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Chapter 1

Introduction

1.1 Health microinsurance in India

It is estimated that around 8 % of Indians are driven into poverty by high health care
costs every year (Kumar et al., 2015). The share of private out-of-pocket-payments—i.e.
payments to health care providers at the time of service use—borne by Indian households
is one of the highest in the world (Dalal, 2017; Chatterjee, 2010). A majority of the
Indian population (49 % of the rural and 56 % of the urban population) seeks care in
the private sector instead of the public sector, despite much higher costs. Mostly, this is
due to a lack of quality in public health care facilities (49 %), but also due to a lack of
availability (45 %) and long waiting time (41 %) (MoHFW, 2017). Public investments
in health care have not kept up with the high economic growth rates and increases in
tax collections experienced by the Indian economy (Kumar et al., 2011). The share of
the country’s Gross Domestic Product (GDP) spent on health care remains well below
the global average (Press Trust of India, January 31, 2017) and below those of countries
such as Sri Lanka, Brazil or China (Yadavar, January 14, 2018).

Despite the hardship caused by paying for health care out-of-pocket, financial protection
in the form of health insurance coverage remains low at around 25 % among the Indian
population (Yadavar, January 14, 2018). Social health insurance schemes are limited to
formally employed people (Kumar et al., 2011). The largest governmental initiative to
provide social protection in health for the low-income population is Rashtriya Swasthya
Bima Yojna (RSBY). This scheme was implemented in 2008 and is open for those
living below the poverty line and other unorganized workers (MoHFW, n.d.). It offers
protection from hospitalization costs up to 30,000 Indian Rupees per person per year!.
Recent evaluations, however, have found that an impact on the financial burden of

hospitalization is questionable (Karan et al., 2017). Private health insurance, on the

! Approximately 373 Euro as of May 2018, see Européische Kommission (2018).



Chapter 1 Introduction 3

other hand, has been too expensive for India’s low-income population and often not

available in rural areas.

In February 2018, the Indian government announced a new initiative to extend health
insurance coverage for inpatient care to more than 500 million Indians (those living below
the poverty line and the lower middle class), with a cap of up to 500,000 Indian Rupees?
per family per year (Biswas, February 2, 2018; Kazim, February 1, 2018; Ghosh, February
14, 2018). Details on how this scheme would be financed, structured, managed and
implemented have not been published yet (Lall, February 6, 2018). As its predecessor,
the scheme does not cover outpatient care, which is estimated to have even higher
impoverishing effects than inpatient care (Berman et al., 2010; Shahrawat and Rao,
2011).

Because of the discrepancy between the need for and supply of affordable health in-
surance, Health Microinsurance (HMI) schemes have emerged throughout the country.
Their aim is to protect the low-income population from catastrophic health care expen-
ditures and to improve their access to care (Devadasan et al., 2004). They rely on the
same principles as regular insurance, but small premiums due to limited and targeted
benefit packages make them affordable to the low-income population (Churchill, 2006).
Their organizational structures range from large commercial insurance providers part-
nering with Non-Governmental Organizations (NGOs) over microcredit organizations
offering insurance products, health care provider-based schemes and community-based
insurance initiatives (Devadasan et al., 2004; Okamoto, 2011). According to an inven-
tory conducted by the Microinsurance Network, there were 35 active HMI products in
India in 2013. The majority of these included coverage for inpatient care (33), a much

smaller number also included outpatient care (11) (MiN, 2013).

1.2 Research question and basic concepts

Apart from providing protection from catastrophic health care expenditures, HMI are
also envisaged to improve access to care by reducing out-of-pocket payments. As men-
tioned above, private care is generally more expensive than public care in India. Never-
theless, private Non-Degree Allopathic Practitioners (NDAPs) are the most important
source of care for acute illness episodes in rural areas (Gautham et al., 2011; Raza et al.,
2016b). These health care providers practice allopathy, although they do not have valid
qualification in modern medicine. Some do not have any kind of qualification, while
others hold degrees from traditional Indian systems of medicine (Ayurveda, Yoga and
Naturopathy, Unani, Siddha and Homeopathy, often summarized under AYUSH) (Ro-
hde and Viswanathan, 1995; Kumar et al., 2007; Viswanathan, 2004; Abraham, 2005;

