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From the Publisher

n a country where most of the healthcare

expenditure is by way of out-of-pocket

expenses, the most gratifying thing to find is
the rapid growth of the health insurance portfolio;
and this is exactly what has been happening in
the Indian scenario. The year end business figures
for the recently concluded financial year reveal
a whopping 60% growth of health insurance over
the previous year’s figures. Also considering the
fact that as a portfolio, health insurance is very
young; it is doubly significant. The growth speaks
volumes of how insurers have been promoting this
particular class of business. It also bears silent
testimony to the fact that there has been a
general rise in the levels of understanding of the
people, as far as the importance of health
insurance is concerned. All this augurs very well
for an economy where access to healthcare still
remains a distant dream to several millions.

All the same, it is not to be interpreted that health
insurance as a class is devoid of all the
complications that are normally associated with
it and everything is hunky-dory. Some of the ills
in this domain continue to exist and in fact, health
insurance has been in the news more for the
customer grievances rather than any other factor.
Particularly, providing health insurance for senior
citizens, and at affordable premiums, at that, is
one area that has been hogging limelight and
unless the insurance industry tackles the issue

at this early stage, it is possible that it would
flare-up into a raging controversy. With better
clarity having been achieved in the area of
premium rates and the incidence of pre-existing
diseases, it is hoped that several of the misgivings
in the domain would be put to rest.

The policyholders should also understand the
basic tenets of insurance contracts in order to
be able to better appreciate the complexities
involved in the settlement of claims. Resorting to
buying of insurance in order to pay for an
impending calamity is nothing short of defrauding
an insurer, although it is not very easy to make it
sound convincing. Perhaps raising the levels of
insurance awareness in the general masses would
be helpful in solving this problem to a great extent.

The focus of this issue is once again on ‘Health
Insurance’. Having entered into a contract for a
certain number of years and then not honouring
the commitment to pay the premiums leads to a
no-win situation. ‘Lapsation in Life Insurance
Contracts’ will be the focus of the next issue of
the Journal.

J. Hari Narayan
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from the editor

The Changing Face
of Health Insurance

he rapid strides of progress that health insurance has been making in recent times is the best thing to

have happened in a nascent market like India. In a domain where protection against risks, especially

in personal lines, is not a major priority; the remarkable growth of health insurance is a very positive
sign of moving towards voluntary purchase of insurance, rather than a sales-driven model. Considering the
huge potential, one can be sure that this trend will continue in the next few years, eventually making health
insurance a household name. Making the masses, in particular, and also the literate classes of the society
understand the benefits of insurance would certainly take this further.

The controversies associated with health insurance like denial of coverage, repudiation of claims etc.
however, continue to make news. While there have been incidences of attempts to defraud insurers, adopting
a hard line of approach with every claim that comes up for payment would lead to avoidable hardship for the
policyholder, and undue publicity. All the forces involved must join hands to ensure that the problems
associated particularly with health insurance are reduced to the minimum level. The policyholders, on their
part, should understand clearly that health insurance contracts are in place to protect them from sudden
and unforeseen expenses owing to hospitalization. Tendencies to enforce a claim or to enlarge the scope of
a genuine claim must be curbed as they are detrimental to their own interests; and to the growth of the
industry in the long run.

Health Insurance is the focus of this issue of the Journal. To begin with, we have the key recommendations
of the CIl working groups on health insurance. Mr. Aloke Gupta writes about the operation of Health Savings
Account in different domains and its relevance in the Indian context. The availability of data is highly
important for the success of insurance business. Mr. Alam Singh makes an in-depth study of how reliable data
can be generated and analyzed that would make the Indian health insurance sector more successful and
customer-friendly.

Despite the remarkable growth that health insurance has been witnessing in more recent times, there is no
denying the fact that the industry has been confronting a few hiccups. Mr. G.V. Rao throws light on some of
the problem areas and how the insurers have to align themselves to get over the irritants. Mortality and
morbidity trends are two totally different aspects; and as a result, underwriting in health insurance throws
a different challenge from that of a life insurance proposal. This parameter is brought home lucidly in the
next article by Mr. R. Krishna Murthy and Ms. Gayle Adams. Apart from the usual monthly business figures of
life and non-life insurers, the year-end sector-wise statistics of all the players also find a place in this issue.

