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EXECUTIVE SUMMARY 

Introduction 

Ill health and the cost of healthcare act as major obstacles to persons trying to break out of the poverty cycle 

and therefore the health of the poor must be addressed before they can rid themselves of want. Market 

studies show that when families have fallen into poverty or remain trapped there, ill health often emerges as 

a key reason. Health microinsurance offers a promising way to mitigate the risks of disease and ill health, 

which are disproportionately borne by the low-income households (LIHs). Recent figures indicate that 

approximately 80% of the population in Bangladesh would benefit from some form of health microinsurance 

coverage. 

The Rockefeller Foundation supports strengthening of resilience of the poor to social, economic, health and 

environmental challenges and has taken a special interest in providing universal healthcare in Bangladesh. 

The objective of Rockefeller Foundation’s project is to make health services available to two target groups, 

namely, (1) LIHs in rural areas and (2) ultra poor (UP) people under social safety network programs, and 

improve their preventive healthcare mechanisms through awareness raising and education on healthcare.  

The current health system in Bangladesh is mainly urban-based, elite-biased and curative orientated. A 

Ministry of Health and Family Welfare study concluded that only 34% of health expenditure was financed by 

the government, 64% by the public and 2% by the Non-Government Organisations (NGOs) and Microfinance 

Institutions (MFIs). Despite such a high share of expenditure by private individuals, the provision of 

healthcare in Bangladesh is inadequate in terms of quality and access. This highlights the need for alternative 

financing, including the provision of more inclusive healthcare insurance.  

Microinsurance in Bangladesh 

Microinsurance is still a relatively new concept in Bangladesh but is becoming increasingly popular day by 

day. The conventional insurance companies usually do not serve the low income households (LIH) in 

Bangladesh. Their products are aimed at the non-poor sector and are too expensive for the LIH. The financial 

NGOs/MFIs do not also meet the insurance needs of the low income people fully. The NGOs/MFIs insure only 

their microcredit borrowers; a very few insure non-borrowing members. As a result, a vast majority of the LIH 

is left to devise their own risk mitigation strategies. A severe undersupply of insurance against lifecycle risks, 

insurance against losses through natural disasters and healthcare insurance is striking in the country. The 

products available currently are Life/Credit Life, Asset Insurance and Health Insurance. 

At present 16 mainstream insurance companies are offering microinsurance products; they are licensed and 

regulated by the Insurance Act. The insurance companies only offer life microinsurance products that cover 

death of the policyholder; some have saving benefits built in. None of the products cover health insurance or 

assets. 14 insurance companies also cover accidental death of the policyholder and 12 insurance companies 

cover disability.  

95 NGOs/MFIs are offering microinsurance products to the low-income group. The organizations’ 

microinsurance practice is informal as they are not registered with the Insurance Regulators and therefore 

not governed by the insurance law. However, they cover a much larger population than the formal insurers. 

Pricing of the NGOs’/MFIs’ products is not based on actuarial calculations; it is mostly based on the rule of 

thumb; rates are revised through trial and error, based on the insurers’ experience. Separate insurance funds 

and underlying investment portfolio is not set-up. There is no reinsurance arrangement, and that leaves the 

smaller NGOs/MFIs extremely vulnerable to co-variant risks due to numerous natural catastrophes in this 

region. In the event of any major natural calamity, the risk of financial losses would fall totally on the 

NGOs/MFIs. 
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Microinsurance Demand Survey 

For the quantitative survey, 1201 LIHs from 35 villages in 23 Upazilas of 23 districts were interviewed.  94% of 

the Household (HH) heads were male and 6% were female. The households were selected from the 

beneficiaries of ASA, BRAC, Buro Bangladesh, Ghashful, SSS and TMSS.  For the qualitative survey 10 Focus 

Group Discussions (FGDs) were held involving 87 participants from 10 villages. 

Household Demography 

The HH heads in the survey area are predominantly male (94%); 52% HH members are male. 97% of the HH 

heads are of employable age; 41% are between the age of 45 and 65, 32% are between the age of 35 and 45, 

24% are between the age of 18 to 35, and 4% between the age of 16 and 18. Only 3% of the HH heads are 65 

and over years of age and are probably out of employment. 49% of the HH members are also of employable 

age. 29% are between the age of 18 and 35, 9% are between 35 and 45, 7% are between 45 and 65. 14 % of 

the household members are under the age of 5 and 37% are between 5 and 16. Only 2% are of 65 and over 

years of age. 94% HH heads and 18% of the HH members are involved in income generating activities.  

94% of the HH heads are married, 5% are widowed and 1% is unmarried. 63% of HH members are unmarried, 

33% are married, 3% widowed and 1% separated. The married HH members will not get any insurance 

coverage under the HH head’s insurance policy because normal insurance rules exclude any married member 

of the household, other than his/her spouse, to be covered under the HH head’s policy. This may cause a 

misunderstanding and would have to be addressed through insurance education. 

43% of the HH heads have no schooling, 31% has studied up to class 5, 16% has studied between Cass 6 to 8, 

6% have completed secondary level and 2% have completed higher secondary level.  

32% of the households have 4 members, including the HH head; 21% have 5 members. A fairly large 

percentage of the households (23%) have over 5 members. In order to keep the price of HMI low, it is 

necessary to restrict the number of people that would be covered in each household. The HMI product for 

this project should cover up to 5 persons including the HH head. This would provide HMI cover to 77% of the 

households in the target area. A simple definition of a family, that is who can enroll under a policy, can create 

unanticipated bias. A family larger than the permitted number of lives may selectively exclude daughters in 

favour of sons, whose health is normally valued more by most of the LIH. Large-scale awareness raising 

programmes need to be undertaken to overcome such biases and address the possibility of such a situation.  

40% of the households surveyed work as day labourers in the village or in the towns nearby. 28% are engaged 

in agriculture and farming, 28% are in livestock and fisheries (catching and selling), 20% are involved in small 

manufacturing processes (cottage industry and handicrafts), 14% work as boatmen, rickshaw/van pullers, 

11% have permanent jobs, 9% work as bus/truck/tractor drivers and 8% have temporary jobs. 3% of the 

households depend on overseas remittance and 1% on domestic remittance. Only 1% depends on social 

benefits and charitable grants. 

86% HHs earn over Taka 5,000 per month, 13% earn between Taka 2,000 and Taka 5,000; only 1% earn below 

Taka 2,000 per month. Some of the earning group percentages are less than 0.5% and therefore do not get 

reflected in the chart above. 18% of the HHs have earning members in addition to the HH heads. 49% of HH 

members are of employable age. 

86% of the HHs have expenditure in excess of Taka 5,000 per month, which equals the percentage of 

households earning in excess of Taka 5,000 per month. 41% of the households have no disposable income. 

The disposable income of 59% of the households varies between Taka 26 and to over Taka 1,000 per month. 
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2% of the HH heads and 1% of the HH members have disabilities. 11% of the HH heads and 5% of HH 

members are suffering from some chronic illnesses.  Around 50 per cent of the healthcare costs of the 

surveyed households were for preventable illness that could be avoided or treated earlier through better 

health prevention or earlier detection at an outpatient clinic.  46% of the households self-treated their illness; 

42% of the households consulted a medical practitioner when taken ill.  9% households received treatment at 

a hospital/clinic as an inpatient and 3% households underwent surgery at a hospital/clinic as an inpatient. 

These groups are fairly small. 

Households’ exposure to accidents leading either to temporary or permanent disability is low. 6% of the 

households surveyed met with an accident leading to a temporary disability and 1% of the households with 

an accident leading to a permanent disability. However, disabilities increase the healthcare costs and such 

households would be considered above average insurance risks and consequently increases the HMI 

premium. 

Of the households that self-treated themselves, 86% were ill 5 times or more in the past 2 years. Of the 

households that required consultation with a medical practitioner, 50% were ill 5 times or more in the last 2 

years. 

9% of the households received inpatient treatment and 3% were hospitalised for surgery. Of the households 

that needed inpatient treatment, 42% had 1 admission, 23% had 2 admissions, 3% had 3 admissions and 3% 

had 5 or more admissions. Of the households that required Inpatient surgery, 61% had 1 admission, 9% had 2 

admissions and 1% had 3 admissions in the last 2 years.  

Analysis of the health risk exposure of the households surveyed, the frequency of their illnesses and analysis 

of illnesses suffered indicate a need for an outpatient HMI product. Need and demand for Inpatient HMI 

product is quite low; it was also confirmed by the households while discussing “Concept HMI Products” with 

them during the household survey, and during the focus group discussions.  

Whether or not an Inpatient HMI product should be offered now is debatable; there are clear indications that 

such a product does not have demand at present; data shows there is also no need for it. It could be 

considered sometime in the future as a voluntary product. 

When discussing “Concept Insurance Products”, 59% of the households indicated that they would be willing 

to buy the outpatient HMI product but only 50% showed interest in the inpatient product. In the FGD, 25% 

showed interest in the outpatient Concept HMI and only 16% showed interest in Inpatient Concept HMI. 

When discussing “Concept Insurance Products”, only 14% of the households surveyed showed interest in 

hospitalisation cash product and indicated that they would not be willing to buy such a product if offered. It 

contradicts with the results showed by focus group discussion where all the participants showed interest to 

buy such a product.  

Again, it is debatable whether such a product would have demand as a stand-alone HMI; indications are that 

at present it would not. It could be considered at a future date as a voluntary product.  

68% of the households surveyed spent Taka 100 or less per month on healthcare, 11% spent between Taka 

101 and Taka 250, and 7% spent between Taka 251 and Taka 500. As indicated in Chart 17 above, 46% of the 

households self treated their illness by buying across the counter medicine from the pharmacy or market 

stall. Most frequent illnesses are fever, cold & cough, gastric problems, diabetes, high blood pressure and 

asthma. Incidences of high treatment cost events such as heart problems, kidney problems, surgery etc. are 

quite low.  Therefore, household healthcare expense is quite low.  
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31% of the households visited the local pharmacy when taken ill and bought over-the-counter medicine on 

the advice of the pharmacist or based on their own decision. 19% visited a qualified local doctor and 13% 

visited their village unqualified practitioner. 20% of the households visited a government hospital, 6% visited 

private clinics, 3% private hospitals, and 3% used the community clinic. Only 2% used an NGO clinic/hospital. 

Distance, cost of transport and unfriendly attitude of the healthcare giver are the main reasons for not using 

the government facilities. One normally has to spend some money at the hospitals called “speed money” to 

get attention and treatment, even though it is supposed to be free of cost.     

Proximity of the healthcare delivery centre (25%) and cost of treatment (23%) rank quite high as the driving 

force behind choosing place for healthcare delivery. Good quality treatment (15%) and good reputation of 

the healthcare delivery place (13%) do not rank high as the reason for choosing the healthcare delivery place. 

While designing the outpatient HMI product, these factors have to be considered. 

66% of the households surveyed met their healthcare costs out of their earnings, 55% used their savings and 

15% sold their disposable assets and fruits, vegetables etc. grown for their own consumption. To meet the 

healthcare cost in a cash-strapped situation, which most of these LIHs face, other expenses have to be 

curtailed and the cash diverted. Very often, food expenses and children’s education expense would be cut 

back. Surprisingly, only 8% of the households surveyed. Repeated healthcare costs, which the households 

have experienced would deplete all their savings and disposable assets, and trap them in poverty. These 

households would benefit from a HMI. Very few households borrowed from moneylenders. One of the 

reasons for this is that a large percentage of the households have disposable income (66%) and savings 55%), 

and they have the ability to borrow from relatives, friends, neighbours etc. without interest (43%) and from 

the local NGOs (31%). Only 9% of the households received donations/charities from relations, friends or 

charitable organisations. Only 1% of the households stated insurance as their source of fund. This is not 

surprising as insurance awareness is very low with the households surveyed. In addition, there is a strong 

negative image about insurance industry as a whole.  

Distance from home ranks quite high when choosing a healthcare delivery centre. 47% of the households 

used a healthcare centre located between 1 and 5 kilometers from their place of residence; for 39% it was 

less than 1 kilometer. Mode of transport used and the cost of travelling to the place of treatment is 

dependent on the distance; 36% of the households surveyed walked to the place of healthcare delivery, 31% 

used rickshaw; a very small percentage (1%) used an ambulance. 56% spent Taka 20 of less on transport and 

30% spent between Taka 21 and 40. 

32% of the households surveyed are able to pay between Taka 26 and 1,000 per month to buy insurance; 

27% are able to pay Taka 1,000 and over. A HMI product priced at around Taka 50 per month would be 

affordable to nearly 59% of the households. 41% of the households, who do not have a disposable income, 

cannot be covered by any sustainable HMI scheme and would be out this scheme.  

12% of the households surveyed are able to buy all 3 concept products (In-patient at Taka 100 per month; 

Out-patient at Taka 50 per month and Hospitalisation Cash at Taka 25 per month 

Majority of the households use sanitary latrine (93%), tube well (86%) and water from main supply (13%). 

One would expect high standard of hygiene in the households. Yet incidences of water-borne diseases such as 

cholera/dysentery/diarrhea (50%), typhoid (20%) and jaundice/hepatitis (9%) are quite high. 13% of the 

households have suffered from cholera/dysentery/diarrhea 5 times in the past two years; 18% suffered from 

typhoid 5 times and 3% suffered from jaundice/hepatitis 5 times. 

Healthcare and family planning awareness is very low amongst the households surveyed. When asked only 

8% revealed that they had some knowledge about; 92% did not have any knowledge. Households surveyed 
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also had low awareness about pregnancy and post delivery healthcare. Such low awareness leads to frequent 

illness and increases the cost of healthcare and health insurance premiums.  

67% of the households surveyed have visited the community hospital and family planning centre in the last 2 

years. The purposes of their visit were Immunisation (29%), treatment for anemia (26%), ANC (21%), 

pregnancy complications (16%) and PNC (8%). Only 1% visited for childbirth   

40% of the households had one or more family members who became pregnant in the past 2 years. 78% of 

the childbirths were at home by untrained persons and 14% deliveries were at home by trained birth 

attendants or nurse. Cost incurred is very low; 68% incurred less than Taka 100. Only 2% had the delivery at a 

government hospital and 2% had the delivery at a private clinic. 96% of the childbirth was normal delivery 

and only 4% required Caesarian section operation.  

 

Cost incurred for childbirth is quite low. 68% of the households spent Taka 100 or less for it. Only 5% spent 

over Taka 5,000. This is for Cesarean section operation and is very close to the percentage of the households 

that did not have normal delivery. 

48% of the households were aware about some insurance products but not how insurance works and what 

are the benefits of insurance as a risk management tool; 52% had no insurance awareness. When asked if 

they have or had insurance in the last 5 years, 52% revealed they did not have any, 28% revealed they 

have/had life insurance, 19% revealed have/had credit/life insurance and 1% revealed have/had other 

policies such as health, accident/disability and livestock. 94% of the households that have/had insurance, 

paid for it themselves or their family paid for it. Only 6% of the policies were paid for by their employers.  

64% mentioned life insurance, 26% mentioned loan/credit life insurance, 5% mentioned accident/disability 

and 3% mentioned health insurance. Life insurance is quite well known to the low income households; 

commercial life insurance companies market their microinsurance products in the rural areas quite 

aggressively and the households are regularly visited by insurance agents. The households surveyed were 

able to name 16 insurance companies. 

10% of the households think insurance is for rich people only and 4% never thought about insurance as a risk 

management tool. 3% of the households surveyed need more information and 3% think insurance companies 

run away with people’s money and only 1% indicated that they do not trust insurance companies. A small 

percentage is indifferent and only 1% has objection on religious ground and for family reasons. 

If the opinions were to be summarized, 75% of the households surveyed are misinformed about insurance, 

12% are ignorant, 6% are indifferent and 5% are inquisitive and need more information. 2% of the households 

surveyed would not buy insurance on genuine objectionable grounds. Analysis of the attitude discussed 

above indicates that mindset of 75% to 98% of the households can be changed.  

Recommended HMI product 

The pattern of the illnesses, the frequency, type of illnesses, healthcare expenses, place of treatment, place 

of child birth, and childbirth expenses, and the resultant economic and emotional pressure on the target 

population would suggest that the households have the need for an outpatient health insurance plan. A 

stand-alone outpatient health insurance plan could be offered; this is their first priority. A small percentage 

needs inpatient treatment and surgery up to secondary level healthcare. This can be dealt with as a separate 

issue. 
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Healthcare Supply for the Low Income Households 

As a part of the survey, 27 NGOs/MFIs were contacted by telephone and email; out of these 21 NGOs/MFIs 

have responded. All the responding NGOs/MFIs, except 1, have healthcare service. In addition, Marie Stopes 

was selected as it has the largest chain of private healthcare services in rural and urban areas.    

The selected organisations are of various sizes; starting with 3 largest NGOs/MFIs in world, namely ASA, BRAC 

and Grameen Bank, it also includes 2 NGOs having only 1 clinic each and 4 NGOs having 4 clinics each. Marie 

Stopes covers 66 Upazilas with 132 clinics and treats around 6,000 patients every day. Of the 21 organisations 

that responded, 20 provide healthcare services of some type. Jagorani Chakra Foundation (JCF), a Jessore 

based NGO, does not have any healthcare service at present. Number of patients treated by them varied 

between 25 per day (NDP) to 6,000 per day (Marie Stopes). 90% of the NGOs/MFIs treat several hundred 

patients per day. 

4 of the NGOs/MFIs surveyed operate a health microinsurance programme for their members only. Only 1 

NGO (Sajida Foundation) offers their healthcare service to members of other organisations. 14 NGOs/MFI 

have signified their willingness to join in the Rockefeller Foundation scheme for providing HMI for the low-

income households, 4 NGOs/MFIs would not be interested to join and 3 have not responded to this question. 

Of the 3 NGOs/MFIs that Rockefeller Foundation plans to target for this project, Grameen Kalyan (a Grameen 

Bank concern) did not respond, ASA has responded but has indicated that it does not intend to participate in 

it, and BRAC has expressed its willingness to participate in it.  

The survey and its evaluation indicate that it is feasible to start a HMI involving NGOs/MFIs such as BRAC, 

Maries Stopes, TMSS and VARD; combined together they have 250 clinics. These 4 organisations have a 

combined membership of around 7 million and have the required scale and out-reach. The project should be 

piloted with one branch in each NGO/MFI and then gradually replicated first in other branches of the same 

NGOs/MFIs, and then to other interested NGOs/MFIs organisations.  

Awareness raising and insurance education programme have to be undertaken on a very large scale; this 

would only be possible with financial assistance from the donors as major NGOs/MFIs would not be willing to 

incur this expense and smaller NGOs/MFIs would not have the financial capacity. During the initial stage, and 

definitely during the pilot stage, it would be necessary to make the HMI scheme mandatory for all members 

in the selected branches. Without this provision it may not be possible to achieve the scale required for 

making the scheme sustainable.
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ABBREVIATIONS AND BANGLA WORDS 

ABS    Acrylonitrile Butadiene Styrene 
AIG    American International Group 
ANC    Ante Natal Clinic 
ASA    NGO named Association for Social Advancement 
ASOD    NGO named Assistance for Social Organization and Development 
AssEF    NGO named Association d’Entraide des Femmes – Women’s Self-                                    
help Association, Benin 
ATM    Automatic Teller Machine 
Bangladesh Balaka  NGO named Bangladesh Balaka 
BRAC    NGO named BRAC 
Buro Bangladesh  NGO named Buro Bangladesh 
CDHC    NGO named Community Development and Healthcare Centre 
Char    Sand bank in river 
CLP    Char Livelihood Project 
CODEC    NGO named Community Development Centre 
CT Scan    Computerised Tomography Scan 
Deep Unnayan   NGO named Deep Unnayan 
Dai    Traditional Birth Attendant 
DSK    NGO named Dustha Shasthya Kendra 
EKG    Electrocardiogram 
ENDEAVOUR   Shawnirvar Bangladesh Endeavour 
FFW    Food for Work 
FGD    Focus Group Discussion 
Ghashful   NGO named Ghashful 
GOB    Government of Bangladesh 
Gram    Village 
GUK    Gram Unnayan Karma 
Haor    Large natural water body/lake 
HEED    NGO named Health, Education and Economic Development 
                                                          Bangladesh 
HIV    Human Immunodeficiency Virus 
HH    Households 
HMI    Health Microinsurance 
IBF    Islamic Bank Foundation 
ICC    Integrated Circuit Card 
IDF    Integrated Development Foundation 
IDRA    Insurance Development and Regulatory Authority, Bangladesh 
INAFI    International Network of Alternative Financial  

Institutions 
ISDMC    NGO named Integrated Service for Development of Mother and  

Children 
Islami Bima   A life insurance product called Islami Bima (Sharia-based insurance) 
Janata Bima   A life insurance product called Islami Bima (People’s insurance) 
JCF    Jagorani Chakra Foundation 
Kobiraj    Unqualified Rural Medical Practitioners 
KPI    Key Performance Indicators 
Lab Test   Laboratory Test 
LIH    Low Income Household 
LGD     Local Government Division  
MHIB    Micro Health Insurance Bangladesh 
MIS    Management Information System  
MMS    Multi Media System 



 

 3 

MoFDM    Ministry of Food and Disaster Management, Bangladesh 
Monga    Yearly cyclical phenomenon of poverty and hunger in Bangladesh 
MoSW    Ministry of Social Welfare, Bangladesh 
MoWCA    Ministry of Women and Children Affairs, Bangladesh 
MRA    Micro Credit Regulatory Authority, Bangladesh 
MRI    Magnetic Resonance Imaging 
Mukti Joddha   Freedom Fighter 
Bhata    Allowance 
Motsho o Pashusampad  Livelihood programme called Motsho o Pashusampad (Fisheries and  

Livestock) 
NDP    National Development Programme 
NGO    Non Government Organisation 
Para    Locality 
PKSF    Bangladesh Government apex lending organisation Palli Karmi 

Sahayak Foundation 
PNC    Post Natal Clinic 
Pollishree   NGO named Pollishree 
POPI    NGO named People’s Oriented Programme Implementation 
POS    Point of Sale 
Poshchim   West 
Pourashava   Council (an administrative area) 
Proshika   NGO Proshika 
PSKS    Palashipara Samaj Kallayan Samity 
PSTN    Public Switched Telephone Network 
PVC    Polyvinyl Chloride  
RDRS    NGO named Rangpur and Dinajpur Rural Services 
RSBY    Rashtriya Swasthaya Bima Yojna, India 
SEWA    NGO named Self Employed Women’s Association, India 
Shamata   NGO named Shamata 
Sharia    Based on Islamic religious rules 
SMKK    NGO named Seba Manob Kalyan Kendra 
SMS    Short Message Service 
SOUHARDO   NGO named Strengthening Household Abilities for Responding to  

Development Opportunities 
SSS    NGO named Society for Social Services 
SUS    NGO named Sabalamby Unnayan Samity 
SWF    NGO named Sancred Welfare Foundation 
S.W.O.T.   Strength, Weakness, Opportunities and Threat 
TBA    Traditional Birth Attendant 
Thana    Police Station (an administrative area) 
TUP    Targeting the Ultra Poor 
TUW SKOK   NGO named TUW SKOK, Poland 
UDDIPAN   NGO named UDDIPAN 
UP    Ultra Poor 
Upazila    Sub-district (an administrative area) 
VARD    Voluntary Association for Rural Development 
VDF    Village Development Found 
VGD    Vulnerable Group Development 
VGD – UP   Vulnerable Group Development for the Ultra Poor  

Women  
VGF    Vulnerable Group Feeding 
VERC    NGO named Village Education Research Centre 
VHC    Village Health Complex 
WTP    Willingness to Pay 
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Zila    District (an administrative area) 
3G    3rd generation Mobile technology 
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INTRODUCTION 

Ill health and the cost of healthcare act as major obstacles to persons trying to break out of the poverty cycle 

and therefore the health of the poor must be addressed before they can rid themselves of want. Market 

studies show that when families have fallen into poverty or remain trapped there, ill health often emerges as 

a key reason. Health microinsurance offers a promising way to mitigate the risks of disease and ill health, 

which are disproportionately borne by the low income households (LIHs). Recent figures indicate that 

approximately 80% of the population in Bangladesh would benefit from some form of health microinsurance 

coverage. 