2 Approximately 6,214 Euro as of May 2018, see Europiische Kommission (2018).
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Rao, 2005; Sabde et al., 2011).3 Due to the preference of NDAPs among the rural popu-
lation, the inclusion of NDAPs and their outpatient services into insurance arrangements
could be a chance to improve financial access to care. Therefore, in 2010, three newly
established HMI schemes in rural northern India integrated NDAPs into their portfolio.
According to our knowledge, they were the first HMI scheme in India to have done so,
which makes it particularly valuable to study the effect on access to outpatient care.
Hence, the present thesis consists of various independent publications which together
address the question whether the inclusion of NDAPs in HMI schemes can improve ac-
cess to quality outpatient health care in rural India. 1 opted for a qualitative research
approach to this question as I am interested in how the insured themselves perceive
the effect of insurance to access and what facilitators or barriers they experience. This
information is important for understanding dynamics in place when insured make or
not make use of insurance-related health care services and for improving accessibility of
these. Ultimately, the insureds’ subjective perception of the impact of being insured is

also fundamental for understanding their decision to (re-)enroll into a scheme or not.

I draw on and contribute to concepts from health economics (access to care and the
influence of financing mechanisms) and economic sociology (NDAPs and the social em-
beddedness of their economic activities within their communities and the effect of regu-
lating their previously informal relationships with their patients). In the following, I first
clarify the concept of access before elaborating on the concept of social embeddedness

as a basis for the rest of the thesis .

When investigating access to care through HMI schemes, it is necessary to consider
that the utilization of health care services is not only subject to financial considera-
tions, but also to other factors. How and when people seek health care has long been
a subject to scientific research, investigated by scholars of different disciplines like e.g.
health economics, medical sociology and anthropology. A wide range of different con-
cepts were developed along the way, e.g. the notions of illness behavior, health seeking
behavior, health care seeking behavior, health care services utilization and access, which
are closely interrelated and partly overlapping. While illness behavior refers to the way
in which symptoms are perceived, evaluated, and acted upon by a person who recog-
nizes some pain, discomfort or other signs of organic malfunction (Mechanic and Volkart,
1961), health behavior is defined as what induces people to take preventive action and
to avoid risks to health (Mechanic, 1992). This is close to the understanding of health
seeking behavior which, besides involving health promoting behavior, also includes the
use of medical care and treatment. Health care seeking behavior focuses on situations
in which an individual experiences an illness event and decides to seek care from a
specific source. This could be treatment from formal or informal providers, but also
self-treatment (MacKian et al., 2004).

3There have been recent efforts in some Indian states to allow AYUSH doctors to practice allopathy
as well (Shivaranjini, July 18, 2012).
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How to define access is an ongoing debate and definitions can either stress the potential
to make use of a health care service if needed (Penchansky and Thomas, 1981; Gulliford
et al., 2002) or the actual utilization of health care services (Aday and Andersen, 1974;
Gulliford et al., 2002; Obrist et al., 2007). What most authors agree upon is that
access is complex and that different dimensions need to be taken into account when
assessing it. Aday and Andersen (1974) are commonly regarded as one of the first
researchers to have formulated a theoretical framework for access to health care. They
pointed out that access was determined by need and supply factors, i.e. characteristics
of the population and the delivery system (Ansari, 2007). One of the most influential
frameworks of access was developed by Penchansky and Thomas (1981) and is still widely
used (Norris and Aiken, 2006; Ansari, 2007). Penchansky and Thomas define access as
“degree of fit” between the clients and the system, measured along five dimensions:
availability, accessibility, accommodation, affordability, acceptability (Penchansky and

Thomas, 1981). In this framework, they accommodated questions of

e type and volume of services offered (availability),
e physical accessibility and associated direct and indirect costs (accessibility),

e organizational accessibility, e.g. opening hours, appointment systems (accommo-

dation),

e prices of services and client’s insurance coverage, income, ability to pay as well as

perceived costs-benefits-ration (affordability)

e and the potential compatibility of providers’ and clients’ characteristics and atti-

tudes, including cultural and social norms (acceptability).

