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EXECUTIVE SUMMARY

Bangladesh is one of the poorest nations of the world, having over 43% of the population living below the national poverty line and sharing the major burden of the disease. Substantial quantitative and qualitative data have documented close relationships between ill-health, vulnerability and poverty. One innovate strategy in battling the interface of poverty and health is Micro-Health Insurance which can be defined as a type of insurance where accessibility to essential health services is made available to individuals and families, who are unable to afford formal health insurance schemes, through affordable premiums and low prices for health services. 

BRAC, a non-profit development organization well known for its contribution in research and training in addition to grass-root level field programs, initiated its ILO funded Micro Health Insurance pilot program in July 2001 with the objective to increase health care access to poor rural women and their families. Currently the program is being run in two districts: Norshingdi and Dinajpur and has a total enrollment of 9961 women. 

Exclusively planned for ultra poor, Equity Package (EP), one among the four health insurance packages, offers free enrollment and consultations, free yearly health check with essential diagnostic tests, up to 80% discount for essential medication and expensive investigations, follow and referral benefits to maximum of Taka 1000. Despite the free enrolment and increased health care accessibility with discounted services offered under EP, the rate of utilization is low among the ultra poor (Annual Report of the BRAC Health Program;  MHIB, Project staff)

A qualitative study was thus conducted to understand why those enrolled with the said MHI program of BRAC have a low rate of utilization of Equity package. More specifically the present study defined utilization as ‘rate at which members of EP, directly use the services of BRAC Shushastho in a given year’ and documented the current utilization rate as 35% using content analysis.  To understand why there is low utilization of BRAC’s MHI Equity Package, the meaning and perceptions that ultra poor members attach to EP, along with factors that influence utilization of services, were explored from the perspective of clients.

The findings of the study indicate that members who accessed the services several times and had a positive experience of using the card, considered EP as beneficial and a life saver. Free membership, free doctor’s consultation, discounts on medicines, effective treatment and distance (close proximity to the facility) were some of the enabling factors for accessing the services of EP. For others who did not use the card even once due to various avoidable factors or who had negative experience, this card carried no meaning. A closer understanding of ultra poor members’ perspectives using qualitative research, bring out several interrelated factors that can be categorized as per Kroeger 1983 Health Care Utilization model: Health service system and enabling factors, individual predisposing factors and perception of severity of the illness. 

Within health service system and enabling factors, service provider’s rude behavior, lack of explanation about disease by the doctor to the patient and information gap related to referrals came up as major barriers to utilization of BRAC Shushastho services by members of EP. Member’s feeling of powerlessness to negotiate with the Family Welfare Visitor was reflected by the fact that some women had to return back feeling humiliated from the clinic without seeing the doctor. Long waiting time, absence of doctor during clinic hours, irregular clinic timing, lack of availability of drugs were also cited as some of the other barriers that influenced them from accessing the services.

Factors that extended beyond the clinic settings and were perceived as barriers to utilization included physical inaccessibility and distance of villages from Shushastho, indirect cost such as loss of wages and transportation and lack of trust in the service provider. Further individual predisposing factors such as old age and occupation (daily wage laborers) also posed as an important barrier for members not accessing the services of EP. In few cases women members preferred going to other local doctors in the vicinity instead.
Project management factors, those related to in-different attitude of project staff towards Equity Package, lack of co-ordination and accountability among the BS service staff and MHI staff also emerged as a significant factor influencing the low utilization of services by the member’s of EP. This deterred them from taking any special effort to motivate or monitor the client satisfaction. This could be because the staff may not have been oriented properly about the relevance of ‘equity perspective. Further information gap and low awareness among the members of EP about benefits, renewal and location of BS and monitoring and supervision and failure to adequately advertise and promote the services also acted a major hindering factor for utilization of services by members’ of EP. 

The findings of this study brings across perceptions, barriers and experiences of clients that reflect key issues and gaps in implementing successful MHI program in reaching the un-reached. For BRAC to improve the utilization of services of EP it is recommended that that they make their health service system more responsive to the needs of ultra poor members of EP and also enhance their project management capacities by sensitizing the project staff on relevance of equity issues and strengthening monitoring and supportive supervision. 

Acknowledging Micro Health Insurance as the one of the viable option for providing financial protection and access to basic health care to the socially disadvantaged ultra poor is the first step towards breaking the vicious cycle of poverty, illness and vulnerability. However, to ensure that the scheme is truly benefiting and reaching the ultra poor, it becomes important to assess and understand the client’s perceptions and barriers. One of the implications of this study for other organizations working in the area of MHI is to assess whether the services are actually being utilized by the end users and what could be the potential barriers to effective and optimal utilization. The program design should have mechanisms inbuilt to assess the utilization rate and clients satisfaction on a regular basis.

Further, introducing a sound and appropriate package like EP for the ultra poor is indeed an important step towards achieving the social agenda of providing quality and affordable health care services to the un-reached and socially disadvantaged ultra poor. However the same understanding needs to percolate to the field staff, who are a critical link and interface between the program and the people. It is important that they understand the relevance of having equity perspective, which will enable them to appreciate and respect the members. This will further give impetus to the program effectiveness.

It is hoped that findings and recommendations of this study would facilitate implementation of user-friendly approach to EP that would further improve the overall performance of BRAC’s Micro-Health Insurance and other organizations working in the area of MHI, thereby improving the health outcome, impoverishment and financial security of clients’ especially ultra poor.

1 INTRODUCTION

1.1 Background 

‘The biggest enemy of health in developing countries is poverty’
Kofi Annan, Secretary General, United Nations in his address to the World Health Assembly, 2001 (World Bank, 2001).

Poverty is widely recognized as a determinant of health. It plays an imperative role in an individual’s health status, influencing his or her access to health care, housing condition, access to safe water and sanitation, sufficient food and nutrition, as well as control over his or her reproductive process (Basch, 1999).

Poverty and disease are concomitant factors fuelling each other in a vicious cycle. Poor people experience a disproportionate burden of disease, particularly tuberculosis, malaria, measles, pneumonia, and diarrhoeal diseases (Farmer, 1999; WHO, 2005). Any experience of disease compromises the individual’s physical well being, as well as drives a household into poverty, and challenges a household’s ability to emerge from poverty. 
Substantial quantitative and qualitative data have documented evidence that sickness may decrease an individual’s earning capacity and productivity, even as treatment costs burden a poor household’s already-limited resources (Anwar et al. 2004; Bhide and Mehta 2003; CPRC 2005; Datta and Hossain 2003; Lawson 2003; Ruger A 2003; World Bank 2001). Underlying the adverse impact of serious illnesses on households are costly, and potentially irreversible, crisis coping mechanisms (e.g., depletion of savings, selling of productive assets, mortgaging land, or borrowing from money-lenders at high interest rates), which lead to ‘catastrophic health expenditure’
, pushing these households into a poverty trap from which they rarely recover (Whitehead et al. 2001) 
Health security and improvements in health outcomes including improving access to affordable health care is therefore central to boosting growth and helping break the vicious cycle of poverty and ill health. One innovate strategy in battling the interface of poverty and health is Micro-Health Insurance (MHI). Micro Health Insurance (MHI) can be defined as a type of insurance where accessibility to essential health services is made available to individuals and families, who are unable to afford formal health insurance schemes, through affordable premiums and low prices for health services. (Brown, Warren et al. 1999)

The significance of micro-health insurance is two-fold. First, it addresses the poor people’s need for livelihood and household security by providing recovery assistance in the face of a sickness-related shock. Second and more important from the public health paradigm, it seeks to improve the population’s health status by increasing accessibility to health treatment and prevention services. In short, micro health insurance contributes towards the improvement of health care access and financial household security (Ruger A 2003). 

1.2 Bangladesh: a brief introduction

Bangladesh is one of the poorest nations of the world. Despite a remarkable reduction in the Human Poverty Index (HPI), which measures poverty, illiteracy, and health deprivation, from 61% (1981/83) to 36% (2000), approximately 83% of the population
 continues to live on less than US$2 per day (McAdam 2004). Further over 43% of the population live below the national poverty line (BBS 1996 and World Development Indicators 2000)

According to the Bangladesh Ministry of Health and Family Welfare and the World Health Organization (2005), although there has been significant improvement in control of childhood communicable diseases, such as measles, poliomyelitis, and diphtheria, as well as widespread use of oral rehydration solution (ORS) for diarrhoeal diseases, there continues to be a high ratio of maternal mortality (300 per 100,000 live births), rising incidences of infectious diseases, such as tuberculosis, malaria, and HIV/AIDS, and a high burden of morbidity due to micronutrient deficiency and malnutrition. Particularly, the Bangladesh Demographic and Health Survey of 2004 reveal that 43% of children under five years are stunted (short for age), 13% are wasted (low weight for height), and 48% are underweight (BDHS, 2004). For most, the burden of disease has been found to lie with women and people living in rural areas (MoH, 2005; WHO b, 2005). The nation is thus more than familiar to the toils of poverty and disease burden. 

With 25 to 30 million of Bangladesh’s citizens falling into the category of  ultra poor, accounting for about 24% of the total population (Sen and Hulme, 2005), and sharing the major burden of disease, there is a great need for active anti-poverty reforms in the health sector so that services are more accessible.

The micro-insurance concept is relatively new in Bangladesh. A small number of schemes have been in operation for more than six years while the majority have operated for three years or less. The evolution of the micro-insurance concept stems from the development and wide spread implementation of micro-credit models as a development strategy for Bangladesh. Today, the micro-insurance model has become an important development tool -aiming to safeguard or reduce the likelihood of credit defaults by addressing certain high economic costs to credit groups and their family dependants resulting from emergency health expenditures, death of a family member, and damage to property caused by fires or natural disasters (Ahmed, K. Islam et. al. 2005)
1.3 BRAC: at a glance

BRAC
 set up in 1972 as a non-profit development organization, has been working with the ultra-poor for more than two decades. Well known for its contribution in research and training in addition to grass-root level field programs, BRAC today is the largest NGO in the world employing over 26,000 regular staff and 34,000 part-time teachers working in 60,627 villages in all 64 districts of Bangladesh. BRAC has provided development assistance to over 4.14 million poor landless persons and has a range of health and development services available to 31 million people of Bangladesh.

1.4 Micro Health Insurance of BRAC (MHIB)

BRACs, ILO funded MHI pilot program was initiated in July 2001 with the objective to increase health care access to poor rural women and their families. Currently the program is being run in two districts: Norshingdi and Dinajpur and has a total enrollment of 9961 women. (Matin et al. 2005) 

BRAC run MHI scheme is card-based; each member is issued a card, which is the evidence of the insurance coverage. The card carries the cardholder’s name, name of the family members covered, insurance start and end date, and a list of benefits and rules. (See Appendix I for brief description of the program)
1.4.1 The process

BRAC plays a dual role of insurer and health provider. The BRAC Shushastho provides treatment and diagnostic services, have comprehensive laboratory labs, outpatient facilities, and in-patient services, all supported by qualified nurses and physicians. For referral cases, BS has an agreement with one of the private clinic. BRAC Shushastho, on average, treats over 99% of their cardholders and refer less than one percent of the cardholders to other health facilities.