Business retention ratio of life insurers is a very important measure of the success of the life insurers.
However, lapsation of contracts due to a host of reasons continues to be a worrisome factor. The focus of
the next issue of the Journal will be on ‘Lapsation of Life Insurance Contracts’ and we will be bringing for
you varied opinions on this sensitive subject.

Mr. J. Hari Narayan assumed charge as the Chairman of the IRDA on 12th June, 2008, consequent upon the
retirement of Mr. C.S. Rao. We present a quick profile of the new Chairman in this issue. We wish him the
best of luck in taking IRDA to new heights; and look forward to his constant guidance.

U. Jawaharlal

Owing to office exigencies, we could not bring out the June issue of the Journal in time;
and had to merge the June and July issues, as a result. We regret the inconvenience
o caused to our readers.  — Editor
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First Year Premium of Life Insurers for the Period Ended April, 2008

S Premium u/w (Rs. in Crores) No. of Policies / Schemes No. of lives covered under Group Schemes
No. Insurer
April, 08 Up to April, 08 Up to April, 07 April, 08 Up to April, 08 Up to April, 07 April, 08 Up to April, 08 Up to Apiil, 07

1| Bajoj Allianz

Individual Single Premium 10.68 10.68 7.84 4078 4078 2841

Individual Non-Single Premium 176.17 176.17 115.07 119263 119263 94862

Group Single Premium 0.16 0.16 0.62 0 0 0 303 303 528

Group Non-Single Premium 0.76 0.76 071 59 59 19 48020 48020 78735
2 | ING Vysya

Individual Single Premium 231 2.31 1.66 280 280 105

Individual Non-Single Premium 27.14 27.14 19.96 12149 12149 13586

Group Single Premiym 0.48 0.48 0.00 0 0 0 98 98 0

Group Non-Single Premium 0.26 0.26 0.13 6 6 0 1844 1844 8721
3| Reliance Life

Individual Single Premium 43.60 43.60 2.73 12289 12289 819

Individual Non-Single Premium 95.12 95.12 28.11 68041 68041 25081

Group Single Premium 17.08 17.08 1.07 3 3 4 14411 14411 5379

Group Non-Single Premium 2.12 2.12 1.36 34 34 25 65054 65054 29601
4| SBI Life

Individual Single Premium 37.88 37.88 26.44 5321 5321 3707

Individual Non-Single Premium 110.57 110.57 51.88 33294 33294 18660

Group Single Premium 12.37 12.37 9.27 0 0 0 6834 6834 5659

Group Non-Single Premium 11.09 11.09 2.73 4 4 1 21246 21246 15973
5 | Tata AIG

Individual Single Premium 5.17 517 1.63 1201 1201 247

Individual Non-Single Premium 7151 7151 39.27 53014 53014 32661

Group Single Premium 3.81 3.81 5.06 1 1 0 16365 16365 33522

Group Non-Single Premium 17.84 17.84 1.96 10 10 5 24075 24075 17203
6 | HDFC Standard

Individual Single Premium 8.69 8.69 5.42 474 4714 2080

Individual Non-Single Premium 96.93 96.93 56.92 31821 31821 22685

Group Single Premium 13.91 13.91 1.61 21 2 4 38996 38996 13947

Group Non-Single Premium 0.86 0.86 6.65 0 0 3 24 24 10679
7 | 10ICI Prudential

Individual Single Premium 18.72 18.72 20.86 3225 3225 3371

Individual Non-Single Premium 244 46 24446 169.22 206442 206442 116113

Group Single Premium 47.03 47.03 37.65 55 55 21 23966 23966 2886

Group Non-Single Premium 34.58 34.58 43.70 144 144 75 107887 107887 40774
8 | Birla Sunlife