In their whole framework—despite acknowledging the influence of cultural and social
norms on utilization of services—they consider the patient rather as an independent
individual, without taking into account its social environment and embeddedness. This
does not only hold for their dimension of affordability, for which other noted the role of
community and household assets (Obrist et al., 2007) and social networks (Ergler et al.,
2011), but also for the acceptability of services. As outlined by MacKian et al. (2004)
with regard to health care seeking behavior, individuals act within their social context.
Whether it is acceptable to individuals to use certain services or whether the individual
perceives certain health care sources as a potential remedy is not only determined by
the individual patient herself, but also by the patient’s community and—in the end—
society. As a result, I consider the model by Penchansky and Thomas to be a good basis
for analysis of our target group’s access to health care. However, it is also necessary to
adjust and enhance the framework in order to capture the socio-cultural complexity of
factors influencing health care seeking behavior in the context of our study population.

This is done in the respective chapters of this thesis whenever necessary.
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Based on the definitions of the different concepts given above, it can be summarized that
I study the health care seeking behavior of the Indian population for outpatient care,
i.e. when and why they decide to make use of specific providers or not, and what factors
(according to the different dimensions by Penchansky and Thomas) impede or enable
them to do so. Specifically, I study the access to NDAPs and how their inclusion into

HMI schemes can improve access to (perceived) quality care for the insured population.

In a review of research on informal health care providers such as NDAPs in developing
countries, Cross and MacGregor (2010) found that these providers rather behave as eco-
nomic actors than as clinical ones in their exchanges with patients. Instead of developing
a clinical case history, they respond to direct requests from their patients regarding spe-
cific medication. Nevertheless, the authors point out that these economic activities are
not detached from social relationships between the providers and the communities they
work in. The idea of embeddedness of economic activities in social relationships was first
introduced by Granovetter (1985) and is considered today as the unifying concept for all
of economic sociology (Hass, 2006). Granovetter described individuals as neither overso-
cialized actors (following firmly internalized norms and values without questioning these
as postulated by Talcott Parsons) nor undersocialized actors (rational actors in the neo-
classical sense, completely detached from social structures and relations) (Granovetter,
1985; Krippner, 2002). Instead, he presented a middle course: the idea of embeddedness
of economic activities within social structures and relations (Granovetter, 1985). As I
will demonstrate in this thesis, the embeddedness of NDAPs in their communities is de
facto the reason for their popularity. Also, I will discuss how the formalization and reg-
ulation of previously informal provider-patient-contacts affects these social relationships

and thus access to care.

Previous reviews of different studies examining the effect of HMI schemes on the access
to health care have come to mixed results. While some found evidence on positive
effects (Mebratie et al., 2013a; Spaan et al., 2012), others did not (Acharya et al.,
2013; Ekman, 2007). Most of the past studies have been cross-sectional, comparing
insured and non-insured at a specific point of time. Additionally, research has focused on
quantitative studies* and only some of these involved qualitative components®. Purely or
predominantly qualitative studies on access to different services through HMI are lesser
in number (Blanchard-Horan, 2006; Criel and Waelkens, 2003; Derriennic et al., 2005;
McGuinness, 2011; Ranson and John, 2002; Sinha et al., 2006). Different to quantitative
studies, these address the question how HMIs contribute or fail to contribute to improve
access to care instead of solely identifying whether or not there has been an effect. Thus,

these studies allow for improving unsuccessful and replicating successful mechanisms.

“See for example Alkenbrack and Lindelow (2015); Dror et al. (2005, 2006); Ekman (2007); Franco
et al. (2008); Gnawali et al. (2009); James et al. (2008); Jitting (2004); Kagubare (2006); Lei and Lin
(2009); Mahal et al. (2013); Mebratie et al. (2013b,a); Mwaura and Pongpanich (2012); Nguyen (2012);
Parmar et al. (2014); Robyn et al. (2012); Saksena et al. (2011).

