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	INTRODUCTION


Asia being home for two third of the world poor, some Southern Asian countries still face today the  hugest social exclusion phenomenon in the world with more than 90% of their entire population being deprived of any kind of social protection benefit. While social protection is being increasingly recognized in these countries as a key component of inclusive societies relying on a social justice principle and as a major mechanism to fight poverty, the access to efficient and effective social protection benefits remains a distant dream for many. In recent years, however, many new actors have stepped in and initiated new experiences that could contribute to the gradual extension of social protection to all, especially with regard to the access of medical care, maternity and old-age benefits.
Since 2003, the ILO has been engaged in an effort to document these various initiatives in order to develop more evidence-based knowledge on the various strategies and mechanisms that could be used to extend social protection to all. The challenge was to organize this knowledge development exercise in a systematic way in order to encourage and facilitate new interventions that could contribute to bridge the huge social protection gap still prevailing in many South Asian countries.

As a first component of its methodology, the ILO carries out several studies and case studies aiming to create new practical knowledge on innovative social protection extension initiatives being experimented with in South Asia. The additional information provided by this first level of intervention may then be reprocessed into broader overviews or into narrower analysis focusing on some specific aspect of the experiences, which in turn may be used to develop some practical training tools.   

As a second component of its knowledge development process, the ILO adopts a multi-faceted dissemination strategy that enables more decision-makers, key stakeholders and multiple civil society organizations, in country as well as within the sub-region and beyond, to access the new knowledge generated and acquire a better understanding of the active role they could play in order to contribute to the reduction of the overall social exclusion phenomenon.

The present document provides an overview of the various documents already produced or under preparation within the sub-region resulting from this knowledge development process that also contributes to capacity building and advocacy activities.

	PART I. REGIONAL OVERVIEW


	1. Poverty Situation


	Country
	Tot. Pop.

(Millions)
	GDP Per Capita
	% Pop < 

US 1 a day
	Pop <

US 1 a day
	% Pop <

US 2 a day
	Pop <

US 2 a day


	Bangladesh
	139.2
	1,870
	36.0
	50.1
	82.8
	115.2

	Cambodia
	13.8
	1,814
	34.1
	4.7
	77.7
	10.7

	China
	1.308
	5,896
	16.6
	217.1
	46.7
	610.8

	Fiji
	0.8
	6,066
	-
	-
	-
	-

	India
	1.087
	3,139
	34.7
	377.2
	79.9
	868.5

	Indonesia
	220.1
	3,609
	7.5
	16.5
	52.4
	115.3

	Japan
	127.9
	29,251
	0
	-
	0
	-

	Korea Rep.
	47.6
	20,499
	0
	-
	0
	-

	Lao PDR
	5.8
	1,954
	27.0
	1.5
	74.1
	4.3

	Malaysia
	24.9
	10,276
	2.0
	0.4
	9.3
	2.3

	Mongolia
	2.6
	2,056
	27.0
	0.7
	74.9
	1.9

	Nepal
	26.6
	1,490
	24.1
	6.4
	68.5
	18.2

	Pakistan
	154.8
	2,225
	17.0
	26.3
	73.6
	113.9

	Papua
	5.8
	2,543
	-
	-
	-
	-

	Philippines
	81.6
	4,614
	15.5
	12.6
	47.5
	38.7

	Samoa
	0.2
	5,613
	-
	-
	-
	-

	Solomon Is.
	0.2
	1,814
	-
	-
	-
	-

	Sri Lanka
	20.6
	4,390
	5.6
	1.1
	41.6
	8.5

	Thailand
	63.7
	8,090
	2.0
	1.2
	25.2
	16.0

	Vanuatu
	0.2
	3,051
	-
	-
	-
	-

	Vietnam
	83.1
	2,745
	-
	-
	-
	-


	2. Labour Force


	Country
	No. Male

(X 1000)
	% Male
	No Female

(X 1000)
	% Female
	Total

(X 1000)


