in health spending in India and selected
states over time.

+ Tounderstand the predictors of catastrophic health spending in India and selected states.

METHODOLOGY
The study uses the following dependent variables, namely

1. Per Capita Health Spending,

2. Health spending as a percentage of monthly per capita consumption expenditure.

3. Catastrophic health spending is used as the third dependent variable.

Descriptive and multivariate analyses are used to understand the pattern of health spending. The OLS is
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used to understand the relationship of life expectancy with Monthly Per Capita Spending on Health, Four
logistic regression models are used to understand the significant predictors of health spending

RESULTS
Results suggests that the health expenditure has increased over time irrespective of states and the increase
in household cost of health care is more pronounced among the poorand labour households compared to
rich and regular wage earner. Households with elderly member are more likely to incur catastrophic health
expenditure compared to households without any elderly member. The monthly per capita spending on
health and percentage of health expenditure out of total expenditure has increased with increasing number
of elderly in the household.

CONCLUSION
Based on the above findings, it is suggested to increase the public spending for elderly so as to protect
individuals and households from catastrophic health spending.
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Does Public Spending on Health Improve
Health Outcome in India?

KAUSHALENDRA KUMAR, F.RAM & ABHISHEK SINGH
Research Fellow, Director and Assistant Prafessor, 1IPS, Mumbai, 400 082

The present study attempts to investigate the association between public spending on health and health
outcomes in India using time-series cross-sectional data from various government sources for the period
1985-2009, [nfant and child mortality rates were used as the indicators for health outcome. Ordinary least
squares, generalized least squares and fixed effects regression models were used to nvestigate the
association between public spending on health and health outcomes. Findings suggest insignificant
assaciation between public spending on health and health outcomes hoth at the country level and for the
EAG states. On the contrary, per capita state income and female literacy were significantly associated with
impraved health outcomes. Percentage of population living below poverty line was significantly associated
with infant and child mortality only in the EAG states. Findings call for a number of aother measures along
with increased public spending on health to improve health outcomes in India.
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Do higher levels of public financing make health services more
equitable?: Evidence from hospitalization data in India

SHANKAR PRINJA & OTHERS
Schaoal of Public Health, PGIMER, Chandigarh

Studies from a number of low-income countries suggest the wealthy often take advantage of publicly
financed health services at a higher rate than the poor. To examine the situation in India, we examine the use
of public and private sector hospital services, We also assess the relationship between utilization across
income groups, public spending on health services and reported oul-of-pocket (O0P] payments. Wi analyzed
data from the 60th round of the National Sample Survey (2004-05) of 29,036 hospitalization episodes
among 3,83,338 individuals in India. Mean per capita reported consumption expendimre was used as a
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proxy for socio-economic status. The concentration index (CI), was computed as a measure for ass essing
horizontal equity in utilization of hospitalization care. We computed correlation coefficients to assess the
relationship between the mean public spending and out-of-pocket (00P] payment in public hospitals and CI
at the state level. Notsurprisingly, hospital services in the private sector are significantly pro-rich. In contrast
to previous studies, we found that India's poor report using hospital services in the public sector at a slightly
higher rate than the wealthy, particularly in urban areas. However, this varied across states. We found that
states with higher public spending on health have more equitable hospital service utilization. High 0OP
were correlated with higher degrees of inequity, and likely serve as barriers to accessing care. Further work
is required to explore the significant variation seen between states and to understand the history of its
development. A number of policy options are available to increase equitable use of public health services in
India.
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Incidence, its correlates and effects of
maternal health care expenditure in India

SARADIYA MUKHERJEE
UGC-unior Research Fellow, CSRO, INU, New Delhi- 110067
mamonputush@gmail.com

