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ABSTRACT

In healthcare system, financing of healthcare
is an important function. With the help of health
service coverage and financial protection, it can
enable the Universal Health Coverage. Good
financing of healthcare means the out-of-pocket
expenditure should be low. For an efficient
healthcare system, the need of affordable health
careisamust. But a large part of the population
of the country could not afford the expensive
healthcare service or they receive inferior quality
of healthcare service after the out-of-pocket
expenditure. The main source of health financing
istax-based health insurance, Government health
insurance, private health insurance and out-of-
pocket expenditure. Most people of Jharkhand’s
main source of health financing is out-of-pocket
expenditure, because they do not have any kind of
health insurance. Under out-of-pocket expenditure
own saving comesfirst asfinancing of health care,
then comes selling of property, borrowing from
families and friends, loan from banks, etc. There
is lack of knowledge among people about
Government or private health insurance scheme,
due to which they could not avail the health
insurance facility. The Government of Jharkhand
should need to focus on this problem.

KEY WORDS
Health, Finance, Economic, |nsurance, Out
of Pocket Expenditure, Patient.

INTRODUCTION

Wl financing of healthcare meansthe out-of -
pocket expenditure should low. For an efficient
healthcare system, the need of affordablehedlth care
isamust. Commercia growth of the health services
and physical facility givereasonsfor the condition of
wideinconsistency in the outreach of the healthcare
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system to the popul ation acrossthe countries of the Globe and even in different parts of the country. To
achieve Universa Health Coveragefor all the people, aproperly justified and healthy commerciaswould be
themost important factor. A large part of the population of the country could not afford theexpensve hedthcare
serviceor they receiveinferior quality of healthcare service after the out-of-pocket expenditure. Itisawide
problem for the people on how to direct the expenses of the hedlthcare. The Government must make surethat
thepopulation arenot deprived of the hedlthcare servicesif they areunableto pay for theincreased expenses.
In our country India, there are multiple ways of paying up people’s healthcare expenses which includes tax-
based hedthinsurance, Government hedthinsurance, private health insurance and out-of -pocket expenditure.

Objective of the Sudy
»  Tostudy thesourceof hedthfinancingin Jnarkhand.
» Toexaminethetypesof hedthinsurance among the Jharkhand popul ation.

M ethodology

The analysis has been based on the desk research. The secondary dataresearch has been acquired
from variousprint sourcesincluding but not limited to sudy of Nationa Health Profile Report, NFHSreports,
Jharkhand Economic Survey, WHO reports, etc. As per theanalysis, variables are chosen to quantify and
examinethe hedthcare systemin Jharkhand healthinsurance, Government health insurance, out of pocket
expenses, etc. Tabular and Graphical anaysis has been done where deemed needed.

Review of Literature

The memorandum of health schemein Indiapresently prescribesan insurance-based funding process
to cover the Universal Health Coverage, overlooking the part of panoramic health care system through the
Government. Hooda (2017) explainsthat the health insuranceis not ableto achieve successin keeping away
afamily from poverty which is caused by the out-of -pocket expenditureasit literally only worksfor the
wefareof thetraditionad hedlth funding system. The servicesof freeor affordable hedlth care by the State will
be supportive addition to the hea th of the population, attending deficienciesand incons stencies acrossthe
districts, and making the affordable medicineand |ab diagnosticsreach for dl.

Jaitly et al. (2018) suggeststhat the state provided health insurancefacilities do not completely focus
the absol ute needy, meanwhilethe Government isa so not ableto completely control theprivate sector. These
factorsagain went overlooked by the Government when it declared the National Health Protection Schemes.
Indirectly these schemeswill again form another meansfor the prosperity of the private sector and regional
affairssection.

Priya (2004) studiesthe budget on health sector for the year 2004. Budget 2004-05 allot agreater
section of money for improvising the health state of the middle classand poor families. Sheta ksabout three
areas of health, family welfare and AYUSH (Ayurveda, Yoga and Naturopathy, Unani, Siddha and
Homeopathy). Shementionsthat the Budget plan isinadequate. The standard of health servicereadily needs
to improve morefocusing towardstherural areas, asthereisscarcity with only 1 doctor per 100 bed facility.

According to thefactua resultsof Garg et a. (2018), the proportion of deliveriesthat took placein
publicfacilitiesincreased by threetimesinrural areasand by 1.5 timesin urban areas between 2004 and
2014, with most of them happening indistrict hospitals. M oreover, the average out-of -pocket expenditurefor
childbirth a Government facilitiesreduced by 36% inrural areasand by 5% in urban areas. However, there
wasasgnificant variation in the out-of -pocket expenditure on medicine, diagnosticsand transportation. The
Government policiesto encourageingtitutiond delivery haveled to animprovement in the utilization of public
facilitiesand adecrease in out-of -pocket expenditure, but more effortsare needed to extend the benefitsto
the disadvantaged groupsin urban areas.