	Bangladesh
	40,260
	63
	23,585
	37
	63,845

	Cambodia
	3,315
	49
	3,499
	51
	6,814

	China
	434,307
	55
	348,475
	45
	782,782

	Fiji
	238
	61
	149
	39
	387

	India
	314,475
	72
	124,291
	28
	438,766

	Indonesia
	67,292
	62
	41,069
	38
	108,361

	Japan
	39,302
	59
	27,399
	41
	66,702

	Korea Rep.
	14,264
	59
	9,857
	41
	24,121

	Lao PDR
	1,398
	59
	958
	41
	2,356

	Malaysia
	7,064
	64
	3,949
	36
	11,013

	Mongolia
	745
	60
	500
	40
	1,245

	Nepal
	6,265
	59
	4,261
	41
	10,526

	Pakistan
	41,881
	73
	15,458
	27
	57,340

	Papua
	1,351
	52
	1,224
	48
	2,575

	Philippines
	22,334
	60
	14,759
	40
	37,093

	Samoa
	-
	-
	-
	-
	-

	Solomon Is.
	119
	61
	76
	39
	195

	Sri Lanka
	6,171
	69
	2,702
	31
	8,873

	Thailand
	19,229
	54
	16,486
	46
	35,715

	Vanuatu
	57
	53
	50
	47
	107

	Vietnam
	22,970
	51
	21,638
	49
	44,608


	3. Health Expenditures


	Country
	Public (% of GDP)
	Private (% of GDP)
	Per Capita


	Bangladesh
	1.1
	2.3
	68

	Cambodia
	2.1
	8.8
	188

	China
	2.0
	3.6
	278

	Fiji
	2.3
	1.4
	220

	India
	1.2
	3.6
	82

	Indonesia
	1.1
	2.0
	113

	Japan
	6.4
	1.5
	2,244

	Korea Rep.
	2.8
	2.8
	1,074

	Lao PDR
	1.2
	2.0
	56

	Malaysia
	2.2
	1.6
	374

	Mongolia
	4.3
	2.4
	140

	Nepal
	1.5
	3.8
	64

	Pakistan
	0.7
	1.7
	48

	Papua
	3.0
	0.4
	132

	Philippines
	1.4
	1.8
	174

	Samoa
	4.3
	1.1
	209

	Solomon Is.
	4.5
	0.3
	87

	Sri Lanka
	1.6
	1.9
	121

	Thailand
	2.0
	1.3
	260

	Vanuatu
	2.9
	1.0
	110

	Vietnam
	1.5
	3.9
	164


	4. Health Indicators


	Country
	Births Attended by
Skilled Phys.(%)
	Infant Mort. Rate
(per 1,000)
	Under-5 Mort. Rate
(per 1,000)
	Mat. Mort. Rate
(per 100,000)Adjusted


	Bangladesh
	13
	56
	77
	380

	Cambodia
	32
	97
	241
	450

	China
	96
	26
	31
	56

	Fiji
	99
	16
	20
	75

	India
	43
	62
	85
	540

	Indonesia
	72
	30
	38
	230

	Japan
	100
	3
	4
	10

	Korea Rep.
	100
	5
	6
	20

	Lao PDR
	19
	65
	83
	650

	Malaysia
	97
	10
	12
	41

	Mongolia
	97
	41
	52
	110

	Nepal
	15
	59
	76
	740

	Pakistan
	23
	80
	101
	500

	Papua
	41
	68
	93
	300

	Philippines
	60
	26
	34
	220

	Samoa
	100
	25
	30
	130

	Solomon Is.
	85
	34
	56
	130

	Sri Lanka
	96
	12
	14
	92

	Thailand
	99
	18
	21
	44

	Vanuatu
	88
	32
	40
	32

	Vietnam
	85
	17
	23
	130


	5. Evolution of HDI Components 


	Countries
	HDI Indic.
	2003
	2004
	2005
	2006
	Changes 03-06

	
	
	
	
	
	