Purpose of the Survey  

The Rockefeller Foundation supports strengthening of resilience of the poor to social, economic, health and 

environmental challenges and has taken a special interest in providing universal healthcare in Bangladesh. 

The current health system in Bangladesh is mainly urban-based, elite-biased and curative orientated. The 

objective of Rockefeller Foundation’s project is to make health services available to two target groups, 

namely, (1) low income households in rural areas and (2) ultra poor people under social safety network 

programs, and improve their preventive healthcare mechanisms through awareness raising and education on 

healthcare.  

In addition, Rockefeller Foundation also wishes to encourage ASA, BRAC and Grameen Bank to team up with 

Rockefeller Foundation and provide health microinsurance (HMI) to their members and other low-income 

households in Bangladesh. The combined branch network of ASA, BRAC and Grameen Bank cover almost all 

villages in Bangladesh and would have access to nearly all poor and low-income households in the country. 

Their participation in Rockefeller Foundation’s universal healthcare program would add a different dimension 

to it. 

The project requires a feasibility study to explore the funding mechanisms for the long-term implementation 

of the proposed healthcare programme for the ultra poor people in the social safety network programme.  

The project also requires a demand survey, a gap analysis, development of several demand based health 

insurance products and a Business Plan to convince ASA, BRAC and Grameen Bank that such a programme is 

feasible and financially viable on the long term. 

This report deals with the demand survey for the LIH; the report on demand survey for the ultra poor people 

in the social safety network programme is being submitted separately. A Business Plan is also being 

submitted separately; the Business Plan incorporates the gap analysis, product development and the funding 

mechanism report.   

 

GENERAL OVERVIEW OF BANGLADESH 

Demography of Bangladesh 

Bangladesh is the seventh most populous country in the world with an estimated population of more than 

158 million. It is one of the most densely populated countries in the world. The density is around 1,075 per 

square kilometer. According to 2010 estimates, 72 percent of the population lives in the rural areas. The 
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male-female ratio was estimated at 0.93. Population growth rate is 1.566 percent. The average size of 

household has continued to decrease. It has declined from 4.84 in 2005 to 4.5 in 2010.1 

Bangladesh is a low income country with an estimated per capita GDP of USD 1,700 and was ranked 196 out 

of 225in 2010. In comparison, the neighbouring countries in South Asia such as India ranks 162, Pakistan 

ranks 176, Sri Lanka ranks 147 and Nepal ranks 206. According to real GDP growth rate, however, Bangladesh 

was ranked 55 with a 6 percent growth rate. The economy has been mostly resilient through the 2008-2009 

global financial crisis and recession. Service sector is the largest contributor to the country’s economy. 

However, 45 percent of the labour force is engaged in agriculture. Unemployment rate in 2010 was estimated 

at 5.1 percent. Inflation rate was 8.1 percent, which was a sharp increase from the previous year (5.4 

percent).2 

According to Human Development Report 2011 of UNDP, Bangladesh ranks as a low human development 

country with the ranking 146, just behind Pakistan at 145. The Human Development Index (HDI) value is 0.50. 

The Gender-related Development Index (GDI) is 0.55 and is ranked 112 out of 187 countries.3Literacy rate in 

Bangladesh in 2011 was estimated at 47.9 percent of which 54 percent is male and 41.4 percent is female 

(2001 Census).4 

Poverty Situation in Bangladesh 

Bangladesh has 31.5 percent of its population below the poverty line. Preliminary Report on Household 

Income and Expenditure Survey 2010 indicates that there have been significant improvements in standard of 

living of the general population in Bangladesh in recent years. According to the data provided by the 

Bangladesh Bureau of Statistics, Poverty has declined by 8.5 percent (approximately 1.7 percent per annum) 

at national level, 8.6 percent in rural area and 7.1 percent in urban area during 2005 to 2010. Based on the 

lower poverty line, hardcore poverty has decreased by 7.5 percent at national level as well as in rural area 

and 6.9 percent in urban area during 2005 to 2010. However, in spite of the remarkable progress, a large 

portion of the population (20 percent) still remains vulnerable to poverty5. 

Aside from the headcount ratio, depth and severity of poverty has also declined. Poverty gap (depth), based 

on the lower poverty line, has declined from4.6 percent in 2005 to 3.1 percent in 2010 and the squared 

poverty gap (severity) has declined from 1.3 percent in 2005 to 0.8 percent in 2010. 

Table 1: Poverty Situation in Bangladesh 

Particulars 20106 20057 

Incidence of Poverty (Based on Upper Poverty Line) 

National Poverty Rate 31.5 40.0 

Rural Poverty Rate 35.2 43.8 

Urban Poverty Rate 21.3 28.4 

                                                           
1
Preliminary Report on Household Income and Expenditure Survey 2010 (June 2011).Bangladesh Bureau of Statistics 

(BBS), Statistics Division, Ministry of Planning, Government of Bangladesh. 
2
The World Factbook 2011, CIA 

3
Human Development Report 2011, UNDP 

4
The World Factbook 2011, CIA 

5
Human Development Report 2011, UNDP 

6
Preliminary Report on Household Income and Expenditure Survey 2010 (June 2011).Bangladesh Bureau of Statistics 

(BBS), Statistics Division, Ministry of Planning, Government of Bangladesh. 
7
Report on Household Income and Expenditure Survey 2005. Bangladesh Bureau of Statistics (BBS), Statistics Division, 

Ministry of Planning, Government of Bangladesh. 
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Particulars 20106 20057 

Incidence of Poverty (Based on Lower Poverty Line) 

National Poverty Rate 17.6 25.1 

Rural Poverty Rate 21.1 28.6 

Urban Poverty Rate 7.7 14.6 

Depth and Severity of Poverty 

Poverty Gap 3.1 4.6 

Squared Poverty Gap 0.8 1.3 

Source: BBS 

The severity of poverty not only varies across urban and rural areas but also across regions. The following 

maps indicate that most of the extreme poor live in the north-western and south-western parts of the 

country and also in the low-lying riverine areas. The reason for the concentration of extreme poor in these 

areas can be explained by the recurrent natural disasters such as floods, droughts, cyclones and seasonal 

agriculture that affect the income poverty.  

Map 1: Poverty Situation in Bangladesh 

Poverty Map Extreme Poverty Map 

  
Source: Adapted from “Updating Poverty Maps of Bangladesh” (February 2009). The World Bank, Bangladesh Bureau of 
Statistics and World Food Programme 

 

Health Situation in Bangladesh 

Importance of health in a person’s life cannot be stressed enough. As a result, Health sector has always been 

a priority in every nation’s agenda. Bangladesh has been no exception. Since its independence, in the last 40 

years, Bangladesh Health Sector has gone through many reforms and achieved significant progress. According 
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to WHO, under-five mortality rates has dropped to 48 per 1000 live births in 2010 from 64 per 1000 live 

births in 2005. Maternal mortality also has a downward trend as the rate declined to 340 per 1000 live births 

in 2008 from 420 in 2005 and 500 in 2000.  

Table 2: Health Statistics 

Particulars Figure Source Year 

Life expectancy at birth-total (years) 69.75 CIA 2011 (est.) 

Life expectancy at birth-Male (years) 67.93 CIA 2011 (est.) 

Life expectancy at birth-Female (years) 71.65 CIA 2011 (est.) 

Maternal Mortality Rate (per 1000 live births) 340 WHO 2008 

Under-five Mortality Rate (per 1000 live births) 48 WHO 2010 

Improved Sanitation Facility Access (%) 54 CIA 2008 
Improved Drinking Water Source (%) 80 CIA 2008 
Health Expenditure (% of GDP) 3.4 CIA 2009 

Total Expenditure on Health per capita (USD) 48 WHO 2009 

 

A Ministry of Health and Family Welfare study concluded that only 34% of health expenditure was financed 

by the government, 64% by the public and 2% by the Non-Government Organisations (NGOs)8. Despite such a 

high share of expenditure by private individuals, the provision of healthcare is inadequate in terms of quality 

and access. This highlights the need for alternative financing, including the provision of more inclusive 

healthcare insurance. 

Top Ten National Healthcare Needs in Bangladesh 

Yearly Health Bulletin published by the Ministry of Health and Family Welfare lists the top ten diseases in 

2008 by taking sample from public hospital patients.  

 

Table 3: Age-wise Top Ten Healthcare Needs in Bangladesh9 

Position 0-28 d 29d-11m 1-4y 5-14y 15-24y 25-49y 50+ All age 

1 Pneumonia 
34.1% 

Pneumonia 
38.3% 

Diarrhea 
30.4% 

Diarrhea 
21.3% 

Assault 
14.7% 

Assault 
15.1% 

Diarrhea 
11.9% 

Diarrhea 
15.1% 

2 Diarrhea 
8.6% 

Diarrhea 
26.5% 

Pneumonia 
20.9% 

 

Assault 
5.9% 

Diarrhea 
11.0% 

Diarrhea 
9.3% 

Peptic Ulcer 
8.6% 

Assault 
9.8% 

3 Septicemia 
6.2% 

Bronchiolitis 
2.9% 

Dysentery 
5% 

Pneumonia 
5.8% 

 

Peptic 
Ulcer 
6.0% 

Peptic Ulcer 
8.6% 

Assault 
8.5% 

Pneumonia 
7.4% 

4 Anemia 
2.7% 

Viral fever 
1.4% 

Viral fever 
2.4% 

Peptic 
Ulcer 
3.9% 

Poisoning 
3.3% 

Obstructed 
labour 
3.6% 

Hypertension 
5.5% 

Peptic 
Ulcer 
5.9% 

5 Bronchiolitis 
0.9% 

Enteric fever 
1.1% 

Enteric 
fever 
1.7% 

Viral fever 
3.0% 

Road 
Traffic 

Accident 
2.8% 

Poisoning 
3.0% 

Bronchial 
Asthma 

3.5% 

Viral fever 
2.3% 

6 Allergic 
Reaction 

0.9% 

Anemia 
1.1% 

Worm 
Infestation 
(Intestinal) 

1.4% 

Enteric 
fever 
2.9% 

Enteric 
fever 
2.3% 

Road Traffic 
Accident 

2.8% 

COPD 
3.4% 

Poisoning 
2.0% 

                                                           
8
A Feasibility Study of Imperial Hospital, Chittagong, Bangladesh by International Hospital Group, U 

9
Health Bulletin 2009, Ministry of Health and Family Welfare, Government of People’s Republic of Bangladesh 
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Position 0-28 d 29d-11m 1-4y 5-14y 15-24y 25-49y 50+ All age 

7 Bacillary 
Dysentery 

0.6% 

Protein 
Energy 

Malnutrition 
1.0% 

Assault 
1.3% 

Dysentery 
2.8% 

Viral fever 
2.0% 

Viral fever 
2.6% 

Road Traffic 
Accident 

2.4% 

Road 
Traffic 

Accident 
2.0% 

8 Congenital 
Heart disease 

0.5% 

Suppurative 
Otitis Media 

0.9% 

Anemia 
1.3% 

Anemia 
2.3% 

Anemia 
1.9% 

Enteric fever 
1.8% 

Anemia 
2.2% 

Enteric 
fever 
2.0% 

9 Viral fever 
0.4% 

Dysentery 
0.9% 

Bronchial 
Asthma 

1.2% 

Worm 
Infestation 
(Intestinal) 

Obstructed 
labour 
1.8% 

Hypertension 
1.8% 

Dysentery 
2.1% 

Bronchial 
Asthma 

1.8% 

10 Meningitis 
0.4% 

Bacillary 
Dysentery 

0.8% 

Suppurative 
Otitis 
Media 
1.2% 

Bronchial 
Asthma 

2.0% 

Head 
Injury 
1.8% 

Bronchial 
Asthma 

1.7% 

Enteric fever 
1.9% 

Asthma 
1.8% 

Total 42,808 152,491 218,293 238,638 388,734 812,762 158,240 1,996,541 

 

According to the data collected at public hospitals, diarrhea (15.1 percent) tops the list followed by assault 

(9.8 percent) and Pneumonia (7.4 percent). The other seven ailments are peptic ulcer (5.9 percent), viral 

fever (2.3 percent), poisoning (2.0 percent), road traffic accident (2.0 percent), enteric fever (2.0 percent), 

bronchial asthma (1.8%) and anemia (1.8%). The results, however, may not reflect the true picture of the 

whole population as only 20 percent of the total population who seek health care are attended by the public 

hospitals. 

Top Ten Reasons for Death in Bangladesh 

Top ten leading causes of death in the public hospitals have been identified by the Ministry of Health and 

Family Welfare as respiratory failure (8.8 percent), pneumonia (7.8 percent), birth asphyxia (7.6 percent), 

heart disease other than acute MI (7.3 percent), cardio vascular disease (6.4 percent), acute MI (5.9 percent), 

pre-term low birth weight (4.6 percent), septicemia (4.3 percent), asthma (4 percent) and food poisoning (2.6 

percent). The following table shows age-wise top ten reasons for death. 

 

Table 4: Age-wise Top Ten Reasons for Death 

1 2 3 4 5 6 7 8 9 10 

0-7 days  (Total patients: 4,556) 

Birth 
asphyxia 

44.9% 

Pre-term 
LBW 

23.8% 

Pneumonia 
9.2% 

Septicemia 
7.6% 

Respiratory 
failure 
3.1% 

PUO 
1.9% 

Bacterial 
Sepsis of 
newborn 

1.1% 

Neonatal 
jaundice 

0.8% 

Tetanus 
0.4% 

Diarrhea 
0.4% 

7-28 days (Total patients: 947) 

Septicemia 
25.2% 

Pneumonia 
24.6% 

Pre-term 
LBW 

12.5% 

Birth 
asphyxia 

11.3% 

Acute 
lower RTI 

8.2% 

Respiratory 
failure 
4.0% 

Bacterial 
Sepsis of 
newborn 

3.6% 

PUO 
2.5% 

Neonatal 
jaundice 

1.8% 

Meningitis 
1% 

1m-1yr (Total patient: 2,493) 

Pneumonia 
42.4% 

Acute 
lower RTI 

12.5% 

Septicemia 
11.9% 

Respiratory 
failure 
5.2% 

Diarrhea 
3.1% 

Meningitis 
2.9% 

Encephalitis 
2.4% 

PUO 
2.2% 

Birth 
asphyxia 

2.2% 

Anemia 
1.2% 
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1 2 3 4 5 6 7 8 9 10 

1yr-4yrs (Total patients: 1,118) 

Pneumonia 
28.1% 

Encephalitis 
13.5% 

Acute 
lower RTI 

8.6% 

Septicemia 
6.4% 

Diarrhea 
4.7% 

Meningitis 
4.4% 

Respiratory 
failure 
4.1% 

PUO 
3.6% 

Malaria 
3.0% 

Convulsions, 
not 

elsewhere 
classified 

2.9% 

5yr-14yrs (Total patients: 1,063) 

Encephalitis 
11.1% 

Pneumonia 
8.4% 

Meningitis 
7.1% 

Respiratory 
failure 
6.7% 

Tetanus 
5.1% 

Injury 
4.1% 

RTA 
4.0% 

PUO 
3.8% 

Septicemia 
3.5% 

Pesticide 
Poisoning 

2.9% 

15yr-49yrs (Total patients: 7,438) 

Respiratory 
failure 
12.3% 

Pesticide 
Poisoning 

8.0% 

Heart 
Disease 

other than 
Acute M.I. 

6.7% 

MI 
4.9% 

CVD 
4.5% 

Injury 
3.5% 

RTA 
3.1% 

Food 
Poisoning 

3.0% 

Asthma 
2.9% 

Eclampsia 
2.2% 

 

50yr-59yrs (Total patients: 2,871) 

Acute MI 
14.5% 

CVD 
13.1% 

Respiratory 
failure 
12.3% 

CIHD 
9.7% 

Asthma 
6.1% 

Heart 
Failure 
5.3% 

Shock 
4.0% 

Injury 
2.4% 

RTA 
2.1% 

COPD 
1.7% 

60yrs> (Total patients: 7,303) 

CVD 
17.4% 

Acute MI 
11.2% 

CIHD 
12.9% 

Respiratory 
Failure 
10.6% 

Asthma 
8.8% 

Heart 
Failure 
6.2% 

other 
COPD 
2.0% 

 

RTA 
1.9% 

Injury 
1.6% 

Abdominal / 
Pelvic Pain 

1.6% 

Total (Total patients: 27,789) 

Respiratory 
Failure 
8.8% 

Pneumonia 
7.8% 

Birth 
Asphyxia 

7.6% 

Heart 
Disease 

other than 
Acute M.I. 

7.3% 

CVD 
6.4% 

Acute MI 
5.9% 

Pre term 
LBW 
4.6% 

Septicemia 
4.3% 

Asthma 
4.0% 

Food 
Poisoning 

2.6% 

Note: CVD=Cardio Vascular Disease; MI= Myocardial Infarction; LBW=Low Birth Weight; PUO=Pyrexia of Unknown Origin; RTI=Respiratory Tract 
Infection; RTA=Road Traffic Accident; CIHD=Chronic Ischemic Heart Disease 

Source: Adapted from the Health Bulletin 2009 
 

Nutrition Situation in Bangladesh 

Nutritional status of people generally reflects health and welfare status of any country aspoor nutritional 

status results from complex interactions between food intake orconsumption, overall health status, and 

individual or community care practices at home andhealth care delivery center. Numerous socioeconomic 

and cultural practices as well asindividual access to food and feeding practice influence nutritional status of 

the country (Health Bulletin 2009). 

Bangladesh, being a small and densely populated country, has not yet been able to ensure proper nutrition 

for the entire population especially for the women and the children. As a result, malnutrition has been a key 

factor affecting the long-term health of the poor people.  

Table 5: Nutrition Statistics 

Indicators Status 

Prevalence of women with BMI<18.5 28.4% 
Prevalance of low birth weight 7.5% 
Underweight  reduction in under 5 children 46.3% 
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Indicators Status 

Severe underweight in under 2 children  10.3% 
Moderate underweight in under 2 children  22% 
Prevalence of Anemia among adolescent girl 43.5% 
Night blindness prevalence  0.04% 
VitaminA capsult coverage among 1-5 year children  99.7% 
Vitamin A capsule coverage among postpartum mothers 35.0% 
De-worming (Tab. Albendazole) distribution rate 99.3% 

Source: Health Bulletin 2009 

Health Care System in Bangladesh 

In the late 80s, The Government of Bangladesh structured health care system to improve its health facilities 

and distributed public health care centers based on the administrtive structure in different tiers. The top-

most tier consists of thenational hospitals which are mostly based on the Capital. Then there are regional 

hospitals in divisions mostly medical college hospitals that offer tertiary level healthcare, district hospitals (59 

sadar district hospitals and 2 general hospitals), upazila health complex (418) and thana health complex 

(4,498). There are primary health care centers (4415) all over the country. In the ward level, community 

clinics (CC), one for every 6,000 population, are being established. As of May 2010, 9,722 independent 

community clinics have been established. The existing Union and Upazila facilities (4,500) also provide 

community clinic services. Therefore, about 14,000 CCs are already in operation. The remaining CCs required 

to cover the entire rural population are expected to be constructed in the next 2 to 3 years (Health Bulletin 

2010). Besides, there are 7,006 private hospitals and private clinics (2,271 private hospitals and 4,735 

laboratory and diagnostic clinics) and many NGO clinics and health care programs, are established in the 

rural, semi-urban and urban areas of Bangladesh. 

 

Table 6: Types of Public Health Facilities 

National Divisional District Upazila Union Ward 

 Public Health 
Institute 

 
 
 Postgraduate 

Medical Institute 
& Hospital with 
nursing institute 

 
 
 
 
 Specialized 

Health Center 

 Medical College 
and Hospital with 
nursing institute 

 
 General Hospital 

with nursing 
institute 

 
 
 
 
 
 Infectious Disease 

Hospital 
 Institute of Health 

Technology 

 District Hospital 
with Nursing 
Institute 

 
 General Hospital 

with nursing 
institute (in some) 
 Medical College 

and Hospital with 
nursing institute 
(in some) 

 
 Chest clinic (in 

some) 
 Leprosy Hospital 

(in some) 
 Medical 

Assistants 
Training School 

 Upazila Health 
Complex 

 
 
 TB Clinic (in 

some) 

 Rural Health 
Center (in some) 

 
 
 Union Sub-center 

(in some) 
 Union Health and 

Family Welfare 
Center (in some) 

 Community Clinic 
(in some) 

 

Source: Health Bulletin 2010 
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Table 7: Types of Health Care Services Provided by Public Health Facilities10 

Sl. 
No. 