Individual Single Premium 1.26 1.26 1.47 8136 8136 2042

Individual Non-Single Premium 85.40 85.40 23.94 24429 24429 11695

Group Single Premium 0.22 0.22 0.24 0 0 1 1114 1114 197

Group Non-Single Premium 5.07 5.07 2.80 6 6 4 4875 4875 5944
9 | Aviva

Individual Single Premium 1.25 1.25 1.85 174 174 219

Individual Non-Single Premium 36.94 36.94 33.68 14375 14375 11450

Group Single Premium 0.01 0.01 0.32 0 0 0 23 23 92

Group Non-Single Premium 3.53 3.53 2.75 3 3 1 45913 45913 28616
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Kotak Mahindra Old Mutual
Individual Single Premium
Individual Non-Single Premium
Group Single Premium

Group Non-Single Premium

Max New York

Individual Single Premium
Individual Non-Single Premium
Group Single Premium

Group Non-Single Premium

Met Life

Individual Single Premium
Individual Non-Single Premium
Group Single Premium

Group Non-Single Premium

Sahara Life

Individual Single Premium
Individual Non-Single Premium
Group Single Premium

Group Non-Single Premium

Shriram Life

Individual Single Premium
Individual Non-Single Premium
Group Single Premium

Group Non-Single Premium

Bharti Axa Life

Individual Single Premium
Individual Non-Single Premium
Group Single Premium

Group Non-Single Premium

Future Generali Life

Individual Single Premium
Individual Non-Single Premium
Group Single Premium

Group Non-Single Premium

1DBI Fortis Life

Individual Single Premium
Individual Non-Single Premium
Group Single Premium

Group Non-Single Premium
Private Total

Individual Single Premium
Individual Non-Single Premium
Group Single Premium

Group Non-Single Premium

LIC

Individual Single Premium
Individual Non-Single Premium
Group Single Premium

Group Non-Single Premium
Grand Total

Individual Single Premium
Individual Non-Single Premium
Group Single Premium

Group Non-Single Premium

1.60
43.20
0.85
3.62

17.27
94.16
0.00
7.74

0.24
68.71
1.15
0.00

1.75
3.01
0.00
0.00

16.18
12.28
0.00
0.00

0.38
8.71
0.70
0.00

0.01
0.03
0.00
0.58

319
1.87
0.00
0.00

170.17
1176.22
91.77
88.06

366.56
730.20
15113

0.00

536.73
1906.42
248.90
88.06

1.60
43.20
0.85
3.62

17.27
94.16
0.00
7.74

0.24
68.71
1.15
0.00

1.75
3.01
0.00
0.00

16.18
12.28
0.00
0.00

0.38
8.71
0.70
0.00

0.01
0.03
0.00
0.58

319
1.87
0.00
0.00

170.17
1176.22
97.77
88.06

366.56
730.20
151.13

0.00

536.73
1906.42
248.90
88.06

1.09
22.15
0.77
2.33

11.95
56.58
0.00
0.52

0.48
17.66
0.85
0.00

0.54
1.22
0.00
0.00

1.40
3.14
0.00
0.00

0.00
0.72
0.00
0.00

85.34
639.53
57.45
65.64

493.56
1250.29
390.47
0.00

578.90
1889.82
447.92
65.64

153
22298

4

1013
69149

64

84152
992055
660

0

128537
1674540
744

373

153
22298

4

1013
69149

64

84152
992055
660

0

128537
1674540
744

373

122
7041

24

793
41115

70

16918
403633
37

227

145327
1443678
679

0

162245
1847311
716

227

8302
28537

0
223162

5399

116038
578151

718445
0

834483
578151

8302
28537

0
223162

5399

116038
578151

718445
0

834483
578151

6205
48379

29497

29765

98180
314122

179722
0

277902
314122

2. Compiled on the basis of data submitted by the Insurance companies

Note: 1. Cumulative premium upto the month is net of cancellations which may occur during the free look period.
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tatistics - life insur:

FIRST YEAR PREMIUM OF LIFE INSURERS FOR THE YEAR ENDED MARCH 2008

INDIVIDUAL SINGLE PREMIUM (INCLUDING RURAL & SOCIAL) (Rs.in Crore)
Sl. PARTICULARS PREMIUM POLICIES SUM ASSURED
No. Mar 2007 Mar 2008 Mar 2007 Mar’2008 Mar 2007 Mar 2008

