
CHAPTER 1

INTRODUCTION

1. Background and Problems

Health care is one of the basic human need. It is the right of citizens to 
receive basic health care regardless of ability to pay. เท India basic health care 
is regarded as fundamental right to every citizen. The Bhore committee (1946) 
set up by the government of India had proposed a comprehensive public 
health program with the state guaranteeing that no one should be denied 
needed health care for want of ability to pay. Since then both the central and 
state governments have been spending a considerable amount of the budget 
on health care of the population.

However, with the burgeoning population, increasing demand and 
mounting cost of health care, the vast majority of poor people in India find it 
difficult to meet their health needs. The problem further gets aggravated by 
proportionally dwindling government budget on health care. The percent share 
of health outlay to total plan outlay has declined to 1.7 percent in the eight five 
year plan from 3.3 percent during the first five year plan. Moreover, experiences 
in India have shown that private household spending as a proportion of total 
health spending is quite significant and government expenditure on health of 
the people is relatively small in proportion to what is being spent by the 
household sector. Many studies have shown that more than 70 percent of the 
total health spending in India is contributed by household sector (IIM,1987, 
WDR,1993).This share is expected to raise further with the increasing demand 
as well as the emerging pattern of new diseases and widespread availability 
and use of advanced technology of treatment.

The National Health Policy (1983) clearly emphasized that “besides 
mobilizing the community resources, through its active participation in the 
implementation and management of national health and related programs, it 
would be necessary to device well considered health insurance schemes, on a 
state- wise basis, for mobilizing additional resources for health promotion and 
ensuring that the community share the services in keeping with its paying 
capacity.” Since then many years have been passed but nothing seems to have
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happened on the development of health insurance nor any major attempts were 
made to mobilize resources for higher allocations to health care.

Demand for health care, except in preventive aspects, is irregular and 
unpredictable. Moreover, people do not know when they need health care and 
how much they have to pay for it. More often than not, sudden illnesses cause 
huge financial losses for people, both in terms of direct and indirect costs. This 
special feature of health care suggests a potential role of health insurance in 
order to protect the individual and family against uncertainty events. Health 
Insurance protection for the poor rests on the premise that an episode of illness 
imposes undue economic burden on their incomes. It may also act indirectly 
as an income protection scheme for the poor since it prevents the erosion of 
their lower income.

1.1 Health and Demographic Scenario in India 

Health Scenario

The investment in health sector in India has increased rapidly since the 
seventies particularly after the Alma Ata declaration of “ Health For All By 2000 
A.D”. The per capita public expenditure on health care has now been 
increased by more than 50 times as compared to 1951. The central plan outlay 
on health has increased from Rs.652 million in the first plan to Rs.75759 million 
in the eight plan. Besides the absolute financial allocation, much improvement 
has also been recorded in the health infrastructure and facilities in both rural 
and urban areas. Number of medical colleges in the country has increased 
from barely 28 in 1951 to 105 in 1974, and 128 in 1991. Number of Primary 
Health Centers (PHC’s) has increased by more than thirty times. Similarly, a 
tremendous increase of subcenters, doctors and nurses etc., has also been 
recorded. Number of hospitals for one hundred thousand population has 
increased from 7 in 1951 to 14 in 1991, number of doctors from 18 to 45, 
number of hospital beds from 32 to 94 respectively in 1991.

The enhancement of financial allocation and increase in health care 
infrastructure has resulted in the improvement of health status of people. The 
crude death rate has declined from 23 per thousand population in 1951 to 8.5 in 
1997. Infant mortality rate has shown a decline from 146 in 1951 to 74 in



Table 1.1 : Demographic and Socio- Economic Profile of India

Demographic Profile Vital Statistics
Population
(1991 Census) in million 846 Crude Birth Rate 29

Males 439
Females 407 Crude Death Rate 9.20

Decennial Growth Rate 1971-81 24.66 Natural Growth Rate 1.90
1981-91 23.55

Annual Exponential Infant Mortality Rate 74
Growth Rate (%) 1981-91 2.14

Expected Life at Birth
Area Persons 64.90
(Million Sq.Kms). 3.29 Males 64.10

Females 65.60
Density of Population
( Per Sq. Kms.) 274 Socio- economic Statistics

Number of Districts 466 Per Capita National Rs.2573
Income ( 1995-96)

Number of Towns 4689
Per Capita availability of 509.90

% of Urban Population 25.30 food grains ( in grms.)