Types of Health Care Providers Services 

1 National hospitals In-patient, out-patient, specialized treatment facilities, laboratories 
and all health services (based on the type of hospitals) 

2 Tertiary hospitals (mostly postgradutate and 
medical college hospitals) 

In-patient, out-patient, specialized treatment facilities, laboratories 
and all health services  

3 District Hospitals Out-patient, In-patient, emergency, laboratory and 
imagingservices. Under the In-patient services internal medicine, 
general surgery, obstetrics andgynecology and other common 
specialist clinical services are included.  

4 Upazila Health Complex Out-patient, In-patient and emergency services, limiteddiagnostic 
and imaging services, emergency obstetric care, contraceptive 
services and dental care. 

5 Thana Health Complex Out-patient and In-patient services 
6 Primary Health Care Center  
7 Community Clinics  

Source: Health Bulletin 2010 

MICROINSURANCE SECTOR IN BANGLADESH 

Bangladesh is a country with a variety of risks. It is one of most densely populated countries in the world, has 

a high level of poverty, a large under-nourished population, poor health conditions, repeated epidemics, and 

at the same time hit by natural catastrophes of different kinds very frequently. The population, particularly 

the LIH, is exposed to an above average risk that raises an urgent demand for risk management mechanisms 

such as microinsurance. 

Field studies in Bangladesh and abroad have shown that only credit and savings are not adequate when 

households are exposed to risks that are beyond their financial means to cope with. Other risk mitigation 

mechanism such as insurance is also required. The LIHs in Bangladesh are not served by the conventional 

insurance companies. Their products are aimed at the non-poor sector and are too expensive for the 

country’s poor households. The financial NGOs do not also meet the insurance needs of the poor people fully. 

The NGOs insure only their microcredit borrowers; a very few insure non-borrowing members. As a result, a 

vast majority of the poor households are left to devise their own risk mitigation strategies. 

Much of the potential of microinsurance market seems untapped in Bangladesh.  A severe undersupply of 

insurance against lifecycle risks, insurance against losses through natural disasters and healthcare insurance 

is striking in the country. 

According to Marc Socquet of the International Labour Office, 93% of the population of Bangladesh is 

excluded from any insurance protection. Sigma Report 2010states that Insurance penetration in Bangladesh 

at 0.9%, which is one of the lowest in the world. Michael McCord, one of the leading microinsurance experts, 

reports in The Landscape of Microinsurance in 100 Poorest Countries, “only 6.5 million poor people in 

Bangladesh have any insurance coverage”. These statements and statistics sum up the insurance scenario for 

the poor in Bangladesh.11 

Microinsurance is still a relatively new concept in Bangladesh but is becoming increasingly popular day by 

day. Microinsurance is, however, still being considered as informal insurance and mostly being offered by 

microfinance institutions (MFIs). Delta Life Insurance is the first private regulated insurance company in 

Bangladesh that entered in the Microinsurance in 1988. Delta launched two life insurance products, 

                                                           
10

Adapted from “Market Feasibility Study: Health Microinsurance in Bangladesh” (August 2011), INAFI Bangladesh 
11

Feasibility Study on Workplace Micro-Insurance in Asia: Country Report-Bangladesh, Ahmed, Mosleh U, p. 18 
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GrameenBima or village insurance and Gono Bima or people’s insurance. Initially, the design for 

GrameenBima called for collaboration with an NGO that provided the delivery structure for Delta’s product. 

This partnership dissolved after a short time because of a difference in their objectives.12 

With the success of Delta’s Grameen Bima and Gono Bima, several private insurance companies came 

forward to offer life microinsurance to the rural and urban LIH (National Life Insurance in 1996 and Home 

Land Life Insurance in 1998). Their products are still aimed at the non-poor households. A number of 

MFIs/NGOs also started offering mandatory life insurance known as Credit/Life Insurance to protect their 

loan portfolio and reduce the portfolio at risks. Health microinsurance, livestock insurance and asset 

insurance are also being offered by a few NGOs now. Bangladeshi microfinance NGOs came into the 

microinsurance scene in the late 1990s and early 2000s. 

 

MICROINSURANCE SUPPLY IN BANGLADESH 

Mainstream Insurance Companies13 

At present 16 mainstream insurance companies are offering microinsurance products; they are licensed and 

regulated by the Insurance Law. The insurance companies only offer life microinsurance products that cover 

death of the policyholder; some have saving benefits built in. None of the products cover health insurance or 

funeral expenses. 14 insurance companies also cover accidental death of the policyholder and 12 covers 

disability. More than 70% of their clients are in the rural areas. In 14 out of 16 insurance companies, total 

number of microinsurance policyholders in 2008 was 6,573,591. In 2007 the figure was 5,913,705, which 

indicate that there was a 10% increase in the number policyholders in 2008. Gross premium collection in 

2008 was recorded at BDT 9.79 billion (USD 142.81 million); in 2007 it was BDT 8.66 billion (USD 123.87 

million). Their annualized premium varies from BDT 35 to BDT 200,000. 16 insurance companies issued a total 

1,345,608 of microinsurance policies in 2008. 

Gross amount of claim settlement by the mainstream insurance companies was BDT 2.206 billion (USD 32.18 

million) in 2008 and BDT 1.522 billion (USD 21.78 million) in 2007. Their underwriting process is complex and 

leads to a lengthy claim settlement process (over 30 days). Only Meghna Life Insurance Company Ltd. settles 

all its claims within 15 days. 

Non-Government Organisations and Microfinance Institutions (NGOs)14 

94 NGOs/MFIs and Grameen Bank are offering microinsurance products to the low-income group. The 

organizations’ microinsurance practice is informal as they are not registered with the Insurance Regulators 

and therefore not governed by the insurance law. However, they cover a much larger population than the 

mainstream insurance companies do.  

Almost all the MFIs/NGOs offer loan insurance and life insurance to their members. The risk of normal death 

and accidental deaths are mostly covered by the policy. 15 NGOs/MFIs also cover funeral expenses and 16 

NGOs/MFIs cover disability. 23 NGOs/MFIs work only with the rural poor. 83 out of 95 organisations 

(including Grameen Bank) have more than 75% rural poor as their policyholders – mostly for credit/life and 

life insurance. The remaining 17 have more urban poor as their policyholders than rural poor. 

Annualized premium varies from Taka 5 to Taka 15 per Taka 1,000 loan amount. Gross amount of premium 

collection by the MFIs/NGOs in 2008 was recorded at BDT 13.707 billion (USD 199.95 million) and in 2007 it 

                                                           
12

CGAP Working Group on Microinsurance Report, Good and Bad Practices by Michael J. McCord. 2005 et al 
13

 Source of all the statistics of this section is Microinsurance Database Bangladesh 2009 funded by the World Bank 
14

 Source of all the statistics of this section is Microinsurance Database Bangladesh 2009 funded by the World Bank 
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was BDT 11.894 billion (USD 170.19 million). The organizations issued 5,512,582 policies in 2008 and 

5,076,044 policies in 2007.  

The MFIs/NGOs settled claims amounting to BDT 2.818 billion (USD 41.12 million) in 2008 and BDT 1.924 

billion(USD 27.53 million) in 2007. The underwriting process of NGOs/MFIs seems to be more efficient as 

more than 50% organisations settle their claims within 15 days. 

A unique characteristic of the microinsurance practice of NGOs/MFIs is that it does not have any additional 

distribution cost as they are linked with the organisations’ microfinance programmes. Most organizations 

make purchase of insurance mandatory for their borrowers. 

Pricing of their products is not based on actuarial calculations; it is mostly based on the rule of thumb; rates 

are revised through trial and error, based on the insurers’ experience. Separate insurance funds and 

underlying investment portfolio is not set-up. There is no reinsurance arrangement, and that leaves the 

smaller NGOs extremely vulnerable to co-variant risks due to numerous natural catastrophes in this region. In 

the event of any major natural calamity, the risk of financial losses would fall totally on the NGOs. 

Types of Microinsurance Available in Bangladesh 

Life Insurance 

The life insurance products offered by the NGOs/MFIs, including ASA, BRAC and Grameen Bank, are very 

simple. They cover the outstanding loan balance and in some cases provide an additional one-time payment 

to the beneficiary. On average, the one-time payment amounts to Taka 5,000 (USD 72.5). They are mainly 

designed to protect the organisations’ loan portfolio rather than protect the poor household. No products are 

available where the sum assured represents ‘value of lost earnings due to death’.15 The term of the life 

insurance products of NGOs/MFIs is one year. As the insurance is tied to loan, the premium is collected 

during loan disbursement and hence there is no additional distribution cost associated with the insurance. 

Premium is on average 5-10% per loan amount. The premium is not refundable. On the other hand, BRAC 

offers a death benefit to its beneficiary without collecting any premium and Grameen Bank offers life 

insurance without any premium. 

For mainstream insurance companies are mainly offering endowment products, with a lump-sum payment on 

survival. The term of their life insurance varies from 10 to 15 years. At the time of maturity the insurance 

companies usually pay a percentage of profit as bonus in addition to the sum insured. Premium can be as low 

as Taka 100 per monthly. Though mode of payment can be monthly, quarterly or annually, most commercial 

insurers collect premium annually so as to minimize their operational expenses. Most insurance companies 

allow partial payment of the sum assured twice or thrice depending on their policy during the term of the 

insurance scheme. A policyholder can surrender his/her policy after 3 years. However, the payment is 

refunded only at the maturity date. 

16 Life Insurance Companies, 90 MFIs/NGOs and Grameen Bank are offering life microinsurance to the poor. 

Whereas the insurance companies offer voluntary pure life insurance policies, the MFIs/NGOs and Grameen 

Bank offer mandatory credit/life policies. 

Credit/life, or loan protection, is the world’s largest selling microinsurance product. Originally created to 

meet the needs of microfinance institutions rather than their low-income customers, it is bundled as a 

compulsory supplement to a loan. In the event of the borrower’s death or some other calamity the loan is 

written off. 
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Credit/life is profitable and reasonably easy to execute, but as the product line matures it becomes 

commoditized and margins are compressed. This can be countered with innovation: structuring the product 

in different ways, or bundling it with niche products such as takaful or those which generate greater margins. 

Asset Insurance 

In Bangladesh, asset microinsurance is not very popular. Only a few of the NGOs/MFI offer livestock 

insurance. Dustha Shasthya Kendra (DSK), Grameen Motsho o Pashusampad Foundation (a sister concern of 

Grameen Bank) and Proshika offer livestock insurance to their members. The premium amount varies from 3-

5% for large animals and 10% for poultry. Sajida Foundation is providing livestock insurance as part of their 

composite insurance product under the Health, Education and Life security Program (HELP).  

Livestock insurance is not very popular among the NGOs/MFIs. Main reason behind this is that the mortality 

rate cannot be calculated due to lack of data. Also possibility of moral hazard is high if proper monitoring is 

not in place. Both Proshika and Grameen Motsho o Pashusampad Foundation have their own livestock 

programmes. Their insurance product is also incorporated within the programme that makes it easier for 

them to monitor the livestock. Without proper monitoring, livestock insurance cannot be sustainable.  

Prospect and challenges of crop insurance has been discussed for a long time. But no concrete plan has yet 

materialized. Oxfam GB with the support of Institute of Water Modeling has taken an initiative to develop 

index based flood insurance product for Sirajganj, a north-western district of Bangladesh. The first phase of 

this project has already been completed and flood vulnerability index has been developed. It will then be 

used to develop suitable insurance product. 

Health Insurance 

Major healthcare problems faced by the poor households in Bangladesh include those related to child health, 

childbirth, communicable diseases, arsenic contamination, accidents and injuries. These impose catastrophic 

treatment costs and heavy income losses on the poor, which may precipitate irreversible poverty. The market 

in Bangladesh has not created sufficient supply of healthcare for the excluded population. Private healthcare 

providers have preferred to select the demand associated with high-income group concentrated in few urban 

areas. 

The poor cannot insure against the peril of ill health under insurance offered by the conventional insurance 

companies. They cannot afford it.  Therefore, they have to devise their own risk mitigation strategies and 

incur the expenditure themselves. The table below shows the impact of healthcare expenditure on the 

poverty level of poor households: 

Table 8: Impact of Healthcare Costs on Poverty Level in Bangladesh (1999 - 2000)16 

  % of Population below Poverty Line 

  Below US$ 1 a Day Line Below US$ 2 a Day Line 

1 Before incurring healthcare costs 21.8% 71.5% 

2 After incurring healthcare costs 25.3% 73.8% 

3 Poverty level shift 3.5% 2.3% 
 

 US$ 1 a day Poverty Line: Healthcare costs push an additional 3.5% of the households below the poverty line 

 US$ 2 a day Poverty Line: Healthcare costs push an additional 2.3% of the households below the poverty line  

 

Shocks, in the shape of sudden healthcare problems, causing a loss of income and productive potential, 

typically force poor people exposed to them to dispose of productive assets, which may force them into 

lower productivity, lower income, and higher vulnerability in the future—a process known as the poverty-
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 From a PowerPoint Presentation by A K M Ghulam Rabbani at OECD Meeting in Seoul, South Korea; December, 2005 
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vulnerability vicious circle. Effective HMI schemes are significant means of reducing huge vulnerability of the 

poor people. The challenge is to develop practical, appropriate and sustainable microinsurance models. 

None of the commercial insurance companies offer any HMI product for the poor households. NGOs in 

Bangladesh came into the HMI scene in the late 1990s and early 2000s. Throughout the 1990s, the flagship 

NGOs like Grameen Bank and BRAC were pre-occupied in their diversification programs and very little time 

and resources were applied to the HMI sector, except for some studies, a few pilot schemes and experiments. 

Other important players in the field of NGO/MFI healthcare service are Gonoshashtho Kendra, Dhaka 

Community Hospital and the Sajida Foundation. All employ health card systems to pool risks over a large 

number of people. The other two large NGOs – ASA and Proshika still have not entered health microinsurance 

scene; they state that they do not have the resources to provide the service. Though there is an obvious need 

and demand for such services, most of the other NGOs/MFIs do not have the resources or the capacity to 

provide this service on their own.17 Currently only Ad-Din Welfare Foundation, ASOD , BRAC, DSK, Grameen 

Kalyan, SSS and YPSA are offering health microinsurance to the poor. 

The main concerns regarding health insurance are sustainability, distribution and healthcare delivery. Based 

on their experience, BRAC and Grameen Kalyan are considering redesigning their existing health product to 

make it sustainable. It has been argued that HMI can be cost-effective only when it is made mandatory. Most 

HMI products are on a co-payment basis. They all cover hospitalisation costs. Some also cover out-patient 

services, emergencies and pathology.  Some NGOs/MFIs have their own health care facility to provide the 

service under the insurance claim.18 

 

DEMAND FOR MICROINSURACE 

The low public investment in health and absence of any form of national social insurance in Bangladesh have 

heightened insecurities, which perhaps is an important reason for community initiative for financial 

protection for the low income from ill-health. Such a community initiative could be microinsurance. 

Microinsurance can simply be defined as insurance that is designed specifically for the low income market. It 

involves: 

 Risk management for low-income people 

 Low levels of premiums 

 Insurance with small benefits 

 Simple, easily understood contracts 

 Little underwriting 

 Few if any exclusions 

 Simple claim process while still controlling for fraud 

 Innovative premium collection’ and policy delivery models 

 Multi-task intermediaries 

 Often community or group pricing 
 

Microinsurance is not very different from traditional insurance, except that it targets a different segment of a 
population. However, microinsurance products are not simply downsized off-the-shelf traditional insurance 
products. Experience of microinsurance in low income markets has shown that there are fundamental 
differences. 
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Feasibility Study on Workplace Micro-Insurance in Asia: Country Report-Bangladesh, Ahmed, Mosleh U 
18

Reducing Vulnerability of the Poor through Social Security Products-A Market Survey on Microinsurance in Bangladesh, 
INAFI Bangladesh Research Paper, Al Hasan, Rashed (2005) 
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LIHs in developing countries, including Bangladesh, are exposed to a variety of significant economic and social 

risks. To manage these risks, they resort to a number of strategies such as: 

 Informal risk sharing arrangements 

 Conservatism (i.e. avoiding risky activities) 

 Self-insurance through savings, reduced expenditure and traveling abroad for short-term and long-term 
employment 

 Emergency credit from family, NGOs/MFIs, village money lenders 

 Liquidation of productive assets 

 

Demand Analysis 

The research sought to identify the potential microinsurance clients’ socioeconomic status, income and 

expenditure patterns, perception and understanding of insurance risks, affordability of insurance premiums, 

and risk mitigation measures, as well as other issues and constraints on access to microinsurance services.  

In identifying the objectives, the research addressed the following questions in depth: 

 What is the low-income households’ perception of insurance as a risk management instrument? 

 What is their attitude towards insurance and are they prepared to look at insurance as an alternative 
to their present coping mechanisms?  

 What characteristics in a microinsurance product would attract the low-income households?   

 What are their experiences and apprehensions regarding insurance, if any?  

 What motivated those that are insured to purchase insurance? 

 What are the reasons behind the decision for those that decided to discontinue? 

 Are they able to afford and are willing to pay for insurance? 

 If a new insurance product were specifically developed for them, would it be accepted by them? 

 What is needed to maintain their continued loyalty to a service provider? 

 What measures must be taken to change the mind-set of the low-income households? 
 

Quantitative Survey           

International Network for Alternative Financial Institutions (INAFI) carried out the market research; face-to-

face interview techniques were employed, using purpose-designed questionnaires19. 1201 rural household 

heads from35 villages in 23 Upazilas of 23 districts were interviewed.94% of the HH heads were male and 6% 

were female. One of the objectives of this survey was to define demands for microinsurance by the poor and 

vulnerable rural population, and therefore the households were selected from the beneficiaries of the 

following NGOs: 

Table 9: Distribution of households surveyed 

 

 

 

  

 

The survey was aimed at the economically active poor households that are potential and traditional 

microfinance clients, able to pay for financial service and who currently have a source of earning. The sample 

selection was made by INAFI on the basis of their discussions with the selected NGOs working in the areas 

                                                           
19

Developed by the International Consultant and customised with local data by INAFI 

 №  Survey areas No of household % 

1 ASA 299 24.9 

2 BRAC 350 29.1 

3 TMSS 251 20.9 

4 CONTROL GROUP (BURO 
Bangladesh/Ghashful/SSS) 

301 25.1 

 TOTAL 1201 100.0 
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pre-selected by INAFI. The areas were selected on the basis of known high poverty in the villages. The 

households in the villages were selected randomly and therefore some non-poor households got included in 

the sample.  

Originally Grameen Bank beneficiaries were to be included in the survey. Grameen Bank has recently 

undergone a top-level management change and the present management is not agreeable to any surveys 

being carried out amongst their beneficiaries. After discussion with Rockefeller Foundation, TMSS was 

selected in place of Grameen Bank. 

In addition to the 3 NGOs/MFIs named above, beneficiaries of BURO Bangladesh, Ghashful and SSS were 

selected as a part of the control group. 

 

Background Information on Households Surveyed   

Demography 

Chart 1: Gender of HH heads (%)   Chart 2: Gender of HH members (%) 

 

 

 

 

 

 

 

Gender profile 

The HH heads in the survey area are predominantly male (94%); 52% HH members are male. Our survey 

sought the economically active households. In the survey area, majority of the household heads are male; 

this has resulted in large male dominance in the sample. 

Chart 3: Age of HH heads(%)    Chart 4: Age of HH members (%) 
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Age profile 

97% of the HH heads are of employable age; 41% are between the age of 45 and 65, 32% are between the 

age of 35 and 45, 24% are between the age of 18 to 35, and 4% between the age of 16 and 18.Only 3% of the 

HH heads are 65 and over years of age and are probably out of employment.  

49% of the HH members are also of employable age.29% are between the age of 18 and 35, 9% are between 

35 and 45, 7% are between 45 and 65. 14 % of the household members are under the age of 5 and 37% are 

between 5 and 16. Only 2% are of 65 and over years of age.  

Income generation 

The survey targeted economically active households and therefore a large percentage of the HH heads (94%) 

have earnings; 18% of the HH members also have earnings.  

Chart 5: Percentage of HH heads earning (%) Chart 6: Percentage of HH members earning 

Marital status 

94% of the HH heads are married, 5% are widowed and 1% is unmarried. 63% of HH members are unmarried, 

33% are married, 3% widowed and 1% separated. The married HH members will not get any insurance 

coverage under the HH head’s insurance policy because normal insurance rules exclude any married member 

of the household, other than his/her spouse, to be covered under the HH head’s policy. This may cause a 

misunderstanding and would have to be addressed through insurance education. 

Chart 7: Marital status of HH heads (%)  Chart 8: Marital status of HH members (%) 

Education level 

43% of the HH heads have no schooling, 31% have studied up to class 5, 16% have studied between Cass 6 to 

8, 6% have completed secondary level and 2% have completed higher secondary level.  Giving insurance 

education to HH heads that can read and write is easier and more effective. 
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Chart 9: Education level of HH heads (%) 

 

 

 

 

 

 

 

 

 

Number of HH members 

32% of the households has 4 members, including the HH head; 21% have 5 members. A fairly large 

percentage of the households (23%) have over 5 members. In order keep the price of HMI low, it is necessary 

to restrict the number of people that would be covered in each household. The HMI product for this project 

should cover up to 5 persons including the HH head. This would provide HMI cover to 77% of the households 

in the target area.  

A simple definition of a family, that is who can enroll under a policy, can create unanticipated bias.A family 

larger than the permitted number of lives may selectively exclude daughters in favour of sons, whose health 

is normally valued more by most of the LIH. Large-scale awareness raising programmes need to be 

undertaken to overcome such biases and address the possibility of such a situation.  