	Rank
	%


	Bangladesh
	Rank HDI
	139
	138
	139
	137
	- 2
	

	
	Life Exp.
	60.5
	61.1
	62.8
	63.3
	
	+ 4.6

	
	Ad. Liter.
	40.6
	41.1
	41.4
	41.4
	
	+ 1.9

	
	GER
	54
	54
	53
	57
	
	+ 5.5

	
	GDP/cap.
	1,610
	1,700
	1,770
	1,870
	
	+ 16.1

	Cambodia
	Rank HDI
	130
	130
	130
	129
	- 1
	

	
	Life Exp.
	57.4
	57.4
	56.2
	56.5
	
	- 1.5

	
	Ad. Liter.
	68.7
	69.4
	73.6
	73.6
	
	+ 7.1

	
	GER
	55
	59
	59
	60
	
	+ 0.9

	
	GDP/cap.
	1,860
	2,060
	2,078
	2,423
	
	+ 30.2

	China
	Rank HDI
	104
	94
	85
	81
	- 23
	

	
	Life Exp.
	70.6
	70.9
	71.6
	71.9
	
	+ 1.8

	
	Ad. Liter.
	85.8
	90.9
	90.9
	90.9
	
	+ 5.9

	
	GER
	64
	68
	69
	70
	
	+ 0.9

	
	GDP/cap.
	4,020
	4,580
	5,003
	5,896
	
	+ 46.6

	India
	Rank HDI
	127
	127
	127
	126
	- 1
	

	
	Life Exp.
	63.3
	63.7
	63.3
	63.6
	
	+ 0.4

	
	Ad. Liter.
	58.0
	61.3
	61.0
	61.0
	
	+ 5.1

	
	GER
	56
	55
	60
	62
	
	+ 10.7

	
	GDP/cap.
	2,840
	2,670
	2,892
	3,139
	
	+ 10.5

	Indonesia
	Rank HDI
	112
	111
	110
	108
	- 4
	

	
	Life Exp.
	66.2
	66.6
	66.8
	67.2
	
	+ 1.5

	
	Ad. Liter.
	87.3
	87.9
	87.9
	90.4
	
	+ 3.5

	
	GER
	64
	65
	66
	68
	
	+ 6.2

	
	GDP/cap.
	2,940
	3,230
	3,361
	3,609
	
	+ 22.7

	Lao PDR
	Rank HDI
	135
	135
	133
	133
	- 2
	

	
	Life Exp.
	53.9
	54.3
	54.7
	55.1
	
	+ 2.2

	
	Ad. Liter.
	65.6
	66.4
	68.7
	68.7
	
	+ 4.7

	
	GER
	57
	59
	61
	61
	
	+ 7.0

	
	GDP/cap.
	1,620
	1,720
	1,759
	1,954
	
	+ 20.6

	Nepal
	Rank HDI
	143
	140
	136
	138
	- 5
	

	
	Life Exp.
	59.1
	59.6
	61.6
	62.1
	
	+ 5.0

	
	Ad. Liter.
	42.9
	44.0
	48.6
	48.6
	
	+ 13.2

	
	GER
	64
	61
	61
	57
	
	- 10.9

	
	GDP/cap.
	1,310
	1,370
	1,420
	1,490
	
	+ 13.7

	Pakistan
	Rank HDI
	144
	142
	135
	134
	- 10
	

	
	Life Exp.
	60.4
	60.8
	63.0
	63.4
	
	+ 4.9

	
	Ad. Liter.
	44.0
	41.5
	48.7
	49.9
	
	+ 13.4

	
	GER
	36
	37
	35
	38
	
	+ 5.5

	
	GDP/cap.
	1,890
	1,940
	2,097
	2,225
	
	+ 17.7

	Philippines
	Rank HDI
	85
	83
	84
	84
	- 1
	

	
	Life Exp.
	69.5
	69.8
	70.4
	70.7
	
	+ 1.7

	
	Ad. Liter.
	95.1
	92.6
	92.6
	92.6
	
	- 2.6

	
	GER
	80
	81
	82
	82
	
	+ 2.5

	
	GDP/cap.
	3,840
	4,170
	4,321
	4,614
	
	+ 20.1

	Sri Lanka
	Rank HDI
	99
	96
	93
	93
	- 6
	

	
	Life Exp.
	72.3
	72.5
	74.0
	74.3
	
	+ 2.7

	
	Ad. Liter.
	91.9
	92.1
	90.4
	90.7
	
	- 1.3

	
	GER
	63
	65
	69
	63
	
	-

	
	GDP/cap.
	3,180
	3,570
	3,778
	4,390
	
	+ 38.0

	Thailand
	Rank HDI
	74
	76
	73
	74
	-
	

	
	Life Exp.
	68.9
	69.1
	70.0
	70.3
	
	+ 2.0

	
	Ad. Liter.
	95.7
	92.6
	92.6
	92.6
	
	- 3.2

	
	GER
	72
	73
	73
	74
	
	+ 2.7

	
	GDP/cap.
	6,400
	7,010
	7,598
	8,090
	
	+ 26.4

	Vietnam
	Rank HDI
	109
	112
	108
	109
	-
	-

	
	Life Exp.
	68.6
	69.0
	70.5
	70.8
	
	+ 3.2

	
	Ad. Liter.
	92.7
	90.3
	90.3
	90.3
	
	- 2.5

	
	GER
	64
	64
	64
	63
	
	+ 1.5

	
	GDP/cap.
	2,070
	2,300
	2,490
	2,745
	
	+ 32.6

	6. GDP – HDI Relationship
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	PART II. LOOKING AT THE CHALLENGE
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	1. Socio-economic Situation


Although there has been a persistent decline in the overall poverty ratio over the past two decades, over 347 million people are still estimated to be below the poverty line, with rural areas holding most of the poor. A steady GDP growth over the last few years has been unable to boost the living standards of many. The GDP per capita also does not reflect the huge disparities among the different segments of the population.   

As for the most important development indicators, a great disparity of situations can be observed among the different states. Declining trends of the spread of poverty have been spectacular in the States of Kerala, Punjab and Goa. On the other hand, states like Bihar, Orissa, Madhya Pradesh and Uttar Pradesh still remain in the highest bracket, together with Gujarat after having suffered from a major devastating earthquake.    

As regard literacy rates, the wide variation between states range from around 39 % in Bihar and Rajasthan to 90 % in Kerala. The performance of Kerala as been as notable in the area of health as it has been in respect of education. The situation in southern states is slightly better compared to other states situated in the central and northern regions. 

	2. Health Situation


The level of public spending care spending (slightly above 1 % of GDP) is one of the lowest in Asia, explaining why public delivery of primary health care through under-financed institutions remain insufficient and poor in quality. At the same time, a rapidly growing private health sector remains beyond the reach of the most disadvantaged groups.

