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INTRODUCTION 

Almost every household in developing countries are 

exposed to a variety of risks. Illness, disability, death, 

unemployment, crop failure, natural catastrophes, or 

crime-the risks can manifest in any of the forms. Low-

income households, in particular, are more vulnerable to 

the risks. That means these low income households are 

widely exposed to huge healthcare cost.1 Families often 

opt out of regular consultation, diagnostics, and 

medication due to high out of pocket expenditure. 

According to economic implications of diseases in 2004 

data, Indians had spent 846 billion out of pocket 

healthcare expenditure around 3.3% of India’s GDP, 

With an aim to counter these issues, various healthcare 

organizations, government agencies, and non-profits are 

together devising new strategies to prevent people from 

ignoring healthcare.2 Micro insurance being one of the 

prominent strategies for consumerizing healthcare access. 

Social protection measures to prevent people falling into 

the above mentioned risk’s include micro insurance.3 

Healthcare is a human right and it is paramount to ensure 

its accessibility and affordability. However, increasing 

costs of healthcare is beyond the reach of common man.4 

Dental diseases in particular are becoming increasingly 

fatal owing to the inability of the communities to expend 

money for treatment. At this juncture, it should be noted 
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that there is an uneven distribution of dental diseases 

around the world. While a majority of children and adults 

have major health problem in the industrialized countries, 

there is an alarming increase in level of dental caries in 

the developing countries, according to the WHO global 

oral health data bank 2004.5 

In India, caries experience is high in all age groups and it 

increases as age advances, says a report by the national 

oral health survey and fluoride mapping 2002-03. The 

report indicates that adult males are more susceptible to 

oral cancer than females. In addition, the condition is 

more prevalent in rural and urban poor residents. At a 

time when dental health risks are causing great economic 

stress on low-income households, strategies such as risk 

pooling over a large number of people through health 

insurance schemes can help in overcoming health risks 

without facing the financial burden.6 

In India, the informal sector forms more than 90% of the 

population. This comprises farmers, labourers, the self-

employed, traders, etc. Currently most of this population 

has to rely either on the poorly functioning government 

health facilities or expensive private health services. 

Obviously, this forms a considerable barrier to 

healthcare, especially for the weaker sections of society.7 

Micro-insurance for health is the protection of low-

income people against specific perils in exchange of 

regular premium payments proportions to the likelihood 

and cost of the risk involved. The difference between 

micro-health insurance and the regular health insurance is 

that the former is specifically targeted at low-income 

people, especially the urban poor, who have limited 

financial resources and often irregular income flows. So 

in order to overcome this financial gap, micro-insurance 

is been promoted by the government and voluntary 

agencies.8 

Objective of the study was to discuss the principal 

features, basic structure, and functioning of a few micro 

health insurance (MHI) schemes, and present a 

hypothetical model for MHI implementation in dentistry. 

METHODS 

A systematic review was conducted, for which the 

principal investigator formulated a search strategy to 

recognize peer reviewed publications, project evaluations 

and reports of research studies in which MHI, in one of 

its organizational settings, which was delivered to low 

income households.  

Review was conducted, from July and August 2018, 

using combinations of text words and thesaurus terms 

“community based health insurance,” “micro health 

insurance,” micro or community based health insurance,” 

and “health insurance and financial protection” these 

search terms were entered concurrently, records that were 

published in the last ten years having full texts that were 

available free of cost, were considered. The investigator 

decided to exclude non-English articles to avoid 

translation costs.  

Search filters include original articles, review articles 

pertaining to medicine and dentistry, nursing and allied 

and social sciences. The search for cochrane and pubmed, 

was limited to title and abstract. Further the reference list 

of the articles was hand searched to shortlist the articles 

by the above-mentioned strategy. Figure 1 shows the 

flow of systematic search results. 

Inclusion criteria 

Publications and reports were categorised at 3 levels; 

 First level-population: low income households. 

 Second level-interventions: micro health insurance. 

 Third level-outcome: financial protection. 

