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1. INTRODUCTION: CONTEXT, OBJECTIVES AND
METHODOLOGY

Introduction
The health policy of the Government of Karnataka emphasises ‘equity, integrity and
quality in health care’. To this end, the State government has sought to initiate and
promote health insurance schemes that target the disadvantaged sections of society.
Considering the implications of health for poverty and well-being and vulnerability of the
poor to health shocks, the state government sponsored health insurance schemes can
mitigate the adverse effects of ill health substantially. Medical services and surgical
procedures entail enormous expenditure, a significant proportion of which is likely to be
out-of-pocket expenditure (Rajasekhar, Suchitra and Manjula, 2008). Health shocks can
therefore deal a crippling blow to below poverty line households and those on the fringes
of impoverishment.

In order to address these issues, the health policy of the Government of Karnataka has
noted that “pilot studies will be undertaken and encouraged to experiment with innovative
health financing schemes such as community financing and social insurance, with
particular focus on the rural and urban poor. Health insurance will be promoted” (GoK
2004: 20-21).

The various departments of the Government of Karnataka are already implementing
schemes that address the costs of health care and reimbursement of medical expenses.
Three such schemes are important in terms of geographical coverage and budgetary
allocation. These are ‘Yeshasvini’, Rashtriya Swasthya Bima Yojana’ and the ‘Vajpayee
Arogyasri1’. There are also other small schemes introduced by the other departments,
which address the health emergencies of the poor. For instance, the ‘Construction
Workers’ Welfare Fund Scheme’ implemented by the Department of Labour is one such
scheme. ESIC provides health cover to organised workers. The Chief Minister’s Relief
fund, Student’s Benefit Fund and Teachers’ Benefit Fund are a few among other such
programmes that supplement these efforts. In addition, medical and hospital expenses of
1

Yeshaswini and Vajpayee Arogyasri schemes are state sponsored schemes, while RSBY is a central
government scheme with cost sharing between central and state in the ratio 75:25, respectively.

1

government employees are reimbursed by the state government. We should also take note
of private initiatives.

Households on their own obtain insurance cover from private

insurance companies. A few NGOs have also been supplementing health insurance
schemes especially in the malnad region.

The introduction of three health insurance schemes of RSBY, Arogyasri and Yeshasvini,
aimed at addressing the health needs of the poor, by different departments in the state
raises the issue of duplication.

If one takes the other arrangements made by the

government to meet health expenses incurred by the staff and organised sector workers,
the situation becomes complex. Added to these, there are private initiatives. It is in this
context that this study is undertaken for the Planning Department, GoK. Although there
are a number of schemes, we seek to examine the major health insurance schemes
introduced by the Government of Karnataka in line with its stated health policy. In the
following Section, we present some details on the three schemes, namely, ‘Yeshasvini’,
Rashtriya Swasthya Bima Yojana’ and the ‘Vajpayee Arogyasri’, to examine their design
and raise study questions. The Planning Department was keen to study Arogyasri and
RSBY despite that these two schemes were just introduced at the time of initiation of this
study as it was felt that this would provide early evidence and lessons on the study
questions.

The Yeshasvini Scheme
The Yeshasvini Co-operative Farmers Health Care Scheme (YCFHCS) was introduced by
the Karnataka State Co-operative Department in the year 2003. Members of all rural cooperative societies are eligible to enrol themselves in the scheme and the scheme has been
extended throughout the state. The scheme has a membership base of 30.47 lakshs2.
Enrolment in the scheme is voluntary; however, in the initial years, this was automatic by
virtue of co-operative societies paying premiums on behalf of members and thereby
enrolling them in the scheme. It was expected that the members are issued photo ID cards
post-enrolment through the co-operative society. However, this has not been uniformly
done; the current practice is to show the premium payment slip along with registration slip
signed by the Secretary of Cooperative Society at the hospital for treatment. This forms

2

This data was accessed on May 5, 2011 from the official ‘Yeshaswini’ website
http://yeshasvini.kar.nic.in/achieve.htm

2

the basis for identification of membership at the 449 network hospitals empanelled under
the scheme. Cashless transactions are thus facilitated at the network hospitals.

The scheme is operated on a Public-Private Partnership basis. Until recently, Family
Health Plan Limited operated as a Third Party Administrator. The current TPA is Medi
Assist India TPA Pvt Ltd. The Government contributes a subsidy of Rs. 30 per annum per
individual while the Member’s contribution, constituting the premium amounts to Rs. 150
per annum. The limit for insurance cover is Rs.2 lakh per annum per individual, with a cap
of Rs. 1 lakh per surgery per individual; both restricted to one incidence per annum. The
Yeshasvini benefit package provides insurance cover for 1600 defined surgical procedures
and stabilization for defined medical emergencies. Maternity benefits and neo-natal care
are covered. A study conducted by NABARD Consultancy services in the year 2007
reveals that 60 per cent of the beneficiaries expressed satisfaction with the scheme.

Rashtriya Swasthya Bima Yojana (RSBY)
The Government of Karnataka introduced the RSBY, a Central Government scheme, in
the year 2009-10. The scheme is operated by the Department of Labour, Government of
Karnataka with the objective of improving “access of BPL families to quality medical care
for treatment of diseases involving hospitalization and surgery through an identified
network of health care providers”. In the first phase, the scheme was implemented in five
districts of the state viz., Bangalore Rural, Belgaum, Dakshina Kannada, Mysore and
Shimoga. Currently, there is a plan to extend this scheme to all districts of the state
gradually. Out of 338,931 BPL families in these districts as identified by the planning
commission norms, 157,405 have enrolled themselves in the scheme during the first year
of programme i.e. 2010-113. Enrolment in the scheme is on the basis of the identification
as a BPL family by the Department of Rural Development and Panchayat Raj,
Government of Karnataka as per the Planning Commission norms. Beneficiaries are issued
biometric smart cards, which facilitate identification at 179 designated network hospitals
in the state4. An IRDA registered third party administrator implements the scheme.

3

These statistics are based on data available from the official website of the Central Government on RSBY,
the link to which has been provided below. The data were accessed on April 9, 2011.
http://www.rsby.gov.in/statewise.aspx?state=29
4
Ibid.

3

The beneficiary has to pay an annual registration fee of Rs.30. The premium of up to
Rs.750 per annum is wholly subsidised by the Central and State Government on a 75:25
sharing basis. The limit for insurance cover is Rs. 30,000 per annum for a family of five
members, on a floater basis. The benefit package provides cover for hospitalisation and
day-care surgeries that do not require post-operative hospitalisation. All pre-existing
diseases are covered and there is a provision for transport allowance subject to a cap of Rs.
1,000 per annum. Cashless and paperless transactions are envisaged. Portability is ensured
through a novel provision for obtaining a split card in the event of a member’s migration
that can be used at any of the empanelled hospitals across the country. The RSBY,
conceived as a business model, claims to provide incentives to all stakeholders and
incorporates provisions to ensure transparency and accountability.

Vajpayee Arogyasri
The Department of Health and Family Welfare, Government of Karnataka, introduced the
Vajpayee Arogyasri scheme in February 2009. Modelled on the successful ‘Aarogyasri’
scheme of the Andhra Pradesh Government; it seeks to provide universal insurance
coverage to BPL families (up to 5 members) in rural and urban areas of Karnataka. It
expects to cover a population of 78 lakh families in a phased manner. It was first
implemented on a pilot basis in 5 districts of the Gulbarga division viz., Bidar, Gulbarga,
Yadgir, Raichur, Koppal and Bellary. Subsequently, it was extended to Belgaum division
as well. The Government has stated that the scheme will be extended to all districts of the
state in 2011-12. Enrolment and identification is done on the basis of the ration cards
issued by the Food and Civil Supplies Department. Although beneficiaries are to be given
photo ID cards to facilitate identification at network hospitals at a later stage, this has not
been done and ration cards are used for the purpose of identification.

The scheme covers tertiary care through network hospitals for catastrophic illnesses.
Hospitalisation, surgeries and therapies that are covered include Cardiovascular diseases,
Cancer treatment (Surgery, Chemotherapy and Radiotherapy), Neurological diseases,
Renal diseases, Burns, Poly trauma cases (uncovered by Motor Vehicle Insurance). It also
covers pre-existing diseases. The premium of Rs. 300 per annum per household is wholly
subsidised by the Government of Karnataka or the Arogyasri Trust.

The limit for

insurance cover is Rs. 150,000 on a family floater basis with an additional buffer of Rs.
50,000 for a family of five on a case-to-case basis. Cashless treatment is envisaged. The
4

implementing agency is an IRDA registered Third Party Administrator, i.e., Family Health
Plan Limited.

The main thrust of this scheme is on making super-specialty treatment accessible to the
BPL population. The Government has issued a specific instruction to the implementing
agency that beneficiaries under the RSBY and Yeshasvini scheme must not be targeted to
prevent overlapping.

Researchable Issues
An examination of the design features of the three major health insurance schemes and a
review of available literature raises the following questions:

Overlapping objectives, target area and target group
The three schemes discussed above have overlapping objectives and focus. All of them
seek to provide health protection to the poor, although there is some variation in the type
of protection. Yeshasvini provides primarily surgical coverage, while Arogyasri provides
tertiary care. RSBY provides secondary care. As noted earlier, there are also small
schemes that have been started by different departments. Is it desirable to have different
health insurance schemes having overlapping objectives? What problems are created at the
ground level due to this?

Another issue is the overlapping target area. There was an understanding between RSBY
and Arogyasri in 2010-11 in so far as the target area is concerned. As per this, Arogyasri
will be implemented in Gulbarga division, while RSBY in districts outside this division.
But, Yeshasvini is implemented in all the districts and overlaps with the RSBY and
Arogyasri. Added to that, both RSBY and Arogyasri are likely to be implemented in the
same districts in 2011-12. The target group covered is also overlapping. The extent to
which the beneficiaries differ for each of these schemes needs to be understood to examine
the overlapping of the target group, and ground level problems faced by the people and
implementers on account of this.
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Cost benefit analysis
The costs borne by the government and people vary across the schemes. So also the
benefits provided under each scheme. There is, therefore, a need to undertake an analysis
of costs borne, and benefit accrued to beneficiary households.

Implementation of the schemes
Questions that arise with regard to the implementation of the scheme are the following:

What are the procedures and processes involved in each of the three schemes? What
processes have been followed in the enrolment of beneficiaries? What process and
procedure are adopted by the beneficiaries in approaching the empanelled hospitals and
obtaining benefits under the scheme? To what extent are beneficiaries aware of and
satisfied with the provisions of the scheme? Do network or empanelled hospitals expect or
take money from patients for any of the processes involved? How and to what extent are
cashless transactions facilitated at network hospitals? What has been the process and
procedure followed for the empanelment of hospitals?

The Study
In order to address the above questions and assist the state government in arriving at
informed decision-making on health insurance for the poor in Karnataka, a comparative
study was undertaken for the Planning Department.

Objectives of the Study
The overall objective of the study is to gain a comprehensive understanding of the three
major health insurance schemes in Karnataka and compare these to explore possibilities
for convergence and synergy. The specific objectives of the study are to:
•

Undertake a desk study to analyse and compare the health schemes for the
purpose of identifying the success of the schemes, areas of convergence and
duplication;

•

Compare benefit obtained by the beneficiaries and cost incurred by them;

•

Examine health insurance schemes, both government and private, to learn from
the best practices through desk study;
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•

Undertake a primary survey of households benefiting from the three schemes to
examine the issues of awareness, enrolment, utilisation and satisfaction levels
among beneficiaries; and,

•

Formulate relevant recommendations regarding the design and implementation
of health insurance schemes implemented by the State Government.

Methodology
The study consisted of two methodological processes. The first process is to study and
document the existing information available with the implementing departments, from
evaluation studies, etc. This process includes the scanning of project documents to study
the design, implementation procedures and guidelines. The main purpose of this desk
analysis is to find out whether it is possible to bring some convergence by looking at the
strengths and weaknesses in these schemes.

The second part consisted of undertaking field visits in three districts, namely, Shimoga,
Bangalore Rural and Gulbarga.

These districts are selected because Shimoga and

Bangalore Rural have provided an opportunity to study Yeshasvini and RSBY, while
Gulbarga allowed us to compare Arogyasri and Yeshasvini schemes in the same setting.
Although RSBY was implemented in five districts, the districts of Shimoga and Bangalore
Rural were selected on the basis of agro-climatic and economic features. While the former
represents the features of hilly region and assured irrigation, the later represents features of
dry-land cultivation and proximity to Bangalore city. The main purpose of the field visits
has been to analyse the performance of these schemes in terms of providing awareness,
enrolment and provision of benefits, and also to assess satisfaction levels among
beneficiaries.

We have randomly selected 60 villages from three districts (18 from Bangalore Rural, 20
from Gulbarga district and 22 from Shimoga district) to analyse the study questions. We
have covered all the taluks (in all 18) from three districts. Table 1.1, which provides talukwise distribution of sample villages, shows that the sample villages have spread out in all
the taluks and thus, the fieldwork was extensive. In addition, interviews were held with the
selected empanelled hospitals. The survey was undertaken in the second quarter of the
year 2011.
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Table 1.1: Taluk-wise Distribution of Sample Villages
District/ Taluk

Number of sample villages
Bangalore Rural

Devanahalli
Doddaballapur
Hoskote
Nelamangala

6
3
6
3
Gulbarga

Afzalpur
Aland
Chincholi
Chitapur
Gulbarga
Jevargi
Sedam

2
3
2
2
5
4
2
Shimoga

Bhadravathi
Hosanagara
Sagar
Shikaripura
Shimoga
Soraba
Theertha Halli
Total

3
2
2
4
3
6
2
60

The following procedure has been adopted to select sample households. In the case of
RSBY, we have obtained the list of households identified as BPL by the RDPR in 2002-03
from the Department of Labour and randomly drawn a sample of 15 households from each
of the sample villages. It is to be noted that this list has been used by the government to
target RSBY benefits.

In the case of Arogyasri, the local office at Gulbarga made

available the list of households having BPL ration cards in all the villages. From each
village, we have drawn a random sample of 15 households. In the case of Yeshasvini, the
Bangalore office provided the society-wise list of Yeshasvini members.

Since the

sampling unit for the study is village, we made an attempt to approach secretary of
Primary Agricultural Credit Cooperative Societies (PACCS), which is also called as
VSSN in Kannada or Milk Producers Cooperative Society (MPCS) to obtain the list for
each sample village in Bangalore Rural. But, since this caused enormous delay, we
approached the local office of Yeshasvini for the list. It was, however, found out that local
offices also did not readily have the village-wise list of Yeshasvini beneficiaries. The
Shimoga office did make an attempt to obtain the list from each secretary; but, could not
manage before the fieldwork was undertaken. Hence, we had to approach secretaries of
cooperative societies for the list. In Gulbarga, the list for a few villages has been provided
in advance to us; but, since this list consisted of wrong entries in most of the villages, we
were compelled to collect the list from the secretary of cooperative society in each village
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to draw random sample of households. As a result, the field team had to spend a couple of
more days in each of the sample districts. We have selected a sample of 15 households if
the total number of registered households was more than 15. If the number of registered
households was less than 15, then we have covered all of them.
The total number of households covered for RSBY scheme was 377 from 40 villages in
Bangalore Rural and Shimoga districts, while it is 552 for Yeshasvini from 60 villages in
all the three districts5. For Arogyasri, we have covered 303 households from 20 villages in
Gulbarga district. Thus, while 15 households were covered, on an average, for Arogyasri,
the same could not be done in the case of Yeshasvini and RSBY for the following reason.
The total number of households having membership in Yeshasvini was nil or fewer than
five in many sample villages.

In the case of RSBY, the migration of households,

identified as BPL in 2002-03, contributed to less coverage of households especially in
Bangalore Rural. This issue is discussed further in the respective chapters.

Organisation of the Report
After this introductory chapter, we will provide secondary source review on existing
health insurance schemes in Karnataka. In Chapter 3, we provide the profile of selected
villages from the three study districts. Chapters 4 to 6 are devoted to RSBY, Yeshasvini
and Arogyasri, respectively. In each of these chapters, we will discuss processes and
outcomes relating to awareness provision, enrolment and utilisation of the health insurance
schemes. In Chapter 7, we take up a comparative analysis of the three schemes.
Conclusions are provided in the final chapter.

5

We are aware that the small sample size will raise questions on whether this is representative of large
number of households covered by each of these schemes. We, however, argue that the sample is drawn
randomly from three different geographical zones and findings emerging from the study are robust enough to
learn from the experience and to take corrective measures.
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2. HEALTH INSURANCE SCHEMES IN KARNATAKA: A
SECONDARY SOURCE REVIEW
INTRODUCTION
In this chapter, we undertake a secondary source review of the three selected schemes for
the purpose of identifying the areas of convergence and overlapping. We also aim to
provide the details on each scheme covering the objectives, target group covered,
arrangements made in each scheme on providing awareness, enrolment and utilisation. For
this desk review, we have primarily depended on documents such as literature brought out
by each scheme, evaluation studies carried out and published material, if any.

It needs to be noted, however, that the review was carried out in the first half of 2011 and
the documents that were available at that time were considered. Since then two types of
changes could be seen. First, there were changes in the schemes themselves. We have tried
to mention these in the report to the extent it is possible. But, it is possible that e have not
carried out all the changes that have been carried out in the last couple of years. Second,
new documents (published and unpublished) have also been produced especially in the
case of RSBY. We have made an attempt to include references to published sources but
we may have missed several unpublished documents.

This review is presented in five sections. After this introductory section, we will discuss
RSBY, Vajpayee Arogyasri and Yeshaswini in Sections 2 to 4, respectively. In the last
section, a comparative analysis of these schemes in terms of objectives, key benefits,
coverage, and other parameters has been undertaken.

RASHTRIYA SWASTH BIMA YOJANA (RSBY)
RSBY was announced by Prime Minister Manmohan Singh in August 2007, but the
scheme came into existence in Karnataka only from 2010 onwards. The aim of the scheme
is to ‘improve access of BPL [Below the Poverty Line] families to quality medical care for
treatment of diseases involving hospitalization and surgery through an identified network
of health care providers’ (RSBY 2009). In the second phase started from October 2011,
households working for more than 15 days in MGNREGS and urban poor have been
covered in Karnataka.

10

The scheme provides for annual cover of up to Rs 30,000 per household on floater basis
for a family of five. The policy covers hospitalisation, day-care treatment and related tests,
consultations and medicines, as well as pre- and post-hospitalisation expenses, for about
700 medical and surgical conditions and procedures. Pre-existing conditions are included.
The other benefits include maternity care and provision for transport allowance subject to
a cap of Rs 1000 per year. However, expenses related to outpatient treatment are not
covered.

An insurance company, selected in a tender process, receives an annual premium per
enrolled household from the government. The premium, which cannot exceed Rs 750 per
household, is wholly subsidised by the central (75%) and state (25%) governments. The
beneficiary household only pays an annual registration fee of Rs 30.

Each BPL household can register up to five members under the scheme. The names, ages,
photographs and thumb impressions of enrolled members are stored on a smart card which
is issued to the household. Beneficiaries can obtain cashless treatment by presenting the
smart card at any participating (‘empanelled’) hospital. Hospitals are issued with the
technology required to access the data stored in the cards. Treatment costs are reimbursed
to the hospital by the insurance company according to fixed rates.

The scheme aims to improve poor people’s choice of care provider by empanelling both
private and public hospitals. There is also a provision for ‘splitting’ a card so that migrant
workers can avail of RSBY benefits from any empanelled hospitals in the country.

Implementation
In Karnataka, RSBY is administrated by the Department of Labour, while at the district
level it is the responsibility of a committee under the Deputy Commissioner. The
committee has members from the departments of Rural Development and Panchayat Raj,
Health, Education, Women and Child Development, Urban Development and Public
Information. The committee also consists of a high-ranking police official, a measure
taken in anticipation of disputes over eligibility. The district’s senior-most labour officer
serves as the member-secretary of the committee and is referred to as the District Key
Officer.
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Following a tender process, the National Insurance Company was selected as the RSBY
insurance provider in Karnataka with an annual premium per household of Rs 475.28. The
tender document lists the procedures and conditions covered under the scheme.

An important issue was that the state government was keen to implement a health
insurance scheme for the poor, called Vajpayee Arogyasri. It was argued that
implementing both programmes would lead to wasteful duplication. However, it was
argued that since RSBY provides for secondary health care, whereas the focus of
Vajpayee Arogyasri is on tertiary health care, there would be no significant duplication. In
the end it was decided to implement Vajpayee Arogyasri only in northern districts, while
RSBY was implemented in five districts located in other parts of the state. The five
RSBY districts are Bangalore Rural, Belgaum, Dakshina Kannada, Mysore and Shimoga.
The original plan was to include Gulbarga, too. However, in this northern district RSBY
was eventually dropped in favour of Vajpayee Arogyasri.
Before the launch of the programme, three Third Party Administrators6 were appointed
between the five districts, and a smart card provider was chosen for each district. The
process of empanelling private and government hospitals was also started. However, the
number of hospitals empanelled by the end of 2009 was small, and initial interest came
mainly from private hospitals.

Households would be enrolled as follows. A road map would be drawn up with the date
and venue of enrolment camps for each village, and the details would be communicated
through gram panchayat secretaries, anganawadi teachers, etc. On the day, an enrolment
camp would be set up at a prominent place such as a school building or the gram
panchayat office. A village-level official (called Field Key Officer), a representative of the
insurance company and a representative of the Third Party Administrator would be
present. The village-level official would identify the beneficiary household, after which
photographs and fingerprints were to be taken of the household head and up to four other
household members. In order to overcome problems posed by power shutdowns and
computer/printer breakdowns, a backup computer, printer and power supply would be
available at each camp. Smart cards were to be distributed to beneficiaries on the day of
6

Third Party Administrators are responsible for enrolling beneficiaries, issuing smart cards, liaising with
hospitals, settling claims of health care providers and creating awareness.
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enrolment, along with a pamphlet containing details of the programme and a list of
empanelled hospitals.

Awareness on the scheme
It should be mentioned that Information, Education and Communication (IEC) activities
have been given emphasis in the design of RSBY. It has been explicit that the ‘State
government should take necessary steps for improving the awareness level by organising
different activities like health camps, etc., through State Nodal Agency (SNA) or
authorising the SNA to hire Civil Society organisations/ NGOs/ experts to improve
awareness and to facilitate access to health services’ (http://www.rsby.gov.in, accessed on
23 December 2010).

The understanding was that the insurance company would conduct and bear the cost of
awareness campaigns. It would provide wide publicity about the scheme by distributing
leaflets, placing posters at prominent places in the villages and so on. Hospitals would be
requested to conduct health camps once the enrolment process was complete.

As can be seen from Table 2.1, the scheme was implemented in four districts in February
2010 and in one district in March. Rajasekhar et al (2011) found that about 85 per cent of
RSBY beneficiaries have heard of the scheme. The level of awareness depended on
approach adopted to propagate the scheme. At least two different models were in
operation. One was to use anganawadi teachers. These were invited to a meeting and
briefly informed of the scheme. Each teacher was given a village-wise list of eligible BPL
households and was asked to provide these with information about RSBY benefits and
encourage them to sign up. The anganawadi teacher was asked to tell them when and
where enrolment would take place. In order to speed up identification and enrolment, she
was also asked to give each eligible household a pre-printed slip with the names of all
household members, which the household should in turn submit to enrolment officers on
the day of enrolment. She would be paid Rs 2 per enrolled household. Although it appears
that the anganawadi teacher did not in practice provide very good information on
objectives and range of benefits to eligible households, the system of spreading the
information on who is eligible, and date and place of enrolment worked very well. There
are several reasons for this: First, the anganawadi teachers with their regular activities
relating to Integrated Child Development Services and self-help groups often already
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knew the eligible households and had won their trust, especially the women. Second, the
incentive of Rs 2 per household is likely to have been a significant motivator for
anganawadi teachers whose salaries are around Rs 2500 per month.

The other main type of awareness-creating arrangement was to ask the secretary or bill
collector of the gram panchayat to inform eligible households of the scheme. In some
villages, information was provided through `tom tom’. This did not appear to have worked
well for several reasons: First, in these villages the eligible households were not given
slips with their names. Second, the enrolment date and venue was not always determined
in advance. Even where it was planned ahead of time, the dates were in many cases
subsequently changed without notifying the households. Third, the gram panchayat
secretary does not have as good a network as anganawadi teachers for the purposes of
providing information because of larger area of coverage.

Enrolment
Targeting has been a consistent problem in Indian poverty alleviation programmes. RSBY
seeks to overcome this by asking the state governments to provide the insurance company
with data on eligible (BPL) households. In earlier schemes, insufficient publicity and a
lack of prior notice regarding the dates of enrolment have come in the way of widespread
coverage. RSBY aims to overcome these problems by requiring that a roadmap for the
enrolment campaign in all the villages in a taluk or district will be prepared in advance,
and that advance notice of the enrolment team’s visit should be given in each village.

A list of eligible households is to be posted prominently in the enrolment station or village
by the insurer. The aim is to enable households to establish in advance whether they are
eligible for the scheme, so that they can plan whether to be present when enrolment team
visits the village. Smart cards should be issued on the day of enrolment. A local
government official should be present in order to facilitate the identification of
beneficiaries in the presence of the insurer. It should also be noted that annual registration
fee of Rs.30 is unlikely to deter many households from registering, and came in the way of
registration.

Even then, the enrolment has not been very impressive as per the information accessed
from the official website on April 9, 2011. Of 338,931 BPL households in these five
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districts, 157,405 (or 46.4 per cent) were enrolled in the scheme (Table 2.1). The ratio of
enrolment was the highest in Shimoga, followed by Dakshina Kannada, Bangalore Rural,
Mysore and Belgaum. Rajasekhar et al (2011) note that factors such as lack of prior
information on date and venue of enrolment, inability to attend the enrolment camp due to
pressing engagement, problematic BPL list, computer or power failure, and disruption at
the registration camp contributed to poor enrolment. Although there was a provision to
enrol into the programme if households could not register when the enrolment party
visited the village, Rajasekhar et al (2011) show that this did not happen.

Table 2.1: Enrolment Status in Karnataka

District
Bangalore Rural
Belgaum
Dakshina
Kannada
Mysore
Shimoga
Total

Enrolment
commencement
date
22.2.2010
15.2.2010
28.3.2010
24.2.2010
8.2.2010

% of
BPL households
Enrolment
Total
Enrolled
23757
12645
53.2
132000
52995
40.1
44276
110688
28210
338931

24234
49287
18244
157405

54.7
44.5
64.7
46.4

Hospitals
Empanelled
Private Public
20
5
24
28
26
15
28
113

15
6
12
66

Source: http://www.rsby.gov.in/statewise.aspx?state=29. Accessed on April 9, 2011.

Utilisation of the benefits
Certain design factors help the utilisation of RSBY benefits. On-the-spot issue of smart
cards allows the households to utilise the scheme right from the day of enrolment. The
insurance company should provide the enrolled household with a pamphlet containing the
following information: (a) a list of participating hospitals; (b) a summary of what is
covered under the policy; and, (c) a toll-free telephone number in each district from which
information on hospitals and benefits is available.

The Rs.30,000 level of cover is likely to be sufficient for a majority of households in a
given year. The wide cover provided by RSBY should make it attractive to utilise it: most
pre-existing conditions are covered, and there is a provision for reasonable pre- and posthospitalization expenses. The scheme is intended to be completely ‘cashless’ so that no
outlay is required from the patient. A smart-card based system facilitates identification of
beneficiaries and processing of client transactions. Apart from the smart card, the
beneficiary does not have to present any documents. There is a transport allowance of Rs.
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100 per event of hospitalisation, subject to an annual ceiling of Rs. 1000. A ‘split card’
provision aims to encourage utilisation by migrant workers and their families.

Table 2.2 shows that the claim ratio has been very low at 1.26 in the state as a whole. The
total number of households utilising the scheme was 1,979 as against 157,405 households
that have obtained the registration in the first year. The total estimated premium amount
paid to the insurance company was Rs.7.48 crores. But, the amount utilised was only
Rs.1.09 crores, accounting for about 15 per cent.

What factors have contributed to the low utilisation? Rajasekhar et al (2011) note that the
following have contributed to the low utilisation of RSBY benefits in the state. First, lack
of awareness on which hospital to be approached, and which illnesses are covered under
the scheme. Second, there has been enormous delay in the issue of smart cards, which are
mandatory at the empanelled hospitals for the households to utilise the benefits. Third,
there has been delay in the empanelment of hospitals, although the empanelment should
have been complete even before the insurance company approached the households for
registration. Fourth, there was delay in the instalment of software at the empanelled
hospitals to read smart cards and installation of card reading machines. Fifth, training was
not provided to empanelled hospitals in the use of the software. Finally, several hospitals
have reported delays in the settlement of claims by the insurance company. They have
also noted that there has been non-contracted deduction in the claim by the insurance
company.
Table 2.2: Status of utilisation of RSBY benefits in Karnataka
Number of
enrolled
households
12645
52995

Number of
households
utilising the
scheme
247
35

Amount
(Rs.) of
utilisation
920000
161000

Claims Estimated
District
ratio
premium
Bangalore Rural
1.95
6009916
Belgaum
0.07
25187464
Dakshina
Kannada
24234
171
0.71
11517936
1184938
Mysore
49287
1268
2.57
23425125
7330300
Shimoga
18244
258
1.41
8671008
1262902
Total
157405
1979
1.26
74811448
10859140
Source: http://www.rsby.gov.in/statewise.aspx?state=29. Accessed on April 9, 2011.

% of utilised
amount to
estimated
premium
15.31
0.64
10.29
31.29
14.56
14.52

VAJPAYEE AROGYASRI
The ‘Vajpayee Arogyasri’ health insurance scheme was introduced by the Government of
Karnataka with effect from 20th February 2009. It is alternatively known as the ‘Suvarna
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Arogya Suraksha Scheme’. It is being implemented under the aegis of the Department of
Health and Family Welfare, Government of Karnataka.

It has been launched for

14,39,167 BPL households in six districts of the Gulbarga division (viz. Bidar, Bellary,
Gulbarga, Koppal, Raichur and Yadgir) in February 2010 and for 16,91,646 households in
seven districts of the Belgaum division (Bagalkot, Belgaum, Bijapur, Dharwad, Haveri,
Gadag and Uttar Kannada) from October 2010 onwards. The scheme seeks to provide
health insurance to the Below Poverty Line (BPL) population of the state. The scheme is
modelled along the lines of the enormously successful ‘Arogyasri’ scheme of Andhra
Pradesh. The singular thrust of the scheme is on providing insurance cover for superspecialty treatment to the Below Poverty Line population of the state for catastrophic
illnesses. Catastrophic illnesses necessitate large expenditure on health care which can
have a particularly devastating impact on the poor and could potentially exacerbate their
conditions. As a consequence this scheme is especially significant as it is not a mere tool
for implementation of the Government’s health policy but also a significant measure of
poverty alleviation.

As presented in the official website (http://stg2.kar.nic.in/healthnew/SAST/Home.html),
the objective of the scheme is “to provide BPL families access towards quality medical
care for treatment of catastrophic illnesses involving hospitalization, surgery and
therapies, through an empanelled network of Super Specialty care providers”.

The rationale for the introduction of the scheme is to remedy the insufficient health
insurance cover available to the BPL population of the state. Although other major health
insurance schemes are being implemented in the state such as the Yeshasvini scheme by
the Department of Co-operation and the Rashtriya Swasthya Bima Yojana by the
Department of Labour, a significant proportion of the BPL population is not benefited by
these schemes, or the benefits may be inadequate for the purposes of health care.
Secondly, the Yeshasvini scheme targets members of co-operative societies in rural areas.
As a consequence non-members and members of cooperative societies in urban areas are
not eligible for benefits under the scheme. Thirdly, most of the schemes provide insurance
cover for secondary healthcare and tertiary health care, particularly for catastrophic
illnesses, may be neglected as a consequence.
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All members of the BPL population of the state, in rural and urban areas, are eligible for
benefits under the scheme. Thus, the universal coverage of the scheme is to be extended to
78 lakh BPL households in the state in a phased manner. The BPL cards issued by the
Food and Civil Supplies Department to members of the BPL population are used for
identification under the scheme. The scheme is applicable to a BPL household, providing
insurance cover on a family floater basis to the head of the BPL family, the spouse and
two or three dependents, subject to a maximum of five members in a household. It may be
noted that the households holding BPL cards are automatically enrolled into the scheme.
Members of the family, whose names and photographs are printed on the BPL cards, are
eligible for benefits under the scheme. With regard to the question on which five
household members become eligible under the scheme, it was answered by the Trust that
those five members who have become sick.

It was planned to issue bio-metric ID cards to beneficiaries to facilitate identification at the
hospital. However, no such ID cards have been issued; instead, the ration cards have been
used for the identification. In the case of permanent ration cards, beneficiaries have been
asked to take their ration card since this will have the names and photographs of all the
household members. In the temporary BPL ration card holders, they should obtain a
certificate from Tahsildar that the ration card is still valid for that particular household.

The benefits provided under the scheme are the following. Insurance cover is provided for
tertiary care for catastrophic illnesses at the identified Network Hospitals. Tertiary care
includes hospitalization, surgery and therapies that require super-specialty treatment. The
list of catastrophic illnesses includes: i) Cardiovascular diseases; ii) Cancer treatment;
includes surgery and chemotherapy and radiotherapy; iii) Neurological diseases; iv) Renal
diseases; v) Burns; vi) Poly trauma cases (that are not covered by Motor Vehicle
Insurance); and, vii) Neo-Natal care, among others. Pre-existing diseases are also covered
under the scheme.

The benefit package provides insurance cover for tertiary health care for catastrophic
illnesses. The limit for insurance cover is Rs. 150,000 per family per annum, on a family
floater basis. An additional buffer of Rs. 50,000 per annum for the family may be provided
on a case to case basis if the health care expenditure exceeds the limit of Rs. 150,000 in a
given year.
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The premium is entirely subsidized by the Government of Karnataka and the beneficiary
has to make no contribution whatsoever to avail benefits under the scheme. The
government is to pay the premium of Rs. 300 per family per annum in two instalments to
the Suvarna Arogya Suraksha Trust directly. The period of insurance cover is one year
from the date of commencement of the policy.

The scheme envisages cashless transactions at the empanelled network hospitals for
treatment that is covered by the scheme. Coverage for cashless treatment extends from the
date of admission to discharge from the hospital and for a period of ten days after
discharge to address any complications post treatment as per the benefit package.

Implementation
The scheme is to be implemented by a Third Party Administrator (TPA), registered with
the Insurance and Regulatory Development Authority (IRDA) of India. Thus, the scheme
is to be run on a Public-Private-Partnership basis (PPP) with the implementing agency
being selected by the Executive Committee of the scheme in accordance with the
Karnataka Transparency in Public Procurement Act. The TPA appointed for the scheme is
Family Health Plan Ltd.

The implementing agency is required to recruit Medical Officers for pre-authorization of
treatment at the network hospitals. They also have to recruit specialist Doctors for periodic
inspection of the hospitals and Arogya Mitras to assist the beneficiaries, redress
grievances, and ensure proper care and counselling for the patients at network hospitals in
coordination with the Arogya Mitras and hospital authorities.

The Implementing Agencies of the two other major schemes, viz. the Yeshasvini and
Rashtriya Swasthya Bima Yojana have been instructed not to target the same set of
beneficiaries targeted under the Vajpayee Arogyasri (VA). In addition, RSBY in the first
phase was not implemented in Gulbarga district as there would be overlapping with VA.
However, VA has been subsequently implemented in Belgaum division; and likewise,
RSBY has been implemented in all over Karnataka from October 2011 onwards.
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Network Hospitals are identified and empanelled by the Executive Committee of the
scheme according to certain prescribed minimum criteria. These hospitals may include all
public hospitals – district hospitals, government and private medical colleges, with private
hospitals and nursing homes being empanelled separately by the Committee. The
minimum criteria for super specialty treatment include requisite infrastructure and the
services of specialists.

The overall administration of the scheme is entrusted to the ‘Suvarna Arogya Suraksha
Trust’ established under the Indian Trusts Act, 1882 as a Public Trust. The Chief Minister
of the state is to be the Chief Patron of the Trust and the Secretary, Department of Health
and Family Welfare, Government of Karnataka is the Chairman of the Trust. The Trust
must have no more than twenty members to constitute the Board of Trustees at a time and
the number of trustees at present corresponds to this number. The Board may also invite
prominent persons in the domain of health insurance, risk management and finance, the
number of such persons not exceeding five, as invitees from time to time.

The Commissioner of Health and Family Welfare Services is to be the Chief Executive
Trustee of the Trust. She/ he is to supervise the work of the Executive Director of the
Trust. The Secretary of the Trust is to be the Executive Director of the Trust and is to
function according to the role identified for him by the Board or the Executive Committee
from time to time.

The Trust is responsible for policy decisions, supervision and control of the scheme. The
main objectives of the Trust are the following:
•
•
•

To implement, establish, provide, administer, modify and supervise the scheme
either directly or indirectly, in the interest of beneficiaries
To collect contributions as decided by the Board and manage funds
To engage in actions that further the objectives of the scheme for the benefit of
beneficiaries.

The powers of the Trust are in consonance with the aforementioned objectives. The Board
of Trustees is to meet from time to time, but no later than six months from the date of the
last meeting and as and when necessary to transact business.
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The Executive Committee (EC) of the Trust is responsible for the day-to-day
administration of the scheme. The Secretary, Department of Health and Family Welfare, is
the Chairman of the Committee.
The EC has the following powers and responsibilities:
•

•
•
•
•
•
•
•

To select the implementing agency in accordance with the Karnataka Transparency
in Public Procurement Act and enter into an agreement for effective
implementation of the scheme.
To prescribe the duties and responsibilities of the implementing agency
To identify network hospitals for the scheme and prescribe the tariffs for the cost
of surgeries and enter into agreements with such hospitals
To appoint officers and staff for the Trust
To invest the funds of the Trust as per the needs of the Trust and manage the
finances of the Trust
Claims are to be settled within seven days of submission of bills by the
implementing agency
To ensure the organization of a prescribed number of health camps in all districts
and taluks7.
To establish a Grievances Cell at the State and District levels to redress grievances
with regard to the scheme.

The Executive Committee of the Trust is to meet from time to time but no later than three
months from the meeting held last, and as and when necessary to transact business in the
interests of the Trust.

At the District level, in order to ensure effective supervision and implementation of the
scheme, a District Level Committee has been constituted. The Deputy Commissioner of
the district is the Chairman of the Committee. This Committee is to coordinate with the
Implementing Agency and the Network Hospitals to ensure effective implementation and
also send review reports periodically.

Corpus of the scheme
The Corpus of the scheme includes all funds and investments under the scheme, including
gifts, donations and endowments from the Government or private individuals to be kept as
part of the corpus of the Trust and any other amounts held by the Trustees for the purposes
of the Trust.

7

These camps are to be conducted by the network hospitals with the necessary equipment, specialists and
para-medical staff. The hospitals have to coordinate with the District Coordination Officer, District Health
and Family Welfare Officer, Deputy Commissioners and Chief Executive Officers for this purpose.

21

Awareness provision
The purpose of such a programme, which provides cashless treatment of catastrophic
illnesses, would not be fulfilled without proper utilization by genuine beneficiaries. In
order to ensure proper coverage of such individuals requiring tertiary care intervention and
spreading awareness on the programme, the Network Hospital shall promote wide
publicity of the health camps at each locality through various IEC activities such as:
•
•
•
•
•
•
•
•
•
•
•
•
•

Pamphlet Distribution
Public Address System / Mike announcements in Autos
Beat of drum and tom-tom
Playing of Audio-Visual media (Cassettes, Audio CDs and DVDs)
Scroll in local cable networks.
News/Advertisements in local dailies
Posters
Banners
SHG meetings
Village meetings
Exhibits on hygiene, general health, prevention of communicable diseases etc.
Exhibits on early detection and prevention of chronic diseases
Any other activity chosen by the hospital

Utilisation of the scheme
The total number of hospitals empanelled under VA in the state is 106. These hospitals
were not just confined to districts where the scheme is being implemented. Patients are
free to utilize any hospital in the state. With support towards transportation and food, the
trend is that most of the cases have been treated in the hospitals located outside the
divisions of Gulbarga and Belgaum.

Table 2.3 shows that as on April 9, 2011, only 65 out of 106 hospitals have been used.
Interestingly, close to 45 per cent of the utilized hospitals are located in Bangalore city.
The next highest proportion (9.2 per cent) of the hospitals used was from Gulbarga city,
followed by Bijapur and Bellary districts.
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Table 2.3: Hospital-wise preauthorization cases and amount
Sl.
No
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60
61
62
63
64
65

Hospital Name

District

Narayana Hrudayalaya
Sagar Hospitals, Banashankari
Vydehi Hospital
BGS Global Hospital
Kidwai Memorial Institute of Oncology
Apollo Hospital
KLES Dr.Prabhakar Kore Hospital and MRC
Sri Jayadeva Institute of Cardiovascular science and RC
Bangalore Institute of Oncology
Patil Nursing Home
Belgaum Cancer Hospital
Jeevani Health & Medicare Pvt Ltd Hospital
Trinity Hospital and Heart Foundation
Srinivas Cardiac Center
Rajiv Gandhi Super Speciality Hospital
Mallya Hospital
SDM Narayana Hrudyalaya
Dipali Hospital
S.S.Institute Of Medical Science
NMR Curie Centre of Oncology, Hubli
Suguna Hospital
Satya Urocare Multi-speciality Hospital
VIMS Speciality Hospital
Shree Hospital
Dr.Y.B.Kulgod Multi-speciality Hospital
Danamma Super Speciality
City Central Hospital
Apollo BGS Hospital
Cauvery Hospital
Medicare Multi-speciality hospital
Bijapur kidney Foundation
Basaveshwara Teaching & General Hospital
M.S Ramaiah Narayana Hrudayala Heart Centre
Vathsalya Hospital
Indus West Side Hospital
Manipal Speciality Hospital
Victoria Hospital
M.S Ramaiah Hospital
Kumar Hospital
Kasturba Hospital
St. Theresa's Hospital
VIMS Hospital
Sagar Hospitals, Jayanagar
Institute of Nephro Urology Bangalore
Bharath Hospital & Institute of Oncology
Malnad Hospital & Institute of Oncology Total
Abhaya Hospital
Sathyam General Hospital
SDM College Dharwad
GPV Neuro Super Speciality Hospital
Manipal Hospital
Kerudi Hospital
Shirdi Sai Hospital
Dhanvanthri Hospital and Charitable Trust
Live 100 Hospital
Choudari Hospital
Dr.Bidari's Ashwini Hospital
Health City Hospital
Laxmi Surgical Trauma Ortho and Multi-speciality center
Navodaya Medical College Hospital & Research Centre

Bangalore
Bangalore
Bangalore
Bangalore
Bangalore
Bangalore
Belgaum
Bangalore
Bangalore
Gulbarga
Belgaum
Bangalore
Bangalore
Bangalore
Raichur
Bangalore
Dharwad
Bellary
Davangere
Dharwad
Bangalore
Gulbarga
Bangalore
Bidar
Belgaum
Bellary
Davangere
Mysore
Mysore
Gulbarga
Bijapur
Gulbarga
Bangalore
Gulbarga
Bangalore
Bangalore
Bangalore
Bangalore
Tumkur
Udupi
Bangalore
Bellary
Bangalore
Bangalore
Mysore
Shimoga
Bangalore
Bellary
Dharwad
Raichur
Bangalore
Bagalkot
Bangalore
Gulbarga
Bangalore
Bijapur
Bijapur
Bijapur
Haveri
Raichur
Dakshina
Kannada
Bangalore
Bangalore
Bangalore
Davangere

Father Muller College Hospital
Sparsh Hospital
Vanivilas Hospital
K.R. Hospital
Kadliningamma Memorial Hospital
Grand Total

Total Preauth Approved
Cases
Amount
925
64594700
816
52970000
746
43885000
621
38052800
549
18088320
336
26960100
326
19495000
269
18999000
261
10742510
251
5228500
214
10767400
198
16588500
180
17324000
167
13065000
161
13122500
141
13158500
135
11523500
110
3521500
110
4313500
103
5198000
102
9045000
90
1889500
90
8710000
85
5310000
84
4848000
71
1755000
68
3522500
63
5692500
50
2306500
47
1228300
46
814500
45
1953000
39
3178500
33
1498300
28
990000
19
712000
19
690000
16
725000
15
294500
14
505500
14
257500
14
567500
13
875000
12
302000
10
473000
10
542000
8
215000
8
285000
7
165000
6
120000
6
550000
5
80000
5
150000
4
110000
3
130000
2
45000
2
80000
2
60000
2
80000
2
20000
1
1
1
0
0
7781

77000
60000
45000
0
0
468555930

Rank
1
2
3
4
8
5
6
7
16
21
15
10
9
13
12
11
14
26
24
22
17
30
18
20
23
31
25
19
28
33
36
29
27
32
34
38
39
37
46
43
48
40
35
45
44
42
49
47
50
53
41
56
51
54
52
62
57
60
55
63
58
59
61
65
64

Average
amount
69832
64914
58827
61277
32948
80238
59801
70628
41159
20831
50315
83780
96244
78234
81506
93323
85359
32014
39214
50466
88676
20994
96778
62471
57714
24718
51801
90357
46130
26134
17707
43400
81500
45403
35357
37474
36316
45313
19633
36107
18393
40536
67308
25167
47300
54200
26875
35625
23571
20000
91667
16000
30000
27500
43333
22500
40000
30000
40000
10000
77000
60000
45000
0
0
60218
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In terms of the pre-authorisation amount approved by VA, over 77 per cent was accounted
by the hospitals located in Bangalore. The districts such as Bellary, Bidar, Gulbarga and
Raichur have accounted for almost insignificant proportion of the amount, while Koppal
and Yadgir do not even figure in this.