On the whole, and although there have been significant achievements with reference to basic health indicators in some states, a wide gap remains to be bridged to provide the quality health care services expected by the entire population, particularly in rural areas.  
The following series of indicators demonstrates how India still lags by a considerable margin some Asian nations having achieved universal health coverage. 
Table N0 1. Health and Health-related Indicators
	Indicators
	India
	Japan
	Korea Rep.


	Births attended by skilled health personnel (%)
	43
	100
	100

	Number of physicians (per 100,000)
	60
	198
	157

	Infant mortality rate (per 1,000 live births)
	62
	3
	5

	Under-five mortality rate (per 1,000 live births)
	85
	4
	6

	Maternal mortality ratio (per 100,000 live births)
	540
	10
	20

	Population undernourished (% of total)
	23
	-
	< 2.5

	Infants with low birth weight (%)
	30
	8
	4

	One-year-olds fully immunized against measles (%)
	70
	100
	100

	Children under weight for age (% under age 5)
	49
	-
	-

	Children under height for age (% under age 5)
	45
	-
	-


	3. Informal Economy


The importance of the informal economy, which accounts today for some 92 % of the total labour force has been constantly growing over the last decades. This increase is the result both of casualisation of the existing formal economy workers and the lack of new employment opportunities within the formal economy. A distinctive feature of the new emerging employment situation is the importance of the workforce being either self-employed (53%) or employed in casual wage employment (31%).  

While the overall labour force has increased by some 74% over the last 30 years, the number of workers operating in the informal economy has been developing apace with a much more impressive  upwards trend observed for workers engaged in non-agricultural activities (+ 228%) and this trend looks set to continue. 

Table N0 2. Evolution of the Labour Force
	Year
	Agricult. Workers
	Non-Agr. (Unorg. S.)
	Non-Agr. (Org. S.)
	Total

	
	No.
	%
	No.
	%
	No.
	%
	


	1972 – 1973 
	175.0
	74.0
	42.5
	18.0
	18.8
	8.0
	236.3

	1977 – 1978 
	195.0
	72.0
	54.5
	20.1
	21.2
	7.9
	270.7

	1983
	206.2
	68.1
	72.5
	23.9
	24.1
	8.0
	302.8

	1987 – 1988 
	206.4
	64.1
	89.9
	27.9
	25.7
	8.0
	322.0

	1991
	218.4
	63.9
	96.8
	28.3
	26.7
	7.8
	341.9

	1993 – 1994 
	242.5
	64.8
	104.6
	27.9
	27.4
	7.3
	374.5

	1997
	243.8
	63.8
	110.1
	28.8
	28.2
	7.4
	382.1

	1999 – 2000 
	244.8
	61.7
	124.0
	31.2
	28.0
	7.1
	396.8

	2000 – 2001 
	244.0
	59.3
	139.7
	33.9
	27.8
	6.8
	411.5


The total labour force operating in the informal economy has been recently estimated at some 370 million people. Women, more particularly, are confined to informal economy employment, with 96 % of all female workers belonging to this sector. 

Although contributing to some 63 % to the GDP, informal economy workers still cannot benefit from a fair redistribution of the wealth generated by their efforts. Most of them remain excluded from social security systems. Excluded groups remain exposed to the multiple risks affecting their daily lives and inhibiting their development initiatives. Among them, the most disadvantaged groups remain caught in a continuing cycle of vulnerability and poverty.
	4. ILO Conventions


The major ILO Conventions relating to medical care such as Convention 102 on Social Security and ILO Convention 183 on Maternity Protection have not yet been ratified by the government. As a consequence, the entitlements outlined in these Conventions continue to be absent from the Country’s Labour laws. 
Table N0 3. Ratification of Main ILO Conventions
	Country
	Social Security (Minimum Standards) – 1952
	Medical Care and Sickness Benefits – 1969
	Maternity Protection – 2000


	India
	No
	No
	No


	5. Legal Framework


5.1 The Constitution

Although the Indian Constitution does not recognize social security as a fundamental right, it requires the state to strive to promote the welfare of the people in several of its articles thus providing a fundamental reference for the preparation of any new social security law.   

	A 38
	Requires the state to strive to promote welfare of the people by securing justice – social, economic and political and minimise inequalities in income and status between individuals, groups and regions.


	A 39
	Requires that citizens have a right to (i) adequate means of livelihood, (ii) health and strength of workers and the tender age of children are not abused, and that the citizens are not forced by economic necessity to enter avocations unsuited to their age or strength.


	A 41
	Requires that within the limits of its economic capacity and development, the state shall make effective provision for securing the right to work, to education and to public assistance in case of unemployment, old age, sickness and disablement, in other cases of undeserved want.


5.2 Main Social Security Laws

The following social security laws apply to some extent to the informal economy workers while including some health protection provisions:

	I.
	The Workmen’s Compensation Act, 1923. Under this Act, certain diseases contracted in the course of employment are also regarded as injuries caused by accident.