This study measures the incidence and intensity of ‘catastrophic’ maternal health care expenditure and
examines its socio-economic correlates in urban and rural areas separately. It also measures the effect of
maternal health care expenditure on poverly incidence and examines the factors associated with
impoverishment due to maternal health care payments. Using data from 60th round of the National Sample
Survey, we find that urban household spent almost twice that of rural households on maternal health care.
Alittle more than one third households suffered catastrophic payments in both urban and rural areas. Rural
women from ST had more catastrophic head counts than ST women from urban areas. On the other hand,
the head count was greater among illiterate women living in urban areas compared to those living in rural
areas. After adjusting for out-of-pocket maternal health care expenditure, the poverty in urban and rural
areas increased by almost equal percentage peints [19.7% in urban areas versus 18.5% in rural areas).
Increasing education level, higher consumption expenditure quintile and, higher caste of women was
associated with increasing odds of impoverishment due to maternal health care expenditure. To reduce
maternal health care expenditure induced poverty, the demand-side maternal health care financing
programs and policies in future should take into consideration all the costs incurred during prenatal,
delivery and postnatal periods and focus not only on those women who suffered catastrophic expenditure
and plunged into poverty but also those who forgoe maternal health care due to their inability to pay,
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Innovation in Health Financing

SALMA BEGUM
IMasters in Applied Economics (2nd Year), Christ University, Bangalora

Innovation in health care is about how to pay for the provision of healthcare services— usually through
some form of insurance that can pool the risk and cost of illness across a large group of people. In poorer
countries, however, not only is insurance more expensive relative to incames, but many people work in the
informal sector and 5o are not covered by employee health insurance laws.
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How to provide and finance health care for more than 1.22 billion population is one of the greatest challenges
that India is facing. This paper presents the evidence based experience of Rwanda, Mexico, Singapore and
also India on implementing cost effective innovations in health care financing which has been very successful
in impraving effectiveness and sustainability of health services in these countries. It also includes some
recent innovation in health financing and some recommendation given by experts in improving India's
health care system.

THE OBJECTIVE
of the study is to examine the benefits of the programs implemented in the aforesaid countries and the
seope of implementing that kind of innovative method of financing in India which would help our country to
face the challenges of health inequality, inadequate availability, unequal access, poor quality and costly
health care services.

THE METHODOLOGY
used in this study is descriptive positive study. Thorough literature review has been done to analyze the
success stories of the selected countries in having implemented the innovative method of financing in health.
Again some of the successful schemes implemented in India have also been examined to view the future
prospects of strengthening our health care by introducing more innovative method of financing.

THE STUDY CONCLUDES

that India though has introduced innovation in health care financing yet it needs a major boost from the
gavernment. Governments can contribute o the effectiveness and sustainability of community health
financing schemes for rural, informal sector and poor populations through key policies involving the
following; increased and well-targeted subsidies boosting Lthe health insurance contributions of low- income
populations; insurance for protection against fluctuations in expenditure; technical support to strengthen
the management capacity of local schemes; and the establishment and strengthening public private
partnership in providing better health facility to the poorer section of the society.
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Health and Economic Growth in Andhra Pradesh:

A Search for Causality

T. SUBBA LAKSHMI AND DUKHABANDHU SAHOO
PhD Scholar and Assistant Professor
1IT Bhubaneswar, Bhubaneswar 751 007,

The paper is an attempt to explore the long run relationship betwsen health indicators and econumic growth
of one of the progressive states of India, i.e, Andhra Pradesh, by using time series data for the period 1981-
2010. A health infrastructure index was developed by using health inputs like number of hospitals and
dispensaries, numher of beds and number of doctors. The empirical result shows that the elasticity of health
indicators like crude hirth rate (CBR), crude death rate (CDR), infant mortality rate (IMR) and life expectancy
atbirth (LEB) with respect to health infrastructure indexis -37.966, -27.816,-30.598 and 10.282 respectively.
The cointegration test shows that there is a long run relationship between health indicators and economic
growth in Andhra Pradesh for the study period. The Granger causality test confirms that there is bidirectional
causality from economic growth to LEB, unidirectional causality from economic growth to IMR and there is
no causality from ecanomic growth to CBR and CDR. In view of the above findings, it could be suggested that
with higher levels of economic growth there are levels of investment in hasiz infrastructural facilities made
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availuble to people in the form of opening up additional hospitals with good bed strength and specialist
doctors, maintain primary health care facilities etc in backlog arcas, which acts as an engine in promoting
hetter health.

e~

Contribution of Health Insurance to the Growth of

Non-Life Insurance Business

R.K.SINHA AND M.M.NIZAMUDDIN
Deputy Director and Assistant Director
Sectoral Development Department, IRDA, Hyderabad