Data collection 

Our search resulted in 1006 papers from the three 

databases. After title and abstract review of these papers, 

23 policies were shortlisted for review of full text to fulfil 

our inclusion and exclusion criterion. 20 policies/projects 

that are providing micro health insurance in medical field 

were included in the final list of articles for data 

extraction. The author independently assessed the title 

and abstracts and then reviewed the full texts of the 

shortlisted papers. 

 

Figure 1: Flowchart-methodology of the study. 

Data extraction 

From each article/report included the data collection 

strategy, target population (low income households), 

measures of financial protection assessed to identify the 

key findings. In the final step, we assessed the adequacy 

and quality of information on the study design, sample 

Identification of Articles: Articles 
were searched from pubmed and 
science direct from past 10 years 

(1006) 

Identification of Articles: 

Articles excluded from the review after 
reading abstract and title (640) 

Eligibility: Articles were included after 
full text review - 617 

Included articles and policies providing 
MHI in India were included in this 

systematic review - 23 
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size of the target population, interventions, evaluation 

methods and results. Since the study population, 

organizational setting of health insurance, methodology, 

evaluation designs and measures of financial protection 

being evaluated in these studies were heterogeneous; a 

meta-analysis or quantitative synthesis was not 

conducted. 

RESULTS 

Table 1 provides a list of the programs that were finally 

included, summarizing name of the MHI project (or the 

implementing organization), which are including 

population under scheme, premium to be paid under the 

scheme, the measure of financial protection assessed and 

the key findings of the program.  
 

Figure 2: Challenges for micro health insurance 

schemes. 

Table 1: Micro health insurance schemes in India. 

Name and location of the 

MHI Target 

population, year of 

initiation as well as type of 

model 

Target population 
Services covered under 

the scheme 

Premium per year along 

the unit of enrolment 

ACCORD Gudalur, 

Nilgiris, Tamil 

Nadu, 1992, type I 

Scheduled tribes of Gudalur 

taluk who are members. 

Adivasi munnetra sangam 

(AMS) – the tribal union. 

Hospitalization coverage 

up to Rs 5000 
Rs 20/per person 

Jan Arogya Bima Policy 

(Sevashram) 2006, 

Tamil Nadu 

voluntary scheme covers 

125 people in 1 district of 

Ernakulum 

Hospitalization charges 

up to Rs 5,000/person, per 

year 

Age segregated premium 

options. Up to 45 years: Rs 

70/person/year.  

Micro health insurance 

scheme 

(BISWA) Bharathi 

integrated social welfare 

agency, Orissa, 2005, type I 

Offering to poor households 

in rural and urban areas. It 

has expanded into 22 

districts of Orissa 

maximum sum insured for 

hospitalization is Rs 

15,000, up to Rs 2,500 for 

cataract treatment, and Rs 

10,000 for accidental 

death 

Premium of Rs 325 for a 

family of 4 members 

Karuna Trust T Narsipur 

Block, Mysore district, 

Karnataka, 2002, type III 

Total population of T 

Narsipur block and 

Bailhongal block, with a 

focus on scheduled tribes 

and scheduled caste 

populations. 

Hospitalization and OPD 

charges are paid up to Rs 

5000 

Rs 30/per person 

RAHA Raigarh, Jashpur 

Korba districts of 

Chhattisgarh, 1986, type I 

Poor people living in the 

catchment area of the 92 

rural and health centres and 

hostel students 

Hospitalization charges 

up to Rs 5000 
Rs 20/per person 

SEWA, 11 districts of 

Gujarat, Bihar, Tamil 

Nadu and Rajasthan 1992, 

type III 

 

SEWA Union women 

members (urban and rural), 

plus their husbands living in 

11 districts 

Hospitalization costs up 

to Rs 6,000; life: Rs 

20,000 natural death; 

accidental death: Rs 

60,000; maternity: Rs 

300/child (max 2 

children). 