Non linked*
1 Life

with profit 291.20 169.03 26200 22549 386.87 289.64

without profit 784.28 217.84 485730 433831 3987.38 2991.66
2 General Annuity

with profit 0.00 0.00 0 0 0.00 0.00

without profit 12.55 14.20 642 1296 0.68 0.25
3 Pension

with profit 159.57 122.63 10178 13575 2.52 21.79

without profit 2.26 0.00 100 0 1.95 0.00
4 Health

with profit 0.00 0.00 0 0 0.00 0.00

without profit 0.00 0.00 0 0 0.00 0.00
A. | Sub total 1249.85 523.69 522850 471251 4379.40 3303.34

Linked*
1 Life

with profit 0.00 0.00 1 0 0.00 0.00

without profit 4342.15 5999.73 764066 1310739 7062.59 11121.06
2 General Annuity

with profit 0.00 0.00 0 0 0.00 0.00

without profit 1.20 0.00 0 82 0.00 0.81
3 Pension

with profit 0.00 0.00 0 0 0.00 0.00

without profit 17952.47 22239.18 5430530 6658486 3.63 123.50
4 Health

with profit 0.00 0.00 0 0 0.00 0.00

without profit 0.00 0.00 0 0 0.00 0.00
B. | Sub total 22295.83 28238.91 6194597 7969307 7066.22 11245.37

Total (A+B) 23545.68 28762.61 6717447 8440558 11445.61 14548.71

Riders:

Non linked
1 Health# 0.04 0.03 32 31 0.57 0.27
2 Accident# # 0.06 0.02 1050 116 7.07 1.22
3 Term 0.01 0.00 33 11 0.25 0.21
4 Others 0.00 7.54 0 0 0.00 -0.11
D. | Sub total 0.10 7.59 1115 158 7.90 1.59

Linked
1 Health# 0.04 0.03 89 21 1.04 0.25
2 Accident# # 0.16 0.45 13043 24615 84.56 346.11
3 Term 0.00 0.00 8 0 0.12 0.00
4 Others 0.00 0.00 0 0 0.00 0.00
E. | Sub total 0.20 0.48 13140 24636 85.72 346.36
F Total (D+E) 0.31 8.07 14255 24794 93.62 347.95
G. | **Grand Total (C+F) 23545.99 28770.68 6717447 8440558 11539.23 14896.66

* Excluding rider figures.

** for policies Grand Total is C.

# All riders related to critical illness benefit, hospitalisation benefit and medical treatment.
## Disability related riders.

The premium is actual amount received and not annualised premium.



Statistics - life insurance

FIRST YEAR PREMIUM OF LIFE INSURERS FOR THE YEAR ENDED MARCH 2008

INDIVIDUAL NON-SINGLE PREMIUM (INCLUDING RURAL & SOCIAL) /5. i crore)

Sl. PARTICULARS PREMIUM POLICIES SUM ASSURED
No. Mar 2007 Mar 2008 Mar 2007 Mar 2008 Mar 2007 Mar 2008
Non linked*
1 Life
with profit 16484.03 9840.29 21169366 18519614 201760.82 177303.52
without profit 1930.10 298.77 1048344 1175374 24442.02 25326.50
2 General Annuity
with profit 0.23 0.00 242 0 4.13 0.00
without profit 0.00 0.00 0 0 0.00 0.00
3 Pension
with profit 48.61 36.35 25323 41902 187.93 410.22
without profit 21.23 20.04 6337 7280 0.00 0.00
4 Health
with profit 0.00 0.00 0 0 0.00 0.00
without profit 27.88 89.68 169703 356419 7604.73 32422.40
A. | Sub total 18512.07 10285.14 22419315 20100589 233999.62 235462.65
Linked*
1 Life
with profit 0.18 -0.18 87 6 1.96 0.13
without profit 16627.45 30145.65 15704231 19105678 215674.25 292981.97
2 General Annuity
with profit 0.00 0.00 0 0 0.00 0.00
without profit 0.00 0.00 0 0 0.00 0.00
3 Pension
with profit 0.09 0.02 8 7 0.00 0.00
without profit 2737.74 9309.01 1287337 3202084 1694.83 5708.60
4 Health
with profit 0.00 0.00 0 0 0.00 0.00
without profit 0.00 0.00 0 0 0.00 0.00
B. | Sub total 19365.45 39454.50 16991663 22307775 217371.03 298690.71
Total (A+B) 37877.53 49739.64 39410978 42408364 451370.66 534153.35
Riders:
Non linked
1 Health# 3.77 3.80 20553 12069 287.96 459.91
2 Accident# # 6.79 5.82 419127 201096 6969.34 4673.21
3 Term 0.53 1.15 8884 3468 95.09 276.47
4 Others 17.65 2.10 4814 1205 2466.35 45.42
D. | Sub fotal 28.73 12.87 453378 217838 9818.74 5455.01
Linked
1 Health# 5.33 3.77 18806 18040 601.54 1031.60
2 Accident# # 7.96 23.77 192737 218454 10907.00 13577.29
3 Term 1.70 0.41 20881 8536 585.88 134.32
4 Others 1.27 1.57 22573 3727 1095.28 510.82
E. | Sub total 16.25 29.51 254997 248757 13189.70 15254.03
F. Total (D+E) 44.99 42.38 708375 466595 23008.44 20709.04
G. | **Grand Total (C+F) 37922.51 49782.02 39410978 42408364 474379.10 554862.39