Which hospitals in Bangalore city have been getting the patients? Table 2.3 shows that
super specialty hospitals such as Narayana Hrudayalaya, Sagar Hospitals, Vydehi Hospital
and BGS Global Hospital located in Bangalore city have been the top four hospitals in
terms of the number of pre-authorisation approved cases and amount. In fact these top
four hospitals accounted for 40 per cent of the treated cases and almost 43 per cent of the
approved amount.

Table 2.3 also shows that other super specialty hospitals such as Kidwai Memorial
Institute of Oncology, Apollo hospital, Jayadeva institute and Bangalore Institute of
Oncology also figure in the top 10 hospitals. In the top ten hospitals (in terms of cases)
only two hospitals located from the other districts (one from Belgaum and another from
Gulbarga) figure.

The hospital from Gulbarga obtains 21st rank in terms of

preauthorization amount.

The use of super specialty hospitals located in Bangalore is facilitated by the following
process. The hospitals conduct health camps at the taluk level for the BPL households and
identify the health problems being faced by the households. They will then give a referral
letter to a particular hospital. The patient will go the hospital mentioned in the referral
letter even if it is located at far away place like Bangalore since the transport charges are
covered and food expenses are borne under the scheme. Thus, a unique aspect of VA is
the provision of treatment in super specialty hospitals.

The second important aspect to note here is that the health problems treated appear to be
catastrophic going by the average amounts spent on treatment. The average amount of
treatment in the top four hospitals (which accounted for nearly 40 per cent of the cases)
ranged from Rs. 58,827 to Rs. 69,832. In fact, in some of the cases, the average amount
was close to Rs. 100,000. The lowest average amount was Rs. 10,000. The bottom 10
average amounts can be found in the case of hospitals located mostly in the North
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Karnataka districts. Thus, the treatment obtained appears to be mainly for catastrophic
illnesses.

This is further corroborated by Table 2.4. Most of the cases treated in both the divisions
were related to cardio vascular, cancer, neurological and renal diseases. The average
approved amount was generally high for these illnesses. This shows that the VA gives
specific emphasis on the catastrophic illnesses.
Table 2.4: Type of diseases covered under VA
Diseases
Cardio Vascular Diseases
Cancer
Neurological Diseases
Renal Diseases
Burns
Polytrauma
Neonatal
Total

Gulbarga division
Cases
Amount
Average
2637 219905500
83392
1389
52919530
38099
709
27910500
39366
642
13059000
20341
99
3735000
37727
10
300000
30000
116
3999500
34478
5602 321829030
57449

Cases
1300
411
177
128
122
0
32
2170

Belgaum Division
Amount
Average
112764500
86742
20210900
49175
6154500
34771
2712000
21188
3855000
31598
0
1030000
32188
146726900
67616

What has been the performance of the scheme in terms of claims? Does it vary across the
districts? These two questions are answered in this sub-section. Table 2.5 shows that the
proportion of treated households to total was 0.25 per cent for both the divisions.
Understandably, the utilization rate is better in Gulbarga division since the scheme has
been in operation for over a year now. In Gulbarga division, the utilization rate was the
highest in Bellary and the lowest in Raichur district.
Table 2.5: Coverage (%) of treated households to total
Districts
Bellary
Bidar
Gulbarga
Yadagiri
Koppal
Raichur
Total
Belgaum
Bijapur
Bagalkot
Dharwad
Gadag
Haveri
Uttara Kannada
Total
Grand total

BPL households

Cases treated
Gulbarga division
289499
1302
212620
914
355432
1345
145176
540
178811
771
257629
739
1439167
5611
Belgaum Division
545174
794
221560
273
245022
111
207389
296
119297
380
187286
263
165918
53
1691646
2170
3130813
7781

% households treated to total
0.45
0.43
0.38
0.37
0.43
0.29
0.39
0.15
0.12
0.05
0.14
0.32
0.14
0.03
0.13
0.25
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Gulbarga district
What is the taluk-wise performance in terms of utilization of VA benefits in Gulbarga
district? Which hospitals have been mainly utilized by VA beneficiaries from Gulbarga
district? What is the social background of patients using VA benefits?

It can be seen from Table 2.6 that in all 1154 persons obtained treatment under VA
scheme. These households obtained a total benefit of Rs. 6.11 crores. In terms of both
proportion of cases treated and preauthorized amount, Gulbarga taluk tops while Sedam is
placed at the bottom. The minimum amount at the district level was Rs. 2000 while the
maximum was Rs. 150,000.
Table 2.6: Taluk-wise preauthorized approved amount for Gulbarga district
Taluks
Afzalpur
Aland
Chincholi
Chithapura
Gulbarga
Jevargi
Sedam
Grand Total

Total
cases
treated
84
195
114
160
317
208
76
1154

% of
cases
treated
to total
7.3
16.9
9.9
13.9
27.5
18.0
6.6
100.0

Total preauthorised
approved amount
4474700
10241200
5765000
8986600
16959500
10993900
3710600
61131500

% of
preauthorised
approved
amount to total
7.3
16.8
9.4
14.7
27.7
18.0
6.1
100.0

Preauthorised
approved amount
Min
10000
4500
3000
4500
2000
4500
5000
2000

Max
150000
150000
150000
150000
150000
150000
150000
150000

Which hospitals have been utilized by patients from Gulbarga district? It can be seen from
Table 2.7 that hospitals located at Bangalore such as Narayana Hrudayalaya & Multispecialty Hospital, BGS Global Hospital, Sagar hospital, Vydehi hospital and Bangalore
Institute of Oncology have accounted for over 53 per cent of patients from Gulbarga and
over 60 per cent of amount spent. Patients from Gulbarga have obtained treatment mostly
from super specialty hospitals located at Bangalore.
Table 2.7: Utilisation of hospitals by patients from Gulbarga district
Hospital Name
Apollo BGS Hospital
Apollo Hospital
Bangalore Institute of Oncology
Basaveshwara Teaching & General Hospital
Belgaum Cancer Hospital
BGS Global Hospital
Cauvery Hospital
Danamma Super Speciality
Dhanvanthri Hospital and Charitable Trust
Dr.Bidari's Ashwini Hospital
GPV Neuro Super Speciality Hospital
Institute of Nephro Urology Bangalore

District
Mysore
Bangalore
Bangalore
Gulbarga
Belgaum
Bangalore
Mysore
Bellary
Gulbarga
Bijapur
Raichur
Bangalore

No. of
cases
3
47
80
23
2
168
8
1
2
1
2
3

% of
cases to
total
0.3
4.1
6.9
2.0
0.2
14.6
0.7
0.1
0.2
0.1
0.2
0.3

Total preauth
approved
amount
295000
3074500
2904600
1208000
75000
10725000
335000
20000
50000
40000
40000
82000

% of preauth
approved amount
to total
0.5
5.0
4.8
2.0
0.1
17.5
0.5
0.0
0.1
0.1
0.1
0.1

26

Hospital Name
Jeevani Health & Medicare Pvt Ltd Hospital
Kidwai Memorial Institute of Oncology
KLES Dr.Prabhakar Kore Hospital and MRC
Mallya Hospital
Medicare Multi-speciality hospital
Narayana Hrudayalaya & Multi-speciality
Hospital
NMR Curie Centre of Oncology, Hubli
Patil Nursing Home
Rajiv Gandhi Super Speciality Hospital
Sagar Hospitals, Banashankari
Sagar Hospitals, Jayanagar
Satya Urocare Multi-speciality Hospital
Shree Hospital
Sparsh Hospital
Sri Jayadeva Institute of Cardiovascular science
and RC
Srinivas Cardiac Center
St. Theresa's Hospital
Trinity Hospital and Heart Foundation
Vathsalya Hospital
Victoria Hospital
VIMS Speciality Hospital
Vydehi Hospital
Total

District
Bangalore
Bangalore
Belgaum
Bangalore
Gulbarga
Bangalore
Dharwad
Gulbarga
Raichur
Bangalore
Bangalore
Gulbarga
Bidar
Bangalore
Bangalore
Bangalore
Bangalore
Bangalore
Gulbarga
Bangalore
Bangalore
Bangalore

9
74
9
10
28

% of
cases to
total
0.8
6.4
0.8
0.9
2.4

164
2
141
13
106
5
45
4
1

14.2
0.2
12.2
1.1
9.2
0.4
3.9
0.3
0.1

45
9
1
22
24
3
4
95
1154

3.9
0.8
0.1
1.9
2.1
0.3
0.3
8.2
100.0

No. of
cases

Total preauth
approved
amount
835000
2384200
597000
795000
788800

% of preauth
approved amount
to total
1.4
3.9
1.0
1.3
1.3

11496500

18.8

160000
2912000
1295000
6600000
260000
978500
300000
60000

0.3
4.8
2.1
10.8
0.4
1.6
0.5
0.1

3155000

5.2

575000
10000
2342500
1102500
120000
360000
5155400
61131500

0.9
0.0
3.8
1.8
0.2
0.6
8.4
100.0

What is the background of patients obtaining treatment at Bangalore from Gulbarga
district? It can be seen from Table 2.8 that there is no discrimination either in terms of
gender or caste in so far utilisation of hospitals located at Bangalore. In other words, there
is no difference between the utilisation of hospitals located outside or inside Gulbarga
division by women and persons belonging to SC/ST communities.
Table 2.8: Distribution of VA beneficiaries by District where treatment was obtained
and gender and caste categories
Districts
Bangalore
Belgaum
Bellary
Bidar
Bijapur
Dharwad
Gulbarga
Mysore
Raichur
Total

Number of
cases
Female Male
410
436
5
6
0
1
2
2
1
0
1
1
85
178
3
8
7
8
514
640

% Female
to total
48.5
45.5
0.0
50.0
100.0
50.0
32.3
27.3
46.7
44.5

Number of cases
Minority Others SC ST
107
550 126 63
2
8
1
0
0
1
0
0
0
3
0
1
0
1
0
0
0
2
0
0
21
183 45 14
0
11
0
0
3
9
3
0
133
768 175 78

% SC/ST
to total
22.3
9.1
0.0
25.0
0.0
0.0
22.4
0.0
20.0
21.9

To conclude, the Vajpayee Arogyasri has made considerable progress in the short-span of
one year. In all, the scheme provided health insurance cover to 7,781 households and the
total amount of benefits was Rs.46.86 crores. Most of the households obtained treatment
from super speciality hospitals for major illness. The programme has, thus, succeeded in
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achieving the objective of providing super speciality treatment to the BPL households.
But, it needs to be ascertained whether the scheme has succeeded in providing awareness
among the BPL households. There is also a need to understand the process adopted in
enabling the households to obtain treatment.

YESHASVINI CO-OPERATIVE FARMERS’ HEALTH CARE SCHEME
The Yeshasvini Co-operative Farmers’ Health Care Scheme (YCFHCS) is a pioneering
health insurance scheme that was initiated by the Government of Karnataka in 2002,
though came into operation with effect from 1 June 2003.. It is reported to be the largest
self-funded healthcare scheme in the world as of 2006 and aims at meeting the healthcare
requirements of farmer co-operators throughout the state of Karnataka. The success of the
scheme is evident in the wide membership base it commands apart from the more telling
fact that this social security scheme has been in operation for seven years now.

The Yeshasvini scheme is being implemented under the aegis of the Karnataka State Cooperative Department. It provides insurance cover primarily for surgical treatment, besides
certain medical emergencies and free OPD treatment. The scheme places co-operative
societies at the heart of the enrolment process, with members being enrolled through these
and the societies playing the role of facilitators in securing the benefits under the scheme.
The scheme is administered by the Yeshasvini Trust and is implemented by a Third Party
Administrator (TPA). Family Health Plan Ltd. (FHPL) was TPA since inception to 30-112010 but subsequently this was replaced by Medi-Assist India. Healthcare is provided
through an identified network of hospitals that meet certain prescribed standards and
cashless treatment is envisaged. The cost of treatment and the reimbursement of medical
expenses are the purview of the TPA and the Trust, for the range of treatments and
surgical procedures covered under the scheme. Assessments of the performance of the
Yeshasvini scheme have revealed that a large majority of stakeholders have expressed
satisfaction with and appreciation of the scheme. The scheme has evolved in the last eight
years or so to expand the range of benefits and streamline the functioning of the system to
increase efficiency in performance.

In the following paragraphs, we attempt to provide a comprehensive picture of the
Yeshasvini Co-operative Farmers’ Health Insurance Scheme, the benefits it seeks to
provide, the roles and responsibilities of stakeholders involved, the processes involved in
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implementation and the performance of the scheme till date. The descriptive accounts are
based on information available to us through the evaluation studies previously
commissioned by the Government of Karnataka to examine the scheme, through the
National Bank for Agriculture and Rural Development (NABARD) in 2007 and the
International Labour Organization (ILO) covering the period 2006-08. This has been
supplemented with information from the official Yeshasvini website. We aim to provide a
keener understanding and insight into the working and performance of the scheme to
highlight its successes, address any constraints to efficient functioning and identify
possible points of convergence with other health insurance schemes operational in the
State. Convergence can aid the Government in eliminating duplication and focusing its
resources more effectively to achieve the goals envisaged in its health policy.

The Scheme aims at bringing quality health care within the reach of every co-operator in
the State. It is a self-funded scheme that translates into contributions from members
enrolled in the scheme and a relatively large component of subsidy from the Government
of Karnataka. The NABARD evaluation study (2007) defines a self-funded scheme as: “A
Self-Funded Health Scheme ensures that the insured has the advantage of making
comparatively low contribution. A corpus is created and maintained by a group or Society
with the contributions made either in full or part by the insured and also the contribution
from the promoter”. It is reported to be one of the largest self-funded health insurance
schemes in the world.

Several stakeholders are involved in the implementation of the scheme. Their roles are
outlined briefly below and will be examined in greater detail subsequently.
•
•
•
•
•

•
•

Members of all rural co-operative societies are eligible to enrol and obtain benefits
from the scheme
The Government of Karnataka provides subsidy for the scheme, which forms a vital
and sustaining component
Co-operative societies enrol members in the scheme
Co-operative banks, District Central Co-operative Banks (DCCBs) and Karnataka
State Co-operative Apex Bank Ltd., play a critical role in the collection of premiums
Medi-Assist India is the Third Party Administrator (TPA) responsible for
implementing the scheme, administering claims and monitoring the functioning of the
scheme
Network of Hospitals are responsible for delivering benefits
The Yeshasvini Co-operative Farmers Health Care Trust is responsible for policy
decisions, implementation and financial management of the scheme.
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Awareness provision
In the run-up to the launch of the scheme much preparatory work was undertaken to
ensure smooth implementation. Co-operative societies were entrusted with disseminating
information to the farmers and enrolling them in the scheme. The Department of Cooperation assisted in publicizing the scheme amongst farmers by providing posters and
brochures printed in Bangalore to the societies in all districts of the State. The window for
enrolment was kept open for a long period of 6 months and representatives of Narayana
Hrudayalaya, Bangalore toured the State, meeting with the Secretaries of Co-operative
Societies. The Department also played a proactive role during this phase, organizing
meetings to communicate with farmers about the Scheme. The details regarding the
functioning of the scheme, the procedures and systems to govern its implementation were
put in place during this time. Training programmes were conducted for the representatives
of Network Hospitals at Narayana Hrudayalaya, Bangalore. District Coordinators were
appointed to monitor the progress of the scheme. Thus, having completed the necessary
groundwork the scheme was implemented from 1 June 2003.

Enrolment of Beneficiaries
The scheme is open to the following categories of persons:
•
•
•
•

Members of all rural co-operative societies
Members of Co-operative Societies situated in urban areas, but residing in rural
areas
Members of Stree Shakti or Self-Help Groups having financial transaction with the
Cooperative Society/Banks
members of Weavers, Beedi Workers and Fisherman Cooperative Societies

The following eligibility conditions must also be complied with under the scheme:
• Membership in a co-operative society for a period of six months prior to the date of
commencement of the scheme every year i.e. June 1st
• Membership is not transferable
• Initially, the scheme was open to all the only members, spouse and dependent
children. But subsequently, the scheme is extended to all the members in a joint
family including married children, daughter-in-law, grand children
• The membership is open to newborns and up to the age of 75 years. In the initial
years, there were reports of those exceeding the age limit availing the benefits as
well. These anomalies have however been gradually corrected.

Initially, under the scheme the definition of the family is restricted to dependent children.
In rural areas, Hindu Undivided Families (HUF) are predominant where the member of

30

co-operative society can generally be understood to be the head of the family. In such
cases, the member’s married sons or daughters, their wives/husbands, co-sisters and so on,
despite being part of the family, become ineligible for securing benefits. In this context
NABARD recommended that all the members of the HUF be declared eligible to join the
scheme.

The membership in the scheme is voluntary. However, most co-operative societies in the
initial years of implementation rendered membership automatic by paying the premiums
on behalf of the members, thereby enrolling the members in the scheme.

The procedure for enrolment involves the local Co-operative society enrolling the
members with the guidance or supervision of the Department of Co-operation. The
members are issued a receipt and the premium amount is deposited at the branch of the
District Credit Co-operative Bank, prior to the inception of the plan year. In the first year
the beneficiaries required the premium receipt along with a letter from the District
Registrar of Co-operative Societies as authentication in order to avail treatment at any of
the Network Hospitals. In the second year photo ID cards were introduced for beneficiary
identification in Network Hospitals. In the initial period, however, there was some delay in
the issue of photo ID cards ranging from 1-4 months. As an alternative measure the
practice prevalent in the first year of availing services based on the premium receipt and
the letter from the District Registrar of Co-operative Societies was used to avail benefits.
These factors discouraged members from participating in the scheme and they felt the
latter process of obtaining a letter was too burdensome.

There was also some confusion regarding the eligibility for enrolment under the scheme.
Apart from the aforementioned issue of married progeny in the Hindu Undivided Family
(HUF), Urban Cooperative Banks with Self-Help Groups as members had enrolled
members of the staff as well under the scheme and in certain cases members who had not
completed the stipulated 6 months of membership in a co-operative society. In certain
cases ownership of agricultural land was insisted upon by Urban Banks as a criterion for
eligibility.
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It was also observed during the course of the NABARD study that there was no uniformity
in the enrolment procedures followed by the Co-operative societies. The following
procedures were in practice at the time of the study:
•
•

•
•

The counterfoils of the enrolment form were retained by the society and the original
was forwarded for the preparation of the ID cards
The counterfoils were handed over to the members which were to be produced by
them for the issue of ID cards. Post issue the counterfoils were collected from the
members once again.
Both the counterfoil and the ID cards were retained by the society as they feared that
the members might lose them.
Both the counterfoils and the ID cards were retained by the member. The society
maintained only the abstract which does not contain several important details such as
the age, relationship with the member, date of becoming member of the society, date
of enrolment in the scheme and so on.

NABARD had recommended a uniform procedure for enrolment be instituted with the
counterfoil and ID card being retained by the society, to be collected by the member as
and when required.

The ILO Report (2008) stated that the enrolment procedure was likely to be changed from
2008-09, with the Yeshasvini Cooperative Farmers Health Care Trust scanning the photos
on the enrolment forms and the Network Hospitals retrieving such information to verify
patient eligibility for insured treatment on a website. One portion of the enrolment form
will be retained by the beneficiary while the remainder will be scanned and used for
verification at the time of availing the services.

Although enrolment was to be voluntarily done by members by filling up the forms
themselves and doing so for family members they wanted to enrol in the scheme, in most
cases the forms were filled up by the staff of the cooperative societies. Each of the
societies are required to forward the list of all beneficiaries to the Deputy Registrar of
Cooperative Societies, duly authenticated by an Officer Bearer who must not be below the
rank of a Secretary. These are to be examined by the Office of the Deputy Registrar of
Cooperative Societies and the District Coordinator of TPA. The forms are then forwarded
to thrust which arranges for the preparation of photo ID cards through a Computer Agency
(Macro Infotech Pvt. Ltd.). The Cooperative Society is also required to credit the premium
amount per beneficiary to the Yeshasvini account maintained in the nearby branch of the
District Central Cooperative Bank.
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The responsibility of preparing and printing the photo ID cards was entrusted by the Third
Party Administrator (TPA) to Macro Infotech Pvt. Ltd. Both TPA and Macro Infotech Pvt.
Ltd., maintained databases regarding the enrolment of members. However, discrepancies
were observed with regard to the numbers reported in the two databases. This could be
attributed to the nature of information collection by the two parties. Macro Infotech Pvt.
Ltd. collects information regarding the number of cards issued and the type of societies.
The proforma used for this purpose however, takes into account only four types of cooperative societies, viz. milk cooperatives, two agricultural cooperatives that differ only in
terms of the names attributed to them and a broad residual category ‘others’. This type of
classification was considered inadequate by NABARD, which recommended a more
comprehensive classification for the data to be more relevant. This was in light of the fact
that post extension of the scheme to all types of cooperative societies such a classification
may overlook certain important types of societies8. On the other hand, TPA maintained a
database that contained information regarding the number of members enrolled and the
premium amount collected. The discrepancy between the two numbers could be explained
in terms of the formalities for enrolment not being completed even after payment of
premium which would translate into non-issue of the photo ID card. Such formalities
included signature of the beneficiary or photograph being missing from the enrolment
form. NABARD has emphasized a need to bring about homogeneity in the data by
reconciling the two figures.

The premium for the scheme was Rs.60 per member at the inception of the scheme.
However, in the third year 2005-06, this was increased to Rs.120 per member, with a
discounted tariff for dependent children below 21 years of age at Rs.60 per member.
Subsequently, this tariff was maintained with a special discount of 15 per cent for
enrolling a family of five members. In 2008-09, the premium was hiked to Rs.140 per
member and a service charge of Rs.10 per member was levied to meet administrative costs
(the latter introduced in 2006-07).

8

The scheme has been extended to all rural cooperative societies and include the following: Primary
Agriculture Cooperative Credit Societies, Milk Producers Cooperative Societies, Taluk Agricultural Produce
Cooperative Marketing Societies, Primary Cooperative Agriculture and Rural Development Banks,
Sericulture-cum-Farmers’ Service Cooperative Societies, Fisheries Cooperative Societies, Sugar Factory
Cooperative Societies, Bee Keeping Cooperative Societies, Large-seized Adivasis Multipurpose Cooperative
Societies, Horticultural Cooperatives and cooperative societies involved in agriculture, horticulture, animal
husbandry and allied activities.
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The Corpus Fund for the scheme includes the following components: beneficiary
contribution, gifts, donations, and so on received from the Government or any other
person, to be kept as part of the Corpus of the Trust. It also includes any amount held by
the Trustees or the Board under the specific terms that it is to be kept as part of the corpus
of the Trust. The premium amount deposited by the Cooperative Societies at the local
Cooperative Bank branch (the taluk branch) is deposited at the office of the District
Central Cooperative Bank on a fortnightly basis, from where it is transferred to the
Karnataka State Cooperative Apex Bank Ltd., Bangalore on a fortnightly basis.
Subsequently in April 2003, a Government order was issued requiring the amount to be
transferred immediately; however, in practice this was not being followed. The Corpus is
maintained and operated through two accounts at the Apex Bank, viz. the Dedicated bank
account and the Float Fund account. All risks are met through this Corpus fund.

Performance: Enrolment and Renewal
The NABARD evaluation study which examined the performance of the scheme when it
was in its third year of implementation revealed that the targets in terms of enrolment
could not be achieved in all the three years. The enrolment figures in the first year were
quite impressive at about 16,01,152 members against a target of 25 lakh members. This
was due to efforts made to popularize the scheme, allocation of district-wise targets and
close monitoring and review of the process. The achievements in the following two years
were 42 and 39 per cent of the target population. In the second year the target was doubled
and hence the achievement was lower considering the revised target and the performance
in the third year may be attributed to the hike in premium.

The renewal procedure has been promoted by the Karnataka State Cooperative
Department by attempting to increase enrolments through Television advertisements,
pamphlets and assigning district-wise targets for enrolment. In the fourth year of the
scheme, i.e. 2006-07 a new procedure of collecting renewal cards on a weekly basis from
the offices of the district cooperative societies was employed by TPA. The data was
entered into the system with the 3 year card ID and returned to the District Cooperative
offices for distribution to the members. TPA on getting this card, punched it, added a
hologram and added it to the database. Members who fail to renew show up with an
invalid number on the database and can thus be denied service. A 3 year card with a
unique ID number was assigned to the beneficiary upon renewal for the first time in the
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third year. It was found that the time taken to issue photo ID cards to new members had
declined substantially to 2-3 weeks. NABARD had recommended that a unique number
be assigned and maintained by the same member when the 3 year card came up for
renewal.

Renewal rates have been pegged at 43 per cent in 2005-06, 62 per cent in 2006-07 and 42
per cent in 2007-08. Renewal rates have been influenced by factors such as hike in the
premium amount, inadequate understanding of the benefits involved under the scheme and
the need for health insurance. In certain instances it was found that beneficiaries did not
renew the membership in the subsequent year as they were under the impression that they
had already utilized the benefit, perceiving it as a one-time benefit. In other cases,
members who did not have to utilize the benefit in a plan year felt that it was not necessary
and decided against renewing their membership in the following year. In certain instances
the beneficiaries did not understand the concept of insurance cover for a range of surgical
procedures and defined treatments. As a consequence, they assumed that the all medical
treatments were free at the Network Hospitals, leading them to believe that they were
being exploited by the hospitals when they were billed for procedures not covered under
the scheme. Thus, lack of understanding regarding the scheme and its benefits had
unfavourable implications for renewal of membership of the scheme.

The Yeshasvini scheme provides cashless treatment to beneficiaries at the identified
Network Hospitals for a range of 1600 defined surgical procedures. Thus, it primarily
provides insurance cover for surgical treatment. Subsequently, in the sixth year of
implementation (2008-09) cover was provided for stabilization for defined medical
emergencies, maternity and neo-natal care during the first five days after birth were also
brought within the ambit of the scheme. OPD consultation is free under the scheme and
diagnostic tests are conducted at discounted tariffs. Some network hospitals provided
discounted tariffs on the duration of stay in the hospital as well. As per the guidelines of
the scheme, the Yeshasvini Trust pays the network hospitals at a pre-determined tariff for
the treatment of the insured. This tariff is reported to be approximately 40-50 per cent off
the prices charged by the private hospitals.
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The treatments excluded from insurance cover included prosthesis, implants, joint
replacement surgeries, transplants, Chemotherapy, cosmetic surgery, burn cases, joint
replacement surgeries and dental surgeries among others.

The maximum limit for insurance cover was Rs.100,000 per surgery per individual and
Rs.200,000 per annum per family overall, based on the tariffs decided by the Trust, TPA
and the Network Hospitals. The tariff was reportedly unchanged since the inception of the
scheme. However in the sixth year of implementation, i.e. 2008-09, a committee had been
appointed to review the prevailing tariff structure.

The tariff structure was reported to have been determined for 796 out of 1600 defined
surgical procedures. The tariffs were reportedly communicated to the hospitals in
December 2004. These were in line with the rules established by the State Government,
with TPA asking service providers for a quote and then negotiating with them to
determine an appropriate schedule of tariffs. Following the determination of the tariff
structure all network hospitals are reimbursed at these rates.

Coverage for Stabilization of Defined Medical Emergencies includes:
• Dog bite
• Snake bite
• Bull gore injury
• Drowning
• Accidental Poisoning
• Electric shock
• Road Traffic Accident
• Burns
• Accident while working with agricultural implements
Insurance cover for such emergencies is limited to two days and/or a maximum of
Rs.1500/- per member per incidence to be subsumed within the overall limit of Rs.2 lakh
and restricted to one incidence per annum. Normal delivery is covered at a tariff of
Rs,1500 per birth, restricted to one incidence per annum, women members above 18 years
of age and only for the first two pregnancies and not any two pregnancies. Neo-natal care
is also provided to premature and low birth-weight babies at a tariff of Rs.500 per day,
subject to a maximum of Rs.2000 per incidence, restricted to one incidence per annum.
The treatment involves NICU level 2 care.
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The incorporation of new benefits in the scheme added Rs.9.6/- per capita to the claims
cost, against the estimated Rs.25 per capita and resulted in 4200 women securing benefits
under the scheme. However, the ILO report captures the fact that in Year IV and V (200607 and 2007-08) the number of C-sections was higher the number of normal deliveries,
and the former are not covered under the insurance scheme.

The Network hospitals are identified by the Third Party Administrator and accredited on
an annual basis keeping in mind certain criteria established by the Yeshasvini Trust. These
criteria include the infrastructure, quality of health care, number of physicians, hours of
operation, ambulance services and so on.

According to the NABARD Study, the number of hospitals identified in each district is
based on the number of Yeshasvini beneficiaries enrolled in the particular district
maintaining a hospital-insured ratio of 1:8000. However, district specific criteria seem to
have been evolved in this case which is commendable as a ratio of 1:5000 has been
prescribed for districts in the Malnad region of the State.

The accreditation involves a self-assessment procedure of grading based on the facilities
available in the hospital. The hospitals have to fill up a Marks Allotment Chart (MAC)
developed for the purpose which is sent on to Trust through District Level Committees.
Additional marks are added if the hospitals meet any of the following criteria:
•
•
•
•
•
•

•

•

20 marks to hospitals situated in the area below Taluk Headquarters
15 marks to hospitals situated within the radius of 5 Kilometres of the Taluk
Headquarters
10 marks to hospitals situated within the radius of 5 Kilometres of Sub-Divisional
Headquarters.
The process involved in securing benefits at the network hospitals is as follows:
Beneficiary approaches nearest Network Hospital with ID card for availing
services under the scheme.
Network hospital examines ID card and forwards the preauthorization form to TPA
only if the required treatment is covered under the scheme. This is in the form of a
First Admission Report (FAR).
TPA after scrutiny issues preauthorization to the Network Hospital to perform the
surgery. The pre-authorization is usually cleared within 3 days and is valid for a
period of 30 days. In case of surgeries where the tariff exceeds Rs.30,000 TPA
undertakes an independent investigation to ascertain the necessity of the treatment.
Network Hospital extends cashless facility to the beneficiary.
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•
•
•

Network Hospital after performing the surgery forwards the bill along with the
relevant documents9 to the TPA for settlement of the claim
TPA scrutinizes the bill and presents it before the Trust for sanction.
The Trust accords approval for sanction of the bill.

The procedure employed for settlement of claims was modified slightly in the fourth year
2006-07, with hospitals being required to submit claims within 30 days of the treatment,
failure to do so would lead to ineligibility of the claim for re-imbursement. In 2007-08, the
fifth year, the following timeline was specified for the purpose of settlement of claims:
•
•
•
•

0-30 days - pays 100 per cent of the tariff
31-60 days - pays 90 per cent of the tariff
61-90 days - pays 70 per cent of the tariff
After 90 days the claim is rejected

In the initial period of implementation, reimbursement and settlement of claims was
slightly delayed. However, with the introduction of internet clearances for preauthorization and other procedures, the process has been more prompt and hospitals have
expressed satisfaction with the speed of clearance and reimbursement of costs. In the third
year e-clearances ensured that pre-authorizations were cleared on a weekly basis or at
most on a fortnightly basis.

Despite such measures the number of surgeries performed was found to fall short of the
number of approvals that had been granted. This was attributed to various reasons that
included beneficiary’s unwillingness to undergo surgery, change in the diagnosis upon
further observation, beneficiary’s vital signs not being conducive to perform surgery ad so
on.

It was found that 5 hospitals provided a large majority of services to the beneficiaries
during the first four years of implementation. These included Narayana Hrudayalaya,
Jayadeva Institute of Cardiology, KLES Hospital and Vikram Hospital. A majority of
claims also pertained to five major categories of surgeries out of a classification of 11
specialties, viz. OBG, General surgery, Cardiology, Orthopedics and Urology. The age
group of 21-60 years constituted the majority of the beneficiary population availing
9

These include documents relating to the surgery such as pre-authorization, case particulars, investigation
reports, details of the surgery performed, discharge summary and so on. These claims are examined by the
Technical and Medical team of FHPL before forwarding these for sanction to the Trust. The Trust sanctions
the money out of the Float Fund account maintained at the Karnataka State Cooperative Apex bank Ltd.,
Bangalore and a DD/PO is dispatched to the concerned network hospital as reimbursement of costs.
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surgical benefits. The number of OPD cases had also increased over the years; however,
surgeries still constituted the larger component of benefits availed with the ratio of
surgeries to OPD cases at 37 per cent. The increase in the number of OPD cases can be
viewed as a positive development as this may indicate growing health consciousness
among the beneficiaries and a reduction in the costs incurred on health care in the long
run.

Several measures have been formulated to assist the beneficiaries at the Network
Hospitals. Each hospital is required to print at least 500 pamphlets at its own expense and
make these available to beneficiaries who approach the hospital. As per the findings of the
NABARD evaluation study conducted in 4 districts of the State, three out of 14 hospitals
failed to meet this criterion. Each hospital is also required to maintain a special Yeshasvini
helpdesk. According to the NABARD study, 3 out of 14 hospitals failed to meet this
criterion and in one instance, the helpdesk was not located at the entrance of the hospital
which constrained the effectiveness of such a service. The guidelines also require a board
or hoarding displaying the details of the scheme to be set up at a prominent and visible
place. However, the study found that 10 out of 14 hospitals failed to comply with this rule.
This led to a lack of awareness among beneficiaries regarding the benefits that were their
due and they misconstrued the billing of ineligible treatments as exploitation by the
hospitals.

The discount rate chart was also to be displayed by network hospitals, and 12 out of 14
hospitals failed to meet this criterion. A photo album of all Yeshasvini beneficiaries was
also to be maintained which was complied with by only 3 of 14 hospitals. All 14 hospitals
maintained registers prescribed such as the OPD Register, Inpatient Register, Surgery
Register and so on. These contained information regarding the name of the patient, ID
card number, name of the Cooperative Society, name of the disease, date of admission,
date of surgery, date of discharge, amount claimed and so on. However, it was found that
the register shows only the amount claimed from TPA for the treatment and not the total
amount incurred for treatment, which resulted in an impression being created amongst the
beneficiaries that they were being overcharged.
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Family Health Plan Ltd
Family Health Plan Ltd. (FHPL) is the Third Party Administrator (TPA) responsible for
implementing the scheme since its inception. It is an IRDA registered insurance provider
and registered under the Companies Act, 1956. It claims to be the first and largest TPA in
the country with over a decade of experience in the domain of administering health
insurance schemes. A service agreement was signed between the Yeshasvini Cooperative
Farmers Health Care Trust and FHPL outlining the responsibilities of the latter in
implementing the scheme. The Trust also agreed to pay FHPL Rs.100 Lakh for its services
for the initial period of 2 years, which was subsequently extended according the
NABARD evaluation study.

The role of FHPL as defined in the service agreement is as follows:
•
•
•
•
•
•
•
•
•
•
•
•

Complete administration of the scheme
Arranging a network of quality hospitals across the state to facilitate cashless
treatment of beneficiaries
Electronic enrolment and issue of photo ID cards to members
Negotiation of tariffs and standardization of the same across health care providers
Training and deployment of Yeshasvini help desk at each of the Network Hospitals
Employ and train District Coordinators for smooth coordination and liaison with
the Deputy Registrar of Cooperative Societies for the Districts and Hospitals.
Authorization and assistance for all admissions into the hospitals
Processing all the hospital bills and claims and reimbursement to the hospitals
Maintain and submit to the Trust all accounts.
Prepare periodical MIS for review of the Trust.
Provide a software for handling all the administrative processes
Effective maintenance of fund and cost containment activities to curb misutilisation.

The Yeshasvini Cooperative Farmers Health Care Trust
The Yeshasvini Cooperative Farmers Health Care Trust is entrusted with the policy
decisions, implementation and financial management of the Yeshasvini scheme. The Trust
is incorporated under the India Trust Act. The Trust consists of 11 Board Members and
comprises eminent persons from the medical profession and officials from the Department
of Cooperation and the State Government. The Principal Secretary of the Karnataka State
Cooperation Department is the Chairman of the Trust.

The Deed of the Trust requires a meeting of the Board of Trustees from time-to-time, but
no later than three months from the date of the previous meeting. The meetings must be
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held as and when necessary to transact business and in the interest of the Trust. A State
Level Review Committee has also been constituted with the Principal Secretary,
Department of Cooperation, Government of Karnataka as the Chairman. The Committee
meets on a monthly basis and is concerned with the policy aspects of implementing the
scheme. The Committee is also responsible for identification of Network Hospitals on an
annual basis according to the prescribed standards. The Trust also provides for the
constitution of two groups, the Working Group and the Core Group, functioning as the
Sub-Committee and the State Level Committee respectively.

The Sub-Committee is responsible for administering claims based on the scrutiny notes
presented by FHPL. It also discusses and addresses complaints, if any, regarding the
functioning of the Network Hospital. It takes into account representations from the
Government, FHPL and the identified network hospital in these matters.

The State Level Committee meets on a monthly basis during the enrolment period of the
scheme. The meetings are presided over by the Additional Registrar of Cooperative
Societies. The Joint Registrars of all the Divisions and the Deputy Registrars of all the
districts participate in the meeting. Discussions are held regarding the targets and
achievements with regard to enrolment, problems encountered, motivating the staff of
cooperative societies and conducting weekly meetings at the District level.

Upon finalization of the target for the entire State each year, the Deputy Registrar of
Cooperative Societies are allocated the District-wise targets for each year. A strict
monitoring mechanism has been established to ensure proper implementation of the
Scheme. As per Government orders “the Regional Joint Registrars of Cooperative
societies are required to monitor the weekly progress of the Deputy Registrar of
Cooperative societies coming under their jurisdiction and also promptly report to the
Registrar of Cooperative Societies, if there is any laxity.” At the District level, the Deputy
Commissioner acts as the Chairman, and the Chief Executive Officer, Zilla Panchayat and
other District Officers act as members. The Deputy Registrar of the District is the
member-secretary and maintains all the records and proceedings of the meeting. During
the enrolment period this Committee meets on a weekly basis. A systematic proforma has
been devised to monitor the progress on a weekly basis during the peak period of
enrolment. The District Coordinators of TPA forward the progress to the Head Office of
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TPA at Bangalore. When the process of enrolment is completed every year, the enrolment
forms are collected by the Office of the Deputy Registrar of Cooperative Societies and
these are in turn forwarded to TPA, Bangalore for generation of photo ID cards for new
members and renewal of old cards for distribution through the District Coordinators of
TPA.

Awareness of the Scheme
The NABARD evaluation study found that despite being in operation for three years the
awareness among villagers and staff members regarding the scheme and its benefits was
poor. The staff members were not aware of new developments within the scheme such as
the enlargement of the scope of the family under the scheme. Members of cooperative
societies had inadequate knowledge about the coverage of the insurance and the benefits
that were their due. In certain instances they were under the impression that the entire
treatment was free and when charged for ineligible services such as medicines, diagnostic
tests and special ward charges they felt they were being exploited by the network
hospitals. The study revealed that the societies generally considered implementation of the
scheme a workload without any incentive for performance of duties. It was also found that
the members did not enrol themselves voluntarily in the scheme; instead the cooperative
societies were expected to visit each house and fill up the form for the members. Despite
these efforts on the part of the societies, certain formalities remained incomplete such as
submission of photographs. This translated into photo ID cards not being issued to
members who had failed to complete the formalities and this despite payment of the
premium. As a result members could not avail benefits under the scheme and the very
purpose of enrolment was defeated.

Utilisation
The ILO Report (2008) found that the level of claims had increased with every year of
implementation of the scheme (Table 2.9); however, the average claim had reduced as a
consequence of incorporating maternity benefits in the scheme. At the rate of claims
prevalent in 2008 the Government of Karnataka had to contribute approximately Rs.110
per capita as the subsidy component of the scheme. It was predicted that the scheme would
not experience any financial difficulties as long as the Government contribution was
forthcoming to address any shortfall. More efforts were required to stabilize funding for
the scheme. It was found that the scheme has twice the expected number of claims and
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was still subject to adverse selection. In order to stabilize funding the ILO recommended a
family premium at 2.5 times the existing premium in 2008 (Rs.120 per member per
annum).

Table 2.9: Historical results of the Yeshasvini plan (Year V, projection)
Insured

Number of
hospitalization claims

1,601,152
Year I
2,021,661
Year II
1,473,576
Year III
1,854,731
Year IV
2,318,778
Year V
Source: ILO Report (2008)

9,008
14,963
19,439
39,179
59,564

Claims in Rs

106,535,417
180,829,763
257,877,915
382,481,678
478,043,095

Claim per
insured

67
89
175
206
206

Percentage
claiming

0.56%
0.74%
1.32%
2.11%
2.57%

Average
claim

11,827
12,085
13,266
9,762
8,202

The contribution from the State government had risen steadily over the years. This was
supplemented by contributions from cooperatives in several of the years to the tune of
Rs.9.7 million. Interest on funds yielded Rs.16 million and late fees and penalties yielded
Rs.7.9 million. Till 2008, the subsidy provided by the Government amounted to Rs.600
million.
Table 2.10: Contribution by the State government contributions
Million of Rs
Year I
Year II
Year III
Year IV
Year V

45
36
120
199
200
Source: ILO Report (2008)

Rs Per insured
28.1
17.8
81.4
107.0
86.3

The incidence of surgeries was at the rate of 25.7 per 1000 insured. The claims incidence
had increased over the years which could be attributed to greater awareness among the
beneficiaries regarding the benefits under the scheme and their entitlements. The ILO had
recommended encouraging family membership in the scheme and maintaining two rates of
premium - Rs.150 for individuals and Rs.375 for a family. It was found that the cost and
incidence of claims was increasing every year. In order to stabilize rates it was
recommended that enrolment be made mandatory for all members of cooperative societies
besides enrolling entire families. The cost of claims was found to increase with age and
was higher for females than males on account of OBG interventions. Overall, there was
stability in the incidence of claims by 2008, however, variations by specialty (in terms of
surgical procedures) was witnessed. There were also wide variations in claims costs by
district. The addition of benefits under the scheme in the fourth year (2006-07) resulted in
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an increase in the incidence as well as the cost of claims. It was felt that mandatory
coverage for all members of cooperative societies would result in lower cost per insured
besides enhanced coverage for beneficiaries.
Table 2.11: Yeshasvini summary claims information
Year 1
1,601,152

Year 2
2,021,661

Year 3
1,473,576

Year 4
1,854,731

Year 5
2,318,778

Claims Settled
Bills Pending for payment
Estimated claims to year end
Total

8,996
12

14,963
0

19,439

39,179

59,564

9,008

14,963

19,439

39,179

59,564

142,153

Rate of claims per thousand
Claims cost per insured
Average claim amount
Free OPD Treatment
Percentage usage
Source: ILO Report (2008)

5.6
66
11,827
35,814
2.24%

7.4
89
12,085
50,174
2.48%

13.2
175
13,266
52,892
3.59%

21.1
206
9,762
76,032
4.10%

25.7
206
8,026
126,619
5.46%

15.3
152
9,889
341,531
3.68%

Reported membership

Total
9,269,898

The ILO Report concluded that the scheme faces “significant challenges to remain viable”
and that the current rates of premium were unsustainable. The Scheme required State
support in order to remain viable and it was necessary to improve the pricing policy under
the scheme to cover the whole family.
Table 2.12: Yeshasvini Co-operative Farmers Health Care Trust, Results

Contribution collected
Government
Contribution
Interest
Contributions and late
fees
Total Amt Collected

Year I
June 03 –
May 04
96,909,491

Year II
June 04 –
May 05
119,755,440

Year III
June 05 –
May 06
163,540,478

Year IV
June 06 –
May 07
215,400,000

Year V
June 07 –
May 08
277,516,000

45,000,000
3,743,622

35,788,000
4,880,368

120,000,000
3,311,414

198,500,000
3,982,398

200,000,000

599,288,000
15,917,802

137,021
145,790,134

6,596,177
167,019,985

2,809,823
289,661,715

4,260,799
422,143,197

3,889,745
481,405,745

17,693,565
1,506,020,776

Total
873,121,409

Claims Settled
Bills Pending for
payment
Total

106,535,417

180,829,763

257,877,915

382,787,128

478,043,095

1,406,073,318

106,535,417

180,829,763

257,877,915

382,787,128

478,043,095

1,406,073,318

Results prior to
expenses

39,254,717

-13,809,778

31,783,800

39,356,069

3,362,650

99,947,458

6,000,000

4,000,000

4,000,000

4,000,000

5,000,000

23,000,000

1,745,470

2,158,000

2,157,785

2,157,785

3,000,000

11,219,040

Results
31,509,247
Source: ILO Report (2008)

-19,967,778

25,626,015

33,198,284

-4,637,350

65,728,418

TPA fees
Other Expenses
(estimated)
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To conclude, the NABARD study (2007) reported that all the stakeholders expressed
satisfaction with the scheme. A survey of a sample of beneficiaries in 4 districts of the
state revealed that 60 per cent expressed complete satisfaction with the scheme, 30 per
cent were partially satisfied and 10 per cent were dissatisfied with the scheme. As the
scheme evolved efforts were made to adapt the scheme to the needs and demands of the
beneficiaries and other stakeholders to facilitate the delivery of benefits. This led to the
addition of new benefits in the fourth year, reviewing the enrolment procedure, addressing
issues with regard to the speed and ease with which processes involved at the Network
Hospitals, TPA and the Trust and so on. Despite the need for further introspection and
reform to enhance the efficiency and effectiveness of the scheme, the fact that the scheme
enjoys a critical mass of membership and is in the seventh year of implementation are
evidence of its popularity, relevance and success.