Sex Ratio (Number of Work Participation Rate
females per 1 (300 927 Persons 37.46
males) Males 51.55

Females 22.25

Percentage of Literates
Persons 52.21
Males 64.13
Females 39.21

Note : US $ = 36 Indian Rupees (1997)
Source : Census of India, 1991 and Sample Registration System estimates, 1997, 
Registrar General. Government of India.
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1 994 . The life e x p e c ta n c y  o f an  a v e r a g e  Indian h a s  in c r e a s e d  from  41 y e a r s  in 
1951 to 6 4 .9  y e a r s  in 1991 an d  particularly th ere is  a relative im p ro v em en t in 
th e ex p e c ta t io n  of life for fe m a le s .

Demographic Scenario in India

India’s  p op u la tion  a c c o r d in g  to 1991 c e n s u s  is  8 4 6 .3  m illion. เท 1 9 8 1 , it 
w a s 6 8 3 .3  m illion with a birth rate o f 3 7 .2  and  d ea th  rate of 1 5 .0  p er  1 0 0 0  
p op u la tion , gro w in g  at th e  rate o f 2 .2 2  p e r c e n t annually . T he e s t im a te d  
p op u la tion  a s  on  1st m a r c h ,1 9 9 5  w a s  911 million with a birth rate of 2 8 .7  and  
d ea th  rate o f 9 .3  gro w in g  at th e annual rate of 1 .94  p ercen t.

India h a s  m a d e  a  co n tin u o u s  effort to build  th e  fou n d ation  of m od ern  s e lf  
reliant e c o n o m y . The interrelation b e tw e e n  p op u lation  an d  s o c io -  e c o n o m ic  
d e v e lo p m e n t w a s  r e c o g n iz e d  right from th e in cep tio n  of p la n n in g  p r o c e s s  in 
1 9 5 1 . The ta b le l .1  s h o w s  th e  inform ation on  th e d e m o g r a p h ic  an d  s o c io ­
e c o n o m ic  profile o f Indian e c o n o m y .

1.2 Public Financing Of Health Sector in India ะ Role of States

เท India, health  c a r e  is  a s ta te  su b je c t . T herefore s ta te  g o v e r n m e n ts  p lay  
th e cen tra l role in fin a n c in g  p u b lic  health  ca r e . E x p en d itu res by  th e  s ta te s  
m a k e s  up  a b o u t 9 0  p e r c e n t o f total p u b lic  health  s p e n d in g , but th e part of w hat 
the s ta t e s  s p e n d  is fu n d ed  by th e central g o v ern m en t. T he central 
g o v e rn m en t’s  con tr ib u tion s to  s ta t e ’s  b u d g e t  is  co n fin ed  to fam ily p lan n in g  
and  certa in  centrally  s p o n s o r e d  d i s e a s e  control, nutrition, an d  re la ted  
p ro g ra m s. S u ch  p ro g r a m s m ay  b e  eith er fully or partly fu n d ed  from  central 
g o v ern m en t r e s o u r c e s .

The s ta t e s  a d m in ister  fam ily  p lan n in g  an d  oth er cen tra lly  s p o n s o r e d  
p ro g ra m s, a n d  th e m o n e y  is c h a n n e le d  through their b u d g e t s .  N ational 
p r o g r e s s  to control d i s e a s e s  s u c h  a s  lep ro sy , m alaria  tu b e r c u lo s is  an d  
im m unization  p ro g ra m s; an d  s c h e m e s  that fo c u s  on  nutrition like In tegrated  
Child D e v e lo p m e n t S c h e m e  an d  N ational M inim um  N e e d s  Program  are  
e x a m p le s  of cen trally  s p o n s o r e d  s c h e m e s .  The central g o v e rn m en t’s  a lloca tion  
of fu n d s to th e s e  s c h e m e s  in th e  s ta t e s  is  g u id e d  by  th e  s ta t e ’s  n e e d s ;  b y  their  
ability to s p e n d  fu n d s effic ien tly  on  th e p u r p o s e s  by  w h ich  th ey  are in ten d ed ;



V1«ล บ ุดกทาง tfn lกง!นวิทยทร้พนา กร 
ชุพาลงกงณ์ฆพาวิ'พทล้น 

------------------------5-------------------

an d  in th e c a s e  of m a tch in g  grant s c h e m e s ,  by  their ability an d  w illin g n e ss  to  
p ro v id e  m a tch in g  fu n d s.