* Excluding rider figures.

** for policies Grand Total is C.

# All riders related to critical illness benefit, hospitalisation benefit and medical treatment.
## Disability related riders.

The premium is actual amount received and not annualised premium.
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tatistics - life insu

FIRST YEAR PREMIUM OF LIFE INSURERS FOR THE YEAR ENDED MARCH 2008

GROUP SINGLE PREMIUM (INCLUDING RURAL & SOCIAL)

(Rs.in Crore)

Sl. PREMIUM NO. OF SCHEMES LIVES COVERED SUM ASSURED
No.| PARTICULARS Mar 2007 | Mar 2008 | Mar 2007 | Mar 2008 | Mar 2007 | Mar 2008 | Mar 2007 | Mar 2008
Non linked"
1 Life
a) Group Gratuity Schemes
with profit 0.00 0.00 0 0 0 0 0.00 0.00
without profit 2473.23 3667.87 2287 2298 926223 1176859 4086.88 5964.02
b) Group Savings Linked Schemes
with profit 0.00 0.00 0 0 0 0 0.00 0.00
) without profit 30.89 18.32 1022 594 281244 145310 2163.39 1163.51
C EDL
with profit 0.00 0.00 0 0 0 0 0.00 0.00
without profit 5.69 6.28 1047 989 923126 1163439 2585.38 4897.40
d) Others
with profit 0.00 0.00 0 0 0 0 0.00 0.00
without profit 6477.96 2384.66 16296 18536 12708409 25480209 258470.93 104920.01
2 General Annuity
with profit 1039.19 834.69 6 3525 1745 0.00 0.00
without profit 883.32 1680.80 61 7 11275 11433 0.00 0.00
3 Pension
with profit 0.00 0.00 0 0 0 0 0.00 0.00
without profit 1173.17 2517.19 239 422 101111 410395 0.00 0.00
4 Health
with profit 0.00 0.00 0 0 0 0 0.00 0.00
without profit 0.00 0.00 0 0 0 0 0.00 0.00
A. Sub total 12083.45 11109.81 20961 22916 14954913 28389390 267306.58 116944.95
Linked"
1 Life
a) Group Gratuity Schemes
with profit 0.00 0.00 0 0 0 0 0.00 0.00
without profit 233.14 567.69 88 193 200027 221704 629.76 1580.28
b) Group Savings Linked Schemes
with profit 0.00 0.00 0 0 0 0 0.00 0.00
without profit 0.00 0.00 0 0 0 0 0.00 0.00
g | Eou
with profit 0.00 0.00 0 0 0 0 0.00 0.00
without profit 0.00 0.00 0 0 0 0 0.00 0.00
d) Others
with profit 0.00 0.00 0 0 0.00 0.00
without profit 15.62 45.98 4 n 13225 14755 1.32 1.48
2 General Annuity
with profit 0.00 0.00 0 0 0 0 0.00 0.00
without profit 0.00 0.00 0 0 0 0 0.00 0.00
3 Pension
with profit 0.00 0.00 0 0 0 0 0.00 0.00
without profit 89.15 147.96 18 28 12448 63549 0.00 0.00
4 Health
with profit 0.00 0.00 0 0 0 0 0.00 0.00
without profit 0.00 0.00 0 0 0 0 0.00 0.00
B. Sub total 337.90 761.63 110 232 225700 300008 631.09 1581.76
C Total (A+B) 12421.35 11871.44 21071 23148 15180613 28689398 267937.67 118526.71
Riders:
Non linked
1 Health# 0.40 0.49 19 21 9237 15085 0.00 731.38
2 Accident# # 0.28 0.23 39 57 23415 33319 0.00 663.26
3 Term 0.00 0.00 0 0 0 0 0.00 0.00
4 Others 0.00 0.00 0 0 0 0 0.00 0.00
D Sub total 0.68 0.73 58 78 32652 48404 0.00 1394.64
Linked
1 Health# 0.00 0.00 0 0 0 0 0.00 0.00
2 Accident# # 0.00 0.00 0 0 0 0 0.00 0.00
3 Term 0.00 0.00 0 0 0 0 0.00 0.00
4 Others 0.00 0.00 0 0 0 0 0.00 0.00
E Sub total 0.00 0.00 0 0 0 0 0.00 0.00
F Total (D+E) 0.68 0.73 58 78 32652 48404 0.00 1394.64
G **Grand Total (C+F) 12422.04 11872.17 21071 23148 15180613 28689398 267937.67 119921.35

