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Equitable utilisation of Indian community based health
insurance scheme among its rural membership: cluster
randomised controlled trial
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ABSTRACT

Objective To evaluate alternative strategies for improving

the uptake of benefits of a community based health

insurance scheme by its poorest members.

Design Prospective cluster randomised controlled trial.

Setting Self Employed Women’s Association (SEWA)

community based health insurance scheme in rural India.

Participants 713 claimants at baseline (2003) and 1440

claimants two years later among scheme members in 16

rural sub-districts.

Interventions After sales service with supportive

supervision, prospective reimbursement, both packages,

and neither package, randomised by sub-district.

Main outcome measures The primary outcome was

socioeconomic status of claimants relative to members

living in the same sub-district. Secondary outcomes were

enrolment rates in SEWA Insurance, mean socioeconomic

status of the insured population relative to the general

rural population, and rate of claim submission.

Results Between 2003 and 2005, the mean

socioeconomic status of SEWA Insurance members

(relative to the rural population of Gujarat) increased

significantly. Rates of claims also increased significantly,

on average by 21.6 per 1000 members (P<0.001).

However, differences between the intervention groups

and the standard scheme were not significant. No

systematic effect of time or interventions on the

socioeconomic status of claimants relative tomembers in

the same sub-district was found.

Conclusions Neither intervention was sufficient to ensure

that the poorer members in each sub-district were able to

enjoy the greater share of the scheme benefits. Claim

submission increased as a result of interventions that

seem to have strengthened awareness of and trust in a

community based health insurance scheme.

Trial registration Clinical trials NCT00421629.

INTRODUCTION

Poor people in developing countries are less likely to
seek care when sick than those who are better off.1-3

Community based health insurance can potentially
protect people from healthcare costs and ensure equi-
table pooling of risk between richer and poorer, and
sick and healthy, members.4 The World Health
Organization has called for investigation of mechan-
isms to bring the poor into such schemes.5

The scope for equitable redistribution of resources
through community based health insurance schemes
may be limited. Membership is generally small6;
schemes cover on average around 10% of target
populations.7 Community based health insurance has
tended to exclude the poorest people from
membership,8 9 generally charging a flat premium
that is unaffordable.8 Utilisation of health care by
insured members has been found to be higher among
households located close to health facilities, probably
the better off ones.8 10 Studies in Rwanda and the Phi-
lippines found that utilisation by socioeconomic status
was equity neutral among insured people and inequi-
table among uninsured people.11 12

According to WHO, more than 75% of total expen-
diture on health in India is private.13We assessed inter-
ventions aimed at improving the distributional impact
of a community basedhealth insurance scheme in rural
India.

METHODS

Since 1992, the Self Employed Women’s Association
(SEWA)—a trade union of more than half a million
poor women working in the informal sector and
based in the Indian state of Gujarat—has been provid-
ing insurance to its members and their families. The
insurance is voluntary, combining insurance for assets,
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life, and hospital admission in a single policy. In 2003,
SEWA Insurance had 101 809 members in Gujarat
state, two thirds of them (67 584) in rural areas and
one third (33 080) in Ahmedabad City. The scheme
is run by a team of fulltime staff and local women
leaders (aagewans), who link members and scheme
administrators.
Surveys in 2003 found that the poorest households

in the general population were able to enrol in the
scheme.14 The submission of claims for hospital admis-
sion was equitable in Ahmedabad City; however, in
rural areas, financially better off members were signif-
icantly more likely to submit claims than were the
poorest members. Qualitative research revealed that
poor people faced barriers to accessing hospitals,15 as
well as barriers to filing an insurance claim.
We developed and tested in a randomised trial the

impact of two interventions that aimed to improve the
equity of claims in rural areas. These interventions
were after sales service and supportive supervision
and prospective reimbursement, implemented singly
and together. After sales service and supportive super-
vision involved aagewans making house to house edu-
cational visits to SEWA Insurance members after
enrolment. Prospective reimbursement allowed mem-
bers to be reimbursed before discharge from hospital.
To reduce contamination, we randomised the trial at

the level of sub-districts, an existing administrative
unit. We considered sub-districts for inclusion if they
had 500 or more female SEWA Insurance members
aged 18 or above in 2003.After exclusions, we selected
16 of the remaining 23 sub-districts with the highest
number of female SEWA Insurance members. Within
the selected sub-districts, the interventions were to be
delivered to all female and male members of SEWA
Insurance for 2004 and 2005 for whom address data
were available and could be located. We randomly
allocated four study sub-districts to each of after sales
service and supportive supervision, prospective reim-
bursement, both, and standard scheme (control). Inter-
ventions were launched on 1 August 2004, and
continued to the end of 2005.
The primary outcome measure was the socioeco-

nomic status of claimants relative to the membership
base in their sub-districts of residence. Just before the
beginning of the trial, a representative survey of the

general rural population fromwhich SEWA Insurance
draws its members gathered data on markers of socio-
economic status.16 Based on this data we developed a
summary index of socioeconomic status.16 We ranked
the membership base in each sub-district according to
socioeconomic status, so that the poorest household
ranked zero, thewealthiest 100, and themedian house-
hold 50. For claimants, we converted values for the
index of socioeconomic status into sub-district scores
(on the 0-100 scale) by linear interpolation of data for
member households in the same sub-district.
Secondary outcomes were rates of enrolment in SE

WA Insurance, mean socioeconomic status of the
insured population relative to the general rural popu-
lation, and rate of submission of claims.