Chart 10: Number of HH members – including HH head (%) 

 

 

 

 

 

 

 

Household income 

40% of the households surveyed work as day labourers in the village or in the towns nearby. 28% are engaged 

in agriculture and farming, 28% are in livestock and fisheries (catching and selling), 20% are involved in small 

manufacturing processes (cottage industry and handicrafts), 14% work as boatmen, rickshaw/van pullers, 

11% have permanent jobs, 9% work as bus/truck/tractor drivers and 8% have temporary jobs. 3% of the 
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households depend on overseas remittance and 1% on domestic remittance. Only 1% depends on social 

benefits and charitable grants. 

Chart 11: Household Source of Income (%) 

 

 

 

 

 

 

 

 

 

This was a multiple answer question; some of the households hold than more than 1 source of earning and 

therefore percentages would add up to more than 100%.  

Income, expenditure and disposable income 

The level of HH income is quite good; 86% earn over Taka 5,000 per month, 13% earn between Taka 2,000 

and Taka 5,000; only 1% earn below Taka 2,000 per month. Some of the earning group percentages are less 

than 0.5% and therefore do not get reflected in the chart above. 

Chart 12: Household monthly income (%) 

 

 

 

 

 

 

 

 

 

 

As reflected in Chart 6 above, 18% of the households have HH earning members. Chart 4 above also reflects 

49% of HH members are of employable age. Some of these HH members possibly have some earning but was 

not reflected in the data for Chart 6. 
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Chart 13: Household monthly expenditure (%) 

 

 

 

 

 

 

 

 

  

 

Chart 14: Household monthly disposable income (%) 

 

 

 

 

 

 

 

 

 

  

Household income is not the main criteria in determining a household’s ability to pay for insurance. 

Disposable income is a more accurate guide and has to be looked at in conjunction with the willingness to 

pay. 

86% of the households have expenditure in excess of Taka 5,000 per month, which equals the percentage of 

households earning in excess of Taka 5,000 per month. A large percentage of the households are therefore 

left without any disposable income. This is confirmed by Chart 14, which reflects 41% of the households have 

no disposable income. The disposable income of 59% of the households varies between Taka 26 and to over 

Taka 1,000 per month. 
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Need for Microinsurance by the Households Surveyed 

The financial ability of a household is depleted whenever a member is faced with a risk situation. Low-income 

households face the greatest impact of risks, as they do not have the financial ability to cope with risk events, 

especially recurrent risks. Microinsurance attempts to mitigate such situations and help low income 

households to cope with risk events.  

Microinsurance protects the low-income households against specific shocks by using risk pooling in return for 

regular affordable premium payments. The premiums are proportionate to the likelihood and cost of the risks 

involved. Characteristics of microinsurance are affordable premium, a low-cost delivery mechanism, 

transparent procedures, appropriate coverage and terms that respond to the limited and variable cash flow 

and the low-income households’ unstable economic environments.20 

 

HMI is not only a mechanism for financial protection of the LIH to meet the cost of healthcare but it could 

also contribute to increased access to healthcare as the cost barrier is overcome by many who would be able 

afford healthcare otherwise.  

When considering the potential for microinsurance products, it is important to identify the risk events the 

low-income households face, and the magnitude and frequency of such risks, and the effect of those risks on 

households’ financial ability.  

Risk exposure of the households surveyed 

Very few households in the survey areas have members who are suffering from some type of disability; 2% of 

the HH heads and 1% of the HH members have disabilities. However, incidence of chronic illness is high. 11% 

of the HH heads and 5% of HH members are suffering from some chronic illnesses. Disability and chronic 

illnesses increase the likelihood of falling ill frequently and increase the healthcare costs. They are considered 

above average insurance risk and consequently increase the HMI premium. 

Chart 15: Disability and chronic illness- HH heads (%)  
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Chart 16: Disability and chronic illness – HH members (%) 

 

 

 

 

 

 

 

 

 

A low premium health insurance product must control preventable illnesses; they are significant drivers of 

healthcare costs; they would jeopardisethe financial viability of any HMI scheme.  Around50 per cent of the 

healthcare costs of the surveyed households were for preventable illness that could be avoided or treated 

earlier through better health prevention or earlier detection at an outpatient clinic. Success in reducing 

preventable illnesses is a crosscutting issue related to sanitation, education etc. and often requires a long-

term intervention.  Such efforts are more successful in villages where the interventions are made at the 

household level. 

 

Chart 17: HH exposure to illness (%) 
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a hospital/clinic as an inpatient and 3% households underwent surgery at a hospital/clinic as an inpatient. 

These groups are fairly small. 

Households self-treat their illnesses for a multiple reasons; lack of financial resources is the main reason. Also 

high on the list is ignorance or lack of knowledge; they may not know where to go for treatment or do not 

know the seriousness of their illness. For example they often mistake malaria for common fever and treating 

with paracetamol tablets. 

Self-treating illnesses may result in taking wrong medicine, leading to either escalation of the illness or 

adverse reaction to the medicine – both may result in more expensive treatment subsequently; in some cases 

it may also become life threatening. A reasonably priced HMI scheme that provides consultation with 

qualified doctors would encourage the households to seek timely medical advice, and undergo proper 

treatment and receive correct medicines.   

Chart 18: HH exposure to accidents (%) 

 

 

 

 

 

 

  

Households’ exposure to accidents leading either to temporary or permanent disability is low. 6% of the 

households surveyed met with an accident leading to a temporary disability and 1% of the households with 

an accident leading to a permanent disability. However, disabilities increase the healthcare costs and such 

households would be considered above average insurance risks and consequently increases the HMI 

premium. 

Chart 19: Frequency of HH illnesses (%) 
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households that required consultation with a medical practitioner, 50% were ill 5 times or morein the last 2 

years. Both the groups have a very high exposure and self-treatment could be one of the reasons for such 

high frequency of their illnesses. Both the groups would benefit from a HMI product that gives them access to 

better quality medical facilities and consultation, and higher quality drugs.  

As reflected in Chart 17 above, incidence of illness requiring hospitalisation either for treatment (9%) or for 

surgery (3%)is quite low. Of the households that needed inpatient treatment, 42% had 1 admission, 23% had 

2 admissions, 3% had 3 admissions and 3% had 5 or more admissions. Of the households that required 

inpatient surgery, 61% had 1 admission, 9% had 2 admissions and 1% had 3 admissions in the last 2 years. 

Chart 20: illnesses suffered (%) 

 

 

 

 

 

 

 

 

 

 

Analysis of the health risk exposure of the households surveyed (Chart 17), the frequency of their illnesses 

(Chart 19) and analysis of illnesses suffered (Chart 20) indicate a need for an outpatient HMI product.  As 

reflected in Chart 17 above, only 9% of the households surveyed required hospital admission for treatment 

and 4% required hospital admission for surgery. Need and demand for Inpatient HMI product is quite low; it 

was also confirmed by the households while discussing “Concept HMI Products” with them during the 

household survey, and during the focus group discussions.  

It would not make any sense to bundle an Inpatient HMI with an outpatient HMI product for this project. 

Such bundling would increase the cost of the HMI product and would be to the detriment of the households 

that need only outpatient consultation and/or over the counter medicine.  A stand-alone outpatient HMI 

product would be more appropriate.  

Whether or not an Inpatient HMI product should be offered now is debatable; there are clear indications that 

such a product does not have demand at present; data shows there is also no need for it. It could be 

considered sometime in the future as a voluntary product. 

It is to be noted that when discussing “Concept Insurance Products”, 59% of the households indicated that 

they would be willing to buy the outpatient HMI product but only 50% showed interest in the inpatient 

product. In the FGD, 25% showed interest in the outpatient Concept HMI and only 16% showed interest in 

Inpatient Concept HMI.  
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A product that provides cash benefit in case of being admitted to a hospital can accommodate some of the 

households that face hospitalisation risk at present but do not want to incur the cost of a full-fledged 

inpatient HMI. This would enable such households to use free government hospital facilities at Upazila or 

district level and utilise the cash for services or medicines that would have to be paid out of pocket. It is to be 

noted that when discussing “Concept Insurance Products”, only 14% of the households surveyed showed 

interest in hospitalisation cash product and indicated that they would not be willing to buy such a product if 

offered. It contradicts with the results showed by focus group discussion where all the participants showed 

interest to buy such a product.  

Again, it is debatable whether such a product would have demand as a stand-alone HMI; indications are that 

at present it would not. It could be considered at a future date as a voluntary product.  

Illnesses suffered 

Table below lists the illnesses suffered by the households surveyed: 

 

Table 10: Alphabetical list of illnesses suffered by the households: 

1. Anemia 
2. Appendicitis 
3. Asthma 
4. Burning sensation all over body 
5. Cardiac problems 
6. Child birth including Caesarian sections   
7. Cholera 
8. Cold and cough 
9. Diarrhea 
10. Diabetes 
11. Dysentery 
12. Female and gynecological problems 
13. Fever 
14. Gastric problems 
15. High blood pressure 
16. Hepatitis 
17. Jaundice 
18. Kidney problems 
19. Malaria 
20. Measles 
21. Pneumonia 
22. Skin irritation and infection 
23. TB 
24. Typhoid 
25. Stomach worm 

26. Stomach ulcer 
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Chart 21: Household monthly healthcare expenses (%) 

  

  

 

 

 

 

 

68% of the households surveyed spent Taka 100 or less per month on healthcare, 11% spent between Taka 

1001 and Taka 250, and 7% spent between Taka 251 and Taka 500. As indicated in Chart 17above, 46% of the 

households self treated their illness by buying across the counter medicine from the pharmacy or market 

stall. Chart 20 above indicates that the most frequent illnesses are fever, cold & cough, gastric problems, 

diabetes, high blood pressure and asthma. Incidences of high treatment cost events such as heart problems, 

kidney problems, surgery etc. are quite low.  Therefore, household healthcare expense is quite low.  

Chart 22: Place of medical treatment (%) 

 

 

 

 

 

 

 

 

 

 

31% of the households visited the local pharmacy when taken ill and bought over-the-counter medicine on 

the advice of the pharmacist or based on their own decision. 19% visited a qualified local doctor and 13% 

visited their village unqualified practitioner. 20% of the households visited a government hospital, 6% visited 

private clinics, 3% private hospitals, and 3% used the community clinic. Only 2% used a NGO clinic/hospital. 

Distance, cost of transport and unfriendly attitude of the healthcare giver are the main reasons for not using 

the government facilities. One normally has to spend some money at the hospitals called “speed money” to 

get attention and treatment, even though it is supposed to be free of cost.   
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Chart 23: Reason for choosing the place of treatment (%) 

 

 

 

 

 

 

 

 

 

Proximity of the healthcare delivery centre (25%) and cost of treatment (23%) rank quite high as the driving 

force behind choosing place for healthcare delivery. Good quality treatment (15%) and good reputation of 

the healthcare delivery place (13%) do not rank high as the reason for choosing the healthcare delivery place. 

While designing the outpatient HMI product, these factors have to be considered. 

Chart 24: Where did you find the money for your healthcare expense (%) 

66% of the households surveyed met their healthcare costs out of their earnings, 55% used their savings and 

15% sold their disposable assets and fruits, vegetables etc. grown for their own consumption. To meet the 

healthcare cost in a cash-strapped situation, which most of these LIHs face, other expenses have to be 

curtailed and the cash diverted. Very often, food expenses and children’s education expense would be cut 

back. Repeated healthcare costs, which the households have experienced (Chart 17), would deplete all their 

savings and disposable assets, and trap them in poverty. These households would benefit from a HMI. 
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Very surprisingly, only 8% of the households surveyed borrowed from moneylenders. One of the reasons for 

this is that a large percentage of the households have disposable income (66%) and savings 55%), and they 

have the ability to borrow from relatives, friends, neighbours etc. without interest (43%) and the local NGOs 

(31%). Only 9% of the households received donations/charities from relations, friends or charitable 

organisations. 

Only 1% of the households stated insurance as their source of fund. This is not surprising as insurance 

awareness is very low with the households surveyed. In addition, there is a strong negative image about 

insurance industry as a whole. This is discussed fully under Attitude towards Insurance on Page 36 below. 

Chart 25: Distance to the place of treatment (%) 

 

 

 

 

 

 

 

  

 

Chart 26: Mode of transport (%) 
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Chart 27: Transport expenses (%) 

 

 

 

 

 

 

 

 

 

Distance from home ranks quite high when choosing a healthcare delivery centre. 47% of the households 

used a healthcare centre located between 1 and 5 kilometers from their place of residence; for 39% it was 

less than 1 kilometer. These factors have to be considered when selecting the healthcare delivery point when 

designing a HMI product. 

Mode of transport used and the cost of travelling to the place of treatment is dependent of the distance; 36% 

of the households surveyed walked to the place of healthcare delivery, 31% used rickshaw; a very small 

percentage (1%) used an ambulance. 56% spent Taka 20 of less on transport and 30% spent between Taka 21 

and 40. These factors have to be considered when selecting the healthcare delivery point when designing a 

HMI product. 

Ability to buy health microinsurance 
The area-level economic differences are reflected when the micro-level household income (Chart 12), 
Household expenditure (Chart 13) and disposable incomes (Chart 14) are compared to each other. 

A microinsurance scheme would require direct financial contributions from households for it to be 
sustainable. An important policy question arises: what should be the price for the insurance?  Actuarial 
calculations will give the correct price but that may not be affordable. Studies of ability to pay and willingness 
to pay can help answer this question. 

Ability to pay can be assessed by evaluating the disposable income of a household. We calculated the 
disposable income of each household by taking their declared monthly expenditure from their declared 
monthly income from all sources.  

Willingness to pay can be assessed by asking about the maximum amount they would be willing to pay under 

a variety of hypothetical scenarios that reflect current market conditions. The households were asked how 

much they were willing to pay for each of the concept products. The answers were too narrow to be able to 

assess their “willingness to pay”. 

The survey disclosed that, based on their current disposable income 32% of the households surveyed are able 

to pay between Taka26 and 1,000 per month to buy insurance (Chart 14); 27% are able to pay Taka 1,000 and 

over. Availability of disposable income is also substantiated by the households’ ability to meet their 

healthcare expenditure out of current earnings and savings (Chart 26). A HMI product priced at around Taka 

50 per month would be affordable to nearly 59% of the households. 41% of the households, who do not have 
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a disposable income, cannot be covered by any sustainable HMI scheme and would be out this scheme. This 

group would have to be looked at separately. This group will be a hindrance to mandatory HMI scheme. 

An analysis of “Concept HMI Products” disclosed that 12% of the households surveyed are able to buy all 3 

concept products (In-patient at Taka 100 per month; Out-patient at Taka 50 per month and Hospitalisation 

Cash at Taka 25 per month). This information would be useful when, at a later date, multiple HMI products 

are offered to the households. 

Hygiene, sanitation and use of safe water 

Majority of the households use sanitary latrine (93%), tube well (86%) and water from main supply (13%). 

One would expect high standard of hygiene in the households. Yet incidences of water-borne diseases such as 

cholera/dysentery/diarrhea (50%), typhoid (20%) and jaundice/hepatitis (9%) are quite high. 13% of the 

households have suffered from cholera/dysentery/diarrhea 5 times in the past two years; 18% suffered from 

typhoid 5 times and 3% suffered from jaundice/hepatitis 5 times. All these are preventable diseases and 

should be controlled through preventive health programmes. Unless controlled they would drive up cost of 

healthcare ad insurance premiums 

Chart 28: Use of sanitary latrine (%)   Chart 29: Use of safe water (%) 

 

 

Chart 30: Healthcare & family planning   Chart 31: Pregnancy and post delivery awareness 

 

Healthcare and family planning awareness is very low amongst the households surveyed. When asked only 
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also had low awareness about pregnancy and post delivery healthcare. Such low awareness leads to frequent 

illness and increases the cost of healthcare and health insurance premiums.  

Chart 32: Visit to CH/FPC                                                     Chart 33: Purpose of visit 

CH = Community Hospital; FPC = Family Planning Clinic 

67% of the households surveyed have visited the community hospital and family planning centre in the last 2 

years. The purposes of their visit were Immunisation (29%), treatment for anemia (26%), ANC (21%), 

pregnancy complications (16%) and PNC (8%). Only 1% visited for childbirth  

Maternal health and childbirth 

40% of the households had one or more family members who became pregnant in the past 2 years. 78% of 

the childbirths were at home by untrained persons and 14% deliveries were at home by trained birth 

attendants or nurse. Cost incurred is very low; 68% incurred less than Taka 100. Only 2% had the delivery at a 

government hospital and 2% had the delivery at a private clinic. 96% of the childbirth was normal delivery 

and only 4% required Caesarian section operation.  

 

Chart 34: Place of childbirth (%)  

 

 

 

 

 

 

 

Cost incurred for childbirth is quite low. 68% of the households spent Taka 100 or less for it. Only 5% spent 

over Taka 5,000. This is for Cesarean section operation and is very close to the percentage of the households 

that did not have normal delivery. 
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Chart 35: Childbirth expenses (%) 

 

 

 

 

 

 

 

 

 

Maternity related healthcare cost does not need to be dealt with separately for the households’ HMI. An 

outpatient HMI policy with coverage for normal delivery at home or a daycare ward would be adequate. The 

small percentage that needs inpatient stay for surgery or complications has been dealt with on Page 26 

above. 

Insurance awareness of the households surveyed 

Most poor are reluctant to buy insurance because they do not want to think about loss, illness or death. 

Regardless of the economic status of the target market, insurance is sold not bought. The low-income market 

may be particularly disinclined to purchase insurance for several reasons: 

 The poor often lack familiarity with insurance and do not understand how it works 

 Until one actually receives a claim payout, insurance benefits are intangible; it is difficult to persuade 
someone to part with their limited resources to buy peace of mind  

 If the poor do not have to claim, they may believe that they wasted their precious income 

 Often the poor have a short-term perspective, only making financial plans a few weeks or months into 
the future 

 The low-income market may not trust insurance providers 
 

Active persuasion is needed to promote insurance to this lukewarm market. Consequently, the promotion of 

microinsurance requires social marketing techniques along with a heavy dose of awareness raising and 

financial education to change the attitude of the target market toward insurance. Education and training are 

instrumental in the creation of an insurance culture. It is up to insurance providers and volunteers to devise 

the means to show the value of risk management to the poor through raising awareness and then fulfill the 

promise of insurance. Microinsurance market development in Bangladesh is sub-optimal and needs to be 

kick-started or enhanced through a set of strategic actions involving awareness raising activities. 

Consumer awareness ensures an effective market discipline as consumers take an informed decision. 
Awareness is more a broader concept than education. In rural Bangladesh inculcating awareness/values on 
concepts like HMI needs a targeted and subjective approach. Creating awareness on intangible financial 
services like HMI is a challenging task.    

Selling of HMI should not merely be regarded as a programme to sell insurance covers but must be regarded 
as a movement to inculcate the habit of buying insurance to protect the health of the household heads and 
their families. In order for an insurance product to be sold to the LIH, it has to be acceptable by them and it 
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must serve as a useful alternative to the current risk mitigation instruments used by them. The premiums 
must be affordable when cost vs. benefits analysis is made.   

Selling a HMI product, where there is no return of money paid, needs more insurance education of buyers. It 
is a risk protection mechanism, and not a saving instrument or an asset. Awareness raising programmes 
should spread the message what HMI can do, what it can protect, how it can benefit. 

Chart 36: Ownership of insurance policies (%) Chart 37: Types of insurance policies (%) 

Survey revealed that 48%of the households were aware about some insurance products but do not know 

how insurance works and what are the benefits of insurance as a risk management tool; 52% had no 

insurance awareness. When asked if they have or had insurance in the last 5 years, 52% revealed they did not 

have any, 41% responded that had insurance in the past, and 7% responded that they have insurance now. Of 

the households that had or presently have insurance, 58% revealed they have/had life insurance, 41% 

revealed that they have/had credit/life insurance and 1% revealed that they have/had other policies such as 

health, accident/disability and livestock. Of the groups that have/had credit/life insurance, all were 

microcredit borrowers of NGOs. Most have already repaid their loans and do not have any insurance now. 

Many of the life insurance policyholders had fallen victim to aggressive and unethical marketing practices of 

the commercial life insurance companies and bought life insurance but could not keep-up with their premium 

payments and their policies have now lapsed. Most households do not know about other insurance products 

such as accident and disability, livestock, crop and funeral insurance.  

Households in the survey areas are totally unaware of many useful risk mitigation schemes that 

microinsurance can make available for them.  

Chart 38: Who paid for the insurance (%) 
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94% of the households that have/had insurance, paid for it themselves or their family paid for it. Only 6% of 

the policies were paid for by their employers.  

Chart 39: Knowledge about insurance products (%) 

 

 

 

 

 

 

 

 

 

The survey asked households to name any insurance products known to them; Of the households that 

responded, 64% mentioned life insurance, 26% mentioned loan/credit life insurance, 5% mentioned 

accident/disability and 3% mentioned health insurance. Life insurance is quite well known to the LIHs; 

commercial life insurance companies market their microinsurance products in the rural areas quite 

aggressively and the households are regularly visited by insurance agents.  

Table 11: Names of insurance companies in alphabetical order 

1. Delta Life Insurance Company Limited 
2. Fareast Islami Life Insurance Company Limited 
3. Golden Life Insurance Company Limited 
4. Homeland Life Insurance Company Limited 
5. Islami Life Insurance Company Limited 
6. Janata Insurance 
7. Jibon Bima Corporation  
8. Meghna Life Insurance Company Limited 
9. National Life Insurance Company Limited 
10. Padma Life Insurance Company Limited 
11. Popular Life Insurance Company Limited 
12. Pragati Life Insurance Company Limited 
13. Prime Islami Life Insurance Company Limited 
14. Rupali Life Insurance Company Limited 
15. Sandhani Life Insurance Company Limited 
16. Sun Life Insurance Company Limited 

 

When asked if they could name any insurance companies, the households named 16 insurance companies; 

some popular insurance products like Islami Bima and Janata Bima were mistakenly named as insurance 

companies. Some households also named ASA, BRAC, Grameen Bank and TMSS as insurance companies 

indicating that they are not able to differentiate between a commercial insurance provider and an NGO 

insurance provider. Fareast Islami Insurance was mentioned the maximum number of times, followed by 

Popular Life and Shandhani Life. 