While receiving the treatment the members directly pay the consultation and other charges including medicines and tests (at the discounted rate) to BS. No further claims and reimbursements are involved. For the small number of cardholders referred, the Medical Officer makes a note of the patient’s prescription stating which centre they should visit. Patients are required to pay the total cost of treatment to the referred centre at their prescribed rate. To claim reimbursement, the cardholder is required to submit the prescription, medicine bills and the treatment bill to BRAC Shushastho. The claim is examined by the MHIB claim committee consisting of the Area Coordinator and the Medical Officer. The committee decides on the amount (between Taka 500-1000) to be reimbursed based on the cost of treatment and the severity of the illness. The claims process takes about a week and is settled in cash. For VO cardholders, the claim is paid at the next VO meeting in front of the other members, as this serves to promote the scheme and its benefits to other members (Ahmed, K. Islam, et. al. 2005). 

1.4.2 The insurance benefits

The BRAC-run MHI scheme, offers four health insurance packages: General package; Pre-paid pregnancy package; Equity package and School health package; with the hope that the micro-health insurance scheme will protect poor households from catastrophic health expenditure by pooling risk and increase health care accessibility. (See Appendix I for brief description of the program). 
1.4.2.1 The Equity Package (EP): targeted towards ultra poor

In order to create an encouraging participation environment, ultra poor are offered free enrolment and subsidized service delivery under the Equity package. More specifically the package includes the following services: Free enrollment, free consultations, free routine pathological tests, free yearly health check with essential diagnostic tests, up to 80% discount for essential medication, up to 80% discount for costly investigation, special post consultation follow up home visits (at least 2 visits), free transportation arrangements by BRAC MHI to selected referral hospital/clinics, referral benefits Taka. 500-1000. The selection criteria for enrolling the members for EP, as shared by project staff are as follows: 
· Women who are household heads: Widowed, divorced, separated and abandoned women  or wives of sick, inactive and disabled husbands or are old

· Landless or has land less than 0.15 acre, including homestead

· Lack of productive assets

· Has occupation  as casual or day labor, beggary or work in other’s household- dependent on other’s mercy

Unlike some of the other BRAC project areas, where selection of ultra poor is done through participatory process involving deprivation ranking, at Madhobdi, for MHIB program, the list of ultra poor is sought from the chairman, local elites and members of union parishad. The project staff verifies the list by making home visits to ultra poor household. From this list approximately 2- 4 persons are selected as the beneficiary of EP. At times the list is prepared with the help of VO leaders and SS, and later shared and verified by the project staff. Ultra poor are then invited to visit the office to collect their membership card. Sometimes ultra poor are also identified by PO during village visits. During data collection phase, it was observed that two of the ultra poor who were enrolled, had approached the staff on their own for seeking the support.

The current membership of ultra poor in BRAC’s MHI Equity package in the two districts is 368, of the total target of 405 (Annual Progress Report, MHI program, BRAC, 2004). 

1.5 The Research Problem

Despite the free enrolment and increased health care accessibility with discounted services offered under EP, the rate of enrollment is lowest among the ultra poor (4%) as compared to VO (50%) and NVO (11%) (Martin et al. 2005). The Annual Report of the BRAC Health Program, 2004 in its discussion on challenges of health care delivery to poor people, shows that ultra poor under-utilize the available micro-health insurance scheme. As per the project staff of MHIB, Madhobdi district, the utilization rate for the BRAC Equity Package has been as low for the year 2004. The micro-health insurance scheme thus defeats the purpose of increasing access to affordable and quality health care services for targeted ultra poor household and as such underutilization threatens to compromise the equity aspects of the scheme and financial security of poor.

Literature search to understand the barriers to utilization of health services points out that health care utilization can be affected by factors such as availability and accessibility of health services, attitude of an individual towards health his/her health and the heath care system (K. Park 2000). Gulliford et al. (2001) while distinguishing between ‘having access’
 and ‘gaining access’
  points out that even where adequate services exist, issues relating to affordability, physical inaccessibility and acceptability can limit the extent to which patients make use of them; social or cultural obstacles can also restrict utilization. Further he points out that barrier to access can occur at different points on the health care pathway from the initial contact, to entry and utilization of effective, appropriate and acceptable services, through to the attainment of desired or appropriate outcomes. 
Observations informed by a previous experience of conducting a qualitative research on ‘Exploring explanatory model of ‘white discharge’, amongst women of Kakaboo Village, Bangladesh, indicates various factors could be responsible for, the low utilization of health services offered by BRACs MHI EP (Khan R.J and Singh M, 2005). Ultra poor’s perception about the quality of services, for instance, can either motivate or inhibit them to utilize the free services offered under Equity package. Perceptions are in turn, affected by social factors like lack of knowledge about the MHI program itself or misconceptions with regard to the health services being offered under equity package. Other significant issues include cumbersome reimbursement procedure for insurance, perceived attitude of the program staff and health service provider, distance from home to clinic, timing of the clinic and gender issues relating to decision making and work load of women; cultural factors such as health beliefs of ultra poor; and economic factors like indirect cost on transportation, expenditure on medicine, related to both un-affordability and the low priority given to some illness in the face of economic deprivation. (Figure 1: Problem Diagram). Clearly, there is a gap in the knowledge about the needs of the ultra poor people as shown in above instances of underutilization of schemes by the very people for whom it has been devised.  

Thus the current proposal seeks to conduct a qualitative study among ultra poor people to understand why those enrolled with the said MHI program of BRAC have a low rate of utilization of Equity package.

Figure 1: Problem Diagram

















1.6 Literatures reviewed

Review of literatures show that there have been a number of quantitative studies that have looked into rates of utilization (according to wealth) of a community based insurance scheme. (Dror, D. M., et al. In press, 2006; Wang, H., W. Yip, et al. 2005; Preker, A. S., G.Carrin, et al. 2002). A quantitative study conducted by Ranson, et al. 2006, found that poorer rural members of Vimo SEWA were much less likely to use the scheme than were the less poor rural members. As a follow up of this study, the authors then investigated the reasons for low rates of utilization, using qualitative methods. (Sinha, T., Ranson, M.K., et al., In press, 2006)

In Bangladesh there are very few studies on Micro Health Insurance and utilization pattern from the perspectives of ultra poor. A study conducted by Ministry of Health Family Welfare, (1998), to set the premium and benefits package, looked into the utilization pattern of services and utilization potentials of BRAC Health Centers and Grameen Health Program. The study pointed that both the centers are underutilized to their capacities (MoH, 1998). 

BRAC has two working papers: one that explores the health domain of ultra poor including perceptions of ill health and knowledge on treatment seeking behavior (Zaman et. al, 2004) and other on customized development interventions for the ultra poor based on preliminary assessments of health and health-seeking behavior (Ahmed et al. 2005).

Recently BRAC conducted a research to study to analyze underlying factors responsible for enrolment and renewal decisions for MHI from the perspectives of both subscribers and non-subscribers (Matin et al. 2005 unpublished). However, there is no qualitative study that has been conducted specifically to identify and understand the factors that influence low utilization of BRACs Equity package, MHI program from the perspective of ultra poor. 

1.7 Relevance of the study

The proposed study will contribute to a greater understanding on how to design micro health insurance schemes that ensure better utilization rates by ultra poor. More specifically this research will help in identifying the potential ways by which BRACs MHI scheme could be more responsive to the needs of ultra poor. This will strengthen the poor household’s ability to access health services and respond to the challenges of poverty.   

2 OBJECTIVES 

2.1 General objective

To understand why there is low utilization of micro health insurance scheme amongst ultra poor enrolled with BRAC’s, Micro Health Insurance program, Bangladesh.
2.2 Specific objectives 

1. To define utilization rate and document the current utilization rate of BRACs Equity Package, MHI program by ultra poor.

2. To identify factors that influence the utilization of health services offered under equity package to ultra poor.

3. To understand the meaning and perception that ultra poor, (members who access and who do not access the services) attach to MHI and how that shapes their decision making with regard to the utilization of services provided under BRAC’s MHI equity package. 

4. To further identify and recommend strategies in the implementation of  micro-health insurance schemes designed for  ultra  poor people that ensure better utilization rates such that health seeking behavior is enhanced irrespective of challenges of poverty
3 METHODOLOGY

3.1 Study site 

The study was conducted in Madhobdi pourashava, Norshingdi district, an area with a long-standing BRAC presence of development and health initiatives, including the implementation of micro-health insurance schemes. Madhobdi (approx 60 km from Dhaka city), has a total population of 4, 25,373 residing across 302 villages spread over 14 Unions. There are 4 private clinics, 4 government Family Welfare Center, 4 satellite clinics, 42 village doctors, 7 Homeopathy doctors and 3 trained MBBS private doctors in the area. There are both government and private educational institutions including 135 school, 60 Non Formal Primary Education and 17 Kishore Kishoree school run by BRAC and 60 by Darul Ahasania Mission (Source: A.O, Madhobdi)

BRAC MHIB program is operational in 147 villages spread over 6 unions. Of the total 1,84,202 population, approximately 203 ultra poor have been identified as beneficiaries of BRAC’s Vulnerable Group Development Program (VGDP). Though there is no systematic and participatory selection undertaken to identify ultra poor for BRAC’s MHIB program, a total of 123 members from 31 villages are currently the members of Equity Package (Source: A.O, Madhobdi)

Most of the clients of the EP are women, in the age group of 26-80 years who have been widowed/ divorced/ abandoned by husband. They live in mud houses with thatched roof top, often relying on just one meal a day. The primary occupation of the members is either employment as domestic help or daily wage laborers in cotton mill or in some cases beggary.  

3.2 Sampling

Using purposive sampling, respondents were selected from 12 villages (Refer Table 1& 3) of the total 31 villages, employing the following criteria: 

· Distance: respondents residing in the range of 0-10 km from BRAC Shushastho

· Access: 

· Members of EP who have accessed the services of BRACs Shushastho, at least once within past 3 months. This was done to reduce the recall bias. 

· Members of EP, who have accessed the services at least once but no longer access the services of BRAC Shushastho, despite suffering from one or the other disease/illness during the last one year.

· Members of EP, who have not accessed the services of BRAC Shushastho ever since their enrollment 

· Enrollment status: Respondents enrolled as EP members from the beginning of the program in January 2002 to the most current member enlisted in October 2005. The renewal status could not be taken as criteria as the list of EP card holder was not updated.

· FGD was conducted in selected villages where five or more card holders resided.

A total of 32 respondents (willing to participate) representing a range of 26-80 years were selected for FGDs and In-depth interviews.(Refer Table A5 for Profile of respondents). The expected sample size was based on rule of the thumb followed in qualitative sampling: Sufficiency- covering the maximum variety and Saturation- point of redundancy in response. 

Table 4:  Summary of sampling

	Method
	Number of respondents
	Place
	Total Number

	Focus Group Discussions
	20
	Dighirpar, Shekherchar and Khilgoan village.
	3

	In- depth interview with the ultra poor
	7 members of EP who have accessed services of BRAC Shushastho at least once in the last 3 months (Oct- Dec 05)

7 members of EP who have accessed the services at least once but no longer access the services of BRAC Shushastho in the last one year (Jan - Dec 05)

7 members who have not accessed the services of BRAC Shushastho ever since their enrollment (Jan 02- Dec 05)
	Dighirpar, Bhagiratpur, Patharpara, Sharpanigar, Birampur, Chouddopaika, Khilgoan, Shimulkandi, Aalgi, Sagardi, Baluchar and Shekherchar were selected for in-depth interviews. 