	II.
	The Employees’ State Insurance Act, 1948. Although this scheme, which includes comprehensive medical care coverage primarily applies to factories, the Central Government may after giving due notification may extend its provisions to any other establishment, commercial, agricultural or otherwise.


	III.
	The Maternity Benefits Act, 1961. Although this scheme, which includes a medical bonus, applies in the first instance to various establishments, the state government may decide, with approval of the central government, to extend its benefits to any other class of establishment, commercial, agricultural or otherwise.


	6. Social Security Systems


Recognizing that informal economy workers do not and by far, represent a homogenous category, makes somewhat difficult to get them covered by ways of extending the existing systems that were originally designed to address the needs of formal sector workers.
Over the last years, India has added several other schemes to the first ones providing comprehensive health protection to the workers operating in the formal economy. 

	Employees State Insurance Scheme (ESIS)
	Launched in 1948, ESIS provides free medical care but also cash benefits towards loss of wage due to sickness, maternity protection, permanent or temporary disablement, survivors’ benefits and funeral expenditure. It is basically a compulsory social security system targeting employees of non-seasonal power using factories with 10 or more employees and non-power using factories employing 20 or more. The maximum monthly wage limit is Rs. 7,500. Employers and employees contribute respectively 4.75 and 1.75% of the salary with the government covering 12.5% of the health expenditures. Although flush with accumulated surpluses it remains plagued by high desertion rates, many workers preferring to enrol in other schemes providing better benefits. Its present network of health care facilities is generally found undermanned, ill-equipped and underused. ESIS currently covers some 7.5 million workers and their families (total of 33 million).


	Central Government Health Scheme (CGHS)
	Introduced in 1954 as a contributory plan, the CGHS was aimed at providing comprehensive medical care to central government employees (both in service and retired) and their families to replace the cumbersome and expensive system of reimbursement. The contribution by the employees is, however, nominal (maximum of Rs. 50 per month). The total number of beneficiaries is estimated today at 4.4 million.


	Ministries Sponsored Health Schemes for Employees
	· Railways health services

· Defence medical services

· Police medical scheme

· Coal mine workers health scheme

· Post and Telegraph health scheme

· …


	PART III. ADDRESSING THE CHALLENGE


	1. Public Initiatives


Over the last few years, the central government as well as various state governments and ministries has showed a stronger commitment to extend health protection benefits to informal economy workers. The following initiatives are noteworthy to be mentioned:

· 2003: Universal Health Insurance Scheme (Ministry of Finance, Government of India)

· 2004: Social Security Scheme for Informal Sector Workers - medical care, survivors benefits, old-age benefits (Ministry of Labour and Employment)

· 2005: National Rural Health Mission (Ministry of Health & Family Welfare, Government of India)

· 2005: Micro-insurance Regulations (IRDA)

· 2006: Health Package Scheme for Handloom Weaving (Ministry of Textiles, Government of India)

· 2006: Maternity Voucher Scheme for BPL women (Ministry of Health & Family Welfare, Government of India)

· 2006: Health Care Sponsored Programme with Pharmaceutical Companies (Ministry of Chemicals and Fertilizers, Government of India) 

· 2006: Framework for developing health insurance programmes (Ministry of Health & Family Welfare, Government of India)

· 2006: Social security proposal to cover informal economy workers - medical care, sickness benefits, maternity benefits, survivors benefits, old-age benefits (National Commission for Enterprises in the Unorganized Sector)  
1.1 Central Government

	Examples:
	· Limestones and Dolomites Mines Labour Welfare Fund (1972): Medical care – 54,000
· Beedi Workers Welfare Fund (1976): Medical care, survivors’ benefits – 4,000,000



	Example:
	· Universal Health Insurance Scheme (2003): Re 1 per day scheme: Medical care, compensation for loss or earnings, accidental death with a subsidy depending on number of dependents (Rs. 200 for an individual, Rs. 300 for a family of five…    



1.2 State Governments

	Examples:
	· Maharashtra: Mathadi Workers Welfare Board (1969): Medical care, survivors’ benefits – 150,000
· Kerala: Agricultural Workers Welfare Fund (1990): Medical care, maternity protection, old-age benefits – 1,849,000 



	Examples:
	· Assam: Fully subsidized health insurance scheme (critical illnesses) covering the whole population (30 million)
· Jharkhand: Partial subsidy to a comprehensive health insurance scheme for the BPL population (15 million)
· Uttaranchal: Fully subsidized health insurance scheme (hospitalization costs) for the BPL population (3.5 million) 



	Examples:
	· Jharkhand (2001): US$ 2.9 million a year
· Rajasthan (2001): US$ 5.3 million multi-year allocation


	2. Civil Society Initiatives



	Examples:
	· Self-Employed Women’s Association (Partner-agent – 1992): Set up by a trade union and targeting the poor women in the state of Gujarat (hospitalization expenses, life, accidental death, assets and maternity protection – 174,000 