COMPARATIVE ANALYSIS
Having presented the details on the three health insurance schemes in the previous
sections, let us now provide a comparative picture of the schemes in terms of both design
and performance.

Objectives and Type of Health Care
Table 2.13 provides the objectives and type of health care provided by the three schemes.
It can be seen that there is no overlap between RSBY on the one hand, and Vajpayee
Arogyasri and Yeshasvini, on the other, because while the former takes care of secondary
care, the latter two take care of tertiary care. But, there is overlap between Vajpayee
Arogyasri and Yeshasvini because both of them deal primarily with tertiary care although
Yeshasvini has started to cover the secondary care as well.
Table 2.13: Objectives and Type of Health Care provided in three schemes
Scheme
RSBY

Vajpayee
Arogyasri






Yeshasvini 


Objective
Improve access of BPL [Below the Poverty Line] families to quality medical care
for treatment of diseases involving hospitalization and surgery through an
identified network of health care providers
Secondary health care
To provide BPL families access towards quality medical care for treatment of
catastrophic illnesses involving hospitalization, surgery and therapies, through an
empanelled network of Super Specialty care providers
Tertiary (both hospitalization and surgery)
Bringing quality health care within the reach of every co-operator in the State
Tertiary (mainly surgeries)

45

Background Information on Schemes
Two of the schemes are recent, and have been started in February 2010. On the other
hand, Yeshasvini is the oldest among the three schemes (Table 2.14). Yeshasvini is
implemented all over the state. But, RSBY was implemented only in five districts, and
Vajpayee Arogyasri in the Gulbarga and Belgaum divisions. Thus, there is considerable
overlap between Yeshasvini and Vajpayee Arogyasri as both of them cover tertiary care,
and have been implemented in the same geographical setting. It must be, however, noted
that the above does not apply to urban areas as the Yeshasvini is only implemented in rural
areas.
Table 2.14: Background Information on the three schemes
Schemes
RSBY

Year of
Introduction
February
2010

Vajpayee
Arogyasri

February
2010

Yeshasvini

2003

Geographical Coverage
1. Bangalore Rural, Dakshina Kannada, Belgaum,
Mysore and Shimoga
2. Planned to be introduced all over the state (both rural
and urban areas) during 2011-12
1. Bidar, Bellary, Gulbarga, Koppal, Raichur and Yadgir
2. Bagalkot, Belgaum, Bijapur, Dharwad, Haveri, Gadag
and Uttar Kannada
3. Planned to be introduced all over the state
All over the state

Rural or
urban
Only
Rural

Both rural
and urban

Rural

Target Group
Table 2.15 provides the target groups covered by the three schemes. At a first glance, one
obtains the impression that RSBY and Vajpayee Arogyasri cover the same group, namely,
BPL households.

But, the 'BPL' households covered by RSBY is a distinct group

identified by RDPR in the special survey conducted in 2002-03. On the other hand, 'BPL
households' covered by Vajpayee Arogyasri are identified by Food and Civil Supplies
Department. Although there can be an overlap, the 'BPL households' covered by RSBY is
much smaller number (28.31 lakhs) as compared to those covered by Vajpayee Arogyasri
(84.47 lakhs). One can then conclude that most of the RSBY beneficiary households will
be included among Vajpayee Arogyasri beneficiary households. Even then, we cannot
conclude that there is a direct overlap as the RSBY covers secondary care and Vajpayee
covers the tertiary care.

Yeshasvini covers the members of cooperative societies of diverse types. In the case of
members of the credit cooperative societies, they are generally farmers owning some land.
Hence, the extent of overlapping with the target group of RSBY and VA may be less as
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the target group in these two schemes is the BPL category of households. Yeshasvini
could also enrol SHG members, who come from the landless and poor category of
households. In this case, there is possibility of overlapping.
Table 2.15: Background Information on the three schemes
Scheme
RSBY
Vajpayee
Arogyasri
Yeshasvini

Target Groups
• BPL households as identified by the RDPR in 2002-03
• Households having BPL ration cards issued by the Food and Civil Supplies
Department
• Members of all rural co-operative societies
• Members of Co-operative Societies situated in urban areas, but residing in rural
areas
• Members of Stree Shakti or Self-Help Groups, who are also members of Cooperative Credit Institutions, undertaking thrift and credit activities.

Premiums and subsidy arrangements
As can be seen from Table 2.16, only Yeshasvini collects premium of Rs. 150 from each
member. While VA provides enrolment at free of cost, RSBY benefits are provided for a
mere Rs. 30, collected as registration fee from each member household.

All the schemes depend on subsidy, though the extent of dependence varies across the
schemes. The highest amount is in the case of RSBY which can get up to Rs. 750 of
subsidy for each enrolled household (with a maximum of five persons) from the central
and state governments. Vajpayee Arogyasri obtains subsidy of Rs. 300 for each enrolled
household from the state government. The amount of subsidy in the case of Yeshasvini
varied over the years; but it was around Rs. 98 per enrolled member in the last three years.
Since all the schemes obtain subsidy from the government, the discussion of overlapping
and convergence become relevant.
Table 2.16: Premiums and Subsidy Arrangements across the schemes
Scheme

RSBY
Vajpayee
Arogyasri
Yeshasvini

Amount
(Rs.) of
Annual
Premium
30*
0

Amount of Subsidy Per
Unit (Rs. Per Annum)

Subsidy Arrangements

Up to 750
Rs.300 per household

Provided by the central and state government
Government will pay annual household
premium in two instalments to the Suvarna
Arogya Suraksha Trust directly
150
per Varied across years: Rs. Subsidy is directly allocated by Karnataka
individual 98 for the last 3 years
government

* Is actually called as registration fees.
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Benefits of the scheme
Benefit package varies across the schemes. Under RSBY, up to five members in a
household can obtain a benefit of Rs. 30,000 (Table 2.17). The amount of benefit in the
case of Vajpayee Arogyasri is Rs. 1.5 lakh (with additional buffer of Rs. 50,000). In
Yeshasvini, up to Rs. 2 lakhs of expenditure on surgery can be provided per person in a
year. However, one cannot say that the benefit amount is higher in Yeshasvini and VA.
This is because the insurance amount is available only for tertiary (and super speciality)
care relating to 402 procedures in the case of VA, while it is available for surgeries
relating to about 1600 ailments in the case of Yeshasvini. In the case of RSBY also, the
insurance cover is provided to about 700 ailments although the total insurance amount is
less.

In all the schemes, benefits are available only for hospitalisation. Outpatient expenses are
not covered in RSBY if the ailment in question does not lead to hospitalisation. Preexisting diseases are covered under RSBY and VA, but they are not covered under
Yeshasvini. Some support towards the transportation is provided to patients admitted for
treatment under RSBY and VA.

Table 2.17: Benefits of the Schemes
Scheme

Total benefit

RSBY

30,000

Hospitalisation
Expenses
Yes

Vajpayee
Arogyasri

150,000 With
Yes
additional buffer
Rs.50000
Yeshasvini Max 2 lakh per
Yes
family per annum

Outpatient
Expenses
No*

Yes

Yes

Accidental Maternity PreOther
Death
Coverage Existing Benefits
Coverage
Diseases
No
Yes
Yes
Transport
up to Rs.
1,000
No
No
Yes
Transport,
food
No

Yes

No

-

* Outpatient expenses will, however, be covered if the illness leads to hospitalisation or surgery

Implementation arrangements
The enrolment into RSBY and Yeshasvini is voluntary, while it is automatic in the case of
VA as all the households having BPL ration cards are enrolled into the scheme (Table
2.18).

All the schemes provide cashless benefits.

The public-private partnership is

envisaged in all the three schemes, and TPA is appointed in all of them. While RSBY is
operated by an insurance company, the other two are managed by Trusts set up by the
government.
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Table 2.18: Implementation Arrangements of State Government Schemes
Scheme

RSBY
Vajpayee
Arogyasri
Yeshasvini

Enrolment

Voluntary
Automatic coverage of
all BPL ration
cardholders
Voluntary

PublicPrivate
Partnership
Yes
Yes

Settlement
of Claims

TPA

Operated by

Cashless
Cashless

Yes
Yes

Insurance company
Suvarna Arogya
Suraksha Trust

Yes

Cashless

Yes

Yeshasvini Cooperative Farmers
Health Care Trust

CONCLUSION
We have undertaken a secondary source review of the three health insurance schemes
namely RSBY, Vajpayee Arogyasri and Yeshasvini implemented in Karnataka state to
find the areas of convergence and overlapping. We find that some synergy is possible as
one scheme provides secondary health care, while the other two deal with tertiary care.
However, one can also find overlapping in terms of target area and target group.

This

overlapping is likely to be intensified when the three schemes are implemented all over the
state during 2011-12. There is a need to reduce the overlapping as all the schemes depend
on government for subsidy.
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3. BACKGROUND OF THE SAMPLE VILLAGES
Introduction
In this chapter, we provide a profile of selected villages from the three study districts of
Bangalore Rural, Shimoga and Gulbarga in order to present the context in which health
insurance schemes have been implemented.

The database for this chapter is the

information collected from key informants through the village questionnaire. It may be
noted that the field team has organised a meeting in each village to elicit information from
key informants such as cultivators, agricultural labourers, staff of gram panchayats
(Panchayat Development Officer, Secretary, Bill Collector, etc.), secretaries of milk and
credit cooperative societies, Anganawadi teacher, ASHA worker and others with the help
of semi-structured questionnaire. The questionnaire sought to collect information on basic
village details such as whether the village is GP headquarters, distance to the nearest town,
caste and occupation of households, status of sanitation, spread of diseases, quality of
services provided by public health providers and spread of life insurance.

The total number of key informants attending our meetings was 126 from 18 villages in
Bangalore Rural, 105 from 20 villages in Gulbarga and 117 from 22 villages in Shimoga.
Thus, the village level information was collected from as many as 348 key informants. Of
them, agricultural labourers accounted for 16 per cent, cultivators for about 20 per cent,
GP members for 8 per cent, and representatives of civil society institutions such as SDMC
for 6 per cent. The village level officials such as Anganawadi worker, ASHA worker,
staff of GP including the secretary and PDO and secretaries of cooperative societies
accounted for the rest. The meetings have been usually held at public places such as gram
panchayat office, cooperative society, anganawadi centre, etc. The discussion in these
meetings was facilitated by the field investigator.

We have presented this chapter in three sections – one each devoted to Bangalore Rural,
Gulbarga and Shimoga districts. In each section, we will first present basic details on
sample villages such as connectivity, distance to the GP headquarters and nearest town,
irrigation status, and distribution of households by caste and occupation. Subsequently,
we take up an analysis of sanitation status, prevalence of diseases, functioning of public
health facilities in sample villages as well as those located outside the villages. Finally,
we discuss the extent of penetration of life insurance in sample villages.
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Bangalore Rural District
Basic Details of Sample Villages
Of 18 sample villages in Bangalore Rural district, 22.22 per cent are headquarters to the
Gram Panchayat. In the case of remaining villages, the distance to grama panchayat
ranged from as low as 0.5 kms to as high as 6 kms. Nearly 78 per cent of the sample
villages were connected with asphalted road, while the rest could be reached through
katcha road (Table 3.1).

Table 3.1: Basic details of the sample villages in Bangalore Rural
Name of the village

Is this GP headquarter village?

Distance to GP
head-quarters

Beerahalli
No
2
Chikkamankanala
No
6
Chikkanallurahalli
No
3
Chikkannanahalli
No
1
Doddappanahalli
No
0.5
Kattigenahalli
No
2
Konaghatta
Yes
0
Lingadeeragollahalli
No
1.5
Muthkur
No
1
Ramagovindapura
No
1.5
Shanappanahalli
No
2
Shivagange
Yes
0
Singrahalli
No
5
Somalapura
No
4
Sulakunte
No
2.5
Thippur
Yes
0
Uganavadi
No
5
Yentiganahalli
Yes
0
Source: Focus group discussions in the sample villages

Form of Connectivity

Both
Asphalted Road
Asphalted Road
Katcha Road
Katcha Road
Asphalted Road
Asphalted Road
Katcha Road
Asphalted Road
Asphalted Road
Katcha Road
Asphalted Road
Asphalted Road
Asphalted Road
Both
Asphalted Road
Asphalted Road
Asphalted Road

Distance to
nearest town

20
18
10
10
6
6
7
9
10
3
12
6
12
2
10
14
9
7

The distance to the nearest town or urban centre plays an important role to villagers. The
villages nearer to the town would not only have better economic opportunities (marketing,
employment, etc.) as compared to interior villages but also have better access to health
facilities located in the town. For sample villages, the minimum distance to the nearest
town is 2 kms, maximum distance is 20 kms and average distance is 9.5 kms. More than
half of the sample villages were distantly (more than 10 kms) located from the nearest
town. This implies that these villages are relatively interior.

Which castes are important in the sample villages? It can be seen from Table 3.2 that
dominant castes (in numerical terms) vary across the villages. Although Vokkaligas are
not present in six villages, they are dominant in five villages. Households belonging to
Lingayath castes were not present in 13 out of 18 villages, while they were prominent in
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three villages. It may be noted that we have retained Vokkaligas and Lingayaths as a
separate caste groups as these two are dominant caste groups in Karnataka. SC households
were present in almost all the villages. In 10 villages, they formed 20 to 40 per cent of the
total households, and in four of them, they accounted for over 40 per cent. ST households
were not present in nine villages, and they formed more than 20 per cent in two villages.
Although OBC households were not present in four villages, they formed between 20 to
40 percent in three villages and more than 40 per cent in five villages. It can be, thus,
concluded that households belonging to Vokkaligas, other backward communities and SC
community were prominent in most of the sample villages.

Table 3.2: Caste-Wise Distribution (%) of Households in Sample Villages of
Bangalore Rural
Households (%) belonging to
Name of the villages
Beerahalli
Chikkamankanala
Chikkanallurahalli
Chikkannanahalli
Doddappanahalli
Kattigenahalli
Konaghatta
Lingadeeragollahalli
Muthkur
Ramagovindapura
Shanappanahalli
Shivagange
Singrahalli
Somalapura
Sulakunte
Thippur
Uganavadi
Yentiganahalli
Total

Vokkaliga
0.0
62.2
0.0
0.0
4.5
0.0
0.0
2.1
12.4
44.4
67.7
18.2
0.0
46.3
13.5
16.5
18.4
57.6
14.9

Lingayath
0.0
0.0
0.0
14.7
0.0
0.0
0.0
55.3
0.0
0.0
0.0
24.9
0.0
0.0
0.0
0.0
2.2
3.0
3.5

SC
53.0
31.5
22.7
0.0
19.7
9.6
20.6
40.4
24.9
44.4
32.3
24.6
86.1
19.5
27.0
18.9
29.4
23.2
25.7

ST
0.0
0.0
23.4
0.0
0.0
0.0
2.1
2.1
5.0
0.0
0.0
4.9
0.0
0.0
45.0
15.6
0.7
7.1
5.9

OBC
43.4
6.3
53.9
35.3
0.0
0.0
77.3
0.0
26.6
7.8
0.0
3.4
13.9
34.1
14.4
43.5
46.0
4.0
29.7

Muslim
0.0
0.0
0.0
0.0
75.8
90.4
0.0
0.0
31.1
0.0
0.0
4.9
0.0
0.0
0.0
4.7
0.0
0.0
17.3

Others
3.6
0.0
0.0
50.0
0.0
0.0
0.0
0.0
0.0
3.3
0.0
19.1
0.0
0.0
0.0
0.7
3.3
5.1
3.0

Total
households
(Number)
83
111
128
1710
66
449
568
47
402
90
62
325
151
41
111
423
272
198
3,544

Source: Same as in Table 3.1.

In the sample villages, cultivation could not have been an important source of livelihood
for two reasons; first, the proportion of irrigated area is low in most of the villages. About
61 per cent of the sample villages had less than 20 per cent of their land as irrigated. Only
in about 17 per cent of the villages was the proportion of area irrigated in the village more
than 40 per cent. This implies that cultivation, which partially or fully depended on
rainfall in most of the villages, may not have been secure. Second, the proximity to
10

This is a small village with only 17 households as a major flood occurred a few years ago resulted in the
out-migration of households.
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Bangalore city may have provided employment opportunities in non-agricultural activities.
It is therefore not surprising that the distribution of households by the principal occupation
(Table 3.3) shows considerable occupational diversification. In general, cultivation and
agricultural labour are major occupations in villages located away from Bangalore city,
while non-agricultural labour and salaried employment are dominant occupations in
villages close to Bangalore. On the whole, cultivators formed between 20 and 40 per cent
in five villages and more 40 per cent in seven villages. Agricultural labourers accounted
for 20 to 40 per cent of the households in 7 villages, and more than 40 per cent in five
villages.

Households pursuing non-agricultural work as the principal occupation

accounted for more than 20 per cent of the total households in 9 out 18 villages!
Households having access to salaried income were present in almost all the villages; in a
couple of villages, they accounted for more than 20 per cent. Most of these households
have been successful in obtaining informal employment in offices, factories and business
establishments.

Table 3.3: Distribution of households by principal occupation and villages
(Bangalore Rural)

Name of the village
Beerahalli
Chikkamankanala
Chikkanallurahalli
Chikkannanahalli
Doddappanahalli
Kattigenahalli
Konaghatta
Lingadeeragollahalli
Muthkur
Ramagovindapura
Shanappanahalli
Shivagange
Singrahalli
Somalapura
Sulakunte
Thippur
Uganavadi
Yentiganahalli
Total

Cultivation
0.0
51.4
39.1
94.1
36.4
18.7
3.7
10.6
22.9
53.3
48.4
44.6
17.2
56.1
7.2
40.2
44.1
38.4
28.1

Households (%) belonging to occupations of
NonAgricultural agricultural
Salaried
Selfwage labour wage labour
Employee
employed
4.8
73.5
0.0
19.3
16.2
16.2
8.1
6.3
44.5
13.3
3.1
0.0
5.9
0.0
0.0
0.0
15.2
25.8
19.7
3.0
26.5
33.4
4.5
16.9
57.6
26.8
11.3
0.7
42.6
25.5
12.8
8.5
30.3
12.7
21.1
12.2
22.2
8.9
12.2
3.3
29.0
12.9
6.5
3.2
3.1
10.8
20.3
12.0
41.7
35.1
5.3
0.7
12.2
4.9
17.1
7.3
51.4
38.7
0.0
2.7
29.6
15.4
6.1
7.1
27.2
22.1
3.3
2.2
20.7
29.3
7.1
4.5
30.8
22.9
9.8
7.2

Others
2.4
1.8
0.0
0.0
0.0
0.0
0.0
0.0
0.7
0.0
0.0
9.2
0.0
2.4
0.0
1.7
1.1
0.0
1.4

Total
(Number)
83
111
128
17
66
449
568
47
402
90
62
325
151
41
111
423
272
198
3,544

Source: Same as in Table 3.1

Sanitation, Diseases and Health Care Facilities
Proper drainage system is essential to have good health.

This is because improper

drainage or clogging of drain water can result in outbreak of diseases. It is heartening to
note that nearly 17 per cent of the sample villages in Bangalore Rural had fully covered
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open drainage system (Table 3.4). This proportion is still low given the proximity to state
capital city. Key informants reported that drainage system in these villages has been very
well maintained by way of regular cleaning of drains with bleaching power.

These

villages also do not have the problem in so far as the alignment of drainage channels or
flow of drain water away from the village.

Table 3.4: Distribution (%) of Sample Villages in Bangalore Rural by Type of
Sanitation Facility
Villages
Number
%
Type of Sanitation facility
Open drainage; village is fully covered
3 16.7
Open drainage; village is partially covered
14 77.8
No drainage
1
5.6
All villages
18 100.0
Source: Same as in Table 3.1

In the remaining 83 per cent of villages, key informants complained that their villages did
not have fully covered drainage. In one of the villages, there was no drainage facility at
all. In these villages, the most common problem found was that of drain water getting
clogged at several places in the village. The alignment is also such that waste water does
not drain out of the village. These problems are either common to the entire village or
certain localities (mostly those where the poor reside). In these places, dirty drain water
comes out and stays still for days together resulting in foul smell and breeding of
mosquitoes. This has lead to suffering by the people with diseases such as chikungunya,
malaria, etc. The proximity to the state capital city thus has not really resulted in the better
infrastructure.

We have asked whether the villagers faced any epidemic diseases during the last three
years, namely, 2008-09, 2009-10 and 2010-11. Responses to this question are presented
in Table 3.5. Only one village did not suffer from the outbreak of disease. Otherwise,
nine villages witnessed the outbreak of one disease and six villages experienced the
outbreak of two diseases. Two villages witnessed the outbreak of disease in every year.

Important diseases were Chikungunya, Chicken Pox, Typhoid, Malaria and Measles in
that order. The worst year was 2008-09, in which, as many as 788 households (or about
22 per cent) were affected by one disease or the other. The situation has improved in
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2009-10 and 2010-11 as lesser proportion of the households suffered from diseases. Only
one person was reported to have died due to chikungunya. Public health centre (PHC) and
government hospital located at either taluk or district headquarters have been the preferred
destinations for the treatment of these diseases. Data on outbreak of diseases show that
the poor sanitation is resulting in the outbreak of diseases such as chikungunya. Going by
the place of treatment one can suggest that it was the poor who mainly suffered from the
outbreak of these diseases, as the dependence of the poor on public health service delivery
system is relatively high.
Table 3.5: Outbreak of diseases in the sample villages in Bangalore Rural

Villages
Beerahalli
Chikkamankanala
Chikkanallurahalli
Chikkannanahalli
Doddappanahalli
Kattigenahalli
Konaghatta
Lingadeeragollahalli
Muthkur
Ramagovindapura
Shanappanahalli
Shivagange
Singrahalli
Somalapura
Sulakunte
Thippur
Uganavadi
Yentiganahalli

2010-11
Number of
households
Disease
affected

Malaria
Chicken Pox
Chicken Pox

Measles
Chicken Pox

2009-10

Disease
Chikungunya
Chikungunya

Number of
households
affected
8
70

Chikungunya

10

Chicken pox

4

Chikungunya

50

5
25
3

3
10

Chikungunya
Malaria
Chikungunya

7
10
80

Chikungunya

100

2008-09
Number of
households
Disease
affected

Chikungunya
Chikungunya
Chikungunya
Chikungunya
Chikungunya
Chikungunya

17
60
100
250
5
65

Chikungunya
Typhoid
Typhoid
Chikungunya
Typhoid
Chikungunya
Chikungunya

50
4
3
12
3
119
100

Source: Same as in Table 3.1

Health Providers
Karnataka has a vast network of public health care facilities in rural areas. There will be
one sub-centre for the every 5,000 population. Sub-centres are staffed by an ANM nurse
and are equipped to provide basic care. Hence, people would normally prefer to go to
primary health centres, which would be available for every 30,000 population. At the next
level, there are Community Health Centres. There were 323 community health centres
(CHCs), 2,195 primary health centres and 8,142 sub-centres in Karnataka as on December
2007. These figures show that PHCs are important centres where the people will obtain
primary health care. Due to lack of proper infrastructure at the PHC, people are opting for
private clinics or private hospitals or government hospitals, which are mostly found in the
big urban centres or town. Hence, villages close to the urban centre will have better
access to health facilities.
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We have asked key informants to provide perceptions on the adequacy and quality of
health care provided by public health care facilities (sub-centres, PHCs and government
hospitals at the taluk level) that people from sample villages depend on. Their perceptions
are provided below.

Sub-Centre
Auxiliary Nurse Midwife (ANM) is the key staff in the sub-centre. The number of staff is
only one in all the villages except one. This goes well with the finding of District Level
Health Survey (PRC 2006) that `nearly 93 per cent of sub-centres have been provided with
Auxiliary Nurses and Midwives (ANMs) but less than two per cent of centres have an
additional ANM’. ANM is expected to visit the villages to provide pre and anti-natal care
to pregnant mothers. While key informants from five villages have stated that they have
easy access to ANM, those from six villages stated that the access is somewhat difficult
(Table 3.6). However, key informants from as many as five villages perceived that the
access to ANM is difficult.

Table 3.6: Perceptions on the functioning of Sub-Centre in Bangalore Rural
Village
Accessibility of Staff
Beerahalli
Difficult
Chikkamankanala
Somewhat difficult
Chikkanallurahalli
Easy
Chikkannanahalli
Difficult
Doddappanahalli
Somewhat difficult
Kattigenahalli
Easy
Konaghatta
Somewhat difficult
Lingadeeragollahalli
Somewhat difficult
Muthkur
Somewhat difficult
Ramagovindapura
No information
Shanappanahalli
Difficult
Shivagange
Easy
Singrahalli
No information
Somalapura
Difficult
Sulakunte
Difficult
Thippur
Easy
Uganavadi
Easy
Yentiganahalli
Somewhat difficult
Source: Same as in Table 3.1

Supply of medicines
More than adequate
Somewhat Adequate
Somewhat Adequate
Inadequate
Somewhat Adequate
Somewhat Adequate
Somewhat Adequate
Somewhat Adequate
Inadequate
No information
Somewhat Adequate
Somewhat Adequate
No information
Inadequate
Inadequate
Somewhat Adequate
Somewhat Adequate
Somewhat Adequate

As far as the facility in terms of supply of medicines is concerned, informants from as
many as 11 villages have stated that this was somewhat adequate while those from four
villages have stated that this was inadequate. The major problem faced was on account of
irregular visits by the ANM. The common response is that she comes to the village only
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once in a week, which is not considered to be sufficient by the people. As a result, key
informants have noted that ANM would not be available when they want her the most, and
that they have to wait for a long period.

Perceptions on PHC
According to key informants, the total staff in PHCs catering to the sample villages varied
from as low as two to as high as 20. Access to staff has been termed as easy by key
informants from as many as 10 villages, while it has been termed as somewhat difficult
and difficult in six and one village, respectively (Table 3.7). Thus, accessibility to staff
does not appear to be a major problem. But, the problem seems to be on account of poor
infrastructure in PHCs. Availability of diagnostic and other equipment has been termed as
somewhat adequate in 11 villages and inadequate in five villages. Qualitative responses
show the following. First, testing facilities are not available in almost all the PHCs. Key
informants from a village stated that “PHC has only BP machine. We are sent elsewhere
if the health condition is slightly serious”. Second, patients are usually asked to get
diagnostic tests done outside because medical equipment is inadequate or not in working
condition. Third, somewhat serious illnesses will not be treated in the PHC. Fourth, in
some of the PHCs, the doctor has been termed to be not good.

Key informants from six villages stated that they did not face any problem with PHC. In
one of the villages, they stated that “PHC treats patients quite well, and all the diseases get
cured. People from even other places come to this PHC for treatment. We wish that the
present doctor, who commutes from the nearby town, stays at this centre for the next 10
years”. In another village, people have stated that `PHC gives good treatment. We do not
find the need to go the government hospital’. In these villages the perception has been that
there is no problem with PHC if treatment is for minor illnesses.

But, in the other villages, key informants have been very critical about the functioning of
PHCs. They highlighted the problems of lack of medicines (and collecting money for free
medicines), corruption, long waiting period and long distance. Another perception was
that even if patients obtain treatment from PHC, health condition would not significantly
improve, and thus necessitating another visit to either private hospital or government
hospital located at taluk headquarters.
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Table 3.7: Perceptions on the functioning of PHC in Bangalore Rural
Village
Beerahalli
Chikkamankanala
Chikkanallurahalli
Chikkannanahalli
Doddappanahalli
Kattigenahalli
Konaghatta
Lingadeeragollahalli
Muthkur
Ramagovindapura
Shanappanahalli
Shivagange
Singrahalli
Somalapura
Sulakunte
Thippur
Uganavadi
Yentiganahalli

Accessibility of
Staff
Easy
Easy
Easy
Easy
Somewhat difficult
Difficult
Easy
Easy
Somewhat difficult
Difficult
Somewhat difficult
Somewhat difficult
Easy
Somewhat difficult
Easy
Easy
Somewhat difficult
Easy

Adequacy of
Equipment
More than adequate
Somewhat adequate
Somewhat adequate
Inadequate
Somewhat adequate
Inadequate
More than adequate
Somewhat adequate
Somewhat adequate
Inadequate
Inadequate
Inadequate
Somewhat adequate
Somewhat adequate
Somewhat adequate
Somewhat adequate
Somewhat adequate
Somewhat adequate

Source: Same as in Table 3.1.

Government hospitals
People from sample villages have also accessed government hospitals at the taluk level for
obtaining primary and secondary health care. Key informants noted that the number of
staff members in these hospitals is high, and the accessibility to the staff is also not a
major problem in several cases (Table 3.8).
adequate.

Facilities have also been stated to be

However, villagers stated that they face the following problems with

government hospitals. First problem has been the long distance to the hospital. Second,
villagers have been made to pay for medicines and facilities, which are perceived to be
free.

Third, whenever people visit the hospital, the concerned doctor was not often

available. As a result, the waiting period was generally long in these hospitals. Fourth
problem cited was corruption.
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Table 3.8: Perceptions on the functioning of Government Hospital in Bangalore
Rural
Name of the
Accessibility of
villages
Staff
Beerahalli
Easy
Chikkamankanala
Easy
Chikkanallurahalli
Easy
Chikkannanahalli
Easy
Doddappanahalli
Easy
Kattigenahalli
Somewhat difficult
Konaghatta
Easy
Lingadeeragollahalli Difficult
Muthkur
Somewhat difficult
Ramagovindapura
Difficult
Shanappanahalli
Somewhat difficult
Shivagange
Somewhat difficult
Singrahalli
Easy
Somalapura
No information
Sulakunte
Somewhat difficult
Thippur
Easy
Uganavadi
Somewhat difficult
Yentiganahalli
Easy
Source: Same as in Table 3.1

Adequacy of
Equipment
Adequate
Adequate
Adequate
Adequate
Adequate
Adequate
More than adequate
Adequate
Adequate
Inadequate
Adequate
Adequate
Adequate
No information
Adequate
Adequate
Adequate
Adequate

Spread of Life insurance
Spread of life insurance has been termed as high (over 60%) in five sample villages,
medium (40 to 60%) in four, low (20 to 40%) in seven and very low (less than 20%) in
two villages. The low or very low penetration of life insurance has been due to inability to
afford for the same, although reasons such as misconceptions on life insurance and lack of
information on specific life insurance policies have been cited in a few localities.

Shimoga District
Basic Details of Sample Villages
As stated in the introductory chapter, the total number of sample villages from shimoga is
22. These villages have been randomly selected representing all the seven taluks in the
district. Only three out of 22 villages are headquarters to gram panchayat (Table 3.9).
People from rest of the villages are required to travel anywhere between one and 15 kms
by public or private transport to visit offices located at the GP headquarters. The average
distance works out to be around 4 kms. In some of the villages, people are forced to walk
to reach the GP headquarters either because the public transport is not available or reliable.
It may be noted that the Malnad districts like Shimoga have difficult terrain and settlement
pattern is so scattered. This becomes even worse in taluks such as Theerthahalli, Sagara,
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and so on. Hence, people mostly rely on walking. While asphalted road connects people
from half of the villages to the town or GP headquarters, kutcha road is the option
available to the other half of villages to reach the outside world.
Table 3.9: Basic details of the sample villages in Shimoga
Name of the villages
Adagadi
Alase
Arahatolalu Kaimara
Ashokanagara I
Baruve
Chikkidagodu
Dalavayihosakoppa
Eesoru
Guddadaharakere
Gyarej Kyamp
Hosuru
Hurulikoppa
Marahalli
Nalinikoppa
Nanditale
Nittakki
Ramanagara
Shankrikoppa
Sheerihallitanda
Tevareteppa
Togarsi
Veerabhadrapura

Is this GP
headquarter?
No
No
No
No
No
No
No
Yes
No
No
No
No
No
No
No
No
Yes
No
No
No
Yes
No

Distance to GP
Headquarters
3
15
1
1
3
6
2
0
15
1
3
1
8
5
3
2
0
1
5
2
0
3

Form of
Connectivity
Asphalted
Kuccha
Asphalted
Kuccha
Kuccha
Asphalted
Asphalted
Asphalted
Kuccha
Asphalted
Kuccha
Asphalted
Kuccha
Asphalted
Kuccha
Asphalted
Asphalted
Kuccha
Kuccha
Kuccha
Asphalted
Kuccha

Distance to
Nearest town
22
15
5
22
6
10
12
7
6
25
6
20
25
12
14
18
18
3
15
7
10
18

Source: Same as in Table 3.1

Towns are important to rural households as places where they can obtain employment in
non-agricultural activities, market agricultural produce and have access to higher
education.

They are also important to access medical facilities including specialist

doctors, hospitals, diagnostic facilities and medicines.

Against this background, the

distance to the nearest town becomes important. The sample villages are located at a
distance of 3 to 25 kms from the nearest town and average distance is around 14 kms.
This is considerable distance for the sample villages especially for those that face
problems of bad or non-existent roads and unreliable transportation facilities.

Caste and occupational background of households
The size of village, measured in terms of total number of households, varies across the
sample villages. The total number of households in each sample village ranged from as
low as 30 to as high as about 1,016 households (Table 3.10). The caste-wise distribution
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of households from all the sample villages shows the following; 42 per cent of the
households belonged to Other Backward Castes (OBC), 28.7 per cent to SC community,
11.5 per cent to Lingayath caste and 5.4 per cent were Muslims. There is, of course,
variation across villages in so far as numerically dominant castes are concerned. In a
majority of the villages, households belonging to OBCs such as Edigas, Pujars, Bestaru
and Golla, accounted for bulk of the households.

In five villages, SC households

constituted over 50 per cent of the total households.
Table 3.10: Caste-Wise Distribution (%) of Households in Sample Villages of
Shimoga
Name of the villages
Adagadi
Alase
Arahatolalu Kaimara
Ashokanagara I
Baruve
Chikkidagodu
Dalavayihosakoppa
Eesoru
Guddadaharakere
Gyarej Kyamp
Hosuru
Hurulikoppa
Marahalli
Nalinikoppa
Nanditale
Nittakki
Ramanagara
Shankrikoppa
Sheerihallitanda
Tevareteppa
Togarsi
Veerabhadrapura
Total

Vokkaliga
0.0
11.1
0.0
0.0
0.9
0.0
36.7
0.0
0.0
9.6
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.8

Lingayath
3.2
0.0
0.0
13.9
14.5
33.2
0.0
29.5
9.2
4.1
0.0
0.0
0.0
0.0
2.0
10.4
25.1
2.7
0.0
16.2
0.0
0.0
11.5

Caste category
SC
ST
OBC
33.3
31.7
31.7
0.0
0.0
73.6
64.0
8.0
28.0
53.8
13.9
8.0
3.6
11.8
57.3
32.2
2.4
4.7
10.0
0.0
36.7
11.8
4.9
45.8
0.0
0.0
90.8
3.4
14.4
65.1
13.7
4.6
57.1
12.8
5.9
79.5
7.4
8.2
84.4
72.8
0.0
27.2
4.1
0.0
20.4
19.5
0.0
70.1
14.6
20.9
12.6
2.7
0.0
94.0
97.8
0.0
2.2
33.3
33.3
7.6
50.1
0.5
37.8
30.0
45.0
10.0
28.7
6.1
42.0

Muslim
0.0
0.0
0.0
5.2
0.0
26.5
0.0
7.9
0.0
0.0
9.1
1.8
0.0
0.0
0.0
0.0
26.8
0.7
0.0
9.5
11.7
0.0
5.4

Others
0.0
15.3
0.0
5.2
11.8
0.9
16.7
0.1
0.0
3.4
15.5
0.0
0.0
0.0
73.5
0.0
0.0
0.0
0.0
0.0
0.0
15.0
2.7

Total
126
72
125
288
110
211
30
1016
65
146
219
219
231
453
49
77
239
150
93
105
429
20
4473

Source: Same as in Table 3.1.

It can be seen from Table 3.11 on occupational distribution of households from the sample
villages that cultivation and wage labour (in agriculture and non-agriculture) are important
sources of livelihood. Cultivator and wage labour households together account for 85 per
cent of households in the sample villages. The relative importance of these activities
varied across the sample villages. Cultivator households comprised of over 50 per cent of
the total households in eight villages, and between 30 and 50 per cent in seven villages.
This is not surprising because irrigated area accounted for 20 to 40 per cent in 15 villages,
40 to 60 per cent in three villages and more than 65 per cent in two villages. In five
villages, agricultural labour households accounted for more than half of the total
households. In villages that are large and close to urban areas, diversification in the
occupational distribution can be seen.
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Table 3.11: Distribution of households by principal occupation and villages
(Shimoga)

Name of the villages
Adagadi
Alase
Arahatolalu Kaimara
Ashokanagara I
Baruve
Chikkidagodu
Dalavayihosakoppa
Eesoru
Guddadaharakere
Gyarej Kyamp
Hosuru
Hurulikoppa
Marahalli
Nalinikoppa
Nanditale
Nittakki
Ramanagara
Shankrikoppa
Sheerihallitanda
Tevareteppa
Togarsi
Veerabhadrapura
Total

Cultivation
3.2
51.4
12.8
21.5
74.5
36.5
86.7
38.4
3.1
32.2
27.4
14.2
44.2
35.3
75.5
74.0
75.7
49.3
53.8
68.6
18.6
45.0
37.0

Proportion of HHs having the principal occupation of
NonAgricultural
agricultural
Salaried
Selfwage labour
wage labour
Employee
employed Others
89.7
0.0
2.4
4.8
0.0
26.4
0.0
2.8
6.9
12.5
49.6
33.6
0.0
4.0
0.0
55.2
15.3
5.6
2.4
0.0
19.1
1.8
0.9
3.6
0.0
59.2
0.9
1.9
1.4
0.0
13.3
0.0
0.0
0.0
0.0
25.7
5.9
9.2
20.9
0.0
75.4
16.9
0.0
4.6
0.0
43.2
1.4
13.7
9.6
0.0
42.9
20.1
0.5
9.1
0.0
42.5
23.3
4.6
15.5
0.0
39.8
13.9
0.9
1.3
0.0
39.7
16.8
4.9
3.3
0.0
24.5
0.0
0.0
0.0
0.0
11.7
2.6
6.5
5.2
0.0
10.9
6.3
4.2
2.9
0.0
22.7
14.0
2.7
11.3
0.0
16.1
10.8
16.1
3.2
0.0
21.0
9.5
0.0
1.0
0.0
25.4
35.7
6.5
13.8
0.0
55.0
0.0
0.0
0.0
0.0
35.2
12.9
4.7
9.4
0.2

Total
(Nos.)
126
72
125
288
110
211
30
1016
65
146
219
219
231
453
49
77
239
150
93
105
429
20
4473

Source: Same as in Table 3.1

Sanitation, Diseases and Health Providers
The status of sanitation varied across the villages. In 14 out of 22 sample villages, open
drainage has been provided; but, the coverage has been reported to be only partial.
Although such a partial coverage with open drainage did not result in any major problem
of stagnant drain water because of good topographical condition and free flow of drain
water in some villages, it has contributed to problems in other villages. Key informants
from one of the sample villages noted that `on account of partial coverage of village with
open drainage, people often suffer from fever’. In another village, it was reported that
`poor drainage results in small or big health problems’. Key informants from another
village complained that `the drainage, provided in only half of the village, is not properly
aligned or constructed. As a result, people are suffering from several diseases’. Silt
accumulation in the open drainage is also resulting in the stagnation of dirty water and
breeding of mosquitoes. Key informants from one of the villages complained that it
becomes difficult to even walk in the rainy season due to poor drainage.

In eight out of 22 villages, there is no drainage facility. In one of these villages, it was
informed that `lack of drainage causes stagnant water and poor hygiene especially in the
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rainy season. This results in breeding of mosquitoes’. It was noted in discussions with
key informants from several villages that such poor hygienic conditions contribute to the
outbreak of diseases. Though proper drainage is essential and poor hygiene on account of
lack of drainage can have disastrous effect on health condition of the people especially the
poor, local authorities do not assign the type of priority that is needed. A more or less
similar story has been heard village after village.

We have obtained information on outbreak of diseases and the number of households
affected (Table 3.12) during the years of 2008-09, 2009-10 and 2010-11. It can be seen
from the table below that there was outbreak of at least one disease in 14 villages during
the three reference years. In one of the villages two diseases broke out in each of the last
three years. In two villages, there was outbreak of one disease in every year. Three
villages witnessed an outbreak of two diseases during the reference period, while six
villages witnessed outbreak of one disease. The years of 2008-09 and 2009-10 appear to
be the worst-hit as a large number of sample villages were affected and the total number of
households suffering from these diseases was also substantial.
Table 3.12: Outbreak of diseases in the sample villages in Shimoga
2010-2011
Households
Types
affected

Name of the villages
Adagadi
Alase
Arahatolalu Kaimara Dengue
Ashokanagara I
Chicken pox
Chikungunya
Baruve
Chikkidagodu
Dalavayihosakoppa
Eesoru
Guddadaharakere
Gyarej Kyamp
Typhoid
Hosuru
Measles
Hurulikoppa
Marahalli
Nalinikoppa
Nanditale
Nittakki
Ramanagara
Malaria
Shankrikoppa
Sheerihallitanda
Tevareteppa
Togarsi
Veerabhadrapura
Source: Same as in Table 3.1.

2009-2010
Households
Types
affected

2008-2009
Households
Types
affected

1
60 Chikungunya
30 Chicken pox

25 Chikungunya
25 Chicken pox

25
25

Chikungunya

4 Chikungunya

8

Chikungunya
10 Typhoid
30

Chikungunya

3 Chikungunya
Chikungunya
Chikungunya

10
15 Rat fever

20

Chikungunya
100 Chikungunya

15
100

Chikungunya
70 Chikungunya
Chikungunya
75 Malaria
75

10
70
60
20

Chikungunya

8

Chikungunya was the most important disease which accounted for 15 cases of outbreak
and a large number of affected households. This was followed by chicken pox, typhoid,
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measles, malaria and rat fever. Most of the households obtained treatment either from
PHC or government hospital located at the taluk headquarters. No death was reported
from these diseases.

Health providers
Sub-Centre
Key informants from all the villages except two stated that one ANM has been posted in
their village. They have termed the access to ANM is easy in eight villages, somewhat
difficult in seven villages and difficult in five villages (Table 3.13). The accessibility to
ANM depends on several factors. If the ANM stays in the village, the access is considered
to be easy. If ANM is commuting to the village, access to her is considerably reduced. In
fact, the problem of irregular visits has been cited to be the main problem in eight villages.
Key informants from some of the villages have stated that ANM visits `once in a week’ or
`once in fortnight’ or `once in month’. In one of the worst cases, it has been reported that,
she visits once in 2 or 3 months. In this village, it has been informed that she has almost
stopped visiting after the appointment of ASHA worker11!
Table 3.13: Perceptions on the functioning of ANM in sample villages of Shimoga
Name of the village
Accessibility to Staff
Adagadi
Easy
Alase
Somewhat difficult
Arahatolalu Kaimara
Ashokanagara I
Easy
Baruve
Somewhat difficult
Chikkidagodu
Somewhat difficult
Dalavayihosakoppa
Easy
Eesoru
Somewhat difficult
Guddadaharakere
Gyarej Kyamp
Easy
Hosuru
Difficult
Hurulikoppa
Easy
Marahalli
Easy
Nalinikoppa
Difficult
Nanditale
Difficult
Nittakki
Somewhat difficult
Ramanagara
Difficult
Shankrikoppa
Somewhat difficult
Sheerihallitanda
Easy
Tevareteppa
Difficult
Togarsi
Somewhat difficult
Veerabhadrapura
Easy
Source: Same as in Table 3.1.

Adequacy of medicines
Somewhat inadequate
Somewhat inadequate
No ANM
Inadequate
Inadequate
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
No ANM
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Inadequate
Somewhat inadequate
Inadequate
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Inadequate
Somewhat inadequate

11

Under National Rural Health Mission, each village is placed with an Accredited Social Health Activist
(ASHA), who would interface between the community and the public health system.
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Medicines to be supplied by ANM have also been stated to be inadequate in five villages
and just adequate in 14 villages. In none of the villages did key informants report that the
medicines were more than adequate.

Functioning of PHC
Households from all the sample villages can approach PHC which is often located at some
distance from the village. The number of staff available in these PHCs varies from as low
as two to as high as 11 across the PHCs catering to the sample villages. The access to
these staff is considered to be easy only in five villages (Table 3.14). Key informants
from the other villages have reported that the access to staff is difficult. The reasons for
such response are not far to seek. Absence of doctor has been cited as an important
problem in as many as 10 villages.