	21

	In-depth interview with the service provider
	1 Area Manager

2 Program Officers

1 Family Welfare Visitor 
	BRAC project office

BRAC Shushastho
	4

	Case Study
	2
	
	2


3.3 Data collection tools

The data was collected in the period from 4 - 30 December, 05 employing qualitative methods as well as undertaking content analysis. A need for undertaking qualitative study was felt with the intention to generate new insights by capturing the meanings and perceptions of members’ and to understand the complexity of factors responsible for members’ utilization behavior within a context.

3.3.1 Content analysis or secondary data review was undertaken to review the utilization rate of EP. MHI monthly performance reports (January- November 2005), BRAC Shushastho Month-wise Patient Visit Register and Bills for ultra poor submitted by BS to BRAC MHI project were looked into for assessing the current utilization rate of BRAC’s EP by ultra poor.

3 Focus Group Discussion (FGDs) and 25 In-depth interviews were conducted using checklist and guidelines. (Refer Appendix II).

3.3.2 Focus Group Discussions: In order to capture the emic view 
, FGD were conducted at Swastho Sebika’s house, with 6-8 ultra poor women in each group (some who had accessed the services and some who had not accessed the services of EP). PRA exercises, specifically free-listing, Resource mapping and ranking were conducted as a part of FGDs. 

· Resource mapping and Venn diagram: Respondents were asked to map the health services (private and government) popular/ frequently accessed by them or by other ultra poor who are not members of EP. These maps were used to understand the medical pluralism present in the villages and also assess the importance of BRAC Shushastho in their lives.

· Free-listing: Participants were asked to enlist factors that influence the utilization of health service offered under EP.
· Ranking: The respondents were asked to identify and rank various socio-cultural, economic and other service factors that influence the utilization of BRACs health service in terms importance and share why they prioritize one factor over other.

3.3.3 In-depth interviews: A total of 25 In-depth interviews were conducted in the local Bangla language, using an interview guide, with the help of translator- 21 with ultra poor members and 4 with service provider including the project staff. Interviews with ultra poor were designed to explore the meaning and perception that ultra poor attach to EP, benefits and barriers to accessing /utilization services and how that shapes their decision making with regard to the utilization of services provided under BRAC’s MHI equity package. In- depth interviews facilitated open and spontaneous responses from the respondents and thus enabled to provide richer information about their perceptions, misconceptions and beliefs regarding the EP. Interviews with service provider were conducted to understand whether BRAC Shushastho was able to meet the needs of ultra poor, whether ultra poor were satisfied with quality of care being provided and the barriers. Since majority of the respondents are daily wage laborer and beggars who leave their home in early hours and come back late in the evening, interviews were conducted at their home during early hours and at work place during lunch time convenient to them. 

3.3.4 Case study: Case studies were selected from in-depth interviews. Though a number of cases were recorded as part of the study, the two that were selected demonstrated barriers for accessing services offered under EP and how they were overcome or which reflected the benefits perceived or enjoyed by the community. The respondents in the case studies were interviewed in their natural setting to make them feel more comfortable and confident in sharing information, and to better contextualize the subjects living experience.

3.3.5 Purposive observation was employed at the BRAC Shushastho to assess the client provider interaction, staff competence, availability of services and staff’s attitude towards ultra-poor EP card holder. Two poor women, who came to seek the services for general illness, were observed (9 am to 5 pm) from the moment they entered the clinic till they came out of the clinic after availing the services of the doctor. Attitude of MHI staff towards ultra poor was also observed in field, while they provided enrolled and provided information to the ultra poor about the EP.

The content of each FGD and in-depth interview was discussed and summarized on day to day basis so as to identify most important themes and ideas in relation to research objectives and to determine if anything should be different for subsequent groups and individuals. All transcripts were carefully checked for accuracy and consistency. Triangulation of different methods and sources was done to maximize the validity and reliability of data and to reduce the chance of biases. The amalgamation of ultra poor women’s  and providers’ perspectives with researcher’s observation has brought to light distinct factors that influence ultra-poor’s decision to care seeking and utilize services offered by EP package. 

3.4 Data analysis

All the FGDs were tape recorded and transcribed for data analysis. In-depth interviews were obtained using tape recorders. However, first two interviews revealed that the responses were limited to sharing only good experiences.  On the other hand, off the record interactions post the formal interviews saw the interviewees talking openly about their negative experiences of accessing the services. Hence these were also quickly noted down and included as part of transcripts.  The data was then coded thematically (manually as well as using ATLAS-ti, software) and accordingly used for analysis and report writing.

3.5 Ethical Considerations 

The purpose of the study was explained and a verbal consent was obtained from the respondents participating in the study. In addition confidentiality is being maintained with respect to information provided by respondents by putting fictitious names while quoting the respondents experiences.    

4 FINDINGS

4.1 Definition of Utilization rate 

Utilization rate or actual coverage is expressed as proportion of people in need of a service, who actually receive it in a given period, usually a year (Doll., et. al., 1956). For the purpose of this study, utilization rate is defined as rate at which members of EP, directly use the services of BRAC Shushastho in a given year (January- December 2005). Or Number of episodes of utilization per member per year.

4.2 Current Utilization rate of BRAC’s EP by Ultra poor members

A study conducted by Ministry of Health Family Welfare, (1998), to set the premium and benefits package, looked into the utilization pattern of services and utilization potentials of BRAC Health Centers and Grameen Health Program. Using assumptions, the study estimated planned or desired total visits/person/year (that is 2.10 per person per year) and then calculated the total number of expected patients per year (including illness and injury and excluding the preventing visits) for a health center run by an organization (excluding the private share) based on the total population of a union (MoH, 1998).

 Using the same assumptions, based on secondary record review of BRAC Shushastho Month wise patient visits, the desired utilization of BRAC Shushastho by members of EP should have been 150 patients per year. However a total of 53 patients actually utilized the services of BS during the year (35% utilization rate). So it can be concluded that there is 65% under-utilization of services by members of EP (Refer Table A6).

Table A6: Utilization by members of Equity Package for the year 2005

	*Assumption
	Desired utilization of BRAC Shushastho
	Desired utilization of BRAC Shushastho by members of EP, MHIB

	Total Population of the union 

Desired visits/persons/year: 2.10

Desired visits/persons/year (less preventive visit): 1. 22

50% private share (25% BRAC & 25% Grameen share)

+ 50% public share]


	Total Population : 1,84,202 (MHIB project working area 6 unions -147 villages)

Desired visits/persons/year (less preventive visit): 1. 22

25% BRAC Shushastho share


	Total Ultra poor enrolled with MHIB: 123

(MHIB project working area 6 unions -147 villages)

Desired visits/persons/year (less preventive visit): 1.22



	Total number of patients per year: 

Total population of the Union x Desired visits/persons/year (less preventive visit) / 4
	Total number of patients per year:

1, 84,202 x 1. 22 / 4 = 56181.61 patients per year


	Total number of patients for the year  (Jan-Dec 05) BRAC Shushastho:

Total members of EP x desired visit/persons/year

123 x 1. 22 = 150 patients per year

	**Actual utilization for the year January – December, 2005 

Total number of patients for the year  : 10430

Total number of patients who are not members of MHIB ( non- insured): 8056

Total number of patients who are members of MHIB (insured): 2374

Total visit by members of EP for the year: 53

Utilization rate : 53/ 150 x 100 = 35% 
Source :

*1998, Designing a pilot of Rural Social Health Insurance In Bangladesh. Health Economics Unit, Ministry of Health and Family Welfare, Bangladesh
** Secondary Record Review of BRAC Shushastho Month Wise Patient Visit Register, BRAC A/O




From an equity perspective, utilization of BS by EP can be assessed using other variables such as gender and geographic location of BS from villages.

  Gender and. Utilization: By virtue of the selection criteria itself, the primary cardholder of EP are all women. In the last one year (January-December 05), month wise patient visit record of BRAC Shushastho reflects that out of total 53 ultra poor patients who utilized the services of BS, 50 were females and only 3 were males.

Place of residence and utilization: Secondary data review of BS records and MHI monthly performance reports show that frequency of utilization is more among those members of EP who belong to villages within 5 km of radius from BS as compared to members belonging to villages beyond 5 km radius. (Refer Table 7) 


Thus there is clear evidence to show that there is low utilization of services offered under EP by members (35% utilization) and that there exists geographical inequity in utilization of services by members of EP.

To understand why there is low utilization of BRAC’s MHI Equity Package, the meaning and perceptions that ultra poor members attach to EP along with factors that influence utilization of services were further explored from the perspective of members/clients. 

4.3 Meaning and perceptions that Ultra Poor attach to EP 

In-depth interviews and FGDs with a total of 32 members of EP revealed that the meaning and perception of ultra poor members varied depending on the frequency and previous experience of accessing the BRAC Health services. 

4.3.1 EP as life saving  

Women members’ who accessed the services several times and had a positive experience considered this package valuable and beneficial in the real sense. They regarded this package as life saving as what came out in their following expressions and remarks:

‘My mother- in- law could have died, had this card not been with us. At least the doctor is good and we get cured. It is so important to us and therefore we keep it safely. Hasina, 28 years, Birampur
‘If this card was not there, I would have to beg money from people to go to Foni doctor. For a poor beggar like me, this card is the only hope of being alive. The card is quite valuable to me as the treatment is effective. This card is close to my heart and I therefore keep the card safely’. Saima, 52 years, Sharpanigar
Members preferred using the services of BS for diseases like, chest pain, back and body ache, hand fracture, fever, asthma, cough, gastric, burning sensation of hand and head, head ache, eye problem, weakness, insomnia. In majority of cases women decided to visit BS either on SS, neighbors’ or relatives’ suggestion.  In almost all the cases it was the severity of the disease, distance (close proximity to the facility), free card membership, free doctor’s consultation, discounts on medicine and other diagnostic tests and effective treatment that triggered them to visit the BS. 

‘Because of the severe pain, I could not go to work for 7 to 8 days. This made me seek the services of health care facility and I decided to go to BRAC hospital because it is free of cost’ Maraium, 32 years, Dighirpar

‘I have been suffering for asthma problem for 40 years. This time I had severe problem and suffered for almost 2 days. My eldest daughter then decided to take me to BRAC hospital as we had the card and the treatment is free and effective.’ Saima, 52 years, Sharpanigar

‘My fever did not improve for almost 2-3 weeks and I felt weak from inside. I almost felt that I am going to die. So my father in law advised me to utilize this card as it is free and visit BRAC medical.’ Nazish, 36 years, Chouddopaika

 Majority of the women shared having a positive experience and improvement in their health status after using the card. To them this card has been very valuable and beneficial. 

‘We are poor, we can not buy medicines. So whatever we get from this card is good for us. As I can get expensive medicines by this card, so it has really a great value to me’. Aliya, 45 years, Patharpara



All the members who had a positive experience of using this card showed their keenness to renew the card and recommend it to other ultra poor people.

