ACCORD Community Health Insurance

Increasing Access to Hospital Care

Described here is the ACCORD — AMS — ASHWINI community health insurance
programme (AAA CHI), which aims to provide finances for the poor at the time of need
using pre-payment and risk pooling mechanisms. From the data it appears that AAA CHI
has been able to increase the access of the poor to health care. Some of the
reasons for this achievement are: the existing solidarity in the community; the
affordable premium; the comprehensive benefit package, and minimum
administrative bureaucracy.
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government contributes only 0.9 per cent towards it or less

than Rs 100 per capita per year. Internationaly, thisis one
of the lowest health expenditures by any government. More than
80 per cent of most government budgets are earmarked for
salaries. This means that there are very little funds for drugs,
programmes and other activities. And finally there is an ineg-
uitable alocation of health resources, about 30 per cent of the
government health budget is used by the richest quintile while
the poorest quintile gets only 10 per cent [Peters et a 2002].
These under-funded government health services thus provides
poor quality of care. Common complaintsinclude poor utilisation
of the primary health care facilities, overcrowding at the sec-
ondary and tertiary health care facilities, lack of adequate
manpower, drugs and equi pment [ Gupte 1993]. This causes most
patients to shift over to the private sector for health care. About
85 per cent of patients usethe private sector for ambulatory care,
while 40-60 per cent use the private sector for inpatient care
[Peters et a 2002].

Using the private sector in Indiaimplies out-of-pocket expen-
ditureat thetimeof illness. This may have two outcomes—either
the patient does not access care or the patient accesses care but
isimpoverished in the process [Kawabata et al 2002]. Utilisation
studies in India have reported hospitalisation rates in the range
of 15 to 20 hospitaisations per 1,000 population [Sundar and
Sharma 2002, Ranson 2002, Raman 1996]. However, this is
considerably lower than African and Asian figures [Criel et a
1998]. Those who do access care are pushed below the poverty
line. Studies have shown that more than 40 per cent of
hospitalisation patients borrow money or sell assets to meet
medical costs. In the process, an average of 24 per cent of
hospitalised patients become impoverished [Peters et al 2002].
Thus it appears that India's poor have problems with accessing
hospital care. And those who do access health care have the risk
of falling into iatrogenic poverty peverty [Meessen et al 2003].

One possible solution to this problem isto reduce the financial
barrier through health insurance. Unfortunately, currently only
about 10 per cent of the population is protected under any health
insurance coverage. Of this, most arefor employeesin the formal
sector [Elliset al 2000]. Theinformal sector istotally unprotected
and has to depend on the aforementioned poorly financed public
sector or theexpensiveprivate sector totakecareof itsneeds. The
government is keen to increase the insurance coverage and has

I n India, while 5 per cent of GDP is spent on health, the
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even introduced special health insurance packages for the poor
(‘Pay-off Time for NDA on Penson, Health Schemes', The
Times of India, July 14, 2003). However, theseinitiatives have not
been acceptable to the citizens of this country (‘ Concern over
Low overall Hedth Insurance Focus, The Economic Times,
December 9, 2003).

In this context, a few voluntary organisations have developed
community health insurance! (CHI) schemes to meet the health
financing needs of the poor [Ranson 2003]. Through a pre-
payment and risk pooling mechanism, the poor are able to meet
their health needs with minimum burden at the time of use.
However, while currently there are more than 20 such schemes
in our country [Ranson et a 2003], thereis very little empirical
evidence about their performance. We describe here one such
scheme managed by Action for Community Organisation, Re-
habilitationand Devel opment (ACCORD), theAdivasi Munnetra
Sangam (AMS) and the Association for Health Welfare in the
Nilgiris (ASHWINI). We first describe the ACCORD-AMS-
ASHWINI (AAA) CHI scheme in detail and look at its perfor-
manceVis-aVvisaccessto hospitalisation. Wefinally look at some
of the determinants of this performance and come up with
recommendations for improved performance of CHI schemes.