Thestudy by Falkingham et d. (2010) investigated the changes of out-of-pocket spendingin Kyrgyzstan.
The study reveal ed that, there was aconsiderabl e enhancement in thefinancial accessto healthcareamong
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people. Theintroduction of co-paymentsfor only hospital careresulted in less patients reporting paying
medical personne, but when they did, the paymentswere higher. Although financia accessto outpatient care
increased, the effect of hedth paymentson thelow-incomegroup wasstill significant.

The study by Ozturk et al. (2013) investigates the link between health expenditure and economic
growth inboth short-run and long-runin acountry that isamember of the European Union. Thestudy shows
that, thefavorablelink between health spending and growthin these countriesismixed, with no effect andis
two-way. The study impliesthat the direction of the effect between health spending and growthisspecificto
each country.

Jakovjevicet d. (2016) explain how the proportion of global health spendinginlow- or middle-income
countrieskept increasing over thelong term. The BRICS countrieswerethe main contributorsto thischange
sincethe 1990s. The study examined Government, private and out-of-pocket health spending based on
WHO data. The study also forecasted the national health spending until 2015 using amacroeconomic fiscal
surplusgrowth mode . Despitethediversity of theBRICS, al countriessucceeded inincreasing their spending
on health caresignificantly. Out-of-pocket spending waslargely reduced. Theremarkableprogress of China
wasthereason for theincreasing share of most of the BRICSin global health spending.

Jakovljevic (2014) eva uateshow thegloba conditionsaffect many sectorsof the economy, including
the globa demand for and supply of health care services. A major e ement of thiseconomic growthisthe
existence of alargemiddleclassin each of the BRIC countries. Both health insurance coverage and package
of servicescovered by the health insurance schemesare growingin BRIC countries. Equally important isthe
globd risein wealth capacity in BRIC countries, followed by theincreasing accessibility of alarge portion of
medical goodsand servicesthat are usually paid for out-of-pocket by the genera public.

Thewillingnessto pay for health care serviceswas affected by both the ability to pay and thefactors
that limit theability to pay of poor familiesworkingintheinforma sector inan urban dum of South Delhi. Nair
and Dhingra (1998) report on the study that only 46% of the sample’s households had the ability to pay for
health care and devel op aregression model that the househol d would spend about 3.82% of their monthly
incomeon hedlth care.

Dong et d. (2004) examinesthe study of Indonesiahealthinsurance preparednessto pay for the slf,
compared to for other family members. It was observed that in an average the preparation by the head of
household to pay for insurancefor self was doublethe averageto pay per member of the household. Elder
member of the househol d, women and thosewho werelesseducated werea so unwilling to pay compared to
the younger people, male, poor and the onewith higher education.

Akhter and Larson (2010) conducted astudy in Bangladesh on the willingnessto pay among rural
population for zinc treatment. They found that higher socio-demographic status, higher education level of
father and younger age of mother positively influenced the willingnessto pay. They concluded that selected
protection and sel ected communi cation activities, especidly for lower incomeand | ess educated popul ations,
could be hel pful to achieve program objectives.

According to Multa (2011), the study revealsthat in India, people who can afford health care are
receivingit for free, whilethe BPL haveto pay immediately and incur high costsfor health carethat they
cannot bear. Thestudy recommendsthat improving services and securing Government health carefacilities
and regulation of the private health market are potentia solutions.

The study by Mudgal et al. (2005) showsthat, using the 52nd round of NSSO dataand excluding
some ST families, only 3 out of 73 regionsin Indiaseemto beunaffected by rural health problems. Theresults
arerobust to spatia diversity and dataadjustments based on ethni city and occupation.

According to George (2005), the 55th round of NSSO data reveals that a significant part of the
population spends abig part of their monthly income on health care. People who earn the least spend a
varyingamount of theirincome on hedth. The study arguesthat K eralaneedsto offer affordable quaity health
care, asitsprivate hedth sector isgrowing without regul ation and its public health care haslimited coverage.

