
 

 

Policy Paper  1 

GOVERNMENT HEALTH INSURANCE SCHEMES FOR DIFFERENTLY ABLED – A 2 

SWOT ANALYSIS  3 

 4 

 5 

ABSTRACT 6 

Background:Health schemes and policies are not a post independence phenomena, 7 

they have been in our Indian histories since 1946. Despite advancements in health care 8 

systems, India still faces the problem of health inequality seen commonly among the 9 

underserved population. One such population which suffers the agony of both health 10 

and oral health problems are the disabled population.  11 

Methodology- SWOT analysis done 12 

Results- Only two government health schemes are available for differently abled 13 

population, among these two, only one (Niramaya Scheme) offers insurance for oral 14 

health 15 

Conclusion- There is an urgent need to evaluate these two schemes and bring about an 16 

appropriate integrated health scheme for the differently abled. 17 

Keywords- disability, health care, SWOT, schemes. 18 

 INTRODUCTION 19 

Health schemes and policies are not a post independence phenomena. In fact, 20 

the most comprehensive health policy and plan document ever prepared in India was on 21 

the eve of Independence in 1946.   This was the `Health Survey and Development 22 

Committee Report' popularly referred to as the Bhore Committee [1].   Since then, 23 
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several committees have been developed to provide health care for various ethnic 24 

populations in India [2].   Literature studies quote the fact that healthcare industry has 25 

always been a growing field with advancements in mode of delivery of treatment and 26 

payments [1].  Health insurances are one such method to finance healthcare.   In more 27 

simple way, people who have the risk of a certain event contribute a small amount 28 

(premium) towards a health insurance fund, in a health insurance programme.   This 29 

fund is then used to treat patients who experience that particular event (e.g. 30 

hospitalization).   The health insurance sector has also undergone cycles of 31 

nationalization and privatization during the past years as reported by Nayak  & Bagchi [3] 32 

.  33 

In recent years,  there has been a liberalization of the Indian healthcare sector to 34 

allow for a much-needed insurance market to emerge.  The policy of liberalization of the 35 

Indian economy has been so far the most significant development which has affected 36 

the health insurance business.   Due to liberalization and a growing middle class with 37 

ample spending power,  there has been an increase in the number of insurance policies 38 

issued in the country [4]. 39 

Despite this field being an emerging one,  the dream of  achieving  “Accessible 40 

and affordable health for all”  among high risk population is still questionable.   One 41 

such disadvantaged group of people who enjoy the least of the benefits cropped up 42 

from these health insurance schemes are the differently abled population [5].This is 43 

because affordability of health services provided by the private agencies have higher 44 

charges with less coverage and the non-governmental organizations (NGOs) do not 45 

provide any insurance schemes rather they work in making health care at affordable 46 
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costs [1]. This can be explained with an example – NGO’s provide medicines at lower 47 

cost to the needy people.[5] 
48 

In a developing country like India, sustenance of such organization require more 49 

costs to maintain. Since source of income for NGO depends on money from 50 

beneficiaries who do not benefit from its activities, continuous flow is difficult. Hence 51 

they develop various other contacts from individual and institutions  to continue their 52 

services. This not just requires miney but also a lot of manpower involvement to 53 

proceed.[6,7] Since India being a middle income country,  work of such organizations 54 

hardly have an overwhelming reach among the differently abled.   Therefore,  to combat 55 

this situation,  government of India has launched two health schemes namely 56 

Swavlamban and Nirmaya for the differently abled.   Since a success of a program 57 

depends on its strengths and the opportunities it provides we planned to conduct a 58 

SWOT (Strengths, Weaknesses, Opportunities, and Threats) analysis on the health 59 

schemes as it would help us to identify  improvements needed to make a better 60 

integrated health schemes and thus making health care affordable and accessible for 61 

all. 62 

 63 

 64 

METHODOLOGY 65 

Since there are no research articles on health schemes for individuals with 66 

disabilities , the literature search was done in official government website namely,  67 