We studied the AAA CHI programme and reviewed its per-
formance over the past 11 years. Interviewswith key informants
provided the qualitative information; while secondary datafrom
records, registers and reports provided the quantitative data.

Principal Findings

ACCORD — AMS — ASHWINI (AAA)

ACCORD is a loca non-governmental organisation (NGO)
staffed by agroup of professionalsand adivasi youth. Established
in 1986, it works exclusively for indigenous groups, or ‘the
adivasis’, of Gudalur taluk, Nilgiris district, Tamil Nadu.
ACCORD’ smainobjectiveistoempower the 15,000 plusadivasis
of Gudalur to protect their rights. Thisrangesfrom land to forest
rights. ACCORD also provides services like health, education,
agricultural support and housing. The AMS is a federation of
villagelevel unions(‘ sanghas'). Themain objectiveof thevillage
sangham and the AMS is to defend the rights of adivasis. The
AMS also takes responsibility for the development of al the
adivasisin Gudalur. ASHWINI manages the health programme
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today. The health programme consists of a two-tier structure —
anetwork of seven health centres, manned by medical assistants
and a20-bed hospital with all basic facilities, including obstetrics
and surgery. The health centres provide a mixture of curative
and preventive care. Most of thevillagesalso havetrained village
health workerswho provide basi c health careto their community.
ACCORD initiated and developed the health programme and
handed it over to asister NGO — ASHWINI in 1998. ASHWINI
is staffed and managed by adivasi youth.

AAA CHI — History and Design: During the period 1987-1990,
because of community health work, the demand for health care
grew among the adivasis. While initially ACCORD tried to use
the existing government and private health care facilities, they
were found to be wanting in many aspects. A hospital for the
adivasisbecameanincreasing demand of theadivasi community.
Prolonged discussions with the community always ended with
the question: “How will this venture be funded?’ The people
agreed to contribute a certain amount towards the cost of running
the hospital.

Keeping this promise in mind, the Adivasi Hospital was in-
augurated in December 1990. ACCORD realised that user fees
were inequitable and explored the possibility of insuring the
adivasis. Many general i com| (GIC) eompanies
were contacted, but only New India Assurance Corporation
(NIAC) evinced some interest. Negotiations with them over a
period of a year resulted in the development of a new package
—the *Composite Tribal Health Insurance Package’, which was
launched in March 1992. Its main objectives are given in Box.
This programme (called AAA CHI here) has been operationa
for the past 12 years, theinitial 10 yearswith NIAC and the last
year with the Royal Sundaram Alliance Private Limited (RSA).
The three main stakeholders— ACCORD, AMS and ASHWINI,
manage the AAA CHI programme.

Asthe NIAC package did not meet all the needs of the adivasi
community, AAA introduced some changes to make it more
acceptable to the community. Thusthe AAA CHI should be seen
at two levels— one provided by the NIAC to AAA and the other
by AAA to the adivasi community. The AAA CHI is depicted
in Figure 1. The basic elements are as follows:

The community: Only adivasisresiding in Gudalur taluk who are
AMSmembersareeligiblefor thescheme. Thereareabout 12,000
plus AMS members, of which only those between six months
to sixty years are eligible to enrol as per the NIAC guidelines.
These adivasis are traditionally hunter-gatherers and have been
classified by the Government of Indiaas* primitivetribal groups
because of their pre-agricultural economy, low literacy rates and
dwindling population. Today most of them are engaged as

Box: The Objectives of AAA Community Health
Insurance Programme

1 Toaccess health care with dignity by not depending on charity or
handouts.

2 Toencourage health seeking behaviour by offering comprehensive

health care with minimal payment at the time of the use of

services.

To enhance the feeling of solidarity among members of AMS.

To protect AMS members from catastrophic health expenditure.

To enhance the feeling of ownership of the health programme

among members of AMS by contributing towards their own

health care.

6 To provide a stable income for the Adivasi Hospital.

a s w

3190

Figure 1: Design of AAA Community Health Insurance
Programme
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casual labourers in the tea estates and earn an average of about
Rs 1000 (US$22) per family per month. This income has been
threatened in the past three to four years, due to the fal in tea
leaf prices.