 

64 

26 

5 3 1 1 
0

10

20

30

40

50

60

70



 

 37 

Chart 40: Attitude towards insurance (%) 

 

 

 

 

 

 

 

 

 

 

 

All households were asked whether they agreed or disagreed with a variety of questions designed to test 
their mindset and attitude towards insurance. Some of the questions were designed to lead them away from 
prototype answers. Lack of knowledge, misinformation about insurance products and distrust for insurance 
providers are quite prevalent in the households surveyed. 68% of the households surveyed think insurance is 
too expensive, 10% think insurance is for rich people only and 4% never thought about insurance as a risk 
management tool. 3% of the households surveyed need more information and 3% think insurance companies 
run away with people’s money and only 1% indicated that they do not trust insurance companies. A small 
percentage is indifferent and only 1% has objection on religious ground and for family reasons. 

Chart 41:Classification of attitude 

 

 

 

 

 

 

 

 

If the opinions were to be summarized, 75% of the households surveyed are misinformed about insurance, 
12% are ignorant, 6% are indifferent and 5% are inquisitive and need more information. 2% of the households 
surveyed would not buy insurance on genuine objectionable grounds. 

Analysis of the attitude discussed above indicates that mindset of 75% to 98% of the households can be 
changed. It needs a robust awareness-raising programme by the local NGOs, involving the village heads and 
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other community leaders whom the villagers trust. The prospective policyholders are beneficiaries of the 
NGOs that would be undertaking the HMI schemes; the NGOs enjoy the confidence of the beneficiaries. 
Awareness raising programmes should be conducted by them as messages from them would be more 
acceptable the households. 

Awareness raising programmes are fully discussed under chapter on Awareness in the Business Plan. 
 
Recommended HMI product 
The pattern of the illnesses (Chart 17), the frequency  (Chart 19), type of illnesses (Chart 20), healthcare 
expenses (Chart 21), place of treatment (Chart 22), place of child birth (Chart 40), and childbirth expenses 
(Chart 41), and the resultant economic and emotional pressure on the target population would suggest that 
the households have the need for an outpatient health insurance plan. A stand-alone outpatient health 
insurance plan could be offered; this is their first priority. A small percentage needs inpatient treatment and 
surgery up to secondary level healthcare. This can be dealt with as a separate issue. 

The HMI products should be stand-alone and not bundled together. Bundled products increase insurance 
costs. It is difficult to administer and often confuses the households. The insurance awareness (Chart 37 and 
Table 11) and insurance education of the households surveyed are quite low and have to be addressed. This 
has been dealt with fully in the Awareness Chapter on Page 33.In view of their low insurance awareness and 
insurance education, a voluntary plan may not work with them. Until their awareness and knowledge is 
developed, a mandatory scheme is recommended. If not, sufficient outreach may not be achieved and a self-
sustainable health insurance scheme may not be possible. 

In the initial stage, only an outpatient HMI should be offered. A separate inpatient plan and a separate 
hospitalisation plan should be offered after successful piloting. Both these products should be voluntary. The 
inpatient plan would serve the small group of households that have the need for inpatient treatment and 
surgery.The hospitalisation cash plan will provide cash compensation for the loss of income while in the 
hospital and provide for incidental expenses incurred while getting admitted in the hospital. This is fully 
discussed under Product Designchapter in the Business Plan. 

FOCUS GROUP DISCUSSIONS 

General 

10 Focus Group Discussions (FGDs) were held; the FGDs were held in the following villages, covering north, 

south, east, west and central areas of Bangladesh: 

1. Abbas Para, Thana: Chirir Bandar, District: Dinajpur 
2. Brommopur, Thana: Durgapur, District: Rajshahi 
3. Chandani Mahal, Thana: Dighalia, District: Khulna 
4. Dhokka, Thana: Sherpur Sadar, District: Sherpur 
5. Govindapur Pashchim Para, Thana: Sadar, District: Comilla 
6. Malopara, Thana: Dhunot, District: Bogra 
7. Najirpur, Thana: Begumganj, District: Noakhali 
8. Poshchim Gram Daktar Ati, Thana: Itna, District: Kishorganj 
9. Purano Manikda Adarsho Gram, Thana: Gopalganj Sadar, District: Gopalganj 
10. Rasulpur, Thana: Komolganj, District: Maulavi Bazaar 

 
There were 87 participants, the number of participants at each FGD varied between 6 (Abbas Para) and 11 

(Brommopur); their age groups are 21 to 64. The participants were all female and the number of their 

household members varied between 2 and 10.  

 

Socio-economic profile 

The economic profile of the villagers is fairly varied. 6 villages had household members working abroad; the 

number of people working abroad from each village varied between 2 in Brommopur and 7 in Najrpur. 
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Several of the selected villages are in river erosion belt; some are in Char areas, where roads are in very poor 

condition and are not useable during rainy season.   

 

The village population varied between 300 (Abbas Para) and 5000 (Purano Manikda Adarsho Gram). The 

number of households varied between 50 (Abbas Para) and 300 (Dhokka). The number of household 

members varied between 2 (Brommopur) and 10 (Purano Makinda Adarsho Gram and Govindapur).  

Two of the villages do not have electricity. Poverty is quite widespread in most of the villages; some families 

cannot send their children to school. 

 

The villagers in the selected areas are engaged in various jobs, work and income generating activities; these 

are listed below: 

a. Agricultural Worker 
b. Car Driver 
c. CNG Driver 
d. Daily Labour 
e. Employment 
f. Farming 
g. Fishermen 
h. Fish Monger 
i. Factory Worker 
j. Masonry Workers 
k. Rickshaw Puller 
l. Restaurant Waiter 
m. Small Trading 
n. Van Puller 

 
Most of the villagers work as daily labourer and agricultural worker. In many villages a large number of men 

travel to the nearest town daily for work. Most of the village women work alongside the men folks.  

 

Average daily earnings are between Taka 100 (Brommopur, Govindapur and  Poshchim Gram Daktar Ati, ) and 

Taka 250 (Chandani Mahal and Najirpur). 

Health risks 

The villagers suffer from both chronic and infectious diseases. They suffer from following illnesses: 

a. Breathing Difficulties 
b. Cardiac Problem 
c. Cold and cough 
d. Diabetes 
e. Diarrhea 
f. Dental Problems 

“We are so poor that we cannot provide regular food for our children; we cannot send them to any good school. We 

have very little land so we have to find employment to supplement our income” by FGD participants in Brommopur, 

Durgapur, Rajshahi 

 

District: Kurigram 

 

“Women in this village work alongsidethe men; 3 HH have relations working abroad; If there is no employment locally, 

we travel to the next town in search of work. Child marriage quite common in our area”by FGD participants in Dhokka, 

Sherpur Sadar, Sherpur 
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g. Dysentery 
h. Eye Problem 
i. Fever 
j. Female Related Illnesses 
k. Gastric Problems 
l. Jaundice 
m. Kalazar 
n. Pneumonia 
o. Pox 
p. Pregnancy Related Problems 
q. Stomach Ache 
r. Skin Irritation 
s. Typhoid 

 
Fever, cold & cough, diabetes, diarrhea, dysentery, gastric problems, pregnancy related problems, 

stomachache, skin irritation and female related illnesses are very widespread. Life threatening diseases are 

not very frequent. The majority of their illnesses are preventable and curable. A well designed outpatient 

health microinsurance product would be suitable for them. 

The villagers use the following facilities for their healthcare purposes: 

a. Community Clinic 
b. Government Clinic 
c. Government Hospital 
d. Kobiraj 
e. NGO Clinic 
f. Pharmacy 
g. Private Hospital 
h. Upazila Health Complex 
i. Village Practitioner 

 
The villager mostly use unqualified village practitioners or Kobiraj for treatment; in many cases they self-treat 

by purchasing medicine over the counter at the local pharmacy. They also use local community clinics and 

NGO run clinics. Due to their own neglect or wrong treatment by unqualified practitioners, the illness often 

become complicated, resulting in a major health issue and expensive treatment. Only in case of complications 

the villagers consult doctors or obtain treatment at the government/private hospitals in the nearest town.  

Difficulties of taking the patient to the hospitals at the nearest town and the cost involved often discourage 

them from using government clinics. In addition there are also discouraged due to discrimination and 

impolite behavior by the staff.  Even though the treatment is free, they have to pay bribe to get medical 

attention. In addition they often face neglect and ill behavior at Government Hospitals; doctors are not 

normally available; medicines are mostly out of stock and eventually the end up going to a private hospital. 

All FGD participants have borne substantial medical costs out of pocket. They have financed it out of their 

savings or earnings; some sell fruits and vegetables produced for their own consumption. Many have 

borrowed from friends, neighbours, relations and NGOs. Some have borrowed from banks. In many instances 

they were forced to borrow from moneylenders at a very high rate of interest. Several participants have 

resorted to selling their disposable assets to finance medical costs.    
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Exposure to other risks 

The villages are exposed to a variety of natural calamities and risks; the list is given below: 

a. Cyclone 
b. Draught 
c. Excessive Rainfall 
d. Flood 
e. River Erosion 
f. Storm 

 
Excessive rain, water logging, flood and river erosion seem to affect most of the villages and properties are 

destroyed or damaged. The FGD participants finance the losses and cost of repair out of their savings or 

earnings. Many borrow from friends, neighbours, relations and NGOs. Some have borrowed from banks. In 

many instances they are forced to borrow from moneylenders at a very high rate of interest. Several 

participants have resorted to selling their disposable assets to finance the cost.    

 

 

NGOs 

NGOs are present in all villages visited by the team. The numbers vary from 3 in Dhokka to 8 in Najirpur. The 

names of the NGOs are listed below: 

a. ASA 
b. Bangladesh Balaka 
c. BRAC 
d. Buro Bangladesh 
e. CODEC 
f. Caritas 
g. Concern 
h. CODCO 
i. DSK 
j. Deep Unnayan 
k. Grameen Bank 
l. POPI 
m. Pollishree 
n. Shamata 
o. TMSS 
p. Uddipan 

 
All the participants are microcredit clients of the NGOs. All the participants save with the NGOs and are also 

able to save between Taka 1 and 2 daily at home. 

Insurance awareness 

Insurance awareness amongst the participants is almost non-existent. Where there is awareness, they hold a 

negative view about the insurance companies. Only 3 participants have insurance at present and only 2 FGDs 

could name at least one insurance company.  

“We have frequent natural calamities. Most NGOs don’t help during natural disaster; only BRAC supports their own 

members during disaster time” by FGD participants in Dhokka, Sherpur Sadar, Sherpur 

 

“Our main expenditure is on food; half of our income goes in that. Other large expenditures are children’s education 

and healthcare costs. In case of high medical expenses, we have to cut back on our food or stop children from going to 

school” by FGD participants in Govindapur Pashchim Para, Comilla Sadar, Comilla 
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To explain the concept of different types of insurance, we discussed about three health insurance products 

with the participants (1) In-patient HMI, (2) Out-patient HMI and (3) Hospitalisation Cash. We quoted an 

estimated price of Taka 100 for the In-patient HMI, Taka 50 for the Out-patient HMI and Taka 25 for the 

Hospitalisation Cash. 14 out of 87 participants are interest in the In-patient HMI, 22 are interested in Out-

patient HMI and all are interested Hospitalisation Cash insurance policy. 8 out of 10 FGD groups would like 

the premium payment on monthly installment basis. 2 FGD groups would like to have their premium 

refunded in case of no claims during the year.   

The coordinators of FGD are of the opinion that the participants did not fully understand the workings and 

procedures of HMI and have decided on the preferred insurance product on the basis of cost alone.  

Conclusion 

The participants’ illness profile suggests that they would benefit from outpatient HMI rather than in-patient 

HMI or hospitalisation cash. The HMI needs to cover basic illnesses rather than life-threatening illness and 

also need not cover major surgeries; surgeries like C-section, appendicitis etc. would be sufficient.  An 

affordable Out-patient HMI product would encourage them to seek medical help timely and prevent 

complications that may eventually become require hospital admission.   

HEALTHCARE SUPPLY FOR THE LOW INCOME HOUSEHOLDS 

Table 11: Names of healthcare supplier that responded 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

As a part of the survey, 27 NGOs/MFIs were contacted by telephone and email; out of these 21 NGOs/MFIs 

have responded. The NGOs/MFIs were selected from Palli Karma Sahayak Foundation’s (PKSF) list of Partner 

Organisations; all the selected NGOs/MFIs, except 1, have healthcare service. In addition, Marie Stopes was 

selected as it has the largest chain of private healthcare services in rural and urban areas.   

 Name of Organisation HC FOR 
LIH/UP 

HMI HC FOR OTHER 
ORGANISATIONS 

WILLING TO JOIN 

1 Ad-Din Welfare YES YES NO N/A 

2 ASA YES NO NO NO 

3 Atmabiswas YES NO NO YES 

4 BRAC YES YES NO YES 

5 CDHC YES NO NO YES 

6 Ghashful YES NO NO YES 

7 ISDCM YES NO NO YES 

8 Jagorani Chakra Foundation 
(JCF) 

NO NO NO YES 

9 Mamata YES NO NO YES 

10 Marie Stopes YES NO NO YES 

11 National Development 
Programme (NDP) 

YES NO NO YES 

12 PSKS YES NO NO NO 

13 Sabalamby Unnayan Samity 
(SUS) 

YES NO NO NO 

14 SAJIDA Foundation YES YES YES N/A 

15 Seba Manob Kalyan Kendra 
(SMKK) 

YES NO NO YES 

16 SSS YES YES NO N/A 

17 SWF YES NO NO YES 

18 TMSS YES NO NO YES 

19 VARD YES NO NO NO 

20 VERC YES NO NO YES 

21 VDF YES NO NO YES 
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The selected organisations are of various sizes; starting with 3 largest NGOs/MFIs in world, namely ASA, BRAC 

and Grameen Bank, it also includes 2 NGOs having only 1 clinic each and 4 NGOs having 4 clinics each. Marie 

Stopes covers 66 Upazilas with 132 clinics and treats around 6,000 patients every day.  

Of the 21 organisations that responded, 20 provide healthcare services of some type. Jagorani Chakra 

Foundation (JCF), a Jessore based NGO, does not have any healthcare service at present. The healthcare 

services provided by the organisations are as follows, though only the larger organisations provide the whole 

range: 

1. Family Planning    
2. Pathology Tests   
3. Antenatal Clinic    
4. Diagnostic Tests   
5. Postnatal Clinic   
6. Hospitalisation  
7. Surgery  
8. Child Delivery    
9. Medicine 
10. Immunisation 
11. General Treatment    

 

Patients treated by them varied between 25 per day (NDP) to 6,000 per day (Marie Stopes). 90% of the 

NGOs/MFIs treat several hundred patients per day. 

4 of the NGOs/MFIs surveyed operate a health microinsurance programme for their members only. Only 1 

NGO (Sajida Foundation) offers their healthcare service to members of other organisations. 14 NGOs/MFI 

have signified their willingness to join in the Rockefeller Foundation scheme for providing HMI for the low-

income households, 4 NGOs/MFIs would not be interested to join and 3 have not responded to this question. 

Surprisingly, the NGO that does not have any healthcare service and HMI at present would be interested to 

join. 

Of the 3 NGOs/MFIs that Rockefeller Foundation plans to target for this project, Grameen Kalyan (a Grameen 

Bank concern) did not respond, ASA has responded but has indicated that it does not intend to participate in 

it, and BRAC has expressed its willingness to participate in it.  

Appendix 4,5,6 and 7 below provide full details of the questions asked and responses from the NGOs/MFIs. 

Though it cannot be said that government and NGO/MFI run healthcare facilities are available in every village 

in Bangladesh, a large area is covered by them; some form of healthcare supply is available within reachable 

distance of a large number of villages. One NGO, Surjer Hashi (Smiling Sun), contacted earlier during a 

different survey, has stated that given a catchment area of about 5,000 inhabitants, they would be willing to 

open a healthcare clinic in that area at their own expense. 

The Rockefeller Foundation funded survey and its evaluation indicates that it is feasible to start a HMI 

involving NGOs/MFIs such as BRAC, Marie Stopes, TMSS and VARD; combined together they have 250 clinics. 

These 4 organisations have a combined membership of around 7 million and have the required scale and out-

reach. The project should be piloted with one branch in each NGO/MFI and then gradually replicated first in 

other branches of the same NGOs/MFIs, and then to other interested NGOs/MFIs organisations. 

Awareness raising and insurance education programme have to be undertaken on a very large scale; this 

would only be possible with financial assistance from the donors as major NGOs/MFIs are not be wiling to 

incur this expense and smaller NGOs/MFIs do not have the financial capacity. 
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During the initial stage, and definitely during the pilot stage, it would be necessary to make the HMI scheme 

mandatory for all members in the selected branches. Without this provision it may not be possible to achieve 

the scale required for making the scheme sustainable. 
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APPENDIX 1 

QUANTITATIVE SURVEY TOOL FOR HEALTH MICROINSURANCE – DISCUSSION GUIDE OUTLINE 

TARGET: LOW INCOME HOUSEHOLDS IN TARGET AREA; METHODOLOGY:  FACE TO FACE  

TIME: 2 HOURS 

 

 

(The questionnaire to be administered with respondent starts on the next page) 

 

Basic information 

(To be filled out by the interviewer before the interview) 

 

Name of the respondent: ___________________________________________________________________ 

Address of the respondent: _________________________________________________________________ 

Contract No. of the respondent (If Any): ______________________________________________________ 

 

Q1. Interview number:   

 

Q2. Interviewer number:  

 

Q3. Interviewer name:  ____________________________________________________________________ 

Q4. Date (dd/mm/year) of the interview:  

 

Q5.Name of the Organisation Affiliated with: 

Q6. District: 

Q7.Upazila: 

Q8. Village:  

Q9.  Interview lasted:   _________________   Minutes 
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INTRODUCTION 

INT.: READ: “As-Salam-Aleikum. We are conducting a research for a health microinsurance project for the  

extreme poor people of Banglaesh. The project is supported by the Rockefeller Foundation. The project’s aim is to  

providehealth insurance protection for the  people who are living in extreme poverty level and highly vulnerable 
income  

with illness. Health is the most common issue for financial loss by increasing cost and reduce income on the 
other hand.  

And that is why I am here to learn from you which insurance product would be most appropriate for you. igh  

 
I would like to ask you some questions about you, your household, risks you face and activities you are engaged in. In  

addition, I would like to discuss your household members health situation, cost of treatement, how you are 
meeting up  

the expenses and what types of financial services do you need and identify how insurance product can act 
as a problem  

solving mechanism. All the gathered information will be combined with the information from other respondents and  

used to analyze opportunities to develop an insurance services for you.  
 
Please remember your answers are confidential and are used in the statistical tables only. Please also remember there is  
no right or wrong answers and only your honest opinions are important for us.” 
 
ANYTHING YOU TELL OR DISCUSS ABOUT WILL BE TREATED IN STIRCTEST CONFIDENCE. WE WILL NOT DISCLOSE YOUR 
NAME ANE ADDRESS TO ANYONE. ALSO YOUR NAME WILL NOT BE LINKED WITH YOUR ANSWERS.   
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A. HOUSEHOLD COMPOSITION 

 

INT.: READ:To start with I would like to talk with you about your household. As the household we define all the people living in the same place and sharing expenditures for food. We would like to talk 

about all the household members who are supported by household budget. This includes your children and their spouses and children (your grandchildren). It also includes your dependent parents and 

other relations living with you.  

 

INT.: FIRST ASK ABOUT THE HEAD OF THE HOUSEHOLD (ID = 1, INPUT IN THE FIRST LINE) = the person who is the decision maker of the household.   

ASK FOR EACH MEMBER SEPARATELY. MARK ONLY ONE CODE IN EACH CELL. 

 

  The questions from A7 to A8 does not apply to 

children below 16 years old 

A1. 

ID 

Please give names of all your 

household members. 

 

INTERVIWER: WRITE THE NAMES 

OVER HERE 

A2. Relation to the 

household head 

 

1 – household head  

2 – spouse 

3 – child  

4 – parent 

5 – grandchild 

6- sibling 

7– other person 

A3.Gender 

 

1 – male  

2 – female 

A4. Age 

 

 

ENTER 

AGE OF 

EACH 

PERSON 

IN YEARS 

ONLY 

A5. 
Earning 
Staus 

 

1 - Earn 

0- Do 
not earn 

A6. 

Permanent 

disability  

(loss of an 

eye, arm, 

leg, etc.) 

 

1 – Yes 

0 - No 

A7. Suffering from a 

chronic (e.g. asthma) 

or any other serious 

illness (e.g. cancer, 

diabetes, heart attack, 

stroke, TB, hepatitis, 

AIDS/HIV).  

 

1 – Yes 

0 - No 

A8. Marital 

status 

 

1 – single  

2 – married 

3 – separated 

/ divorced 

4 – widow(er) 

A9. Education grade 

completed  

1 – No education/schooling 

2 – 1st to 5th class 

3 – 6th to 8th class 

4- Completed 
SecondarySchool 

5 – Completed Higher 
Secondary School 

6 – Vocational Training 

7 – Not applicable(age<4) 

8 - other 

1  1    2     3    4     5     67 1     2  1     0 1     0 1     0 1    2    3    4 1      2      3     4      5 
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2  1    2     3    4     5     67 1     2  1     0 1     0 1     0 1    2    3    4 1      2      3     4      5 

3  1    2     3    4     5     67 1     2  1     0 1     0 1     0 1    2    3    4 1      2      3     4      5 

4  1    2     3    4     5     67 1     2  1     0 1     0 1     0 1    2    3    4 1      2      3     4      5 

5  1    2     3    4     5     67 1     2  1     0 1     0 1     0 1    2    3    4 1      2      3     4      5 

6  1    2     3    4     5     67 1     2  1     0 1     0 1     0 1    2    3    4 1      2      3     4      5 

7  1    2     3    4     5     67 1     2  1     0 1     0 1     0 1    2    3    4 1      2      3     4      5 

 8  
1    2     3    4     5     67 1     2 

 
1     0 1     0 1     0 

1    2    3    4    1      2      3     4      5      
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B. RISKS AND RISK MANAGEMENT STRATEGIES 
INT.: FIRST IDENTIFY ALL HEALTH RISKS GOING THROUGH THE LIST AND THEN ASK NEXT QUESTIONS 

REGARDING EACH RISK THAT HAPPENED. 

