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healthcare: Problems associated with below poverty line cards
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Abstract

This study examined the effect of out-of-pocket expenditure
of patients on their illness and other household changes
impacting on their well-being, and assessed the socioeconomic
status and below poverty line (BPL) card status among patients
at the All India Institute of Medical Sciences, New Delhi. We
did a hospital-based cross-sectional study of 374 inpatients
and outpatients. Among the 374 study subjects, more than
69% of poor did not possess a BPL card. On the other hand,
5.5% of the above poverty line patients among the respondents
possessed a BPL card. Of those having BPL cards, 84.4%
belonged either to the lower middle, upper lower and lower
socioeconomic status categories. Our data suggest that the
inaccuracies in providing BPL cards limit access of the genuine
poor to healthcare. In the light of national-level surveys on
accessing healthcare and out-of-pocket expenditure by patients
there is a case against ‘targeting’ in the delivery of public health
services and user charges have an adverse impact on access to
healthcare by the poor.
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INTRODUCTION

Levying of user chargesat thetime of availing healthcare services
iswidely prevalent in publicly financed healthcarein India. This
practiceaffectstheability of thepoor to accesshealthcare services
is often dismissed on the ground that those possessing below
poverty line (BPL) cards are exempt from such payments. A few
hospital-based studies provide evidence! that there are major
errors in the inclusion and exclusion of people in the BPL
category. Hence, whether poor patientsareactual ly being excluded
from the healthcare safety net remainsamatter of conjecture. We
did this survey at the All India Institute of Medical Sciences
(AlIMS), New Delhi to examine the effect of out-of-pocket
(OOP) expenditureof patientsontheirillness, dietary consumption
and other househol d changes, aswel | asto assessthe socioeconomic
and BPL card status of the respondents.

METHODS
This hospital-based, descriptive, cross-sectional study was done
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among outpatients and inpatients of the Departments of
Gastroenterology and Human Nutrition, and Cardiology as well
as Comprehensive Rural Health Services Project hospital,
Ballabgarh, Haryana between September—October 2005 and
January 2006. Thepatient and/or any adult family member wasthe
respondent. After obtaining verbal consent, the interviewer
explained al the pertinent information of the study and allowed
the respondents an opportunity to ask questions and verified that
they understood the information.

A pre-designed and pre-tested semi-structured interview
schedule with both closed- and open-ended questions was used.
The interview schedule was pre-tested by administering it to 20
participants(datanotincludedinthisstudy). Besidesquestionson
per capita income, dietary consumption, expenditure patterns,
indebtedness, specific questions on the BPL card were asked
including thoserel ated to awareness, possession, the ' free of cost’
servicesusingthecard, if eligiblehavethey madeeffortsto obtain
such acard, what problemswere faced while making such acard,
havethey seen/heard of abribebeing paid for making aBPL card,
whether they have availed of free treatment at a government
hospital using the BPL card, etc.

The patients' family per capitaincome was also asked for and
their socioeconomic statusasper theK uppuswamy socioeconomic?
status scale revision for the year 2003 was obtained. The BPL/
APL (abovepoverty line) bifurcation of the respondentswasdone
usingtheall Indiapoverty cut-offsfor 2004—05 asdeclared by the
Planning Commission (2009).2 These wereI446.68 for rural and
%¥578.80 for urban aress.

Satistical analysis

Categorical variables were summarized as frequency (%).
Quantitative variables were checked for normal distribution.
Variables following normal distribution were summarized as
mean (SD) while those following non-normal distribution were
summarized as median (range). All statistical analyseswere done
using STATA 9.0 (Statacorp, Texas, US).