The non-lifeinsurance penetration has remained stagnant during the lastdecade, the era of post-privatization
in India. This is in contrast of the life insurance penetration, which has almost doubled (as per Swiss Re) in
ten years time although its growth appeared to be a bit irregular, especially during the recent years. The
stagnation in the non-life penetration exhibits that the growth in the non-life insurance premium has been
only at par with the overall growth rate of Indian economy, in terms of its Gross Domestic Product (GDP).
Given that the industry is in the initial years of post-privatized era, this ordinary growth in the non-life
insurance industry has been a concern and issue of debate during the past few years. Despite the overall
stagnation in the non-life insurance sector, the health insurance has withessed consistently higher growth,
protecting the non-life insurance industry to grow at a slower pace than the Indian economy.

While the health insurance industry is growing very fast cater to the needs ol varivus stakeholders, it has
been a concern for the insurance companies themselves. This is because of the high loss ratio [incurred
claims ratio) in the health insurance business, which is eating away profits of insurance companies. Because
of high incurred claims ratio, many insurers are making losses in selling health products despite doing huge
business under health portfolio. The paper attempts to investigate the incurred claims ratio of health
insurance vis-a-vis the other lines of business in the non-life insurance sector. In the passing, it proposes a
model for the incurred claims ratio of health segment. In the last, it discusses various possible determinants,
such as, mis-pricing (under-pricing) of health insurance products, under-estimation of claims, presence of
fraudulent practices, moral hazard, anti-selection etc., which might have led to the high incurred claims ratio
of health insurance.
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Exploring the factors inhibiting health insurance:
Insights from Longitudinal Data
KSHIPRA JAIN

Internaticnal Institute for Population Sciences, Mumbai

BACKGROUND
India has gained impetus in its economic development to emerge as one of the fastest growing economies,
yet the social develepment of nation, particularly health, is still at crossroad today. The Indian health system
is burdened with communicable and non comnumicahle diseases and thus not able to meet its objective of
universal health coverage. One of the important challenges being faced by Indian health policy experts is:
how to convert predominantly private OOP spending into health insurance premium whereby this amount
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is collected from a much larger group of insured individuals rather than from the limited number of
hausehalds affacted by illness.

OBJECTIVE
The present study attempts (i) to understand the insurance cover of middle aged and older population (ii)
to explore the factors that restrict them from buying insurance cover and (jii) to assess the importance of
financial issues in declding the health insurance.

DATA AND METHODS

The study has used data from Longitudinal Ageing study in India (LASI), pilot data jointly conducted by
International Institute for Population Sclences, the Harvard School of Public Health, and the RAND
Corporation in the year 2010, LASI is focused on the social, economic, and health experiences of 45+
populations throughout India as they grow older. The sample size for the present study is 1585 which is
sufficient to carry robust estimations; however if in any cell the sample size is small that particular variable
is dropped from the analysis. The study is focused un 45+ populations as per the availability of data and has
employed univariate, bivaraite and multivariate analysis to meet the specific objectives.

RESULTS
‘The study reveals that only five percent of study population has insurance cover. Among the uninsured
population it is the female, illiterate, poorest and Hindu population who largely lack insurance. Sinty five
percent of the respondents were not aware ahout the insurance and thus it emerges as the major factor for
lack of insurance cover. Near about 61% of the respondents consider financial issues, an important factor in
making the decision of buying the insurance cover,

CONCLUSION

The health indices of a country, to a large extent, get determined the way health care is financed. This may
be one of the reasons for delay in achieving universal health coverage as reflected by the study that people
are not much aware about health insurance and thus a small section of Lhe society is financing its health care
via health insurance. India, a nation of savers, ought to be converted to a country of investors where people
can atleast invest for their own health. Development of health insurance whether private or public by
creating demand is likely to bring improvement in public health care system and thereby the health of the
nation.
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Universal Access to Health Care Services:

Special Reference to Rural Odisha

ANJALI DASH
ICSSR Doctaral Fellow (Fea), M.P Institute of Sacial Science Research, Ujjain,
dash86.eco @gmail.com