* Excluding rider figures.

** for no.of schemes & lives covered Grand Total is C.

# All riders related to critical illness benefit, hospitalisation benefit and medical treatment.
## Disability related riders.
The premium is actual amount received and not annualised premium.




FIRST YEAR PREMIUM OF LIFE INSURERS FOR THE YEAR ENDED MARCH 2008

GROUP NEW BUSINESS — NON-SINGLE PREMIUM (INCLUDING RURAL & SOCIAL) (Rs.in Crore)

Sl. PREMIUM NO. OF SCHEMES LIVES COVERED SUM ASSURED
No.| PARTICULARS Mar 2007 | Mar 2008 | Mar 2007 | Mar 2008 | Mar 2007 | Mar 2008| Mar 2007 | Mar 2008
Non linked*
1 Life
a) Group Gratuity Schemes
with profit 0.00 0.00 0 0 0 0 0.00 0.00
without profit 247.96 576.32 59 73 95517 91840 346.49 394.05
b) Group Savings Linked Schemes
with profit 0.00 0.00 0 0 0 0 0.00 0.00
without profit 44.34 101.24 0 5 446142 501934 7221.68 4501.45
3} EDL/
with profit 0.00 1.1 0 106 0 111843 0.00 1007.61
without profit 579 2.23 282 185 420048 212863 3599.31 1942.25
d) Others
with profit 0.00 35.39 0 150 0 365390 0.00 9443.34
without profit 314.68 260.92 1195 950 3348604 4280708 61621.13 63179.76
2 General Annuity
with profit 0.00 0.00 0 0 0 0 0.00 0.00
without profit 0.00 0.00 0 0 0 0 0.00 0.00
3 Pension
with profit 0.00 0.00 0 0 0 0 0.00 0.00
without profit 5.97 9.14 4 2 79 86 0.00 0.00
4 Health
with profit 0.00 0.00 0 0 0 0 0.00 0.00
without profit 0.00 0.00 0 0 0 0 0.00 0.00
A Sub total 618.74 986.35 1540 1471 4310390 5564664 72788.61 80468.45
Linked*
1 Life
a) Group Gratuity Schemes
with profit 0.00 0.00 0 0 0 0 0.00 0.00
without profit 473.52 959.77 369 395 361554 660708 2122.81 3557.59
b) Group Savings Linked Schemes
with profit 0.00 0.00 0 0 0 0 0.00 0.00
without profit 0.00 3.77 0 24 0 7285 0.00 89.91
o | o
with profit 0.00 0.00 0 0 0 0 0.00 0.00
without profit 0.00 0.00 0 0 0 0 0.00 0.00
d) Others
with profit 0.00 0.00 0 0 0 0 0.00 0.00
without profit 11.39 33.32 14 22 167 4270 1.97 9.12
2 General Annuity
with profit 0.00 0.00 0 0 0 0 0.00 0.00
without profit 38.26 28.03 12 12 2547 1107 38.26 28.03
3 Pension
with profit 0.00 0.00 0 0 0 0 0.00 0.00
without profit 372.35 549.20 135 163 62451 59106 0.00 0.00
4 Health
with profit 0.00 0.00 0 0 0 0 0.00 0.00
without profit 0.00 0.00 0 0 0 0 0.00 0.00
B Sub total 895.52 1574.08 530 616 426719 732476 2163.04 3684.65
C Total (A+B) 1514.26 2560.44 2070 2087 4737109 6297140 74951.65 84153.10
Riders:
Non linked
1 Health# 0.34 2.21 21 34 14141 30542 601.01 1739.19
2 Accident# # 0.67 0.77 34 39 46185 56333 1936.96 2250.92
3 Term 0.00 0.01 1 1 114 61 8.03 0.63
4 Others 0.01 0.01 5 6 3987 2490 216.56 343.89
D Suhkh:‘tul 1.02 3.00 61 80 64427 89426 2762.55 4334.62
Linke
1 Health# 0.00 0.00 0 0 0 0 0.00 0.00
2 Accident# # 0.70 041 47 46 48838 60276 1635.54 608.09
3 Term 0.00 0.00 0 0 0 0 0.00 0.00
4 Others 0.00 0.00 0 0 0 0 0.00 0.00
E Sub total 0.70 0.41 47 46 48838 60276 1635.54 608.09
F Total (D+E) 1.72 341 108 126 113265 149702 4398.10 4942.72
G **Grand Total (C+F) 1515.98 2563.84 2070 2087 4737109 6297140 79349.75 89095.81