RESULTS

Of the 374 patients included (convenience sample), 237 were
males (63.4%). Most of the patients came from rural areas (243;
65%), were outpatients(310; 83.3%) and their median (range) per
capitafamily income(n=278; 74.3%) was3 1085 (Y80-250 000);
96 patientsdeclined to disclosetheir income. Based on the cut-of f
incomefor poverty, 42 of 278 patients (15%) were BPL whilethe
rest were APL (236, 85%). Only 19 of 42 patients (45.2%) who
were BPL by the cut-off income were aware of the BPL card,
whereas 157 of 236 (66.5%) among the APL were aware of the
BPL card.
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TasLE |. Per capitaincome and socioeconomic status of patients
Mean (SD)

368.3 (144.2)

692.1 (452.9)

Upper and upper middle: 7/113 (6.2%)
Lower middle: 8/137 (5.8%)

Upper lower and lower: 30/112 (26.7%)

Median (range)t

50 000 (500-500 000)
70 000 (200-700 000)

Per capitaincome inX

Patients BPL by income cut-off

Patients who had a BPL card

Socioeconomic status of those
who had a BPL card (n=45)*

Expenditure on illnessinX

Among those who had a BPL card
Among those who did not have
aBPL card

BPL below poverty line * The patients were divided into five socioeconomic
categories as per the Kuppuswamy scale.* They were |later grouped into three
categories by merging the top and bottom two categories. T al valuesare
rounded of f

Forty-eight patients had a BPL card. Of these 22 declined to
disclose their income, and 13 each were BPL and APL by the
income cut-off. Hence, 69% (13/42) of the BPL patients did not
have aBPL card but 5.5% (13/236) of those who were APL had
aBPL card.

The median per capita income of BPL patients based on the
income cut-off was almost half that of those who had BPL cards
(Table I). Based on the socioeconomic status, 17.7% (8/45) of
those with BPL cards belonged to the lower middle category and
66.7% (30/45) to the upper lower and lower categories (Tablel).

It is also important that over 50% among those in the BPL
category by the income cut-off were not aware of the BPL card.

DISCUSSION

Poor peoplebeing excluded fromofficial security netsarecommon
and have been part of the policy debate in India.**2 Despite the
fact that these errors occur in various targeted social sector
programmes, policy plannersin both developed and developing
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countries have continued ‘targeting’ and trying to refine the
design of these programmes to improve the delivery of social
services to the poor.

The evidence from national-level surveys (Tables Il to VII)
suggeststhat the strategy of refining designs has not worked. The
share of government hospital sfor non-hospitalized treatment was
aready low but this been decreasing over the years even for
hospitalized patients (Table I1). Thus patients, including those
who are in the BPL category have to increasingly depend on
private healthcare. Thisis often because the healthcare facilities
are too far (19% responders), they are dissatisfied with the
treatment by the doctor/facilities (42%), because of long waiting
hours (11%) and lack of required services (5%).* Therefore,
fewer poor patientsare able (or willing) to avail of free treatment
that they are entitled to in government hospitals.

Inrural areas, 87.3% of patients from the bottom 20% of the
monthly per capitaexpenditure (M PCE) who sought hospitalization
in a government hospital were treated in free wards (Table I11).
Overall, this proportion was 83.9% for rural areas and 87.8% for
bottom 20% of the MPCE and 79.6% all India for urban areas.
However, despite the overwhelming number of patients in the
bottom 20% being treated under the category of free bedsin both
rural and urban areas, there was ahuge OOP expenditureincurred
on hospitalization by these patients (Table IV). Much of this
expenditure was not due to incidental expenses such as travel,
food or accommodation, etc. but duetotreatment-rel ated expenses
inthe hospital. Hence, despiteavailing of concessionsdueto BPL
patients, there was a large OOP expenditure.

Economicaccessto healthcarehasbecomeincreasingly difficult
for the poor due to areal increase in the cost of treatment, and
financial difficulties have resulted in an increasing proportion of
untreated illness (Tables VI and VI1).

Publicly funded social security nets for the poor can be best
ensured when delivered through public facilities. However,

TasLE II. Per 1000 distribution of cases of hospitalized treatment by type of hospital during

2004, 1995-96 and 1986-87

Type of hospital Rural Urban
2004 (60th 1995-96 1986-87 2004 (60th 1995-96 1986-87
NSSround) (52nd NSS  (42nd NSS NSSround) (52nd NSS  (42nd NSS
round) round) round) round)
Government 417 438 597 382 431 603
Non-government 583 562 403 618 569 397
All 1000 1000 1000 1000 1000 1000

Source: Government of India. Statement 24 in *Morbidity Healthcare and Condition of the Aged,” NSS 60th round, Report
No. 507 (60/25.0/1), National Sample Survey Organization (NSSO), Ministry of Statistics and Programme I mplementation,
March 2006