Table 1.2 ะ Per Capita Public Expenditure on Health in India, 1974-1990 
(constant 1988-89 ณpees)

Category 1974-78 1978-82 1982-86 1986-90

State Government Spending

From own resources 30.67 38.38 48.99 55.60
From central grants 5.76 8.49 13.66 13.31

Aggregate state Spending 36.43 46.87 62.65 68.91

Central Government Direct
Spending 4.10 5.06 5.81 6.15

Aggregate Public Spending 40.53 52.93 68.46 75.06

Source : Tulasidhar,1996. Government Health Expenditures in India, ihpp Working 
Paper. International Health Policy Program, Washington, D.c. P.5.

T rend s in g o v e rn m en t e x p e n d itu r e s  in India in th e p a s t  d e c a d e s  w ere  
h eavily  in flu en ced  by p olitica l d e v e lo p m e n ts . เท particular, th e  y e a r s  after  
India’s  1971 e le c t io n s  sa w  a s ig n ifica n t in c r e a s e  in g o v e rn m en t c o n c e r n  for 
p overty . The en su r in g  e c o n o m ic  d e v e lo p m e n t  p lan  w a s  form u la ted  to  
in co rp o ra te  in c o m e  distribution  a s  o n e  o f its ta r g e ts . เท line with th is, th e  p lan  
in tro d u ced  a  n u m b er o f w elfare p ro g ra m s d e s ig n e d  to s tren g th en  fa c ilit ie s  an d  
s e r v ic e s  like prim ary health  ca r e , rural w ater su p p ly  an d  san ita tion , prim ary  
e d u c a tio n  an d  nutrition e tc . The p er  c a p ita  p u b lic  ex p e n d itu re  on  health  ro se  
sig n ifica n tly  in real a s  w ell a s  in nom inal term s. The ta b le 1 .2  s h o w s  that th e  
cen tra l an d  s ta te  g o v e r n m e n ts  to g e th e r  s p e n t  R s. 7 5 .0 6  p er  c a p ita  p er  y ea r  on  
health  during  1 9 8 6 -9 0 . This w a s  an  in c r e a s e  in real term s of c lo s e  to 1 0 0  
p e r c e n t from  th e  a v e r a g e  o f R s .4 0 .5  p er  ca p ita  p e r  y ea r  du ring  1 9 7 4 -7 8 .
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2. The Problem

Informal s e c to r  c o n stitu te s  a  s ig n ifica n t se c t io n  of lab ou r fo r ce  in India. 
A c co rd in g  to  1991 c e n s u s ,  th is s e g m e n t  o f lab our fo rce  is  a b o u t 9 1 .5  p e r c e n t of 
total work fo rce . Informal s e c to r  con tr ib u ted  a b o u t 6 5 .6 6  p e r c e n t of national 
in co m e  g e n e r a te d  in th e e c o n o m y  during 1981 (R a o ,1 9 8 7 ). A b ou t 7 0  p e r c e n t of 
th e urban lab our fo rce  in India is  e m p lo y e d  in inform al s e c to r  (C .s.0,1991). 
This pop u lation  of m etropolitan  c it ie s  h a s  b e e n  gro w in g  q u ite  fa s t with no 
c o m p a r a b le  rate o f in c r e a s e  in their a m e n it ie s . เท sp ite  o f th e  fa c t that inform al 
s e c to r  p ro v id es  m ore e m p lo y m en t o p p o rtu n ities  with low  ca p ita l in v estm en t, the  
co n d itio n s  of w orkers is d e p lo r a b le  with low  w a g e s ,  lo n g  h ou rs of work, lack  of 
job  secu r ity  an d  p o o r  w orking co n d itio n s . The p r o b le m s  o f health  c a r e  of 
h o u s e h o ld s  in th is s e c to r  is  a c u te  in m etropolitan  c it ie s  o f th e  country an d  
p o s e s  a b ig  c h a lle n g e .