Doctor absenteeism is not only on account of

inadequate transport coming in the way of commuting but also because of private practice.
This is in line with findings of several studies which note that doctor absenteeism is an
important problem in the public health delivery system. Indifferent attitude of the staff has
been cited as a problem in two villages. Long waiting period and corruption are important
problems in five and four villages, respectively. All these have made the accessibility to
PHC staff difficult.
Table 3.14: Perceptions on the functioning of PHC in Shimoga
Village
Accessibility of Staff
Adagadi
Somewhat difficult
Alase
Somewhat difficult
Arahatolalu Kaimara Somewhat difficult
Ashokanagara I
Somewhat difficult
Baruve
Easy
Chikkidagodu
Somewhat difficult
Dalavayihosakoppa
Easy
Eesoru
Somewhat difficult
Guddadaharakere
Somewhat difficult
Gyarej Kyamp
Easy
Hosuru
Somewhat difficult
Hurulikoppa
Somewhat difficult
Marahalli
Somewhat difficult
Nalinikoppa
Somewhat difficult
Nanditale
Easy
Nittakki
Somewhat difficult
Ramanagara
Difficult
Shankrikoppa
Difficult
Sheerihallitanda
Somewhat difficult
Tevareteppa
Somewhat difficult
Togarsi
Difficult
Veerabhadrapura
Easy
Source: Same as in Table 3.1.

Medicines and equipment
Somewhat inadequate
Somewhat inadequate
Inadequate
Inadequate
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Inadequate
Inadequate
Somewhat inadequate
Somewhat inadequate
Inadequate
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Inadequate
Inadequate
Somewhat inadequate
Somewhat inadequate
Inadequate
Somewhat inadequate
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Medicines and equipment are considered to be inadequate. The equipment in many of
these hospitals is at best BP reading machine. Patients have been often asked to get
diagnostic tests done elsewhere either because the equipment or staff member operating
the same are not present. Medicines are also not provided at free of cost. In some of the
cases, money is collected for the medicines. Key informants from as many as 11 villages
stated that the strong perception among people is that health condition will not improve
even if they obtained treatment from the PHC. This perhaps explains why the poor, of
late, have started to depend on private health care.

Perceptions on government hospital
People from the sample villages depend on government hospitals located at taluk
headquarters for major illness. As noted earlier, the distance to the nearest town is
considerable for the sample villages (Table 3.15). Key informants from three villages
have noted that long distance comes in the way of utilisation facilities available at the
taluk level government hospital.

People from a village called Marahalli, an interior

village, have to walk for 6 kms before they can catch a bus. If they organise a private
vehicle, they will have to spend Rs. 600. Very often they end up spending so much of
money on private transport as they will have to rush a patient on account of an emergency.

The number of staff members (including paramedical and administration staff) in
government hospitals is impressive ranging from as low as 15 to as high as 150, according
to key informants. However, the accessibility to staff was perceived to be easy only in
two villages. Key informants from the other villages noted that the accessibility to the
staff at government hospitals is difficult. This is because of the following reasons. First,
in five villages it has been noted that doctors are not often available in the hospitals. Key
informants from Alase village reported that `doctor is often on leave’. As a result, patients
are made to wait for a long time. In fact, key informants from 15 villages have reported
that the main problem with government hospitals is `long waiting period’. Another major
problem is indifferent attitude of the staff.
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Table 3.15: Perceptions on Government Hospital in Shimoga
Village
Accessibility of staff
Adagadi
Difficult
Alase
Somewhat difficult
Arahatolalu Kaimara Somewhat difficult
Ashokanagara I
Somewhat difficult
Baruve
Somewhat difficult
Chikkidagodu
Somewhat difficult
Dalavayihosakoppa
Easy
Eesoru
Somewhat difficult
Guddadaharakere
Somewhat difficult
Gyarej Kyamp
Somewhat difficult
Hosuru
Somewhat difficult
Hurulikoppa
Somewhat difficult
Marahalli
Difficult
Nalinikoppa
Difficult
Nanditale
Difficult
Nittakki
Somewhat difficult
Ramanagara
Somewhat difficult
Shankrikoppa
Easy
Sheerihallitanda
Somewhat difficult
Tevareteppa
Somewhat difficult
Togarsi
Somewhat difficult
Veerabhadrapura
Somewhat difficult
Source: Same as in Table 3.1.

Adequacy of Equipment
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Inadequate
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Inadequate
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Inadequate
More than adequate
Somewhat inadequate
Somewhat inadequate
Inadequate
Somewhat inadequate

The facilities available at the hospital were considered to be adequate only in one village.
Otherwise, the predominant opinion was that facilities are somewhat inadequate. In six
villages, key informants reported that medicines are not available in the hospitals. In two
villages, people complained that patients have been made to pay for free medicines.
Another dominant perception is that health condition does not improve even if one obtains
treatment from the government hospital.

Corruption has been cited as a major problem in nearly half of the villages. According to
key informants from one of the villages, `even if a patient is seriously ill, no support is
given’. Reacting to the question on whether patients have been treated well in government
hospital, key informants from one of the villages have reported that `they look after
patients well, if money is paid’. In another village, it was stated that nurses do not care if
money is not paid to them.

Spread of Life Insurance
The penetration of life insurance is quite high in the sample villages. Life insurance
policies are provided not only by LIC but also the other players such as ICICI, Bajaj67

Alliance, etc. In a large proportion of the villages, the coverage of households with life
insurance has been termed by key informants as high or medium. In most of the cases, it
is the agents who play an important role in spreading the information on life insurance and
motivating the households to take up policies. People have also been exposed to insurance
earlier, as there are institutions which promote insurance along with micro-finance
activities. However, of late, other actors such as Anganawadi teacher, secretary of
cooperative society, etc., are also playing an important role.

In no village, was the

coverage termed as very low.

Gulbarga district
Basic details of Sample Villages
The total number of sample villages from Gulbarga is 20, which are drawn randomly from
all taluks in the district. Six out of 20 villages are GP headquarters (Table 3.16), while
people from rest of the villages had to travel a distance of 2 to 16 kms to reach the GP
headquarters. So, the mean distance to GP headquarters works out to be 4.2 kms. A
distance of more than 10 kms is really tough in Gulbarga district because of poor
transportation facilities. The key informants in as many as 15 out of 20 sample villages
reported that the villages are connected with asphalted roads. Though this appears to be
good, the situation at the ground level is different! Our field team observed that most of
the roads were not properly laid out and had big potholes, which would contribute to
longer journey time. The discrepancies between the key informants reporting and our
field observations is basically due to the fact that people are not simply aware of what they
are deprived off and their comparables are limited. The distance to the nearest town
varied from as low as 5 to as high as 35 across the sample villages. The average distance
to the nearest town is 18.1 kms in Gulbarga!
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Table 3.16: Basic details of sample villages from Gulbarga district
Name of the
Is this GP
village
headquarters?
Belamogi
Yes
Bhaktampalli
No
Bhosga
No
Chandrampalli
No
Donnur
No
Gobbarawadgi
No
Holagunda
Yes
Kalkhamb
No
Kamalapura
Yes
Keroor
No
Kottarga
No
Kurikota
Yes
Mallabad
Yes
Mavnoor
No
Mogla
No
Nagelagaon
No
Niradgi
No
Sompalli
No
Sonna
Yes
Yelvanthi (K)
No
Source: Same as in Table 3.1.

Distance to GP
Headquarters
0
5
10
4
16
5
0
3
0
4
4
0
0
5
13
2
3
3
0
7

Form of
Connectivity
Asphalted Road
Katcha Road
Katcha Road
Asphalted Road
Asphalted Road
Katcha Road
Asphalted Road
Asphalted Road
Asphalted Road
Asphalted Road
Asphalted Road
Asphalted Road
Asphalted Road
Katcha Road
Asphalted Road
Asphalted Road
Asphalted Road
Katcha Road
Asphalted Road
Asphalted Road

Distance to
Nearest town
30
15
12
10
10
35
28
12
23
16
18
18
8
14
5
20
30
15
18
25

Caste and occupational background of households in Gulbarga
The total number of households in each sample village ranged from as low as 102 to as
high as about 1,251 households (Table 3.17). The average size of the village is 387
households. The distribution of households by caste groups for all the sample villages put
together shows that Lingayaths account for a maximum proportion of households,
followed by OBCs, SC, ST and Muslims in that order.

But, unlike the villages in

Bangalore Rural and Shimoga, a single caste does not account for more than 50 per cent of
the households in a village except in Belamogi where Lingayaths are clearly the largest
caste group. It should be, however, noted that Lingayaths account for over 25 per cent of
the total households in a number of villages.
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Table 3.17: Caste-Wise Distribution (%) of Households in Sample Villages of
Gulbarga
Village
Belamogi
Bhaktampalli
Bhosga
Chandrampalli
Donnur
Gobbarawadgi
Holagunda
Kalkhamb
Kamalapura
Keroor
Kottarga
Kurikota
Mallabad
Mavnoor
Mogla
Nagelagaon
Niradgi
Sompalli
Sonna
Yelvanthi (K)
Total

Vokkaliga Lingayath
0.0
69.3
0.0
6.9
0.0
0.0
0.0
0.0
0.0
37.3
3.5
3.5
0.0
37.7
0.0
17.3
0.0
24.0
26.5
0.0
0.0
8.1
0.0
34.1
0.0
28.9
0.0
12.4
0.0
19.8
0.0
19.8
0.0
16.0
0.0
0.0
0.0
46.7
0.0
28.6
0.4
27.6

Caste category
SC
ST OBC Muslim Others
13.9
5.5
4.4
6.9
0.0
17.4 13.9 22.9
10.4
28.5
21.7 33.3 20.4
10.2
14.4
32.5 41.2 12.3
3.7
10.3
32.8 12.7 11.2
6.0
0.0
17.4
4.3 34.8
33.0
3.5
20.5
8.4 16.8
16.4
0.2
38.5 33.1
5.8
3.1
2.3
25.6 13.7 20.0
12.0
4.8
9.8 63.7
0.0
0.0
0.0
16.1
0.0 65.8
9.9
0.0
28.4
3.4 11.4
22.7
0.0
10.9
0.6 52.4
7.2
0.0
3.7 37.2 45.9
0.7
0.0
7.9 36.5 32.9
2.8
0.0
27.7 13.8 34.0
3.2
1.6
26.6
3.7 53.7
0.0
0.0
13.0 13.0 35.1
26.0
13.0
23.3
6.7 17.5
5.8
0.0
17.1 11.4 42.9
0.0
0.0
20.3 14.8 25.0
8.9
3.1

Total
722
144
540
243
134
115
477
260
1251
102
161
440
691
403
252
253
188
154
857
350
7737

Source: Same as in Table 3.1.

As far as the occupational distribution of households in the sample villages is concerned,
cultivation and wage labour account for nearly 88 per cent of the households.

The

proportion of households pursuing cultivation was more than 50 per cent in seven villages,
and between 25 and 50 per cent in other villages (Table 3.18). Thus, a significant to large
proportion of households depended on cultivation, which is not secure. There was no
irrigation facility in eight villages, while some irrigation was available in six villages.
Only in two villages was the proportion of irrigated area to total stated to be more than 60
per cent. This implies that the cultivation in the sample villages is rain-dependent. The
households depending on wage-labour in agriculture account for over 30 per cent in as
many as nine villages. In large villages and those which are close to urban areas, the
proportion of households involved in petty business, trade, etc., was high.
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Table 3.18: Distribution of households by principal occupation in Gulbarga
No. of HHs having the principal occupation of
Name of the
Agricultural Non-agricultural Salaried
Selfvillages
wage labour
Employee employed Others Total
Cultivation wage labour
Belamogi
61.6
27.0
1.4
6.9
3.0
0.0 722
Bhaktampalli
46.5
38.2
5.6
1.4
8.3
0.0 144
Bhosga
56.1
38.0
0.0
2.8
3.1
0.0 540
Chandrampalli
29.6
28.0
28.8
6.2
7.4
0.0 243
Donnur
47.0
30.6
14.9
1.5
6.0
0.0 134
Gobbarawadgi
44.3
21.7
18.3
3.5
12.2
0.0 115
Holagunda
56.6
25.2
8.4
4.0
5.9
0.0 477
Kalkhamb
34.6
41.2
19.2
1.2
3.8
0.0 260
Kamalapura
62.0
16.4
7.3
0.4
14.0
0.0 1251
Keroor
32.4
41.2
16.7
5.9
3.9
0.0 102
Kottarga
62.1
29.2
3.1
1.9
3.7
0.0 161
Kurikota
40.9
37.5
12.5
4.5
4.5
0.0 440
Mallabad
49.9
13.3
11.1
16.8
8.8
0.0 691
Mavnoor
71.2
25.8
0.0
0.5
2.5
0.0 403
Mogla
64.7
18.3
10.3
1.6
5.2
0.0 252
Nagelagaon
43.5
20.9
12.3
16.2
7.1
0.0 253
Niradgi
37.2
30.9
23.4
3.7
4.8
0.0 188
Sompalli
27.3
48.1
24.7
0.0
0.0
0.0 154
Sonna
48.2
24.6
12.4
9.3
5.5
0.0 857
Yelvanthi (K)
39.4
33.4
11.4
11.1
4.6
0.0 350
Total
51.9
26.2
9.7
5.6
6.6
0.0 7737
Source: Same as in Table 3.1.

Sanitation, Diseases and Health Care Facilities
Key informants from 11 sample villages noted that the drainage system was open with
partial coverage. Only in two villages was this system considered to be alright. In rest of
the villages, the drainage was not considered to be proper and adequate; as a result,
villagers face a number of problems. In one of the villages, it was noted that “the drain
water does not flow out of the village. As a result, there is foul smell, and breeding of
mosquitoes.

In the summer, adults and children often suffer from diseases”.

Key

informants from another village noted that “people face many problems on account of
incomplete drainage.

It is impossible to walk during the rainy season. Because of

mosquitoes, people get diseases”. In another village, “the dirty water does not drain out of
the village. The stagnant drain water at several places in the village generates foul smell”.

Key informants from nine villages reported that there is no drainage in their villages at all.
This did not pose any major problem in one of the villages as this is located on hill-top and
water quickly flows out. In other villages, the following problems were reported on
account of no drainage. In one of the sample villages, drain water coming out in the rainy
season has resulted in the outbreak of Cholera. In another village, overflow of drain water
on to the road has lead to foul smell and breeding of mosquitoes. In one village, it was
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noted that there are many mosquitoes and lot of filth. Children have also got cholera. It is
difficult to go walk around the village in the night as there is frequent electricity
shutdown. In another village, “water used for bathing, washing utensils, etc., comes on to
the road. Pigs stay in this drain water. There is foul smell. Villagers often suffer from
diseases”. This pathetic situation is not surprising! It has always been a problem in
backward districts where creation and maintenance of basic infrastructure are given low
priority.

The information on the outbreak of diseases in the sample villages lends further credence
to statements by key informants on diseases. Barring five villages, which are large and
having good drainage facility, other villages witnessed one disease or the other during the
reference period of 2008-09 to 2010-11. Chikungunya was the most frequent disease
accounting for 13 out of 28 occurrences, followed by Malaria, Typhoid and rat fever. It
needs to be noted that these diseases occur on account of poor sanitation leading to
stagnant drain water and breeding of mosquitoes.
Table 3.19: Outbreak of diseases in the sample villages in Gulbarga
2010-2011
Name of the
villages
Belamogi
Bhaktampalli
Bhosga
Chandrampalli
Donnur
Gobbarawadgi

Disease type

2009-2010

Affected
households

Chikungunya
Cholera
Chikungunya
Measles
Malaria
Typhoid

80
80
3
15
15
5

Disease type

2008-2009

Affected
households

Chikungunya
Chikungunya

Dengue
Chikungunya
Typhoid

1
10
8

Holagunda
Kalkhamb
Kamalapura
Keroor
Kottarga
Kurikota
Mallabad
Mavnoor
Mogla
Nagelagaon
Niradgi
Sompalli
Sonna

Malaria and
Chikungunya
Malaria
Chikungunya

Rat fever

Disease type

10
4
15

Malaria
Typhoid

Affected
households
40
100

20
12

Chikungunya

120

Chikungunya

55

Chikungunya
Chikungunya
H1N1

400
100
50

Chikungunya

40

Plague
Malaria

20
20

150

Rat fever
Yelvanthi (K)

50

Chikungunya

200

Source: Same as in Table 3.1.

The number of households affected by these diseases was 977 in 2008-09, 248 in 2009-10
and 398 in 2010-11. Thus, 2008-09 was the worst affected year. It was chikungunya
which caused widespread suffering in the sample villages. Nine persons have reported to
have died due to outbreak of rat fever.
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The affected households have utilized both public and private health care facilities when
diseases broke out in the villages. The use of private health care was when diseases of rat
fever and H1N1 occurred in the sample villages. Otherwise, public health facilities of
taluk hospital and PHCs were mainly used. Given that these facilities are mainly used by
the poor, it can be suggested that it was the poor who were mainly affected by the
occurrence of these diseases.

Functioning of Health Providers
Key informants reported that there are two ANMs in one village, one in 18 villages and
none in one village. Access to ANM was reported to be easy in eight villages, somewhat
difficult in three villages and difficult in as many as 8 villages. Easy accessibility is mainly
on account of ANM staying in the village and regular visits by her even if she stays away
from the village. The difficult access invariably on account of irregular visits; it has been
reported that she comes once in 15 days or a month. It has also been reported that her
attitude is indifferent towards people. Medicines and others were reported to be somewhat
inadequate in 12 villages, and inadequate in the remaining villages. The key informants
stated that medicines are not supplied and she also takes money for medicines that are
supplied. The other perception was that health condition would not improve with her
medicines.
Table 3.20: Perceptions on the functioning of ANM in sample villages of Gulbarga
Name of the village
Belamogi
Bhaktampalli
Bhosga
Chandrampalli
Donnur
Gobbarawadgi
Holagunda
Kalkhamb
Kamalapura
Keroor
Kottarga
Kurikota
Mallabad
Mavnoor
Mogla
Nagelagaon
Niradgi
Sompalli
Sonna
Yelvanthi (K)

Accessibility of Staff
Difficult
Easy
Easy
Difficult
Difficult
Difficult
Easy
Easy
Easy
No ANM
Difficult
Easy
Difficult
Easy
Somewhat difficult
Somewhat difficult
Difficult
Difficult
Easy
Somewhat difficult

Adequacy of medicines
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Inadequate
Inadequate
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
No ANM
Somewhat inadequate
Somewhat inadequate
Inadequate
Somewhat inadequate
Somewhat inadequate
Inadequate
Inadequate
Inadequate
Inadequate
Somewhat inadequate

Source: Same as in Table 3.1.
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All the sample villages have access to PHC.

The total number of staff members,

according to key informants, varied from as low as 2 to as high as 25 (Table 3.21) with
average number of 7 across the villages. The access to these staff was reported to be easy
in 5 villages, difficult in 11 villages and somewhat difficult in 4 villages.

Doctor

absenteeism, which was reported in eight villages, and long waiting period are the reasons
why key informants felt that the access to staff becomes difficult. In one of the villages, it
was reported that `doctor and nurses will look after you well if you pay money’.
Corruption and asking for payment to medicines have also been cited as characteristic
features of PHCs. Another important problem with the PHC was non-availability of
medicines, a problem that was reported in 11 villages. The facilities in the PHC were
reported to be either `somewhat inadequate’ or `inadequate’. In one of the villages, it was
reported that except BP reading machine, nothing is available in the PHC. Key informants
from another village remarked that “for name sake, this is PHC. But, no facility is
available. Patients do not get proper treatment”. As a result, it was reported in some of the
villages, people have stopped going to PHC.
Table 3.21: Perceptions on the functioning of PHC in Shimoga
Name of the village
Accessibility to Staff
Belamogi
Somewhat difficult
Bhaktampalli
Easy
Bhosga
Difficult
Chandrampalli
Difficult
Donnur
Difficult
Gobbarawadgi
Difficult
Holagunda
Easy
Kalkhamb
Somewhat difficult
Kamalapura
Somewhat difficult
Keroor
Easy
Kottarga
Somewhat difficult
Kurikota
Easy
Mallabad
Difficult
Mavnoor
Difficult
Mogla
Difficult
Nagelagaon
Difficult
Niradgi
Difficult
Sompalli
Difficult
Sonna
Difficult
Yelvanthi (K)
Easy
Source: Same as in Table 3.1.

Facilities
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Inadequate
Somewhat inadequate
Inadequate
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Inadequate
Inadequate
Inadequate
Somewhat inadequate
Somewhat inadequate

According to key informants, the total staff in the taluk hospital varied from as low as 5 to
as high as 200. The access to these staff was stated to be difficult mainly on account of
non-availability of doctors, long waiting period and the need to pay bribe to get attention
from the staff. The treatment will also vary on the basis of payment; in one of the villages
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it was reported that taluk hospital provides “good treatment if you pay money”. Key
informants from six villages have reported corruption to be the main problem associated
with the taluk hospital.

Facilities available are also inadequate at several hospitals.

Further, long distance is what deters patients to access taluk hospitals.
Table 3.22: Perceptions on the functioning of Government Hospital in Gulbarga
Name of the villages
Accessibility of Staff
Belamogi
Somewhat difficult
Bhaktampalli
Somewhat difficult
Bhosga
Difficult
Chandrampalli
Somewhat difficult
Donnur
Somewhat difficult
Gobbarawadgi
Easy
Holagunda
Easy
Kalkhamb
Somewhat difficult
Kamalapura
Somewhat difficult
Keroor
Somewhat difficult
Kottarga
Somewhat difficult
Kurikota
Somewhat difficult
Mallabad
Difficult
Mavnoor
Somewhat difficult
Mogla
Somewhat difficult
Nagelagaon
Somewhat difficult
Niradgi
Difficult
Sompalli
Somewhat difficult
Sonna
Somewhat difficult
Yelvanthi (K)
Easy
Source: Same as in Table 3.1.

Adequacy of Equipment
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Inadequate
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Somewhat inadequate
Inadequate
Somewhat inadequate
Somewhat inadequate
Inadequate
Inadequate
Inadequate
Somewhat inadequate
Somewhat inadequate

Spread of Life insurance
Spread of life insurance was stated to be high or medium in 16 out 20 sample villages.
This is considerably high. In almost all the villages, it was insurance agent who advocated
the insurance. Thus, it can be concluded that the spread of insurance is quite good.

Conclusions
In this chapter, we have provided the profile of sample villages from the three study
districts, namely, Bangalore Rural, Shimoga and Gulbarga. What could be seen from the
analysis is that villages in Bangalore Rural are generally well connected with asphalted
roads compared to those from the other two districts. This may not be surprising given its
close proximity to the capital city of the State. Dependence on the cultivation has been
high in villages from Gulbarga district.

In contrast, dependence on wage labour in

agriculture and non-agriculture has been relatively prominent in Bangalore Rural and
Shimoga villages, in that order. The access to non-farm employment has also been better
in Bangalore Rural.
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As far as sanitation facility is concerned, the situation has been more or less pathetic
across all the sample villages. Typical situation is that either no drainage exists; or, it
exists but the village is not fully covered. As a result, drain water gets clogged or
stagnated which, in turn, leads to breeding of mosquitoes and foul smell. Such poor
hygienic conditions contributed to the outbreak of diseases. Though poor hygiene on
account of lack of drainage can have disastrous effect on health condition of the people
especially the poor, local authorities do not assign the type of priority that is required!

The access to the health facilities has not always been easy for people in most of the
villages in three districts. Barring a few exceptions, a majority of the villagers had
problem in accessing the public health care facilities. This was because of non-availability
or limited availability of the medical staff, medicines and facilities. In addition, these
health care facilities are riddled with problems of corruption, indifferent attitude of staff,
etc. This may have resulted in poor people not having access to quality public health care.

It appears that the penetration of life insurance has been comparatively better among
villages from Gulbarga and Shimoga districts. The low penetration of life insurance in
other two districts has been attributed to inability to afford for the same, misconceptions
on life insurance, lack of information on specific life insurance policies, etc.
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4. RASHTRIYA SWASTHYA BIMA YOJANA (RSBY)
Introduction
Rashtriya Swasthya Bima Yojana (RSBY)12 has been implemented in five districts of
Karnataka since February 2010. We will discuss the implementation of RSBY (covering
aspects such as awareness on the scheme, and enrolment and utilisation of RSBY benefits)
in the two study districts, namely, Bangalore Rural and Shimoga districts, in this chapter
with the help of data collected from the sample villages and households.

A semi-

structured village questionnaire was used to have discussion with key informants from
each of 40 sample villages on awareness campaigns in the village, enrolment process and
utilisation status. Key informants included villagers as well as officials such as GP staff,
anganawadi teacher, ASHA worker, etc. As mentioned in Chapter 2, RSBY benefits have
been provided to those households that have been identified as BPL by RDPR in 2002-03.
We have therefore drawn the sample households from the RDPR list. Data were collected
from 377 sample households from 40 sample villages through structured questionnaire.
The information collected through this questionnaire includes basic household details such
as caste, housing, access to drinking water, electricity and ration cards, income, etc.,
awareness among households on RSBY scheme, experience with regard to enrolment and
utilisation, and factors influencing the status of enrolment and utilisation.

This chapter is presented in six sections. After this introductory section, we will provide
socio-economic background of the sample households.

In the third section, we will

discuss the process adopted in providing awareness in sample villages and levels of
awareness among sample households. In the fourth section, we will discuss the process
adopted to enrol beneficiary households in the sample villages and the status of enrolment
among sample households. The fifth section is devoted to utilisation of the scheme by the
sample households. In the sixth section, conclusions are provided.

Socio-Economic Status of Sample Households
The total number of sample households was 377; of them 166 were from 18 sample
villages in Bangalore Rural and 211 from 22 sample villages from Shimoga. The number
12

A number of scholarly articles have been brought out on different aspects of RSBY implementation in
India. Some of these studies are Rajasekhar et al (2011), Das and Jessica (2011), Desai (2009), Nandi et al
(2012), Narayana (2010), Mukherji et al (2012).

77

of sample households per sample village in each district is close to 10. Although it was
initially planned to cover 15 households in each village, this could not be done for the
following reasons. First, many households from Bangalore Rural (involved in urban
informal sector such as construction, garages, selling of vegetables, etc.) that have been
classified as BPL in the RDPR survey in 2002-03 have permanently out-migrated in
search of livelihood. Similar problem was also encountered in Shimoga district as the
wage labour households temporarily migrate in search of work. Second, we could not find
any BPL household as listed in RDPR survey in some of the villages such as
Veerabhadrapura in Shimoga district although many BPL households are supposed to be
residing in this village as per the RDPR survey.

Households belonging to Hindu religion constituted 92 per cent (Table 4.1). Of 8 per cent
of the households belonging to minority religion, 7.4 per cent were Muslims and 0.6 per
cent were Christians. The households belonging to SC and ST communities formed 44
per cent in the sample. This, however, does not mean that the incidence of SC and ST
households is high in the general population of these two districts. Such a high proportion
of households belonging to depressed castes is mainly because the sample is drawn from
BPL households as identified by the RDPR; it is to be expected that the incidence of
poverty (and hence, BPL households) will be high among SC/ST households. Households
belonging to backward castes (such as Ediga, Pujar, Golla, Kuruba, etc.) formed 28 per
cent in the total sample. Their proportion is somewhat higher in Shimoga. The other
households (mainly Lingayaths and Vokkaligas) formed about 20 per cent of total sample.

Table 4.1: Distribution of RSBY sample households (%) by Caste Categories across
Districts
% Households belonging to caste category of
Total
SC ST Minorities Backward Caste
Others
District
households
Bangalore Rural 35.5 6.0
10.2
19.9
28.3
166
Shimoga
30.8 15.2
6.2
34.6
13.3
211
Total
32.9 11.1
8.0
28.1
19.9
377
Source: For this as well as the following tables in this chapter, the source is primary survey

Around 95 per cent of the sample households in both the districts own houses. The
proportion of households possessing government provided house is 10.2 per cent in
Bangalore Rural and 16.1 per cent in Shimoga. As far as the type of housing is concerned,
semi-pucca houses form a majority in both the districts. The proportion of pucca houses,
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the ownership of which is a sign of economic wellbeing, is relatively high in Bangalore
Rural district. This can be explained by the fact that many sample households have
become well-off by selling their small pieces of land and obtaining considerable sums on
account of appreciation of land values due to the expansion of Bangalore city in the last
few years, in general, and construction of the international airport, in particular.

Table 4.2: Distribution of RSBY sample households (%) by type and ownership
status of the house
Bangalore Rural
Type of
house
Pucca
Semi-pucca
Katcha
Total

Own
90.0
84.7
80.0
85.5

Govt. Rented
10.0
0.0
10.8
4.5
6.7
13.3
10.2
4.2

Total
households
40 (24.1)
111 (66.9)
15 (9.0)
166 (100.0)

Shimoga
Own
94.4
77.5
81.8
79.1

Govt. Rented
5.6
0.0
17.0
5.5
18.2
0.0
16.1
4.7

Total
households
18 (8.5)
182 (86.3)
11 (5.2)
211 (100.0)

Note: Figures in parentheses are column-wise percentages.

Over 91 per cent of the sample households have electricity in their houses largely on
account of Bhagya Jyothi connections provided by the government (Table 4.3). The
proportion of households obtaining electricity facility is relatively high in Bangalore
Rural. This is because, as stated earlier, some of the households have become well-off on
account of expansion of Bangalore city, although they were classified as BPL in 2002-03.
Nearly 9 per cent of the sample households from Shimoga, especially those residing in
inaccessible villages located in and around forest area, did not have electricity.

Table 4.3: Distribution of RSBY sample households (%) by type of Electricity
Connection
% Households having
District
Bangalore Rural
Shimoga
Total

Own
electricity
66.9
41.7
52.8

Bhagya Jyothi
No
connection
Electricity
26.5
4.2
47.9
8.5
38.5
6.6

Other
Total
arrangement households
2.4
166
1.9
211
2.1
377

Three important messages emerge from Table 4.4 on the distribution of sample households
by principal source of water supply in the two districts. First, nearly 77 per cent of the
households depend on potable public water supply sources such as mini-water supply,
bore-well with hand-pump and public stand post. Although these are piped and potable
water supply sources, they are found to be unreliable in terms of regularity and sufficiency
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of drinking water (Rajasekhar and Manjula 2011: Rajasekhar et al 2010). Second, nearly
one-fourth of the sample households in Shimoga depend on other sources. Although open
well accounts for most of these households depending on other sources for drinking water,
a few were depending on rivers and streams as well. Third, the proportion of private
household connections, which are usually present in better-off households, is relatively
high among sample households from Bangalore Rural district.

Table 4.4: Distribution of RSBY sample households (%) by type of principal source
of water supply
District
Bangalore Rural
Shimoga
Total

Public
stand post
42.2
31.8
36.3

% of Households having water supply of
Bore-well with Mini water Private household
hand pump
supply
connection
1.2
39.2
10.8
6.6
34.1
3.8
4.2
36.3
6.9

Others
6.6
23.7
16.2

Total
households
166
211
377

A relatively low proportion of BPL ration cardholders (especially Antyodaya cards given
to the poorest) and relatively high proportion of APL ration cardholders in Bangalore
district (Table 4.5) suggests that the households in Bangalore Rural are relatively betteroff.

Table 4.5: Distribution of RSBY sample households (%) by possession of Ration
Card
District
Bangalore Rural
Shimoga
Total

% of Households having
BPL Card, Antyodaya
BPL Card,
APL
Anna Yojana
Akshaya
Card
9.0
80.7
6.6
13.7
78.7
3.8
11.7
79.6
5.0

Total
No ration
households
card
3.6
166
3.8
211
3.7
377

Table 4.6 on the distribution of workers from the sample households by principal work
also shows that diversification of occupation (an indicator of economic well-being) is
more pronounced in Bangalore Rural as compared to Shimoga. In Bangalore Rural, nearly
20 per cent of all the workers (31 per cent of men and 9.3 per cent of women) were
employed in non-traditional occupations (salaried employment in non-government sector
such as private offices, factories, service providers, etc.) and self employment small
manufacture, hotel and transport). This was due to the proximity of sample villages to
Bangalore city.

In contrast, nearly 70 per cent of the total workers from sample

households in Shimoga are involved in traditional occupations of wage labour in
agriculture and cultivation. Nearly 56 per cent of women workers from Shimoga were
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involved in wage labour in agriculture or cultivation. In contrast, over 52 per cent of
female workers were undertaking household work in Bangalore Rural. Key informants
attributed this to relative prosperity of sample households from Bangalore Rural, although
they are classified as BPL in the RDPR list prepared in 2002-03. Since then, many
changes have taken place in these villages located close to Bangalore city.

The

construction of the international airport in Devanahalli taluk and expansion of IT related
activities in Hoskote taluk have brought in economic transformation in terms of
availability of employment opportunities (especially in the service sector), boom in the
real estate prices, opportunities to undertake business, etc. As a result, some of the
households which were classified as BPL in 2002-03 have experienced considerable
economic mobility. Another widespread perception was that the RDPR list had twin
problems of false positives (inclusion of non-poor households) and false negatives
(exclusion of poor households)13 as observed in a recent paper by Rajasekhar et al 2011.
This may have some implications on the enrolment and utilisation of RSBY scheme across
the districts.

Table 4.6: Distribution of Workers (%) from sample households by Principal work
Principal work
Wage labourer in agriculture
Wage labourer in non-agriculture
Self-employed in agriculture and allied activities
Self employed in small
manufacture/Hotel/transport
Salaried employee in government
Salaried employee in non-government
House work
Not working
Total (number)

Bangalore Rural
Total
Male Female
(number)
34.3
20.8
27.2
9.0
0.6
4.6
17.0
9.3
13.0
8.0
1.3
22.0
1.0
7.3
332

3.3
0.9
5.1
52.1
7.8
300

Shimoga
Male
60.2
4.5
19.3

Female
47.9
0.0
7.5

Total
(number)
53.8
2.2
13.1

4.2
0.6
3.0
0.6
7.5
361

0.6
0.6
1.7
32.1
9.7
332

2.3
0.6
2.3
17.0
8.7
693

5.5
1.1
13.1
27.8
7.6
632

Awareness on RSBY
RSBY scheme was implemented in sample villages from February 2010 onwards. In most
of the villages, the rollout took place in February and March 2010.

However, key

informants in a few villages reported that the implementation of the scheme was delayed,
and in a few villages the launch was as late as June and August 2010. Such a delay, it
needs to be noted that, would ultimately result in a loss to beneficiary households in the
13

Of course, the Department of Labour, implementing RSBY, cannot be held responsible for these
problems. It may be noted that the Department had to simply follow the list prepared by the other
departments and did not have any say on the quality of these data.
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form of shorter policy period since RSBY scheme stipulates that the enrolment period
would be one year from the month in which the scheme was launched in the district. It
also needs to be noted that such a delay is advantageous to the Insurance Company.

Who took the lead in the enrolment of beneficiaries in the sample villages? It was
invariably the GP secretary in most of the villages. This official acted as Field Key
Officer with the responsibilities of initiating activities relating to the provision of
awareness and identifying the households, identified as BPL in the RDPR list.

In so far as the provision of awareness is concerned, RSBY makes it explicit that the ‘State
government should take necessary steps for improving the awareness level by organising
different activities like health camps, etc., through State Nodal Agency (SNA) or
authorising the SNA to hire Civil Society organisations/ NGOs/ experts to improve
awareness and to facilitate access to health services’ (http://www.rsby.gov.in, accessed on
23 December 2010).

Accordingly, a state-level workshop was held in December 2009 among key stakeholders
and district-level officials (Deputy Commissioners and Labour Officers) to discuss the
scheme and its implementation. In this meeting, “the understanding was that the insurance
company would conduct and bear the cost of awareness campaigns. It would provide wide
publicity about the scheme by distributing leaflets, placing posters at prominent places in
the villages and so on … While some participants in the state-level workshop argued that
district administrations should engage local NGOs in creating awareness of the scheme,
others suggested the use of village-level government staff such as anganawadi teachers,
gram panchayat secretaries and school teachers. Some participants argued that anganawadi
teachers were already overburdened, but others suggested that they might be willing to
help if provided with a monetary incentive. In the end, the question of how to create
awareness was left to each district administration” (Rajasekhar et al 2011: 58).

Against this background, it is important to raise the following questions.

Who has

provided the awareness on the scheme? How was it provided? We will address these two
questions with the help of data collected from key informants as well as sample
households.
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Table 4.7 makes it very clear that it was the gram panchayat which was prominent in
providing the awareness on RSBY in Bangalore Rural district. The entire GP (elected
members as well as staff) was involved in about half of the villages. In another half of the
villages, GP staff members including secretary, bill collector, waterman, etc., were
involved in the provision of awareness. In contrast, Anganawadi teacher was key person
responsible to provide information practically in every sample village in Shimoga. In this
district, GP members and staff have also chipped in; but, mainly by way of helping the
Anganawadi teacher.

Table 4.7: Responses of key informants on which actor has provided awareness on
RSBY?
Sources of information
Bangalore Rural
Shimoga Total
GP (both staff and elected members)
45.0
8.8
22.2
GP staff (secretary, bill collector)
45.0
5.9
20.4
GP president, members
10.0
17.6
14.8
Anganawadi worker
0.0
64.7
40.7
ASHA Worker
0.0
2.9
1.9
Total (number)
18
22
40
Source: Primary data collected through village questionnaire

The method adopted in both the districts was that the project office prepared a slip for
each BPL household (along with household members) that appeared in the RDPR list.
This was handed over to Anganawadi teachers from the Department of Women and Child
Development in Shimoga and to secretaries of Gram Panchayats in Bangalore Rural
district. In a meeting that was specifically called for this scheme, it was informed that (1)
awareness on RSBY scheme should be provided to all BPL households in the RDPR list
and (2) slip should be handed over to the household for showing at the time of registration.
It was left to each department to work out its own method to provide awareness to
intended beneficiaries of RSBY.

Key informants from about 90 per cent of the villages revealed that house visits to the
BPL households were undertaken mostly by Anganawadi teacher in Shimoga and
someone from the GP office in Bangalore Rural. In a few cases, other methods such as
SHG meeting, tom-tom in the entire village and calling for gram sabha meeting were also
tried out to spread awareness on the scheme. In one village, Anganawadi teacher went to
houses to give slip and provide information. In addition, a meeting of gram sabha was
held to spread awareness. It should be, however, noted that Anganawadi teacher and GP
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officials did not necessarily provide very good information on the scheme. In most of the
villages, we heard that these officials did not spend considerable time with each household
explaining about the scheme. In fact, the anecdotal evidence in some villages shows that
the households were just asked to be present on a particular date to collect health card. In
another case, it was informed that the household was selected for a government scheme,
etc. This was because the officials (especially GP staff) were not trained or explained in
detail about this programme!

How many households have heard about RSBY? This question may appear trivial since
the sample was drawn from the list of BPL households prepared by RDPR and all the
households included in the list should have been covered by the scheme. Going by this
logic, all the sample households, which have been drawn from the RDPR list of BPL
households, should have been enrolled into the scheme, and should have heard about the
same. Even then, we have asked this question because in a voluntary health insurance
scheme such as RSBY, several factors influence whether intended beneficiary households
have actually benefited from the scheme or not, and whether they have heard about the
scheme or not. Table 4.8 shows that as against the expectation that all the households
should have heard about RSBY, only 86.5 per cent of the sample households have heard
about the scheme. This proportion has been relatively higher in Shimoga as compared to
Bangalore Rural.

Table 4.8: Distribution of Sample Households (%) by whether they have heard of
RSBY
Total
Response
Bangalore Rural
Shimoga households
Yes
83.1
89.1
86.5
No
16.9
10.9
13.5
Total
166
211
377
There is difference between the selected districts regarding the person from whom the
sample households have heard about RSBY (Table 4.9). In Bangalore Rural, sample
households have heard about RSBY from GP staff. In Shimoga, the GP personnel and
anganawadi teacher played key role in spreading word about RSBY.
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Table 4.9: Distribution of Sample Households (%) by `from whom they have heard
about RSBY’
Source of information
Bangalore Rural Shimoga Total
Anganawadi teacher
1.4
33.7 20.8
ASHA worker
2.9
0.5
1.4
GP Secretary
20.3
15.4 17.3
GP staff (bill collector, waterman, etc.)
66.7
44.7 53.5
School teachers
2.2
1.0
1.4
Others
6.5
4.8
5.5
Total households (No)
166
211
377
In the ensuing paragraphs, we will discuss the level of awareness among sample
households, which was ascertained by way of analysing responses to a few specific
questions on RSBY. It needs to be noted that these responses pertain to those households
that have heard about RSBY. In other words, the reference group in the discussion below
is those that have heard about RSBY; and, not the total sample households. Secondly, the
total number of responses will not be equal to 377 not only because of exclusion of
households that have not heard about RSBY but also because of multiple answers to
questions on awareness on the scheme.

Table 4.10 on the awareness among sample households on key benefits of RSBY shows
the following. First, it is heartening to know that about 52 and 44 per cent of the sample
households from Shimoga and Bangalore Rural, respectively, were aware that the scheme
provides a free treatment of up to Rs. 30,000 to each enrolled household. Secondly, a
significant proportion of the households stated that the scheme meets all the
hospitalisation expenses; which is, however, not quite correct because there is threshold
limit of Rs. 30,000. Third, not many households are aware that the scheme reimburses
transportation charges up to Rs. 1,000 whenever there is hospitalisation. Fourth, RSBY is
unique because this scheme provides an option to the poor to choose either private or
public hospitals from among those that have been empanelled. But, this is not known to
many households. Fifth, not many households are aware of the maternity cover provided
under the scheme. Sixth, the proportion of households stating that they do not know about
key benefits is comparatively less in Shimoga.
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Table 4.10: Distribution of sample households (%) by their responses on what are
Key benefits of RSBY
Response
Free treatment up to Rs.30000 per household
Meets all the hospitalisation expenses
Transportation charges of Rs.100 per trip up to Rs.1000
Treatment from private and public hospitals
Maternity benefits are covered
All the above
Others
Do not know
Total households (No)

Bangalore Rural Shimoga Total
44.4
51.7 48.4
33.1
38.5 36.1
4.7
0.0
2.1
6.5
1.5
3.7
1.2
3.4
2.4
1.8
0.5
1.1
3.0
2.9
2.9
5.3
1.5
3.2
166
211
377

With regard to awareness on the maximum insurance cover provided under the scheme, it
is heartening to note that 63 per cent of the sample households in Bangalore Rural and
about 70 per cent in Shimoga have provided the correct answer that it is Rs. 30,000 (Table
4.11). On the flip side, of those sample households who have heard about RSBY, over 30
per cent in Bangalore Rural and about 18 per cent from Shimoga stated that they do not
know the maximum insurance cover under RSBY.

Table 4.11: Distribution of households (%) by their responses on maximum
insurance cover provided by RSBY
Response
Bangalore Rural Shimoga Total
No limit
0.7
2.7
1.8
Up to Rs.30,000
63.0
70.2 67.2
Up to Rs.50,000
2.9
2.1
2.5
Others
2.9
6.9
5.2
Do not know
30.4
18.1 23.3
Total households (No)
166
211
377
In the first year, only those BPL households which were identified by RDPR in 2002-03
are eligible to obtain RSBY benefits. About 38 per cent of the sample households, which
have heard about RSBY, have provided the correct response; this proportion is higher in
Shimoga.

About one-fourth of the sample households stated that only BPL ration

cardholders are eligible for the scheme. This shows the seriousness of the problem of
confusion among people in rural areas on account of several lists of BPL households. As
has been the case with the earlier responses to questions on awareness, the `do not know’
category is important in Bangalore Rural. One of the household responded that `we were
told to attend the photo session and all the persons in the slip given to them should be
present. Beyond this, we do not know’. Another household stated that `we do not know
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anything. Gram panchayat asked to get enrolled in RSBY scheme. Accordingly, we
enrolled and got the card’.

Table 4.12: Distribution of households (%) by their responses on `eligibility to avail
RSBY benefits’
Responses
Bangalore Rural Shimoga Total
No eligibility criteria; anybody can be enrolled
8.5
7.4
7.9
Only BPL households as identified by RDPR
22.0
49.5
37.8
Only BPL ration cardholders
22.7
25.3
24.2
Up to 5 members in a family can be enrolled
9.2
3.2
5.7
Others
11.3
0.5
5.1
Do not know
26.2
14.2
19.3
Total households (No)
166
211
377
Unlike many health insurance schemes, an important provision in RSBY is that it covers
the pre-existing diseases. But, only slightly above one-third of the households are aware
of this (Table 4.13). The rest either think that such provision does not exist or do not have
any idea. Such a high level of ignorance about the coverage of pre-existing diseases
defeats the very purpose of the provision!

Table 4.13: Distribution of households (%) by their responses on whether preexisting diseases are covered under RSBY
Responses
Bangalore Rural
Shimoga
Total
Yes
32.6
40.4
37.1
No
31.2
19.7
24.5
Don't know
36.2
39.9
38.3
Total households (No)
166
211
377

The following emerge from the above discussion.
•

All the sample households, which have been drawn from the RDPR identified list
of BPL households, are eligible to be enrolled under the scheme. Surprisingly
about 13 per cent of the sample households have not even heard about RSBY, let
alone getting enrolled.

•

The level of awareness among those who have heard about RSBY is comparatively
high with regard to the most talked about feature of the scheme, namely, free
treatment up to Rs. 30,000.

•

But, the awareness levels are low when it comes to some of the important and
novel features of RSBY. Only a few households are aware of the fact that this
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scheme is meant only for BPL households identified by RDPR, despite that there
have been clashes, arguments and protests in several villages on account of BPL
list. Important provisions under RSBY are choice to the poor in terms of treatment
in both private and public hospitals, coverage of pre-existing diseases and
provision of transport.