The premium: The premium hasto be seen at two distinct levels.
In 1992, ACCORD negotiated with NIAC toinsure al the AMS
members for a period of five years. This enabled AAA to avail
of thelong-term discount aswell asgroup discount. Additionally,
the AAA limited the benefit package to a maximum of Rs 1,500
per person per year. All this reduced the annual premium from
Rs 48 to Rs 13 per person per year. As the adivasis were not
able to pay the lump sum of Rs 260 per household (equivalent
to a quarter of their monthly income), AAA negotiated the
following package with them. ACCORD agreed to pay theentire
amount upfront to NIAC. Theadivasi community agreed to repay
this amount as annual instalments to ACCORD. The AMS took
the responsibility of collecting the premium.

ACCORD thus paid the premium of Rs 65 per adivasi and
covered 5,995 adivasisin the first round. The lump sum amount
of Rs 3,86,318 was provided by CEBEMO, a Dutch funding
agency. New members who joined subsequently were enrolled
on apro-ratabasis. The scheme was renewed in 1997 for another
five-year period; once again CEBEMO/BILANCE helped meet
the lump sum payment of Rs 523,110 to insure 9786 tribals for
five years. In 2002, NIAC hiked the premium by a substantial
amount, so AAA approached Royal Sundaram Alliance Private
Limited. They agreed to provide hospitalisation coverage upto
alimit of Rs 1000 for a premium of Rs 20 per person per year.
The AM Smembershavebeeninsured for ayear from 2003-2004.

Intheinitial years, asinsurancewasanew concept, thepremium
was heavily subsidised. In 1992, no premium was collected from
the community. In 1993, AMS members were asked to repay
at Rs 4 per person. In the next year, this was raised to RS 6 per
person, and in 1995 Rs 8 was collected. Thus by the year 1997,
theentireannual premium amount wasbeing paid by theadivasis.
In the subsequent years, the premium amount was raised and in
2002 they paid Rs 22 per person. Thus while AAA insured the
tribals en masse with aformal insurance company and paid their
premiums for five years, the tribals repaid this premium on an
annual basis.
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The premium is a community rated one and the unit of en-
rolment is the individual. It is usually collected once a year
between December 5th (Adivas day) and April 15th (Vishu).
These dates are important on the tribal calendar and coincide
with the coffee plucking season, when the demand for labour
ishigh. Whileinitialy the AMS leaders and the ACCORD staff
went from house to house to collect the premium, today a
considerable part of it is collected at central collection points.
Aninsurancecard, withdetailsof name, age, gender, villagename
and the unique AM S membership number, is given annually to
those who repay. Thiscard isvalid for one year from April 15th
to April 14th of the next year.

The money gathered at the collection centres aswell as details

of those insured is handed over to the hospital accountant once a
month. At the end of the collection period, AAA sharesthe infor-
mation about premium collection with the adivasi community,
including villagewise details about numbers insured and the
amount collected. Thedetailsof AMSmembersenrolled by AAA
and those who have repaid annually are shown in Figure 2.
Theinsurers: AAA reinsures the tribals with aformal insurance
company, who isthe primeinsurer of this scheme. From 1992 to
2002, it was the New India Assurance Company (NIAC) and in
2003, it was the Royal Sundaram Alliance Private Limited. This
reinsurancemechani smincreasestherisk pool for the community.
The providers: ASHWINI is the main provider of heath care.
Asstated earlier, it hasanetwork of health centresand ahospital.
It refers patients to tertiary centres at Kozhikode or Coimbatore
when necessary. ASHWINI's staff are predominantly adivasis
themselves. It usesstrategieslike paying fixed salaries, and using
essential drugsand standard treatment gui delinesto keep thecosts
low. The average hospital bill is about Rs 750 per patient per
episode of illness (2001). Less than 10 per cent of claims cross
the Rs 1,500 limit. Also the adivasi management committee
ensures that the care provided is acceptable to the community.
While the health centres are open only for adivasi patients, the
hospital admits non-tribals aso. The non-tribals pay a fee for
service, which is higher than the actual costs and helps cross-
subsidise some of the services for the adivasis.
The benefit package: The benefit package has to be viewed at
two levels. A package provided by the insurance company to
AAA and another (more comprehensive) provided by AAA to
theadivasis. NIAC assured only hospital carewith an upper limit
of Rs 1,500 per patient per year. This included most common
ailments but excluded pre-existing and self-inflicted illnesses as
well as diseases due to substance abuse. Deliveries and family
planning operations were initially excluded. However, while
renewing the policy in 1997, AAA managed to include the first
two deliveries and family planning operations into the benefit
package. All admissions were to be for more than 24 hours and
in the ASHWINI hospital. In 2003, RSA maintained the same
benefit package, but the maximum limit was reduced to Rs 1,000
per patient per year. Only psychiatric illnesses were excluded
and reimbursement is through an indemnity mechanism.