The health  s y s te m  in India d isc r im in a te s  b e tw e e n  th e  w ork ers in th e  
form al s e c to r  an d  th e w ork ers in th e  inform al s e c to r . T he form al s e c to r  
co n stitu te s  only a sm a ll proportion  of lab our fo rce  y e t utilize health  fa c ilitie s  
d isp rop o rtion ate ly . The work fo rce  in form al s e c to r  h a s  m ain ly  b e e n  p ro te c ted  
through th e  two m ajor health  in su r a n c e  s c h e m e s  s u c h  a s  E m p lo y e e s  s ta t e  
In su ran ce S c h e m e  (ESI) for w ork ers o f industrial s e c to r  an d  Central 
G overn m en t H ealth S c h e m e  (C G H S) for e m p lo y e e s  of cen tra l g o v ern m en t. The 
proportion o f ex p en d itu re  on ESIS an d  C G H S a s  a p e r c e n ta g e  o f total health  
ex p en d itu re  h a s  in c r e a s e d  s te a d ily  from  5 .2 4  p er cen t in th e  first five y e a r  plan  
(1 9 5 1 -1 9 5 6 ) to 1 6 .6 7  in th e  se v e n th  p lan  -1 9 9 1 -9 6  (C H IB ,1 9 9 3 ). A s on  M arch  
1 9 9 6 , th e ESIS a lo n e  c o v e r e d  7 .4  m illion in su red  p e r s o n s  an d  nearly 2 2  m illion  
fam ily m e m b e r s  (E S IC ,1996).

The d e v e lo p m e n t e x p e r ie n c e s  in India in th e  p a s t  forty five y e a r s  h a v e  
resu lted  in sig n ifica n t im p ro v em en t in th e health  co n d itio n s  o f lab ou r fo r c e  in 
th e form al se c to r . H ow ever, inform al s e c to r  h a s  rem a in ed  o u ts id e  th e  purview  of 
var iou s lab our e n a c tm e n t’s .

The a d v e r s e  e f fe c ts  of ill health  are g rea ter  for th o s e  w h o are e n g a g e d  
in m anual work, a s  th ey  g e t  ill m ore often , d u e  to p o o r  living con d ition . Their 
in c o m e s  d e p e n d  e x c lu s iv e ly  on  p h y s ic a l lab our an d  th ey  d o  not h a v e  en o u g h  
s a v in g s  to  fall b a c k  u pon  a n d  m o reo v er  th ey  lo o s e  their d a ily  e a r n in g s . เท th e  
c a s e  o f low w a g e  ea r n ers  th e  p ro b lem  o f d a ily  e x is te n c e  te n d  to  m in im ize  the
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p rob lem  of i l ln e ss  s o  that sy m p to m s  w hich  d o  not in ca p a c ita te  th em  a re often  
ig n o red . Even in th e  c a s e  o f w ork ers w h o s e  in c o m e s  are h ig h er  an d  m ore in 
co m p a r iso n  with their rural co u n te r  p arts, th e quality of life is  w o r se  a s  their  
co n d itio n s  are u n sa tisfa cto ry  an d  req u ire s  h ig h er  d irect an d  in d irect c o s t s  to 
su sta in  in urban a r e a s  at a lev e l w h ere  th ey  ca n  en su r e  their w e ll-b e in g . T h e se  
h o u s e h o ld s , m o reo v er , a re  c o n s id e r e d  h igh  risk -group  for a w id e  ra n g e  of 
m orbidity in c lu d in g  va r io u s ty p e s  o f co m m u n ic a b le , resp iratory  a n d  other  
c o n ta g io u s  d i s e a s e s .  B e s id e s ,  th e  p reva ilin g  urban en v iro n m en t with its 
in a d e q u a te  san ita tion , o v er-cro w in g  an d  pollution e tc . e x p o s e s  th e  p e o p le  to  
variety of in fec tio u s  d i s e a s e s .