‘It was good. Yes. I felt better after treatment. There was a positive improvement. I will renew it for the next year. This is good for poor people’. Samira, 35 years, Bhagiratpur

‘It was good experience. So I will recommend it to others and renew it too’. Saima, 52 years, Sharpanigar
‘I am not aware that I need to renew my card. But now that you have told me I would like to renew it, because we get medicines and the treatment is good’. Hasina, 28 years, Birampur
4.3.2 EP as ‘vacuous’...having no value

Fourteen respondents shared having either negative experience using the card or finding this card of no help and use. To them this card carried no meaning. In almost all the cases this perception shaped their decision to either limit the use or completely stop utilizing the services offered under EP by BRAC. Many respondents shared feeling angry, frustrated, and humiliated using this card. Some of them also showed their indifference to this program and said that this card has no value in their lives. 

‘As I did not know the location I could never use the card. So this card is useless for me; I forgot where I kept it. I found it today when I heard that you are coming’. Dilnoza, 45 years, Patharpara

‘This card has no value to me; this is like a piece of paper. If I can not get medicines then why should I keep it?’   Fauziya, 35 years, Patharpara

‘No this card really does not carry any meaning for me, I will not renew as I did not get the treatment’. Nazish, 36 years Chouddopaika

‘Long back they gave me this card, and then they never came to follow-up. I lost my card; I forgot what they told me. Why should I keep this card when I do not get any benefit?’ Farhana, 60 years, Shimulkandi 
‘The card did not benefit me. So why should I recommend to anyone else? ‘Asma, 45 years, Aalgi

‘The card was received by my daughter not by me. She kept it somewhere and forgot. So I did not use the card. I did not see it even. It could not help me.’ Rohima, 70 years, Dighirpar 

‘They use this card to take blood of poor people and it is a kind of business. Mala’ 60 years, Dighirpar

One of the respondents from Dighirpar refused to meet us as she had a negative and humiliating experience. Some members refused to renew their card for the next year.

No, I will not renew it or even recommend to any one as I did not have good experience using it. Mazeda, 32 years. Dighirpar

It was not a good experience and I would not like to renew it for the next year. Ameena, 31 years. Dighirpar

4.4 Factors influencing the utilization of BRAC health services offered under EP by ultra poor members 

The interview findings suggest that ultra poor member’s decision to access services of EP is shaped by several interrelated factors that can be categorized as: Health service system and enabling factors, Individual predisposing factors and Project management factors (Refer Figure2)

4.4.1  Health service system and enabling factors
 Experiences and perceptions of members both inside and outside the clinic acted as enabling or hindering factor in health utilization for the members of EP.

4.4.1.1 Inside the clinic 

Service provider’s behavior had a very powerful influence on the member’s reaction to service, and in some cases whether or not they used the services at all. Of the total members who accessed the services at least once, 16 respondents shared having experienced unsympathetic, hurried and arrogant treatment by Family Welfare Visitor (FWV), often the first point of contact for patients at the reception. Anecdotes of negative experience centered around the treatment received from the FWV such as feeling of embarrassment at being shouted by the FWV, having to wait for a very long time and in some cases returning back home without receiving the free consultation by the doctor. 
‘I carried the card to the Shekharchar Medical and showed them at the counter. Aapa kept my card aside. After a while I enquired about my turn. Then another Aapa told “Don’t you feed yourself by doing any work? Why did you come here? Why don’t you work and earn some money so that you can show yourself to another doctor in Madhabdi. There is no free medicine here.” ………I told Aapa “you people gave me the card and told I have to pay only 20 taka for the medicines only if the total cost of medicine is 100 taka. She told that there is no free service here. …………….Brother, the way they shouted at me in front of so many people in hospital waiting area, I felt humiliated. I felt like leaving the card back at the counter and returning home. I could not show myself to the doctor. That day I really felt insulted’ Mazeda, 32 years, Dighirpara
‘I work in others’ house. I frequently fall ill. However the indifferent and rude behavior of the staff at the reception deters me from seeking the services of Brac medical. Only when I’m severely ill then I go there’ Salma, 35 years, Bhagiratpur
The MHIB project staff also perceived rude behavior of the FWV as an impeding factor that contributed to low utilization of health services by EP members. 

The attitude of health staff towards patients also had an impact on the effectiveness of the treatment. Women shared not having understood which drug to take and at what frequency and for how long. None of the women asked for clarification for fear of the health worker’s potential aggressive response.


The perception of doctor’s attitude toward a patient’s health was measured by the time spent with the patient and level of response to concerns. Almost all the members who availed the services of BRAC Shushastho expressed their full satisfaction with the doctor’s diagnosis and examination. Though only a few of them shared that the doctor explained them explicitly about the disease, almost all of them showed their satisfaction with the time that doctor spent to physically examine them using stethoscope.

As 46 year old respondent from Dighirpara said ‘the doctor took lot time and checked me very well. He examined me and lots of time he asked me about the pain…. He was so good’

‘The doctor checked me well. He told me, not to drink cold water and avoid going out in cold. He was so polite and good’. Saima, 52 years, Sharpinagar
Nineteen respondents along with one of the MHIB project staff shared long waiting time and irregular clinic timing as two major hindering factors for accessing the services of the BRAC Shushastho by ultra poor members. 

‘When we visit the hospital, they shout mockingly, free card has come. They ask us to sit and wait quietly. They say ‘we will call you when your turn comes’…………They made me wait for a very long. I went at 10 and waited till Juhor Azan (1 pm). Because I took the card which was free of cost, they made me wait for a long time. Patients, who came after me, were asked to see the doctor before me. The nurse at the counter ignored me. She is the one who delayed. I wanted to leave the card and come back’.  Hasina, 30 years, Birampur.


Barriers to utilization of health care services provided under Equity Package, MHI, BRAC











Irregular clinic hours:  The clinic timing of BRAC Shushastho is from 9am to 1pm and 3pm to 6pm. It was however observed that patients had to wait for at least 30 min to an hour, even after the lunch time. 

This was also shared by 52 years Saima, from Sharpinagra during the FGD. She said, ‘I had severe breathing problem. My daughter took me immediately to BRAC medical by rickshaw. By the time we reached it was 3 in the afternoon. No doctor was there…they had gone for upstairs for lunch. I had to wait for half an hour. This was so difficult for me.’ 

On one of the days of observation two of patients had to return back without consultation, as two out of three doctors on duty were out for a meeting and the other one was resting. 

Lack of availability of medicines at the counter or inadequate money to purchase medicines from outside was reported as another barrier to accessing the services. As some of the respondents share: 
‘Doctor prescribed me three medicines, of which I got one from the counter and rest I was asked to buy from outside. But since I had no money I did not buy’. Saima, 52 years, Sharpinagar 
‘BRAC hospital has expensive medicines. They never give us those medicines, rather they ask us to buy it from outside’. Hasina, 30 years, Birampur
‘Even though I usually pay for the medicine I never get all the prescribed medicines from the counter’. Salma, 35 years, Bhagiratpur

The perception of the respondents was triangulated through the Medicine Register of BRAC Shushastho and the day of patients visit. It was found that the views of ultra poor were true to an extent that one of the prescribed drugs that were denied to the ultra poor but was available in the stock. 

Some women also said that they found it inconvenient to get the Xray done from outside given that it was expensive, it took a lot of time to locate the place and get it done. 

Thirteen respondents said that the service provider did not explain them either about disease, the dosage or the timing of medicine and about the next follow up visit. During the observation too it was seen that none of the patients were explained either about the disease or about the next follow up visit. But efforts were made by the FWV to explain about the dosage and timing of the medicine to the patient while dispensing the medicines at the counter. 
Past Experience: Two members shared having accessed the services of the hospital but not getting the treatment from the clinic for that particular disease. In both the cases the doctor referred the patients to other hospital, which to them was expensive and they could not afford it. Furthermore the reimbursement entitlement and procedure were not clearly explained to the members. This led to resentment among the patients when they came to claim their money. 
I went to BRAC, they refused to treat him and referred him to Prime Hospital and told us that whatever amount we spend, a portion of that money will be reimbursed by BRAC. Because Prime Hospital was expensive (5000 taka) and its for big rich people,  we decided to get the treatment from another doctor from “Gangfar Hospital” as the fee was low and the doctor was locally renowned for fracture treatment……..after getting the child treated from here we went to claim money. They refused to give us money. They questioned us as to why we took the child to the local doctor they behaved with us rudely….. Brother we begged money from people in the hope that we would be able to pay back….it was such a bad experience… so we have decided to not to go there anymore. Ameena, 31 years, Dighirpara

In one of the cases the referral was done after a long wait and in the late hours, which led to the death of the fetus in the mother’s womb. 

I once took another card holder of this package to BRAC medical for delivery. It took us almost 1 hour to reach BRAC medical. We reached there in the morning, but were asked to wait. In the evening after a long wait since morning it was told to us that they can not do the delivery. This was told to us at 11o’clock night. We did not know what to do at that time. We arranged for the transport and somehow managed to reach Dhaka shishu Hospital at 3 in the morning. The doctor could not do much as the baby died in the womb. It was very bad experience. Ratna, 30 years, Sagardi

Failure to get treatment was also cited as another reason for not accessing the services. While in one case the respondent found the clinic closed twice (Wednesday and Thursday), in another case the respondent did not get treatment due to torn card. All of the 4 respondents did not renew their cards after this negative experience.

4.4.1.2 Outside the clinic

Long Distance of the BRAC Shushastho from some of the villages was shared as one of the inhibiting factors for accessing the services of EP by members. A direct co-relation was observed between distance and members’ accessing services of the clinic…that is none of the members’ belonging to villages beyond 5 km from BRAC Shushastho, preferred or utilized the services of the clinic in the past one year. This was also reiterated by the two MHIB project staff and FWV during the in-depth interviews. 

There were villages like Chanderpara and Sagardi that were geographically inaccessible during some seasons both in terms of local transportation as well as by foot. For example to reach Chanderpara, (approximately 8 km from the clinic) one has to cross the river by boat. But during the winter season the river dries up in such a way that there is mud water upto knee level and one can not reach the place either by foot or by boat. We were however lucky to reach Sagardi (approximately 10 km from the clinic) after walking for almost 5 km on foot. This makes us believe that if people are sick they are less likely to access the services due to the distances and associated transport costs. The same feeling was echoed by the members residing in the villages such as these. 

‘The BRAC hospital is so far off….it is time consuming if we walk…and expensive if we go there by rickshaw. So I prefer to go to nearby doctor’ Asma, 45 year, Aalgi (approx 6 km from the clinic)

‘The rickshaw fare from my village to the hospital is too high…. I borrowed 50 taka from the neighbor to take the rickshaw’. Saima, 52 year, Sharpinagar

But for respondents of Khilgaon village (approx 5 km from the clinic) ‘Distance does not matter when the treatment is effective and free of cost. If doctor knows that we are from far-off then he will give us priority’. 

It was interesting to note that at least 12 respondents shared having borrowed money from neighbors for coming to BRAC Shushastho either for medicines or transportation.