In 1992, there was additional coverage for damage to hut and
personal accident coveragefor thehead of thehousehold. However,
thiswasremoved in 1997 as AM Sfelt it was not very beneficial.
This further reduced the premium.

While this was the benefit package provided by the insurance
companies, AAA offered a more comprehensive package to the
adivasi community. For thosewho repaid the premium, outpatient
(OP) services(including medicinesand diagnostics) at theAdivas
Hospital wereprovided for asmall co-payment of Rs10 per visit.
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Figure 2: Number of AMS Members Insured with Formal
Insurance Company and Members Who Repay Annually
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Therewere no exclusions for hospitalisation. And there were no
upper limits. Alsotheinsured patient did not haveto pay anything
at the time of discharge. The non-insured patient had to meet
thecost of OPmedicinesand pay Rs100for every hospitalisation.
ASHWINI aso provides promotive, preventive and basic
curative care through its network of voluntary health workers
(VHWSs) and health centres. This benefit is provided to al AMS
members, irrespectiveof their insurancestatus. ASAAA provides
comprehensive care it encourages people to live a healthy life
and to seek care at the earliest when ill so that problems are
addressed close to home, at the area centre or at the hospital.
This cuts down morbidity and expenses. While theoretically the
patient has to be referred by the health centre for admission, in
reality thisis not adhered to very strictly. Thus while the formal
insurance company provides a hospitalisation package, AAA
uses its resources to provide a more holistic cover. External
resources, aswell astheprofitsgenerated from non-tribal patients
meet the difference in the benefit package.
Claims and reimbursements. Claims and reimbursements are
simplified considerably. At the end of hospitalisation, three
copies of the hospital bill are made. One copy is handed over
to the patient (but the patient does not pay any amount). The
second copy is kept for records and the third is forwarded by
ASHWINI to the insurance company (on a monthly basis). Any
hospitalisationfor anexcludedillnessisnot claimed by ASHWINI.
Similarly claims are made only to a maximum of Rs 1,500. The
insurance company in turn reimburses ASHWINI on a regular
basis, usualy after a lag time of three to six months. The
reimbursement rates have been in the range of 95-100 per cent.
The administration: ACCORD, AMS and ASHWINI mainly
administer the AAA CHI. ASHWINI and ACCORD field staff
aswell asthe AMS leaders collect the premium. The field staff
has other work and collecting premium is an additional respon-
sibility that they have undertaken. The AM Sleaders do the same
on avoluntary basis. A system of receipts and strict accounting
measures prevents fraud. The ASHWINI accountant processes
the claims and submits it to the NIAC/RSA. The patient does
not have to provide any documentation, except to bring along
the insurance card at the time of admission. Feedback to the
community is provided by ACCORD/ASHWINI every year.
Risk management: Adverse selection is kept to a minimum by
encouraging thefamily to enrol asaunit and by having adefinite
collection period. Moral hazard is also minimised by asystem of
co-payments. Also the indirect costs of transport, food and loss
of wagesareasignificant barrier to unnecessary hospitalisations.
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Figure 3: Average Cost of Admission for Insured Patients
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Paying the provider a fixed salary rather than a fee for service
hel pscontain provider induced moral hazard. Figure 3 shows how
the average cost per patient has remained steady over theyears.
Cost recovery: This health insurance programme has been func-
tioning over the past 12 years. It has mobilised revenue from
both the community and donors. Table 1 shows the sources of
income and expenditure in the year 1999-2000. Sixty per cent
of hospitalisation costs are recovered through the insurance
programme. However, thisis a slight overestimate, as one aso
needs to factor in the outpatient and administration costs and
unfortunately these figures were not available. The difference
in the claims and reimbursements are mainly due to exclusions
and also because 58 of the claims exceeded the Rs 1,500 limit.
Donorsand crosssubsidy from non-tribal patientsmeet thedeficit
of Rs 2.36 lakhs.