  

B1. Have any 

of the 

following risks 

happened to 

you or other 

household 

members in 

the last 2 

years (since 

2009 till 

today)? 

 

MARK A CODE 

IN EACH ROW 

B2. How many 

times has it 

happened in 

your household 

during the last 

2 years (since 

2009 till 

today)? 

 

ENTER THE 

NUMBER OF 

TIMES 

99 – hard to 

say (do not 

read) 

B3. How would you 

evaluate the general 

impact of the risk itself 

and using coping 

mechanisms on your 

household economic 

standard of living? 

READ CODES AND  

SHOW A CARD # 

1- no influence  

2- decreased slightly 

3- decreased significantly 

4 – decreased 

dramatically 

 

99 – hard to say (do not 

read) 

B4. Which of the 

risks was the most 

difficult to cope 

with (generated 

the highest 

financial pressure) 

in the last 2 years? 

(since 2009 till 

today) 

 

THERE SHOULD BE 

ONLY ONE 

ANSWER TO THIS 

QUESTION 

 

TICK ONLY ONE 

CATEGORY 

1 – 

yes 
0 -no  

 
 

1 Disability      

A 

Accident of 

household member 

leading to 

temporary 

disability 

1 0  1       2      3      4              99  

B 

Accident of 

household member 

leading to 

permanent 

disability  

1 0  1       2      3      4              99  

2 Health      
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C 

Minor illness of 

household 

members (Without 

Consultation Fee) 

1 0  1       2      3      4             99  

D 

Illness of 

household 

members  

requiring surgery 

and staying in a 

hospital or clinic 

1 0  1       2      3      4             99  

E 

Illness of 

household member 

requiring 

treatment and 

staying in a 

hospital or a clinic 

1 0  1       2      3      4             99  

F 

Illness of 

household member 

requiring only a 

visit to a doctor or 

out-patient 

department for 

treatment  

1 0  1       2      3      4             99  
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B5.INT: Take the risk identified in Column B4 above and ask the question related to that risk. 

B6.INT: From the Table below READ THE COPING MECHANISMS TO HIM/HER 

If more than one mechanism was chosen, each mechanism has to be ranked (number) by you.  

Use relative ranking: from 1 – biggest; 2 – 2nd biggest, 3 – 3rd biggest etc. Do not prompt them just 

ask them. 

IT SHOULD BE THEIR DECISION BUT THERE MUST BE A RANKING. Code all mechanisms used in the column 

B6 below 

 

 

 

 

Coping mechanisms B5.How have 

you managed to 

find money to 

cope with the 

risk last time it 

happened? 

(tick) 

B6.which of the coping 

mechanisms mentioned in B5 

generated the biggest share of 

money to cover expenses 

related to the risk, 2nd biggest 

and so on 

(code according to ranking) 

0. No coping action taken (i.e. neglecting the illness, not re-

building the stolen assets, etc.) 
  

1.      Income   

2. Insurance   

3. Using own funds, depleting savings, etc.    

4. Selling animals, fruits and other stored agricultural 

products (including barter arrangements) 
  

5. Getting additional job (or working more)   

6. Going outside for work   

7. Donation from relatives, friends and private persons    

8. Grants from Government   

9. Getting assistance from the employer (packages and 

informal help) 
  

10. Borrowing without interest from relatives and friends   

11. Borrowing with interest from relatives/friends   

12. Borrowing from NGO/ Cooperatives/ Charities etc   

13. Borrowing from banks   

14. Borrowing from moneylenders.   

15. Pledging household assets in pawnshops (including 

jewellery, household consumer durables, etc.) 
  

16. Selling household assets (including jewellery, household 

consumer durables, land, transport vehicles, house, etc.) 
  

17. Others:    
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C. HOUSEHOLD ECONOMIC ACTIVITIES, INCOME SOURCES, HOUSEHOLD INCOME  &EXPENDITURE   
 

C1.How much is your household income? In the last 12 months, how much income did your 

household receive from which source? 

  
1 - 
yes 

0 – 
no 

99 –hard to say 
Monthly 
Income 

1 Wage employment     

a Permanent job 1 0 99  

b 
Temporary jobs (usually of seasonal 
character) 

1 0 99 
 

2 Self-employment     

c 
Trade activities (other than selling those 
are under h) 

1 0 99 
 

d 
Production activities/Small business 
(tailor, handicrafts) 

1 0 99 
 

e 
Service provision (including renting 
equipment, transport, etc.) 

1 0 99 
 

3 Agriculture (only income generating)     

f 
Agriculture/ Farming (Own/share) (crops, 
vegetables, fruits, etc.& its processing) 

1 0 99 
 

g 
Livestock and fisheries (including selling 
meat, milk, fish etc. &processing) 

1 0 99 
 

4 Other sources     

h Pension  1 0 99  

i 
Social benefits including grants from 
government (such as under 
VGD/VGF/FFW programmes) 

1 0 99 
 

j 
Regular remittance from somebody living 
and working abroad 

1 0 99 
 

k 
Regular remittance from somebody living 

and working in Bangladesh 
1 0 99 

 

l 
Day Labor (Maid servant, chatal worker, 
carpenter, mason) 

1 0 99 
 

m Puller (Rikshaw, Van, BoatEtc)  1 0 99  

n 
Vehicle Operator (All Kinds Of 
Automobile) 

1 0 
99  

o 
OTHER: ________________ 
Use only when you cannot classify in the 
categories above 

1 0 99 
 

 Total Income  
 

C2 &C3 

 

Note: This is a critical probe question.  Use the list of household members in section A to assist with probe.  Also, 

probe carefully for second jobs, occasional income, and casual income. If respondent reminds herself/himself of any 

sources of income that have not yet been listed, go back to table C1. 

After listing all sources of income, then proceed to ask next questions for each listed source of income. 

 

 
C2. C3. What are the sources 

In the past 12 months, did you or 

any other members of your 

1 -Yes GO TO C3 1.  

2 - No GO TO C4 2.  
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household receive any other type 

of income that we have not 

already listed? 

99 – hard to say GO TO C4 99 – hard to say 

 

 

C4.Expenditure 
 

C4.  EXPENDITURE HEAD Taka (monthly) 

How much do 
you spend on 
each category? 

1 Food - M  

2 Fuel for cooking and lighting - M  

3 Vehicles, tractors etc. - M  

4 House rent – M  

5 Clothing - Y  

6 Healthcare - M  

7 Education - M  

8 House repair - Y  

9 Repair of vehicles, tractor - Y  

10 Loan repayment Y  

11 Funeral and burial Y  

12 Religious and other festivals Y  

13 Gifts/occasions (wedding, dowry) Y  

14 Insurance premium  

15 Transportation/communication/mobile  

16 Agriculture  

17 Cosmetics and laundry (hair oil, soap etc)  

18 Others  

99 Refuse to disclose  

 

  M = Monthly; Y= Yearly 

Note to calculate carefully for those having irregular expenses; farmers in rural areas. 

Note: important to probe back if they included all expenses are included. 

D: HEALTH INFORMATION: 

D1. Do you use sanitary latrine? 

 
0 = No 

1= Yes 

If No, why not ______________________________ 
D2. Do you use tubewell water? 

 
 

0 = No  Skip to D4 

1= Yes 

2=Use supply water  Skip to D4 
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D3. What do you use tubewell 
water for? 

 

(More than one response) 

1= Drinking  

2= Cooking 

3= Bathing 

4= Washing cooking appliance 

5= Washing clothes 

6= others 
D4. Do you know anything 
about family health care and 
family planning issues? 

0 = No 

1= Yes 

D5. Do you know about pre 
and post natal care of mother? 

 

0 = No  

1= Yes 

D6. Do you have any knowledge 
on child nutirtion and 
immunisation (infant or child up 
to 5 years old)?  

 

0 = No 

1= Yes 

D7. How do you ensure 
nutrition/health protection for your 
child? 

1. Innoculate for all immunisation 

2. Breast feed the baby 

3. Give proper food based on the age 

4. Provide same dregree of care in nutrition and health 
protection for your female child 

D8. Did you ever visit 
community hospital or family 
planning certer (Smiling Sun, 
MarieStopes etc. for treatment? 

0 = No - Skip to E1 
1= Yes 

D9. What kind of 
healthcare/service do you and 
your family receive from these 
places? 

1. Ante-natal check-up 

2. Post-natal cheick-up 

3. Due to any complications during pregnancy 

4. Treatment for anemia 

5. Innoculations and vaccinations 

6. Child birth (by TBA/nurse/doctor) 

7. Advice on nutrition during pregnancy 

8. Advice on nutrition after child birth 

9. Family Planing method related 
10. Immunisations 
11. Regular checkup 
12. Others 

 

E. HEALTH PICTURE OF THE HOUSEHOLD 

 

E1. What dieseases did you/your family suffer in last 2 

years (From 2009 to till)? (Prompt) 
E2. How many times were you 
attacked by the above illnesses in 
last 2 years?  

E3. How long were you sick for 
from the above illness in last 2 
years? 
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1 =  Fever    

2 =  Malaria   

3 =  Measles   

4 =  Pneumonia    

5 =  Typhoid   

6 =  Helminth   

7 =  Cold/Cough   

8 =  Cholera/diarrhoea/dysentry   

9 =  Anemia    

10 =  Gastric   

11  =  Ulcer   

12 =  Tuberculosis   

13 =  Appendicitis   

14 =  High bloodpressure   

15 =  Burningsensation   

16 =     Kidney problem   

17 =     Heart problem   

18 =    Diabetes   

19 =    Asthma   

20 =      Skin Problem   

21 =     Jaundice/hepatitis   

22 =     Feminineproblems (uterus, 

discharge) 
  

23 =    Others   

 

 

E4. Did you any of your family member was pregnant 
in last 2 years or currently pregnant? 

 

 

o 0 = No Skip to F 

o 1= Yes 

E5. Where did/will you go for your/family member’s 
child birth? 

 

o 1=At home by untrained midwife/untarined 
family members 

o 2=At home by trained midwife/nurse 

o 3=At home by Traditional Birth Attandent 
o 4=Government Family Planning Outlet 

o INT: E6 and 
E7 is not 
applicable if 
pregnant for the 
first time 
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o 5=Community Clinic 

o 6=Government Hospital 
o 7=Private Hospital 
o 8=Private Clinic 
o 9=Family Planning Outlet/Smiling 

Sun/Marie Stopes 
o 10=NGO Health care centre 
o 11=Haven’t decided yet 
o 12=Others 

E6. How was delivery done? o 1= Natural 
o 2= Cesarean 

E7. What was the delivery cost? 

 

o 1=<Taka 100 
o 2=Taka 101 - 250 

o 3=Taka 251 - 500 

o 4=Taka 501 – 1,000 

o 5=Taka 1,001 – 2,000  

o 6=Taka 2,001 – 3,000 

o 7=Taka 3,001 – 4,000 

o 8=Taka 4,001 – 5,000 
o 9=> Taka 5,000 

F. HEALTH SERVICE PROVIDERS AND ASSOCIATED COSTS 

 

 Coding for F2 1=<1Km, 2=1-5 Km, 3=6-10 Km, 4=11-15 Km,5=16-20 Km, 6=21-25 Km, 7=26-30 Km, 
8=>30 Km 

 Coding for F3 1= < 20 Taka, 2= 21-40 Taka, 3= 41-60 Taka, 4= 61-80 Taka, 5= 81-100 Taka, 6= >100 
Taka. 

 Coding for F4 1= Walk, 2= Bus, 3= Rikshaw, 4= Van, 5= Ambulance, 6= Other 
(specify) 

F1. Where did you go for the treatment of 
yourself/your family members? 

F2. What was the 
distance from your 
house? 

F3. How much is 
the transportation 
cost? 

F4. How do 
you/your family 
members travel 
to the health 
care centre? 

1=Government Hospital    

2=Private Hospital    

3=Private Clinic    

4=Doctor’s Chamber    

5=Pharmacy    

6=Community Clinic    

7=Family planning centre, ShurjerHashi, Marie 
Stopes 

   

8=NGO and Helth centre    

9=Village doctor (Homeopath, Kobiraj etc.)    

99=Did not go anywhere    

 

F5. Why did you choose this service provider? 
(more than one response) 

 

1= Family decision 

2= Recommended by relations/friends/neighbors 

3= Quick treatment/availability 
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4= Quality treatment 
5= Goodwill 
6= Low treatment cost 
7= Close distance from home 

99= Hard to say 

 

G. INSURANCE KNOWLEDGE AND USE  

INT. PLEASE CIRCLE THE MENTIONED RESPONSES. DO NOT READ OUT THE LIST TO THEM. WHEN YOU GET THE FIRST 

ANSWER PROBE FOR THE NEXT UNTIL THE RESPONDENT CANNOT RECALL ANY OTHER. 

G1. What insurance products do you know or have heard 

about?  
(more than one response) 

0 
Do not know any of insurance productsSkip to 
G7 

1 Life insurance 

2 Loan insurance/Credit Life insurance 
3 Health insurance 

4 Accident/Disability insurance 

5 Education insurance 
6 Livestock insurance 

7 Agricultural – crop insurance 

8 Property – houses, shop insurance 

9 Pension 

10 Other policies, specify______________ 

 

G2.Have you or 

any of your 
household 
members had 
insurance 
during the last 5 
years? 

0 – No Go to G3 

1 – Yes, used to haveSkip to G4 
2 – Yes, have nowSkip to G4 
99 – hard to say (do not read) 

 

G3. Why not?   1. I never thought about insurance 

2.  I need to have more information about insurance 

3.  I do not know how it works 

4.  I do not know where to buy insurance. 

5. Nobody approached me;  

6. The insurance agents/offices are too far from the place where I 

live 

7. We do not need insurance – I think nothing serious will happen 

to my family or me 

8. We do not need insurance because we can manage problems 

ourselves 

9. Insurance is for rich people.  

10.`Insurance is too expensive  

11. I have other priorities 

12. Current terms and conditions do not suit me 

13. Heard it is difficult to get compensation from the insurance 

company 

14. I do not trust in insurance companies 

15. I heard that insurers do not pay claims 

16. Insurance companies can go bankrupt or run away with my 

money 

17. I am not sure if insurance will work - hospitals/clinics/3rd 

DO NOT READ CODES 
THIS IS A MULTIPLE ANSWER 
QUESTION. A RESPONDENT 
MAY HAVE MORE THAN ONE 
ANSWER – MARK THEM ALL. 
THESE ARE SPONTANEOUS 
ANSWERS (IF THERE IS 
GENERAL RESPONSE “NO 
TRUST” PLEASE ASK WHY AND 
CODE RELEVANT ANSWER 
BELOW). AFTER THIS 
QUESTION GO TO QUESTION 

G7.  
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parties may not accept the insurance arrangement. 

18. Insurance is a waste of money. 

19. I do not have time to think about insurance. 

20- Family objection 

21. Religious reasons 

22. OTHER: ________________________ 

99 – hard to say (do not read 

 

G4, G5&G6– Insurance Policy owned now or in the past  THIS IS CONTINUATION OF G2 

GO WITH 

RESPONDENT 

THROUGH THE LIST. 

 

G4. What was the type of 

policy you and/or any of 

your family members 

had in the last 5 years or 

you have now?  

 
0 = No; 1 = Yes 

G5. Who has paid for it? 

 
0 – somebody else (e.g. 

employer) 
1 – policyholder or a 

family member 

G6. Where did you/your 
family purchase the product? 

(PLEASE WRITE THE 
NAME OF INSURANCE 
COMPANY/NGOs/MFIs/COO
PERATIVE ETC.) 

1 Life 0       1 0       1  

2 Credit/Life insurance  0       1 0       1  

3 Health  0       1 0       1  

4 Accident/Disability  0       1 0       1  

5 
Education Property – 
houses, vehicles 

0       1 0       1 
 

6 Livestock 0       1 0       1  

7 Agricultural – crop  0       1 0       1  

8 Asset insurance 0       1 0       1  

9 Pension 0       1 0       1  

10 
Other policies, 
specify___________
__ 

0       1 0       1 
 

 

G7.Could you tell me names of insurance companies operating in your area and visits your area? (From topof mind; 

don’t prompt) 

IF NOT ABLE TO MENTION ANY PLEASE PUT ‘0’  

Sl. 
No. 

Name of the insurance companies 

1  

2  

3  

4  

5  

H Product Concept Tests 

INT: READ: Now I would like to show you health iinsurance product concepts and ask set of questions about the 
product. Please think about the concept as if somebody offered you health microinsurance products. 

HA. In-patient Health Insurance concept test 
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INT. READ:I would like to talk to you about health insurance. Buying health insurance is one way to protect yourself from financial shocks 
related to the health care costs created by an accident or sudden (not prolonged) illness to yourself or to any members of your family.  I 
will read the concept of a health insurance product to you, and then I would like to ask for your opinion about it.  
READ OUT THE CONCEPT LOUDLY TO THE RESPONDENT.  

HA1. Would you be happy with the policy on the following points:                      READ ALL 3  AND CIRCLE ONE CODE 

 Not satisfactory Satisfactory 
Hard to say 

(do not read) 
A. Coverage (what risks it covers) 1 2 99 
B. Benefit (money you receive) 1 2 99 
C. Price (money you pay) 1 2 99 

 

HA2. How willing would you be to buy this product?  
When answering use the scale presented on this card (INT. 
READ POSSIBLE ANSWERS).  

1 – Willing 
2 – Not wilingGo to HA 
99 – hard to say (do not read) 

HA3. How many people in your household would you like to 
insure? (including respondent)   

 
[_____] Go to HB 
99 – hard to say (do not read) 

 

HA4. Why are you not willing to buy?                                                                        
 
INT.: THIS IS A SPONTANEUOS QUESTION. DO NOT READ 
ANSWERS BUT THEY MIGHT NEED PROBING. 
More than one response 

1. I do not need this insurance 
2. I had bad experience with insurance 
3. I do not trust insurers 
4. I am not satisfied with the coverage                   Go to HB 
5. I am not satisfied with the benefit (amount) 
6. I am not satisfied with the claim processing 
7. I don’t like the insurance provider 
8. I don’t like the frequency of premium payment                         
9. I find the premium too highAsk question HA5 
10. The insurance provider is too far from me Go to HA7 
11. OTHER: ………………….... 
12. Hard to say 

HA5.  If you think the price is too high, if the premium is 
lowered would you buy the product? 
ASK ONLY THOSE WHO MENTION PRICE AS A REASON 

0 – it will not change my decision  Go to HB 
1 –I might reconsider my decision  
2 – I would be willing to buy it  
99 – hard to say (do not read)Go to HB 

HA6.  How much would you be prepared to pay for this 
insurance? 
ASK ONLY THOSE WHO ANSWERED 1 OR 2 IN HA5 ABOVE 

The price is [_____________] Taka per month 

Mode of payment ____________________ 

HA7.  If you think the insurance provider is too far, if the 
product was delivered to your door step, would you buy the 
product? 
ASK ONLY THOSE WHO MENTION “TOO FAR”  AS A REASON 

0 – it will not change my decision 
1 – I would be willing to buy it  
99 – hard to say (do not read)  

 

HB. Out-patient Health Insurance concept test 

INT. READ:I would like to talk to you about health insurance. Buying health insurance is one way to protect yourself from financial shocks 
related to the health care costs created by an accident or sudden (not prolonged) illness to yourself or to any members of your family.  I 
will read the concept of a health insurance product to you, and then I would like to ask for your opinion about it.  
READ OUT THE CONCEPT LOUDLY TO THE RESPONDENT.  

HB1. Would you be happy with the policy on the following points:                      READ ALL 3  AND CIRCLE ONE CODE 

 Not satisfactory Satisfactory 
Hard to say 

(do not read) 
A. Coverage (what risks it covers) 1 2 99 
B. Benefit (money you receive) 1 2 99 
C. Price (money you pay) 1 2 99 

 

HB2. How willing would you be to buy this product?  
When answering use the scale presented on this card (INT. READ 
POSSIBLE ANSWERS).  

1 – Willing 
2 – Not wiling GO TO HB4 
99 – hard to say (do not read) 
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HB3. How many people in your household would you like to insure? 
(including respondent)   
WHEN DONE GO TO NEXT CONCEPT 

 
[_____] Go to HC 
99 – hard to say (do not read) 

 

HB4. Why are you not willing to buy?                                                                        
 
INT.: THIS IS A SPONTANEUOS QUESTION. DO NOT READ ANSWERS 
BUT THEY MIGHT NEED PROBING SO YOU MAY ASK THEM ONE 
QUESTION AT A TIME. 

1. I do not need this insurance 
2. I had bad experience with insurance 
3. I do not trust insurers 
4. I am not satisfied with the coverage                   Go to HC 
5. I am not satisfied with the benefit (amount) 
6. I am not satisfied with the claim processing 
7. I don’t like the insurance provider 
8. I don’t like the frequency of premium payment                         
9. I find the premium too highAsk question HB5 
10. The insurance provider is too far from me Go to HB7 
11. OTHER: ………………….... 
12. Hard to say 

HB5.  If you think the price is too high, if the premium is lowered 
would you buy the product? 
ASK ONLY THOSE WHO MENTION PRICE AS A REASON 

0 – it will not change my decision Go to HC 
1 –I might reconsider my decision  
2 – I would be willing to buy it  
99 – hard to say (do not readGo to HC 

HB6.  How much would you be prepared to pay for this insurance? 
ASK ONLY THOSE WHO ANSWERED 1 OR 2 IN HA5 ABOVE 

The price is [_____________] Taka per month 

Mode of payment ________________ 

HB7.  If you think the insurance provider is too far, if the product was 
delivered to your door step, would you buy the product? 

0 – it will not change my decision  
1 – I would be willing to buy it 
99 – hard to say (do not read)  

 

HC. Hospitalisation Cash Health Insurance concept test 

INT. READ: I would like to talk to you about health insurance. Buying health insurance is one way to protect yourself from financial 
shocks related to the health care costs created by an accident or sudden (not prolonged) illness to yourself or to any members of your 
family.  I will read the concept of a health insurance product to you, and then I would like to ask for your opinion about it.  
READ OUT THE CONCEPT LOUDLY TO THE RESPONDENT.  