Statistical analysis

We stratified sub-districts by mean socioeconomic
status of claimants (relative to members). Within each
of four strata, we randomly assigned sub-districts to an
intervention or standard scheme. Neither the partici-
pants nor the personnel could be blinded to inter-
vention assignment after randomisation. We used
a mixed effects regression model to estimate all
coefficients.

RESULTS

All 16 clusters randomised at baseline were retained at
follow-up. At baseline, the four treatment groups were
very similar with respect to the primary outcomemea-
sure, the mean socioeconomic status of claimants rela-
tive to members in the same sub-district. Secondary
outcome indicators were quite variable between
groups: enrolment rates were 26.7-52.6/1000 general
population, socioeconomic status of members relative
to the general populationwas 41.6-51.2 per group, and
submission rates for hospital admission claims were
8.9-19.2/1000 members per group.
Rates of coverage of the interventions were high. In

after sales service and “both” areas, 96.3% and 97.8%
of respondents reported receiving the reminder wall
piece. In prospective reimbursement and “both”
areas, 82.1% and 85.6% of respondents reported
receiving the silver identity card needed for receipt of
reimbursement in hospital. After the intervention,
respondents in the intervention areas were no more
knowledgeable about SEWA Insurance than those in
the standard scheme area (see bmj.com). That is, the
interventions did not seem to have any significant
impact on knowledge, as assessed by this survey.
The survey of claimants showed that members in

different intervention areas differed significantly in
terms of how they first notified SEWA Insurance of
their claim. In prospective reimbursement and
“both” areas, claimants were 25.4-27.0 percentage
points more likely than those in the standard scheme
areas to have first notified SEWA Insurance of their
claim by calling from the hospital before discharge.

Time effect and intervention effect†

Indicators Change in all groups (2003-5) Any intervention effect?

Members per 1000 population −13.8 (−31.8 to 4.2) No; P=0.899

SES of members (relative to population) 6.9*** (3.0 to 10.8) No; P=0.915

Claims submission per 1000 members
(nine months)

21.6*** (15.4 to 27.8) No; P=0.236

SES of claimants (relative to members) −4.1 (−10.1 to 1.9) No; P=0.810

SES=socioeconomic status.

***P<0.001.

†Impacts expressed as absolute changes; point estimates, 95% confidence intervals, and P values derived from

mixed effects regression models relating each outcome to intervention group, time, and the interaction of the

two, accounting appropriately for clustering within intervention areas and within sub-districts.
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Between 2003 and 2005, the mean socioeconomic
status of SEWA Insurance members (relative to the
rural population of Gujarat) rose significantly, on aver-
age by 6.9 on the 100 point scale (P<0.001) (table). No
association existed, however, between the inter-
ventions and either changes in the enrolment rate or
the change in socioeconomic status of members.
Rates of claims increased significantly, on average by
21.6 per 1000 members (P<0.001). However, differ-
ences between the intervention groups and the stan-
dard scheme were not significant. Neither time nor
interventions had any systematic effect on the socio-
economic status of claimants relative to members in
the same sub-district.

DISCUSSION

In a community based insurance scheme in rural
Gujarat, neither switching from reimbursement to
upfront payment nor strengthening contacts between
members and administrators was sufficient to ensure
that the poorer members in each sub-district were
able to enjoy the greater share of the scheme benefits.
Instead, the rate of claims increased across the study
area. This was in spite of the fact that we achieved
high rates of coverage with our interventions.

Strengths and limitations

Our trial was based on a small number of randomisa-
tion units (sub-districts) in each intervention group, but
was not underpowered on the primary outcome. The
trial does seem to have had disappointingly low power
with respect to the secondary outcomes. Large
increases in rates of claims occurred in 11/12 inter-
vention sub-districts, comparedwith only 1/4 standard
scheme sub-districts (figure), but these contrasts were
not statistically significant (table). Both interventions
involved making individual contact with members in
their homes, and we believe that this feature of the
interventions had a greater impact than elements
unique to either specific intervention. Qualitative

interviews revealed that members greatly appreciated
the home visits, even though our postintervention sur-
vey suggested that the visits did not increasemembers’
knowledge about the scheme’s benefits or processes.
An additional limitation of the trial may have been

the short period allowed for implementation and then
stabilisation of the interventions. When we started to
monitor the primary outcome, the interventions had
been running for a maximum of eight months.
The cluster randomised design brings both advan-

tages and disadvantages. The study has strong internal
validity, and we used qualitativemethods both at base-
line and during implementation of the interventions to
understand the processes at work.14 15 Relevance to
other settings depends on understanding the context
of the insurance programme and the factors that influ-
ence its operation, including aspects such as physical
access to health services that we were not able to cover
in the trial.