* Excluding rider figures.

** for no.of schemes & lives covered Grand Total is C.

# Al riders related to critical illness benefit, hospitalisation benefit and medical treatment.
## Disability related riders.

The premium is actual amount received and not annualised premium.
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Card:LIFE

First Year Premium of Life Insurers for the Period Ended May, 2008

Sl Premium u/w (Rs. in Crores) No. of Policies / Schemes No. of lives covered under Group Schemes
No. Insurer
fMay, 08 Up to May, 08 Up to May, 07 May, 08 Up to May, 08 Up to May, 07 May, 08 Up o May, 08 Up o May, 07

1| Bajaj Allianz

Individual Single Premium 26.10 36.77 34.57 5119 9317 8290

Individual Non-Single Premium 259.84 436.01 369.06 175325 293899 297389

Group Single Premium 021 037 141 0 0 0 326 629 1216

Group Non-Single Premium 11.90 12.66 343 21 80 44 386644 434664 96001
2 | ING Vysya

Individual Single Premium 379 6.09 2.60 496 776 194

Individual Non-Single Premium 48.66 75.81 56.24 28722 40871 32962

Group Single Premium 1.63 211 0.85 0 0 0 321 49 168

Group Non-Single Premium 0.06 033 0.73 9 15 2 1840 3684 23708
3| Reliance Life

Individual Single Premium 46.40 90.00 10.36 11164 23453 2288

Individual Non-Single Premium 143.63 238.75 80.00 80011 148052 54542

Group Single Premium 574 2283 6.88 0 3 7 0 14411 7351

Group Non-Single Premium 0.62 2.74 2.34 21 55 45 42507 107561 68373
4| SBI Life

Individual Single Premium 57.21 95.09 69.99 7751 13078 10114

Individual Non-Single Premium 171.67 282.24 143.53 49133 82427 51690

Group Single Premium 17.64 30.01 25.85 0 0 0 9562 16396 14337

Group Non-Single Premium 127.91 139.00 30.27 8 12 6 200239 221485 51899
5| Tata AIG