Performance vis-a-vis Utilisation
of Hospital Services

Hospitalisation was assessed from hospital records. The
hospitalisation rate among those who have repaid the premium
and those who have not paid the premium is shown in Figure 4.
As can be seen, the insured use the hospital four times more than
the non-insured. This was higher in the initial years, but has
stabilised over the past years. Admission rates by distance show
a gentle curve (Figure 5). There appears to be an increased
utilisation of hospital services by those living in the middle
distance. Table 2 shows the top five reasons for admission in
both the insured and non-insured populations. The main reasons
for admission in both groups are communicable diseases —
respiratory and gastrointestinal infections. Deliveries and asso-
ciated illnesses are another major reason for admission. And
finally the admission rates by income quartiles are given in
Table 3. From thistable it appears that the utilisation is uniform
in the three lower quartiles.

Discussion

Very few Indians are protected by any form of social
security, especially health insurance, and most patients are
forced to pay from their pocket to access quality care. This
financial barrier lowers access to health care. Health insurance,
by its pre-payment and risk pooling mechanisms, theoretically
reduces the financial barriers, thereby improving access. One of
the main functions of health insurance is to increase access to
health care [Kutzin 1998].

Unfortunately inIndia, only about 10 per cent of the population
(and that too, employees of the formal sector) are covered under
any form of health insurance. However, voluntary organisations
have been developing mechanisms to insure the poor in the
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informal sector against high cost health events. Currently there
are more than 20 such schemes. These ‘community health in-
surance schemes are small ventures organised by voluntary
organisations and encourage people to pre-pay for future health
events. This results in risk pooling — between the healthy and
the sick. While there have been various descriptive narrations
about these CHIs [Ranson 2003], their performance has rarely
beenassessed. SEWA (in Ahmedabad) isoneexception, where the
effect of insuranceonutilisation of health services[Ranson 2001],
catastrophic health expenditure[Ranson 2002] and quality of care
[Ranson et al 2003] have been studied. In these studies, the author
concludes that there is not much increase in utilisation of health
service due to insurance, that insurance has a protective effect
against catastrophic health expenditure and that insurance does
not ensure better quality of care.

In this article, we look at just one aspect of performance —
utilisation of health services. Thereappearstobeahigher utilisation
of health care by those insured in the AAA CHI programme.
From the data, it is clear that those who have subscribed to the
insurance programme have used the hospital services much more
than the non-insured. Considering the poverty of this population
and the relatively high cost of hospital services, this AAA CHI
seemsto haveovercomethefinancial barrier to accessing hospital
care. It's effect is even seen over geographical distances. The
data on admissions by distance shows that the gradient is rela-
tively gentle, indicating that health insurance was able to over-
come some of the normal effects of distance on utilisation. What
issurprising isthat those who access health care the most, appear
to be those residing in the middle distance — within 5-35 kms.
This is surprising but may be explained by the fact that people

Table 1: Cost Recovery of Community Health Insurance
Programme, 1999-2000

Income (Rs) Expenditure (Rs)
Premium collected from Premium paid to the NIAC for

4649 tribals @ Rs 15 per 11585 tribals @ Rs 13 per

person per year. 69,735 tribal per year. 1,50,605

Reimbursement from the
NIAC for 586 patients
Total

Cost of treating 657 insured
2,76,467 patients @ Rs 658 per patient. 4,32,306
3,46,202 Total 5,82,911