But, not many households are aware of these novel

features. Such ignorance defeats the very purpose of provision of such novel
features for the benefit of the poor.
•

The level of awareness is comparatively better in Shimoga as compared to
Bangalore Rural. The proportion of households stating that they `do not know’ is
comparatively less in Shimoga.

In addition, the proportion of households

providing correct answers is relatively high in Shimoga.

Why the level of awareness is better in Shimoga? An important reason is the approach
adopted to create awareness. In Shimoga, the help of anganawadi teachers was taken.
These were invited to a meeting and briefly informed of the scheme. Each teacher was
given a village-wise list of eligible BPL households and was asked to provide these with
information about RSBY benefits and encourage them to sign up. The anganawadi teacher
was asked to tell them when and where enrolment would take place. In order to speed up
identification and enrolment, she was also asked to give each eligible household a preprinted slip with the names of all household members, which the household should in turn
submit to enrolment officers on the day of enrolment. She would be paid Rs 2 per enrolled
household. Although it appears that the anganawadi teacher did not in practice provide
very good information on objectives and range of benefits to eligible households, the
system of spreading the information on who is eligible, and date and place of enrolment
worked very well. There are several reasons for this: First, the anganawadi teachers with
their regular activities relating to Integrated Child Development Services and self-help
groups often already knew the eligible households and had won their trust, especially the
women. Second, the incentive of Rs 2 per household is likely to have been a significant
motivator for anganawadi teachers whose salaries are around Rs 2500 per month.

In Bangalore Rural, the secretary or bill collector of the gram panchayat has been asked to
inform eligible households of the scheme. Unlike Anganawadi teacher, there was no
meeting organised among GP officials to explain about the programme. This appears to
have worked less well, for several reasons: First, in these villages the households were not
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given slips with their names. Second, the enrolment date and venue was not always
determined in advance. Even where it was planned ahead of time, the dates were in many
cases subsequently changed without notifying the households.

As a result, in many

villages of Bangalore Rural, it was found out that the waterman or bill collector would run
to households to invite them for enrolment after the arrival of enrolment party. Third, the
grama panchayat secretary does not have as good a network as anganawadi teachers for
the purposes of providing information because the jurisdiction of GP is large and the
contact with poorer households is less intimate.

The follow-up work differed across the districts if no one was present at the house when
the slip was given. If none is present in the house, the slip was left with neighbours
without providing any information. Where this was not possible, slip was not even
provided. In all these cases, providing awareness on RSBY suffered on account of limited
knowledge, poor quality of the personnel involved in providing awareness and inability to
reach them in a short time. In best of the cases, key benefits of RSBY were listed and the
household was asked to get itself registered by paying Rs. 30. If the date of enrolment was
already known, this was informed.

Otherwise, it was mentioned that this would be

informed in the due course of time. In worst cases, it was simply mentioned that there is
government scheme which provides free treatment in hospitals and the household should
enrol by paying Rs. 30. Very often, the date if not known already, none (especially in
cases where GP was entrusted with the task) has gone back to inform the date and venue
of enrolment to the households that were already handed over the list.

It is not, therefore, surprising that nearly half of the sample households were not satisfied
with the efforts made by the officials in providing the awareness (Table 4.14). The
proportion of sample households not satisfied was relatively high in Shimoga.

Table 4.14: Distribution of households (%) by their responses on whether they are
satisfied with the provision of awareness on RSBY
District
Yes
No
Do not know
Total (Number)
Bangalore Rural
50.0
42.8
7.2
166
Shimoga
52.6
47.4
0.0
211
Total
51.5
45.4
3.2
377
Interestingly, there is a positive relationship between the per-capita income of the
household and the level of satisfaction with efforts aimed at providing awareness (Table
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4.15). In other words, the programme tended to focus more on households with higher percapita income in so far as the information provision was considered. This could be because
of the following. When the officials from GPs have visited the poorer RSBY beneficiary
households to spread awareness on the scheme, there may not have been anyone at home
as they would have gone to work. As a result, the poorer households may not have been
able to receive much information on the scheme.

Households not satisfied with

information provision stated that either information on the scheme was not provided at all
or they found the information to be inadequate. Added to that, several of these households
stated that the information on photo-session was provided; but, not the other details. Thus,
it appears that the creation of awareness was selective; the poorer households were
somewhat worse-off when it comes to obtaining information on the scheme.
Table 4.15: Distribution of Households (%) by per capita monthly income and
statements on whether they are satisfied with provision of awareness
Per capita monthly income
Yes
No
Do not know
Total (Number)
<=356
41.4
51.7
6.9
100.0
356 – 500
48.4
51.6
0.0
100.0
500 – 750
52.2
46.4
1.4
100.0
750 – 1000
54.0
42.9
3.2
100.0
1000 – 2000
52.2
44.9
2.9
100.0
>2000
54.3
41.3
4.3
100.0
No information
33.3
33.3
33.3
100.0
Total
51.5
45.4
3.2
100.0

Enrolment
As per the design, the following arrangement should be made to ensure that the enrolment
of households into RSBY scheme is a smooth process. Before the start of enrolment in a
district, a schedule of enrolment programme was to be worked out by the government in
consultation with the Insurance Company for each enrolment station in the district. The
next step was to provide advance publicity of the visit of the enrolment team
(representatives of the government, insurance company and TPA) by the State
Government in respective villages. Before the enrolment takes place in a village, a list of
BPL households should be posted prominently in the enrolment station by the Insurer. In
Karnataka, the enrolment station was usually the headquarters of gram panchayat. The
purpose of the enrolment team was to visit each enrolment station on a fixed date for the
purpose of: a) taking photograph of the head of the household and other eligible members;
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b) taking thumb impression of the head of the family and the other eligible members; and
c) enrolment and issuance of smart card on the day of enrolment.

In Bangalore Rural, the enrolment camp in the same village was held in 4 cases as these
happen to be GP headquarters. As a result, people did not face any difficulty in reaching
the enrolment station. Key informants from another 6 villages have stated that villagers
did not face any problem although the enrolment camp was held in another village. In
Shimoga, enrolment camp was held in 12 out of 22 villages. Even then, key informants
from two of these villages noted that it was difficult to reach as the households are
scattered. In nine villages, the enrolment camp was held in neighbouring villages. Key
informants reported that the process of enrolment was found to be either difficult or very
difficult for the following reasons. First, the distance to the enrolment station was far
especially in forest and inaccessible areas in Shimoga. Households interested in getting
themselves enrolled into the scheme had to spend on transport to reach the enrolment
station. In some of the cases, there was no transport. Hence, it became difficult especially
for the elderly to walk 2-10 kms of distance. It was reported in one of the villages that
“people were forced to hire vehicles as the enrolment camp was far off. The enrolment
officials came late. By the time we returned, it was very late”. Second, the enrolment
process was not smooth either on account of power cut or breakdown of computer/ printer.
Because of this, there was considerable delay in starting the enrolment process and
subsequently there was long queue. In some of the cases, it was informed that the
enrolment would be undertaken on the following day. But, the promise was not kept in
some of the cases. Third important problem was disruption of the enrolment camp on
account of fight. Some of the households did not like that they have been excluded from
the RDPR list, and thereby, from the scheme. Hence, there were arguments with the
officials who have come to enrol the households and at times, there was fight also.

Let us now look at the evidence on trends in the enrolment of sample households across
the districts, caste and income groups. Of 377 sample households, nearly 77 per cent were
enrolled. It may be noted that at least one person from each of these households was
enrolled and this does not mean that all the members of household as listed in the RDPR
list are enrolled. The enrolment rate was better at 82 per cent in Shimoga as compared to
70 per cent in Bangalore Rural.

What are the reasons that motivated the sample
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households to join the scheme? What are the factors that prevented them from enrolment?
Answers to these two questions are provided below.

Nearly 93 per cent of 289 households that have enrolled into the scheme stated that the
possibility of availing free treatment has prompted them to get enrolled. About 4 per cent
of the households have however stated that they got enrolled because the gram panchayat
has asked them to do so! The proportion of such households is relatively higher in
Bangalore Rural.

About 77 per cent of 88 sample households that have not enrolled stated that lack of
information has prevented them to get enrolled. Specifically, they did not know that the
date and venue of enrolment. As a result, they had gone to the work and went out of the
village. In some of the cases, they were in the village; but, did not know that they could
get enrolled into the scheme. A few households could not get enrolled, because they were
misled by people giving information. For instance, one respondent noted that “I was told
that only when all the five household members present should we go to the photo session.
But, on the day of enrolment, only two members were present. Hence, we did not go the
enrolment camp”. In another case, it was not told to the household about the mandatory
presence of the household head at the time of enrolment. As this person was away, the
household simply could not enrol. In some other cases, the households were not properly
informed about the need to bring all the household members as listed in the RDPR to the
enrolment station. This led to only a few members of the households getting enrolled,
which would be, of course, beneficial to the Insurance Company but not to the household.
A few households could not get enrolled because the enrolment camp was disrupted. One
respondent remarked that “On the day of photo session, there was a fight. Hence, only a
few households from our village completed the process of enrolment. We could not
complete. We were promised that the enrolment would commence on the following day.
But, they never came back”.

A few households did attend the photo session, but were

sent back on some pretext or the other. One lady from a sample household noted that “we
had been to the enrolment camp to get the photo taken. But, officer told me that only
when my husband is there will we be allowed to the photo session. Since my husband was
out of village on that day, we could not attend the photo session”. One of the wealthy
households from Bangalore Rural simply stated that since RSBY is meant for the poor, he
did not want to enrol into the scheme. As we shall see below, several such households
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simply stayed away from the enrolment because they were aware that the scheme is not
really meant for them.

Let us, therefore, look at the enrolment trends across the caste and income groups. Chart
4.1 shows that the enrolment rate was relatively low in the case of households belonging
to both SC and minorities as well as other castes such as Lingayath, Vokkaliga and
Brahmins.

The enrolment rate was relatively high among households belonging to

backward castes.

Chart 4.1: Caste-wise enrolment of households into RSBY

Households (%) enrolled

Enrolment in RSBY
85.0
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This is further corroborated by Chart 4.2 which presents the trends in enrolment by income
groups. The proportion of households enrolled was about 76 per cent in the case of
poorest income group (i.e., per capita monthly income less than or equal to Rs. 356). In
the next two income categories, the enrolment rates go up; but decline from the group
having per-capita monthly income in the range of Rs. 750 to 1000. Interestingly, the
enrolment was the lowest in the case of the richest income group at 67.4 per cent. This
lends credence to the earlier statement that higher proportion of richer households stayed
out of the enrolment probably because they thought that this scheme is meant for the
poorest or they were not interested as they already had membership in other health
insurance schemes such as Yeshasvini, which offers relatively better coverage. However,
a few rich households still went for enrolment as they did not want to miss any
government programme that has come in their way!
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Chart 4.2: Enrolment rates by Per-Capita Monthly Income Categories

Households (%) Enrolled
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We have also looked at the enrolment rates by wage labour dependent households. In
order to arrive at the dependence on agricultural and non-agricultural wages, we have
worked out the proportion of income from wage labour in agriculture and non-agriculture
to total income of the household. If the proportion is 100 per cent, this means that income
from wage labour is the only source of income. On the other hand, if the proportion is
`zero’ the household does not depend on wage labour at all. It can be seen from Chart 4.3
that the enrolment rate is the highest in the case of households which completely depend
on wage labour and lowest in the case of those which do not depend on wage labour. This
implies that many households having highest per-capita monthly income and not
depending on wage labour in agriculture and non-agriculture at all did not enrol in RSBY.
Chart 4.3: Enrolment rates among wage-labour dependent and non-wage labour
dependent sample households

Households (%) Enrolled

Enrolment in RSBY
79.0
78.0
77.0
76.0
75.0
74.0
73.0
72.0
100%

75 to 99.99

50 to 74.99

25 to 49.99

0.01 to 24.99

0

Wage income (%) to Total Income
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Enrolment of household members
RSBY stipulates that five persons from among those recorded in the BPL survey can be
enrolled into the scheme. If the number of persons recorded is less than five all of them
can be included, and if the number is more than five, the head of the household should
inform the enrolment party about which five should be enrolled. In view of this, it
becomes interesting to examine who among the family members have been enrolled.

Table 4.16 shows that the proportion of members enrolled to total household members was
51.1 per cent in Shimoga and 42 per cent in Bangalore Rural. Interestingly, the enrolment
rate was low for women in both the districts. This shows the discrimination against
women in so far as the enrolment is concerned.
Table 4.16: Distribution of members of RSBY beneficiary households (%) by
membership in the scheme and sex
Bangalore Rural
Shimoga
Sex
Member Non-Member Total Member Non-Member Total
Male
44.6
55.4
457
55.4
44.6
473
Female
39.4
60.6
472
47.2
52.8
517
Total
42.0
58.0
929
51.1
48.9
990
Which age groups are most likely to have membership in RSBY? Table 4.17 shows that
the membership pattern is in favour of older age groups. None from the age group of less
than 6 years was enrolled for the understandable reason that these would not been born
when the survey was conducted in 2002-03. The proportion of members enrolled to total
was less than those not enrolled in the case of younger age groups 6 to 17 and 17 to 35
years. But, from the age group of 35 to 50 years onwards, the proportion of household
members enrolled is higher than those not enrolled.

This shows that RSBY if

implemented well would benefit the elderly sections of the target population.
Table 4.17: Distribution of members of RSBY beneficiary households (%) by
membership in the scheme and age
Bangalore Rural
Shimoga
Age group Member Non-Member Total Member Non-Member Total
< 6 yrs
0.0
17.6 10.2
0.0
19.6
9.6
6 to 17 yrs
10.5
26.3 19.7
13.8
27.9 20.7
17 to 35 yrs
37.7
35.8 36.6
35.2
33.5 34.3
35 to 50 yrs
25.9
11.1 17.3
29.4
8.3 19.1
50 to 65 yrs
14.6
5.6
9.4
14.8
7.6 11.3
65 & above
11.3
3.5
6.8
6.7
3.1
4.9
Total
390
539
929
506
484
990
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Duplication in membership
What is the extent of duplication in the membership? Our field setting was such that both
RSBY and Yeshasvini schemes were implemented in the same villages. It is therefore
possible that the households may have membership in these two schemes. Now, let us see
the extent of duplication as this is inefficient in so far as the use of public funds is
concerned.

Table 4.18 shows that there is no duplication of membership in the case of 84.4 per cent
household members in Bangalore Rural and 92.1 per cent in Shimoga. However, about 10
per cent of household members in Bangalore Rural have membership in RSBY and
Yeshasvini, and four per cent in Shimoga have membership in RSBY and NGO health
insurance programme called Sampoorna Suraksha Yojana. Thus, there was duplication of
membership in the case of about 10 per cent in Bangalore Rural and 1.6 per cent in
Shimoga. Interestingly, 6.2 per cent of household members in Bangalore Rural have
membership only in Yeshasvini. As indicated earlier, this was perhaps because the betteroff households were keen to join in the Yeshasvini as this scheme provided more benefits.

Table 4.18: Distribution of members of RSBY beneficiary households (%) by their
membership in the different schemes and sex
Membership in
Districts

Sex
RSBY

Bangalore
Rural
Shimoga

Male
Female
Total
Male
Female
Total

83.3
85.5
84.4
93.9
90.2
92.1

RSBY &
Yeshasvini

9.8
9.1
9.5
1.5
1.6
1.6

RSBY &
Sampoorna
Suraksha
Yojana

0.0
0.0
0.0
3.1
4.9
4.0

Yeshasvini

6.9
5.4
6.2
0.4
1.6
1.0

Others

Total

0.0
0.0
0.0
1.1
1.6
1.4

204
186
390
262
244
506

Possession of card
The foregoing discussion showed that while 289 households managed to enrol into the
scheme, 88 could not. Have all the enrolled households obtained the smart card – a photo
identity card which is critical for the household to establish the identity of enrolled
household members in the empanelled hospital? The RSBY, in its design, makes it a point
that the smart card should be issued on the day of photo-session itself so that the
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households can start using the facility from the very next hour onwards. For this reason,
RSBY asks the enrolment party to take additional computer, having capacity to complete
online registration, battery backup and additional printer to print the card so that there is
absolutely no delay in the issue of cards. It would therefore be interesting to ask the two
questions of (a) whether the sample households possess the smart cards and (b) if yes,
since when.

We have asked the sample households whether they possess RSBY card and if yes,
whether we could see the card. Table 4.19 shows that in the case of 54.7 per cent of the
households our field investigators have seen the card and noted the number.
proportion is relatively high in Shimoga.

This

In the case of about 27 per cent of the

households, our field investigators could not verify the possession of smart card for one
reason or the other. Important reasons are: the card is kept under the lock and key, and the
person holding the key was not available at the time of interview. Second, the card was
with another household member, who was not present to show the card. Finally, the
respondent searched for the card; but, could not locate.

Interestingly, over 18 per cent of the households which have attended the photo-session in
February or March 2010 did not get the card when the fieldwork was conducted in April
2011 – in other words, RSBY failed to provide card even one year after the registration. It
needs to be noted that the policy period of RSBY scheme ended by March 2011. This
means that a significant proportion of the registered households could not utilise the
benefit even if they wanted it!

Table 4.19: Distribution of Registered Sample Households (%) by Possession of
Smart Card
Particulars
Card has clearly been issued
Kept under lock and Key
Kept with other household members
Searched: but could not locate the card
Others
Not issued
Total

Bangalore Rural
44.0
8.6
12.9
4.3
0.9
29.3
100 (116)

Shimoga
61.8
8.1
9.2
8.7
1.2
11.0
100 (173)

Total
54.7
8.3
10.7
6.9
1.0
18.3
100 (289)
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Delay in the issue of smart cards
It is, however, good that 83 per cent of the registered sample households stated that they
possessed the card, although we could not verify this with 27 per cent of the households.
When did these households receive the card? Did they receive soon after the photo session
as it is visualised by RSBY scheme? Or did they receive the card after some days? If there
was a delay, how much was it?

Chart 4.4 makes it very clear that only about 7 per cent of the sample households (almost
all of them were from Shimoga) received the smart card on the day of registration. In the
case of 93 per cent of the households there was delay – ranging from a week to over six
months. In the case of unfortunate 17.3 per cent of the households, as noted earlier, card
was not issued during the entire one year of policy period.

One aspect is clearly visible.

The delay was considerably less in Shimoga.

The

proportion of sample receiving the card within a month was about 60 per cent in Shimoga
as compared to 41.4 per cent in Bangalore Rural. Similarly, the proportion of households
receiving the card between one and three months was 23.1 per cent in Shimoga while it
was 18.1 per cent in Bangalore Rural.

One can thus conclude that there has been

considerable delay in the issue of RSBY cards, and that there has been regional variation
in the extent of delay.

Chart 4.4: Delay in the issue of RSBY cards across the Selected Districts
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The delay in the issue of cards also varied across the caste categories. As can be seen
from Table 4.20, the delay is relatively more among SC households and those belonging to
minorities. The proportion of households receiving cards within one month has been
comparatively low in the case of SC and minorities. Such difference can also be seen in
the case of cards not issued. The proportion of the households not receiving the cards has
been highest in the case of SCs and minorities. What could be the reason for this? Let us
now look at the reasons provided by the sample households for the delay in the issue of
smart cards.

Table 4.20: Days of delay across the caste categories

Same day
1 to 7 days
8 to 30 days
31 to 60 days
61 to 90 days
91 to 180 days
181 days & above
Not yet received
Total (number)

SC
10.8
9.7
29.0
10.8
8.6
4.3
3.2
23.7
93

Households (%) belonging to caste categories of
ST
Minorities Backward Caste Forward Caste
8.8
0.0
5.9
5.5
14.7
13.6
9.4
7.3
32.4
31.8
40.0
38.2
8.8
4.5
17.6
10.9
14.7
9.1
5.9
10.9
2.9
9.1
5.9
10.9
2.9
9.1
4.7
0.0
14.7
22.7
10.6
16.4
34
22
85
55

Total
7.3
10.0
34.6
12.1
9.0
6.2
3.5
17.3
289

We asked the sample households to list factors contributing to delay in the issue of card.
About 90 per cent of the sample households provided basically two responses: `Did not
ask’ or `Do not know’. These two responses are interesting in the sense that people did
not even know that the smart card had to be issued on the day of enrolment; hence,
whenever the card was delivered it was simply accepted, and it did not occur to them that
they had to ask authorities why there was a delay. Secondly, they simply did not now
know why there was a delay. About 8 per cent of the households attributed the delay to
the negligence of GP. Their main contention was that the GP has received the cards and
did not bother to distribute them among RSBY beneficiaries. It was found that the GP
secretary has not distributed RSBY cards and simply kept them in his office. When asked
for the reason, he noted that "I have recently taken over the charge. I am yet to become
familiar with households. On these cards, photographs of only the head of the household
exist. Hence, identification would be difficult". This kind of callous attitude has also
contributed for the delay!
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Utilisation of RSBY benefits
RSBY scheme incorporated the following features aimed at immediate utilisation of the
benefits. First, the issue of card on the day of enrolment is expected to enable the
households to utilise the scheme from the first day itself. Second, provision of insurance
cover up to Rs. 30,000 per household (of five members) per annum on a family floater
basis is considered to be adequate and attractive to the households as primary studies show
that on an average Rs. 20,000 is spent by poor households on hospitalization in each year.
Third, coverage of pre-existing conditions (subject to minimal exclusions) is also expected
to improve the utilisation rates. Fourth, cashless coverage of all health services in private
and public hospitals. Fifth important feature is the provision for a smart-card based
system of beneficiary identification/verification and processing of client transactions at the
empanelled hospitals. Sixth, the provision for reasonable pre and post-hospitalization
expenses (one day before the hospitalisation and five days after hospitalization) is
expected to motivate the households to use the scheme. Seventh, transport allowance of
Rs.100 per event of hospitalisation (subject to ceiling of Rs.1000 per annum) is expected
to remove obstacles that households may have in accessing the hospitals located away
from their villages. Eighth, split card facility is provided to enable migrants from RSBY
households to utilise the scheme. Ninth, the Insurance Company will provide a pamphlet
along with Smart Card to the beneficiary indicating: a) the list of the empanelled hospitals;
b) available benefits; and, c) the names and details of the contact person in the district.

With these facilities one would expect the utilisation rate to be very high in the scheme. In
addition, the Insurance Company has been asked to conduct health camps among RSBY
beneficiary households so that they become more aware of scheme benefits available in
relation to specific health problems that they have. They will also become aware of
whether they could visit empanelled hospitals for the health problems that they have had.
In this context, it is important to examine the evidence on health camps collected from the
sample households.

Almost all the sample households stated that they did not attend the health camps. When
asked for the reasons, over 72 per cent of the households were categorical in stating that
no such health camp was organised, while about 15 per cent of them were unaware of
whether any health camp was conducted. It can be therefore concluded that no health
camp for RSBY beneficiary households was conducted.
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What are the utilisation rates? Table 4.21 shows that the utilisation rate is quite low at 2.4
per cent. Another 4.5 per cent of the households have made an attempt to utilise the
scheme but they were not successful. Their experiences are presented below.

One of the sample respondents stated that “we called the hospital before going for
treatment. We were informed that free treatment will not be provided as this
empanelled hospital has had bad experience in getting claim settled from the
insurance company”.

Another respondent stated that “I had visited Harsha Hospital located at
Devanahalli as I have been suffering from Asthma. The officer at the hospital told
that it was previously an empanelled hospital; but not anymore. Hence, free
treatment cannot be given to RSBY cardholders”.

Another respondent stated that the hospital authorities asked him to pay half of the
amount of treatment from his own pocket. Hence, he refused to undergo treatment
and returned from the hospital.

Another respondent noted that there was no information on where the RSBY card
will be accepted.

He had gone to Subbaiah hospital at Shimoga (which is

empanelled) for treatment. But, the hospital has refused the free treatment. The
statement from the other respondent goes like this: “We had been to Subbaiah
hospital located at Shimoga. Here, the hospital authorities told us to first pay
money and then get admitted. We were quite upset. We then went to Meghana
hospital thinking that free treatment will be available. Here too, we had to pay
money and get the treatment”.

Another household attempted to get treatment by visiting Kasturiba and Manipal
hospitals. They were informed that free treatment will not be provided under
RSBY.

In all these cases, the respondents did visit the hospitals that are empanelled under RSBY.
Even then, the hospital has refused to provide free treatment.
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Table 4.21: Utilisation pattern across the sample districts
Utilisation
Yes
Tried to utilise
No
Not enrolled
Total (number)

Bangalore Rural
2.4
3.0
64.5
30.1
166

Shimoga
Total
2.4
2.4
5.7
4.5
73.9
69.8
18.0
23.3
211
377

But, close to 70 per cent of the households have not utilised the RSBY scheme at all.
What are the reasons for this? Of 377 sample households, 88 were not enrolled and 9
households utilised.

The number of relevant households would be thus 280 for

ascertaining the reasons. Over 61 per cent of the households noted that the need to use the
card did not arise (Table 4.22). However, nearly 12 per cent of the households wanted to
use the card; but lack of information on `which hospital to go’ and `diseases for which the
card can be used’ prevented them to use the card. About four per cent of the households
made an attempt to use the card; but, the empanelled hospitals denied treatment. In the
case of about 23 per cent of the households, the card was not issued, and hence, the
question of utilisation did not arise at all. This discussion shows that lack of awareness on
how to utilise RSBY benefits and problems from the side of empanelled hospitals have
come in the way of utilisation of benefits by beneficiary households.

Table 4.22: Factors influencing the utilisation of RSBY benefits
Reasons
Need to use the card did not arise
Lack of awareness on which hospital to go
Not aware of diseases for which the card can be used
Empanelled hospital denied free treatment
Not received the card
Total (number)

Bangalore Rural
58.0
4.5
0.9
2.7
33.9
112

Shimoga
63.1
11.3
4.8
4.8
16.1
168

Total
61.1
8.6
3.2
3.9
23.2
280

Welfare Loss
Among sample households that have registered in the scheme and those that have not
utilised the card, about 61 per cent stated that the need to use the card did not arise. How
about other households? Was there any illness among these households? If yes, where was
treatment obtained? How much was spent? How was this expenditure met? We will
address these questions in the following paragraphs.
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Table 4.23 shows that nearly 63 per cent of the households did not face any major illness
during the last one year. The rest of them faced at least one illness or the other.

Table 4.23: Distribution of RSBY sample HHs (%) by number of major
health shocks faced by them during the last one year
Number of major health problems
faced during last one year from
reference point
Zero
One
Two
Three
Total

Districts
Bangalore Rural
63.3
31.3
4.8
0.6
166

Shimoga
62.1
35.1
2.8
0.0
211

Total
62.6
33.4
3.7
0.3
377

Although over 37 per cent of the households faced some illness or the other, RSBY
scheme was not helpful in overwhelming majority of the cases (Table 4.24). Only 7.1 per
cent of these illnesses were treated with the card in empanelled hospitals. Rest of the
households had to obtain the treatment either from the government hospital or private
hospitals. In fact, the proportion of the cases that were treated in private clinics or
hospitals was over 65 per cent. This proportion was much more in Bangalore Rural.

Table 4.24: Distribution of health problems (%) by the place of treatment
Where did the HHs got treatment for the
health problems
PHC
Govt hospital
Private clinic
Private hospital
Network/ empanelled hospital of RSBY
Others
Did not treat
Total number of health problems

Bangalore Rural
2.8
15.5
32.4
39.4
7.0
1.4
1.4
71

Shimoga Total
2.3
2.5
26.7
21.7
14.0
22.3
46.5
43.3
8.1
7.6
1.2
1.3
1.2
1.3
86
157

The total and average expenditure incurred by sample households facing illness was about
Rs. 18 lakhs and Rs. 11,465, respectively (Table 4.25). Much of this expenditure was
incurred on treatment obtained from the private hospitals. The average expenditure was
also high at Rs. 17,982.
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Table 4.25: Total and average expenditure by Sample Households
Bangalore Rural
Place of
treatment
PHC
Govt hospital
Private clinic
Private hospital
Network/
empanelled
hospital
Others
Total

Shimoga

Total

Total
expenditure

Average
expenditure

Total
expenditure

Average
expenditure

Total
expenditure

Average
expenditure

40
75000
138200
703400

20
6818
6009
25121

500
93600
96300
519400

250
4070
8025
12985

540
168600
234500
1222800

135
4959
6700
17982

50200
1000
967840

10040
1000
13826

96500
3000
809300

13786
3000
9521

146700
4000
1777140

12225
2000
11465

What has been the contribution of RSBY in addressing the ill-health problems of the poor?
Table 4.26 throws a light on this question. Of the total expenditure of Rs. 17.77 lakhs
incurred by the sample households on the treatment of illnesses faced by them during the
last one year, only Rs. 146,700 (or 8.2 per cent) was incurred at the hospitals empanelled
under RSBY. The proportion of the expenditure reimbursed by RSBY was even smaller
at 3.2 per cent! It can be, thus, concluded that RSBY made a difference of only 3 per cent
to the beneficiary households.
Table 4.26: Treatment through RSBY
Bangalore Rural

Place of
treatment
PHC
Govt
hospital
Private
clinic
Private
hospital
Network/
empanelled
hospital
Others
Total

Shimoga

Amount
reimburs
ed
Amount
Total
through borne by
Total
expenditu the RSBY
the
expendit
re
scheme household
ure

Amount
reimbursed
through the
RSBY
scheme

Total
Amount
borne by
the
household

Amount
reimburs
ed
Amount
Total
through borne by
expenditu the RSBY
the
re
scheme household

40

0

40

500

0

500

540

0

540

75000

0

75000

93600

0

93600

168600

0

168600

138200

0

138200

96300

0

96300

234500

0

234500

703400

0

703400 519400

0

519400 1222800

0 1222800

50200
1000
967840

19500
0
19500

30700 96500
1000
3000
948340 809300

37000
0
37000

59500 146700
3000
4000
772300 1777140

56500
90200
0
4000
56500 1720640
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How are the sample households meeting the expenditure incurred on treatment of health
problems? How many cases have been covered by RSBY either fully or partially? Table
4.26 shows that while own sources were used to meet the health expenditure in 46 per cent
of the cases, moneylenders or pawn brokers provided high-interest loans in the case of
34.2 per cent (Table 4.27). Relatives and friends have provided financial support in the
case of about 17 per cent of the cases. It should be noted that the credit from relatives and
friends is not free of interest. Only 1.3 per cent of the cases have been treated with RSBY
card. Thus, interest-bearing loans have been mainly used by RSBY beneficiary households
to meet the expenditure on treatment of diseases.
Table 4.27: Distribution of sickness cases (%) by caste and source of meeting the
expenditure
Sources of meeting the expenditure

Caste
SC
ST
Minorities
Backward
Caste
Forward Caste
Total

Own
sources

Money
lenders/
Pawn
brokers

Relatives
and
friends

RSBY
insurance
coverage

Free
treatment

Others

Total
sickness
cases

40.0
54.2
61.5

37.8
29.2
30.8

15.6
16.7
7.7

2.2
0.0
0.0

2.2
0.0
0.0

2.2
0.0
0.0

45
24
13

35.7
54.8
45.8

42.9
22.6
34.2

19.0
19.4
16.8

2.4
0.0
1.3

0.0
0.0
0.6

0.0
3.2
1.3

42
31
155

Poorer sample households depend on moneylenders somewhat heavily as compared to
better off households (Tables 27 and 28). Close to 48 per cent of SC households depend
on moneylenders as compared to only 22.6 per cent in the case of those belonging to
forward castes. Households with per capita income less than Rs. 500 depend somewhat
heavily on moneylenders as compared to those having more than Rs. 2000 of per capita
income. This information suggests it is the poorest among BPL households that suffer the
most on account of poor performance of RSBY in extending benefits to the enrolled
households.
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Table 4.28: Distribution of sickness cases (%) by per capita monthly income and
source of meeting the expenditure
Per capita
monthly
income (in
Rs.)
<=356
356 – 500
500 – 750
750 - 1000
1000 - 2000
>2000
Total

Sources of meeting the expenditure
Own
sources

50.0
37.5
46.7
44.0
43.1
60.0
45.8

Money
lenders/
Pawn
brokers

37.5
43.8
30.0
36.0
34.5
26.7
34.2

Relatives
and friends

Fully
covered
by RSBY
insurance

12.5
18.8
16.7
16.0
20.7
6.7
16.8

0.0
0.0
3.3
0.0
1.7
0.0
1.3

Free
treatment

0.0
0.0
3.3
0.0
0.0
0.0
0.6

Others

Total
sickness
cases

0.0
0.0
0.0
4.0
0.0
6.7
1.3

8
16
30
25
58
15
155*

* Includes three cases for which there is no information on income

Conclusions
The chapter discusses the implementation of RSBY in Bangalore Rural and Shimoga
districts with the help of the primary data collected from 377 sample households. In
general, relatively higher proportion of households had heard of RSBY and were aware of
basic features of the RSBY such as coverage, etc., though they lacked deeper knowledge
on some of the important and novel features of RSBY. Anganawadi teacher was the key
informant in Shimoga district, while it is GP officials in Bangalore rural district.

The discussion revealed that there has been considerable delay in the launch of the
programme, which has resulted in a loss to beneficiary households in the form of shorter
policy period. When we look at the enrolment rates, at least one person from nearly 77 per
cent of the sample households were enrolled and enrolment rate was relatively higher in
Shimoga district. One of the important reasons cited by the non-enrolled households is
lack of information on the date and venue of enrolment, which deprived them to get
enrolled in the programme. A positive correlation could be seen between the enrolment
rate and the dependence on the wage labour work. Only 83 per cent of the enrolled
households had possessed the smart cards. Of them, barring 7 per cent who received the
smart card on the day of enrolment itself, in the case of remaining 93 per cent of the
households the delay in possession of card ranged from one week to over six months. This
in a way hampered the utilisation! Of the enrolled households, about 23 per cent did not
receive the card at all. In the case of another 16 per cent of the enrolled households did
not had the knowledge either on the empanelled hospitals or the diseases that are covered
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under the programme and in some cases the empanelled hospitals denied free treatment14.
All these would have led to welfare loss and in a way resulted in win-win situation for the
insurance company to make maximum margin in the first year of progress
implementation15!

14

Reacting to these observations, the Labour department informed that, at the suggestion of the Government
of India, it has initiated measures to address the issues pertaining to the delay in issue of cards, lack of
publicity, delay in enrolment, low utilisation, etc.
15
Reacting to the findings on welfare loss to beneficiary households and win-win type of benefits to the
insurance company, the Department of Labour commented that these problems are common whenever “any
new insurance programme is launched”. While some teething problems are normal whenever a new
programme is launched, the implementation problems highlighted in the study are serious and should be
addressed on priority basis for the benefit of poor households. The Department of Labour also clarifies that
Government of India has made similar observations on the implementation and the scheme is adopting new
measures to address these. Another comment made by the Department of Labour is that this study should not
have been undertaken when the scheme was in the first year of implementation. It should be noted that in the
first-ever meeting on the study under the chair of the Principal Secretary, Planning Department, a question
was raised whether the study should be undertaken after some years of implementation; but, it was
subsequently agreed that this study at this juncture is important and will provide directions in which the
scheme could be implemented.
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5. YESHASVINI – HEALTH INSURANCE SCHEME FOR
MEMBERS OF COOPERATIVE SOCIETIES

Introduction
The Yeshasvini Co-operative Farmers Health Care Scheme (YCFHCS)16 was introduced
by the Government of Karnataka in 2002 and came into operation in 2003. The
Department of Co-operation is implementing the scheme in all Karnataka districts. In this
chapter, we aim to discuss the implementation of Yeshasvini in the state with the help of
data collected from the sample villages and households. With the help of primary data
collected from Bangalore Rural, Gulbarga and Shimoga districts, we cover aspects such as
awareness on the scheme, and enrolment and utilisation of Yeshasvini benefits among
households. A semi-structured village questionnaire was used to have discussion on the
implementation process of the scheme with key informants from each of 60 sample
villages. A discussion was also held on awareness campaigns in the village, enrolment
process and utilisation status. As stated in Chapter 3, key informants included farmers,
wage labourers in agriculture and others as well as officials such as Secretary of
Cooperative Society, GP staff, anganawadi teacher, ASHA worker, etc.

The methodology, as has been briefly discussed in Chapter 1, was to collect the list of
households currently having membership in Yeshasvini scheme or those which have had
membership in the past three years from all the sample villages. If the number of member
households was equal to or less than 15 in a village, all of them were selected. If more, a
sample of 15 households was randomly drawn. Data were collected from 552 sample
households from 60 sample villages through structured questionnaire. The information
collected through this questionnaire includes basic household details such as caste,
housing, access to drinking water, electricity and ration cards, income, etc., awareness
among households on Yeshasvini scheme, experience with regard to enrolment and
utilisation, and factors influencing the status of enrolment and utilisation.

This chapter is presented in six sections. After this introductory section, we will provide
socio-economic background of the sample households.

In the third section, we will

discuss the process adopted in providing awareness in sample villages and levels of
16

Some of the scholarly articles on Yeshasvini schemes are Aggarwal (2010) and Kuruvilla et al (2005).
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awareness among sample households. In the fourth section, we will discuss the process
adopted in the enrolment of beneficiary households in the sample villages and the status of
enrolment among sample households. The fifth section is devoted to utilisation of the
scheme by the sample households. In the sixth section, conclusions are provided.

Socio-Economic Status of Sample Households
In all, we have collected primary data form 552 households – 148 from 18 villages in
Bangalore Rural, 246 from 22 villages in Shimoga and 158 from 20 villages in Gulbarga.
As can be seen, the average number of households covered per village is 9. This is largely
because of the following reason. In most of the sample villages the total number of
households having membership (currently or in the immediate past) in Yeshasvini is much
less than 15.

We would discuss this issue further in the section on enrolment of

households into the scheme.

A striking aspect of Table 5.1 is that the proportion of SC and ST households is exactly 14
per cent. In contrast, the proportion of sample households belonging to dominant castes of
Vokkaliga, Lingayath and Reddy was 48.9 per cent and that belonging to forward castes
was 10 per cent. Thus, a majority of sample households belonged to upper and dominant
castes in Karnataka. This pattern is different from the caste-wise distribution of sample
households in the case of RSBY (see Chapter 4), which is in favour of households
belonging to SC and ST communities. This basically confirms the often observed pattern
that membership in cooperative societies in Karnataka is skewed towards the households
belonging to dominant Castes of Vokkaliga, Lingayath and Reddy.

Table 5.1: Distribution of Yeshasvini sample households (%) by caste categories
% households belonging to the caste category of

District
Bangalore Rural
Shimoga
Gulbarga
Total

SC

12.2
3.7
11.4
8.2

ST

6.8
7.7
1.9
5.8

Minorities

Backward
Caste

Forward
Caste

Others
(Vokkaliga,
Lingayath
& Reddy)

6.1
2.8
8.2
5.3

20.9
23.6
20.3
21.9

3.4
19.1
1.9
10.0

50.7
43.1
56.3
48.9

Total
(Nos.)
148
246
158
552

Source: For this as well as the following tables in this chapter, the source is primary survey

The distribution of sample households by ownership status and type of dwelling in Table
5.2 also shows that sample households in the case Yeshasvini scheme are different as
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compared to RSBY sample. Here over 90 per cent of the sample households from the
three selected districts were residing in inherited houses. The proportion of government
assisted houses is also comparatively less in the case of Yeshasvini member households.
Table 5.2: Distribution of Yeshasvini sample households (%) by type and ownership
status of the house
Type
of
houses Own

Bangalore Rural
Govt
assisted

Rented

Shimoga
Total
(Nos.)

Own

Govt
assisted

Rented

88
1.1 (59.5) 98.8
1.2
56
83.9
14.3
1.8 (37.8) 85.7
6.5
4
Katcha 75.0
0.0
25.0 (2.7) 87.5
12.5
148
All
91.9
6.1
2.0 (100) 90.2
4.9
Note: Figures in parentheses are column-wise percentages.
Pucca
SemiPucca

97.7

Gulbarga

1.1

Total
(Nos.)

Own

84
(34.1) 100.0
154
(62.6) 90.5
8
(3.3) 100.0
246
(100) 93.6

0.0
7.8
0.0
4.9

Govt
assisted

Rented

Total
(Nos.)

41
0.0 (25.9)
105
1.0 (66.5)
12
0.0 (7.6)
158
0.7 (100)

0.0
8.6
0.0
5.7

That the sample households in the case of Yeshasvini are different is confirmed by the
type of electricity connection. Unlike in the case of RSBY member households, over 80
per cent of the Yeshasvini households have their own electricity connection (Table 5.3).
As against 38.5 per cent of the households having Bhagya Jyothi connections in the case
of RSBY (Chapter 4), only 14.5 per cent of the households have this connection in the
case of Yeshasvini sample. The proportion of households not having electricity is also
less in the case of sample households for Yeshasvini scheme.

Table 5.3: Distribution of Yeshasvini sample households (%) by electricity
connection status
% households having
District
Bangalore Rural
Shimoga
Gulbarga
Total

Electrified
(Own)

84.5
78.5
79.7
80.4

Electrified through
Bhagya Jyothi scheme

12.8
14.6
15.8
14.5

No
electricity

Other
arrangement

0.0
2.4
3.2
2.0

2.7
4.5
1.3
3.1

Total
(Nos.)
148
246
158
552

Nearly two-thirds of the sample households were depending on public water supply
sources of public stand post, borewell with hand pump and mini water supply to meet their
drinking water needs (Table 5.4). However, the proportion of households having private
household connection (a sign of economic well-being) is 18 per cent in the case of
Yeshasvini sample households; this is higher as compared to only 6.9 per cent of the
households having such private connections in the case of RSBY sample (Chapter 4).
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Table 5.4: Distribution of Yeshasvini sample households (%) by the type of principal
source of water supply

District
Bangalore Rural
Shimoga
Gulbarga
Total

Public
stand
post
33.8
28.9
43.0
34.2

% of households having water supply of
Bore well
Own
with
Mini
Private
(private)
hand
water household Open
bore
Total
pump
supply connection well
well
Others (Nos.)
0.0
29.1
28.4
3.4
4.7
0.7
148
5.7
24.4
10.6
22.4
7.3
0.8
246
13.9
12.0
20.9
7.0
1.9
1.3
158
6.5
22.1
18.3
12.9
5.1
0.9
552

The distribution of sample households by the type of ration card is provided in Table 5.5.
As can be seen from the table, the proportion of households having BPL (Antyodaya and
Akshaya together) ration cards is about 55 per cent. Only less than five per cent of the
households have Antyodaya card, which is sanctioned to the poorest. Interestingly, over
40 per cent of the sample households benefiting from Yeshasvini possess APL cards as
compared to only 5 per cent in the case of RSBY.

Table 5.5: Distribution of Yeshasvini sample households (%) by possession of
ration card

District
Bangalore Rural
Shimoga
Gulbarga
Total

% households having
BPL Card,
BPL
Antyodaya Anna
Card,
APL
Yojana
Akshaya
Card
6.1
65.5
22.3
4.5
41.9
49.2
4.4
46.8
43.7
4.9
49.6
40.4

Total
No ration
(Nos.)
card
6.1
148
4.5
246
5.1
158
5.1
552

A distribution of sample households by per capita monthly income provides final
confirmation that the sample households for Yeshasvini are well off. We have worked out
size classes of per capita income on the basis of definition of BPL households provided by
the Planning Commission. As per the Planning Commission, Rs. 356 monthly per capita
income is the cut-off point to classify the households as BPL in Karnataka. The same cutoff point is adopted here. Households belonging to the range of Rs.356 to 500 of per
capita monthly income can be taken as those suffering from vulnerability. Table 5.6
shows that only about 10 per cent of sample households in the case of Yeshasvini are poor
and vulnerable. The proportion of households having per capita monthly income of more
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than Rs.2,000 is 34.6 per cent in the case of Yeshasvini as compared to only 12 per cent in
the case of RSBY.
Table 5.6: Distribution of sample households (%) by Per Capita Monthly Income
(Rs.)
Size class of per capita
monthly income (Rs.)
<=356
356 – 500
500 – 750
750 – 1000
1000 – 2000
>2000
Total (Number)

Bangalore Rural
5.4
6.8
12.2
12.8
35.8
27.0
148

Shimoga
4.5
4.1
12.2
10.6
30.1
38.6
246

Gulbarga
5.1
5.7
10.1
13.3
30.4
35.4
158

Total
4.9
5.3
11.6
12.0
31.7
34.6
552

Table 5.7 shows that the most of the male workers from sample households were selfemployed in agriculture and allied activities, involved in small business, trade and
services, and salaried employees. Most of the women in the productive age group were
involved in household work (such as domestic chores).