Loss of wages was perceived as another barrier to utilize the services of BRAC Shushastho by 9 members of EP along with one of the MHIB Project staff.
‘Though I did not make any special financial arrangement, I lost my wages of that day. I went twice to BRAC hospital (Wednesday, and Thursday after a week long gap) twice but could not show myself to the doctor as the hospital was closed’ Nazish, 36 years, Chouddopika

‘This card is not benefiting in real sense. Because it is not free actually. They charge money which I can not pay.  Besides this, I am so much busy. I work in a cotton mill. I have to for my work regularly. So most of the cases, I can not go to the doctors. Because when I go, I miss the whole day. Mazeda, 32 year, Dighirpar

Medical pluralism is one of the other factors that may contribute to decrease in utilization of BRAC Shushastho services by member of EP. This trend was seen only among the members who either have not accessed the services of BRAC Shushastho even once or had not been accessing the services of EP for the past one year or more. Health beliefs, respectful and warm attitude of the service provider, acquaintance, distance from home, provision to pay money for medicines in installment and past experience were some of the reasons for preferring doctors such as Shaheen, Foni, Madhobdi , Mongol or Rofi doctor. 

I prefer shaheen doctor, as our past experience of getting treatment has been good. Moreover we can pay the money for medicines in installments…the doctor does not mind’ Aasma, 45 years, Aalagi.

‘I go to foni doctor…his medicines are effective….if I take only 3 tablets from him I feel much better… besides I am not sure of the cost that BRAC hospital will charge me I also don’t trust the quality’. Fauziya ,35 years, Patharpara

‘If I have fever then I go to doctors Pachdona. Sometimes I also go to traditional healers for other disease like Nozor. R, 26 years, Patharpara

Lack of trust in BRAC Shushastho was also shared by two respondents as reason for preferring local doctors. 

‘They told they will give medicines, but they do not give medicine actually instead they took so much blood from my body. I will not be able get back this blood for rest of my life. They took so much blood of mine. I also gave them money. After that I was scared….. I rushed back from that place. I will not go there anymor’. Selina, 62 years, Dhigirpar

The local traditional healer were the first preference for the majority of respondents. Its only when the disease got worse that they preferred going to BRAC hospital. However members who accessed the services of Shushastho more than once seemed to show satisfaction with the treatment and shared preferring to use the EP card more often. They considered this card as useful and benefiting the ultra poor in the real sense. 

Discussion with the project staff at the field level revealed the same. The project staff felt that ultra poor members now seek medical help whenever they have a medical problem and in the early stages of illness due to availability of BRAC Shushastho facilities. Previously, in such cases, they would either go to a Kobiraj or to an unqualified village medical practitioner or self-treat by purchasing medicine from the pharmacy, often the wrong or inappropriate medicine, or wait until the illness became more serious, and in many cases resulting in more expensive and extensive treatment, and even disability or death.
4.4.2 Predisposing factors 

Members’ age and occupation also emerged as significant factors influencing the utilization of services. A majority of members’ of EP are old, widow, abandoned by their families. Interviews and FGD with some of these members revealed that they find it difficult to access the services even if they want to as they can hardly walk up to the clinic due to weak bones and muscles. They shared having no earning of their own or family member who could help them with the money. Further there was no family or neighbors who could assist through and accompany them to the BRAC hospital. This deterred them from accessing the services. 

‘I am old now…it is difficult for me to walk all the way to the BRAC Medical. I can not take rickshaw as I live on begging and so can’t afford money. Even though this card has benefited me a lot, now I can not go there anymore as my legs hurt’ Zarina, 67 years, Khilgaon

Further almost all the respondents who worked in cotton mills as daily wage laborers, or others houses, found difficulty in accessing the services of the clinic during the day time due to the nature of their occupation. 

The day I have to visit the BRAC medical, I can not go for my work. I loose one day of my pay. So I usually avoid going there unless I am bed ridden. Mezida, 32, Dighirpar

4.4.3 Project Management factors 
Observation informed by in-depth interviews with the MHI project staff revealed that there was no definite selection criteria and process followed by the project staff in selecting the members of the Equity package. This resulted in gaps and discrepancies in the selection of members of EP. For example in the beginning the project staff selected any women beggar, who approached their office without verifying the place of residence. This was the case with Card number 3330 from Polash and Card numbers 3305/3351 from Amdiya village. As a result many of the earlier enrollees never accessed the services. They also could not be traced back at the time of renewal. 

As shared by 35 year old MHIB project staff working with this program since beginning ‘initially the cards were distributed to the floating population… we did not verify the villages. This was so because we were not aware of the clear cut selection process and guidelines…we were not given a comprehensive training about the package in the beginning’
It was also observed that some of the card holders for example card number 737 so selected for the Equity package were not ultra poor. They appeared to be better off and could easily afford the cost of the doctor. Gaps in the selection process were also observed on a home visit to one of the members of EP from Khilgaon village. The old woman was bedridden since past 3 years (especially at the time of enrollment) and there was no way that she could avail the services of BRAC Shushastho due to long distance and absence of any caretakers. For her the card was of no use and this she shared with the project staff too at the time of receiving the card. Despite this she was enrolled as a member of EP. The woman has not accessed the services of BS even once since her enrollment.

It was interesting to note that unlike the other packages such as General and Pre paid pregnancy package, there are no incentives attached to EP for Swastho Sebikas. So SS show no motivation to enroll or encourage members of EP to use the services of BS. Further the field staff’s including the Area Manager and Program Organizer have no clear cut target for selecting the ultra poor for EP. Hence there is no special effort made by the staff to select and motivate the ultra poor to join the package. As one of them shared during the in-depth interview
 ‘there is no specific target set for selecting the number of ultra poor for equity package. Since I assume it is a pilot project funded by ILO, we should not be selecting more than 2-8 from each village, even if there could be more than 8 ultra poor living in the village. After all we have limitation of funds you see. Because we do not give the cards to all the ultra poor living in the village I have to secretly give the card to few’. 
There were numerous examples of discrepancies observed in the list that was provided to researchers. In some cases it was discovered that some members did not exist or had expired (Shahida (3293), Anwara (3294) and Jamina (3299) from Khilgaon village). In others, either name of respondents and the address did not match as in case of card number 3353 or the name of respondents and card number did not match (Dukhoni 3319, it was assigned to Sakhina in the list). It seems that the members list on the record was not updated ever since the enrollment. For example in Dukhoni, card no-3319 name was not in the list but respondent had the card. Similarly name of respondents and renewal status did not match. (Rupban  3321, Amina, 3320-there was no tick mark on the renewal field of the card, but in the list it was renewed once). Records of 12 enrollees were missing from the list. 

Information gap: A very clear theme that emerged from the study was that majority of members were not aware of all the services that were available to them, nor were they aware of their entitlements. While 6 respondents shared having lost the card, to few members the location of the Shushastho was unknown. This resulted in their not accessing the services.  Many of the respondents also showed their ignorance over need to renew their EP card every year and the renewal process itself.  

‘But I don’t know how to renew it. Is there any such procedure for renewal? I don’t know. I am not informed’ G, 46 years, Dighirpar

‘When they were giving me the card, they told me that I will not have to pay a lot of money, if I carry card. At the max I have to pay 2-5 taka for the medicine. I do not have enough food to eat, I survive on rice and salt. At least they could have given me complete information about the card’

‘I was told by the staff that I need to pay 60 to 80 taka for purchase of medicine worth 100 taka. If I have to spend this amount over and above rickshaw fare, why should I go to BRAC hospital? I would rather go to Shaheen doctor’. A, 45 years, Aalgi

‘I got 250 taka from my brother as a help. My card had expired so I could not get the benefits of EP. This was so because I was not aware of the renewal process...I was asked to pay 100 taka for the renewal. So I left the card there as I did not have so much money to shell out’. J, 35 years, Shekherchar

‘I am not aware that I need to renew my card. But now that you have told me I would like to renew it, because we get medicines and the treatment is good’ H, 28 years, Birampur

‘My house was destroyed by the floods, after that I could not find the card. And I did not know from where to get the new card’ A, 80 years, Patharpara

Low awareness among the members about the EP package could be attributed to the fact that none of the ultra poor are members of VO or VGDP program, which is also a platform for dissemination of information related to the MHI package. Further in- depth interviews with the project staff including the FWV revealed that the staff perceived this package as a kind of social service to humanity and an obligation/ favor to the ultra poor by BRAC. Hence the project staff did not take any extra effort to follow up for renewal or monitor the client satisfaction.

As one of the project staff remarked ‘you know this package is free so they (ultra poor) will come to us…it’s their headache.  We don’t have to go’

The indifferent attitude of the MHI project staff towards the ultra poor was also reflected from the fact that, the staff, when asked about the different packages offered by MHI, did not talk about EP. It’s only when probed after almost half an hour of conversation that they mentioned about the EP package. 

Lack of monitoring and supervision: Almost 11 members of the EP shared that the project staff never came to check how they were doing and whether they were happy with the services of BRAC Shushastho. Some of them shared feeling left out by the project staff.
‘Long back they gave me this card………. then they never came to follow-up. I lost my card; I forgot what they told me. Why should I keep this card when they don’t care …..and I do not get any benefit’? F, 60 years, Shimulkandi

‘I kept the card. I thought someday aapa will come if Allah wants and they will tell me what to do with that card …… now you have been sent by Allah to check this card…. If Aapas come sometimes and tell us about it then it would be good as we are illiterate and we do not understand everything’. D, 45years, Patharpara

‘As I did not know the office of BRAC, I could not get the torn card replaced by new one. No one from the office came to check my status and experience’. R, 40 years, Baluchar
Majority of the respondents showed their satisfaction with the attitude of the MHI project staff. They found the staff to be warm and polite while giving the card. As a positive fall out of field visit and interviews, at least 4 respondents came to project office to renew their card during the data collection phase.
Though majority of respondents shared not being stigmatized by the community due to the special preference given to them by virtue of being ultra poor, it was interesting to note that that name of the card (named by the project) itself was stigmatizing: ‘Otidoridro Card’ (Ultra poor card). The title of the card could be one of the reasons for the unresponsive behavior of the project staff.

5 Discussion

This study from the perspective of the clients, attempts to fill evidence gap for low utilization of BRAC’s MHIB EP package by exploring the meaning and perception that members’ attach to EP and factors that impede them to access the health services. The content analysis clearly demonstrates that there is low utilization of services (65%) offered under EP by members and that there exist geographical inequity in utilization. 

5.1 Meanings, perceptions and barriers to utilization

The low utilization of services is influenced by the meaning and perception that members attach to the EP. Members’ who accessed the services several times and had a positive experience of using the card, EP has been beneficial and a life saver. Free membership, free doctor’s consultation, discounts on medicines, effective treatment and distance (close proximity to the facility) were some of the enabling factors for accessing the services of EP. The first three enabling factors are directly related to the design features of the Equity Package. This shows that EP has been designed in a manner that truly benefits and addresses the needs of ultra poor, who cannot afford to spend money on their health care.

Members’ who did not use the card even once due to various avoidable factors or who have had negative experience, this card carries no meaning. Rupa’s is a typical case reflecting a close relationship between ill-health, vulnerability and poverty. Her sickness and disability affected her productivity as she was forced to be out of job. She could have truly benefited from Equity Package of BRAC MHI program. However one refusal from the service provider of BS pushed her further into the poverty trap, which she, till date has not been able to recover from. This makes us question whether micro health schemes are truly successful in ensuring health security and improvements in health outcomes including improving access to affordable health care to ultra poor. A closer understanding of ultra poor members’ perspectives using qualitative research, bring out several factors that affect utilization and that underlie these inequities.

