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ABSTRACT

Universal Health Insurance (UHC) has been the afrmany developing countries to provide for all its
citizens.To mitigate the burden of hospitalization experiggsidia, the government introduced the Rashtriyeag&hya
Bima Yojana (RSBY). It is a flagship program ofgbgernment. It provides hospitalization coveragéhe poor people in
India. This study focuses on the working of the RS&heme in four selected districts of West Bengalely Birbhum,
Burdwan, North 24 Parganas, and South 24 Pargaridse viability of the scheme was discussed in teofnthe
functioning of the scheme. The different factorsdetermining viability are conversion ratio, acfity for referrals and
settlement of claims. The selected districts hffdrdnt experiences with the selected variablegals a good learning to

know about the viability issues as it gives an irtgrd hint about the functioning and the sustairipbf the scheme.
KEYWORDS: RSBY Scheme, Hospitalization Coverage, Viabilityds
INTRODUCTION

It is a recognized fact that there is an all-odbrfby the countries across the globe to promaoitigarsal health
insurance coverage (UHC) for all its citizens. Timitiative was ideologically strengthened by the lifinium
Development Goals (MDGs) and the Right to Healtikedon in the Rights Based Approach (RBA) to deyehent.
In implementing the programmes for universal cogeria was majorly seen that the government of eacimtry had taken
an active role in providing funds and in the prawisof a health provision network. However, it wasniversal truth that
most governments irrespective of being in a devedogpr a less developed country faced the problemaafequacy or a
fluctuation in capital, physical and human resosrcehere had been efforts from the private andcivié society sector
actors to supplement the efforts of the governmBat.the private sector served mostly the affluemd the civil society
organizations supported marginalized communitiesa atery microscopic level. Thus there was a feledhdor an
alternative method of healthcare provision. A syst# health insurance for the poor across the e¢guwduld provide the
much needed financial support for the treatmertiesfeficiaries against the burden of medical exgargi In India, the
Rashtriya Swasthya Bima Yojana (RSBY) was introdufe the poor with the vision of universal covegaacross the
population. It was a unique scheme with a very modeesign in its implementation and coverage whid to solve the

hospitalization burden of the poor. Hence, undeditey RSBY and its performance were very essential

To mitigate the burden of hospitalization expernisebdia, the government introduced the Rashtriyaa8hya

Bima Yojana (RSBY). It is a flagship program of thevernment. It provides hospitalization coveraméhe poor people
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in India. It is impressive not only in its scaleageration but also in its innovative approachrioviding services like use
of smart card technology in cashless treatmentiaitidtion of the public-private partnership in tldelivery of health
services. The prospective beneficiaries are pravidéth Rs 30,000 limit coverage for hospitalizati@xpenses.
The pre-existing ailments are covered and then® iage limit. There is a need to pay a nominal efiRs.30 annually as
premium. The rest of the premium is paid by thetreg¢rand state governments in the ratio of 75:2%r€ is a list of
empanelled hospitals including government hospitisl private nursing homes/hospitals that meet ribeessary
Information Technology (IT) requirements. Theraisegular data flow among the government and thacgeproviders

regarding the utilization of services and settlentditlaims.

Narayana in 2010, a compared proportion of thaldégamilies in the BPL category with the fractiofi those
hospitalized who were covered. The study showetthigaproportion of poor families who were enrolietied across the
states, between 39% in Maharashtra to 81% in Keflates such UP and Bihar reported poor enrollm8at did
hospitalization rates which varied from 3.91 hasipgaitions a year per 1,000 persons in Punjab ta72é Kerala.
There was a big inequality in the value of hosjzitdion across states and between districts withénstates. The reason
cited was the inadequacy of empanelled hospitalwedlsas the low proportion of private hospitalsncther somewhat
different observation but nonetheless significartswhe fact there is a need for a greater systewlisasfosure by a

disaggregated value of hospitalization by disetreaded, services provided etc. is required forrammgful analysis.

Similar studies on the scheme in different plages$ndia report on the level of awareness, accdigjband
utilization of the scheme by the RSBY cardholdérdot of issues like the feasibility of the schentlee coordination
between the different stakeholders and the unifiyrmidelivering of services have made their presdielt in the research
reports on RSBY (Krishnaswamy and Ruchismita, 2@rbr and Vellakkal, 2012; Selvaraj and Karan, 2038eshadri,
2013).

RSBY is thus a modest effort to provide protectioithe poor against the hazards of hospitalizatiaeturns for
a nominal fee. The poor also expect better treatnasnthey can access the private hospitals andngutsomes.
The implementation of the scheme will be successfily when poor patients will enjoy accessibilitydaa good quality of
care from healthcare from the healthcare provideéugh an improved treatment in health outcomekusilally depend

on a host of structural, procedural and contexabrs.