Table 2: Admission Patterns among the Insured
and Non-insured, 1999

Diagnosis Number of Insured Admitted Number of Non-Insured Admitted
(Percentage of all Insured (Percentage of all Non-Insured
Admissions) Admissions)

Acute lower respiratory

infections 93 (14.6) 49 (22.9)
Deliveries 74 (11.6) 29 (13.5)
Diarrhoea + Dysentery 55 (8.6) 23(10.8)

Injuries 37 (5.8) 14 (6.5)
Typhoid fever 33(5.2) 3(1.4)

B 27 (4.3) 13 (6.5)

Table 3: Hospitalisation Rates per 1000 Adivasis
by Economic Status

Economic status Total Population* Insured Non-Insured
Q1 410 68.3 34.1
Q2 7460 51.3 19.6
Q3 3180 69.2 12.6
Q4 644 12.4 15.5
* Source: Census of India 1991.
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Figure 4: Admission Rates at the ASHWINI Hospital
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who live nearby access the services early enough and so do not
need hospitalisation.

The utilisation rates of health services are much higher, than
those documented in India [NSSO 1998]. One explanation for
this here could be adverse selection or patient induced moral
hazard. Adverse selection would imply that people who have a
higher probability of illness (e g, those suffering from chronic
illness) insure at a higher rate as compared to others. A proxy
indicator for this would be the average length of stay — which
would be higher among patients with chronic illnesses than with
others. However, Figure 6 clearly shows that thisis not so. The
insured have a lower length of stay (mean = 3.92 days) as
compared to the non-insured (mean = 4.50 days). Thisisfurther
reinforced by the top five reasons for admission, which indicate
that both the insured and the non-insured appear to have similar
illnesses. Thus adverse selection may be ruled out to a certain
extent. This is understandable considering that steps have been
introduced in the design to prevent adverse selection. Moral
hazard by the patient may be a possibility, though the indirect
costs (transport and food) are so high, that it should effectively
pre-empt patients from unnecessarily seeking health care. The
lower length of stay among the insured aso indicates that they
may be seeking health care earlier and so getting cured earlier.
This would be one more argument to indicate that health insur-
ance does improve access to health care.

While African studies have shown that CHIs have increased
access to health care [Criel et al 1999, Baeza et a 2002, Atim
1998], a study from India showed that there was no such effect
[Gumber and Kulkarni 2000]. This current study thusisthefirst
to show a positive impact of CHI on utilisation of services in
India. Thisis all the more important if one keeps in mind that
the community isone of the poorest —adivasisin aremote corner
of the country.

One of the other achievements of the AAA CHI has been the
ability to mobilise community resources. The AAA hasbeenable
to tap into the enormous socia capital that is available in the
community. Volunteers have helped with time and staff have
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contributed by taking on extra responsibility. Sixty per cent of
the hospitalisation costs of insured patients have been
recovered through theinsurance programme. Thisisasignificant
amount. Unfortunately, accurate figures on the outpatient and
the preventive care programme were not available. This would
have given a more precise idea about the exact cost and the
subsidy required. This has policy implications as it can spell
out the per capita subsidy required to make a CHI financially
sustainable.

Healthinsuranceisconsidered to be an equitableform of health
financing. While private health insurance has the potential to
increase inequities [Mahal 2002], CHI by itslimited risk pooling
does not enhance equity either. While there is risk pooling
betweenthehealthy andthesick, thereispractically nonebetween
the rich and the poor. This is because the target population are
the poor only. This can be rectified if other sections of society
are enrolled into the CHI. This would of course mean catering
to the needs of a more varied section of society, which hasit’'s
inherent problems. Another way to enhance equity is through
reinsurance, wherein aformal insurance company amal gamates
smaller and dedicated risk pools. This is what was done in the
AAA CHI. Theadivasi risk pool was enlarged by linking it with
the NIAC's pool.