125 per person per year, Rs 

100 for spouse, Rs 100 for 

two children 
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provision 
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DISCUSSION 

MHI frame work 

Evolving from the small credit offerings arena, MHI is 

driven by a small group of individuals. Based on the 

concept of social capital, these groups come in handy 

during hardships for low-income populations. As 

community-based financing programs have demonstrated 

an impressive track record in supporting the local 

population, low income families are more inclined toward 

these community-based groups instead of relying on 

national or regional health insurance policies.9 

Low income families face an uphill battle in winning an 

insurance policy due to lower income, higher health risk, 

and greater default rates. Consequently, the 

disadvantaged populations are left to fend for themselves 

(Dror, Radermacher, Koren, 2007). MHI addresses these 

concerns by allowing the poor families to express their 

needs and priorities in terms of offerings.10-11 

Understanding micro health insurance 

The key features of micro health insurance are; (a) that 

the premium is prepaid on a regular basis before the 

illness-related event occurs and (b) that the premium is 

affordable to low-income populations. Like any 

insurance, MHI units apply risk pooling between good 

and bad risks and the membership is generally 

voluntary.12 

Models for delivering micro-health insurance 

Due to the limited income of the target population, the 

prices of micro-insurance products are a crucial element 

in determining uptake. The cost of acquisition and 

delivery is a significant determinate of pricing. A GOI 

consultative group report outlines four different model 

approaches for delivering micro-insurance. 

Partner-agent model (type 1): Insurers utilize micro 

finance institution’s delivery system which provides sales 

and basic services to insurer and limited administrative 

burden for the micro institutions. 

Full service model (type 2): The provider is responsible 

for product design, sales, servicing, and claims 

assessment and the insurers are responsible for all 

insurance-related costs and losses along with the profit 

incurred. 

Community based model/mutual model (type 3): The 

policy holders own and manage the insurance program, 

and collaborate with health care providers like Hospitals, 

nursing homes etc. 

Provider model (type 4): The hospitals play roles of both 

insurers and service provider, who offer the policies to 

individuals or groups.13,14 

Managing risks and challenges for extending health 

Insurance to poor 

The major technical risks encountered in insurance are 

moral hazard, adverse selection and fraud, these risks are 

seen in all types of insurance, but the subjective nature of 

the health risks makes health insurance more vulnerable 

as compared to other insurance like life or property. 

Designing health Insurance for the poor requires a deeper 

analysis, so as to accurately cover most of the significant 

health events and related expenditures while 

simultaneously keeping the premium low and affordable 

for the poor, can pose challenges to MHI. According to 

Radermacher, Dror and Noble, the four aspects to be 

considered when offering MHI products to ensure 

sustainability are: product manufacturing, product sales, 

product servicing and the maintenance of long-term 

stability.15  

The development of linkages with government 

interventions, other micro-insurance schemes, healthcare 

and other service providers, social security institutions, 

social assistance programmes, etc. may strengthen the 

sustainability of the schemes as well as enhance their 

effectiveness.16 

With the above summarization of all the studies and 

programs providing financial benefits to the low income 

households, through MHI schemes, we would like to 

provide a hypothetical model, i.e. type 1 model including 

the insurer, community and service provider chain in 

dentistry as well, to reduce the financial burden and 

providing the oral health benefits to low income 

household of the society. So that we can achieve the 

India’s Goal of SDG, to provide good oral health and 

well-being to community irrespective of the social and 

economic class. 

The PRISMA checklist was utilized to report this 

systematic review, which can be considered strength of 

this study. 

Limitations 

Our review points to a narrow evidence based on the 

information gathered from the articles and schemes 

involved, the biggest limitation is the unavailability of the 

micro health insurance programs and schemes in the field 

of dentistry, still we have tried our best to provide a 

hypothetical model of MHI which can be implemented in 

dentistry. 

CONCLUSION  

It has been stated earlier that fee for service was the first 

form of payment that existed from the beginning. 
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However, due to the problems faced by the patients in 

coughing up the cost of the treatment at a single shot, 

other forms of payment like insurance is intended to give 

a breathing space for the patients came into existence. 

Today, even the healthcare services providing outdoor 

patient department (OPD) visits are covered under the 

various insurance schemes available. This study is an 

attempt to illustrate all the available forms of MHI 

payment offerings are a promising way to mitigate the 

risks of disease and ill health, which are 

disproportionately borne by the poorest citizens. Access 

to MHI reduces out-of-pocket health spending, especially 

for catastrophic oral health events, and improves access 

to quality oral care for those who are insured. 
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