Table 5.7: Distribution of members in the working age group from Yeshasvini
sample households (%) by their occupational status
Bangalore Rural
Shimoga
Occupational status
Male Female Total Male Female Total
Wage labourer in agriculture
5.1
5.8
5.4 13.6
9.3
11.5
Wage labourer in non-agriculture
4.7
0.0
2.4
2.5
0.2
1.4
Self-employed in agriculture and
allied activities
56.7
22.3 39.9 60.4
15.2
38.4
Self employed in small
manufacturing/ hotel/ transport/
personal services
11.4
3.3
7.5
8.3
2.2
5.3
Salaried employee at nongovernment
17.3
1.2
9.5
9.9
2.7
6.4
Salaried employee at government
2.4
1.7
2.0
2.5
1.5
2.0
Household work (such as
domestic chores)
1.6
65.7 32.9
0.9
68.0
33.5
Unemployed
0.8
0.0
0.4
1.8
1.0
1.4
Total (number)
254
242 496 434
409
843

Gulbarga
Male Female Total
6.7
11.6
9.1
2.5
1.1
1.8
52.1

21.7

37.1

13.4

1.8

7.7

15.8
5.3

3.3
3.3

9.6
4.3

0.7
3.5
284

56.9
0.4
276

28.4
2.0
560

The foregoing discussion reveals that the sample households for Yeshasvini are better-off
as compared to RSBY households. This will have an important implication to one of the
study objectives namely duplication between the schemes. An examination of socioeconomic conditions of sample households for RSBY and Yeshasvini shows that there is
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not much overlapping in the target group. While the Yeshasvini targets the better off
households17, RSBY targets the poorer households.

Awareness on Yeshasvini
Within the first two years of initiating Yeshasvini scheme in the state, it was started in
over 64 per cent of the sample villages (Table 5.8). This was true in Gulbarga and
Shimoga. In most of the villages in Bangalore Rural, the scheme was started during 200506 and 2006-07. It can be thus concluded that the scheme has been in operation in the
sample villages for the last 7-8 years.

Table 5.8: Distribution of Sample Villages (%) by Year of initiation
of Yeshasvini Scheme
Year
2003-04
2004-05
2005-06
2006-07
2007-08
2008-09
2009-10
No information
Total (No)

Bangalore Rural
33.3
11.1
27.8
22.2
0.0
5.6
0.0
0.0
18

Shimoga
31.8
27.3
9.1
13.6
0.0
4.5
4.5
9.1
22

Gulbarga
45.0
40.0
0.0
5.0
5.0
0.0
0.0
5.0
20

Total
36.7
26.7
11.7
13.3
1.7
3.3
1.7
5.0
60

Which agency has initiated the scheme in the sample villages? The trend is very clear. In
Gulbarga and Shimoga districts, it was the Credit Cooperative Society which has taken the
lead in the initiation of the scheme in the sample villages (Table 5.9). On the other hand,
it was the Milk Cooperative Society which has taken the lead to initiate the scheme in a
majority of the sample villages in Bangalore Rural. This is an important finding that has
implications on spreading awareness, enrolment and utilisation of the scheme.

Table 5.9: Distribution of Sample Villages by Organisation that initiated
Yeshasvini
Organisation
Credit Cooperative Society
Milk Cooperative Society
Both
No information
Total

Bangalore Rural
3
15

18

Shimoga
17
2
1
2
22

Gulbarga
20

20

Total
40
17
1
2
60

17

Reacting to these findings, Yeshasvini Trust has taken a decision to give clear instruction to the Societies
that they should not enrol government or private employees as members of Yeshasvini scheme.
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In the ensuing paragraphs, we will take up the discussion on the following questions with
the help of data collected from key informants through village schedule. Who provided
awareness on Yeshasvini in the sample villages? How was it provided? How were
households motivated to join in the scheme?

Who provided awareness?
In Bangalore Rural, it was the secretary of the Milk Producers Cooperative Society
(MPCS) who took the lead to provide awareness on the scheme in half of the villages. In
the other villages, actors such as society members, Supervisor and Bank staff took part in
spreading the awareness together with the secretary of MPCS. In Shimoga, it was the
secretary of VSSN who provided awareness in almost all the villages together with his
support staff, barring two villages where MPCS took the lead to initiate the scheme. In a
majority of the sample villages of Gulbarga, it was the secretary of VSSN who took the
lead in providing awareness on Yeshasvini, at times, with the help of members of the
society and other staff. Key informants from one of the villages maintained that no
information was provided to villagers. Thus, it is clear that where the MPCS is present, it
is the secretary of MPCS who took the lead in providing the information. If there is no
MPCS, it is the secretary of VSSN who provided the information to members of
cooperative society.

This is corroborated by the data collected from the sample households. Over 93 per cent
of the sample households have stated that they have heard about Yeshasvini from the
secretary of MPCS or VSSN or the bank supervisor (Table 5.10).

Table 5.10: Distribution of sample households (%) by their response on 'from
whom they heard of Yeshasvini'
Source of information
Milk dairy / cooperative bank secretary
Bank supervisor
Notice board of co-operative society
Through TV, Newspaper, etc
Others
Total (Nos.)

Bangalore Rural
82.4
12.2
0.7
0.0
4.7
148

Shimoga
58.5
33.7
3.3
0.8
3.7
246

Gulbarga Total
70.3
68.3
24.1
25.2
0.6
1.8
1.3
0.7
3.8
4.0
158
552

How was the information provided?
Key informants from half of the villages in Bangalore Rural revealed that members of
MPCS were given awareness when they went to milk collection centres to deliver milk. In
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some of the villages, information was provided in the monthly meetings or special
meetings called for this purpose. Officials such as supervisor attended such meetings and
provided awareness.

The strategies of putting up the poster on the notice board,

undertaking household visits and taking the help of SHGs have also been used18. In
Shimoga, information is mainly provided when members visit the credit cooperative
society to take the loan, repay or reschedule the loan and any other such purpose. It was
stated in a majority of the villages in Gulbarga that awareness on Yeshasvini is provided
when society members visit to obtain a loan, repay or reschedule a loan, deliver milk or
when people visit the office. In a few villages located in all the districts, it was informed
that usually a target is given to the secretary of VSSN, who will try to fulfil the target by
motivating people visiting his office. If this does not succeed, the secretary is forced to
visit houses for this purpose. One of the secretaries of VSSN from Gulbarga stated that “a
camp was held in the initial year. Now, people are aware of the scheme. Non members of
Yeshasvini come to know from others. But, I have not provided any awareness in the last
couple of years”. It was revealed that this was the pattern in all the districts. A rigour in
the provision of awareness was visible in the initial years. Now, there is no such attempt.
At the time of enrolment, if the secretary reaches the target easily through usual methods
of asking those coming to deliver the milk or seeking loans, it is fine. Otherwise, he/she
may undertake extra effort to mobilise membership, not necessarily by way of providing
awareness on the scheme but through other means, as the discussion in the ensuing
paragraph shows.

How are households motivated?
Members were motivated to join by conveying the message that the scheme would be
handy when the household is compelled to provide treatment to major illnesses faced by
its members in the big, super speciality and expensive hospitals. The other important
message is that the household can get benefit of free treatment up to Rs.2 lakhs with very
small premium amount. It has also been informed that households getting benefit of free
treatment have motivated the others to join in the scheme.

18

After reading the draft findings, the Yeshasvini trust has made plans to organise television programmes in
the form of panel interviews especially in Krushi Dharshan programme in DD Chandana and ANS
programme, and to give radio programmes. It also has plans to telecast the experience of beneficiaries who
have been successful in obtaining the treatment.
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Key informants noted that the messages provided across the villages in Shimoga varied. In
one of the villages, the key message was that “large amounts will be available for
treatment if there is any major illness”. In another village, it was “when there is a major
illness requiring operation, you (the member) can obtain treatment with just Rs.150”. In
another village, the advantages of the scheme are highlighted by mentioning about amount
of treatment available, coverage of 1,600 ailments, and treatment in very good hospitals.
In one of the villages, it was informed that “some people have registered with the hope
that the card may be useful when faced with illnesses”.

In Gulbarga, members have been motivated to join in the scheme by highlighting the
advantages such as treatment and surgeries up to Rs. 2 lakhs in very well known hospitals
in return of just Rs. 150. Attention is also drawn to those who have already utilised the
scheme. One of the secretaries stated that “we tell them that illnesses to which the card
could be used for. Those who are interested will join and those not interested will not
join”.

Key informants from several villages across the districts suggested in the open meetings
that there was coercion on members of VSSN to join in the scheme. This suggestion was
either refuted or accepted by the secretary of VSSN, who was present in most of these
meetings. We will discuss this issue further in the section on enrolment.

Level of awareness
We have made an attempt to assess the levels of awareness by asking a series of specific
questions on the scheme to Yeshasvini sample households. The first question was on the
key benefits from the Yeshasvini scheme. It can be seen from Table 5.11 that over 90 per
cent of the respondents stated that free surgeries in the big hospitals such as Narayana
Hridayalaya is the key benefit of the scheme. A few have stated that free treatment up to
Rs. 2 lakhs is the key benefit. The sample households were thus aware of the key benefits
in the programme.
Table 5.11: Distribution of Yeshasvini households (%) by their responses on
the key benefits of Yeshasvini
Key benefits of Yeshasvini
Free surgeries
Free treatment in big hospitals
Free treatment up to Rs.2 lakhs

Bangalore Rural
72.8
17.2
5.9

Shimoga
72.1
17.4
6.6

Gulbarga Total
70.7
71.9
19.6
18.0
3.8
5.6
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15% discount if more than 5
household members are enrolled
Others
Do not know
Total (No.)

1.2
3.0
0.0
18

1.7
1.0
1.0
22

2.2
1.6
2.2
20

1.7
1.7
1.1
60

The responses of the sample households on the maximum insurance coverage under
Yeshasvini show that they have not been given very good information and
awareness on this critical aspect. Table 5.12 shows that only about 12 per cent of
the households were aware of that the maximum coverage is Rs. 2 lakh per
individual. A majority of the households simply stated that they did not know
about the maximum coverage. This proportion is relatively high in Gulbarga
district.

A significant proportion of the households stated that the maximum

coverage is Rs. one lakh, which is incorrect answer. The worst is that about five
percent of them thought that there is no limit at all!
Table 5.12: Distribution of Yeshasvini sample households (%) by their
responses on the maximum insurance coverage provided in Yeshasvini
Maximum insurance coverage
No limit
Rs.1 lakh per member
Rs.2 lakhs per member
Do not know
Others
Total (Nos.)

Bangalore Rural
4.1
26.4
12.2
44.6
12.8
148

Shimoga
4.9
24.0
12.6
52.0
6.5
246

Gulbarga Total
6.3
5.1
18.4 23.0
10.1 11.8
58.9 52.0
6.3
8.2
158
552

Although about 73 per cent of the sample households correctly stated that the members of
cooperative societies or members of SHGs having bank linkages are eligible to receive the
scheme benefits (Table 5.13), such awareness varied across the districts. Another problem
is that some of the households were not at all aware of the eligibility criteria. First, over
15 per cent of the sample households (with relatively higher proportion from Bangalore
Rural and Gulbarga) have stated that all are eligible. Second, about 8 per cent of the
households did not know about the eligibility criteria at all. This was somewhat high in
Gulbarga district.
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Table 5.13: Distribution of Yeshasvini households (%) by their responses on 'the
eligibility criteria for enrolment'
Responses on eligibility criteria
All are eligible
Members of credit/ milk co-operative
society
Member of SHG that has borrowed
from bank/co-operative
Less than 75 years age
Others
Do not know
Total (No.)

Bangalore Rural
19.9

Shimoga
10.6

Gulbarga
18.7

Total
15.4

57.6

69.7

57.2

62.9

9.3
2.0
2.6
8.6
148

12.2
0.8
0.0
6.7
246

10.2
0.6
2.4
10.8
158

10.9
1.1
1.4
8.4
552

In Yeshasvini scheme, the pre existing diseases are covered. But, about half of the sample
households were not aware of this. The proportion of households not aware of this was
relatively high in Gulbarga district (Table 5.14).
Table 5.14: Distribution of sample households (%) by their responses on whether preexisting diseases are covered under Yeshasvini
Is pre-existing disease covered
Yes
No
Do not know
Total (Nos.)

Bangalore Rural
48.0
27.0
25.0
148

Shimoga
60.2
17.5
22.4
246

Gulbarga
41.1
15.8
43.0
158

Total
51.4
19.6
29.0
552

It is therefore not surprising that over 55 per cent of the sample households were not
satisfied with the provision of information on Yeshasvini scheme (Table 5.15). Typical
response from these respondents was that they were given either `no information’ or
`general information’. What they meant was that the cooperative secretary has provided
the following information. 1) Households will get free treatment; 2) The scheme is
beneficial to the poor households; 3) Free surgeries will be conducted. Beyond that there
is no specific information. One of the households remarked that `we are aware that free
operations are conducted. We do not know much about the scheme’. Another respondent
remarked that `we do not have proper information. We have enrolled because we were told
that it will be useful to us’. Given that most of the households were informed about the
scheme when they had gone to deliver the milk or repayment of loan at the VSSN, this is
bound to happen as the officials could not have spent considerable time in explaining the
households about the scheme.
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Table 5.15: Distribution of Yeshasvini sample households (%) by whether they are
satisfied with the provision of awareness
District
Bangalore Rural
Shimoga
Gulbarga
Total

Yes
50.0
40.2
46.8
44.7

No
50.0
59.8
53.2
55.3

Total
148
246
158
552

As can be seen from Table 5.16 that poorer sample households are worse off when it
comes to the provision of information on Yeshasvini. In other words, relatively larger
proportion of poorer households had expressed dissatisfaction in the provision of
awareness.
Table 5.16: Distribution of sample households (%) by Income categories and
satisfaction on the provision of awareness
Per capita Monthly
Income (Rs.)
<=356
356 - 500
500 - 750
750 - 1000
1000 - 2000
>2000
Total

Yes
33.3
34.5
50.0
47.0
44.6
45.5
44.7

No
66.7
65.5
50.0
53.0
55.4
54.5
55.3

Total
27
29
64
66
175
191
552

Enrolment
The membership in the scheme is voluntary. However, most co-operative societies in the
initial years of implementation rendered membership automatic by paying the premiums
on behalf of the members, thereby enrolling the members in the scheme. This could not
be done of late as the membership fee has gone up and there is stipulation that all the
household members have to join in the scheme. As a result, the practice of automatic
payment of premiums on behalf of members could not be done except perhaps in the case
of MPCS.

What are the trends in the membership? We have collected the data on trends in the
membership in the last five years (i.e., 2006-07 to 2010-11). We have distributed the
villages by trends in the membership observed in each village. It can be seen from Table
5.17 that only in 18.3 per cent of the village was increase in membership could be
observed. In the other villages the membership has remained constant or declined. In
fact, the decline in membership has been the most prominent trend in the sample villages
across the districts. In about 28 per cent of the villages there was no information. This
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was because the information by villages is not often maintained. Second, whenever there
is a change in the secretary in the past years, it is difficult to obtain the information. Third,
the records are not maintained properly at the society level. As a result, it becomes
difficult to obtain the information.

Hence, in most of these villages there will be

information for one of the most recent years; but, not for the earlier years. With this type
of information, we could not see the trend over a time.

Table 5.17: Changes in the Yeshasvini Membership in the sample villages
Membership
Increased
Remained
constant
Declined
Fluctuated
No information
All villages

Bangalore Rural
Number
%
4
22.2
3
6
3
2
18

Shimoga
Number
%
3
13.6

16.7
33.3
16.7
11.1
100.0

2
6
2
9
22

9.1
27.3
9.1
40.9
100.0

Gulbarga
Number
%
4
20.0
1
8
1
6
20

Total
Number
%
11
18.3

5.0
40.0
5.0
30.0
100.0

6
20
6
17
60

10.0
33.3
10.0
28.3
100.0

The above is confirmed by the data on Yeshasvini membership provided by the
government. Barring Bangalore Rural, there has been a decline in the membership in
Gulbarga, Shimoga and the state in the last couple of years. It is to be noted that the
decline has been sharp in Gulbarga district during 2010-11 due to, as discussed below, the
introduction of Arogyasri as a competing health insurance scheme in the district.
Chart 5.1: Indices of the Yeshasvini membership in the sample districts and the state
Trends in membership

Index Value

200
150

Bangalore Rural
Shimoga

100

Gulbarga
State

50
0
2004-05 2005-06 2006-07 2007-08 2008-09 2009-10 2010-11
Years
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What are the reasons for these trends? We will provide the information collected from key
informants and secretary of cooperative societies by sample districts in the ensuing
paragraphs.

Villages from Bangalore Rural
In a Muslim dominant village from Bangalore Rural, several households have had
membership in Yeshasvini in 2008-09. These households obtained membership as it was
informed that free treatment could be obtained for illnesses. The enrolled households
subsequently learnt that the scheme could be utilised only for surgeries for major illnesses.
As there was no major health problem many households could not utilise the scheme.
Subsequently, they have withdrawn membership. According VSSN secretary, households
are of the view that `why should we pay Rs. 150 when we do not utilise the scheme’.

The secretary of MPCS from a village in Bangalore Rural stated that since the society
insisted that all the members of household should register, some of them have refused to
renew their membership.

It was found that only 2 households had membership in Yeshasvini from a Bangalore
Rural village. Many households, having membership in MPCS and having enrolled for
Yeshasvini, have withdrawn on the grounds that “we do not like this scheme. Why should
all the family members have registration”. The secretary of MPCS, in order to meet the
target for 2009-10, has paid membership fees from his own pocket. But, some of the
enrolled members have refused to pay money to the secretary. Hence, he did not bother
about target on enrolment in 2010-11.

The secretary of cooperative society from one of the villages in Bangalore Rural noted that
two years ago, many households from this village were enrolled into the scheme. But,
they did not renew their membership by stating that none of them could utilise the scheme.
In addition, according to the secretary, the Cooperative Bank has not shown much interest
in providing awareness.

Villages from Shimoga
In a Brahmin dominated village of Shimoga, only 3 households are covered under
Yeshasvini. This village is located in the fringe area of forest. Many households do not
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bother about health insurance schemes such as RSBY or Yeshasvini. About four years
ago, 8 households had membership.

They have not renewed membership as these

households did not perceive that they would get any worthwhile benefits.

In this forest village from Shimoga, the transport facility is almost absent and there is no
electricity. When asked for the reason, key informants stated that households are well-off,
have good connections with outside world and have their own transport facility if they
want to obtain medical treatment. Hence, they were not interested in government schemes.

In another village from Shimoga, there are 125 households; but, only one household has
membership in the scheme. When asked for the reason, the secretary of VSSN stated that
“in this village, most of the households derive sustenance from wage labour and hence, do
not have membership in VSSN. Added to that, they do not have much awareness. The
village is also served by SKDP’s programme of Sampoorna Suraksha Yojana. Many poor
households have membership in this scheme”.

Only two out of 105 households from a Shimoga village have membership in Yeshasvini.
When asked for the reasons, the Secretary of VSSN noted that “this is backward village.
Most of the households migrate out in search of work in coffee estates. Added to that, not
much awareness is there on Yeshasvini”. The secretary also admitted that he does not
have much contact with the households from this village; neither do they come to meet
him at VSSN.

Only four out 211 households are registered in Yeshasvini in another village. As the
VSSN is located about 8 kms away from the village, the secretary noted that he does not
have much contact with this village. He added that “if someone from this village comes to
the VSSN, then we will provide awareness and ask them to join in the scheme. Otherwise,
we will not bother about them”.

Yeshasvini scheme does not have even one household in a small village consisting of 77
households in Shimoga district. According to the secretary of VSSN, the stipulation from
the higher authorities that all members in a household should be compulsorily registered is
not liked by the people. He said that “We only have the option of deducting the premium
amount from the loan sanctioned to a household. If we do that then they quarrel with us.
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Hence, we have not registered any household. We also feel bad of deducting amount of
Rs.1,000 from a loan of Rs.10,000”.

Villages from Gulbarga
Only 3 out 188 households in this Gulbarga village are enrolled into Yeshasvini. When
asked for the reasons, the Secretary of VSSN stated the following. “Higher officials of
Yeshasvini have asked us to compulsorily enrol all the members of the household. When
we tried to enrol all the household members and deduct the premium from the sanctioned
loan, farmers started to quarrel with us. A household consisting of 5 members will have to
pay Rs. 750 towards the premium. In a loan of Rs. 10,000, this is very significant amount.
Hence, we stopped to enrol as this is becoming troublesome. We will only enrol those
households which voluntarily come forward for registration”.

One of the sample villages is located 22 kms away from Afzalpur town and taluk
headquarters, and is close to the Maharashtra border. Although credit cooperative society
is located in the village itself, only five out of about 540 households have membership in
Yeshasvini. Of them, two households did not renew the membership as they are of the
opinion that why to pay membership fees when they do not face any health problems.
They are also of the opinion that payment of Rs. 150 is very high. The stipulation that all
the members in a household should compulsorily have membership has made things
difficult as large household with 7 members will have shell out as much as Rs. 1,050.

In this GP headquarter village from Gulbarga district, there are 722 households. Since this
village has GP headquarters, the office of VSSN is given to another village located about 4
kms away. Only six out of 722 households, most of which are well-off and dealers of
ration depot, have availed membership of Yeshasvini. When asked the reasons for low
number of enrolled households, it was informed by the Secretary of VSSN that “he has
given very good information, and many households had enrolled in the scheme. However,
the enrolled households did not have good experience with empanelled hospitals. Hence,
many did not renew”.

In a small village of 161 households from Gulbarga village, only five households have
obtained membership of Yeshasvini scheme. The VSSN, covering this village, is located
at a distance of 16 kms. Further, the bus facility is also poor. In general, not much
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awareness is provided to the villagers on any government scheme including Yeshasvini
scheme. Hence, only five households have membership.

In a Gulbarga village consisting of 144 households, only 11 have membership. The
secretary of VSSN noted that he has been giving very good information to households.
Even then, renewal rate has been coming down because of other insurance schemes such
as Arogyasri are available. People would say that `we cannot survive by simply sticking
to one scheme’.

The secretary of VSSN from one of the Gulbarga villages has noted that renewal is low in
his jurisdiction because of the following reasons. First, the response from empanelled
hospitals has not been very positive to the scheme. Faster treatment is not done in
Yeshasvini. Second, the distant location of the VSSN coming in the way of regular
interaction with the shareholders (one village is located as far as 15 kms away from the
VSSN). Third, households face acute shortage of money to renew the membership on
account of stipulation that all the household members should have membership. Fourth,
awareness on the scheme is also low. Fifth, Arogyasri has become a competing scheme as
this scheme does not levy fee.

The renewal rate has been declining in this Gulbarga village. When asked for the reasons,
key informants noted the following. “The membership fee for Yeshasvini has been going
up every year by Rs. 10 to 15. But, treatment is not provided for minor ailments. How
can all the households get diseases that warrant operation? It is rare for such major
illnesses to occur. Hence, all the households are unanimous in stating that why should we
spend Rs. 500 to Rs. 1000 per household. Even if we toil in the fields from morning to
evening under the hot sun, we will get only Rs. 35. How can we simply pay Rs. 150 per
person?”

Only two out of 691 households in a village from Gulbarga have membership in
Yeshasvini. When the secretary was asked the reason for such a low enrolment, he replied
that “households from this village are not interested to get enrolled in Yeshasvini. This is
because of the stipulation that we have to enrol all the household members. He was told
by the member households that if the society is particular then one person from a
household can be enrolled. It is very expensive for all the members from a household to
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get enrolled”. None of the members of MPCS from this village has enrolled in Yeshasvini
in 2010. When asked for the reason, the secretary stated “after Arogyasri, we have
stopped enrolment into Yeshasvini”.

There are 154 households in this backward village from Gulbarga which is close to the
border of Andhra Pradesh. One household had registered in 2009-10 and another in 201011. The household which had registration in 2009-10 underwent hernia operation; even
then, it did not renew. The secretary has the following reasons to offer: “People are of the
opinion that this is scheme is not useful. People do not have much awareness on the
scheme. Since this is an interior and backward place, no official takes interest to come
and provide awareness”.
Three points emerge from the above discussion. First, the introduction of the rule that all
the household members should compulsorily be enrolled into the scheme has not gone too
well with the member households as this would mean more expenditure towards the
membership fees. Because of this many households chose not to renew their membership.
Second, the introduction of new health insurance scheme, namely, Arogyasri, where there
is no membership fees, has influenced Yeshasvini member households to opt for
Arogyasri.

Third, the bad experiences with network hospitals forced some of the

households to withdraw from the Yeshasvini scheme. Fourth, people perceive that
although they pay premium of Rs. 150 per person, the scheme is applicable only to
surgeries for major illnesses.

Membership among different categories
We will look at the enrolment patterns in this section by defining enrolment rate as the
proportion of households having membership in the scheme to total households. As is
evident from Chart 5.2, about 50 per cent of the enrolled households belonged to
Vokkaliga, Lingayath and Reddy caste categories. The proportion of enrolled households
belonging to SC, ST and minorities has been comparatively less.
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Chart 5.2: Caste-wise distribution of enrolled households into Yeshasvini programme
Enrollment in Yeshasvini
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The key messages that emerge from Charts 5.3 and 5.4 are as follows. The households
with relatively higher per capita income are the members of the Yeshasvini scheme.
Similarly, the households which are highly dependent on wage labour income are
comparatively less enrolled in the programme.

Chart 5.3: Enrolment rates by Per-Capita Monthly Income Categories
Enrollment in Yeshasvini

Households (%) enrolled
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Chart 5.4: Enrolment rates among wage-labour dependent and non-wage labour
dependent sample households
Enrollment in Yeshasvini
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When the sample households were asked whether they are members of Yeshasvini scheme
during 2010-11, nearly 91 per cent of them have provided affirmative answer (Table 5.18).

Table 5.18: Distribution of sample households (%) by whether they had
membership in Yeshasvini during 2010-11
Was your households enrolled in
Yeshasvini during 2010-11
Yes
No
Total (Nos.)

Bangalore
Rural
91.2
8.8
148

Shimoga
88.6
11.4
246

Gulbarga
93.7
6.3
158

Total
90.8
9.2
552

Since no smart card is issued under Yeshasvini scheme, only receipt towards membership
fees is used as proof in ascertaining whether the household is enrolled or not and which
members in the household are enrolled. We have asked the sample households whether
they possess the receipt and if yes, whether the field investigator could see this. Only in
the case of 32 per cent of the households was the receipt clearly issued. In the case of 9
per cent of the enrolled households, the receipt was not at all issued (Table 5.19). This
proportion is relatively higher in Bangalore Rural district.

Proportion of households

losing the receipt and unable to locate the receipt was significantly high among the
enrolled households in Gulbarga district. Perhaps because of this reason, the secretary of
cooperative societies has started to keep the receipt with them. In 2 per cent of the enrolled
households in Gulbarga had kept the receipt with the empanelled hospital. This shows the
ignorance of the households that there is no need to keep the receipt with the network
hospitals.
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Table 5.19: Distribution of sample households (%) by whether they possessed
receipt obtained for fee paid in 2010-11
Whether possessed receipt
Not issued
Receipt with secretary of cooperative society
Receipt is lost
Kept with other household
members(Son/daughter/mother/father, etc)
Searched for the receipt/card but could not locate
Receipt is with hospital
Others
Do not know
Obtained receipt
Total (Nos.)

Bangalore
Rural
Shimoga Gulbarga
17.8
6.4
3.4
33.3
17.9
10.1
1.5
0.9
4.1
6.7
14.8
0.0
5.2
3.0
17.8
135

14.2
17.9
0.5
3.2
0.0
39.0
218

16.9
27.7
2.0
1.4
0.0
34.5
148

Total
8.6
19.8
2.0
13.0
20.0
0.8
3.2
0.8
31.9
501

Was there any delay in issuing the receipt to members? In most of the cases, the receipt
was issued on the spot to the enrolled households. The proportion of households receiving
the receipt soon after the enrolment is comparatively high in Gulbarga district. In general,
the maximum delay in the issue of receipt was only up to one month. However, in
Bangalore rural district, nearly one fifth of the enrolled households had not received the
receipt till the time of survey. The enrolled households of Yeshasvini who had not
received receipt, however, had an option of knocking at the door of cooperative societies
in the event of any emergencies and the secretary of cooperative society could verify from
his copy of the receipt and provide a declaration. It may be noted that the receipt is issued
in triplets copy. One copy of the receipt is sent to Yeshasvini Trust, another copy is given
to the beneficiary and third copy of the receipt is retained with the secretary of milk
cooperative society or VSSN. The qualitative evidence, however, indicates that when
members of Yeshasvini had gone to hospitals to obtain treatment the network hospitals
were unwilling to provide treatment based on the receipt and were insisting on a letter
from cooperative societies.
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Chart 5.5: Delay in the issue of receipts to the enrolled households across the Selected
Districts
Delay in the issue of receipt in Yeshasvini
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Has there been any variation among different caste categories in issuing the receipt? Table
5.20 shows that there was not much disparity among different caste groups. Most of the
households belonging to minorities, backward caste, SC and ST, in that order, received the
receipt on the spot. A significant proportion of the households belonging to SC/ST castes
as well as upper castes had not received the receipt at the time of survey.

Table 5.20: Distribution of sample households (%) by the delay in issue of receipt and
caste categories
When did the HH
receive the receipt

On the spot
In 15 days time
In one month
Did not receive
Others
Do not know
Total (No.)

SC

57.5
2.5
2.5
37.5
0
0
40

ST

46.7
0.0
0.0
43.3
6.7
3.3
30

Minorities

Backward
Caste

Forward
Caste

78.6
0.0
3.6
14.3
0.0
3.6
28

62.9
7.6
8.6
18.1
2.9
0.0
105

45.8
6.3
6.3
35.4
6.3
0.0
48

Others (Vokkaliga,
Lingayath &
Reddy)

53.6
6.8
6.4
30.0
1.6
1.6
250

Total

56.1
5.8
6.0
28.5
2.4
1.2
501

Membership among Household Members
Yeshasvini has made a rule that all the household members should become members in the
scheme. Let us now see the extent to which this has been achieved. Table 5.21 shows that
only between 53 and 59 per cent of the members of sample households across the selected
districts were found to be having membership in Yeshasvini. Thus, although Yeshasvini
scheme had made a rule that all the members in a household should compulsorily become
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members, this has not been strictly followed in practice. Second, the proportion of men
becoming members is comparatively high in all the districts.

Table 5.21: Distribution of members of Yeshasvini beneficiary households (%) by
membership in the scheme and sex
Sex
Male
Female
Total

Bangalore Rural
NonTotal
Member
Member
(Nos.)
60.6
39.4
398
51.3
48.7
376
56.1
43.9
774

Member
54.3
52.1
53.2

Shimoga
NonMember
45.7
47.9
46.8

Total
(Nos.)
637
630
1267

Member
64.0
53.4
59.0

Gulbarga
NonMember
36.0
46.6
41.0

Total
(Nos.)
505
444
949

To which age group do enrolled household members belong? It is evident from Table 5.22
that most of the enrolled members belong to the age group of 17 to 50 years. Second, the
proportion of enrolled persons is less than the total in the case of age groups of less than 6
years, 6 to 17 years and 17 to 35 years. In the case of the other age groups, the reverse is
the case. Here, the proportion of enrolled persons is more than the total. This implies that
sample households prefer to enrol older members of the households as it is perceived that
they would be more prone to illnesses. This is moral hazard behaviour which needs to be
addressed by the government.
Table 5.22: Distribution of members of Yeshasvini beneficiary households (%) by
membership in the scheme and age
Bangalore Rural
Age group
(in years)
<6
6 to 17
17 to 35
35 to 50
50 to 65
65 & above
Total (Nos.)

Shimoga

Member

NonMember

Total

2.8
11.5
33.2
31.1
15.2
6.2
434

17.6
26.5
33.8
12.4
5.0
4.7
340

9.3
18.1
33.5
22.9
10.7
5.6
774

Gulbarga

Member

NonMember

Total

Member

1.8
9.5
28.0
28.8
23.3
8.6
674

16.7
23.1
40.0
8.6
5.9
5.7
593

8.8
15.9
33.6
19.3
15.2
7.3
1267

4.6
14.3
36.8
22.1
17.1
5.0
560

NonMember

27.2
20.3
33.7
8.7
5.4
4.6
389

Total

13.9
16.8
35.5
16.6
12.3
4.8
949

It is now important to see in which programme these household members were holding
membership.

As can be seen from Table 5.23, a majority of them were holding

membership in Yeshasvini scheme. The proportion of households holding membership in
Yeshasvini has been significantly high in Gulbarga as compared to other two districts.
Only about 1.4 per cent of the households in Gulbarga were holding dual membership in
two health insurance schemes, namely, Arogyasri and Yeshasvini schemes. But, this can
be quite high if we include all the BPL households which should become members of
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Arogyasri. About 4 per cent each in Bangalore Rural and Shimoga districts households
were holding dual membership in RSBY and Yeshasvini schemes.
Table 5.23: Distribution of members of Yeshasvini beneficiary households (%) by their
membership in different schemes and sex
Districts

Bangalore
Rural
Shimoga

Gulbarga

Sex
Male
Female
Total
Male
Female
Total
Male
Female
Total

RSBY
2.1
2.6
2.3
2.6
1.8
2.2
0.0
0.0
0.0

Yeshasvini
93.4
93.3
93.3
89.6
91.2
90.4
99.1
97.9
98.6

Membership in
Arogyasri
RSBY &
&
Yeshasvini Yeshasvini
4.6
0.0
4.1
0.0
4.4
0.0
4.6
0.0
4.0
0.0
4.3
0.0
0.0
0.9
0.0
2.1
0.0
1.4

Yeshasvini &
Dharmasthala
sangha
0.0
0.0
0.0
1.2
0.9
1.0
0.0
0.0
0.0

Others
0.0
0.0
0.0
2.0
2.1
2.1
0.0
0.0
0.0

Total
241
193
434
346
328
674
323
237
560

Utilisation
Members of Yeshasvini could avail free treatment from the empanelled hospitals for a
large number of diseases. We have asked a question on whether the households obtained
the treatment after they have obtained membership in Yeshasvini. Table 5.24 shows that
about 20 per cent of the sample households have utilised the scheme after becoming the
members while the rest could not utilise the scheme for obtaining the treatment. It is to be
noted that this utilisation rate does not pertain to one-year before the survey rather it is for
the entire duration of membership.
Table 5.24: Distribution of sample households (%) by whether they have utilised
Yeshasvini scheme
Whether utilised the scheme
Yes
No
Total

Bangalore Rural
10.1
89.9
148

Shimoga
23.2
76.8
246

Gulbarga
25.3
74.7
158

Total
20.3
79.7
552

The important reason for not utilising the programme, as reported by sample household,
was that the need for utilisation did not arise among them (Table 5.25). Interestingly,
although the scheme has been in operation for the last eight years, some households stated
that lack of awareness on the network hospitals hindered the utilisation. There were also a
few cases, especially in Gulbarga, wherein it was stated that the empanelled hospitals have
denied the free treatment on some ground or the other.

131

Table 5.25: Distrubution and Households (%) by their respondes on factors
influencing the utilisation of Yeshasvini benefits
Reasons for not utilising
Need to use the card did not arise
Lack of awareness on which
hospital to go
Not aware of diseases for which
the card can be used
Empanelled hospital denied free
treatment
Health condition not covered in
the scheme
Others
Total (Nos.)

Bangalore
Rural
87.2

Shimoga
91.0

Gulbarga
83.1

Total
87.7

4.5

1.6

5.1

3.4

0.8

1.1

0.8

0.9

2.3

1.6

3.4

2.3

1.5
3.8
133

1.1
3.7
189

1.7
5.9
118

1.4
4.3
440

Welfare Loss
Low utilisation does not mean that people did not face any health problem. Table 5.26
shows that 32.2 per cent of the sample households stated that they faced at least one major
health problem during the reference period of one year before the date of survey. This
does not go well with the fact that many households had reported that the need to utilise
the Yeshasvini scheme did not arise.

This can be explained as follows. When sample

households reported that the need to utilise the card did not arise they meant that the need
for surgeries did not arise. However, they still faced major health problems but they were
unaware whether these could be treated at the empanelled hospitals.
Table 5.26: Distribution of Yeshasvini sample households (%) by number of
major health shocks faced by them during the last one year
Number of major health problems
faced during reference period
Zero
One
Two
Three
Total (Nos.)

Districts
Bangalore Rural Shimoga
71.6
62.6
25.7
33.7
2.7
3.3
0.0
0.4
148
246

Gulbarga
58.9
36.1
5.1
0.0
158

Total
63.9
32.2
3.6
0.2
552

The households, that had faced at least one major crisis, visited different types of hospitals
to obtain treatment. It can be seen from Table 5.27 that most of them visited private
hospitals (especially in Gulbarga) to obtain treatment for health problems.
dependence on government hospital is low in Gulbarga.

The

About 30 per cent of the

households have depended on hospitals that have been empanelled under Yeshasvini for
obtaining treatment. Such dependence has been somewhat high in Gulbarga and Shimoga
districts.
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Table 5.27: Distribution of health problems (%) by the place of treatment
Where did the HHs got treatment for the
health problems
PHC
Government hospital
Private clinic
Private hospital
Network/ empanelled hospital of Yeshasvini
Others
Total number of health problems

Bangalore
Rural
2.2
17.4
15.2
52.2
10.9
2.2
46

Shimoga
0.0
9.8
7.8
49.0
32.4
1.0
102

Gulbarga
0.0
2.7
0.0
58.9
38.4
0.0
73

Total
0.5
9.0
6.8
52.9
29.9
0.9
221

What is interesting from Table 5.28 is that though the dependence on network hospitals is
relatively low as compared to private hospitals, the average expenditure has been
substantial in the case of former, especially in Shimoga and Gulbarga. The total
expenditure has been high among private hospitals than that of empanelled hospitals, but
the average expenditure has been high for network hospitals.

Table 5.28: Total and average expenditure by different place of treatment
Bangalore Rural
Place of
treatment
PHC
Govt hospital
Private clinic
Private hospital
Network/
empanelled
hospital
Others
Total

Total
expenditure
(Rs.)

Average
expenditure
(Rs.)

Shimoga
Total
expenditure
(Rs.)

Average
expenditure
(Rs.)

Gulbarga
Total
expenditure
(Rs.)

Average
expenditure
(Rs.)

Total
Average
Total
expendi- expenditure
ture
(Rs.)

(Rs.)

20
56000
31300
786900

20
0
7000 532000
4471 107500
32788 1251000

0
0
53200
1000
13438
0
25020 1366000

0
20
500 589000
0 138800
31767 3403900

20
29450
9253
29093

35000
500
909720

7000 1445000
500
10000
19777 3345500

43788 1408905
10000
0
32799 2775905

50318 2888905
0
10500
38026 7031125

43771
5250
31815

There is need to analyse the following questions to ascertain the welfare loss. How much
of health expenditure incurred at network hospitals has been reimbursed through
Yeshasvini scheme? How much of health expenditure was borne by the households? How
did they mobilise money to meet the expenditure on their own? Of the total expenditure of
Rs. 54.45 lakhs incurred by the sample households, 49 per cent was incurred at private
hospitals, 41 per cent of the expenditure at empanelled hospitals, 8 per cent in government
hospitals and 2 per cent in private clinics (Table 5.29). But, not the entire expenditure
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incurred at empanelled hospitals was reimbursed by Yeshasvini. Of Rs. 28.89 lakhs of
health expenditure at empanelled hospitals, 54.5 per cent was reimbursed by empanelled
hospitals and the rest was borne by the households.

Overall, the contribution of

Yeshasvini was to the extent of 22.5 per cent of the total expenditure on health care by
sample households.
Table 5.29: Contribution of Yeshasvini
Bangalore Rural

Place of
treatment

(Rs.)

PHC
20
Govt
hospital
56000
Private
clinic
31300
Private
hospital
786900
Network/
empanelled
hospital
35000
Others
Total

Shimoga

Gulbarga

Total

Amount
Amount
Amount
Amount
reimbursed Amount
reimbursed Amount
reimbursed Amount
reimbursed Amount
through
borne
through
borne by
through
borne by
through
borne by
Total
the
by the
Total
the
the
Total
the
the
Total
the
the
expendi- Yeshasvini house- expendi- Yeshasvini house- expendi- Yeshasvini house- expendi- Yeshasvini houseture
scheme
hold
ture
scheme
hold
ture
scheme
hold
ture
scheme
hold

500
909720

(Rs.)

(Rs.)

(Rs.)

(Rs.)

(Rs.)

(Rs.)

(Rs.)

(Rs.)

(Rs.)

(Rs.)

(Rs.)

0

20

0

0

0

0

0

0

20

0

20

0

56000

532000

0

532000

1000

0

1000

589000

0

589000

0

31300

107500

0

107500

0

0

0

138800

0

138800

0 786900 1251000
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How was the money mobilised by the sample households? The answer to this question is
presented in Table 5.30. Nearly half of them had fallen back on their savings to meet their
HH health expenditure. Quite a few households (30.4%) in Bangalore rural had borrowed
money from relatives and friends. Dependence on moneylenders/ pawn brokers has been
relatively low when compared to Arogyasri and RSBY sample. This corroborates with
earlier finding that the Yeshasvini sample households are relatively better-off.
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Table 5.30: Distribution of health problems (%) by source of meeting the expenditure
Sources of meeting the expenditure

District
Bangalore
Rural
Shimoga
Gulbarga
Total

Partially
Partially
Partially
Money
own
moneyrelatives/
lenders/ Relatives sources & lenders & friends &
Fully
Other
Pawn
Own
and
partially
partially
partially covered by insurance Free
sources brokers friends Yeshasvini Yeshasvini Yeshasvini Yeshasvini covered treatment

45.7
45.1
41.1
43.9

13.0
19.6
24.7
19.9

30.4
3.9
0.0
8.1

4.3
11.8
15.1
11.3

0.0
8.8
4.1
5.4

2.2
0.0
0.0
0.5

2.2
9.8
12.3
9.0

0.0
1.0
1.4
0.9

2.2
0.0
1.4
0.9

Total
no. of
cases

46
102
73
221

Conclusions
The chapter discusses the processes and outcomes relating to the provision of awareness,
enrolment and utilisation of the Yeshasvini scheme with the help of the data collected
from 552 sample households from Bangalore Rural, Gulbarga and Shimoga.

In the

sample districts, the membership in Yeshasvini was more skewed towards the households
belonging to dominant castes of Vokkaliga, Lingayath and Reddy. The data also revealed
that the member households of Yeshasvini are relatively better-off.

Initiation of the scheme in the sample villages has been mainly by credit cooperative
societies in Gulbarga and Shimoga districts, while in Bangalore Rural milk cooperative
society has taken the initiative in spreading the awareness. In general, the awareness on
Yeshasvini scheme among the sample households was better, though some of them were
not aware of the exact features of the programme. This is further corroborated by the fact
that over half of the sample expressed dissatisfaction with the provision of information on
Yeshasvini scheme. This proportion was relatively high among lower income households.

As far as the enrolment in the programme is concerned, in the initial years the membership
had increased. However, in the subsequent years there was a decline in the membership
especially in Gulbarga district.

One of the important reasons for the decline in the

enrolment was due to higher membership fees. The enrolment rate has further declined in
Gulbarga after the introduction of the Arogyasri programme, for which there is no
membership fees!
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Only 20 per cent of the sample households have utilised the scheme. The important reason
for not utilising the benefits was that the need for utilisation did not arise among them.
Interestingly, although the scheme has been in operation for the last eight years, some
households stated that lack of awareness on the network hospitals came in the way of
utilisation of the programme.

When we look at the amount spent on the health

expenditure, the average expenditure has been substantial in the case of network hospitals,
though the dependence on them is relatively low as compared to private hospitals.
Overall, about 23 per cent of the total health expenditure was reimbursed by the
Yeshasvini scheme. The sample households have depended on their own sources to meet
the health expenditure. Dependence on moneylenders has been relatively less because
most of the Yeshasvini member households are better off as compared Arogyasri and
RSBY sample households.
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6. VAJPAYEE AROGYASRI
Introduction
Vajpayee Arogyasri is a state initiated health insurance scheme providing insurance cover
for major illnesses and surgeries to the households that possess BPL (Below Poverty Line)
ration cards issued by the Food and Civil Supplies department.

This scheme was

implemented in the Gulbarga division since February 2010, and in Belgaum division since
October 2010. Since the scheme has been implemented in Gulbarga district from the
beginning, this district has been selected for the study.

In this chapter, we discuss the implementation of Vajpayee Arogyasri with the help of
primary data collected from 20 sample villages and beneficiary households in Gulbarga
district. The chapter has been presented in six sections. The socio-economic background
of the sample households is provided in the second section. In the third section, we
discuss the process adopted in providing awareness in sample villages and levels of
awareness among sample households.

The process adopted in the enrolment of

beneficiary households in the sample villages and the status of enrolment among sample
households is presented in fourth section. In the penultimate section, the utilisation of the
scheme by sample households is discussed. Conclusions are provided in the last section.

Socio-Economic Status of Sample Households
The total number of sample households in Gulbarga is 303 covering 20 villages. The
methodology that was adopted to select these households is as follows. A list of BPL
cardholders was obtained from the office of Arogyasri Trust, which implements the
scheme in the State. From this list, a sample of 15 households per village was randomly
selected. In addition, sufficient number of backup households was selected to address the
problem of migration19, deceased, etc. On an average, 15 households per village were
covered.