October to December 2023 www.shodhsamagam.com

I F
ADouble-Blind, Peer-Reviewed, Referred, Quarterly, Multi Disciplinary and Bilingual wngzsﬁcgoe 1567
Inter national Research Journal '



PriyaNandi
Page No. 1565 - 1574

ISSN : 2581-6918 (E), 2582-1792 (P)
Year-06, Volume-06, |ssue-04

SHODH SAMAGAM

Thestudy by Danish et d. (2007) presentsaschemethat offersextreme health benefitsto apopulation
that iseducated but has no experiencewith healthinsurance. Theanaysisin thisreport givesthe assurance
that thereare different options of package structuresthat can be distinguished even withinalimited premium
and that the premiumisthemain factor that determinesthehealthinsurance coverage.

Out-of-Pocket Expenditure

In India, householdsfinancetheir heathcare mainly through out-of-pocket expenditure. Although most
health insurancesoffer at |east 24 hours of hospitalization, many heathcare servicesaredaycareor fulfilled
from outpatient departments, which are not covered by health insurance. Evenin caseswherethese services
arecovered, theexpenditureis capped to aminimum amount. Additionaly, medi cineexpensesfor outpatients
area so covered aspart of out-of-pocket expenditure, making it difficult for peopleto managetheir lifestyle
incaseof illness. Thecost of treatment in private healthcareingtitutionsis higher compared to Government
hedlthcareindtitutions, resulting in higher out-of-pocket expenditurefor theformer. However, private hedthcare
indtitutionsbenefit fromthelack of humanresourcesandfacilitiesin Government hedthcareindtitutions, providing
better quality andtimely serviceto people.

Table 1: Average out-of-pocket expenditure per in-patient casein last 365 daysin Jnarkhand (excluding

childbirth)
Types of Hospitals Male Female | Person
Government Hospital 5,396 3,141 | 3,959
Private Hospital 33,767 20,127 | 26,753
NGO/Trust/Charitable 8,228 59,877 | 22,047
All 20,841 13,034 | 16,554

(Source: National Health Profile 2021)

Itisclear from the abovetablethat maximum out-of-pocket expenditure (average) undergo for the
peoplein-patient in private hospital . Then next out-of-pocket expenditureiscosted for the peoplein NGO/
Trust/Charitable. Lastly, out-of-pocket expenditure costed for the peoplein Government hospital.

Table2: Average out-of-pocket medical expenditurefor ingtitutional delivery

Types of hospitals Rural | Urban | Total

Government Hospital 1,238 | 2,236 | 1,348
Private Hospital 13,209 | 17,545 | 14,816
NGO/Trust/Charitable | 11,330 | 16,870 | 14,948
All 3071 | 9,679 | 4,197

(Source: National Health Profile 2021)

Itisclear from the above tablethat maximum out-of -pocket expenditure (average) go through for
ingtitutional delivery by the peoplein NGO/Trust/Charitable. Then next out-of-pocket expenditure born by
the peoplein privatehospital. Lastly, out-of -pocket expenditure enduresby the peoplein Government hospita.

Health Insurance in Jhar khand

Diseasesareasignificant cause of poverty for many househol ds. In many househol ds, one can hear
storiesof people being in debt or having sold their land because they could not afford the treatment of the
disease. Hedlthinsurance can provide agreat protection to househol dsby degrading financial risk duringa

hedlth emergency. It further assistsin subtracting any monetary stress, better health services, enhanced reach
to healthcare, etc.
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Table3: Hedlth insurance covered among women and men in Jharkhand

Health Insurance Coverage Rural | Urban
Percentage of Female Covered by Any Health Insurance 39.0 28.0
Number of Females 19,971 | 6,524
Percentage of Male Covered by Any Health Insurance 45.1 32.7
Number of Males 2,291 846

(Source: National Family Health Survey-5)

Itisclear from the abovetablethat most of the population in Jharkhand isnot covered by any kind of
hedlthinsurance. Peoplewho are covered by hedlth insurancein Jnarkhand, whereinrura areathe percent of
femaleisless(39%) in comparison to mae (45.1%) and in urban aread so the percent of femaeisless(28%)
in compared to make (32.7%).