TasLE I11. Per 1000 distribution of hospitalization cases by type of hospital and type of ward as
evident from the 60th National Sample Survey (NSS) round

Sector MPCE Public hospital or dispensary Private hospitals Total
Free Paying All Free Paying All

Rural Bottom 20% 496 (87.3) 66 (11.6) 568 30 (7.0) 397 (93) 427 1000

All India 350 (83.9) 66 (15.8) 417 26 (4.5) 557 (95.7) 582 1000

Urban Bottom 20% 506 (87.8) 71 (12.3) 576 22 (5.2) 402 (94.8) 424 1000

All India 304 (79.6) 78 (20.4) 382 16 (2.6) 602 (97.6) 617 1000

Source: Statement 3.6 in Ministry of Health and Family Welfare, 2007* MPCE monthly per capitaexpenditure
Note: At the time period to which this data belong, both rural aswell as urban poverty ratio was well above 25% of the
population, which isto say that the bottom 20% belonged to BPL category and should as such have been entitled to free
treatment. Valuesin parentheses are percentages
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TasLE IV. Hospitalization expenses () in different types of
hospitals by monthly per capita expenditure (M PCE), 60th
National Sample Survey (NSS) round, 2004

Sector MPCE Government Private All

Rural Bottom 20% 2469 5351 3725
Total 3238 7408 5695

Urban Bottom 20% 2144 5659 3651
Total 2877 11 553 8851

Source: Statement 3.9 in Ministry of Health and Family Welfare, 2007**

TasLE V. Hospitalization expenditure and loss of income (%) by class and sector

Sector Class Average total expenditure on account of hospitalization

Expenses on treatment Other Total expenditure

during hospital stay expenses on hospitalization
Rural Bottom 20% 3725 392 4117 498
Total 5695 530 6225 636
Urban Bottom 20% 3651 256 3906 660
Total 8851 516 9367 745

Source: Statement 3.12, Ministry of Health and Family Welfare, 2007+
Note: Thetotal expenditure on hospitalization isthe average of the expenditure incurred in government and private hospitals

TasLE VI. Comparative average total expenditure () per hospitalized case during past 365 days by
type of hospital—rural and urban, over different rounds of the National Sample Survey (NSS)

VvoL. 30, NO. 6, 2017

Loss of household income

Sector Government hospital Private hospital
42nd round  52nd round 60th round 42nd round  52nd round 60th round
(1986-87)  (1995-96) (2004) (1986-87) (1995-96) (2004)
Rural 1120 3307 3238 (189.0%) 2566 5091 7404 (188.5%)
Urban 1348 3490 3877 (187.6%) 4221 6234 11553 (173.7%)

Source: Statement 3.8, Ministry of Health and Family Welfare, 20073
Note: Comparison of the estimates of average medical expenditure per hospitalized case during 365 days has been done for
rural and urban areas after adjusting the expenditure by consumer priceindex. The figuresin parentheses denote the

percentage increase over the 1986-87 cost.

TasLe VII. Number per 1000 spells of ailment during the past
15 days untreated due to financial reasons over different rounds
of the National Sample Survey (NSS)

Sector 42nd round 52nd round 60th round
(1986-87) (1995-96) (2004)

Rural 153 242 281

Urban 96 198 204

Source: Statement 3.3, Ministry of Health and Family Welfare, 2007

deteriorationin servicesat public hospitals has resulted in adrop
intheir share of hospitalized treatment and even the poor have to
access hospitalized care in the private sector. Simultaneously,
there hasbeen areal increasein the cost of carein both public and
private hospitals over the years, with the rate of increase being
marginally higher for public hospitals.* This shows that levying
user charges in public hospitals on the plea of cross-subsidizing
care for the poor by charging those who can afford to pay while
exempting those with a BPL card from paying these charges is
inappropriate because:

1. Thereareerrorsintheinclusionand exclusion of patientsfrom
those who are in the BPL category and hence entitled to free/
subsidized treatment. In our study 69.1% of BPL patients by
the income cut-off did not possess a BPL card.