®See Alatinga and Fielmua (2011); Atim and Sock (2000); Baza et al. (1993); Jowett (2002); Moneti
(2004); Ranson et al. (2006); Sinha et al. (2014a); Twikirize and O’Brien (2012).
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The present thesis intends to contribute to this small body of evidence based on data
from three HMI schemes from rural northern India. In the following, I present some
background information on these schemes and the overarching research project in which

I collected the data with my colleagues.

1.3 Details on health microinsurance schemes providing
data for this thesis

The data used in this thesis derive from three HMI schemes which formed part of the EU-
funded project “Developing Efficient and Responsive Community-based Micro Health
Insurance (CBHI)”. Community-Based Health Insurance (CBHI) is a particular form of
health microinsurance which implies the involvement of the community to be insured
in the design and management of the scheme. The project was a collaboration between
Erasmus University of Rotterdam (Netherlands), University of Cologne (Germany) and
the Micro Insurance Academy, together with three Indian non-government organizations
(NGOs) (BAIF, Nidan and Shramik Bharti). Its aim was to implement three CBHI
schemes in three regions in northern India and assess their impact over a five year
period (2009-2014). The project’s study sites were all in rural northern India, one in
Vaishali district (Mahua block), State of Bihar, one in Pratap Garh district (Shivgarh
and Gaura blocks) and one in Kanpur Dehat District (Rasoolabad block), both in Uttar
Pradesh State.

Based on micro-credit self-help groups (SHG) already created by the Indian partner
organizations, the HMI schemes were managed and owned by their members with sup-
port from the NGOs. The concept of health insurance and the functioning of the specific
community-based model was explained to the target groups through extensive awareness
campaigns. Different benefit packages were compiled using the data of a census among
the target population inquiring diverse information such as income, household expendi-
tures, health care expenditures, household composition and demographic characteristics.
SHGs then picked the package they believed most satisfied their needs by using a game-
like decision tool called CHAT - Choosing Healthplans All Together. This final package
was offered for purchase to the households. Within an experimental setting (three in-
dependent Randomized Controlled Trials (RCTSs)), quantitative, qualitative and spatial
methods were used to identify and measure the impact of HMI. The present thesis fo-
cuses on the qualitative data of the impact study. The results of the research project
were disseminated in various publications (Doyle et al., 2011; Dixit and Panda, 2013;
Panda et al., 2013, 2015a; Raza et al., 2016b,a; Panda et al., 2016), of which two form
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part of the present thesis (May et al., 2014; Dror et al., 2014).° Appendix A presents
a study conducted by myself and others which sheds more light on the specific form of
HMI studied. It illustrates the importance of access to outpatient care for the schemes’
target population when it presents the results of the insurance package selection process

employed during implementation of the HMI schemes.

1.4 Outline of the thesis and summary of results

In the following, I shortly summarize how the individual chapters of the present thesis
contribute to answering the overarching research question, i.e. whether the inclusion of
NDAPs in HMI improves access to quality outpatient health care in rural India. Each
chapter sheds light on a different aspect which together provide a detailed answer to our

research interest (see Figure 1.1).

F1GURE 1.1: Contribution of different chapters to overarching research question.
Source: Own illustration.

Can the inclusion of NDAPs in HMI improve access to quality outpatient health care in rural India?

Deliberations on the appropriateness of a qualitative impact assessment approach for the research

SRty question under study

Chapter 3 Study on the popularity of NDAPs for outpatient care among the rural poor in India

Chapter 4 Review of existing qualitative evidence on access to care through HMI

Study on the success of including NDAPs in three HMI schemes in rural northern India in order to

Chapter 5 . .
1mprove access to outpatient care

Chapter 6 Discussion of the initial research question based on the evidence presented