National health portal of India – Disabilities and Department Of Empowerment Of 68 

Persons With Disabilities.   National health portal of India is an initiative by the Ministry 69 
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of Health and Family Welfare,  Government of India in pursuance to the decisions of the 70 

National Knowledge Commission,  to provide authenticated health information for 71 

citizens, students, healthcare professionals,  researchers and to serve as a single point 72 

of access for consolidated health information.   The National Health Portal achieves the 73 

above vision by collecting,  verifying and disseminating health and health care delivery 74 

services related information for all citizens of India (National Health Portal of India, 75 

https://www.nhp.gov.in/). 76 

The Department Of Empowerment Of Persons With Disabilities envisions an 77 

inclusive society where equal opportunities are provided for the growth and 78 

development of persons with disabilities to lead a productive, safe and dignified life.  To 79 

this end the Department strives to create an accessible barrier free environment for 80 

differently abled persons and also for their empowerment through legislation, policies, 81 

programmes and schemes.  Financial assistance for creating a barrier free environment 82 

under Scheme for Implementation of Rights of Persons with Disabilities Act (SIPDA) 83 

Scheme;  Financial assistance for purchase of aids and appliances for differently abled 84 

under Assistance to Disabled Persons for Purchase / Fitting of Aids and Appliances 85 

(ADIP) Scheme;  Research and Development for technological advancement; 86 

Educational empowerment; Social empowerment;  Development of rehabilitation 87 

professionals/personnel;  Advocacy and  awareness generation are steps taken in this 88 

direction. 89 

This department also provides physical rehabilitation:  services like early 90 

detection and intervention, counseling and medical rehabilitation through two health 91 
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insurance schemes (Department of Empowerment of Persons with Disabilities , 92 

http://disabilityaffairs.gov.in/content/).  93 

 94 

AVAILABLE HEALTH SCHEMES IN INDIA 95 

Various health insurance companies both in private and public sector cover health plans 96 

to underprivileged people and accidental disability,but none of them cover insurance 97 

schemes for congenital disability persons.   Congenital disability are individuals born 98 

with disability, such people are not given health insurance plans since they are under 99 

high risk cover.   Also health insurers do not differentiate between individuals with 100 

disability and non- disabled thereby granting them a valid health policy without any extra 101 

baggage or benefits3.  This leaves behind the lower socioeconomic people with 102 

disabilities, thus to provide health care access to these left out population Government 103 

of India has framed two exclusive health insurance schemes which mainly targets the 104 

below poverty line people with disabilities. 105 

PROFILE OF THE AVAILABLE HEALTH SCHEMES FOR DIFFERENTLY ABLED 106 

1. Swavlamban scheme 107 

This Prestigious Scheme for Persons with Disabilities (As Per PWD Act 1995) was launched by 108 

The New India Assurance Company limited, in Association with Ministry of Social Justice,  109 

Department of Empowerment of Persons with Disabilities in the year 2015. It was made to 110 

provide medical insurance to the seven disabilities mentioned in PWD Act 1995.   Over 2000 111 

regional centers across India are targeted under this scheme. The scheme has been designed 112 

to deliver comprehensive cover to the beneficiary as well as his family (Patient with Disability - 113 

PwD, Spouse & up to two children) with a single premium of Rs 357/- across age band and can 114 

be availed by the differently abled aged between 18 years and 65 years.   Total amount of Rs 115 

2lacs are provided to the people registered under this scheme. The scheme was 116 



 

[Type text] 
 

implemented through active participation of National Institutes and regional centers for persons 117 

with disabilities.   This scheme did not include persons with multiple disabilities.   Unfortunately 118 

the government has not release any funds for the implementation of this scheme.   Hence no 119 

reports are available regarding this scheme (Swavlamban Health Insurance Scheme for 120 

Persons with Disabilities., 2017). 121 

2. Niramaya scheme 122 

Niramaya is a unique Health Insurance Scheme for persons with Autism, Cerebral 123 