Table4: Percentage of hedlth insurance coverage among householdsin Jharkhand

Type of Health Insurance Coverage Among Rural | Urban | Total
Households
Employees' State Insurance Scheme 4.6 0.8 1.6
Central Government Health Scheme 114 2.2 4.0
State Health Insurance Scheme 3.5 0.5 1.1
Rashtriya Swasthya Bima Y ojana 2.6 4.4 4.0
Community Health Insurance Program 0.5 0.1 0.2
Other Health Insurance Through Employer 2.1 0.1 0.5
Medical Reimbursement from Employee 1.8 0.0 04
Other Privately Purchased Commercial Health Insurance 2.0 04 0.7
Number of Households 2,289 | 9,214 | 11,502

(Source: National Family Health Survey-5)

Itisclear from the abovetablethat most people of Jharkhand who have hedlth insuranceis covered by
Government hedlth schemes Rashtriya SwasthyaBimaY ojana(4%) and Central Government hedlth scheme
(4%). This is followed by the coverage of employees’ state insurance scheme (1.6) for most people. Then
next the peopl e coverageiswith state hedlth insurance scheme (1.1%). Thisisfollowed by the coverage of
other private sold commercia health insurance (0.7%), other health insurance through employer (0.5%),

medical reimbursement from employee (0.4%) and community heathinsurance program (0.2%).
Fig. 1. Percentage of hed th insurance coverage among householdsin rura and urban areaof Jharkhand

OTHER PRIVATELY PURCHASED COMMERCIAL HEALTH m
INSURANCE 4
MEDICAL REIMBURSEMENT FROM EMPLOYEE 1.8 n
OTHER HEALTH INSURANCE THROUGH EMPLOYER 2.1 m
COMMUNITY HEALTH INSURANCE PROGRANMME m
0.5
RASHTRIYA SWASTHYA BIMA YOJANA 2.6 m
STATE HEALTH INSURANCE SCHEME 3.5 m
CENTRAL GOVERNMENT HEALTH SCHEME 11.4 m
EMPLOYEES' STATE INSURANCE SCHEME 4.6 m
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Government Health Insurance Schemes

The gtate and centrd Governmentsof Indiahavelaunched severd hedthinsurance schemes, whichare
funded entirely by the Government. These schemesaim to provide health insurance coverage to households
bel ow the poverty lineand informal communities, with minimum or no contribution from beneficiaries. The
shift towardsafinancing and i nsurance-based system entirely from public resourceswoul d bring about a
ggnificant changeinthefundamental natureof hed thcarefinancing for households. Until now, publicinvestment
in healthcarewasalmost exclusively used to finance the public hedth system providing services. However,
with theintroduction of these schemes, the same fundswill be rerouted to finance and insurance-based
systems.

Table5: Percentage distribution of people by coverage of scheme of health expenditure support in

Jharkhand

Different scheme of health expenditure support in Jharkhand | Rural | Urban
Not covered 100 97.8
Govt. sponsored insurance scheme 0 0
Govt./ PSU as an employer 0 11
Employer supported health protection (other than govt /PSU) 0 0.5
Arranged by household with insurance companies 0 0.5
Other 0 0.2

(Source: National Family Health Survey-5)

Itisclear from the abovetablethat peopleinrura areasof Jharkhand are not covered by any health
expenditure support schemes. In urban areas, 97.8% of people are aso not covered by any such schemes.
Thenext largest group of people, 1.1%, are covered by the Government or public sector asan employer. The
next largest group, 0.5%, are covered by empl oyer-supported health protection (other than Government or
public sector) and arranged by householdswith insurance companies. Lastly, 0.2% of the peopleare covered
by other schemes of health expenditure support in Jharkhand.

Fig. 2: Percentage distribution of people by coverage of scheme of health expenditure support inrural and
urban areaof Jharkhand

Rashtriya Swasthya BimaYojanawas launched in 2008 by central Government of India, itsrevised
version wasrelaunched after adecadein 2018 named Ayushman Bharat Pradhan Mantri JanAarogyaYojana
(AB-PMJAY). Theschemeprovidesfinancia coveragefor hospitdization viainsurancefor theentirefamily.
The usage of the schemeisdependent on handling of the assured health servicesthrough private hospitals.
Moreover, thereareinadequatejustification on theavail ability of private hospitalsdueto thelack of aproper
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database. Listing of private hospita sby insurance companiesiscomparatively rarein Indiainlow per capita
income states, whereis cons derabl e proportion of eligible beneficiariesunder the schemeisfocused. Even
though, thisschemeisonly for thefinancialy deprived section of peoplebut to theissue of getting theright
BPL familieseach poverty linefamilieswould have got theinsurance card.

Seeing thesuccessof the Centrd Government schemeAB-PMJAY, the State Government of Jharkhand
has|aunched Ayushman Bharat M ukhyamantri Jan ArogyaYojana(AB-MMJAY) in 2022. Theschemeisa
satelevel version of AB-PMJAY. Under this schemethe state Government hasto provide healthinsurance
cashlessand paperl esstrestment up to 51akhs Rs. to digiblecamants. The schemesMukhyamantri Swasthya
BimaYojanaand Mukhyamantri Gambhir Bimari Upachar Yojanahas merged under thisscheme. Thestate
Government mission to provide health care servicesespecialy poor and remoteareashousehol dsto decrease
theno. of diseasesand reducethe burden of financing of health of the househol ds.