2. A number of those not entitled to free/subsidized treatment
possessed BPL cards and hence were able to avail of services

that they were not entitled to. In our study, 5.5% of the APL
category by income cut-off had BPL cards. Further, the mean
per capita incomes of those who had BPL cards was higher
than that of patients below the income cut-off for both rural
and urban areas.

3. For socia security schemesto beimplemented efficiently and
effectively, these need to be supported proactively. There
needstobeamuchgreater avarenessamongall thestakehol ders
regarding the provisionsof theschemeotherwisetheobjectives
of these schemes can be derailed by lack of awareness among
the stakeholders regarding the importance and provisions of
the schemes.

We are not aware of any systematic proactive measures being
takeneither at AlIM Sor at other public hospitalsin Delhi, tomake
poor patientsaware of the privilegesdueto them on possession of
aBPL card and the obligation on the part of healthcare providers
to honour these provisions. Even if targeted interventions for the
poor in hospitals are desirable over universal service delivery,
waiversfor BPL cardholderscan beefficiently facilitated through
measures such as posters and notice boards at prominent places
withinhospital premisesproviding completeinformationregarding
the rights of BPL cardholders and the process for availing these
rights. Help desks can be made available to enable poor patients
to avail of their rights. However, getting sanctions for such
waiversiscumbersome serving asadeterrent for patientsto avail
of the facility.
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The objective of ‘targeting’ in welfare policy is to narrow
down the scope of recipients by applying diagnostic criterion of
means or income, through claw back taxes, behavioural
requirements or status characteristics.®®

However, these are camouflaged as ‘cost containment’ and
‘efficiency’ inreaching resourcesto the genuinely needy because
an obvious attempt to dismantle the ‘universal welfare’ model
would be untenable in view of its continuing popular appeal,
especially in developing countries.

The rhetoric of ‘exempting the poor from user charges’ is
further undermined by the receding role of public healthcare in
health service delivery. Privatization of the social sector services
isacharacteristic of the economic liberalization.’**¢ In India, the
growth of private healthcare has come at the cost of public sector
healthcare.’?' These developments have implied a gradual
deterioration in the services of the public sector due to under-
financing and lack of resources resulting in non-availability of
drugsand other consumabl es, non-avail ability of routinediagnostic
testsand deficiency of healthmanpower. Thisobligesthepatients,
including the poor, to source drugs and other consumables and
diagnostic testsfrom the market. All that isthen availableto them
for freeisthe doctors' consultation, provided they are available,
and the hospital bed, presuming that patientsare not asked for any
informal payments.

As per the 60th NSS round 42.7% of patients even in the
bottom 20% of the MPCE class accessed hospitalized care from
the private sector (Tablell). Thus, if the poor areto be assured of
any healthcare services it can be only through strengthening of
public provisioning free from the motive of profit.

Limitations

Our study dataare old and hence there may have been changesin
the overall performance of the healthcare sector. However, the
focus has even recently been on introducing and enhancing user
charges. Hence, itisunlikely that the overall situation with regard
to access to healthcare with the use of BPL cards has improved.
Of all thequestionswehad planned to ask, datawere satisfactorily
gathered from all the patients only regarding knowledge and
possession of BPL card asthesewere closed-ended questionswith
‘yes and ‘no’ answers. Satisfactory data could not be collected
with respect to other questions from all the patients because (i) a
substantial number of patients did not have any knowledge
regarding the BPL card, (ii) many among those who did know
about the BPL card or had onewerepoorly informed regarding the
benefits of such acard, (iii) as most were outpatients (82.9%), it
was difficult to obtain and record detailed information from them
in a crowded outpatient.

Conclusion

The shift from ‘universalism’ to ‘targeting’ in healthcare policy
has come with the rightward shift in the political and economic
discourse worldwide. This is a generalized thrust towards
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privatizationand commercialization of theheal thcare sector where
thestateissought to beabsolved of itsresponsibilitiestowardsthe
welfare of the people. Consequently, all attempts to remedy the
numerouserrorsof exclusionandinclusioninsuchtargeted social
sector interventions by improving their design are unlikely to
succeed. The need is to create policies to provide healthcare to
poor universally without levying user charges or with amotive of
profit.
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