The present study attempts to understand the \afactors that have led the growth of the healgurance
industry in India and focuses particularly on therformance of the RSBY in India. With the RightssBd Approach
(RBA) and the consequent Universal Health Cove(ati¢C) policies adopted in most countries, Indiaddaow try to
successfully implement schemes like RSBY which ésighed keeping in mind the Right to Health and ghedual
inclusion of all into the health protection networkhis doctoral study is thus very contextual anstified and can

supplement the policy decisions at improving anpriomising the scheme in the future.

Again, West Bengal, one of the popular provincestiunique socio-political history had witnesseasty uneven
and slow progress in achieving standards in thétheactor. Though the Government of West Bengal taken various
policy initiatives to encourage better health cdw®ugh the Health Sector Strategy (HSS, 2004-p@h8 a mention of
the need to facilitate RSBY and other insurance schemes padatilsufor the BPL and other unorganized sectiorfogus
Area 1, Plan of Action, 2011-15, Health and Farilglfare Department, Government of West Bengal)etlveas under-
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funding of the schemes and the delivery systeme wkagued by vacancies, absenteeism, urban/richitidistribution

and use of facilities, lack of drugs and other e8aksupport, low motivation of the staff and ifieent management
capacity (WB, HSDI, 2005). As RSBY is the only pragnmer which covers the BPL population in West Béng
exploring its situation was the need of the houonfrthe review of previous studies on RSBY, it Wearned that there
were sporadic research reports carried out for femystates. There was no study on West Bengalgihthe scheme was
in operation in the state since 2008. The seledistticts (hamely Birbhum, Burdwan, North 24 Pargs and South 24

Parganas), too, had no studies on RSBY at thedfrdata collection.

Further, from the previous review of literaturewids seen that the challenge was to overcome titdgon of
pooling of resources to build a common fund andrithiste the risks and also to appropriately chaaseng the different
designs for a new scheme and continuously imprbgestheme based on evaluative studies on it. Timfisance of the
working of any scheme was seen to be context-spe@f it involved a good partnership between the
member-beneficiaries, the local service provideid thhe administration. Thus the importance of aitkett and systematic
investigation in different fields and research ingt was necessary as the effect of the schemeherprospective
beneficiaries would vary significantly with diffarees in state-specific infrastructure of the hesgjtstems. Innovation and
adaptation would vary according to locale-speaifient groups, socio-cultural and political systente availability of

medical infrastructure etc. Thus in-depth reseatatlies on different aspects of the RSBY schemd teebe carried out.

This study focuses on the working of the RSBY saham four selected districts of West Bengal namely
Birbhum, Burdwan, North 24 Parganas, and South &¢adhas. All the districts were almost contiguond they could
capture the mobility of the RSBY patients betwewsndistricts. During the pilot study, the researdband that there was
inter-district traveling for want of better treatntefrom the hospitals. The four districts also captd a mix of
socio-economic classes in Bengal. Birbhum was dgunénantly rural district with the lowest GDP thidve other districts.
South 24 Parganas was the next highest in the mtage of the rural population and ranked just ad®vehum in GDP
earnings. Burdwan had developed into a semi-urlstria with moderately better GDP earnings tharbBum and South
24 Parganas. The remaining district, that is, N@dhParganas was predominantly an urban area kéthighest GDP in
West Bengal. The rural-urban criterion was sigaificin selecting the districts so as to capturedifferences in the
availability of healthcare services. The selectibrlistricts was also done keeping in mind the cletgmn of at least two

phases of the scheme.

The viability of the scheme was discussed in teofnthe functioning of the scheme. The differerdtdas for

determining viability are as explained as follows:
I. CONVERSION RATIO

The conversion ratio of the scheme was an indinaifdhe ideological basis of reaching out to grgét group of
the BPL population. In this aspect, North 24 Paagawas the least impressive with only 19.8% of tdrget group
covered. Birbhum managed to target 77% of the Béfufation of the district (Table 1).
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Table 1: Conversion Ratio

District Eligible BPL People | No. Enrolled Conversion Ratio*,**
col.(1) col. (2) (col.(2)/col.(1))*100
Birbhum 557486 429091 76.97
Burdwan 972156 678053 69.75
N24Pgns 873041 172838 19.8
S24Pgns 706669 343831 48.66

* For the concept see Krishnaswamy and Ruchisr@iaX)
** Researcher’s own calculation
(Conversion Ratio

=Ratio of number of individuals enrolled to the rhemof eligible BPL persons)
II. FACILITY TO RECEIVE REFERRALS

The aspect of viability also tried to understancethler the scheme had inherent built-in strengthleotdinue the
onus of treatment with the given physical infrastame. As many of the health service providers vgmall hospitals or
nursing homes, they very often lacked the necessgpgrtise and technological infrastructure totttba patients or to
undergo surgeries. They had to then take recoursthe referral services. Table 2 shows the pergentd visited
hospitals/nursing homes that received referrallifees from other health providers. The table shdtat Burdwan and
North 24 Parganas received the maximum referratoagpared to very low referrals received by Birbhama South 24

Parganas.