The finding of the research study shows that ultra poor member’s decision to access services of EP is shaped by several interrelated factors that can be categorized as per Kroeger (1983) Health Care Utilization model: Health service system and enabling factors (inside the clinic and those that extend beyond the clinic setting, influencing clients before they arrive at the clinic) and Individual predisposing factors such as individual’s age, sex and occupation (Muela, S.H, et al., 2003). Project management factors also emerged as a significant factor influencing the low utilization of services by the member’s of EP.

Within Health service system and enabling factors members’ perceived, FWV’s harsh behavior and lack of responsiveness to concerns of ultra poor as the most important factor that deters them to utilize the services of BRAC Shushastho. Majority of members felt that they were not accepted or understood properly and were subjected to bad treatment, by the FWV’s at the counter. The perceived lack of approachability of staff at the clinic by members’ is a reflection of underlying hierarchical and class distinction that is present in our society. Members’ feeling of powerlessness to negotiate was reflected by the fact that some women had to return home feeling humiliated from the clinic without seeing the doctor. Some women also shared that they visited BRAC clinic only when they were severely ill. This fact indicates that there is need for staff sensitivity training that would sensitize FWV to have an empathetic attitude towards the needs of ultra poor. 

A number of other factors such as long waiting time, absence of doctor during clinic hours, lack of availability of most of the drugs were also cited as some of the other barriers that influenced them from accessing the services. These findings corroborates with the findings of Matin et al. (2005), which suggests that members had a long list of complaints against the services of BRAC Shushastho and this played a determining role in member’s (both VO, NVO including ultra poor) decision to get enrolled with MHIB.. 

It was observed that there is no effort made by the doctor to demystify by explaining the patient about the disease. This medical gaze enjoyed by the doctor led to unequal power relations in doctor-patient relationship and often made the patients wonder about the treatment efficacy itself. Amongst few patients this generated a lack of trust in the services of BRAC Shushastho. Two of the respondents completely stopped using card for seeking health services of BRAC Shushastho.

Distance of BRAC Shushastho from villages beyond 5 km, geographical inaccessibility of some villages and associated transport cost emerged as a major factor outside the clinic that influenced member’s decision whether to seek health care services from BRAC Shushastho. Members felt that they still have to pay out-of-pocket for drugs, which is higher than the cost savings gained from EP. In addition they avoid going to the clinic due to traveling and opportunity costs generated by waiting time for the services of BS.  The data harmonizes with the findings of the study that was conducted by Sinha, T., Ranson, M.K., et al, (In press, 2006), at SEWA, Gujarat. Distance between home and the hospital and expensive transportation came up as one of the barriers faced by the poor in benefiting from the CBHI services. 

The findings also suggests that members’ were more likely to delay the diagnosis or completely forego treatment at BRAC Shushastho when they had to borrow money to get health care services or loose daily income to attend the BRAC clinic. In few cases women members preferred going to other local doctors in the vicinity instead. Existence of medical pluralism in Madhobdi and people’s preference for other service provider over BRAC Shushastho has also been highlighted as a significant factor in the recent unpublished study by Matin et al. (2005).

It was interesting to see that most of the health service related factors that were perceived by members as barriers to accessing the services of EP, were known to MHI project and came up during project staff in-depth interviews. Despite this, not much has been done to improve the situation. This could be because the BRAC MHI and BRAC Shushastho are two separate project entities within BRAC, funded and managed by separate donors and body of people. The two programs are expected to work together to provide services to ultra poor under EP. However they are accountable to their respective departments and not to each other. This along with absence of any institutionalized system of sharing progress and feedback with regard to the perception and progress of both the wings at one forum makes it difficult for the staff to share and make their counterpart accountable for certain services that is directly affecting the program. 

Gaps in the selection process, lacunas in members’ record data, lack of follow up by the project staff and information gap were some of the other Project Management factors that contributed to low enrollment, renewals and low utilization of services of BRAC Shushastho by members of EP. This fact indicates that supportive supervision and monitoring of the scheme needs to be strengthened as visits may help members’ gain trust in the insurance scheme. 

Further ultra poor need to be well informed if we want them to utilize services optimally. The effectiveness of the scheme is significantly compromised when its members have poor awareness of the scheme and its benefits. It was interesting to note that member’ used different names to refer to BRAC Shushastho: BRAC Medical (Barak Madikal), Shekharchar Medical (Shekharchar Madikal), BRAC’s Hospital (Barakor Hashpatal), Big Hospital in Madhobdi (Madobdi Boro Hashpatal), but none of them used the name ‘Shushastho’. This too can have implications on the health service utilization, as brand name plays an important role in promoting emotional bonding between the product and the client, thereby ensuring increased utilization by clients. The findings of Matin et. al., (2005) study also highlighted the fact that there is serious knowledge gaps with regard to basic communication of letting people know about the MHI offer. The study points out that relatively poorer household, especially if they do not have NGO membership have a significantly lower probability of knowing and recommends need for expanding communication strategy beyond currently used BRAC’s VO forum and strengthening social marketing strategy. 

The present study also demonstrates an indifferent attitude of the project staff towards the members of EP. This deters them from taking any special effort to motivate or monitor client satisfaction. This could be because the staff may not have been oriented properly about the relevance of ‘equity perspective’. From the interviews it was gathered that the emphasis during monthly progress meetings is confined to focusing on sustainability aspect related to enrollment and renewal of VO and NVO members who are clients of General and Pre-paid pregnancy package. This may compromise with the equity perspective in the service provision of the MHI.

Individual predisposing factors such as old age and occupation (daily wage laborers) also emerged as barriers to accessing the health services. Women in a country like Bangladesh often neglect their own health as they are restricted by cultural norms and lack of control over their income (Schuler, S.R., et al., 2002). It was however interesting to note that all the primary cardholder of EP are women. The card entitles members for free doctor’s consultation and discounts on medicines and diagnostic tests. This is a positive attempt to empower women as some women shared utilizing the services of the clinic whenever they wanted and not neglecting their own health needs. Ahmed, K.Islam et. al., (2005), also points towards this fact.

Despite majority of members’ sharing constraints and challenges to accessing the services of BS, there were some members’ who shared positive experience and showed their complete satisfaction with the BS. They found the treatment to be effective and truly benefiting the poor. This gives hope that if certain aspects of the BRAC MHI program are improved, ultra poor can benefit and secure themselves from getting into vicious cycle of poverty-ill health-vulnerability. 
5.2 Strengths and limitations of the study

The strength of this study is that it fills in evidence gap for low utilization by exploring the ultra poor member’s perception about barriers. This is the first study of its kind in the area of MHI in Bangladesh that explores client’s perspectives. Sufficiency in terms of covering maximum variety of respondents from wide number of villages and saturation in terms of reaching point of redundancy in responses using unstructured discussions and conversations suggests that the study has been successful in bringing out a fairly comprehensive range of barriers that result in low utilization of services by members of Equity Package. 

The other strength of the study is its credibility and dependability in terms of findings using different methods such as observation, in depth interviews and FGDs with both client and providers. Triangulations of different methods reinforce the internal validity. Further the findings of the study bring forth next course of action and implications for BRAC as organization working for the cause of ultra-poor as well as other organizations working in the area of MHI. 


This being a primarily qualitative study with researcher being the instrument in research process, one of the limitations of this study is researcher’s inability to understand and speak Bangla fluently. This, at times, restricted the initial interviews to be a structured dialogue. Even though discussions with the translator after each interviews helped in improvising interviews to semi-structured conversations and discussions, the study is limited by nature of engagement that could have elicited deeper meanings and perceptions that ultra poor attach to Equity Package.  


Second, like Sinha et al, 2005, the study is limited in terms of ranking the barriers in order of importance. This was so because the FGDs were limited to only those villages where more than 5 respondents resided. And there were only three such villages which had more than 5 members. For others, in-depth interviews were taken and most respondents, based on their own experience of using and not using the services of BS, talked about few barriers.

6 Recommendations
6.1 BRAC

BRAC’s MHI, a pilot program, is due for its expansion and scale up this year, provided the organization is successful in mobilizing funds. Following steps are recommended to improve the utilization of services of EP which is crucial for ensuring improvements in health outcomes and helping break the vicious cycle of poverty and ill health.
6.1.1 Making health service system more responsive to the needs of members of EP

1. Staff sensitivity training: Steps should be taken to sensitize the health service providers towards the needs of the ultra poor. The female staff at the counter should be counseled to change their behavior and have an empathetic non discriminatory attitude towards the clients of this package. They should be asked to allow the patients to see the doctor and let the patients have an informed choice with regard to purchase of medicines. 

2. Monitoring and supportive supervision: The timing of the clinic and service provider’s duty hours should be strictly monitored. The stock of the drugs should also be periodically checked against the prescription slip given to the patients. Further the behavior of the FWV should also be monitored and appropriate action should be taken in case of any complaints of impolite behavior. 

3. To enhance a better doctor-patient relationship and promote trust, the doctor should be oriented to explain the patients about the disease and demystify the medical gaze. Further the doctor should clearly explain the patients about the location of the referral hospital, reason for referring the patient to a particular hospital and reimbursement procedures to avoid any later confusions or resentment among members. 
4. Strengthening referral system: To help ultra poor overcome psychological barrier and unnecessary procedures by the employees of referral hospital, the clinic should institutionalize a system of referral card and clearly tell the patients which doctor to see. Further to help patients overcome financial barrier provision should be made to directly reimburse the money to the referred hospital. 

5. To avoid making ultra poor travel long distance to Shushastho clinic, the project should link up with other health services providers, located within the vicinity of geographically inaccessible villages. The facilities and provisions that are offered to ultra poor under this package for accessing the services of Shushastho could be extended to these identified health providers. Alternatively the outreach services could be expanded to include Swastho Sebikas as the first point of contact for the members, thereby lowering the indirect cost of transportation, loss of wages and time by the members of EP and also facilitating the old women to avail the services on time.

6.1.2 Enhancing project management capacity to promote utilization of services of MHI by members 

6. Equity sensitization to MHI project staff: The Area Manager and Program organizer should be oriented about the relevance of introducing Equity Package into the program. They need to be sensitized on the importance of equity perspective along with issues of sustainability.  

7. Increased access to information and entitlements: The clients of EP should be explained in detail about the entitlements, renewal procedures and location of BS. Social marketing strategy need to be strengthened and expanded to reach out effectively to the clients. SS could be engaged in motivating the ultra poor by giving information on benefits of the package and following up to fill in the information gaps (if any). This home visit to follow-up and provide information can be done on days when the ultra poor have their days off. Brand promotion of Shushastho services should also be undertaken to encourage utilization by ultra poor members’.

8. Monitoring and supportive supervision: The record of list of beneficiaries should be updated on quarterly basis. Further the staff should be clearly explained about the selection process and should be given reminders to ensure servicing to the ultra poor. Setting up monthly targets for enrollment and regular follow-up of members of EP could be beneficial in this regard. Regular meetings and need based training should be undertaken to build the capacity of the project staff. Periodic visit should be made by the Area Manager to provide supportive supervision to the field staff.