Palsy, Mental Retardation and Multiple Disabilities,  piloted in 2007,  for two years in 124 

10 selected districts of equal number of States,  subsequently extended to cover the 125 

entire country (except the State of J&K).   This scheme was introduced in by 126 

National Trust in collaboration with ICICI Lombard, a private insurance company.   127 

Health insurance coverage of Rs 1 lakh is available under the scheme to persons 128 

with disabilities,  for a range of medical services from OPD treatment to 129 

hospitalization.   There is a nominal fee of ‘Rs. 250/- per annum for families with 130 

income up to Rs. 15,000/- per month and Rs. 500/- for families having income above 131 

Rs. 15,000/- p.m.   So far, 1.47 lakh beneficiaries have been enrolled under the 132 

scheme and an amount of Rs.14.52 crore disbursed as claim settlement to 38512 133 

beneficiaries.   This includes enrolment of 50541 beneficiaries and claim settlement 134 

of Rs.4.97 crore for 9372 beneficiaries during the period 2014-15.  Even though 135 

exclusive schemes have been developed by the government,  utilisation of these 136 

schemes seems to be less (National Trust Annual Report , 2008-09). The decrease 137 

in utilisation is because this will require coordinated efforts by ministries, local, 138 

district and provincial authorities, and nongovernmental organizations in the different 139 

sectors involved in rehabilitation. For the majority of the disabled (70%), 140 
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interventions can be done effectively at the community level by local 141 

supervisors/school teachers.[8] Prioritization of resources like finance, manpower, 142 

and materials will be another important issue to be considered. [9]Non-availability of 143 

evidence-based facts, lack of co-ordination between the Government and NGOs, the 144 

absence of a coherent community level strategy, limited competence and capacity of 145 

decentralizing services, limited models of good practices are the other lacunas in the 146 

system[10] 
147 

RESULTS 148 

Though there are various schemes available in our country to serve the disadvantaged 149 

population.   There are only two health insurance schemes exclusively for the disabled 150 

which are operated by the public sector.  A SWOT analysis of the two schemes is 151 

shown in figure 1 152 

     153 

STRENGTH: 

Provides coverage to 
family members as well

Premium amount is Rs 
3,100/-, insurance 
amount is 2 lacs for one 
years

Targets below poverty 
disabled people

WEAKNESS 

Doesn’t cover 
premedical test cost

Autism, cerebral palsy, 
mutiple disabilites are 
not covered

OPPURTUNITES

Makes health care 
accesible to disabled

Reduces economic 
burden on families with 
disabilites

THREATS

loss of accountability

funds have been stopped 
by governement of India 
for this scheme

SWOT analysis of 
SWAVLAMBAN health 

scheme 
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  154 

DISCUSSION 155 

Thus with above mentioned SWOT analysis,  it is clearly seen that there is only one 156 

health scheme exclusively available to make health care accesible to persons with 157 

disabilities( NIRAMAYA SCHEME), also wide range of socioeconomic class is covered 158 

under the schemes,  thus distribution of funds for treatment becomes difficult.   159 

Cashless payment is a growing technology,  thus its use in both schemes may prove to 160 

be futile in under developed regions of our country.[11]. The private sectors claim to be 161 

more accountable and provide better quality of treatment for their high charges, but the 162 

the same was disproved ina recent systematic review  which stated no difference 163 

between private and government sector[12]. Also private companies provide insurance to 164 

disabled population with higher premium amount and no extra benefits given.[13] 
165 

 Whereas in the current available disability health scheme, insurance covers both the 166 

underlying disability condition as well as other health conditions associated with it.  With 167 

STRENGTH

Doesnt cover family 
members

Less premium 
amount(Rs100?-)

Oral health preventive 
procedure included

Focuses on Autism, Cerebral 
palsy and multiple 
disabilities

WEAKNESS

Doesn’t cover Jammu 
and kashmir state

OPPURTUNITIES

Less premium and 
renewal  fee ( rs100/)