Table 6.1 presents the caste-wise distribution of Arogyasri sample households. About 54
per cent of the households belonged to what government identifies as backward castes; of
them 18.8 per cent belonged to dominant castes of Lingayath and Reddy. About 27 per
19

The problem of migration is acute in Gulbarga, as many people travel to Bangalore or Hyderabad in
search of livelihood and obtain wage work in the construction and other activities.
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cent of the sample belonged to SC communities. Somewhat higher proportion of SC
households is to be understood since the scheme focuses on BPL ration cardholders as
identified by the Food and Civil Supplies Department. Moreover, the proportion of SCs to
total population in the district is about 23 per cent and 3rd highest in the State (as per the
Census of 2001). These two factors explain the higher proportion of SCs in the sample.
Table 6.1: Distribution of Arogyasri sample households (%) in Gulbarga by
caste categories
Caste categories
SC
ST
Minorities
Backward Caste
Forward Caste
Other backward castes (Lingayath & Reddy)
Total

Frequency
81
7
42
106
10
57
303

Percent
26.7
2.3
13.9
35.0
3.3
18.8
100.0

Source: For this as well as the following tables in this chapter, the source is primary survey

It can be seen from Table 6.2 that the problem of houselessness is not acute among the
sample households. Barring 2 per cent of the sample households, the rest were residing
either in their own houses and government provided/ assisted ones.

However, the

proportion of households living in a pucca houses was small at 5.6 per cent. Remaining
households were either living in semi-pucca or katcha houses. Very high proportion of
non-durable and semi-durable houses can be understood given that the sample is drawn
from the BPL households.

Table 6.2: Distribution of Arogyasri sample households (%) in Gulbarga
by type and ownership status of the house
Type of houses
Pucca
Semi-Pucca
Katcha
Total

Own
100.0
86.2
100.0
88.4

Gulbarga
Govt assisted
Rented
0.0
0.0
11.5
2.4
0.0
0.0
9.6
2.0

Total (Nos.)
17 (5.6)
253 (83.5)
33 (10.9)
303 (100.0)

Note: Figures in parentheses are column-wise percentages.

As far as the status of electricity connection is concerned, over 80 per cent of the sample
households were found to be having an electricity connection; of them, as many as 41.6
per cent were having Bhagya Jyothi connections and 38.6 having own connections. It is
heartening to note that a large proportion of the households were having Bhagya Jyothi
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connections. However, 18 per cent of the households did not have any electricity in their
houses.

Table 6.3: Distribution of Arogyasri sample households (%) in Gulbarga by
electricity connection status
Electricity connection status
Electrified (Own)
Electrified through Bhagya Jyothi scheme
No electricity
Living in rented/ rent free house
Total

Frequency
117
126
54
6
303

Percent
38.6
41.6
17.8
2.0
100.0

Table 6.4 provides data on water supply sources on which sample households
predominantly depend for obtaining drinking water.

A majority of the households

depended on public water supply sources, namely, public stand post and mini water supply
and on others such as borewell with hand pump. Only a small proportion of households
were having private household connections. This is understandable given that the sample
households, which were drawn from the BPL category, may not have been in a position to
afford to bear installation charges and pay monthly water user charges levied on private
household connections. About 4 per cent of the households depend on the unsafe/ unpotable water supply sources such as rivers, ponds, etc.

Table 6.4: Distribution of Arogyasri sample households (%) in Gulbarga by type
of principal source of water supply
Principal source of water supply
Public stand post
Bore well with hand pump
Mini water supply
Private household connection
Open well
Others
Total

Frequency
164
46
48
10
23
12
303

Percent
54.1
15.2
15.8
3.3
7.6
4.0
100.0

Table 6.5 shows that about 48 per cent of members in the working age group from the
sample households stated that their principal occupation is wage labour either in
agriculture or non-agriculture. This is true for both men and women. Self-employment in
agriculture and allied activities emerged as the second important occupation for male
workers among sample households. In the case of female workers, only about 17 per cent
stated that they are involved in cultivation or allied activities.
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The next important occupation among men has been salaried employment. This is
interesting because about 15 per cent of male members were found to be having salaried
employment in the private sector comprising of factories, private offices, NGOs, etc. Not
surprisingly, nearly one-third of the female members in the productive age from the
sample households were engaged in non-paying activities of domestic chores.

Table 6.5: Distribution of Arogyasri sample households members (%) by their
occupational status
Occupational status
Wage labourer in agriculture
Wage labourer in non-agriculture
Self-employed in agriculture and allied activities
Self employed in small manufacturing/ hotel/ transport/ personal
services
Salaried employee at non-government
Salaried employee at government
Household work (such as domestic chores)
Unemployed
Total (number)

Male
41.2
5.9
25.6

Gulbarga
Female
46.4
1.5
16.8

Total
43.8
3.7
21.2

8.8
14.5
0.9
0.9
2.2
544

1.8
1.1
0.0
32.2
0.2
547

5.3
7.8
0.5
16.6
1.2
1091

Awareness on Arogyasri
Awareness on any scheme is a key aspect to ensure proper enrolment and utilisation of the
scheme by the intended beneficiaries. Unlike other health insurance schemes in the state,
targeting is not a problem in the case of this scheme. This is because the enrolment in
Arogyasri is involuntary, in the sense that all the households having BPL ration
cardholders are automatically enrolled into the scheme. However, there is a need to
provide awareness. This is because the households having BPL ration cards may not be
aware that they are enrolled in the scheme as the enrolment is automatic. Further, even if
they are aware, they should be encouraged to utilise the scheme in the event of any
household member suffering from catastrophic illnesses.

In order to ensure proper

coverage of such individuals requiring tertiary care intervention and spreading awareness
on the scheme, the Network Hospitals are entrusted with the responsibility of providing a
wide publicity. According to the state office of Vajpayee Arogyasri, the awareness is
sought to be provided through the following mechanisms.
•

Arogyamitras are expected to spend three days in a week in the field (i.e., villages)
visiting the BPL ration cardholders and ascertaining their health problems, and
encouraging them to attend health camps if there is any self-reported health
problem.
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•

PHC doctors are expected to call ASHA workers to a meeting to provide
awareness on the scheme. These workers, in turn, have been asked to provide
awareness to BPL ration cardholders in the villages.

•

Anganawadi teacher has been given instruction to put a poster in her office giving
details on the Vajpayee Arogyasri so that people visiting her office can learn about
the scheme.

•

Advertisements providing details on the scheme as well as dates of health camps
will be put up in the newspapers and electronic media (including the local
television channels). Handbills on these will also be distributed.

Let us understand the extent to which the sample households in Gulbarga have heard of
this scheme. As can be seen from Table 6.6, over 86 per cent of the sample households
have not even heard of Arogyasri, leave alone being aware of whether they have
enrolment in the scheme or not. Only about 14 per cent of the sample households have
stated that they have heard of Arogyasri scheme. It may be noted that this does not mean
that they are aware about their household being enrolled in the scheme.
Table 6.6: Distribution of Arogyasri sample households (%) on
whether they have heard of Arogyasri
Frequency
Yes
No
Total

Percent
42
261
303

13.9
86.1
100.0

As shown in Table 6.6, 42 sample households have heard of Arogyasri. How did these
households come to know of the scheme? Table 6.7 shows that households have mainly
learnt about the scheme through different sources. Over one-fifth of the sample households
have come to know of the scheme through mass media such as newspaper, television and
radio. The next important source of information was 'doctors' who had informed the
households when they visited the local hospitals/ PHCs. Neighbours, villagers and friends
were also an important source of information.

To some extent ASHA worker has also played a role in spreading the information about
the Arogyasri to the households.

The health department has roped in ASHA worker, a

local health worker under NRHM. Key informants from sample villages stated that some
details on the scheme were provided to ASHA workers in a meeting and they were
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requested to provide awareness on the scheme to the households. ASHA workers were
also told that incentives will be provided to them.
Table 6.7: Distribution of Arogyasri sample households (%) by
their responses on 'from whom they have heard about Arogyasri'
Sources of Information
Anganawadi teacher
ASHA worker
Through Newspaper
Through Television or Radio
Neighbours, friends, villagers
Doctors/ hospital
Health camps
Posters, pamphlets
Arogya mitra
Others
Total

Frequency
4
6
7
2
7
7
1
3
2
3
42

Percent
9.5
14.3
16.7
4.8
16.7
16.7
2.4
7.1
4.8
7.1
100

As per the design, the Arogya Mitras appointed in different taluks are supposed to
undertake house-to-house visits to collect basic details on illnesses and to provide
awareness on the scheme. However, only less than five per cent of the sample households
have stated that they have come to know of the scheme through Arogya Mitra.

In the ensuing paragraphs, we will present the extent of awareness on Arogyasri among
sample households. This is analysed by looking at the responses to a few questions on key
benefits, insurance coverage, eligibility criteria and coverage of pre-existing diseases
posed to sample households.

Are sample households aware of benefits provided under Arogyasri? The key benefit
under the scheme is the insurance cover provided for catastrophic illnesses at the
empanelled hospitals. The health care is for tertiary care that includes hospitalization,
surgery and therapies requiring super-specialty treatment. Table 6.8 presents responses of
the sample households on the key benefits of Arogyasri scheme. Nearly 90 per cent of the
sample households did not know what the key benefits are. About 10 per cent of the
households stated that key benefit is the provision of free treatment. Of them, 8 per cent
could specifically mention free treatment for major illnesses, though they could not
specifically mention 'catastrophic illness'.
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Table 6.8: Distribution of sample households (%) by their responses on key
benefits of Arogyasri
Key benefits
Free operations/ treatment for major illness
Free treatment
Do not know
Total

Frequency
24
8
271
303

Percent
7.9
2.6
89.4
100

The limit for insurance cover under Vajpayee Arogyasri is Rs. 150,000 per family per
annum, on a family floater basis. An additional buffer of Rs. 50,000 per annum for the
family may be provided on a case to case basis if the health care expenditure exceeds the
limit of Rs. 150,000 in a given year. It can be seen from Table 6.9 that only a small
proportion of the sample households could provide the right answer. The rest of the
sample households either mentioned that they do not know or provided incorrect answers.
Table 6.9: Distribution of sample households (%) by their responses on maximum
health insurance coverage by Arogyasri scheme
Maximum insurance coverage
Do not know
Rs. 50,000
Rs.1 lakh
Rs.1.50 lakhs
Rs.2 lakhs
Rs.4 lakhs
Total

Frequency
287
1
3
6
3
3
303

Percent
94.7
0.3
1.0
2.0
1.0
1.0
100

Only about 6 per cent of sample households were aware that the scheme is meant for BPL
ration cardholders.

Although health insurance schemes target poor households, the

definition on `who is the poor’ varies across the schemes. For instance, the RSBY scheme
covers BPL households; but, these households have been identified as the poor by the
RDPR, and they are not BPL ration cardholders. This causes considerable confusion
among people.
Table 6.10: Distribution of sample households (%) by their responses on eligibility
criteria in Arogyasri
Eligibility criteria
BPL cardholders
Poor people
All people
Do not know
Total

Frequency
19
4
3
277
303

Percent
6.3
1.3
1.0
91.4
100
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Similar pattern emerges as far as responses to the question on whether pre-existing
diseases are covered or not. Unlike most of the health insurance schemes, an important
provision in Arogyasri is that it covers the pre-existing diseases. But, only around 5 per
cent of the sample households in Gulbarga are aware that Arogyasri covers pre-existing
diseases.
Table 6.11: Distribution of sample households (%) by their responses on
whether the pre-existing diseases are covered by Arogyasri
Does the scheme cover pre-existing diseases?
Yes
No
Do not know
Total

Frequency
16
11
276
303

Percent
5.3
3.6
91.1
100

We had asked our sample households whether they are satisfied with the provision of
awareness on the Arogyasri scheme or not. The results are along expected lines. Most of
the sample households (90.1%) were not happy with provision of awareness (Table 6.12).
Interestingly, nearly 10 per cent of the sample expressed satisfaction in the provision of
awareness.

Table 6.12: Distribution of sample households (%) by their response on
whether they are satisfied with the provision of awareness on Arogyasri
Is the household satisfied with the provision of
awareness?
Yes
No
Total

Frequency
30
273
303

Percent
9.9
90.1
100.0

The above discussion suggests that intended beneficiaries of Arogyasri do not have proper
knowledge about the scheme. What factors have contributed to the poor knowledge
among the beneficiary households? The discussions with key informants from 20 sample
villages and secondary data collected from the Arogyasri office at Bangalore and Gulbarga
suggest that the following are the contributory factors.

Are information channels working?
In several villages, key informants stated that they were not aware of Arogyasri scheme.
We were surprised about this response because we have seen advertisements on the
scheme in the local newspapers. We have informed them about the same. We have also
informed them that the scheme is sought to be popularised through local television
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channels. It was also informed to them that Anganawadi teacher has been given specific
instruction to put a poster in her office giving details on the scheme.

Key informants stated that these information channels would not work.

First, the

newspaper readership is very poor in the villages. Added to that hardly any newspapers
are subscribed in the village. In a few villages, people present in group discussions
informed that they had seen advertisements on Arogyasri, but did not bother to learn
details of the scheme. Second, in the context of widespread power cuts, the viewing of
television is restricted to a few hours in a day. Added to that, people watch television
serials rather than those programmes that have educational or information content. Third,
the Anganawadi teachers often stay in the villages having good transport connection or
hobli headquarters. As a result, several of them do not even come to the villages, leave
alone opening their centres. Even if they open their centres, people do not visit the office
unless they have work. We have visited Anganawadi centres in all the sample villages,
and found that poster is not put in her office. When we asked anganawadi teacher about
Arogyasri, she was not aware of this in several villages! The Key informants from several
villages have therefore concluded information channels visualised in Arogyasri scheme
are not working.

Ration card depots as information channels
Arogyasri has made an attempt to use ration depot as the channel to provide information
on the scheme. As the Box 6.1 shows, this channel has also not worked as well as the
scheme expected.
Box 6.1: When you buy food grains, you will learn about the scheme!
In Donnur village, most of the households were not aware of Arogyasri. The ration card dealer
undertook the following to propagate about the schemes. First, BPL ration cards were placed
with a sticker carrying the emblem of Arogyasri with the idea that people will come to know
that they have membership in the scheme. Second, the ration card dealer mentioned about the
scheme to those visiting the ration shop to collect food provisions.
Accordingly, the households with BPL ration cards have got one sticker on the ration card. We
asked the households about the sticker that they have. A majority of the sample households did
not know why there was a sticker on ration cards. They replied that when they had gone to the
ration shop, the sticker was just pasted on the ration card without any proper information.
Key informants from the village stated that the ration shop dealer telling about Arogyasri to
each person visiting the ration depot to purchase the food grains was not the correct way of
providing awareness. It was noted that there should have been a separate meeting to discuss
about the scheme.

145

ASHA worker as Information Provider
As stated earlier, the scheme visualised to provide information through ASHA worker.
However, this was not very successful as incentives provided to them are not perceived to
be enough. Even then, at some places, ASHA worker took a lead to spread awareness and
to motivate beneficiary households to utilise the scheme.

But, patients taken by ASHA

worker were sent back without admitting them for treatment by offering some reason or
the other (Box 6.2). This suggests that ASHA workers were not very well trained on the
type of illnesses that are covered under the scheme.

Box 6.2: De-motivated or Dis-incentivised ASHA worker!
In one of the sample villages, ASHA worker was provided awareness on Arogyasri at
Chincholi by two doctors from Bangalore. Many ASHA workers from the locality attended
the meeting. It was informed that households having BPL ration cards can obtain free
medical treatment for major illnesses through the scheme. Each ASHA worker would be
given some incentive if she takes the patients. When asked for the amount of incentives, she
mentioned that the amount was not specified. Subsequently, she provided awareness on the
scheme by undertaking house visits. She took seven persons to the health camp held at
Chincholi. But, the doctors at the health camp have sent them back by stating that they do not
have illness that can be treated under the scheme although these persons insisted that they
have serious illness. Subsequently, two out of seven persons were compelled to get uterus
operation done in a private hospital by spending money (ranging from Rs. 4,000 to 5,000)
from their own pocket. The ASHA worker complained that although two women had very
serious problem with uterus, doctors have told that there is no problem. Further, no
remuneration was given to ASHA worker for taking these persons to the camp. Because of
this incident, ASHA worker has not taken any patient since two months.

Arogyamitras
As per the design of the scheme, Arogyamitras are expected to spend three days in a week
in the field (i.e., villages) visiting the BPL ration cardholders and ascertaining their health
problems, and encouraging them to attend health camps if there is any self-reported health
problem.

The evidence shows that this strategy did not work very well. Only a small proportion of
the sample households stated that they have received awareness through Arogyamitra.
Village level discussions show that only in one out of 20 villages did key informants
report that Arogya Mitras have provided awareness. What could be the reason for
Arogyamitras not providing widespread awareness?
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We have examined taluk-wise productivity reports for 10 months (from July 2010 to April
201120) collected by the Trust every month.

These reports provide the following

information. First, 22 Arogya Mitras were working in July 2010, and the number has
remained the same in April 2011. Second, the number of Arogya Mitras in April 2011
was three in Afzalpur, one in Gulbarga, four in Aland, two in Chincholi, six in Chitapur,
and three each in Jewargi and Sedam. Each of these was placed at taluk hospital or
community health centre. Third, one Arogya Mitra was not working for three months in
Aland and another did not work for the same number of months in Chincholi.

Let us now examine the performance of these 22 Arogya Mitras. It can be seen from
Table 6.13 that 22 Arogya Mitras met 463,709 out-patients who have visited taluk
hospitals and CHCs for treatment. This number appears to be really impressive. Of them,
the number of patients counselled was 4,911; and this forms only 1.1 per cent of the total
out-patients. The number of patients referred to the network hospitals was 1,356, and this
formed 27.6 per cent of the patients that were provided with the counselling. Finally, only
322 patients got operated; this forms only 0.07 per cent of the out patients contacted. Or,
only one out 15 patients counselled underwent treatment in the network hospitals.

Table 6.13: Work of Arogya Mitras in Gulbarga during July 2010 to April 2011

Taluks

Total
OPD

1
2
Afzalpur
39425
Gulbarga
84583
Aland
51216
Chincholi 51112
Chitapur
87736
Jewargi
72967
Sedam
76670
Total
463709

No of BPL
card
patients
counselled

No of BPL Patients
referred to network
hospitals

No. of
patients
operated

3

4

5

356
321
1922
374
779
469
690
4911

133
140
207
144
332
210
190
1356

22
62
45
49
61
36
47
322

% of
3 to 2

%4
to 3

% of
5 to
4

6
0.9
0.4
3.8
0.7
0.9
0.6
0.9
1.1

7
37.4
43.6
10.8
38.5
42.6
44.8
27.5
27.6

8
16.5
44.3
21.7
34.0
18.4
17.1
24.7
23.7

Source: Data provided by Vajpayee Arogyasri Trust.

It can be thus concluded that the number of Arogya Mitras was small in comparison to the
total number of villages and BPL households residing in these villages. Perhaps because
20

Barring October 2010 for which information was not provided.
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of this reason, the Arogyasri scheme follows the strategy of placing them at the taluk
hospitals or CHCs so that they can talk to outpatients and motivate them to utilise the
scheme. But, the success rate seems to be small. There is therefore a need to change the
strategy of contacting the patients through Arogya Mitras.

Enrolment
As mentioned earlier, the enrolment in Arogyasri is automatic, in the sense that all the
households having BPL ration cards are by default enrolled in the scheme. As a result, we
do not come across the typical problem of enrolment such as poor targeting as noticed in
other health insurance schemes. However, a different challenge such as informing the
households, that have been enrolled without their knowledge, about their membership
needs to be addressed in a involuntary scheme like this.

We had asked the sample households about their membership in Arogyasri. All our
sample households are supposed to have membership in Arogyasri; yet, we had
deliberately asked this question to find out whether the households are indeed aware of
their membership or not! The responses from them are provided in Table 6.14. Over 84
per cent of the households stated that they do not have membership in Vajpayee Arogyasri
scheme. Only about 8 per cent of the sample clearly stated that they have membership in
the scheme. Obviously, these are the ones who had earlier stated that they are aware of the
scheme. Those who were unsure about their membership simply responded as "Do not
know".

Table 6.14: Distribution of sample households (%) on whether they have
membership in Arogyasri
Does the household have membership in Vajpayee
Arogyasri?
Yes
No
Do not know
Total

Frequency
24
256
23
303

Percent
7.9
84.5
7.6
100.0

Below we present the evidence on the enrolment among households belonging to different
caste and income groups. The evidence is in two parts; first, we provide the figure of
households that have stated that they have membership in Arogyasri scheme and we call
this as self-reported membership. Second, we compare this self-reported membership with
all the sample households as all of them have membership in the scheme as per the records
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of the Arogyasri. Going by the data on self-reported households as well as that on all
sample households, it can be seen that the enrolment rate was relatively high among
households belonging to backward caste, scheduled caste and those belonging to
Lingayath and Reddy castes, in that order (Chart 6.1).

The enrolment rate was

comparatively low among households belonging to minorities. A small proportion of
households belonging to scheduled tribe and forward caste had membership in the scheme
for understandable reasons such as not many households belong to forward castes
(Brahmin, Kshatriya, etc.) possess BPL ration cards.

The low proportion of ST

households in the scheme may be because the population of STs in the overall population
in the erstwhile Gulbarga district (which includes current Yadgir district) itself is low at
4.9 per cent in 2001.

In contrast, SC population comprises of about 23 per cent of the

overall population in the district. Added to that, most of the SC households may have
BPL ration cards. These explain why SC households have better membership in the
scheme.

Chart 6.1: Caste-wise distribution of enrolled households into Arogyasri scheme
Enrollment in Arogyasri

Households (%) enrolled
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In Chart 6.2, we present the data on enrolment by income groups for both self-reported
households and all the sample households. Two important messages emerge from Chart
6.2. First, the proportion of households stating that they have membership in Arogyasri is
much higher in the case of lowest size class of per-capita monthly income. But, at the
same time, the proportion of households actually having membership from this size class
is much low. This suggests that the awareness on membership was better among the lower
income groups. Second, there is a positive association between the per capita monthly
income and extent of membership in the scheme. In others words, larger the per capita
monthly income better is the membership in the scheme. This gives us an impression that
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Arogyasri scheme targets households with higher per capita monthly income. But, we
cannot say that this is the fault of the scheme. This is perhaps due to omissions or
commissions by the food and civil supplies department when it identified the households
who could be issued BPL ration cards. It is well known that the process of targeting or
identification of BPL households is always riddled with false negatives (excluding the real
poor) and false positives (including non-poor). These identification errors are not entirely
due to the failure of the department in the identifying the eligible households for BPL
ration cards. Some times, they are also influenced by the political leaders who insist on
inclusion of non-deserving households in the list of households with BPL ration cards.
This results in the exclusion of real poor!

Chart 6.2: Enrolment rates by Per-Capita Monthly Income Categories
Enrollment in Arogyasri

Households (%) enrolled
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As far as the process adopted in the enrolment of the households in 20 sample villages is
concerned, the key informants from 16 villages simply did not know the process at all. In
the remaining four villages, the following processes were adopted. In two villages, an
announcement was made in the village that if a member of household having BPL ration
card was facing any major illness, she/he should attend health camps where doctors would
conduct free examination of the illness and suggest the hospital to be visited. In another
village, the key informants did not know that the enrolment is automatic. They reported
that ASHA worker had taken persons with illness to the PHC and got them enrolled. Only
in two villages did the key informants know that there is no process involved in the
enrolment as all the BPL cardholders are enrolled.

It is thus clear from responses from
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key informants that people were more aware of the utilisation aspect rather than
enrolment. Because of lack of awareness on automatic enrolment, they tended to think that
attendance in health camps, visits to hospitals, etc., are essential steps in the enrolment for
the scheme!

Let us now understand the extent of duplication in the membership in two health insurance
schemes of Yeshasvini and Arogyasri among sample households in Gulbarga. There are
1,822 household members from the 303 sample households. As can be seen from Table
6.15, 6.3 per cent of household members stated that they were having membership in two
health insurance schemes. When it comes to households, 13.5 per cent of the sample
households were having membership in both the health insurance schemes for
understandable reasons that the membership in Yeshasvini is mostly among better off
sections.
Table 6.15: Distribution of members of Arogyasri beneficiary households (%)
by membership in different schemes and their sex
Sex
Male
Female
Total

Gulbarga
Non-Member

Member
6.7
6.0
6.3

93.3
94.0
93.7

Total
915
907
1822

Utilisation of Arogyasri
When we discuss the utilisation of benefits under the Vajpayee Arogyasri scheme, we
need to keep two aspects in mind. First, the scheme has been in operation only for about
14 months when the fieldwork was conducted. This means that the scheme was still
having teething problems. Second, the enrolment into the scheme is automatic. Though
automatic enrolment is best suited to poor households as they do not have to face usual
problems associated with enrolment such as lack of information, the need to be present
when the enrolment party visits, etc., and could utilise the scheme from the day one, this
can pose a challenge for utilisation if there is no awareness on the very enrolment into the
scheme.

Anticipating this problem we have over sampled the households that have

utilised by canvassing our questionnaire among all the households that have utilised the
scheme in a village. Hence, the percentage of utilisation of benefits by the households
should not be taken at the face value. Let us now understand the process of utilisation, and
experience of households in utilising the benefits.
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How are beneficiaries identified at the time of utilisation? It was learnt that the
beneficiaries need to carry their BPL ration cards and this is considered as the document
authenticating the beneficiary at the empanelled hospital. Though not considered as poolproof, this document has been in use for the identification of the beneficiaries as the
scheme does not take up the task of enrolment and provide smart cards. It is to be noted
that there can be two types of ration cards - permanent or temporary BPL ration cards. On
the permanent BPL cards, the photographs of all the family members are available, which
would enable the hospitals to verify the patients and provide treatment.
photographs are not available on temporary ration cards.

However,

The households who are

possessing temporary BPL cards need to obtain authentication letter/ sanction letter from
the Tashildhar.

In other words, the Tashildhar has to vouch that the said households

possess temporary BPL ration cards.

Based on this, the empanelled hospitals would

provide the treatment.

An important activity undertaken by the scheme to enhance the utilisation rate is to
organise health camps at the taluk headquarters.

Arogyasri Trust takes a lead in

announcing the dates and venue of health camps in each taluk and district headquarters.
Health camps are usually held on prescribed dates in a month. The initiative to organise
health camps would primarily come from the Trust, and network hospitals are invited to
health camps. There has been interest among these hospitals as it is in their interest that
they should attend the camps. Organising health camps could serve dual purpose. First,
this could provide awareness to the households about the scheme, which would enable
them to participate in the health camps. Second, the hospitals can target the poor people
who are suffering from the catastrophic illnesses and refer them to one of the super
speciality hospitals.

However, as many as 95 per cent of the sample households stated that they did not attend
the health camps. This was because of the following reasons. First, about 62 per cent of
the sample households were unaware of whether health camp was conducted or not (Table
6.16). Second, 37.2 per cent of the households categorically stated that no health camps
were held. This shows the gap between the attempts to provide information on health
camps and people actually coming to know of that.

152

Table 6.16: Distribution of Arogyasri sample households (%) by reasons for
not attending health camps
Reasons for not attending health camps
No health camps are held
Not aware whether the health camps were organised
Did not feel the need to attend the health camps
Do not know
Total

Frequency
107
177
2
2
288

Percent
37.2
61.5
0.7
0.7
100.0

The guidelines stipulates that, "...The frequency and location of camps are to be decided
by the Trust and shall be intimated to the Network Hospital well in advance...The Network
Hospital shall conduct Health Camps at least once a month at the PHC of the designated
Taluka". Going by the later statement, there should have been at least 11 health camps
organised since the inception, and this would have created considerable awareness among
the households. But surprisingly this is not getting reflected in the responses provided by
the sample households!

Of the 15 households who attended the health camps, 12 were asked to visit a hospital to
treat the health condition, which works out to be 80 per cent of the cases were suggested to
visit the hospital. This is good enough incentive for the network hospitals to organise
more and more health camps, as poor households who are suffering from sickness are
turning up to the health camps. Some of the hospitals suggested in the health camps were
BGS global hospital, Bangalore; Sagar hospital, Bangalore; Vaidehi hospital, Bangalore;
Basaveshwara hospital, Gulbarga, etc. When we asked our sample households whether
they were happy with the suggested hospitals for treatment, almost all of them reported to
be happy.

Of the 12 households who were asked to visit the suggested hospitals, only 10 households
ultimately visited the hospital suggested in the health camps for treating the health
condition. The experiences of the patients were mixed. There were some successful
stories as well some bizarre incidents, which have been presented below.
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Box 6.3: Persistence for the treatment pays off
Jagadevi, an anganawadi helper, was an heart patient. When she visited a hospital, the
doctor advised her to attend the health camp with the ration card to avail free treatment. This
is how she learnt about health camp. The doctor, who has examined her at the health camp,
advised her to get admitted into Vaidehi hospital, Bangalore. There was also a person from
Vaidehi hospital to provide guidance and assistance.
She boarded a bus to Bangalore. She underwent the treatment. She did not have to spend
money on operation and medicines. The expenses on the transport and food for herself and
assistant were met by the insurance scheme. However, the household had to spend Rs.4,000
on transport, and for her relatives to come and visit her.

Box 6.4: Success stories
Mahaboobi is less than one year old baby. Her parents did not have any information on the
scheme. The girl obtained free and good treatment for kidney problem. Her parents were
informed by the secretary of MPCS that they could obtain free treatment if they show ration
card. They then went to Narayana Hridayalaya at Bangalore, and obtained free treatment.
Reshma, 11-month old baby, was taken to a doctor at Gulbarga. The Doctor diagnosed that
she has heart problem, the operation of which would cost heavy amount. He advised them to
visit Narayana Hridayalaya along with ration card for obtaining free treatment. Although the
treatment was free, the household had to incur expenditure of Rs.6,000 on transport and
medicines. When asked why she did not obtain support towards transport, she responded
that this will be given only when they go through health camp.

Box 6.5: What happens when life-saving doctor thinks about embezzlement?
Basanna has good information on Arogyasri. He and his wife have been suffering from
heart problem for quite some time. He learnt about health camp at Afzalpur. Pamphlets
were issued in the village advising people with health problems to visit the health camp
along with ration card. Both of them visited the camp with ration card. A doctor has
checked both of them, diagnosed that they have heart problem and suggested them to go
BGS hospital at Bangalore. A person from the hospital took them to Bangalore. Basanna
was operated; he was not charged any amount either for treatment or for transport and
food.
But, his wife was not operated on the grounds that there would be shortage of amount on
this card. Basanna told the hospital to operate his wife as well, and that he would bear
the expenditure if needed. But, the doctors have convinced him that she is not in bad
condition, and her condition could be improved with medicines. But, she expired on May
6, 2011, due to heart problem. He argued with us that the total expenditure on him was
Rs. 80,000. They could have treated her with the remaining amount of Rs. 70,000. If
needed, additional amount of Rs. 50,000 could also be obtained. He also told that he was
willing to spend money from his own pocket. Understandably, Basanna is quite upset
about this. He is of the opinion the hospital has cheated him!
In the data furnished by Vajpayee Arogyasri, it has been shown that Narasamma, his
wife, was in fact treated and an amount of Rs. 70,000 was charged! The head office at
Bangalore, however, clarified that this amount was only approved; but, the hospital did
not claim the amount.
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Box 6.6: Insensitive doctors: A case of concealing information
Kamalamma has been suffering from back pain. The ration shop dealer advised her to
attend the health camp along with ration card for obtaining free treatment. Her brother
attended the health camp on her behalf, explained the condition of his sister and pleaded
for the help. Doctors there recommended them to go to a hospital at Tumkur. But, this
hospital informed that they will not provide any free treatment. They in turn directed her
to Vaidehi hospital at Bangalore.
At Vaidehi hospital at Bangalore, she was hospitalised for 21 days. According to her, the
operation was free, while she had to pay for medicines, transport and food. She said that
operation in the back has resulted in swelling in her leg. When she enquired about it, the
doctors have told that this swelling is common side effect of the operation and nothing
could be done.

We will now try to understand the extent of major health problems faced by sample
households. In other words, the analysis on major health problems faced by the sample
household members during the past one year from the date of survey has been undertaken
to understand the level of sickness.

As can be seen from the Table 6.17, around 23 per cent of the sample households in
Gulbarga had at least faced one major health problem during the last one year from the
date of interview. Only one household had two ill-health incidents during the period.

Table 6.17: Distribution of Arogyasri sample HHs (%) by number of
major health shocks faced by them during the last one year before survey
Number of major health problems
Zero
One
Two
Total

Gulbarga
Frequency
Percent
232
76.6
70
23.1
1
0.3
303
100.0

Where were these health problems treated? The answer to this question is provided in
Table 6.18. A majority (73.6%) of the health problems were treated in private hospitals.
Around 15 per cent of the health problems were treated at Network/ empanelled hospitals
of Arogyasri. This proportion is not at all bad given that the scheme is in operation for the
last one year. This clearly indicates that there is a considerable scope to encourage the
households to utilise the benefits. Since these were major problems, the dependence on
PHC and private clinic is considerably low. What is interesting is that dependence on
government hospital is only for 7 per cent of cases. This is not surprising as there are
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some studies which highlight the poor functioning of public health care facilities
especially in backward districts. Typically, the problems found in public health care
facilities are poor infrastructure, corruption, lack of medicines, etc.
Table 6.18: Distribution of health problems (%) by the place of treatment
Where did the HHs got treatment for the health problems
PHC
Govt hospital
Private clinic
Private hospital
Network/ empanelled hospital of Arogyasri
Total number of health problems

Frequency
1
5
2
53
11
72

Percent
1.4
6.9
2.8
73.6
15.3
100.0

The total expenditure incurred on these 72 health problems was about Rs.18.20 lakhs;
thus, average comes to around 25,000 (Table 6.19). Interestingly, the average expenditure
for network/ empanelled hospital is relatively high. This may be due to the following.
Firstly, the hospitals empanelled in the Arogyasri are typically super-specialities. As a
result, there can be variation in the coverage costs. Secondly, since the scheme covers
only catastrophic illnesses, the average expenditure relating to this would obviously be
higher.

Literature shows that households are trapped into the poverty due to the

expenditure on catastrophic illnesses and they struggle to come out of it. Under these
circumstances, the Arogyasri scheme can come in handy for these poor households, which
would rescue them from falling into poverty.
Table 6.19: Total and average expenditure by different place of treatment
Place of treatment
PHC
Govt hospital
Private clinic
Private hospital
Network/ empanelled hospital
Total

Gulbarga
Total expenditure
Average expenditure
40
40
3,700
740
5,000
2,500
13,95,600
26,332
4,16,000
37,818
18,20,340
25,283

At the overall level, the scheme showed lots of promising results. Let us see whether
similar kind of results emerge when the expenditure seen by caste and per capita monthly
income of the households. The average expenditure is significantly high among Lingayath
& Reddy castes followed by other backward caste households (Table 6.20). Interestingly,
the average expenditure incurred by minorities households is much as the average
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expenditure of backward caste households.

Households belonging to forward caste, SC

and ST, in that order, have relatively lower average expenditure.
Table 6.20: Total and average expenditure by caste

Caste
SC
ST
Minorities
Backward Caste
Forward Caste
Others (Lingayath & Reddy)
Total

Gulbarga
Total
Average
expenditure
expenditure
213100
14207
27200
13600
265200
24109
790540
25501
18000
9000
506300
46027
1820340
25283

It is evident from Table 6.21 that the average expenditure on health is not exactly as per
the economic status of the households. Households with per capita monthly income of
Rs.1000-2000 have comparatively higher average expenditure. The next highest average
expenditure is among poorer households (i.e. less than or equal to 356 monthly per capita
income).

Table 6.21: Total and average expenditure by per capita monthly income
Gulbarga
Total
expenditure
205000
38600
286800
322940
903000
64000
1820340

Per capita monthly income (in Rs.)
<=356
356 - 500
500 - 750
750 - 1000
1000 - 2000
>2000
Total

Average expenditure
25625
7720
15933
24842
39261
12800
25283

Table 6.22 shows the extent to which Arogyasri scheme has covered the health
expenditure of the sample households.

The possibility of reimbursing the health

expenditure could only be possible in the case of those who have visited network/
empanelled hospitals for treatment.

About 17 per cent of the total expenditure was

reimbursed through Arogyasri scheme, which is quite substantive for the poor households.
Therefore, we can conclude, that the scheme definitely has potential to make difference in
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poor households life.

However, the households had to mobilise by themselves the

remaining percentage of expenditure.
Table 6.22: Contribution of Arogyasri

Place of treatment
PHC
Govt hospital
Private clinic
Private hospital
Network/ empanelled hospital
Total

Total
expenditure
40
3700
5000
1395600
416000
1820340

Gulbarga
Amount reimbursed
through the Arogyasri
scheme
0
0
0
0
286000
286000

Amount
borne by the
household
40
3700
5000
1395600
130000
1534340

How did these households mobilise the money to meet the health expenditure? In about
35 per cent of cases, amount was mobilised through own sources. This proportion is
substantial high in the case of those households belonging to Lingayath and Reddy castes.
Dependence on moneylender is considerable high, especially among SC, minorities and
ST households.

This dependence on moneylender can make the households more

vulnerable. None of the health expenditure of ST and minorities households are either
fully covered or partially covered by Arogyasri. In contrast, about 9 per cent of cases of
Lingayath and Reddy households were fully covered by Arogyasri.

Table 6.23: Distribution of health problem (%) by caste and source of meeting the
expenditure

Caste

Own
sources

Money
lenders/
Pawn
brokers

Sources of meeting the expenditure
Partially
Fully
money
Relatives covered
Total
lenders &
Free
no. of
and
by
partially
friends Arogyasri treatment Arogyasri Others cases

SC

13.3

66.7

0.0

0.0

6.7

13.3

0.0

15

ST

50.0

50.0

0.0

0.0

0.0

0.0

0.0

2

Minorities

36.4

63.6

0.0

0.0

0.0

0.0

0.0

11

Backward Caste

25.8

41.9

6.5

9.7

3.2

9.7

3.2

31

100.0

0.0

0.0

0.0

0.0

0.0

0.0

2

72.7

18.2

0.0

9.1

0.0

0.0

0.0

11

34.7

45.8

2.8

5.6

2.8

6.9

1.4

72

Forward Caste
Others (Lingayath
& Reddy)
Total

The following key message emerges from the Table 6.23. Though households have been
depending on their own sources and moneylenders/ pawn brokers as far as meeting the
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health expenditure is concerned, the expenditure covered by Arogyasri either partially or
fully has had some good impact on the overall health expenditure.

In other words,

Arogyasri has played somewhat important in unloading the burden of health expenditure
on the poor households as well.
Table 6.24: Distribution of health problem (%) by per capita monthly income and
source of meeting the expenditure
Per capita
monthly
income (in
Rs.)

Sources of meeting the expenditure
Partially
Fully
money
Relatives
covered
lenders &
and
by
Free
partially
friends
Arogyasri treatment
Arogyasri

Own
sources

Money
lenders/
Pawn
brokers

<=356

62.5

25.0

0.0

0.0

0.0

356 - 500

60.0

20.0

0.0

0.0

500 - 750

16.7

66.7

5.6

11.1

Others

Total
no. of
cases

12.5

0.0

8

20.0

0.0

0.0

5

0.0

0.0

0.0

18

750 - 1000

23.1

53.8

0.0

7.7

0.0

15.4

0.0

13

1000 - 2000

43.5

34.8

4.3

4.3

4.3

4.3

4.3

23

>2000

20.0

60.0

0.0

0.0

0.0

20.0

0.0

5

Total

34.7

45.8

2.8

5.6

2.8

6.9

1.4

72

Conclusions
In this chapter, we have discussed the implementation of Vajpayee Arogyasri in Gulbarga
district with the help of primary data collected from sample households. The profile of
sample households shows that most of them belonged to SC and backward castes, living in
semi or non-durable houses, having electricity connection (through Bhagyajyothi scheme),
depending on public water supply sources and depending on wage labour (either in
agriculture or non-agriculture) for sustenance.

As far as awareness on the scheme is concerned, 86.1 per cent of the sample households
have not even heard of Arogyasri, leave alone aware of whether they are enrolled in the
scheme. The households who stated that they have heard of Arogyasri had learnt about
the scheme through different sources. Some of the important sources of information are
mass media, doctors, neighbours/ villagers, and ASHA worker. The role of Arogya mitra
in providing awareness on the scheme through house visits is almost negligible. This calls
for immediate remedial action on the functioning of Arogya Mitras.

Over 90 per cent of the sample households were not aware of key benefits in the scheme,
extent of insurance coverage, eligibility criteria and whether pre-existing diseases are
covered or not. This goes together with the finding that a large proportion of households
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expressed dissatisfaction on the provision of awareness. The methodology that was
adopted to spread information does not seem to be working. This signifies that the sample
households are not aware about their membership in Arogyasri, as the enrolment in the
scheme is automatic/ involuntary. The key informants from 16 out of 20 sample villages
simply did not know the process involved in the enrolment of the households. The
responses in other 4 villages were more along the lines of the utilisation aspect rather than
enrolment. Urgent steps aimed at improving methods of spreading awareness about the
scheme are needed to increase the utilisation rate.

Only 13.5 per cent of the sample households stated that they had membership in Arogyasri
scheme. Of them, only 6.3 members had membership in two health insurance schemes.
This does not support the widely held view that people hold multiple memberships (i.e., in
Yeshasvini, Arogyasri, etc.) and are over utilising the schemes.

This is only to be

expected given that Yeshasvini is meant generally for APL households, while Arogyasri is
meant for BPL ration card households.

The utilisation does not seem to be all that great as many households were either not sure
whether the health camps were held or they were not aware of health camps being held in
their locality. A few households which had attended the health camps and who were
referred to network hospitals had mixed experiences with empanelled hospitals. About 17
per cent of the total expenditure was reimbursed through Arogyasri scheme, which is quite
substantive for the poor households. But, given that we have over sampled the households
that have utilised the scheme this finding needs to be cautiously viewed.
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7. HEALTH INSURANCE SCHEMES IN KARNATAKA: A
COMPARATIVE ANALYSIS
Introduction
In this chapter, we make an attempt to provide a comparative analysis of the three health
insurance schemes, namely, RSBY, Yeshasvini and Arogyasri based on detailed
discussion on each of these schemes carried out in Chapters 4 to 6. Such comparative
analysis is undertaken under the heads of awareness, enrolment, utilisation and welfare
implications.

Awareness - Strategies, Practice, Experience and Outcomes
As Chapters 4 to 6 showed, each of health insurance schemes has arrived at its own
strategies and adopted certain practices to put strategies into place.

The outcomes

achieved are also different. In the ensuing paragraphs, we will discuss strategies, practices
and outcomes achieved in the provision of awareness.

Awareness strategies
The insurance company has been entrusted with the responsibility of providing awareness
on RSBY scheme, enrolment and utilisation. It has been mentioned in the website that
“the insurance company would conduct and bear the cost of awareness campaigns. It
would provide wide publicity about the scheme by distributing leaflets, placing posters at
prominent places in the villages and so on”. Accordingly, the insurance company in
Karnataka made a provision to pay Rs. 2 per enrolling household to any development actor
at the village level for providing information as well as bringing the beneficiary household
to the enrolment station.

At the time of launching, a two-pronged strategy has been adopted to promote awareness
on Yeshasvini to farmers and enrolling them through cooperative societies. First, the
Department of Co-operation assisted in publicizing the scheme amongst farmers by
providing posters and brochures to the societies in all districts. The Department played a
proactive role during this phase, organizing meetings to communicate with farmers about
the Scheme. The details regarding the functioning of the scheme, the procedures and
systems to govern its implementation were put into place during this phase. The window
for enrolment was kept open for a long period of 6 months. Secondly, representatives of
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Narayana Hrudayalaya, Bangalore, toured different districts in Karnataka and had
meetings with the Secretaries of Co-operative Societies. Training was also provided to
representatives of Network Hospitals.

A multi-pronged strategy has been adopted to popularize the Arogyasri scheme in the
districts where it was implemented. First, Arogyamitras have been appointed and these
were asked to spend three days in a week in the field visiting the BPL ration cardholders
and ascertaining their health problems, and encouraging them to attend health camps if
there is any self-reported health problem. Second, PHC doctors have been requested to call
ASHA workers to a meeting to provide awareness on the scheme. These workers, in turn,
have been asked to provide awareness to BPL ration cardholders in the villages. Third,
Anganawadi teacher has been given instruction to put a poster giving details on the
Vajpayee Arogyasri so that people visiting her office can learn about the scheme. Fourth,
there will be advertisements on the scheme and health camps in the newspapers and
electronic media (including the local channels).

Handbills on these will also be

distributed.

Practices adopted / Experiences
Having discussed the strategies adopted to promote awareness, let us discuss the practices
adopted by different schemes in providing awareness. We will also cover the aspects such
as the actors that have provided the awareness on the scheme, and methods adopted to
provide the information. We will also mention those features of the scheme that have
been highlighted to motivate the households to get interested in the health insurance
scheme.

In the case of RSBY, the Insurance Company has made a provision to pay Rs. two for
providing information on the scheme, and getting the household to the enrolment station.
The officials at the village or sub-block levels were appointed as Field Key Officers
(FKO) to identify the beneficiary households, and facilitate the registration at the village
level. In most of the sample villages it was the secretary of the grama panchayat who has
been appointed as the FKO. The secretary of GP has also been given the list of eligible
households for the purpose of providing information on the scheme, tentative dates of
enrolment and ensuring that the eligible household members reach the enrolment station.
The data collected from sample households showed that anganawadi teacher was the main
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actor who provided information in Shimoga, while GP staff provided information in
Bangalore Rural. The method adopted in both the cases was to prepare slips and hand
them over to the eligible households before or on the day of enrolment. In Shimoga
district, the anganawadi teacher being close to the households and in-charge of several
Stree-shakthi self help groups was able to use her social infrastructure to spread the
awareness and pass on slips. In Bangalore Rural, anganawadi teacher, however, did not
participate in the registration process due to coordination failure at the district level, and as
a result the GP was entrusted with the responsibility of providing information. GP relied
more on watermen to undertake house visits and pass on slips. The main motivational
point used in both the districts was the opportunity to avail free treatment up to Rs.
30,000.