In low income countries problems of access coneern the availability of basic health services. In affluent
countries where basic service was generally accessible, question of access concern lhe degree of
comprehensive that can be offered by health care system. Access to health care is a “basic human right and
social goal in the sense that all individuals are consider to be entitled of economics benefits of the wider
community does not necessary require that they should receive it”. Health infrastructures of Odisha are far
fram requirements and the outcomes of health are far from satisfactory. This is because of, both, inadequate
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health care facilities to the population as well as due to insufficient affordable capacity of majority of the
people. There is a heavy burden of communicable, noncommunicable and silent killer genetic diseases
prevalent in Odisha. Many of the infectious and parasitic diseases can be prevented with timely intervention,
health awareness, and information, education and communication (1EC) skilled activities. In spite of the
tremendous advancement in the field of preventive and curative medicine, the health care delivery services
in are still poor and need amelioration and strengthening with sustenance on the guidelines suggested to
achieve the targeted goals of health for all in India. This study examine the access to health care, its
affordability, equity, physical access of health care facilities in terms of provision of health infrastructure and
allocation of resources for health care system, outcomes and its implication. This base on micro level data
from a rural village Brahmanipali, Sonepur district in Odisha as well as secondary data from various report
and research review:
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Rashtriya Swasthya Bima Yojana (RSBY) Experiences of Hospitalised

Families in National Capital Territory of Delhi

K.5.NAIR, L.K.PIANG V.K.TIWARI, SHERIN RAJ
Department of Planning & Evaluation, NIHFW, New Delhi

CONTEXT
Rashtriya Swasthya Bima Yojana (RSBY) aims to improve access to quality health care and relieve the burden
of health care costs of the poor population. The scheme was implemented in National Capital Territory
(NCT} of Delhi in April 2008. This paper is based on a rapid appraisal of the scheme conducted in Delhi by
National Institute of Health & Family Welfare, New Delhi during October- December 2010.

OBJECTIVES
To assess the awareness and perception of RSBY among hospitalized families in NCT of Delhi.

METHODOLOGY
270 RSBY cardholders who had availed the services in the RSBY empanelled hospitals during the reference
period of November 2009 - October 2010 were randomly selected from 7 districts of Delhi. In-depth
interview was conducted with the head ol families to collect information about their knowledge of the
scheme, enrolment process and perceplion on services provided in the empanelled hospitals.

FINDINGS & CONCLUSION

A large proportion of the beneficlaries were unaware about the features and benefits of the scheme. The
study found that almost 40 percent of hospitalized cases had availed pre-hospitalization treatment from
Government or private health facilities. The empanelled hospitals/nursing homes do not admit patients
with chronic ailments requiring continuous treatment at the hospital, More than 50 per cent of the patients
had to spend about Rs.1000/- as out of pocket expenditure during hospitalisation in the empanelled
hospitals. A large number of patients were neither aware of the amount deducted from their smart cards nor
the amount left in the cards. This calls for an urgent need for awarcness generation about the scheme among
the target population.

R
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run their facilities more efficiently, and we identify aress wherce improvements in efficiency might
significantly improve unit costs. The study also demonstrates that detailed costing of hospital operations is
feasible is India. Because of the size and diversity of the country and variations across hospitals, a largs-
scale study should be undertaken to refine hospital costing for different types of hospitals.
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Performance of Blood Bank Services in Government Hospital

S.RAJENDRAN AND R.RAMACHANDRAN
Professor and Head, and Ressarch Scholar
Department of Coonamics, Periyar University, Salem-636 011

The World Health Organization estimates that 515000 women die each vear from pregnancy-related causes,
and almaost all of these deaths occur in developing countries. Shertfalls in blood supply have a particular
impact on women with pregnancy complications, trauma victims and children with severe life -threatening
anemia, The provision of safe and adeguate blood supply at national level is the responsibility of the
government,/national health authority of each country. The blood bank is now regarded as an integral and
vital supportive service within a hospital. In a country —India with varied socio-economic and ethnic set up,
blood denation and transfusion gets less attention as not much studies is reparted. Therefore, the present
study was undertaken in Rajapalayam government hospital in Vi rudhunagar district with secondary data.
The study is confined to Blood bank Services, covering a period from January 2007 to December 2007,
Rajapalayam government hospital has two parts of the hospital. One is maternity hospital and another is
PA.CRamasamy Raja (PACR) general hospital. In these hospitals there are eight wards namely male,
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