5The RCTs enabled researchers to compare the situation of subjects before and after the intervention
(i.e. the implementation of insurance schemes) and between treatment and control groups. To maintain a
control group for the whole duration of the project, the target population was offered insurance coverage
step-by-step, giving an additional part of the population access to insurance coverage each year.
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The thesis opens with methodological foundations and deliberations for my research
question in chapter 2. Chapter 2.1 presents a closer look on the necessity and appropri-
ateness of qualitative impact assessment. It shows that qualitative approaches to impact
assessment are especially useful to explore, identify and understand impact in depth and
to capture the perceptions of the study group, as necessary for our research question
(2.1).7 This is followed by a discussion on the appropriateness of exclusively quantitative-
oriented RCTs for community-based self-help organizations such as the HMI schemes
under study (chapter 2.2). My co-author and I come to the conclusion that a combi-
nation of qualitative and quantitative methods would be necessary if one was to mirror
the entire complexity of a SHO’s effects and their stakeholders’ different sets of goals.®
For the present thesis, however, an exclusively qualitative approach is more appropriate
because it enables us to capture the subjective perceptions of the insured and why and
how they make use of their outpatient service options the way they do. I do not intend
to capture the entirety of the insurance’s effect; instead, I focus on access to outpatient
care through NDAPs and the factors enabling or impeding it. Here, an exploratory
approach is preferable to a quantitative-oriented one to describe and understand both

the initial situation and the changes as perceived by the (insured) population itself.

Chapter 3 gives an overview of past qualitative research on the effect of HMI on access
to health care by describing the results of a systematic review and thematic synthesis of
relevant literature.” It shows that there area a variety of factors—rooted either within
in the health system in which the HMI operates or within the design of the insurance
itself—which might hamper a positive impact on the insured’s access to care through
HMI. For example, a lack of availability of health care providers or a lack of trust in
them. It becomes clear that efforts such as the establishment of HMI schemes need to
be accompanied by improvements in the surrounding health care system itself if they
are to unfold their full potential. At the same time, the schemes need to be designed

carefully. Otherwise, they run the risk of compromising access to care even further.

After these introductory chapters, I turn to my original data in chapter 4 and together
with my co-authors describe and explain the initial situation of health care seeking be-

havior for acute illness episodes among the HMI’s target population and the popularity

"The chapter is a collaborative effort by myself (under my maiden name Christina May), as well
as Tara Sinha (Self Employed Women’s Association, Ahmedabad, Gujarat, India) and Jeremy Holland
(Associate Consultant, Oxford Policy Management). It is an excerpt of the chapter “Qualitative designs”,
published in “A Practical Guide to Impact Assessments in Microinsurance”, edited by Ralf Radermacher
and Katja Roth, 2014, p. 131-171. T had the lead in the parts on justification, epistemological background
and quality criteria published here, while T'S had the lead in the parts on qualitative tools not included
in this thesis. JH provided complementary input. All authors read and approved the final manuscript.

8The chapter is a collaborative effort of myself (under my maiden name Christina May) with Katja
Roth. We both contributed to the chapter in equal parts and drafted, read and approved the final
manuscript. It was published in German in “Kolner Beitrédge zum Internationalen Jahr der Genossen-
schaften 2012”, edited by Hans Jiirgen Rosner and Frank Schulz-Nieswandt, Berlin LIT Verlag, 2013, p.
127-146.

9This chapter is a study conceptualized and conducted in my sole responsibility.
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of NDAPs.!9 We find that because of their proximity, flexible payment options and fa-
miliarity with patients’ belief systems, among other things, local NDAPs are physically,
financially and culturally accessible. They have a high degree of fit with their patients.
Usually, they are the first contact points for patients before turning to qualified prac-
titioners, and treat minor illnesses, provide first relief, refer patients to other providers

and administer formally prescribed treatments.

In chapter 5, I show together with my co-authors what effect on access to outpatient care
is perceived by the HMI-clients under study, how they utilize the services offered and
what factors facilitate or hamper their access to services.!! We find that households ap-
preciate to have immediate access to outpatient care from NDAPs without co-payment.
Perceived low quality of care and limited physical access are important barriers experi-
enced by the insured. Both factors are partly caused by how HMI-associated NDAPs
are integrated into the insurance schemes. While some households do not consult them
due to the barriers perceived, others integrate them and their services into their health
care seeking behavior or even use them exclusively. We conclude that the integration of
NDAPs into the schemes under study to improve access to outpatient care was to a de-
gree successful, but that it is necessary to organize it more carefully to not compromise

existing access to care.