As far as the Yeshasvini scheme is concerned, it was the secretary of the Milk Producers
Cooperative Society (MPCS) who took the lead to provide awareness on the scheme in
Bangalore Rural district, while it was mostly the secretary of VSSN who provided
awareness in Shimoga and Gulbarga. In the initial stages, methods such as organising
meetings and taking the help of SHGs were adopted. But, of late, information was
provided when members visit MPCS to deliver milk or when they visit VSSN for
borrowing, rescheduling or repayment of loan. Motivational point was surgeries (or free
treatment) in super speciality hospitals costing up to Rs. 2 lakhs.

Only a few of the strategies have been practised in Arogyasri. It was learnt that ASHA
worker, after obtaining some orientation at the local PHC, has provided awareness to
households through house visits in a couple of villages. In another couple of villages, the
ration shop dealer sought to provide awareness on the scheme when households came for
the purchase of provisions from the ration shop. Surprisingly, although the visits by
Arogya Mitra formed an important component in the awareness strategy of the scheme,
they were only undertaken in one or two villages.

Awareness Outcomes
The outcomes of efforts aimed at awareness provision have been presented below. We
have posed identical questions to the sample households across the districts on whether
they have heard of the scheme, key benefits, maximum health insurance coverage,
eligibility criteria and coverage of pre-existing diseases under the scheme. We have also
163

asked the households to rank the satisfaction on the efforts made with regard to awareness
provision. It can be seen from the table that comparatively larger proportion of sample
households benefiting from Yeshasvini scheme have stated that they have heard about the
scheme, and provided correct answers on key benefits, eligibility criteria and coverage of
pre-existing diseases probably because of longer operation of the scheme at the ground
level. However, surprisingly, although RSBY and Arogyasri have been implemented in
the same month (i.e., February 2010) the former has achieved better awareness outcomes
as compared to the latter. Very surprising finding is that only 13.1 per cent of the sample
households, supposed to be having membership in Arogyasri, have heard of the scheme.
Even more surprising is the finding that more than half of the sample households
benefiting from RSBY have expressed satisfaction with efforts on awareness provision as
compared to 48 per cent in the case of Yeshasvini and only 9 per cent in the case of
Arogyasri.

Table 7.1: Outcomes of awareness provision across the health insurance schemes
Particulars
RSBY Yeshasvini Arogyasri
Households (%) stating that they have heard the
86.5
100.0
13.9
scheme
Households (%) giving correct answer on key
57.7
79.2
7.9
benefits
Knowledge on maximum coverage
67.2
11.8
2.0
Knowledge on eligibility criteria
37.8
73.8
6.3
Knowledge on coverage of pre-existing diseases
37.1
51.4
5.3
Satisfaction on awareness provision
51.5
44.7
9.1

Factors affecting the awareness provision
In Chapters 4 to 6, we have discussed the factors influencing awareness provision in some
detail. In so far as RSBY is concerned, the awareness levels were found to be better in
Shimoga as compared to Bangalore Rural. This could be attributed to the assignment of
this responsibility to the anganawadi teacher in this district. It may be noted that she had
good social infrastructure within a village. In addition, the remuneration of Rs. 2 per
household acted as incentive in her case as compared to the GP staff, especially GP
secretary. The assignment of the responsibility of awareness provision to GP staff in
Bangalore district did not work very well because of variation in the capacity of GP staff
to communicate the key features of the scheme. In addition, the inability of GP staff to
establish the contact with the poor (especially those working as labourers and going for the
work during the day time) resulted in the selective provision of awareness. This is further
164

confirmed by an inverse relationship between per capita monthly income and satisfaction
level among the sample households benefiting from RSBY benefits.

Intensive information campaign, which was an important feature of Yeshasvini in the
initial years, could not be sustained because the whole responsibility fell on the secretary
of cooperative societies.

Non-conduct of regular meetings in cooperative societies

(relating to both milk and credit) and long distance to the villages under the jurisdiction of
the cooperative society forced the secretary to provide awareness only when a member
visits the society either to deliver the milk or when they come asking for new loans or
renewal of old loans.

This resulted in occasional and/or unstructured provision of

awareness.

The strategies adopted by Arogyasri scheme did not work in practice. Advertisements in
TV channels were less effective due to power cuts. Limited access to and not-so-wide
readership of newspapers has also come into the way people coming to know of
advertisements on the scheme and health camps. It was noted that a poster will be placed
at the Anganawadi centre.

But, our visits to anganawadi centre in sample villages

revealed that no such posters were put up. Although the scheme has placed considerable
emphasis on the house visits by Arogya Mitra, it was found that Arogya Mitra has been
mainly confined to hospital to which she or he attached, and she/he rarely visited villages
to provide awareness. These explain why the awareness is abysmally low among those
households that are expected to benefit from Arogyasri scheme.

Enrolment - Strategies, Practice, Experiences and Outcomes
Enrolment strategies
In the design of RSBY, elaborate and good strategy has been outlined in order to ensure
that the enrolment is a smooth process. The strategy for enrolment has included the
preparation of a schedule of enrolment programme in advance, providing advance
publicity and posting a list of BPL households prominently in the enrolment station. The
enrolment team was to visit each enrolment station on a fixed date for the purpose of: a)
Taking photograph of the head of the household and other eligible members; b) Taking
thumb impression of the head of the family and the other eligible members; and c)
Enrolment and issuance of smart card on the day of enrolment.
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In the case of Yeshasvini, the membership is voluntary. But, most co-operative societies
in the initial years rendered membership automatic by paying the premiums on behalf of
the members and enrolling them. This practice was, however, found to be on the decline as
the membership fee has increased and there is stipulation that all the household members
have to join in the scheme.

Enrolment into Arogyasri scheme is automatic, i.e., all the BPL ration cardholders are
treated as members. This means that Arogyasri scheme could enrol the households with
BPL ration cards without providing any information to them. The scheme avoided the
enrolment process and the issue of cards by allowing the people to show BPL card as the
proof of registration and identification.

Experiences in the enrolment
In so far as enrolment into RSBY scheme in the sample villages of Karnataka, the
Anganawadi teacher or GP staff handed over slip with names of household members
usually one or two days in advance. Date and venue of the camp was informed, if known
already; otherwise, this was informed whenever this was known. In some of the cases
(especially in Bangalore Rural), slips were given on the day of enrolment due coordination
failure.

In some of the cases, the households were simply asked to come for the

registration after the enrolment party has arrived in the village. As a result, sample
households from a majority of the villages in Bangalore Rural stated that they did not
know the enrolment date in advance. In Karnataka, the enrolment station was usually the
headquarters of gram panchayat, and the enrolment party did not visit every village.
Sample households from both the districts have complained of distance as the enrolment
camp was held outside the village in 24 out of 40 sample villages.

In Yeshasvini scheme, the secretary of cooperative society enrolled members when they
came to deliver the milk or repay the loan or rescheduling of loan. Receipt was usually
issued immediately or after a couple of weeks. However, in many cases the secretary kept
the receipt with herself or himself. In the case of Arogyasri scheme, the households
having BPL ration cards were simply enrolled into the scheme without their knowledge.
Hence, as many as 86 per cent of the sample households have not even heard about the
scheme.
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Enrolment rates
How do the three insurance schemes compare in so far as the enrolment rates are
concerned? It is gladdening to note that at least one person from 77 per cent (out of 377
sample households) was enrolled in RSBY. Important reasons for non-enrolment of any
one from 23 per cent of the sample households are: a) Lack of information on date and
venue of the camp, specific details on enrolment process and role of head of the
household; b) Disruption in the camp on account of fights that broke out over inclusion
and exclusion from the BPL list; and c) Power cuts or computer breakdown. As far as
Yeshasvini is concerned, 90.8% of sample households had enrolled in 2010-11.

In the case of Arogyasri, only 7.9 per cent of the sample BPL households knew that they
have obtained membership in Arogyasri. Such households were typically the ones that
utilised the scheme, those who could read newspapers or watch television and having
contacts with officials or with outside world.

Chart 7.1, which presents information on enrolment rates by income groups, shows
positive association between enrolment rates and per-capita income.

However, the

enrolment rates decline in the case of highest income category (i.e., households with more
than Rs. 2000 of per capita income) in the case of Arogyasri and RSBY as these two
schemes seek to target the poor. But, the inclusion of about one-third of the households
belonging to high income group suggests that targeting has been in fact become a problem.
In the case of Yeshasvini, however, the enrolment goes up even further in the case of
highest per-capita income group thus implying the inclusion of better-off households in
the scheme.
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Chart 7.1: Distribution of Households (%) by Enrolment Rates and Per-Capita
Income
Enrollment among three different health insurance schemes

Households (%) enrolled
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Enrolment rates among household members
Who among household members were enrolled across the three schemes? This question
assumes more significance in the case of RSBY and Yeshasvini. In the case of RSBY, the
decision to include household members is given to the head of the household. Hence, it
would be interesting to examine which household members are actually included in the
scheme.

The data show some discrimination against female household members as

women account for only 44.6 per cent of the enrolled household members. Secondly,
membership pattern has been found to be in favour of older age groups. This implies that
heads of sample households preferred to enrol elderly as it is perceived that they are more
prone to illnesses.

It has been mandatory in the case of Yeshasvini scheme to enrol all the household
members.

However, only around 55 per cent of the total household members have

obtained membership. This indicates that the above rule is not strictly followed in the
enrolment of household members. As in the case of RSBY, more men have become
members as compared to women. Most of the members belong to the age group of 17 to
50 years. The question of enrolment does not arise as the enrolment is automatic in the
case of Arogyasri.
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Delay in the issue of smart cards in the case of RSBY
Smart card is critical for RSBY beneficiary households to establish their identity in the
empanelled hospital. RSBY, in its design, makes it a point that the smart card should be
issued on the day of photo-session itself so that the households can start using the facility
from the very next hour onwards. Hence, enrolment party is required to take additional
computer, acquire good capacity to complete online registration, battery backup and
additional printer to print the card so that there is absolutely no delay in the issue of cards.
It would therefore be interesting to ask the two questions. Did the sample households
posses the smart cards? If yes, since when?

We have asked the sample households whether they have obtained the smart card or not. If
they say yes, we requested them to show the card. Table 7.2 shows that in the case of
nearly 55 per cent of the households, our field investigators have seen the card and noted
down the number. About 27 per cent of the households stated that they have received the
cards; but, in these cases, the card could not be physically verified because of reasons such
as the smart card a) has been kept under lock and key, b) kept with other household
members, and c) could not be located although an attempt was made to search for this.
However, as many as 18.3 per cent of the sample households clearly stated that they have
not been given the cards despite that they have successfully completed the registration
process when the enrolment party visited the village.
Table 7.2: Distribution of Registered Sample Households (%) by Possession of RSBY
Smart Card
Bangalore Rural
Shimoga
Total
Particulars
Card has been clearly issued
44.0
61.8
54.7
Kept under lock and Key
8.6
8.1
8.3
Kept with other household members
12.9
9.2
10.7
Searched: but could not locate the card
4.3
8.7
6.9
Others
0.9
1.2
1.0
Not issued
29.3
11.0
18.3
Total
100 (116)
100 (173)
100 (289)

Thus, over 80 per cent of those attending the enrolment station have been issued the card.
But, was the smart card given on the day of enrolment as has been suggested in the
design? Chart 7.2 makes it clear that the card was issued on the same day only in the case
of about 5 per cent of the sample households. In the case of the rest there has been delay
ranging between as low as one week to as high as over 6 months! This is unpardonable
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delay considering the fact the RSBY membership to the poor is strictly for one year. This
implies that while about 18 per cent of the households did not even have smart card to
utilise the scheme, the ability of other households to utilise the smart card has been
reduced to a great deal by inordinate delay in the issue of smart cards.

Chart 7.2: Delay in the issue of RSBY cards
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Declining membership in Yeshasvini scheme
Trends in Yeshasvini membership need to be analysed because Arogyasri, being a
subsidised scheme, may erode membership in Yeshasvini, a scheme that emphasises on
premium collection. The discussions with key informants in 60 sample villages showed
that membership has increased only in about 18 per cent of the villages. It has either
declined (in 33.3% of the villages) or fluctuated (in 10% of the villages) or remained
constant (in 10% of the villages). This suggests that the membership in Yeshasvini has
not been increasing of late. This is further corroborated by Chart 7.3, which shows that
although the membership has been increasing in Bangalore Rural, it has declined in
Shimoga and Gulbarga. More importantly, the membership at the state level has remained
constant in the recent years.
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Chart 7.3: Trends in Yeshasvini membership in the sample districts and state
Trends in membership
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Key informants and secretaries of cooperative societies cited the following as factors
contributing to the decline in Yeshasvini membership. First, people perceive that although
they pay premium of Rs. 150 per person, the scheme is applicable only to surgeries for
major illnesses. Second, there has been insistence by the scheme that all household
members should compulsorily enrol into scheme; and this is perceived to be costly for a
household with a large number of members.

Third, there is no support from the

department or other agencies to secretaries in awareness creation in recent years. As a
result, she/he depends on catching hold of members when they visit society or link new
membership (or renewal) with delivery of milk or loan request. The distant location of
cooperative societies is also coming in the way of having interaction with members.
Finally, and more importantly, the competing scheme of Arogyasri has influenced the
households to shift their membership away from Yeshasvini as there is no premium in the
former.

Utilisation – Status and Contribution
All the three schemes have adopted strategies aimed at better utilisation. The following
have been incorporated in RSBY to ensure that there is good utilisation of the scheme by
the beneficiaries. First, issue of card on the day of enrolment is expected to enable the
households to utilise the scheme from the first day itself. Second, insurance cover of
Rs.30,000 per household (of five members) per annum on a family floater basis is
considered to be adequate as primary studies (Rajasekhar, Erlend and Manjula 2009) show
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that on an average Rs. 20,000 is spent by poor households on hospitalization in each year.
Third, coverage of pre-existing conditions (subject to minimal exclusions), and expenses
on hospitalization and surgical services (including daylong ones) is expected to motivate
the household to use the facility. Fourth, .cashless coverage of all health services in
private and public hospitals is provided so that the enrolled households have wider choice
when it comes to the hospitals. Fifth, the provision for a smart-card based system of
beneficiary identification/verification and processing of client transactions at the
empanelled hospitals is expected to help the poor and illiterate households to use the
benefits. Sixth, the transport allowance of Rs.100 per event of hospitalisation (subject to
ceiling of Rs.1000 per annum) will help the enrolled households to use the benefits.
Seventh, split card facility to overcome exclusion problems on account of migration.
Finally, at the time of enrolment, the Insurance Company will provide a pamphlet along
with smart card to the beneficiary indicating a) the list of the empanelled hospitals; b)
available benefits; and c) the names and details of the contact person in the district so that
the enrolled households start using the card from the next day itself.

The design features of Yeshasvini such as coverage of pre-existing conditions and cashless
coverage are expected to enable the households to use the facility. Arrangement is that
when a household has health problem, it should get in touch with the secretary, who will
provide identification, and give information on empanelled hospitals.

Automatic enrolment of BPL cardholder households in Arogyasri scheme implies that a
large number of poor households will have immediate opportunity to obtain the treatment.
Since the ration card is the basis for identification, the utilisation of benefits is expected to
be easy process. The design features such as health camps, coverage of pre-existing
conditions, cashless coverage and transport provision will enable the poor households to
avail benefits under Arogyasri scheme.

Status of utilisation
Although elaborate strategy to utilise benefits is outlined in RSBY design, only 2.4 per
cent of the sample households have utilised the scheme. Main contributing factor was lack
of information on which hospital to go and which diseases are allowed; and secondly, nonissue of smart card on time. Another 4.5 per cent of the households have made an attempt
to utilise the scheme but were unsuccessful because of reasons such as lack of information
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on empanelled hospitals, non-preparedness on the part of hospitals, delay in the issue of
card, refusal on the part of empanelled hospitals to treat the patients, etc. Although a large
number of sample households faced one health problem or the other, they did not have
information on which hospital to be visited.

Almost all the RSBY sample households

stated that they did not attend health camps because no such camps were organised.

The utilisation rate was only 7 per cent in the case of Arogyasri households because the
sample households did not even know that they have membership in Arogyasri. In the
design of Arogyasri scheme, health camps are expected to play an important role; but, the
proportion of sample households attending the health camps was only 5 per cent.

Welfare Implications
Low utilisation of health insurance benefits does not mean that the households did not face
any health problem. We have collected data on health problems faced by the sample
households during the one-year period before the survey. This information is provided in
Table 7.3. It can be seen from the table that between 23 and 37 per cent of the households
have faced one health problem or the other. These health problems involved a visit to the
hospital – some of them have resulted in hospitalisation, while in the case of others
surgery had to be done. We have analysed this information to see the extent to which the
health insurance schemes have helped the sample households in meeting the expenditure
incurred on health crises.
Table 7.3: Major Health problems faced (One year before the survey)
Health problems
RSBY
Yeshasvini
Arogyasri
62.6
63.9
76.6
Zero
33.4
32.2
23.1
One
3.7
3.6
0.3
Two
0.3
0.2
0
Three
377
552
303
Total
Contribution of health insurance schemes
In Table 7.4, we have presented the data on the total expenditure on major health problems
during the reference period of one year (Col. 2), expenditure incurred at empanelled
hospitals (Col. 3) and amount reimbursed by the scheme (Col. 4). A difference between
Col. 4 and Col.3 will provide the expenditure borne by patients. We have calculated the
proportion of amount (Col. 6) reimbursed by the scheme to total amount spent in the
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empanelled hospitals to show the direct contribution of the scheme. In Col. 7, the
proportion of amount reimbursed by the scheme to total health expenditure incurred by the
household is worked out to show the extent to which the scheme has met the health
expenditure of poor households.

In the case of RSBY beneficiaries, the total expenditure was Rs. 17.77 lakhs (Table 7.4)
and the expenditure incurred at the empanelled hospitals was Rs. 1.46 lakhs. Of this
amount, only Rs. 56,500 was reimbursed through the scheme, while the rest had to be
contributed by the sample households. More importantly, the contribution of RSBY
scheme has been only 38.5 per cent (Col. 6). This proportion comes down further when
overall expenditure incurred at different place of treatments is considered (Col. 7).

The total expenditure incurred by Yeshasvini beneficiaries on health problems was Rs.
70.31 lakhs. Of Rs. 28.89 lakhs spent at the empanelled hospitals, only Rs. 15.73 lakhs
(i.e. 54.5%) were reimbursed by the scheme. Thus, the contribution of Yeshasvini scheme
was 54.5 per cent. This has been attributed to the tendency to use expensive hospital
facilities (such as wards, rooms, etc.) than what the scheme makes the allowance for.

As far as Arogyasri scheme is concerned, the overall expenditure of sample households on
all health problems was Rs. 18.2 lakhs. The contribution of Arogyasri was 68.8 per cent.
Table 7.4: Contribution of health insurance
Scheme

Total
Expenditure
Amount
health
at
reimbursed
expenditure empanelled
by the
hospitals
scheme

Amount
borne by
the
household

Contribution
of scheme to
expenditure
incurred at
empanelled
hospital
(% col. 4 to
col. 3)

1
RSBY
Yeshasvini
Arogyasri

2
17,77,140
70,31,125
18,20,340

3
1,46,700
28,88,905
4,16,000

4
56,500
15,73,700
2,86,000

5
90,200
13,15,205
1,30,000

6
38.5
54.5
68.8

Contribut
ion of
scheme to
total
health
expenditu
re (% col.
4 to col. 2)
7
3.18
22.4
15.7

Thus, the contribution of health insurance schemes to the total health expenditure incurred
at the empanelled hospitals was some what significant except in the case of RSBY.
However, this proportion becomes insignificant when one considers the overall health
expenditure incurred by the households at different place of treatments. How did the
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households meet the expenditure? Our data show that households depended somewhat
heavily on moneylenders to meet this expenditure. The proportion of the expenditure
mobilised from moneylenders was 34.2 per cent in the case of RSBY sample households,
19.9 per cent in the case of Yeshasvini sample households and 45.8 per cent in the case of
Arogyasri sample households. It can also be seen from the data that the dependence on
moneylenders was high among poorer households. This will not only perpetuate poverty
and make the poor more vulnerable, and push the non-poor into poverty.

Duplication of Health Insurance Schemes
Has there been any duplication in membership? This question assumes importance as it is
feared that there can be a situation where a household has membership in more than one
scheme as two or more health insurance schemes have been implemented for the same
target group in the same locality.

The proportion of sample households having

membership in more than one health insurance scheme is 11.34 per cent in RSBY, 6.09
per cent in Yeshasvini and 6.3 per cent in Arogyasri. This suggests that as of now the
duplication in membership in health insurance schemes is not a major problem in
Karnataka. But, as the discussion below shows, it can become a major problem in the
years to come.

In the next years, the three health insurance schemes for the poor have plans to expand
their area of operations. Arogyasri scheme which was only implemented in Gulbarga and
Belgaum divisions during 2010-11 has plans to cover all the households having BPL
ration cards in the state during 2011-12. If this plan is implemented the total number of
households covered by Arogyasri itself would be 84.47 lakhs during 2011-12.

Likewise, RSBY also has plans to expand its membership base. During 2010-11, the
scheme has covered only 157,405 BPL households (as identified by RDPR) in five
districts. In 2011-12, it would cover 18.62 lakh BPL households (as identified by RDPR)
in the state. It would also cover 14.69 lakh MGNREGS worker households that have
worked for more than 15 days and that do not figure in RDPR list. In addition, the scheme
will also cover 7.44 lakh poor households from urban areas. Although RSBY plans to
cover domestic workers, construction workers, beedi rollers, etc., the list is not yet
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finalised. We can safely take 40.76 lakh households as those that will be covered by the
scheme during 2011-12.

Yeshaswini covered about 8.5 lakh households in 2010-11 and we can expect the same
figure to continue during 2011-12.

While the above are health insurance schemes of the government for the poor, there are
other arrangements initiated by government and non-governmental organisations that
address the health needs of the poor and non-poor. First, Construction Workers Welfare
Board (CWWB) reimburses the medical expenses incurred by those workers who are
registered with the Board. In 2010-11, the total number of workers registered was 72,310;
and this number has gone up to 149,250 by the end of September 2011. Second, ESIC
provided free treatment to 15.56 organised sector workers in the state during 2010-11 and
we expect the number to remain same in 2011-12 given that the organised sector is more
or less stagnant. Third, all the government employees in Karnataka except those in the
police department21 are entitled to treatment in the empanelled hospitals and
reimbursement of medical expenses. Although this cannot be strictly called as health
insurance scheme, this seeks to meet the health care needs of the government staff. The
total number of officials having this facility is 4.5 lakhs during 2010-11, and we have
taken the same figure for the next year. Fourth, some of the NGOs provide health
insurance cover as part of their developmental programmes. In the absence of data on the
total number of households covered by these organizations, we can take a conservative
number of about 3 lakh households as their coverage in the entire state. Finally, individual
households have obtained health insurance from private companies. We do not have any
readily available number of households covered with health insurance by private insurance
companies in the state, as the private insurance companies lump health insurance policies
together with those relating to fire, vehicle, etc. From the available sources, we have taken
a conservative number of about 2.64 lakh households although we feel that the number
should be more than this.

21

In the case of police personnel, there is separate insurance arrangement, about which details are not
available.
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If one adds up all the households, it can be stated that 1.61 crore households in the state of
Karnataka have some health cover. It should be however noted that only those households
which are covered by Arogyasri, RSBY, Yeshaswini, NGOs and private companies have
health insurance. Again it needs to be noted that this is not comprehensive coverage. One
should also note that the health cover provided by these schemes differed.

While

construction workers registered with CWWB and government employees are reimbursed
their medical expenses, those insured with ESIC obtain free and comprehensive medical
treatment. Even then, we added up these households to make one simple point. While the
total number of households in the state is 1.1 crore, the households that would have health
insurance or some health cover is estimated at 1.61 crores in 2011-12. This means that
nearly half of the households in Karnataka will have their health needs met by more than
one scheme – either private or public. This means that we will have duplication as a major
problem in the years to come,

Table 7.5: How many households have health cover in Karnataka?
Schemes
Arogyasri
RSBY
Yeshaswini
CWWB
ESIC
Govt. Employees
NGO insurance
Private health insurance
Total households covered
Total households in Karnataka
Gap

2010-11
3130813
157405
850000
72310
1555650
450,000
294,374
264994
6775546
11000000
-4224454
-38.4

Planned for 2011-12
8447427
4076000
850000
149250
1555650
450000
294374
264994
16087695
11000000
5087695
46.3

%
52.5
25.3
5.3
0.9
9.7
2.8
1.8
1.6
100.0

Conclusions
The foregoing discussion shows that each scheme has made good effort in a) Providing
awareness; b) Enrolment of households; c) Creating database on enrolled households and
their utilisation of benefits; d) empanelling hospitals, establishing systems of identification
and utilisation, organisation of awareness camps and monitoring them; and e) Providing
benefits.

But, the success of each scheme varied across the different components of insurance
provision. One can, however, notice duplication in the target group, awareness creation,

177

enrolment and efforts to enrol hospitals and supervise them. Duplication is justified if
households receive sufficient benefits. But, each insurance scheme has made only a little
difference to the overall objective of health policy of the government, namely, qualitative
health care. In addition, nearly half of the households in Karnataka will have their health
needs met by more than one scheme – either private or public. This means that we will
have duplication as a major problem in the years to come.
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8. SUMMARY, CONCLUSIONS AND POLICY
SUGGESTIONS
Introduction
Karnataka government, in its health policy, emphasised equity, integrity and quality in
health care. In order to achieve this, the government has been implementing health
insurance schemes such as RSBY, Yeshasvini and Arogyasri. In addition, it is also
implementing schemes that seek to meet the expenses incurred by the poor or provide
hospital facilities for the unorganised workers. The implementation of these schemes for
the poor by different departments raises the issue of duplication and highlight the need for
convergence. If one takes the other arrangements made by the government to meet health
expenses incurred by the poor and organised sector workers, the situation becomes
complex. Added to these, there are private initiatives. It is in this context that this study is
undertaken.

The overall objective of the study is to gain a comprehensive understanding of the three
major health insurance schemes in Karnataka and compare these to explore possibilities
for convergence and synergy. The specific objectives of the study are to:
•

Undertake a desk study to analyse and compare the health schemes for the
purpose of identifying the success of the schemes, areas of convergence and
duplication;

•

Compare benefits obtained by the beneficiaries and costs incurred by them;

•

Examine health insurance schemes, both government and private, to learn from
the best practices through desk study;

•

Undertake a primary survey of households benefiting from the three schemes to
examine the issues of awareness, enrolment, utilisation and satisfaction levels
among beneficiaries; and,

•

Formulate relevant recommendations regarding the design and implementation
of health insurance schemes implemented by the State Government.

The study consisted of two methodological processes. The first process is to study and
document the existing information available with the implementing departments, etc. The
second part consisted of undertaking field visits in three districts, namely, Shimoga,
Bangalore Rural and Gulbarga. The districts of Shimoga and Bangalore Rural have
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provided an opportunity to study Yeshasvini and RSBY, while Gulbarga allowed us to
compare Arogyasri and Yeshasvini schemes in the same setting.

In order to address the study objectives, 60 villages representing all the 18 taluks from
three districts (18 from Bangalore Rural, 20 from Gulbarga district and 22 from Shimoga
district) have been randomly selected. Random sampling method has been adopted to
select the households. The total number of households covered for RSBY scheme was
377 from 40 villages in Bangalore Rural and Shimoga districts, while it is 552 for
Yeshasvini from 60 villages in all the three districts. For Arogyasri, 303 households from
20 villages in Gulbarga district have been interviewed.

Secondary Source Review of Health Insurance Schemes
A secondary source review of RSBY, Vajpayee Arogyasri and Yeshasvini in Chapter 2
provided a comparative picture of the schemes in terms of design and performance as well
as the areas of duplication and convergence.

RSBY and Vajpayee Arogyasri schemes were started in February 2010, while Yeshasvini
is almost a decade-old scheme. As far as the objectives and type of health care provided by
the three schemes are concerned, there is no overlap between RSBY on the one hand, and
Vajpayee Arogyasri and Yeshasvini, on the other, because while the former takes care of
secondary care, the latter two take care of tertiary care. But, in terms of design, there is
overlap between Vajpayee Arogyasri and Yeshasvini as both of them deal with tertiary
care.

There is also duplication in terms of geographical coverage. Yeshasvini is implemented
all over the state. During 2009-10, the duplication in geographical coverage of RSBY and
Vajpayee Arogyasri was sought to be avoided by stipulating that RSBY should not be
implemented in Gulbarga division since Arogyasri was implemented in this division.
However, from October 2011 onwards, RSBY has been implemented all over the state.
But, there is no overlap between these two schemes as RSBY covers secondary care, while
Arogyasri covers tertiary care. There is considerable overlap between Yeshasvini and
Vajpayee Arogyasri as both of them cover tertiary care, and have been implemented in the
same geographical setting. It must be, however, noted that the above does not apply to
urban areas as the Yeshasvini is only implemented in rural areas. It should also be noted
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that the illnesses covered under Yeshasvini were much more as compared to only six in
the case of Arogyasri.

When RSBY was implemented in Karnataka during 2009-10, the scheme targeted BPL
households identified by RDPR in 2002-03. On the other hand, Arogyasri covered BPL
ration-card households. Although there can be an overlap, the 'BPL households' covered
by RSBY is much smaller number as compared to those covered by Arogyasri. Added to
that, urban poor and those households that obtained more than 15 days of employment in
MGNREGS are covered by RSBY from 2011 onwards. One can then say that most of the
RSBY beneficiary households will be included among Arogyasri beneficiary households.
Even then, we cannot conclude that there is a direct overlap as the type of health care
provided by these two schemes is different.

Yeshasvini covers the members of different types of cooperative societies. Members of
the credit cooperative societies are generally farmers owning some land. Hence, the extent
of overlapping with the target group of RSBY and Arogyasri may be less as the target
group in these two schemes is the BPL category of households. Yeshasvini could also
enrol SHG members, who come from the landless and poor category of households. In
this case, there is possibility of overlapping.

Only Yeshasvini collects premium of Rs. 150 from each member. While Arogyasri
provides enrolment at free of cost, RSBY benefits are provided for a mere Rs. 30,
collected as registration fee from each member household.

All the schemes depend on government subsidy, though the extent of dependence varies
across the schemes. The highest amount of subsidy is in the case of RSBY which is up to
Rs. 750 for each enrolled household (with a maximum of five persons) from central and
state governments. Arogyasri obtains subsidy of Rs. 300 for each enrolled household
from the state government. The amount of subsidy in the case of Yeshasvini varied over
the years; but it was around Rs. 98 per enrolled member in the last three years. Since all
the schemes obtain subsidy from the government, the study on overlapping and
convergence becomes important.
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Benefit package varies across the schemes from Rs. 30,000 for five household members in
RSBY to Rs. 1.5 lakh (with additional buffer of Rs. 50,000) in Arogyasri and to Rs. 2
lakhs of expenditure on surgery per person in a year in Yeshasvini. In all the schemes,
benefits are available only for hospitalisation. Outpatient expenses are covered in RSBY
if the ailment examined in outpatient unit leads to hospitalisation. Pre-existing diseases
are covered under RSBY and Arogyasri, but not under Yeshasvini. Some transportation
support is provided to patients admitted for treatment under RSBY and Arogyasri.

The enrolment into RSBY and Yeshasvini is voluntary, while it is automatic in the case of
Arogyasri as all the households having BPL ration cards are enrolled into the scheme. All
the schemes provide cashless benefits. The public-private partnership is envisaged in all
the three schemes, and TPA is appointed in all of them. While RSBY is operated by an
insurance company, the other two are managed by Trusts set up by the government.

Sample Villages
The profile of sample villages in Chapter 3 shows that about 22 per cent of them are
headquarters to gram panchayat, and hence, have good transportation facilities.

The

average distance to town was 9.5 kms in Bangalore Rural, 14 kms in Shimoga and 18.1
kms in Gulbarga. Occupational diversification is more pronounced in Bangalore Rural.

Over two-thirds of the villages have been partially covered with open drainage, while 30
per cent do not have drainage at all. As a result there is considerable stagnant drain water
leading to foul smell, breeding of mosquitoes and diseases. Barring 14 out of 60 sample
villages, others have witnessed the outbreak of disease during three-year reference period
of 2008-9 to 20010-11. Chikungunya, Malaria and Typhoid are the most common
diseases.

The study found that although ANM was present in most of the sample villages,
accessibility to her has been termed as difficult on account of irregular visits. Supply of
medicines has also been termed as inadequate. Accessibility to PHC staff is termed as
easy in Bangalore Rural but difficult in the other districts. Main problems associated with
PHCs were inadequate equipment, lack of medicines or payment for medicines. Doctor
absenteeism is the main problem in Gulbarga. Findings relating to ANM and PHCs show
that the people in the sample villages do not have very good access to primary health care.
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This implies that health insurance as a policy of providing quality health care may not
effectively work.

Taluk hospitals are used for more serious diseases. But, long distance, long waiting period
and corruption are cited to be important problems. Spread of life insurance has been
termed as ‘high’ or ‘medium’ in most of the villages largely due to the aggressive
marketing by agents.

In addition to health insurance provided by the three sample

schemes, no other health insurance arrangement is present in the sample villages except in
the case of a few villages in Shimoga district where NGO health insurance is available to
SHG members.

Comparative Analysis of Health Insurance Schemes
An analysis of three health insurance schemes in Karnataka, namely, RSBY, Yeshasvini
and Arogyasri has been taken up in Chapters 4 to 7 to find out convergence and
duplication in the areas of awareness provision, enrolment and utilisation of benefits, and
to come up with policy suggestions.
Awareness outcomes
Each health insurance scheme has worked its own strategy on awareness provision and
adopted certain practices to put strategies into place. But, the success achieved varied. A
larger proportion of sample households benefiting from Yeshasvini have stated that they
have heard the scheme, and provided correct answers on key benefits, eligibility criteria
and coverage of pre-existing diseases probably because of longer operation of the scheme
at the ground level. More than half of the sample households benefiting from RSBY have
expressed satisfaction on awareness provision as compared to 48 per cent in the case of
Yeshasvini.

However, surprisingly, only 13.1 per cent of the sample households,

supposed to be having membership in Arogyasri, have heard of the scheme.

The

proportion of households expressing satisfaction was only 9 per cent in the case of
Arogyasri.

Thus, awareness levels were very low in the case of Arogyasri because of two reasons.
Automatic enrolment (that is enrolling all the BPL ration cards into the scheme) may have
resulted in vast coverage of households in the scheme.

But, due to the failure of

awareness provision mechanisms, not many households are aware that they in fact have
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membership in the scheme.

Secondly, payment of premium in Yeshasvini and

contribution of some amount in RSBY itself contribute to the better awareness. When
asked, the Arogyasri Trust provided the following explanation for relatively low levels of
awareness. According to the Trust, VA scheme does not make specific efforts to enrol
households or provide health card/ smart card to the beneficiaries. However, in the case of
other two schemes, there is an arrangement for separate enrolment and provision of health/
smart card. These two strategies in a way generates more awareness. The Trust has
informed that it has taken necessary action to provide wide publicity about the scheme by
way of advertising in the newspapers, hoardings, issue of handbills, conducting of mega
and mini health camps, etc.

Enrolment rates
In the design of RSBY, elaborate and good strategy has been outlined in order to ensure
that the enrolment is a smooth process. This includes the preparation of list of eligible
households, efforts to provide advance publicity, visit of the enrolment team on a fixed
date for the purpose of taking photograph of the head of the household and other eligible
members, taking thumb impression of the head of the family and the other eligible
members and enrolment and issuance of smart card on the day of enrolment. As stated
earlier, membership in Yeshasvini is voluntary, while it is automatic in Arogyasri.

How do these schemes compare in so far as the enrolment rates are concerned? The
proportion of households having membership was 77 per cent in RSBY and 90.8 per cent
in Yeshasvini. In contrast, only 7.9 per cent of the sample households of Arogyasri knew
that they have obtained membership in Arogyasri.

Enrolment rates are positively associated with per-capita income. This suggests that
targeting has been a problem to the three schemes especially Yeshasvini.

An important finding is that the membership in Yeshasvini has been declining at the state
level. This has been particularly the case in Gulbarga district where Arogyasri was also
implemented. In the field, such a decline is attributed to the premium payment in this
scheme as compared to free treatment in Arogyasri for almost similar ailments.
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Utilisation of the health insurance
Although elaborate strategy to utilise benefits is outlined in RSBY design, only 2.4 per
cent of the sample households have utilised the scheme. Main contributing factors were
lack of information on which hospital to go and which diseases are permitted under the
scheme; and secondly, non-issue of smart card on time.

The utilisation rate was only 7 per cent in the case of Arogyasri households because the
sample households did not even know that they have membership in Arogyasri. In the
design of Arogyasri scheme, health camps are expected to play an important role; but, the
proportion of sample households attending the health camps was only 5 per cent.

Benefits Obtained and Costs Incurred by the Poor
Low utilisation of health insurance benefits does not mean that the households did not
otherwise face any health problem. Between 23 and 37 per cent of the sample households
have faced one or the other health problem during the reference period of one-year before
the survey. These health problems involved a visit to the hospital – some of them have
resulted in hospitalisation, while in the case of others surgery had to be done. We have
analysed this information to see the extent to which the health insurance schemes have
helped the sample households in meeting the expenditure incurred on health crises.

The contribution of the scheme (i.e., proportion of expenditure reimbursed by the scheme
to expenditure incurred in empanelled hospitals) was 38.5 per cent in RSBY, 54.5 per cent
in Yeshasvini and 68.8 per cent in the case of Arogyasri. The overall contribution of the
scheme (i.e., the proportion of expenditure reimbursed by the scheme to total expenditure
incurred on health episodes during the one year reference period) was 3.18 per cent in
RSBY, 22.4 per cent in Yeshasvini and 15.7 per cent in Arogyasri. Thus, the overall
contribution of health insurance schemes to total health burden borne by the poor was
rather small to modest across the schemes.
On an average, the amount of benefits obtained by each sample household was Rs. 149 in
RSBY, Rs. 2,851 in Yeshasvini and Rs. 944 in Arogyasri. The health care cost incurred
by each sample household was Rs. 239, Rs. 2,383 and Rs. 429, respectively, under these
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three programmes despite the fact that they have been enrolled into public health insurance
scheme. If we factor in premium amounts then the costs will be even higher.

Duplication of Health Insurance Schemes
Has there been any duplication in membership? This question assumes importance as it is
feared that there can be a situation where a household has membership in more than one
scheme as two or more health insurance schemes have been implemented for the same
target group in the same locality. Our analysis suggests that as of now the duplication in
membership in health insurance schemes is not a major problem in Karnataka.

The discussion in Chapter 7 shows that 1.61 crore households in the state of Karnataka are
expected have some health cover in the years to come. It should be, however, noted that
only those households which are covered by Arogyasri, RSBY, Yeshaswini, NGOs and
private companies have health insurance. Again it needs to be noted that this is not
comprehensive coverage. One should also note that the health cover provided by these
schemes differed. While construction workers registered with CWWB and government
employees are reimbursed their medical expenses, those insured with ESIC obtain free and
comprehensive medical treatment. Even then, we added up these households to make one
simple point. While the total number of households in the state is 1.1 crore, the households
that are likely to have health insurance or some health cover is estimated at 1.61 crores in
2011-12. This means that nearly half of the households in Karnataka will have their health
needs met by more than one scheme – either private or public. This means that we will
have duplication as a major problem in the years to come.

Best practices
A review of health insurance schemes implemented in Karnataka, state-sponsored
arrangements to meet health expenditure incurred by the poor, arrangement to provide
health care, NGO health insurance schemes and private health insurance schemes reveal
that the following are the best practices.
•

Payment of premium for health insurance (however small it is) is the best practice.
This will not only generate awareness among the beneficiary households but also
lead to a feeling of ownership on the scheme among them. This will also lead to
demand for accountability from below.
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•

The practice adopted by RSBY to enrol beneficiaries is good.

The essential

components of this practice are: preparing a list of eligible households, fixing the
date of enrolment in advance and informing the same to the people, visit of
enrolment party to take photographs and other biometric data.

An important

feature is that the smart card will be issued to the beneficiary household on the day
of enrolment itself.

This will enable the household to utilise the programme

benefits from the day of enrolment itself if empanelled hospitals are by then ready
to treat patients.
•

Issue of smart card to identify the beneficiary households and provide treatment in
the empanelled hospitals is a good practice.

•

Public private partnership in conducting the health camps, as has been the case in
Arogyasri is good practice. Here, the health camps take place on predetermined
date and a mix of empanelled hospitals take part in these camps. After ascertaining
the health problem, patients can be directly referred to the private hospital.

Policy Suggestions
The study has found considerable duplication in the efforts made by the government to
provide health insurance for the poor and meet health costs incurred by them. In view of
this, the following suggestions have been made for the consideration of the government.
But, an integrated approach is suggested below, rather than dismantling the existing ones
to introduce one scheme for all the poor, or for everyone in the state.
•

Ideally, there should one contributory health insurance scheme for all the
households – poor and non-poor, rural and urban, organised and unorganised - in
the state in line with the principles of universal coverage and solidarity. The idea
of universal health insurance scheme is also appealing to the stakeholders. But, two
objections have been generally raised to the suggestion of universal health
insurance for the poor by dismantling the existing three schemes. First, each
scheme has been started by a different department to cater to a particular purpose.
There is worry that the specific objective for which a scheme has been started may
not be met if there is universal scheme22. Second, the funding support comes from
the Central government in the case of one scheme. A fear often expressed is that if

22

For example, the Labour department, which is implementing RSBY scheme, cautions that “the popularity,
uniqueness and benefits under the RSBY scheme should not get comprised or diluted in the process of single
scheme formulation”.
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there is one health insurance scheme the state government may not get funds from
the central government.
•

In view of this, the next best option of an integrated scheme is suggested. Such a
scheme will make things simple and easy for the beneficiary household by
providing just one card for all the health insurance schemes.

•

The integrated scheme should be such that the end user should be able to use
benefits that she/he is entitled with single card irrespective of the funding source
and the anchoring agency. The backend agency can take care of all the
administrative segregation of the funds from central and state governments. This
single integrated scheme approach would help in preventing the practice, if any, of
collecting double claims from two empanelled hospitals under two different
schemes when a beneficiary possess two different health insurance cards.
Likewise, this will also help to prevent the hospital claiming the expenditure from
two schemes for the same treatment.

•

The chief advantage of such an integrated scheme is that it would bring synergy in
awareness campaigns, premium amount, mode of settlement, network hospitals,
organisation of health camps, etc.

•

Under such an integrated scheme, there is a need to bring in some uniformity in the
amounts of premium paid by beneficiary households under different health
insurance schemes in Karnataka. First of all, the payment of premium should be
made compulsory. No health insurance scheme should be provided at free of cost.
Second, the amount of annual premium per household in all the schemes should be
fixed. The above would only provide level playing field to all the health insurance
schemes but also ensure that households in partially (or non) subsidised scheme
would not simply opt for totally subsidised scheme.

•

Uniformity is also required in so far as the network hospitals, rates for different
procedures23, mode of settlement, publicity, etc., are concerned.

Currently, each

health insurance scheme has fixed its own rates for different procedures and has
adopted its own ways to publicise the scheme. There can be some synergy at least
in the case of health insurance schemes implemented by the state government.

23

Infact, Yeshasvini Trust also suggests to have uniform rates for surgeries in all the health care schemes
that are being implemented by the government in Karnataka State. It also suggest to have uniform criteria
for the empanelment of hospitals and to have common network hospitals.
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•

At the district level, the Deputy Commissioner may be entrusted with the function
of coordination and review of such an integrated scheme. Such a scheme may be
treated as flagship scheme so that the Chief Secretary can regularly monitor the
same.

•

Smart cards for enrolment and utilisation are essential24.

One must however

gradually link them with UID. Good MIS to monitor and evaluate progress and
impact.
•

Intensive awareness creation before and during enrolment, and at the time of
utilisation.

•

Health department should be at the forefront to conduct awareness camps, and
participate in a big way in the scheme. Some mechanism to facilitate the access
the health insurance scheme among the poor, along the lines of the pilot-project
implemented by the Labour Department may be thought of.

•

Government should provide health insurance through its own trust and with the
help of TPA as government can afford to provide services on non-profit basis.
This is needed because, as we have seen in this study, health insurance companies
are driven by profit considerations, rather than welfare of the poor.

To conclude, the study found duplication in the efforts made by the health insurance
scheme for the poor in Karnataka, and that the prime objective of `equity, integrity and
quality in health care' enshrined in the health policy of Karnataka government is not met.
Hence, an integrated scheme should be such that the poor person will face less of
problems and procedures while accessing benefits under scheme (s) while the complexity
of administering the schemes will be dealt by a specialised agency.

24

However, Yeshasvini Trust noted that the issue of the smart card is expensive and would cost Rs.75 per
person. RSBY, on the other hand, noted that the cost of each smart card is Rs.60, which is borne by the
Government of India.
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