M any s tu d ie s  in India h a v e  id en tified  th e d e f ic ie n c ie s  of th e  p u b lic  
health c a r e  s y s te m , w h ich  fo r ced  p e o p le  to  s e e k  private health  c a r e  s e r v ic e s .  เท 
c it ie s  7 3  out o f ev ery  1 0 0  p e r s o n s  u s e  private health  c a r e  fa c ilit ie s  (D u g g a l an d  
Am in, 1 9 8 9 ). H ow ever, a c o m p le te  p ictu re of th e  pattern of utilization of health  
ca re  an d  e c o n o m ic  b u rd en  a s s o c ia t e d  with th o s e  e n g a g e d  in m an u al work in 
the urban inform al se c to r , particularly c it ie s  like Delhi is  hardly a v a ila b le .

The p ro b lem  o f sh o r ta g e  o f fund a v a ila b le  for health  c a r e  resu ltin g  from  
sev e ra l c h a n g e s  s u c h  a s  d w in d lin g  g o v ern m en t b u d g e t  on  health  ca r e , 
p op ulation  grow th, inflationary c o s t  o f health  s e r v ic e s  an d  m e d ic a l te c h n o lo g y , 
transition of d i s e a s e  pattern from  in fec tio u s  to d e g e n e r a tiv e  o n e s ,  a n d  sh ifting  
d e m a n d  to w a rd s m ore s o p h is t ic a te d  m e d ic a l te c h n o lo g y  e tc . fo r c e d  India, like 
oth er d e v e lo p in g  co u n tr ie s  to  find w a y s  to o p tim ize  m ob ilization  an d  effic ien t 
utilization of r e s o u r c e s . H ealth in su r a n c e  s c h e m e  is c o n s id e r e d  a s  o n e  of a 
p ro m isin g  so lu tion  for th e health  c a r e  fin a n c in g  p rob lem  in th e s e  co u n tr ie s .

The role o f health  in su r a n c e  s c h e m e  for w orkers o u ts id e  th e  form al 
em p lo y m en t h a s  b e e n  r e c o g n iz e d  by  m an y, but not m u ch  attention  s e e m s  to 
h ave b e e n  g iv en  in Delhi a s  y e t to a s tu d y  ex p lo r in g  th e  p o ss ib ility  of 
in trod u cin g  a health  in su r a n c e  s c h e m e  for w orkers in inform al s e c to r . เท th is  
b a ck g ro u n d  th is s tu d y  h a s  b e e n  carried  out in Delhi.

3. Socio-Economic Background of Delhi

Delhi b e in g  th e  ca p ita l territory o c c u p ie s  a p la c e  o f s p e c ia l  im p o rta n ce  
เท th e ad m in istra tive  s e t  up  o f India. Majority of p op u lation  in Delhi is  e n g a g e d  
in tertiary se c to r . N early  7 0  p e r c e n t o f th e N et D o m estic  P ro d u ct w a s  d er iv ed
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from th e  tertiary s e c to r  in 1990-91. Thirty-five p er cen t of th e  in c o m e  in the  
tertiary s e c to r  c o m e s  from fin a n ce , in su ra n ce , real e s ta te  an d  b u s in e s s  
s e r v ic e s ,  a n d  an o th er  2 6  p er cen t c o m e s  from com m u n ity , s o c ia l ,  an d  p erso n a l  
s e r v ic e s .  Industry a ls o  o c c u p ie s  an im portant role in D elh i’s  e c o n o m y . During 
th e p a s t  ten  y e a r s  th ere w a s  an in c r e a s e  of 6 2  p e r c e n t in th e  n u m b er of 
industrial U nits. Own a c c o u n t  e n te r p r ise s  form 5 4  p e r c e n t of th e total 
e n te r p r ise s  (C .s .o , 1990).

3.1. Demographic เทdicators

The total p op u lation  of Delhi a c c o r d in g  to the 1991 c e n s u s  is  9 .4 2  million  
(ta b le  1 .3 ). T he d e c a d a l  p op u lation  grow th rate in Delhi during  198 1 -9 1  w a s
5 1 .5  p e r c e n t.. T he lab our fo rce  participation  rate are 5 6 .7  for m a le  an d  9 .9  for 
fe m a le  in urban area , an d  4 5 .3  for m a le  an d  5.1 for fe m a le  in rural a r e a s  w hich  
w a s  q u ite  h igh  c o m p a r e d  with the national level of 2 3 .9  p er cen t. A b ou t 9 0  
p e r c e n t o f th e  p op u la tion  liv es  in urban a r e a s .