9. Client satisfaction survey should be conducted on quarterly basis to assess the project performance and take appropriate actions to facilitate client satisfaction. 
10. Need to appoint a key person who could oversee the progress of the both the projects and take positive actions for improving the services by making both the BS and MHIB staff accountable to the outputs. This will ensure better co-ordination and delivery of services. Alternatively the project staff of MHIB and Shushastho should be sitting in the same building and should be reporting to the same person who will be overlooking the activities of Sushashtho as well as MHIB.

11. The name of the card ‘Otedoridra package’ should be changed to a more neutral word such that it does not reflect poverty status and gives project staff a notion that they are not doing any kind of social service to the humanity but promoting equity. Cues can be taken from BRAC’s micro finance program, which uses very progressive and inspirational words such as ‘Unnati’, ‘Progoti’. Alternatively color of the card could be also used to distinguish EP from other packages. 

6.2 Implications for other organizations working in the area of MHI

The findings of this study brings across perceptions, barriers and experiences of clients that reflect key issues and gaps in implementing successful MHI program in reaching the un-reached. 

Acknowledging Micro Health Insurance as the one of the viable option for providing financial protection and access to basic health care to the socially disadvantaged ultra poor is the first step towards breaking the vicious cycle of poverty, illness and vulnerability. However, to ensure that the scheme is truly benefiting and reaching the ultra poor, it becomes important to assess and understand the client’s perceptions and barriers. One of the implications of this study for other organizations working in the area of MHI is to assess whether the services are actually being utilized by the end users and what could be the potential barriers to effective and optimal utilization. The program design should have mechanisms inbuilt to assess the utilization rate and clients satisfaction on regular basis.

Second, introducing a sound and appropriate package like EP for the ultra poor is indeed an important step towards achieving the social agenda of providing quality and affordable health care services to the un-reached and socially disadvantaged ultra poor. However the same understanding needs to percolate to the field staff, who are a critical link and interface between the program and the people. It is important that they understand the relevance of having equity perspective, which will enable them to appreciate and respect the members. This will further give impetus to the program effectiveness.

7 Conclusion 

The study confirms that EP is underutilized and that ultra poor member’s decision to access services of EP is shaped by several interrelated factors such as characteristics of service provider and health facility, perception of severity of the illness, individual predisposing factors such as age and occupation and project management factors. An understanding of the ultra poor members’ perspective and barriers for low utilization thus becomes imperative to promote collaborative and improved clinical outcomes and patient’s satisfaction, better doctor-patient communication and improved health seeking behavior. It is hoped that findings and recommendations of this study would facilitate implementation of user-friendly approach to EP that would further improve the overall performance of BRAC’s Micro-Health Insurance thereby improving the health outcome, impoverishment and financial security of clients’ especially ultra poor.
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Appendix I: BRAC’s micro health insurance pilot project: a brief
The Micro Health Insurance (MHI) program of BRAC was formally launched a in November 2001, with a three-year financial and technical support from the ILO. It was started as a pilot project covering Madhabdi Upazilla of Narashingdi District and Phulbari Upazilla of Dinajpur district. The primary beneficiaries of this program are poor rural women who do not have access to quality health care due to financial and cultural constraints. 

Objectives of the Project:

The project had a three fold objective to provide

· Increased access to BRAC’s health care facilities for poor women and their families.

· Contribute to women’s empowerment 

· Increase awareness of preventive health care including HIV/AIDS.

Target Population: 

BRAC aims to enroll at least 10,000 poor rural women, including the ultra poor, and their families by the end of the project duration. The target is to enroll 30% of the target (3000) women in the first year, 75% (7500) by the second year and reach 100% enrollment (10000) by the end of the third year. The indirect beneficiaries of the scheme will be around 50,000 people, who are the family members of the subscribers.

The Insurance Packages & Fee structure: 

The MHI program offers voluntary enrollment in the program on an annually renewable premium. BRAC MHI also has referral service links with a few government and private hospitals for cases, which the BRAC Health Center’s are not equipped to handle. In Madhobdi Upazila, MHI has an agreement with a private clinic and in Phulbari Upazila with 4 private clinics to provide x-ray and ultra-sonogram services to cardholders at a 30% discount. MHIB has also negotiated with various pharmaceutical suppliers to provide  a 15% discount on all medicines to its subscribers. The premium costs and the level of co-payment is  determined by  the size of the family and whether the woman is a Village Organization (VO) member. There are four types of  insurance packages that are offered to the community. They are described below:

1) The General Package: Under the General Package, the premium for the BRAC VO members is Taka  100 to Taka 200, based on the total number members in a given family. For other community members the premium is Taka 200 to Taka 300. Enrollment for the ultra poor is however, free of charge. The package includes subsidized doctor consultation fees, a free annual check up for the head of the household, a discount for essential diagnostic tests, medications, birth deliveries, and an annual subsidy ceiling which helps cover costs incurred when referred to other facilities.

2) Prepaid Pregnancy Related Care Package: The premium for this package is Taka 50 for VO members and Taka 70 for other community members. Enrollment for the ultra poor is free. This package includes free monthly antenatal check ups, a free monthly supply of iron and folic acids tablets and, a Tetanus Toxoid immunization; supply of a safe delivery kit, a discount for delivery at a BRAC ‘Shushastho’ a post natal home visit for the mother and new born and a one time subsidy ceiling for treatment of complicated pregnancies and referrals.

3) Equity Package : Exclusively planned for ultra poor, this package has free enrollment, free consultations, free routine pathological tests, free yearly health check with essential diagnostic tests, up to 80% discount for essential medication, up to 80% discount for more expensive investigations, special post consultation, follow up home visits (atleast 2 visits), free transportation  arrangements by BRAC MHI to selected referral hospital/clinics and referral benefits to maximum of Taka 1000.

4) School Health Package: In addition, a pilot School Health Package was introduced in Phulbari, Dinajpur in January 2004. The package offers preventive/partial primary healthcare to schoolchildren. The package is now limited to the students of only one school. At the end of 2004, 1000 out of 1,200 students of the school got enrolled in the package. The package charges Taka 10 as yearly premium and offers free annual check up, free biannual immunization against common intestinal worms, free supplementary iron tablets for girls and 10% discount in pathological tests. MHIB is now planning to expand the package to other areas.

Appendix II: FGD, In-depth interview and observation checklist

Focus Group Discussion checklist  

· Have you heard about BRAC’s MHI scheme? 

· What are the services offered under BRAC’s equity package including membership procedures, entitlements, benefits, and cost reimbursements?

· What is your perception about BRACs equity package? Do you think that MHI’s benefits correspond to people’s perceived needs?

· For what diseases/ illnesses would you prefer to utilize the services offered under BRACs equity package? 

· List the factors that influence you to utilize of services offered under equity package?

· What motivates you from accessing the services offered under BRAC’s equity package?

· What problems do you encounter while accessing the services offered under equity package?

· Would you renew your membership next year? Why? Why not?

· What are your suggestions to improve the services offered under equity package?

Interview guide  

· What does BRAC’s Micro Health Insurance Equity package mean to you? Do you think targeting certain households for MHI stigmatize households?

· Signs, symptoms and illness name for which services under BRACs equity package were sought.

· Home care practices prior to seeking care.

· Name and location of the first health care facility visited during the episode. Reason for choosing the said facility.

Health services offered under BRACs equity package:

· Duration of signs and symptoms prior to seeking care; signs and symptoms that triggered seeking care from the provider.

· Who made the decision to see the provider?

· Were there any special financial arrangements made? Were there any other constraints to care seeking?

· What are perceived costs of treatment for the particular disease with or without insurance?

· What treatment(s) were given by the providers?

· Were there any changes in signs and symptoms (improvement or worsening) after the treatment? 

· What was the level of satisfaction with care including attitude of service provider, waiting time, availability of drugs, perceived quality of treatment? 

· Perception about how you were treated accepted and understood by health care provider?

· How was the experience of reimbursing the entitlements and the cost related to health care by BRAC?

· What has been your overall experience with regard to BRAC’s MHI equity package? Would you like to renew your enrollment for the next year?

· Meaning and perceptions attached to this package.

Observation checklist  

· Attitude of service provider at the health facility

· Waiting time, reception, registration, availability of drugs

· Timing of the clinic

· Attitude of the project staff while providing information and motivating the ultra poor

Table 1: List of Villages covered through In-Depth Interviews of EP Card Holders 
	No.
	Village name
	App. Distance from Madhobdi BRAC area office (km)
	Card no

	1. 
	Dighirpar
	2
	46 , 3249, 10, 3343, 3256

	2. 
	Bhagiratpur
	1
	736 

	3. 
	Patharpara
	3
	3320, 1320, 3353, 3319, 3318, 3321, 

	4. 
	Sharpanigar
	2
	3232 

	5. 
	Birampur
	2
	713 

	6. 
	Chouddopaika
	8
	3253

	7. 
	Khilgoan
	5
	3312 

	8. 
	Shimulkandi
	5
	3344

	9. 
	Aalgi
	6
	1319

	10. 
	Sagardi
	10
	737

	11. 
	Baluchar
	8
	***

	12. 
	Shekherchar
	0
	1318


Table 2:  List of service providers included in In-depth Interviews

	No. 
	Name
	Designation 

 In BRAC MHIB Program)

	1. 
	 Mr. Md. Nazimuddin
	Area Manager

	2. 
	 Mrs. Parvin Sulatana
	Program Organizer

	3. 
	Mrs. Sudha Rani Shaha
	Program Organizer

	4. 
	 Mrs. Bina Rani Shaha
	Family Welfare Visitor


Table 3:  List of Villages covered through Focus Group Discussions

	No.
	Name of the village
	App. Distance from Madhobdi BRAC area office (km)
	Number of respondents

	1. 
	Dighirpar
	2
	5

	2. 
	Sharpanigar
	2
	8

	3. 
	Khilgoan
	5
	7


	Table 5: Detailed Profiles of Respondents covered in the study

	S.No
	Name
	Age
	Village
	In-depth/ FGD
	Card No
	Education
	Occupation
	Family members
	Enrollment date