· Yeshasvini (In-house - 2003): Set up by health providers and targeting the co-operative societies’ members in the state of Karnataka (surgical procedures) for a premium of Rs. 120 per person per year – 1,900,000 


	3. Health Protection Gap


Table N0 4. Health Protection Coverage
	Schemes
	No. Ins.
	% of T. Ins.
	% of T. Pop


	1. Employees State Insurance Scheme (ESIS)
	32,500
	
	

	2. Central Government Health Scheme (CGHS)
	4,300
	
	

	3. Railways Health Scheme
	8,000
	
	

	4. Defence Employees
	6,600
	
	

	5. Ex-Servicemen
	76
	
	

	6. Coal Mine Workers Health Scheme
	500
	
	

	7. 
	
	
	

	8.
	
	
	

	9.
	
	
	

	10.
	
	
	


	
	
	
	


It is estimated today that some 90 % of the whole labour force still does not benefit from any kind of social security benefits. As regards health protection, which concerns everyone, this exclusion phenomenon still affects some 950 million, making of the extension of health protection to all an unprecedented challenge.  

	PART IV. HEALTH PROTECTION STRATEGY


	1. Main Extension Mechanism


Building up on its first extension experience over the last few years, India has opted for a dual approach in addressing the health protection needs of the informal economy workers. On the one hand, and through regulations, it forces private insurance companies to devote an increasing fraction of their business to interventions targeting the weaker segments of the population. On the other hand, it aims to develop in close collaboration with the public insurance companies a brand new composite insurance package included a significant subsidy component to reach out most of the informal economy workers and their families.





These strategies may be seen as complementary. Although no obligation has been made to private insurance companies to design and provide specific health insurance products, the very active intervention of some of these companies in this field (such as ICICI Lombard, HDFC Chubb and Royal Sundaram) may cater for the needs of some segments of the excluded groups while providing some innovative health insurance models to the state governments and public insurance companies involved in the development of the broader Central Government insurance plan. Health being a matter of state responsibility, it also remains possible for some state governments to decide to link up with private insurance companies, for the provision of the new insurance package proposed by the central government. 

	2. Design Process


 A first attempt to extend social security benefits to informal economy workers was made in 1999 with the appointment of the Second National Commission on Labour (NCL). In its report submitted to the Government in 2002, the Commission recommended an umbrella legislation for ensuring a minimum level of protection to these workers. This proposal was not approved by the then Government which opted instead for the Social  Security Scheme for Unorganized Workers which was launched on a pilot basis in 50 districts, through the Employees’ Provident Fund Organization (EPFO). This scheme however, failed to achieve its objectives due to some design flaws and implementation shortcomings.
The National Common Minimum Programme (CMP) of the United Progressive Alliance (UPA) that was formed after the general elections in April/May 2004 was announced on 27 May, 2004. It set out the major policy orientations adopted in order to enhance sustainable development in India. In the spirit of the Alliance, it referred in its preamble to the welfare of farmers, agricultural workers and weaker sections of the society and pledged to ensure, through social security, health insurance and other schemes the welfare and well-being of all workers, particularly in the unorganized sector which constitutes 93% of the labour force. To follow up on this commitment, the Government established a National Commission to examine the major problems facing the various enterprises operating in the informal economy. As part of its mandate, the Commission had to review the social security systems available for labour in the informal economy and make recommendations for expanding its coverage.

In August 2005, the National Commission published an ambitious plan (The Unorganized Sector Workers Social Security draft Bill) aiming to provide a minimum level of social protection benefits to most of the informal economy workers. This proposal could be viewed as paving the way towards a nation-wide social security system based on the national solidarity principle. Almost one year later, in May 2006, the Commission released its social security report which included a revised version of the Bill complemented this time with detailed recommendations relating to its implementation mechanisms and financing requirements.
It is important to emphasize that the whole proposal was designed as a global framework allowing it to adapt both to the existing social security mechanisms already implemented in the various states and to the financial capacity of the states to contribute to it. As such, it was conceived as a flexible instrument adopting, in the light of its expected wide coverage, a common minimal denominator that could be applied to all states. State Governments remain free to add to the various provisions and benefits included in the original proposal. 