While the AAA CHI seems to have increased access to care,
we describe here some of the determinants for this performance.
One major determinant is that the CHI was introduced within
the context of an overall development intervention. ACCORD
was engaged in various development initiatives and the CHI was
part of this. It was also built on the existing foundation of
solidarity; the AMS had initiated a movement in which adivasis
supported each other in times of need. The CHI was thus seen
asanintervention wherethehealthy assisted thesick. Andfinally,
the AMS was involved from the beginning in the design and
implementation of the AAA CHI. So there was a sense of
ownership, which helped sustain the programme over the years.
In fact the CHI grew out of afelt need of the adivasi community
to contribute towards hospital expenses. While other voluntary
agenciesor hospitalsmay not havethisluxury, they could piggyback
health insurance activities on existing group activities, e g, micro
credit or the cooperatives.

The second issue was one of affordability. While the initial
package was beyond the reach of this poor community, nego-
tiations helped in making it more affordable and allowed the
community to contribute regularly. This was further assisted by
the initial subsidy until the community became aware of health
insurance and its benefits. One worrying aspect about the adivasi
subscription is that only about 40-50 per cent of the AMS
members have enrolled at any point in time. And over the years,
thishasbeen reducing. Discussionswith the staff and community
reveal various reasons. One of the reasons stated is the steadily
worsening local economy: it has resulted in a diminished cash
flow. The other reason istheissue of distance. Those who reside
further away from the hospital find that the indirect costs of
transporting a patient to the ASHWINI hospital offsets any
benefit obtained from insurance.

Y et another reason for the programme to ‘succeed’” was the
creation of abenefit package that suited the needs of the people.
While the NIAC benefit package was a typical “Mediclaim”
package, AAA added further elements to it to make it more
comprehensive: free outpatient care at the hospital, removal of
exclusions, cashless hospitalisation and no upper limit. All of
these helped make health insurance more acceptable. While
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Figure 6: Average Length of Stay among Insured
and Non-Insured Patients, Admissions 1999
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economists may query the financial logic of having a small
premium with a large benefit package, one needs to see health
insurance not just from an economic point of view. Health
insurance playsimportant health system functionsal so: increased
access to health care and the protection of households from
impoverishment at the time of illness [Kutzin 1998]. Thus for
a CHI to be effective, it is imperative that the benefit package
istailored to meet the needs of the community. And ideally the
providers should be acceptable to the community, in the case
of the AAA CHI, the AM S managed the health programme. This
plus the high quality of care provided by the programme made
it very acceptable to the adivasi community.

One of the pillars of any CHI is the administration. Village
volunteers, using existing community platforms, create aware-
ness about insurance and collect the premium. The claims and
reimbursements are managed with minimum documentation.
However, thisdoes not mean that the administrationislax —strict
accounting and review processes ensure that fraud is practically
absent. Regular feedback and transparency ensures that the
individual is aware of the purpose that his’her contribution was
used for.

One of themajor limitations of this study isthat werelied only
on secondary datafromthe Gudalur Adivasi Hospital. Thismeant
that we missed out on patients (especialy non-insured) who
sought carein other healthinstitutions. Thusthegapin utilisation,
between theinsured and the non-insured, isactually smaller than
portrayed here.

Conclusions

The poor in Indianeed to be protected from high out-of-pocket
expenditures on health. A well-managed pre-payment system
with risk pooling is effective in removing financia barriers at
thetime of illness. This can increase accessto care, an important
step towards improving the health status of households. Com-
munity health insurance is an innovative method to extend
social protection to excluded groups. However for this to
happen, community health insurance needs to start on the foun-
dation of solidarity, to have an affordable premium, an appro-
priate benefit package and a minima administrative burden.
Provision of health care is a major issue, and the agency needs
to negotiate with the providers for measures to contain cost and
maintain quality. &l
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Note

1 Community Health Insurance is defined as “any not-for-profit insurance
scheme that is aimed primarily at the informal sector and formed on the
basis of a collective pooling of health risks, and in which the members
participate in its management” [Atim 1998].
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