	1. 
	Shirina Akhtar
	35
	Bhagiratpur
	In-depth
	736
	Class VI
	Employed as domestic help
	3
	29.01.02

	2. 
	Habiza
	28
	Birampur
	In-depth
	713
	Introduced to Arabic
	Beggar
	3
	31.01.02

	3. 
	Rina Akhter
	30
	Sagardi
	In-depth
	737
	Class II
	Works at home
	4
	25.04.02

	4. 
	Saeyra
	55
	Patharpara
	In-depth
	1320
	Illiterate
	Beggar
	4
	24.06.02

	5. 
	Jesmin
	35
	Shekherchar
	In-depth
	1318
	Illiterate
	Husband is rickshaw puller
	8
	22.07.02

	6. 
	Fatima
	60
	Shimulkandi
	In-depth
	3344
	Introduced to Arabic
	Works in others’ house
	Alone
	22.08.02

	7. 
	Ameyla
	45
	Aalgi
	In-depth
	1319
	Introduced to Arabic
	Works in others house
	2
	26.08.02

	8. 
	Firoja
	35
	Patharpara
	In-depth
	3318
	Illiterate
	Beggar
	2
	20.11.02

	9. 
	Rahatun
	48
	Sharpinagar
	FGD
	3337
	Illiterate
	Beggar
	
	23.11.02

	10. 
	Zubeda
	67
	Khilgaon
	FGD
	3290
	Illiterate
	Beggar
	Alone
	25.12.02

	11. 
	Ambia
	65
	Khilgaon
	FGD
	3289
	Illiterate
	Beggar
	Alone
	20.01.03

	12. 
	Ramuja
	70
	Dighirpar
	In-depth
	3343
	Illiterate
	Beggar
	Alone
	17.03.03

	13. 
	Sharban
	60
	Chapar Dighirpar
	In-depth
	3256
	Illiterate
	Beggar 
	4
	27.03.03

	14. 
	Meherban
	50
	Sharpinagar
	FGD
	3257
	Illiterate
	Works in others house
	*
	27.03.03

	15. 
	Kulsum
	56
	Sharpinagar
	FGD
	3239
	Illiterate
	Works in others house
	
	26.05.03

	16. 
	Sadmahar
	52
	Sharpanigar
	In-depth & FGD
	3232
	Illiterate
	Beggar
	2
	26.05.03

	17. 
	Aleya Begum
	31
	Dighirpar
	In-depth
	10
	Illiterate
	Beggar
	4
	27.05.03

	18. 
	Minara Begum
	32
	Dighirpar
	In-depth & FGD
	3249
	Illiterate
	Daily wage laborer
	4
	27.05.03

	19. 
	Nurjahan
	36
	Chouddopaika
	In-depth
	3253
	Illiterate
	Daily wage laborer
	5
	26.06.03

	20. 
	Monowara
	32
	Khilgoan
	In-depth & FGD
	3312
	Illiterate
	Daily wage laborer
	2
	12.11.03

	21. 
	Aeysha
	70
	Khilgaon
	FGD
	3292
	Illiterate
	Beggar
	Alone
	25.12.03

	22. 
	Amirun
	80
	Patharpara
	In-depth
	3353
	Illiterate
	Beggar
	Alone
	02.04.04

	23. 
	Rupban
	26
	Patharpara
	In-depth
	3321
	Illiterate
	Works in  others’ house
	3
	24.10.04

	24. 
	Dukhoni
	45
	Patharpara
	In-depth
	3319
	Illiterate
	Beggar
	4
	24.10.04

	25. 
	Amina (2)
	45
	Patharpara 
	In-depth
	3320
	Illiterate
	Works in  others’ house
	4
	24.10.04

	26. 
	Hosne Ara
	*
	Dighirpar
	FGD
	3234
	*
	Works in  others’ house
	*
	28.11.04

	27. 
	Golaton
	62
	Dighirpar
	In-depth & FGD
	46
	Illiterate
	Dependent on neighbors’ support
	Alone
	20.10.05

	28. 
	Rushia
	40
	Baluchar
	In-depth
	
	Illiterate
	Relies on daughter’s income
	5
	

	29. 
	Shamsunnahar
	46
	Sharpinagar
	FGD
	185
	Illiterate
	Work in other’s house
	*
	*

	30. 
	Hasina
	45
	Sharpinagar
	FGD
	284
	Illiterate
	* Work in other’s house
	*
	*

	31. 
	Amina (1)
	45
	Patharpara
	FGD
	*
	*
	*
	*
	*


	Table 7: EP member visits to BRAC Shushastho: January- November 2005

	Month
	Card Number
	Number of visit (s)
	Village
	App. Distance (km) from BRAC Shushastho Madhobdi 

	January
	1320
	1
	Patharpara
	3

	
	3234
	1
	Dhundulpara
	2

	
	736
	1
	Bhagiratpur
	1

	
	3232
	1
	Sharpinagar
	2

	February
	3232
	1
	Sharpinagar
	2

	
	3234
	1
	Dhundulpara
	2

	
	1320
	1
	Patharpara
	3

	
	736
	2
	Bhagiratpur
	1

	March
	736
	1
	Bhagiratpur
	1

	
	3288
	1
	Khilgaon
	5

	
	3275
	3
	Atpaika
	

	
	3234
	1
	Dhundulpara
	2

	
	3283
	1
	Birampur
	2

	April
	17
	3
	Patharpara
	3

	
	1320
	2
	Patharpara
	3

	
	3231
	2
	Sharpanigar
	2

	
	736
	3
	Bhagiratpur
	1

	May
	3234
	1
	Dhundulpara
	2

	
	3232
	1
	Sharpinagar
	2

	June
	3243
	1
	Dighirpar
	2

	
	3240
	1
	Dighirpar
	2

	July
	1320
	4
	Patharpara
	3

	
	3232
	1
	Sharpinagar
	2

	
	736
	1
	Bhagiratpur
	1

	August
	284
	1
	Poulanpur
	

	September
	3232
	1
	Sharpinagar
	2

	October
	736
	4
	Bhagiratpur
	1

	November
	97
	2
	Alagi
	

	
	736
	1
	Bhagiratpur
	1

	
	3312
	4
	Khilgaon
	5

	
	46
	1
	Dighirpar
	2

	
	239
	2
	** Record missing
	

	
	1320
	1
	Patharpara
	3

	
	
	Total visits # 53 
	
	

	Source: BRAC A/O- MHIB monthly performance reports January- November 2005 and Bill for ultra poor submitted by BS to BRAC MHIB project Madhobdi
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Case study 2: EP as vacuous…having no significance


 


40-year old Rupa lives in a small hut, with her four daughters in Baluchar village. After her husband’s death, she started working in other’ houses to earn her daily living. Rupa developed acute bone and stomach pain. She ignored the acute pain to avoid taking time from work to seek the treatment. When her condition worsened she had to leave her job; her eldest daughter replaced her


Rupa, enrolled herself with the EP in the year 2004, when one of the Program Organizer visited her village and told that she would get 50% discount with the card at BS. She kept the card safely in her room. A year back when her pain became severe she decided to visit BS. But Rupa discovered that her card had been bitten by a rat. As the pain was acute, she decided to take 20 min bus ride to the BS with her torn card. As she was not aware of the address of BS, it took her some time to locate the place. 


Upon reaching the clinic, FWV asked Rupa to wait at the reception. After 3 hours, FWV told Rupa that she is not allowed to consult the doctor because her torn card has been cancelled. Rupa told FWV that the card was damaged accidentally and that she had traveled far to get to the BS with a lot of expectations. But the FWV ignored Rupa’s pleas and asked for 250 taka for the card and medicine. Although Rupa did not get the permission to visit doctor, she still agreed to pay the entire 150 taka which she had borrowed from her neighbors. Due to intolerable pain she could not stand still but tried a number of times to convince FWV. The FWV shouted at Rupa, and forced her to leave the place. Rupa felt insulted and left the place all at once. Rupa also showed her anger towards BRAC staff who never came to check her status and her experiences after giving the card.


While sharing her anger, Rupa said ‘I went to BS with a lot of expectations, but I was not even allowed to enter the doctor's room…instead I was insulted. I wish I could rinse this woman with the soap, the way you wash dirt from clothes. That day I almost felt like killing this woman who insulted me in front of so many people. I threw the card outside the BS’. 





Rupa’s family situation worsened when she left her job due to prolonged illness. But her actual struggle began when she was refused from getting free/ discounted treatment from Shushastho. Rupa sold things of value to her to raise money, but it wasn’t enough to visit a doctor in Narshingdi Sadar hospital. So she borrowed huge amount of money from her neighbors which till date she has not been able to repay, as she could never recover fully. 


She said ‘as I have not been able to repay my loan, my social bonds with neighbors are deteriorating gradually. My illness had made us even poorer….I do not have any money left now….I cannot even borrow any more money…only if I would have got the treatment from BRAC medical my life would have been different today....I just want to die now’.  





For Rupa EP card does not carry any meaning…


As she shares…I am sick of this illness…I wish my card would not have been torn. I wish you all would have helped me getting my treatment. I don’t want  to spend so much money on myself….. Today this card is of no value to me. When I needed it I did not get the services. So it is useless for me. I am now indebted for my life as I have borrowed so much money…I don’t know how am I going to return back all this money.  Now I just want to die and don’t want to be any further burden on my daughters’





Figure 2: Perceptions of ultra poor for low utilization of BRAC’s Equity Package, Micro-health Insurance Scheme
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In-different attitude of project staff towards Equity Package


Gaps in selection process


No follow up by the staff for EP


Failure to adequately advertise and promote the services


Lack of co-ordination and accountability among the BS service staff and MHI staff


 Information gap and low awareness among the members of EP about benefits, renewal and location of BS
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Key outcomes compromised:


Improvement in health status by increasing accessibility to health care for poor women and their families


Household financial security





Low utilization of services by ultra poor of BRAC’s EP, MHI





Case study 1: Maleka who owes her daughter’s life to EP





32-year old, Maleka lives in a small thatched roof house, Khilgaon village, with her 18-year old daughter. Maleka was married and widowed at a very young age. She earns her living by working as day-wage laborer. She fell ill and suffered from severe back problems. At the suggestion of one of her neighbor’s, she enrolled herself with the EP in 2003. But she never used the card for the fear of spending a lot of money on transportation and medicines. Instead she preferred going to the traditional healer. 


However it was only when Maleka’s daughter fell ill and the traditional healer’s medicine failed to help her daughter, did Maleka decide to visit BS. Maleka took her daughter to the traditional healer when she came down with high fever and was on the verge of dying. The traditional healer’s ‘tabiz’ had no effect on her daughter’s condition; the fever did not subside for almost 15 days, which made her daughter so weak that she could barely eat. Her daughter then had a severe asthma attack. This triggered Maleka to avail the services of BS.


As Maleka puts it ‘…Despite tying the Tabiz, my daughter did not get well.  She could barely walk and had severe breathing problem. Because of the high fever she could not eat or drink for almost 15 days. This made her so weak and look pale. I almost thought I am going to lose her. Its then I decided to visit BS……… I borrowed 200 taka from my employer for my daughter’s treatment….. I also lost that days wage…….but it was fine…I just wanted  my daughter to get well...’





Maleka found the service staff and the doctor to be warm and polite. The check ups and medicine prescribed by the doctor worked well for her daughter. After 2-3 visits, she could see an immense improvement in her daughter’s condition. Though her daughter is not fully recovered, Maleka seems to be quite satisfied with the services of BS. For her this card has immense value. It’s because of this card that her daughter is still alive. Maleka feels quite indebted to BRAC for caring for poor people like her. As she shares…


‘The medicines are very effective. After having the medicine my daughter can move around, isn’t it good? Before the treatment she could hardly stand still. I am so happy…I will get my card renewed next year too…………… The card is quite valuable to us as we get medicines on discount and the treatment is effective. My daughter is alive today because of this card. This card is close to my heart and I therefore keep the card safely’.




















�Catastrophic health expenditure: Health expenditure exceeding 40% of effective income remaining after fulfilling subsistence needs 


� Bangladesh population as per DHS Survey 2000 is 125 million


� BRAC: Formerly Bangladesh Rural Advancement Committee, now used as proper noun and written both as BRAC or Brac.


� ‘Having Access’: when there is adequate supply of services and systems in place to facilitate utilization





� ‘Gaining Access’: This relates to entry to, or actual utilization of services.


� Emic view: The anthropologists’ emphasis on understanding and studying culture in context usually implies trying to discover how people view their own situation and how they solve their problems. Hardon et.al, 2001, Applied Health Research. Anthroplogy of Health and Health Care. Module 1, Pp 4
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