	3. Target Group and Objective


The National Social security Scheme submitted by the National Commission to the Central Government aims to provide a minimum level of social security benefits to some 300 million unorganized workers. Under the definition adopted by the National Commission, “Unorganized worker” means a self employed worker or a wage earner in the unorganized sector and includes wage workers in the organized sector without any social security cover.
“Self employed worker” means a person who is not employed by an employer, but directly engages himself/herself in any occupation in the unorganized sector, subject to a monthly earning of Rs. 6,500 / - or such limits as may be notified from time to time, subject to such ceiling on land cultivated as may be notified from time to time by the State Government.
“Wage worker” means a person employed for a remuneration in the unorganized sector or in the organized sector without any social security benefit, directly by an employer or through any agency or contractor, irrespective of place of work, whether exclusively for one employer or for one or more employers, whether simultaneously or otherwise, whether in cash and/or in kind, whether as a home based worker, or as a temporary or casual worker, or as a migrant worker, or as an outworker, or, workers employed by households including domestic workers, with a monthly wage of not more than Rs. 6,500 or such limits as may be notified from time to time, but does not include an unpaid family worker.
	4. Health Benefits


The proposed National Security Scheme for the unorganized workers consists of the following national minimum social security benefits:

	I.
	Health benefits in the form of health insurance for the worker, spouse and children below the age of 18 years, sickness benefits and maternity benefits for women workers or spouse of men workers


	II.
	Life insurance to cover natural and accidental death (Rs. 15,000)


	III.
	Old age protection in the form of old age pension for BPL workers above the age of 60 years (Rs. 200 per month) and provident fund with a guaranteed return of 10% per year to all other workers


As for the health component, the National Commission proposes for a single policy to cover the following minimum benefits:
	I.
	Hospitalization expenses cover up to Rs. 15,000


	II.
	Maternity benefit of Rs. 1,000 (maximum) per delivery


	III.
	Personal accident cover in the event of death of earning head of the family (Rs. 25,000) 


	IV.
	Sickness cover for the registered worker during hospitalization (Rs. 50 per day for a period of maximum 15 days)


	5. Benefits


The National Social Security Scheme proposed by the National Commission is based on defined contributions. As per the defined contribution of Rs. 3 per worker per day (contributed equally by the worker, the employer and the Government) a sum of Rs. 1,095 will be available per worker per year. 
The cost-sharing mechanism proposed by the National Commission, which includes a specific subsidy provision for the workers belonging to the BPL population, consists of the following:  

Figure N0 1. Contribution Structure






The National Commission has suggested a contribution distribution consisting of the following:

Figure N0 2. Contribution Allocation




	PART V. IMPLEMENTATION ARRANGEMENTS


	1. Implementation Machinery


The proposed implementation machinery fully applies the public-private partnership principle, while relying on the participation at all levels of workers’ organizations, employers’ organizations and civil society organizations. At the local level, workers facilitation centres will be established with the active support of welfare boards, trade unions, local government (Panchayati Raj Institutions), Self Help Groups (SHGs) and other civil society organizations. These Workers’ Facilitation Centres shall perform the following functions:
a) Disseminate information on available social security schemes for the workers;

b) Facilitate the filling, processing and forwarding of application forms for registration of workers;

c) Obtain registration from the District Committee and deliver the Identity Cards to the registered workers;

d) Facilitate the registered workers to enrol in social security schemes;

e) Act as an authorized intermediary in collecting contributions from the workers and employers to the social security schemes and remit them with the designated institutions;

f) Ensure the delivery of social security benefits in cooperation with institutions designated to deliver such social security (insurance companies, Post Offices, Departments of the State/Central Government and other institutions concerned.

Figure N0 3. Implementation Machinery




The National and State Social Security Boards will manage the funds contributed to the implementation of the scheme. 

	2. Operation Modalities


1. Nature of the Scheme
	Type of Scheme: 
	Contributory (Except for BPL  workers)


	Type of Risk: 
	Risk Package (MD+SB+MB+SUB+OAB)


	Target Group: 
	Informal Economy Workers (BPL+APL)


	Duration of Protection Plan: 
	One Year


2. Management & Administration

	Management Responsibility: 
	State Social Security Boards


	Administration Responsibility: 
	Public Insurance Companies


3. Benefit Package
	Scope of Health Benefits: 
	Limited to Hospitalization Expenses


	Level of Health Benefits: 
	Rs. 15,000 – Floating for Entire Family


4. Financing

	Type of Financing: 
	Cost-Sharing (G + E + W)


	Type of Subsidy: 
	Direct Subsidy


	Level of Subsidy: 
	Sliding Scale/Full Subsidy for BPL Families


	Administration Costs: 
	To be Born by Central and State Boards


5. Plan Distribution

	Distribution Responsibility:
	State Social Security Boards


	Distribution Channels:
	NGOs, MFIs, SHGs, Trade Unions…


6. Enrolment Modalities

	Type of Enrolment: 
	Voluntory


	Insurance Unit: 

	Family (five members)


	Enrolment Restrictions: 
	Workers Earning Less Than Rs. 6,500/Month


	Enrolment Exclusions: 
	Groups at Risk/People Living with HIV


	Registration Responsibility:
	Composite Registration Committee


	Registration Centre
	District Level Registration  Centre


	Enrolment Proof
	Unique Social Security Number/Card 


7. Service Delivery

	Tie-up with Health Facilities: 
	With both Public & Private HC Facilities


	Type of Agreement: 
	Formal Contractual Arrangements 


	Financial Advantages: 
	To be negotiated with HC Facilities 


	Non-Financial Advantages: 
	To be Negotiated with HC Facilities


	HC Payment Modality: 
	Cashless


8. Access to Services

	Access to HC services: 
	Pending Prior Authorization


	Co-payment: 
	Recommended – To de Determined


	3. Implementation Timeframe


The whole programme is planned to be implemented in a phased manner and aims to achieve its full coverage target over a five-year period. 