Policy implications

The lack of equity impact in our trialmayhave resulted
from a variety of factors. Firstly, the interventions did
not tackle barriers such as distance to hospital, trans-
portation costs, and the opportunity costs of hospital
admission. Secondly, the interventions were more
effective than anticipated among less poor members,
suggesting that barriers faced by the poorest people
in seeking hospital admission and submitting a claim
were just as relevant to the less poormembers. Thirdly,
although the interventions were designed to meet the
specific needs of the poorest members, we had no way
of delivering them selectively to these people.
This study feeds into a small but developing litera-

ture on whether and how community based health
insurance can benefit the poorest people. SEWA insur-
ance has some unusual features, including its base in an
organisation of which the prime goals are to organise
female workers to achieve work security and self reli-
ance. This contrasts with an alternative approach to
community based health insurance, in which a single
purpose organisation is formed to provide insurance.
The relative merits of different organisational and
management approaches to community based health
insurance need to be explored further.
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WHAT IS ALREADY KNOWN ON THIS TOPIC

Community based health insurance is often cited as a
means of improving access to health care and financial
protection in developing countries

The scope for equitable redistribution of resources by such
schemesmay be limited by small membership, exclusion of
the poorest people, and inequitable utilisation of benefits

No previous study has evaluated strategies for improving
the uptake of benefits of a community based health
insurance scheme by its poorest members

WHAT THIS STUDY ADDS

Neither switching from reimbursement to upfront payment
nor strengthening contacts between members and
administrators was sufficient to ensure that poorer
members were able to enjoy the greater share of the
scheme’s benefits

A memorable patient

Lost in the process
Acknowledging her resilience and creativity and how
difficult it must have been, I asked if she could describe
how the problem had affected her life. Her response—
pain, anger, frustration, and tears were her constant com-
panions. “Feeling dumb” at primary school; this worsened
throughout high school. To indicate her attendance at
school exams, she would sign and hand in blank papers.
Hating reading, she easily became frustrated and emo-
tional, often complaining of “being tired” while reading
or studying. Her mother assumed she was avoiding
homework, and there would be arguments. Memories
of the schoolroom were of fear and trepidation. Oral
reading was “torture.”

Remembering her distress and anger when people
laughed at her inability to spell, she recalled all the tricks
she used to disguise her problem—taking paperwork
home for family and friends to fill out, or asking staff to
complete them.Describing the toughest part of livingwith
dyslexia, she said, “I felt sad when telling my 75 year old
mother. She had lived with the guilt and the heartache of
being unable to helpme: I just felt relieved.”Hermother’s
words—“I should have known”—still brought pain.

She learnt to read magazines and newspapers. She
maintained an 11 year friendship by correspondence,
initially writing phonetically. Time passed, spelling and
comprehension improved, she made fewer mistakes and
wrote longer letters.

While undergoing medical procedures, she had found
memories of traumatic school experiences resurfacing,
culminating in her visit today. Confronted by her “inade-
quacies” once again, she felt devastated by her inability to
handle the situation and overwhelmed by the lack of
“caring” by professionals. She handed me a well worn
letter, from which I learnt she had “dyslexia.”

When reading, she sees one word at a time. On
completing a line and moving on to the next, she often
starts to read the wrong line and then has to go back
to find the correct sentence. Letters will occasionally
“disappear” at the start of words or sentences, necessi-
tating re-reading the sentence and guessing at what the
wordmight be. She might then add “words that just aren’t
there.” She explained that most people do not admit
to having dyslexia or reading difficulties. People who
work in a system see only a process where “time is of the
essence.” They don’t see the person within that process.
In anguish, she cried, “I am not stupid, I can read.
There needs to be insight and understanding of the
difficulties we face.”

Listening to her story of the emotional impact of dys-
lexia, I reflected on what had occurred. The assumption
that she could read, confusing paperwork, the use of “jar-
gon,” the lack of opportunity to clarify matters, the lack of
control over her situation, and the apparent lack of com-
passion among staff were all an indication that we had
failed her. My gut instincts told me something more had
been overlooked. Puzzled, I looked up and saw the light
reflecting the bright blue of her corrective “Irlen” lenses:
her tinted glasses were not a fashion statement, they were
necessary for deciphering print.

Her visit provided a powerful message about the lack of
awareness we health professionals can display when
caught up in “processes.”On reflection, I realise that, to
provide the best outcome for our patients, perhaps we
need to ask: “What are they not saying?”

Lynette Wilkinson social welfare worker, John Hunter Hospital,

Newcastle, Australia lynette.wilkinson@hnehealth.nsw.gov.au
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