HC1. Would you be happy with the policy on the following points:                      READ ALL 3  AND CIRCLE ONE CODE 

 Not satisfactory Satisfactory 
Hard to say 

(do not read) 
A. Coverage (what risks it covers) 1 2 99 
B. Benefit (money you receive) 1 2 99 
C. Price (money you pay) 1 2 99 

 

HC2. How willing would you be to buy this product?  
When answering use the scale presented on this card (INT. READ 
POSSIBLE ANSWERS).  

1 – Willing 
2 – Not wiling GO TO HC4 
99 – hard to say (do not read) 

HC3. How many people in your household would you like to insure? 
(including respondent)   
WHEN DONE GO TO NEXT CONCEPT 

 
[_____] Go to I 
99 – hard to say (do not read) 
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HC4. Why are you not willing to buy?                                                                        
 
INT.: THIS IS A SPONTANEUOS QUESTION. DO NOT READ ANSWERS 
BUT THEY MIGHT NEED PROBING SO YOU MAY ASK THEM ONE 
QUESTION AT A TIME. 

1. I do not need this insurance 
2. I had bad experience with insurance 
3. I do not trust insurers 
4. I am not satisfied with the coverage                   Go to I 
5. I am not satisfied with the benefit (amount) 
6. I am not satisfied with the claim processing 
7. I don’t like the insurance provider 
8. I don’t like the frequency of premium payment                         
9. I find the premium too highAsk question HC5 
10. The insurance provider is too far from me Go to HC7 
11. OTHER: ………………….... 
12. Hard to say 

HB5.  If you think the price is too high, if the premium is lowered 
would you buy the product? 
ASK ONLY THOSE WHO MENTION PRICE AS A REASON 

0 – it will not change my decision Go to I 
1 –I might reconsider my decision  
2 – I would be willing to buy it  
99 – hard to say (do not readGo to I 

HB6.  How much would you be prepared to pay for this insurance? 
ASK ONLY THOSE WHO ANSWERED 1 OR 2 IN HA5 ABOVE 

The price is [_____________] Taka per month Go to I 

Mode of payment ________________ 

HB7.  If you think the insurance provider is too far, if the product was 
delivered to your door step, would you buy the product? 

0 – it will not change my decision  
1 – I would be willing to buy it 
99 – hard to say (do not read)  

I. 

 CONCEPT TEST SUMMARY 
I1. IF YOU WERE TO BUY INSURANCE, HOW 

WOULD YOU LIKE TO PAY YOUR INSURANCE 
PREMIUM?  
 

1 monthly 

2 quarterly 

3 half-yearly 

4 yearly 

5 seasonal 

 

I2. WILLINGNESS TO BUY MORE THAN ONE PRODUCT (Combined analysis of all the concepts and willingness to buy 

them and ability to pay, where respondent shows willingness to buy more than one product - definitely or rather 

willing to buy cases only). 

1. Calculate total costs per month if a respondent decides to buy more than one product she/he is interested in.  

2. Tell them the total cost you have arrived at and then ask: can you afford to buy all of them? If yes – mark the 

ones selected; If no, ask which one they would like to buy and mark that one:  

 

In the last row tick 1 for the products the respondent finally wants to buy. (The respondent may still opt to buy 

more than one product) 

 

Product concept HA – In-patient HB – Out-patient HC – Hospitalisation Cash 

Willing to buy 
0 - No 
1 – Yes 

0 - No 
1 – Yes 

0 - No 
1 – Yes 

Cost for respondent Taka 100 per family/pm Taka 50 per family/pm Taka 25 per family/pm 

Decision on buying 
0 - No 
1 – Yes 

0 - No 
1 – Yes 

0 – No 
1 – Yes 
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J. ATTITUDE TOWARDS FINANCIAL PRACTICES 

 
 
 
 
SAVINGS HABIT 
 

J16. Do you or any of your family members put from 
time to time some money aside to meet some future 
expenses (not current)? 
 

1=Yes Go to J17 

0=NoGo to J18 

99=refuse to answerGo to J18 

 
AMOUNT SAVED 
 

J17. What is the usual amount of money you manage to 
put aside monthly? 

1 Up to Taka 100 

2 Taka 101 to 500 

3 Taka 501 to 600 

4 Taka 601 to 700 

5 Taka 701 to 800 

6 Taka 801 to 900 

7 Taka 901 to 1,000 

8 Taka 1,001 to 2000 

9 Taka 2001  and over 

99 refuse to answer 

TYPES OF ACCOUNT 

J18. Do any of you family members have any types of account now or had in 
the last 5 years (e.g. current, savings, term deposit with Bank, Credit and 
Cooperative Society and other organizations)? 
 

1=Yes 

0=No 

99=hard to say 

LOANS AND OTHER LIABILITIES 

 

 Which one of the followings do you agree with I  agree I disagree Hard to say 

J1 Borrowing money is the only way to deal with emergency situations.  1 0 99 

J2 Borrowing from relatives and friends is shameful   1 0 99 

J3 I have planned my household finances  1 0 99 

J4 I don’t have time to plan my household finances 1 0 99 

J5 Everybody can save at least small amounts.  1 0 99 

J6 Saving money is a way to build financial stability.  1 0 99 

J7 Banks are reliable.  1 0 99 

J8 NGOs are reliable. 1 0 99 

J9 Money Lenders are unreliable.  1 0 99 

J10 It makes sense to save for emergencies.   1 0 99 

J11 I don’t know if there is any other way to find emergency fund; 1 0 99 

J12 
I would like to know if there is any other way one could find money 
in emergency  

1 0 99 

J13 
I might consider insurance as a way of saving money for future 
emergencies 

1 0 99 

J14 I think insurance is necessary for compesating wage loss 1 0 99 
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J19. Have you or any of your household 
members taken a loan from any of the 
following sources in the last 3 years? 
 

 1 – yes 0 –no 

1 Private money lender / pawnshops 1 0 

2 Relatives, friends, neighbors 1 0 

3 Credit and Cooperative Society 1 0 

4 NGOs/MFIs 1 0 

5 Bank 1 0 

6 Government schemes 1 0 

 7 Others 1 0 

 

 

THANK YOU FOR YOUR CO-OPERATION. YOU HAVE HELPED US TREMENDOUSLY  

 

 

 

 

 

(This forms part of the both quantitative and qualitative survey questionnaire) 
 

CONCEPT TEST 

HA: In-patient Health Insurance Concept Test: 
Coverage:This covers all treatment costs of the policyholder, spouse and up to 2 dependents children or parents of the 
policyholder. No prior medical check-up required. 
Benefits:You and your family would be entitled to up to 2 hospital admissions per year for the whole family, provided the 
stay at the hospital is more than 3 nights for each hospitalisation. The claims are limited to Taka 10,000 per family per year. 
You would have to pay Taka 30 to the hospital for each night spent there. The insurance company will also pay for your 
medicine, x-rays, clinical tests, injections, drips and blood transfusion. You will have to pay 10% of the total costs of all these 
items yourself. The insurance company will also pay for cost of ambulance/transport for the patient and one attendant from 
the place where the patient is to the nearest hospital/clinic/doctor up to a maximum of Taka 1,000 per year per family. You 
will have to pay the cost of transport yourself and claim it back from the insurance company. The insurance company will 
deduct Taka 10 per trip from your claim.   
The insurance company will pay all the hospital bills direct to the hospital.  
Claims processing:Benefits will be paid direct to the hospital/clinic you use. You do not have to pay anything to the hospital 
except those mentioned above. Your transport cost, less the deductions will be paid within 7 days of submitting your claim 
with all required documents. 
Price:Premium payable is Taka 100 per month per household.. This insurance is taken out for year and end of each year it is 
to be renewed.  
If you do not have any claim during the year, the insurance company WILL NOT PAY ANY MONEY BACK TO YOU but your 
would be entitled to a free medical check up for all the people covered by the policy.. 
RestrictionsYou have to be under the age of 65 at the time when you join the insurance scheme, and all other persons 
included in the policy have to be your dependents. You have to be a member of a MFI, NGO, Cooperative Association or a 
Charity. 
Frequency of premium payment:Premium is payable by 12 installments of Taka 100 each month.  
Proximity: The policy is available through a NGO, a cooperative association or a charity in your locality.. 
Provider: The insurance is provided by well known insurance company in Bangladesh. Healthcare is provided by a 
hospital/clinic in your area designated by the insurer. 
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CONCEPT TEST 

HB: Out-patient Health Insurance Concept Test: 
Coverage:This covers all out-patient treatment/doctors’ consultation  cost of the policyholder, spouse and up to 2 
dependents children or parents of the policyholder. No prior medical check-up required. 
Benefits:You and your family will be entitled to 8 out-patient treatment at a named hospital/clinic /doctor per year. Total 
amount of claims payable is limited to Taka 5,000 per family per year. The insurance company will also pay for your 
medicine, x-rays, clinical tests, injections, drips and blood transfusion. You will have to pay 10% of the total costs of all these 
items yourself. The insurance company will also pay for cost of ambulance/transport for the patient and one attendant from 
the place where the patient is to the nearest hospital/clinic/doctor up to a maximum of Taka 1,000 per year per family. You 
will have to pay the cost of transport yourself and claim it back from the insurance company. The insurance company will 
deduct Taka 10 per trip from your claim.   
The insurance company will pay the bills direct to the hospital/clinic/doctor. 
Claims processing:Benefits will be paid direct to the hospital/clinic you use. You do not have to pay anything to the hospital 
except those mentioned above. Your transport cost, less the deductions will be paid within 7 days of submitting your claim 
with all required documents. 
Price:Premium payable: Taka 50 per month per household.. This insurance is taken out for year and end of each year it is to 
be renewed.  
If you do not have any claim during the year, the insurance company WILL NOT PAY ANY MONEY BACK TO YOU but your 
would be entitled to a free medical check up for all the people covered by the policy.. 
RestrictionsYou have to be under the age of 65 at the time when you join the insurance scheme, and all other persons 
included in the policy have to be your dependents. You have to be a member of a MFI, NGO, Cooperative Association or a 
Charity. 
Frequency of premium payment:Premium is payable in one installment in advance each year or by 12 installments of Taka 50 
each month.  
Proximity:The policy is available through a NGO, a cooperative association or a charity in your locality.. 
Provider:The insurance is provided by well known insurance company in Bangladesh. Healthcare is provided by a 
hospital/clinic in your area designated by the insurer. 
 
 
 
 
 

CONCEPT TEST 

HC: Hospitalisation Cash Health Insurance Concept Test: 
Coverage:Provides cash compensation in the event of hospitalisation of the policyholder, spouse and up to 2 dependents 
children or parents of the policyholder. No prior medical check-up required. 
Benefits:The insurance company will pay Taka 250 for each night’s stay at a hospital/clinic for treatment or surgery if your 
stay at the hospital/clinic is for more than 3 nights. Total payment is limited to Taka 10,000 per year per family.  The 
insurance company will pay the money direct to you. 
Claims processing:Benefits will be paid within 7 days of submitting your claim with all required documents. 
Price:Premium payable: Taka 25 per month per household.. This insurance is taken out for year and end of each year it is to 
be renewed.  
If you do not have any claim during the year, the insurance company WILL NOT PAY ANY MONEY BACK TO YOU but your 
would be entitled to a free medical check up for all the people covered by the policy.. 
RestrictionsYou have to be under the age of 65 at the time when you join the insurance scheme, and all other persons 
included in the policy have to be your dependents. You have to be a member of a MFI, NGO, Cooperative Association or a 
Charity. 
Frequency of premium payment:Premium is payable by 12 installments of Taka 25 each month.  
Proximity:The policy is available through a NGO, a cooperative association or a charity in your locality.. 
Provider:The insurance is provided by well known insurance company in Bangladesh. Healthcare is provided by a 
hospital/clinic in your area designated by the insurer. 
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APPENDIX 2 

QUALITATIVE SURVEY TOOL FOR MICROINSURANCE – DISCUSSION GUIDE OUTLINE 

TARGET: LOW-INCOME GROUP IN TARGET AREA; METHODOLOGY:  FOCUS GROUPS; TIME: 2 HOURS 
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Number of participants 

per discussion group: 

Minimum = 6 

Maximum = 12  

Equipment required:  

Voice Recorder with 6 

hours recording 

capacity 

Note: 

Since the team would 

be working in rural 

areas, it is not advisable 

to use bulky equipment 

such as flip-charts, 

projectors etc. 

 1. INTRODUCTION (10 MIN) 
 

 Welcoming the respondent  

 Introduction of respondent/moderator. As respondents introduce themselves, take 
the details required in Section 1.2 

 Presenting the objectives of the meeting and “rules of the discussion” Start with 
saying the Rockefeller Foundation wants to introduce microinsurance for the low 
income households in Bangladesh, and have engaged INAFI to carry out some work 
in connection with it. You are here on behalf of INAFI to conduct a survey to find out 
what is their opinion about it. You are also here to gather some details about their 
household so that INAFI is able to make sure that the health microinsurance 
product suits their financial ability and their healthcare requirements. 

 Explain to them what INAFI is and what is does. 

 Assurance of independence. Assure them that you are not here on behalf of an 
insurance company and that INAFI is not trying to sell any insurance product or 
representing any insurance company. Assure them that INAFI is totally independent 
and trying help low income households in this area. 

 Assurance on confidentiality. State that whatever they say would be kept 
confidential and will not be linked to the names, and that their names, addresses 
and answers would not be disclosed to anybody outside INAFI. 

 Assure him or her of no obligation or commitment by his or her answer. State that 
by giving an answer does not put them under any obligation to buy an insurance 
product 

Introduce the discussion 

 

Reveal and understand 

the respondent’s 

perception on their day-

to-day life 

 2. WARM UP (10 MIN) 

 Which are the first thoughts/ ideas that come into your mind when you think of 
your day to day life? 

  Which are the things you like in your day to day life and would not change? Why? 

  But which are the things you do not like in the day to day life and would like to 
improve? Why is that?  

 

For FGs conducted in small towns and rural area, ask: 

 I told you in the beginning of the discussion that I am not from around here and I 
am curious to learn a few things about the place you live in. How is life in this 
town/village? What are the things you like about it? Why? But which are those you 
dislike about it? Explain. 

 In Tsunami hit areas ask how they have cope with life since the disaster and the 
degree of support they have received. 

 How would you like your life to be in 3- 5 years from now on?  
   

 

 

Understand the 

unexpected shock/ risk 

affecting them. 

 

 

 3. ASSESSMENT OF CRISIS SITUATIONS AND NEEDS 
 

3.1 Risk list  

 Thinking about your healthcare/your children’s healthcare, which would be the 
moments when you would need a large amount of money for their medical needs?  

     Check for long term perspective as well.  

 Why then? Explain 

 Can you think back, were there any moments in your life when something 
unexpected happened regarding your/your family’s healthcare and you needed a 
large amount of money for it? What happened? Please give me examples from 
your own experience or acquaintances’ experience of situations when something 
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Identify the shock 

management procedure 

unexpected health problems came up and you needed a large amount of money to 
solve the problem? Write down on cards all risks mentioned by the respondents. 
 

3.2 Ranking of risks impact on family life  

 I wrote down each risk mentioned by you in this discussion. I would now like you to 
indicate against each risk the following: 

o Frequency with which these events occurred 
o How difficult was it for you to get the necessary amount of money 
o How important was it for you to have/to get the money in that 

particular moment (e.g. imminent surgery/child birth/accidents 
etc): 

 

For each of the categories done ask them to clarify if they have ranked two or more 

risks as being equally important 

For the insurable risks ask: 

 Did these situations have any effect on you/your family members in any way? 
In what way? Explain. Prompt about illnesses, accidents, pregnancy, child birth 
etc. 

 

3.3 Risk management strategies 

 How one can get the money in case of healthcare emergencies? 

 What can be done to get the necessary money?  

 In time of your emergency how much money was required? 

 What did you do? Who did you go to? 

 Did you get the money straight away or with difficulties? 

 How did it make you feel? Explain. 

 With this experience do you have any plan how you would cope with such 
emergencies in the future? 

   

 

 

Insurance and saving 

discussion: 

- Awareness 
- Attitudes towards 

each of them 
- Reveal potential 

barriers 

 4. INSURANCE  AND SAVINGS  
 

 Considering all you have said so far, do you think is there any way you could 
anticipate these problems and be prepared for them, in terms of money? What 
ways? If not mentioned spontaneously, prompt on: saving and insurance by 
saying…. 

 In other groups I have been told about ‘saving’ and ‘insurance’. Do you think that 
these could be alternatives for you in order to have money when something 
unpredicted happens? Why do you say so? Explain. 

 

4.1Insurance 

4.1.1 Awareness 

 Are you aware of any insurance products? How did you hear about this product?/ 
Where from? Are there different types of insurances? Explain. Do any of you have 
or had insurance? Do you know somebody who has/had insurance? What do they 
know about it? 
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4.1.2 Benefits and drawbacks 

 From what you know or heard about insurance(s), do you think it has any 
advantages? What are they? Why do you think these are advantages?  

 What about drawbacks, do you think insurance has any? What are they? Why do 
you say that?  

 

4.1.3 Stereotype policyholder 

 In your point of view, who should be insured? What kind of person: gender, age, 
marital status, lifestyle, financial situation etc.? Why this person? Explain.  

 

4.1.4 Insurance providers awareness 

 Are you aware of any organisations offering insurance products? What do you 
know about these organisations? How do you know about them? Check perception 
on insurance company versus NGOs/MFIs; local versus international insurers; 
Understand the level of trust in the insurance  providers 

 Would you consider insuring with any one of these? Which one? Why? 

 Would you refuse to insure with any one of these? Which one? Why? 
 

4.1.5 Usage 

 If answer to 4.1.1 was yes: What made you/them to buy insurance? Explain. What 
type of insurance did/do you/they have? Why this one? On what basis you/they 
selected it? Have you/they ever received any benefits? Explain.  

o Past users: why didn’t you/they continue with the policy? Explain.  
o Current users: when it will come to an end, will you/they renew it? 

Why? 

 If answer to 4.1.1 was not: Why? What are the main reasons for this?  
 

4.1.6 Trial potential 

Non-users:  

 In which circumstances would you see yourself taking out insurance? 
 

Past/current users 

 In which circumstances would you see yourself taking out insurance again? 
Non-users/ Past/Current users 

 If the insurance was to be adapted to your particular needs and preferences, 
how should it be?  

 Returning to the risk discussion, which of the risks revealed in this discussion 
would you like to insure? Why? 

 

4.1.7 Premium payment 
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Non-users:  

 If you were to take insurance, how would you like to pay the premium? 
Weekly? Monthly, Quarterly? Half-yearly? Yearly? Seasonally (linked to 
crops/selling of livestock). 

 How would you like to pay the premiums? At the office? To the agent? 
 

Past/current users 

 In which circumstances would you see yourself taking out insurance again? 

 How are paying/paid your premiums? Weekly? Monthly, Quarterly? Half-
yearly? Yearly? Seasonally (linked to crops/selling of livestock) 

 Would you like to see any change in the payment method or frequency? 

 How did you pay the premiums? At the office? To the agent? 
 

4.2Saving discussion 

4.2.1 Benefits and drawbacks 

 Are there any advantages or disadvantages in saving money? What are the 
advantages? What are the disadvantages?     

 

4.2.2 Stereotype money saver 

 In your opinion, what kind of person saves money: gender, age, marital status, 
lifestyle, financial situation etc.? Why do you say that? Explain. 

 

4 2 3 Banking/NGO/MFIs/Other Organisations 

 Are you aware of any place where the savings could be kept? What is your opinion 
about these? Check for perception on banking market.  

 Can you name any bank in your village/town/town near you?  

 Do you trust banks? How can they generate your trust it? Why?  

 Would you put your savings in banks? 

 Which one? Why? 

 Would you refuse to put your savings in any of them? Which one? Why? 

 Can you name any NGO/MFIs in your village/town/town near you?  

 Do you trust NGOs/MFIs? How can they generate your trust it? Why?  

 Would you put your savings in NGO/MFIs? 

 Which one? Why? 

 Would you refuse to put your savings in any of them? Which one? Why? 

 Can you name any Co-operative Societies in your village/town/town near you?  

 Do you trust a Co-operative Society? How can they generate your trust it? Why do 
you say so?  

 Would you put your savings in a Co-operative Society? 

 Which one? Why? 

 Would you refuse to put your savings in any of them? Which one? Why? 

 Do you have a Post Office Savings Bank in your village/town/town near you?  

 Do you trust a Post Office Savings Bank? How can they generate your trust it? Why 
do you say so?  

 Would you put your savings in a Post Office Savings Bank? 

 Why? 
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4.2.4 Usage 

 Do you save money?  
o If yes: What made you decide to save money? Is there a specific 

purpose for which you save or not? Explain. Please explain how you 
do it: when do you save (monthly, irregularly)? What amounts of 
money? In what circumstances will you use the money (check for 
crises situations as well)?  

o Do keep your savings at home or at a bank, NGO, Co-operative, 
Post Office? Why? Explain.   

 

4.2.5 Saving potential 

Non-users:  

 Will you consider saving money in the future? When? Why? How? 
 

4.2.6 Proximity  

 Does distance to the place where you keep your savings play any role in your 
decision to keep savings with them? In what way? Then, how far are you prepared 
to travel to a place to deposit your money?  

 

4.3 Extra cash - Insurance  

 Do you have any extra cash at any time? When does this happen?/ What does it 
depend on? What do you do with the extra cash? What are your priorities at this 
moment? Probe for saving habits and priorities. 

 To what extent would you be interested in buying insurance with the extra cash? 
Explain. Probe for interest in insurance 

 

Concept evaluation in 

terms of: 

- spontaneous reactions 

- understanding 

- relevancy 

- distinctiveness 

- stereotype user 

- trial potential 

- improvement areas 

 5. INCOME AND EXPENDITURE PATTERN 

 

5.1 Main bread winner 

 In your household who is the main bread winner?  

 Are there more than one bread winners in your household? 

 Do you pool all your earnings together and spend out of it? 
 

5.2 Source of income 

 In this region what is the main source of income? 

 Employed? 

 Self-employed? What kind of activities? Agriculture: Fishing? Skilled labour? 

 Overseas Remittance? Internal Remittance?   
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5.3 Level of earnings 

 What would you say is the general level of earnings per day in this area? 