Based on the evidence presented, I answer the overarching research question in chapter 6.
I argue that HMI has the potential to improve access to quality outpatient care services
in India from the point of view of the insured by including popular providers such as
NDAPs into their portfolio. However, their inclusion needs to be designed cautiously to
not restrict already existing access as it had happened in some cases in the insurance
scheme under study. At the same time, it is necessary to also implement measures within
the health care system itself, mainly addressing the quality of health care provision by

NDAPs through qualification and formalization efforts by the Indian government.

The chapter is based on a study conducted by myself (under my maiden name Christina May),
together with Katja Roth (University of Cologne) and Pradeep Panda (Micro Insurance Academy, New
Delhi). I analyzed the the data and drafted the final manuscript. KR participated in initial steps of
data analysis. KR and PP helped in drafting the manuscript. PP managed the data collection and
provided oversight for study implementation. All authors participated in the design of the study and
read and approved the final manuscript. It was published in BMC Health Services Research 2014, 14:182,
doi:10.1186/1472-6963-14-182.

"The chapter is based on a study conducted by myself together with Pradeep Panda (Micro Insur-
ance Academy, New Delhi), Katja Roth (University of Cologne) and Sudeshna Ghosh (Micro Insurance
Academy, New Delhi). I analyzed the data and drafted the manuscript. KR and SG participated in
initial steps of data analysis. PP, KR and SG helped in drafting the manuscript. PP managed the data
collection and provided oversight for study implementation. All authors contributed to the design of the
study and read and approved the final manuscript.



Chapter 2
Methodological considerations

The present thesis uses qualitative methods to assess the impact of cooperatively orga-
nized HMI schemes on access to care among their insured members and their families.
The following chapters justify this decision. They shortly explain the nature of qualita-
tive impact assessments specifically for the context of microinsurance and when these are
appropriate. Additionally, they discuss the nature of cooperatively organized Self-Help
Organizations (SHOs) such as the HMI schemes under study and the appropriateness

of different methods of impact assessment for their evaluation.

2

Often, the terms “assessment” and “evaluation” are used interchangeably, although—in

the development context— the latter comprises criteria such as relevance, effectiveness,
efficiency, impact and sustainability while the former focuses on effects and impact
(OECD, n.d.). In this thesis, I follow this distinction.

2.1 Qualitative impact assessment in microinsurance re-

search

Authors: Tara Sinha, Christina May, and Jeremy Holland.

This chapter is an excerpt of the chapter “Qualitative designs”, published in “A Practical
Guide to Impact Assessments in Microinsurance”, edited by Ralf Radermacher and Katja
Roth, 2014, p. 131-171.

2.1.1 Why use qualitative methods for impact assessment

The terms qualitative and quantitative refer to the type of data generated in the research
process in simple words. Quantitative research produces data in the form of numbers

while qualitative research tends to produce data that are stated in prose or textual

11
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forms. While quantitative methods measure the impact of microinsurance in terms of
quantitative indicators, qualitative methods can be used to understand the processes
that explain this impact or, in the absence of quantitative impact studies, to explore
what kind of impact can be expected. For example, quantitative methods may be used
to measure how much impact microinsurance has, e.g., on the financial situation of the
insured households, while qualitative methods ask why and how microinsurance impacts
the financial situation and what the underlying processes are. Qualitative methods are
used to look in depth at impacts; the data and analysis generated is interpreted in
context. Contextual methods are applied to a specific locality, case or social setting,
and sacrifice breadth of population coverage and statistical generalizability in order to

explore or understand issues in depth (Booth et al., 1998).

Particularly for a relatively new field like microinsurance research, qualitative studies
are needed to explore potential impacts and processes. Results may then be the basis for
succeeding quantitative studies. Without knowing what kind of impact microinsurance
may have, it is difficult to measure it, using a research design based on theoretical
assumptions only. Moreover, qualitative researchers are able to use social analytical
frameworks to interpret observed patterns and trends—including analysis of socially
differentiated outcomes. Without these analytical insights into the complex “missing
middle” between interventions and impacts, researchers and policy analysts tend to

make “interpretive leaps” of analysis based on what is measured (Chambers, 1995).