Table6: List of hospitalsunder AB-MMJAY in Jharkhand

Public Central Private Private Total
Districts Hospitals | Government | Hospitals | Hospitals (not
Hospitals for profit)

Bokaro 13 5 34 2 54
Chatra 7 1 7 0 15
Deogarh 9 0 30 1 40
Dhanbad 10 5 38 3 56
Dumka 10 1 8 0 19
Garhwa 10 2 31 4 47
Giridih 12 1 23 1 37
Godda 8 1 17 3 29
Gumla 11 1 4 4 17
Hazaribagh 10 4 33 1 48
Jamtara 5 0 6 0 11
Khunti 6 2 2 3 13
Kodarma 6 0 14 1 21
Latehar 7 2 4 0 13
Lohardaga 5 2 16 2 24
Pakur 8 0 8 0 16
Palamu 10 1 35 6 52
Pashchimi Singhbhum 16 7 13 0 36
Purbi Singhvhum 12 5 33 4 54
Ramgarh 4 4 32 3 43
Ranchi 22 10 93 25 150
Sahibganj 7 0 4 1 12
Saraikela 8 1 18 5 32
Simdega 7 0 4 1 12

(Source: Jharkhand Economic Survey 2022-23)

Form theabovetableitisclear that, thehospitd saredivided in four categoriespublic hospitds, Centra
Government undertaking hospitals, private hospital sand private hospitals (not for profit). Ranchi hasthe
highest no. of hospital and Jamtarahasthelowest no. of hospitalsunder AB-MMJAY. In Jharkhand the total
no. of hospitalsis815 under thisscheme.
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Fig. 3: List of hospitalsunder AB-MMJAY in Jharkhand

CONCLUSION

In healthcare system, financing of healthcareisan important function. By the help of health service
coverage and financia protection, we can achieve Universal Health Coverage. In India, therearemultiple
ways of paying up people’s healthcare expenses which includes tax-based health insurance, Government
hedlth insurance, private hedlth insurance and out-of-pocket expenditure. A large part of the popul ation of the
country could not afford the expensive hedlthcare service or they receiveinferior quality of hedthcareservice
after the out-of -pocket expenditure. It isawide problem for the people on how to direct the expensesof the
hedthcare. Thecost of treestment in private hedthcareingtitutionsishigher comparedto Government hedthcare
ingtitutions, resulting in higher out-of-pocket expenditurefor theformer.

Health insurance can provide agreat protection to households by degrading financial risk duringa
hedlth emergency. It further assistsin subtracting any monetary stress, better health services, enhanced reach
to hedlthcare, etc. Although most healthinsurancesoffer at least 24 hoursof hospitalization, many healthcare
servicesare daycare or fulfilled from outpatient departments, which are not covered by health insurance.
Medicine expensesfor outpatientsare a so covered as part of out-of-pocket expenditure, making it difficult
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for peopleto managetheir lifestylein caseof illness. Most of the peopl e of Jharkhand have not got any kind
of health insurance. Their main source of health financing is out-of -pocket expenditure, under which own
saving comesfirst asfinancing of health care, then comes salling of property, borrowing from familiesand
friends, loan from banks, etc.

The State and Central Governmentsof Indiahavelaunched severd healthinsurance schemes, which
arefunded entirely by the Government. These schemesamto provide hedlth insurance coverageto households
below the poverty line and informal communities, with minimum or no contribution from beneficiaries.
Government health schemeslike Rashtriya SwasthyaBimaYojana, Ayushman Bharat Pradhan Mantri Jan
Aarogya Yojana, central Government health scheme, the coverage of employees’ state insurance scheme,
state heal th insurance scheme like Ayushman Bharat M ukyamantri Jan AarogyaYojanaismost popularin
Jharkhand. Some other insurance sourcesare private sold commercia insurance, health insurancethrough
employer, medica reimbursement from employee and community health insurance program.

But thereisalack of knowledge among peopleabout Government or private health insurance scheme,
dueto whichthey could not avail the health insurancefacility. The Government hasalso not madeany such
arrangement to spread awareness about the health scheme to make people aware. The Government of
Jharkhand should need to focusonthisproblem. Also, all thehedthinsurance schemesof the Government are
for BPL people only. Hence, private health insurance companies also need to keep their “premium’ costs low
sothat morepeoplecan avail ther facilities.
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