Table 2: Facilities to Receive Referrals

District No.of Hospitals Who Received Referrals (%)
Birbhum 2%

Burdwan 40%

N24Pgns 51%

S24Pgns 12%

ousce: Researcher’s fieldwork, 2013

[ll. SETTLEMENT OF CLAIMS

The settlement of claims was an important aspecthef viability of any health insurance scheme.T#ble 3 it
was observed that the percentage of claims setdsdmpressive across the phases in all the dstitowever, there was
a slightly decreasing trend in the percentage tifeseclaims across the different phases. Even theshould also be
noticed that since the absolute values were qugfe¢here still were quite large values of claimdl & be settled in the
later phases. But overall the performance of thephals, insurance agents and the concerned goeatrauthorities had
managed the system of reporting, processing artbbidisg of claims efficiently. This held great hopethe future

sustainability of the scheme.
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Table 3 Pending Claim Details
Total Claims of : 0 :
District Hospitals in the District h Cltms ezl A CII"’::'ITS Pending Claim
(Rs.) the Insurance Co. (Rs.) Settle

Birbhum Phase | 33150425 32631925 98.44 518500

Phase I 137734337 134205687 97.44 528850

Phase I 216029721 201269109 93.17 14760612

Phase I\ NA NA NA NA
Burdwan Phase | 77675948 71786433 92.42 5889515

Phase | 124735467 115977242 92.98 8758225
. Phase 232535921 212336621 91.31 20199300
Phase IV 221679637 204758912 93.71 1395157%
Phase V NA NA NA NA
N24Pgns.Phasel 23937142 21032567 87.87 2904575
Phase I 63358574 62568774 98.75 789800
Phase I 67052400 65407400 97.55 1645000
Phase IV 66131950 61284775 92.67 4847175
S24PgnsPhasel 83194100 81514900 97.98 1679200
Phase I 23755675 22158225 93.28 1597450

Source: Adapted fromttp://rsbywb.gov.in/html/claim.ph@as on 14.04.2014

*Researcher’s own calculation
CONCLUSIONS

There had been a rapid increase in enrolment in sheond phase of the working of the scheme.
However, the trend in enrolment had slowed dowaratiat in most of the districtsThe conversion ratio (ratioof the
number of individuals enrolled to the number ofjiflie BPL persons) was the best in Birbhum whicbvpd that more
than 70% of the BPL population in the district héheen enrolled as beneficiaries. This ratio wasceably lower in
North 24 Parganas. Krishnaswamy and Ruchismita 1(P@dund the average conversion ratio* to be 51%nidia.

In this sample, Birbhum and Burdwan were much altbe national average. South 24 Parganas wase lokw whereas
North 24 Parganas was much below the national geeaa being only approximately 20%he bug hospitals received
referred cases. These cases were primarily seBariwan and North 24 Parganas. Birbhum had a lowo2%eferred
cases and South 24 Parganas had 12% of referres. 8dhe districts had short-term claims (claimsde¢han a month)
pending but Birbhum was the worst with over 2008imk pending. The only district that had long-terlams (claims

more than a month) pending was North 24 Parganas.

RSBY had stood out in terms of its technical edgg tBansparency in most of the cases. It had datkeimterms
of targeting and outreaching. The design to in@easmbership can be made flawless by strengthehagnonitoring
and supervision of the scheme. The networking with private health providers, the insurance congsnthe
government, and the beneficiary needs a good marageand governance. The fact that there were lemy claims
pending put a good beginning to the future respwlityi of making the scheme financially viable.
The research also put forward the hope for theridist that are laggards in socio-economic pararaeter
In fact, Birbhum, one of the poorer districts haeered well in terms of accessibility and effectigss. It can be implied
intuitively that the poorer districts can be made rale models as receivers of benefits of a pddaicscheme.

This can give strength to the bonding between tbeigers and the receivers and guarantee supmort ihe beneficiaries.
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The ‘performance indices’ can make clear the pregycé different areas on a uniform measuremenescal
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