 Under Taka 30 

 Taka 31 to 50 

 Taka 51 to 70 

 Taka 71 to 100 

 Over Taka 100 
 

5.4 Expenditure pattern 

 How much do you normally spend each month? 

 What is your most important expenditure? 

 What is the next important expenditure? 

 Next important? 

 Next important? 

 Least important?   
   

 

 

 

Concept evaluation in 

terms of: 

- spontaneous reactions 

- understanding 

- relevancy 

- distinctiveness 

- stereotype user 

- trial potential 

- improvement areas 

 6. CONCEPT EVALUATION 

PLACE THE ONE OF THE INSURANCE CONCEPTS (HA, HB, HC) WITH EACH OF THE RESPONDENTS AND READ 

IT ALOUD.  

 

EVALUATE: 

 

6.1 SPONTANEOUS REACTIONS 

 WHAT WERE THE FIRST WORDS/ IDEAS/ THOUGHTS THAT CAME INTO YOUR MIND WHEN YOU HEARD 

THE PRESENTATION?  

 IS THERE ANYTHING THAT CAUGHT YOUR ATTENTION? WHAT? WHY? IS THERE ANYTHING YOU 

PARTICULARLY LIKED/ DISLIKED FROM THE PRESENTATION? 
 

6.2 UNDERSTANDING 

 WHAT IS THIS PRODUCT ABOUT? WHAT DOES IT PROVIDE TO ITS USERS? 

 IS THERE ANYTHING UNCLEAR? WHAT?  
 

6.3 BENEFITS PERCEIVED AND RELEVANCY 

 WHY DO YOU THINK SUCH A PRODUCT WAS DESIGNED? EXPLAIN.  

 WHAT WOULD BE THE BENEFITS OF THIS INSURANCE PRODUCT?  

 ARE THESE BENEFITS RELEVANT TO YOU? WHICH? WHY IS THAT?  

 DOES THIS INSURANCE HAVE ANY DISADVANTAGES? WHICH WOULD THEY BE? WHY DO YOU CONSIDER 

THESE AS DISADVANTAGES? EXPLAIN. 
 

6.4 DISTINCTIVENESS 

 IS THIS INSURANCE CONCEPT DIFFERENT FROM WHAT YOU KNOW/ HAVE HEARD/ USE OR FROM 

PREVIOUSLY MENTIONED COPING STRATEGIES?  
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- IF YES: IN WHAT WAY DO YOU FIND IT DIFFERENT? EXPLAIN.  
- ARE THERE ANY ADVANTAGES/ DISADVANTAGES? WHICH WOULD THEY BE? WHY 

DO YOU SAY SO?  
- IF NOT: WHAT ARE THE COMMON CHARACTERISTICS IT SHARES WITH THE OTHERS? 

EXPLAIN. 
 

6.5 TARGET STEREOTYPE AND TRIAL POTENTIAL 

 IN YOUR OPINION, WHAT KIND OF PERSON WOULD BUY THIS PRODUCT? GENDER, AGE, MARITAL 

STATUS, LIFESTYLE, FINANCIAL SITUATION ETC? WHY THESE PERSONS? WHAT MOTIVATES THESE 

PERSONS TO BUY IT? 

 WHO WOULD NOT BE TEMPTED TO BUY IT? WHY DO YOU SAY SO? 

 WHAT ABOUT YOU? WOULD YOU BE TEMPTED TO GET INSURED? WHY DO YOU SAY SO? EXPLAIN.  
 

6.6 IMPROVEMENT AREAS 

 IS THERE ANYTHING YOU WOULD CHANGE/ADD/ IMPROVE ABOUT THIS INSURANCE PRODUCT? WHAT? 

WHY? 
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APPENDIX 3 

Summary of LIH Focus Group Discussion - A 

Village, Upazila, 
District 

Number Age Gender No of HH 
members 

Risks Illnesses Place of 
Treatment 

Average 
Earnings 

Source of 
Earning 

Insurance 
Awareness 

Concept 
Product 

Purano Manikda 
Adarsho Gram, 
Gopalganj Sadar, 
Gopalganj 

10 25-43 All F 3-10 F, C, D F, C&C, DI, 
DB, FI, GP SI 

GH, VD, K, P 150-180 MW, CA, AW, 
VP, DL 

No but 
knows PO, 
SH, HL 

IP = 0 
OP = 0 
HC = All 
MI 

GovindapurPashchim 
Para, Sadar, Comilla 

7 24-40 All F 4-10 F, D, S, 
ER 

F, DI, C&C, 
DY, PO, GP, 
FI 

VD, HO, K, P, 
GH, PC 

100-150 RP, VP, CD; ST; 
EM 

Yes; neg. 
view; few 
insured; DL, 
PO SH, HL, IS 

IP = 2 
OP = 3 
HC = All 
PB 

Brommopur 
Durgapur, Rajshahi 

11 21-25 All F 2-8 S, ER, D F, C&C, DI, 
DY, J, GP 

VD, K, P, CC, 
GH, PH 

100-150 AW, DL, MA, RP, 
VP 

Yes; 
negative 

IP = 3 
OP = 4 
HC = All 

Dhokka, Sherpur 
Sadar, Sherpur 
 

8 24-48 All F 2-5 C, ER F, C&C, DI, J, 
GP, FI, PR 

VD, K, P, GH, 
PC 

150-200 AW, DL, RP, EM, 
ST 

Yes; 2 have 
insurance 

IP = 0 
OP = 2 
HC = All 
PB, MI 

Najirpur, Begumganj, 
Noakhali 

10 21-64 All F 4-10 S, ER, F F, DI, C&C, 
DY, J, BP, CA, 
DB 

VD, K, P, GH, 
PH, PC 

200-250 F, ST, RP, VP, 
CA, EM 

Yes; 3 have 
insurance; 
SH, JBC 

IP = 1 
OP = 3 
HC = All 
MI 

Poshchim Gram 
DaktarAti, Itna, 
Kishorganj 
 

9 18-52 All F 3-7 F, C, ER, 
RE 

F, C&C, DI, 
DY, J, PN, 
GP, TY 

VD, K, P 100-150 DL, FI  Yes; 3 had 
insurance; 
negative 

IP = 1 
OP = 4 
HC = All 
MI 

Rasulpur, Komolganj, 
Maulavi Bazaar 
 

10 20-40 All F 3-7 F, S, ER F, DI, C&C, J, 
SA, FI 

 150-180 FA, DL, RP, VP, 
CD.  

Yes; 3 have 
ins; SH, JB 

IP = 1 
OP = 3 
HC = All 
MI 
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ChandaniMahal, 
Dighalia, Khulna 
 

9 21-49 All F 3-7 S, ER, D, 
F 

F, DI, C&C, 
DY, SI, FI, 
CA, EP 

VD, K, P, CC, 
GH 

200-250 RM, F, FW, F, 
ST, DL 

2 aware IP = 6 
OP = 0 
HC = All 
MI 

Abbas Para, Chirir 
Bandar, Dinajpur 

6 25-35 All F 4-6 ER F, DI, C&C, 
DY, J, PO, DP 

VD, K, P, GH 
in case of 
major 
problems 

150-200 F, P, DL, RP, VP; 
MA, AW 

Yes but 
negative. 
Some have 
ins. PR, IS, FE 

IP = 0 
OP = 3 
HC = All 
MI 

Malopara, Dhunot, 
Bogora 
 

7 30-45 All F 4-7 F, D, S, 
RE, ER 

F, DI, C&C, 
DY, KA, TY 

  FI, FM, RP, VP, 
DL, RW  

Yes; DL, NI, 
RI 

IP = 0 
OP = 0 
HC = All 
MI 

 
TOTAL        87 
 
RISKS 
C = Cyclone 
D = Draught 
ER = Excessive Rainfall 
F = Flood 
RE = River Erosion 
S = Storm 
 
ILLNESSES 
BD = Breathing Difficulties 
CA = Cardiac Problem 
C&C = Cold and cough 
DB = Diabetes 
DI = Diarrhea 
DP = Dental Problems 
DY = Dysentery 
EP = Eye Problem 
F = Fever 
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FI = Female Related Illnesses 
GP = Gastric Problems 
HBP = High Blood Pressure 
J = Jaundice 
KA = Kalazar 
PN = Pneumonia 
PO = Pox 
PR = Pregnancy Related Problems 
SA = Stomach Ache 
SI = Skin Irritation 
TY = Typhoid 
 
PLACE OF TREATMENT 
CC = Community Clinic 
GC = Government Clinic 
GH = Government Hospital 
K = Kobiraj 
NC = NGO Clinic 
P = Pharmacy 
PH = Private Hospital 
UZHC = Upazila Health Complex 
VD = Village Practitioner 

 
SOURCE OF EARNING 
AW = Agricultural Worker 
CA = Car Driver 
CD = CNG Driver 
DL = Daily Labour 
EM = Employment 
FA = Farming 
FI = Fishermen 
FM = Fish Monger 
FW = Factory Worker 
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MW = Masonry Workers 
RP = Rickshaw Puller 
RW = Restaurant Waiter 
ST = Small Trading 
VP = Van Puller 

 
INSURANCE COMPAY 
DL = Delta Life 
FE = FareastInsurance 
HL = Homeland Insurance 
IS = Islami Insurance 
JB = JibonBima Corporation 
NI = National Insurance  
PO = Popular Insurance 
PR = Progressive Life 
RI = Rupali Insurance 
SH = Shandhani Insurance 
 
CONCEPT PRODUCTS 
IP = In-patient 
OP = Out-patient 
HC = Hospitalisation Cash 
PB = Premium Back 
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APPENDIX 3(continued) 

 

Summary of LIH Focus Group Discussion - B 

Village, Upazila, District Popula-
tion 

HH School, 
College 

Etc. 

Literacy 
Rate 
Etc. 

Clinic, 
Hospita

l Etc. 

Owner-
ship 

NGOs Savings Comments 

Purano Manikda Adarsho 
Gram, Gopalganj Sadar, 
Gopalganj 

5000 700 
 

 50% 
ACG 

 AHO A, BR, GR 
B, CO 
 

NGS, HS Houses provided by the government; this is an 
Adarsho Gram; even the women work as daily 
labourer 

GovindapurPashchim Para 
Thana: Sadar 
District: Comilla 

2000 300 S, C, 
MA, 
MO 

25% 
ACG 

 2 HO, 
Rest 
rented 

A, BR, GR, 
GF, SH 
 

NGS, HS 3 HH have relations working abroad; can borrow up to 
Tk 50,000; compulsory life insurance; 2 have borrowed 
from banks 

Brommopur, Durgapur, 
Rajshahi 

1200 210  55% 
ACG 

 AHO A, BR, BB, 
T, GR  

NGS, HS 2 HH have relations working abroad; no work all the 
year round; have to travel to next town for work; no 
support after last calamity 

Dhokka, Sherpur Sadar, 
Sherpur 
 

1200 200 
 

PS Low 
ACG 

 AHO A, BR, GR NGS, HS Child marriage quite common; women work along-
side with men; 3 HH have relations working abroad; If 
there is no employment locally, they migrate to the 
next town. BRAC supports own members during 
calamity 

Najirpur, Begumganj, 
Noakhali 
 

600 110 PS, HS, 
MA, 
MO 

High 
ACG 

CC, GH AHO A, BR, BB, 
C, DU, GR, 
T, UD 
 

NGS, HS 7 HH have relations working abroad; The village is 
close to the town so whenever there is shortage of 
work locally, they go to the town for employment. The 
village gets inundated when there is heavy rain. A lot 
of illnesses come up during that time. 

Poshchim Gram DaktarAti, 
Itna, Kishorganj 
 

700 105  25% 
ACG 

 AOH A, DS, BR, 
PO, CN 
 

NGS, HS This is a Char area in the middle of a river. Houses get 
submerged each rainy season. During the last flooding 
only BRAC helped their members with financial help to 
repair their houses. 

Rasulpur 
Thana: Komolganj 
District: Maulavi Bazaar 

700 110 1 PS, 
MA, 
MO 

60% 
ACG 

 

 AOH A, BR, T 
 

NGS, HS Some have relations working abroad. In spite of their 
poverty, they are able to maintain themselves 
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ChandaniMahal, Dighalia, 
Khulna 

4925 700 S, C, 
MA, 
MO 

45% 
ACG 

H AOH   Even though they are close to a town, they have no 
electricity 

Abbas Para, Chirir Bandar, 
Dinajpur 

300 50  15% 
MCG 

 AOH A, BR, GR, 
CA, PS, 
BU, T 

NGS, HS There is no school, college, Madrasa, mosque or 
hospital in the village but in the next village; they are 
close to a town, they have no electricity; they don’t 
get much natural calamities 

Malopara, Dhunot, Bogora 
 

1200 200  5% 
ACG 

 AOH A, BR, BU, 
GR, SB T 

NGS, HS Village is surrounded by rivers on all four sides. 
Children have to travel 1.5 kms to attend school; 3 HH 
have someone working abroad 

 

TOTAL            17,825 2,685 
 
SCHOOL COLLEGE ETC 
C = College 
HS = High School 
MA = Madrasa 
MO = Mosque 
PS = Primary School 
S = School 
SS = Secondary School 
 
LITERACY RATE ETC 
ACG = All children go to school 
MCG = Most children go to school 
MNS = Most no schooling 
 
CLINIC, HOSPIAL Etc. 
CC = Community Clinic 
GC = Government Clinic 
GH = Government Hospital 
NC = NGO Clinic 
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PC = Private Clinic 
PS = Private Hospital 
VC =Vaccination Centre 
 
HOME OWNERSHIP 
AOH = All Own Home 
GL = House on Government Land 
HL = Have land 
HO = House Owner 
NL = No Land Ownership 
 
NGOs 
A = ASA 
BB = Bangladesh Balaka 
BR = BRAC 
BU = Buro Bangladesh 
C = CODEC 
CA = Caritas 
CN = Concern 
CO =  CODCO 
DS = DSK 
DU =  
GR= Grameen Bank 
PO = POPI 
PS = Pollishree 
SH = Shamata 
T = TMSS 
UD = Uddipan 
 
SAVINGS 
N = None 
NGS = Saves with NGOs 
HS = Taka 1 to 2 Savings at Hom
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APENDIX 4 

FEASIBILITY STUDY ON HEALTH MICROINSURANCE FOR THE LOW INCOME PEOPLE AND ULTRA POOR 

UNDER THE SOCIAL SAFETY NET PROGRAMMES 

QUESTIONNAIRE FOR THE HEALTHCARE SERVICE PROVIDERS (PRIVATE) 

Name of the 
Organisation:___________________________________________________________ 
Address of the Organisation: 
_________________________________________________________ 
Name of the Respondent: 
____________________________________________________________ 
Designation of the Respondent: 
_______________________________________________________ 
Contact telephone number of the Respondent: 
__________________________________________ 
Contact email address of the Respondent: 
______________________________________________ 
 
Signature: _____________________                                                         Date: 
_____________________ 

1. Does your organisation provide healthcare services for the low income 
group and/or the ultra poor? 

 
Yes 

  
No 

 
2. If yes, what type of services do you offer?Please check (√) the relevant box and 

specify the services provided under each category (as applicable). Please use 
additional pages, if required. 
 

                        Family Planning 
i. __________________________________________________________ 

ii. __________________________________________________________ 
iii. __________________________________________________________ 

Antenatal Care 
iv. __________________________________________________________ 
v. __________________________________________________________ 

vi. __________________________________________________________ 
 

Postnatal Care 
i. ________________________________________________________ 

ii. ________________________________________________________ 
iii. ________________________________________________________ 

Child Delivery 
i. _________________________________________________________ 
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ii. _________________________________________________________ 
iii. _________________________________________________________ 

Immunization 
i. __________________________________________________________ 

ii. __________________________________________________________ 
iii. __________________________________________________________ 

                     General Health  
i. _________________________________________________________ 

ii. _________________________________________________________ 
iii. _________________________________________________________ 

Pathology Tests 
i. _________________________________________________________ 

ii. __________________________________________________________ 
iii. __________________________________________________________ 

Diagnostic Tests 
i. _________________________________________________________ 

ii. _________________________________________________________ 
iii. _________________________________________________________ 

Hospitalization 
 
       Surgery  

i. ________________________________________________________ 
ii. ________________________________________________________ 

iii. _________________________________________________________ 
 
3. How many healthcare service centers do you have? 
4. Please provide areas of all the healthcare service centers. Please use 

additional pages, if required. 
i. _________________________________________________________________________ 
ii. _________________________________________________________________________ 
iii. _________________________________________________________________________ 
iv. _________________________________________________________________________ 
v. _________________________________________________________________________ 

5. On the average how many patients do you treat every day? 
__________________ 

6. Does your organisation operate any healthcare microinsurance 
programme for your own members? 

 
Yes 

  
No 

 

7. Does your organisation provide any healthcare service for any other 
organisations under any health microinsurance programme? 
 

 
Yes 

  
No 
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8. If the answer is no for both the above questions, will your organisation be 
willing to provide healthcare service under a health microinsurance 
programme in the future? 

 
Yes 

  
No 

 
NB: Please attach brochure (if any) of the healthcare services provided by your organisation. 
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APPENDIX 5 

LIST OF NGOS/MFIs/HEALTHCARE PROVIDERS SURVEYED 

 Name of Organisation Responded Not 
Responded 

1 Ad-Din Welfare X  

2 Atmabiswas X  

3 ASA X  

4 ASOD  X 

5 BRAC X  

6 CDHC X  

7 DSK  X 

8 Grameen Kalyan  X 

9 Ghashful X  

10 HEED Bangladesh  X 

11 ISDCM X  

12 Islami Bank Foundation  X 

13 Jagorani Chakra Foundation (JCF) X  

14 Mamata X  

15 Marie Stoppes X  

16 National Development Programme (NDP) X  

17 PSKS X  

18 Sabalamby Unnayan Samity (SUS)  X  

19 SADIJA Foundation X  

20 Seba Manob Kalyan Kendra (SMKK) X  

21 Shetu Bangladesh  X 

22 SSS X  

23 SWF X  

24 TMSS X  

25 VARD X  

26 VDF X  

27 VERC X  
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APPENDIX 6 

LIST OF NGOs and MFIs THAT RESPONDED AND HEATHCARE SERVICES PROVIDED BY THEM 

 

 

FP = FAMILY PLANNING                PT= PATHOLOGY TESTS  

D/UZ=DISTRICTS/UPAZILAS COVERED ANC= ANTENATAL CLINIC  

DT= DIAGNOSTIC TESTS   NC=NUMBER OF CLINICS 

PNC= POSTNATAL CLINIC  H= HOSPITALISATION   

PS=PATIENTS SEEN   CD= CHILD DELIVERY    

M= MEDICINE    IM= IMMUNISATION    

S=SURGERY    GH= GENERAL HOSPITAL    

 

 

 Name of 
Organisation 

FP   ANC PNC CD IM GH PT DT H M S D/UZ NC PS 

1 Ad-Din Welfare Y Y Y Y Y Y Y Y Y Y Y 3 5 4000 

2 ASA N Y N N N Y Y N N Y N 5 5 450 

3 Atmabiswas N N N N N Y N N N Y N 5 5 100 

4 BRAC Y Y Y Y Y Y Y Y Y Y Y 12 33 500 

5 CDHC Y Y Y Y N Y Y N N Y N 2 2 30 

6 Ghashful Y Y Y Y Y Y Y N N Y N 1 12 115 

7 ISDCM N N N N N Y N N N Y N 2 2 50 

8 Jagorani Chakra 
Foundation (JCF) 

N N N N N N N N N N N N N N 

9 Mamata Y Y Y Y Y Y Y Y Y Y Y 1 9 800 

10 Marie Stoppes Y Y Y Y Y Y Y Y Y Y Y 66 132 6000 

11 National 
Development 
Programme (NDP) 

Y Y Y Y Y Y Y N N Y N 1 1 25 

12 PSKS Y Y Y Y Y Y Y Y Y Y Y 6 6 330 

13 Sabalamby 
Unnayan Samity 
(SUS) 

Y Y Y Y Y Y Y Y Y Y N 1 1 50 

14 SAJIDA 
Foundation 

Y Y Y Y Y Y Y Y Y Y Y 2 2 800 

15 Seba Manob 
Kalyan Kendra 
(SMKK) 

Y N N Y N Y N N N N N 3 3 90 

16 SSS Y Y Y Y Y Y Y Y Y Y Y 6 19 210 

17 SWF Y Y Y Y Y Y Y Y Y Y Y 2 5 265 

18 TMSS Y Y Y Y Y Y Y Y Y Y Y 24 58 620 

19 VARD Y Y Y Y Y Y Y N Y Y N 5 27 100 

20 VERC Y Y Y Y Y Y Y Y Y Y Y 3 4 100 

21 VDF Y Y Y Y Y Y Y Y Y Y Y 1 2 155 
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APPENDIX 7 

LIST OF NGOs AND MFIs PROVIDING HEALTHCARE (HC) AND HEALTH MICROINSURANCE (HMI) 

FOR THE LIH/UP AND THOSE THAT ARE WILLING TO JOIN ANY SCHEME DEVELOPED BY 

ROCKEFELLER FOUNDADTION 

 

 

 

 

 

 

 

 

 

 

 

 Name of Organisation HC FOR 
LIH/UP 

HMI HC FOR 
OTHERS 

WILLING 
TO JOIN 

1 Ad-Din Welfare YES YES NO N/A 

2 ASA YES NO NO NO 

3 Atmabiswas YES NO NO YES 

4 BRAC YES YES NO YES 

5 CDHC YES NO NO YES 

6 Ghashful YES NO NO YES 

7 ISDCM YES NO NO YES 

8 Jagorani Chakra Foundation (JCF) NO NO NO YES 

9 Mamata YES NO NO YES 

10 Marie Stoppes YES NO NO YES 

11 National Development Programme (NDP) YES NO NO YES 

12 PSKS YES NO NO NO 

13 Sabalamby Unnayan Samity (SUS) YES NO NO NO 

14 SADIJA Foundation YES YES YES N/A 

15 Seba Manob Kalyan Kendra (SMKK) YES NO NO YES 

16 SSS YES YES NO N/A 

17 SWF YES NO NO YES 

18 TMSS YES NO NO YES 

19 VARD YES NO NO NO 

20 VERC YES NO NO YES 

21 VDF YES NO NO YES 
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