Table N0 5. Coverage Targets
	No.(X 1000)
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5


	Total insured  workers
	60,000
	120,000
	180,000
	240,000
	300,000

	BPL workers
	13,800
	27,00
	41,000
	55,200
	69,000

	APL workers
	46,200
	92,00
	138,600
	184,800
	231,000
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The poverty situation at a glance





Population : 1.087 million


GDP per capita: US$ 3,139


HDI position : 126/177


HPI position : 55/102


Population living with < US$ 1 a day: 34.7%


Population living with < US$ 2 a day: 79.9% 


Population growth rate : 1.3%


Life expectancy :  63.6


Literacy rate : 61%











Public insurance companies, while dealing with the poor, may have access to direct subsidies, allowing them to sell some products at very affordable prices. The subsidy mechanisms already available currently cover such risks as: life (through Life Insurance Corporation), crops and seeds (through the agricultural insurance company), and health care (through the four general insurance companies).
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It will be the responsibility of the State Social Security Boards to negotiate with the concerned insurance agencies with the help of the National Social Security Board, and decide on how best to apportion the contribution and secure the best possible deal.





Nat. Social Sec. Board





A district-level committee shall be constituted as the registering authority for the National Social Security Scheme. The District Committee shall include the District Collector/Magistrate as the Chairman and the District Labour Officer as its Convenor and representatives from social partners and civil society.





7,000














Other Components





4,000





3,000





Private Insurance Co.








Public Insurance Co.








2,000





5,000





6,000





9,000





EXTENSION OF HEALTH PROTECTION TO INFORMAL ECONOMY WORKERS


 IN ASIA


- INFORMATION PAPERS SERIES -











THE CASE


 OF INDIA 

















November 2006





1,000





Micro-insurance


Schemes





In recent years, micro-insurance has emerged in India as an essential tool for a collective fight against the social exclusion and poverty. Wider awareness of the existing social protection gap as well at the growing demand for better-adapted benefits emanating from the excluded groups have led to the active involvement of multiple actors of the civil society and to a rapid proliferation of various micro-insurance schemes across the country. These schemes may opt for a tie-up with an insurance company (partner-agent model) or for the development of their own insurance organization (in-house model). 








Central Government Welfare Funds





Welfare Funds represent one of the mechanisms developed in India for providing social protection benefits to workers operating in the informal economy. Under this mechanism, contributions are collected from various sources including employees and employers, or are raised by levying a cess on the production, export or sale of specific goods. Both Central and State Governments have pioneered this model of occupation-based funds to address the social protection needs of various categories of informal economy workers.





Social Obligations for Private Insurance Co.





While opening, in 1999, the insurance market to private players, the Insurance Regulatory and Development Authority (IRDA) in India, issued new regulations aiming to enroll all insurance companies in the government’s efforts to extend social protection services to the disadvantaged groups of the population. A stipulated part of their portfolio had to be devoted to activities answering the particular insurance needs of the “rural” and “social” sectors. 





Private insurance companies, which have to comply (on penalty of fines) to the new regulations spelling out specific targets to be reached, are forced to use an internal cross-subsidy mechanism, whereby the costs of servicing the poor are partly covered by their mainstream insurance activities. The 10 non-life insurance companies which may provide health insurance products to the poor have to reach a target of 5% of total gross premium income within 3 years.  








State Governments


Welfare Funds





To this day, some 55 welfare funds have been found operating in 13 different states of India, with Kerala showing a clear predominance in setting up specific funds for each category of workers. Most funds however still have a very limited impact which may challenge their long-term viability.





State Governments Health 


Insurance Initiatives





A third generation of health insurance schemes has recently come into existence in India. After the in-house schemes set up by local communities and the schemes developed in partnership with public and private insurance companies, various states have now stepped in, initiating more ambitious health insurance schemes targeting broader segments of the excluded population. 








Recognizing the plight of the poorest segments of the population, when confronted with health expenditures that can push them further into the poverty trap and lifelong indebtedness, several state governments have set up special funds allowing people living below the poverty line to receive treatment for the most costly medical interventions such as heart disease, kidney failure, cancer, complex mental disorders, bone narrow transplants. These funds generally bear all interventions-related costs (including air travel to specialized health facilities located in other states. 
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In the case of BPL workers, the contribution will be fully subsidized and borne by the Central Government.





In the case where an employer cannot be identified, the contribution will be shared by the Central Government and the State Government in the ratio of 3:1
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