Table 1.3 ะ Trends in Basic Demographic Indicators, Delhi, 1971-91

Index 1971 1981 1991

Population 4,065,698 6,220,406 9,420,644
Density (Population / Km2) 2738 4194 6352
Percent Urban 89.7 92.7 89.9
Sex Ratio ( Number of females per 801 808 827
1000 males)
Percent 0-14 Years old 38.6 35.5 NA
Percent 65 + Years old 2.5 2.6 NA
Percent literate 

Male 63.7 68.4 82.0
Female 47.8 53.1 67.0
Total 56.6 61.5 75.3

Exponential growth Rate 4.25 4.25 4.15

S o u r c e  : N ation al Fam ily H ealth  S u rvey . D elh i 1 9 9 3 . P.5.
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Table 1.4 : A comparison of Health Indicators of Delhi and India (1996)

Index Delhi India

Neonatal mortality 32.3 46.0
Post neonatal mortality 28.5 28.0
Infant mortality 64.0 76.0
Child mortality 17.2 32.0
Under five mortality 81.0 107.0
Crude birth rate 23.2 26.0

Source : Sample Registration System estimates, 1996. Registrar General, Govt, of India.

The p o p u la tio n  d e n s ity  in Delhi is  q u ite  h igh , 6 3 5 2  p er  s q .  km  
c o m p a r e d  with th e  national a v e r a g e  o f 2 7 3 . S e x  ratio (n u m b er  of fe m a le s  p er
1 .0 0 0  m a le s )  is  low  at 8 2 7  c o m p a r e d  with th e all India leve l o f 9 2 7 . The r e a s o n s  
for th is  is  th e  s e le c t iv e  m igration  of m a le s  to Delhi for em p lo y m en t. The  
p e r c e n ta g e  of th e  ch ild  p op u la tion  (a g e  0 -1 4  y e a r s )  a n d  o ld e r  p o p u la tio n  a g e  
(6 5 + ) w a s  low  at 3 5 .5  p e r c e n t an d  2 .8  p e r c e n t r e sp e c t iv e ly  c o m p a r e d  with th e  
c o r r e sp o n d in g  f ig u re s  for all India o f 3 9 .6  p e r c e n t an d  3 .8  p ercen t.

The literacy rate is  7 5 .3  p ercen t, w h ich  is  h ig h er  than in th e country a s  a  
w h o le  (5 2 .2  p er cen t) . D elh i’s  m a le  an d  fe m a le  literacy ra tes  o f 8 2 .0  p e r c e n t an d
6 7 .0  p e r c e n t a re  h ig h er  than th e all India ra tes  of 64 .1  p e r c e n t a n d  3 9 .3  p e r c e n t  
re sp e c t iv e ly . T he a v e r a g e  n u m b er  of p e r s o n s  p er  h o u se h o ld  h a s  r e d u c e d  from  
5 .1 3  in 1981 c e n s u s  to 5 .0 2  in 1 9 9 1 .

4. Research Questions

1. W hat is  th e  m a g n itu d e  o f d irec t an d  in d irect health  e x p e n d itu r e s  of 
h o u s e h o ld s  e n g a g e d  in inform al se c to r . 2

2. W hat a re  th e  fa c to rs  a ffec tin g  their ability a n d  w illin g n e ss  to  p a y  for 
health  ca re .
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3. W hat are th e  e s s e n t ia l  co n d itio n s  an d  oth er req u irem en ts  for d e s ig n in g  
a health  in su ra n ce  s c h e m e  for th e w orkers in urban inform al se c to r .

5. Research Objectives 

Geกeral Objectives

The G en era l o b jec tiv e  o f th e  s tu d y  is  to p r o p o s e  an ap p ro p ria te  health  
in su ra n ce  s c h e m e  for th e w orkers in urban inform al s e c to r  in Delhi b a s e d  on  
their h o u se h o ld  health  ex p en d itu re , ability  an d  w illin g n ess  to p ay  for health  
c a r e  a n d  ex is tin g  s o u r c e s  an d  pattern o f health  c a r e  provision .

Specific Objectives

1. To e s t im a te  th e health  e x p e n d itu r e s  o f th e h o u s e h o ld s  e n g a g e d  in 
urban inform al sec to r .

2 . To a n a ly z e  var iou s fa c to rs  that a ffec t their ability and  w illin g n e ss  to p a y  
for health  ca re .