Covers transportation 
charges(Rs1,000/-)

Rehabiliation of disablity 
is covered

THREATS

Sub limit for corrective 
surgies is less

Requires biometric / 
smart cards with health 
details

Equal coverage for all 
eligible people 
irrespective of 
socioeconomic class

SWOT analysis of NIRAMAYA

 Health scheme 



 

[Type text] 
 

growing strategies implemented across globe to promote oral health, it is evident from 168 

the analysis that least importance is provided to oral care for this population despite the 169 

fact poor oral health reduces the quality of life of such patients; though one health 170 

scheme (NIRMALAYA) provides an amount of Rs,  7, 500 for preventive dental 171 

procedure [14].  Amount allocated for both schemes seems to be very less when 172 

compared to the budget allocated for disability rehabilitation which accounts to 368 173 

Crores ($517076)[15]. 174 

In India,  this health insurance sector is operating purely on the basis of governmental 175 

policies and there are hardly any private insurance which provides health insurance at 176 

nominal rate.  The NGO’s play vital role in increasing the utilisation of health services by 177 

providing health care at affordable rates but fail to provide any insurance policies1.   The 178 

available health scheme also contributes to particular sector of disability and fall short in 179 

making health services available to all disability types.   Also disability is a phenomenon 180 

seen across all socioeconomic categories; higher end of such population utilizes the 181 

insurance schemes provided by private sectors.  To add on to this situation inadequate 182 

awareness on the exclusive health schemes for disabled makes the utilisation of current 183 

government health schemes among this population less.  The opportunities for health 184 

insurance will only increase with adequate awareness campaign conducted amongst 185 

the differently abled populations,  enlargement of existing schemes with integration oral 186 

care services with general health,  increased coverage of disability type and also the 187 

age catered using the present service.  The private health insurance companies have 188 

been aggressive in targeting the rural population and under privileged but fail to make it 189 

cost effective to them [16] .   It is to be hoped that the weaknesses persisting in the 190 



 

[Type text] 
 

schemes will be removed over time by making appropriate policies in efficient manner 191 

so as to reach the high risk populations with an objective of bringing maximum 192 

population under the existing health insurance. 193 

CONCLUSION 194 

Health insurance schemes developed,  in many ways, marks a major milestone in the 195 

financing of health care in India.  The schemes launched so far are from the public 196 

sector which covers the medical expense of certain disabilities in our country.   197 

Nevertheless inadequate attention is provided to oral care of these patients.  198 

Therefore, these schemes already have limited effectiveness in providing financial 199 

protection to differently abled persons.  The financial sustainability of the government-200 

sponsored schemes for these people is a major concern for all stakeholders.  It is 201 

unlikely that the schemes can sustain themselves financially without government 202 

support.  The risk pool for the scheme comprised of the below poverty line (BPL) 203 

population with least ability to pay leading to segmentation of the society.   If the same 204 

schemes are extended with collaboration of multiple private agencies, the pools will 205 

become bigger and more financially sustainable attaining health care at subsidized 206 

rates for the under privileged. 207 

 208 

RECOMMENDATIONS 209 

The current health systems operate only under public sector with hardly any private 210 

companies playing a role.   Improvement in th system could be attained by intergration 211 

and expansion of oral care procedures along with general health;  since oral health is 212 
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said affect the physical, social and psycological aspect of general health [8].   Free 213 

distribution of basic oral  hygiene aids to scheme holders would motivate the caregivers 214 

or the insurers to maintain good oral hygiene.   Incorportaion of these schemes across 215 

all primary health centers and encouraging third party payments in corporate dental 216 

clinics would uplift the emerging public private patnership concept thus multiplying the 217 

usage of health services among the differently abled persons.   Provision of disability 218 

certificate should be accompanied by oral health certificate thus making oral care a 219 

mandate for these people.[17] 
220 
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