Due to this iterative relationship, qualitative and quantitative methods are particularly
effective when used in combination. However, when considering ways to combine quanti-
tative and qualitative methods and data, it is important to be aware of their comparative
advantages and to recognise that “strong fences make good neighbours” (Appleton and
Booth, 2005).

In the following, we first summarize the differences of qualitative and quantitative impact
assessments and highlight their specific strengths. We will then discuss quality criteria
for qualitative impact assessments before we conclude on possible research designs and

data collection methods.

2.1.2 The nature of qualitative impact assessment

Though there is increasing dialog between quantitative and qualitative-oriented research
methods and the application of mixed methods becomes more and more popular, a
differentiation between both approaches along the research process helps in grasping the

distinctive nature of qualitative impact assessment.



TABLE 2.1: Differentiation of quantitative- and qualitative-oriented approaches to impact assessments.

Source: Own illustration.

Research process

Quantitative-oriented impact assessment

Qualitative-oriented impact assessment

Epistemological background and forms of
knowledge

Post-positivist: deductive procedures, proba-
bilistic law

Interpretivist: understanding subjective and
contextual knowledge

Research problem and research question

What and how much impact for whom?
Hypothesis-testing

How and why does impact occur/not occur:
mechanisms and theories of change
Discovery-oriented: ~What unintended and
unexpected impact occurs?

Sampling

Random, large n

Purposive, small n

Data collection

(Quasi)experimental setting
Tight prescription of research design
Large-scale, standardized surveys

Naturalistic inquiry

High flexibility of research design

In-depth interviews (focus groups, key infor-
mants), observations and participatory meth-
ods

Involvement of researcher in data collection

Data analysis

Calculation and statistical generalization
Assess impact along predefined and externally
imposed indicators

Tables and numbers

Interpretation and particularization / analyt-
ical generalization / exploration

Understand and represent the target group’s
perception of meaning, existence and signifi-
cance of impact

Rich and thick description
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2.1.2.1 Epistemological background

Quantitative and qualitative approaches to impact assessment are based on different
philosophies on how the world can be perceived and described. Quantitative approaches
to impact assessments are based on the so-called postpositivist school of thought, which
pursues objectivity and relies on deductive procedures and probabilistic laws to under-
stand our world. Constructivist/interpretative thinking, which builds the background
for qualitative research, holds the view that social phenomena can only be understood
when the perception of the world by human beings is taken into account. Thus, subjec-
tive knowledge and specific contexts are of importance (Della Porta and Keating, 2008).
In the remainder of the chapter, we will only use the terms quantitative and qualitative

to differentiate between both approaches.

2.1.2.2 Research problem and research question

While quantitative-oriented impact assessments are interested in what and how much
impact has occurred for whom, qualitative-oriented impact assessments focus on the
how and why impact has occurred or not occurred. For example, qualitative methods

would be suitable for the following questions on the impact of microinsurance:

e How does the insurance influence the financial/economic/social behavior of the

insured?

e How do the insured perceive the value of insurance? Why do some perceive value

and others do not?

e How does the perception of impact influence the insured’s enrollment decision?

In some cases, one is not sure whether all possible impacts of microinsurance have been
accounted for. In these scenarios, explorative qualitative studies can help in identifying
impact on areas which had not been considered before. Qualitative methods can also be
useful for explaining missing, unexpected, or unintended impacts reported in quantita-
tive surveys, e.g., one wants to explore the underlying mechanisms when a quantitative
impact assessment shows that a HMI scheme does not lead to a reduction of or to a rise

in out-of-pocket payments.

Change is not always a linear process and, thus, mechanisms and causal chains behind
impact require close examination, for which qualitative methods are especially suited
(Roche, 1999; Kabeer, 2003; Faust, 2010). Qualitative inquiry and impact assessments
are discovery-oriented. They do not limit possible outcomes of their research before-
hand and react in a flexible manner to new discoveries, adapting the research process
if necessary, and are thus better able to account for unexpected findings and impacts
(Patton, 2002; Creswell, 2009; Kabeer, 2003).
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