3. To ex a m in e  th e  s o u r c e s  an d  pattern of health  c a r e  provision  for urban  
inform al s e c to r  p op u lation .

4. To e x p lo re  th e  p o ss ib ility  of in trod u cin g  a health  in su ra n ce  s c h e m e  for 
th e  w orkers e n g a g e d  in urban inform al sec to r .

6. Benefits of the study

Firstly, th e stu d y  will p rov id e  an  in sig h t into th e  h o u seh o ld  health  
ex p en d itu re  of m anual w orkers in inform al se c to r . The e s t im a te  of the indirect 
c o s t  in clu d in g  opportunity c o s t s  in volved  in s e e k in g  health  c a r e  will h e lp  to  
know  th e real financia l b u rd en  fa c e d  by  th is s e g m e n t  o f th e  p op u lation . 
S e c o n d ly , th e  a n a ly s is  of fa c to rs  w hich  in flu en ce  h o u s e h o ld s  ability and  
w illin g n e ss  to p ay  for health  c a r e  will h e lp  to d er iv e  proxy v a r ia b le s  that ca n  b e  
u s e d  to d eterm in e  th e elig ib ility  criteria for g o v ern m en t s u b s id y  on the  
prem ium . Thirdly, th e  s tu d y  will e x a m in e  e s s e n t ia l  c o n d itio n s  an d  other  
req u irem en ts  for in trod u cin g  a health  in su r a n c e  s c h e m e  for w orkers in urban  
inform al s e c to r . This w ou ld  h e lp  th e health  p la n n ers  an d  p o licy  m ak ers in
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m ak in g any d e c is io n  in th is  d irectio n . T he req u irem en ts  an d  p r o c e d u r e s  
illustrated  in th e  s tu d y  will p rov id e  an  a p p r o a c h  to s e le c t io n  o f an  a p p ro p ria te  
s c h e m e . Finally, th is s tu d y  ca n  b e  u s e d  a s  a b a s e lin e  for further an d  m ore  
d e ta ile d  r e sea r ch  in th is  a rea .

7. Limitations of the study

Firstly, th e  prim ary d a ta  c o l le c te d  for th is  stu d y  is  co n fin e d  to  a  sm a ll 
area in Delhi a n d  d u e  to  tim e co n stra in ts  on ly  1 50  m an u al w o rk ers w ere  
in terv iew ed . O b v io u sly , a  s tu d y  of th is  nature req u ires  a  la rg e  s a m p le  s iz e  
co v er in g  a larger a rea  s o  that m ore re lia b le  inform ation co u ld  b e  o b ta in ed . 
S e c o n d ly , th e a n a ly s is  o f fa c to rs  in flu en cin g  ability and  w illin g n e ss  to p a y  for 
health  c a r e  is  b a s e d  on  m an y restrictive a s s u m p tio n s . The w ill in g n e s s  to  p ay , in 
fa c t is  a su b je c tiv e  p h e n o m e n o n  a n d  th erefo re any in d irect m eth o d  ๙  
a s s e s s m e n t  m ay  not y ie ld  a re liab le  resu lt. It w ould  h a v e  b e e n  b etter  if 
h o u s e h o ld s  w ere  a s k e d  to s ta te  th e  m ax im u m  am ou n t th ey  w ou ld  b e  w illing to  
con tr ib u te  yearly  for a health  in su ra n ce  s c h e m e  b y  p rovid ing  s o m e  h y p o th etica l 
situation . Thirdly, d u e  to  p a u c ity  of s e c o n d a r y  d a ta  on  v a r io u s a s p e c t s  relating  
to th e introduction  of health  in su ra n ce  s c h e m e  in D elhi, a d e ta ile d  d is c u s s io n  of  
e a c h  e le m e n t c o u ld  not b e  carried  out. Finally, th e in su r a n c e  s c h e m e s  
d e s ig n e d  in th is s tu d y  w ou ld  n e c e s s a r i ly  involve m any p ra ctica l p r o b le m s  for 
im p lem en ta tion . H ow ever, it is  a s s u m e d  that with p ro p er  p olitica l will an d  
g o v ern m en t in itiatives, m o s t  o f th e  p r o b le m s  co u ld  b e  s o lv e d .
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