Individual Single Premium 447 9.64 3.18 906 2107 451

Individual Non-Single Premium 7817 149.68 81.80 48469 101483 67206

Group Single Premium 49 8.73 11.17 0 ] 0 17943 34308 72320

Group Non-Single Premium 292 2076 436 7 17 7 11374 35449 34062
6 | HDFC Standard

Individual Single Premium 11.62 2031 13.98 8219 12933 12167

Individual Non-Single Premium 144.26 241.19 180.94 50199 82020 62676

Group Single Premium 540 19.75 326 1 32 12 13660 52656 16866

Group Non-Single Premium 579 6.65 24.52 1 1 9 12147 an 12803
7| 1CICI Prudential

Individual Single Premium 270 4593 50.38 5087 8312 8052

Individual Non-Single Premium 454.30 698.76 451.73 196035 402477 261716

Group Single Premium 12.95 59.97 46.75 26 81 4 63029 86995 55910

Group Non-Single Premium 112.52 147.10 83.66 69 213 122 212065 319952 127925
8 | Birla Sunlife

Individual Single Premium 461 587 4.67 12688 20824 6179

Individual Non-Single Premium 162.41 247.81 69.65 49598 73601 32844

Group Single Premium 0.14 0.36 041 0 0 2 441 1555 473

Group Non-Single Premium 1.10 6.17 9.88 9 15 8 9347 14272 6846
9| Aviva

Individual Single Premium 1.86 312 326 29 470 473

Individual Non-Single Premium 62.99 99.94 83.60 29859 44234 34742

Group Single Premium 0.00 0.01 0.71 0 0 0 28 51 242

Group Non-Single Premium 0.29 3.83 407 10 13 1 7889 53802 60357




10 | Kotak Mahindra 0ld Mutual
Individual Single Premium
Individual Non-Single Premium
Group Single Premium

Group Non-Single Premium

11 | Max New York

Individual Single Premium
Individual Non-Single Premium
Group Single Premium

Group Non-Single Premium

12 | Met Life

Individual Single Premium
Individual Non-Single Premium
Group Single Premium

Group Non-Single Premium

13 | Sahara Life

Individual Single Premium
Individual Non-Single Premium
Group Single Premium

Group Non-Single Premium

14| Shriram Life

Individual Single Premium
Individual Non-Single Premium
Group Single Premium

Group Non-Single Premium

15 | Bharti Axa Life

Individual Single Premium
Individual Non-Single Premium
Group Single Premium

Group Non-Single Premium

16 | Future Generali Life
Individual Single Premium
Individual Non-Single Premium
Group Single Premium

Group Non-Single Premium

17 | 1DBI Fortis Life

Individual Single Premium
Individual Non-Single Premium
Group Single Premium

Group Non-Single Premium
Private  Total

Individual ~ Single  Premium

Group Single Premium
Group  Non-Single Premium

18 | LIC

Individual Single Premium
Individual Non-Single Premium
Group Single Premium

Group Non-Single Premium
Grand Total

Individual ~ Single ~ Premium

Group Single Premium
Group  Non-Single  Premium

Individual ~ Non-Single  Premium

Individual ~ Non-Single  Premium

203
79.78
2.00
252

26.62
160.48
0.1
528

0.40
52.96
1.26
0.00

288
6.19
0.00
0.00

17.27
9.48
0.00
0.00

0.63
14.35
028
0.00

0.00
0.65
0.00
0.4

572
399
0.00
0.00

238.82
1853.80
52.29
271.32

732.60
1167.81
1022.58

0.00

971.42
3021.61
1074.86

271.32

3.63
122.98
285
6.14

4389
254.64
0N
13.01

0.64
121.67
242
0.00

4.62
8.73
0.00
0.00

33.46
21.76
0.00
0.00

1.01
23.06
098
0.00

0.01
0.68
0.00
099

8.92
586
0.00
0.00

408.98
3029.55
150.50
359.38

1099.16
1898.00
1737

0.00

1508.14
4927.56
1324.20

359.38

274
58.14
212
451

2853
125.78
0.00
216

320
48.61
1.93
0.00

202
446
0.00
0.00

9.54
1571
0.00
0.00

0.04
224
0.00
0.00

239.06
1771.50
101.34
169.93

132035
2759.88
969.64
0.00

1559.41
4531.38
1070.98

169.93

285
39993
0

37

2292
115528
5

37

101
15841
10

59450
905391
53
235

156392
1504485
985

0

215842
2409876
1038
235

438
62291
1

78

3305
184677
5

101

143
27954
12

0

1201
9902

103297
1586339
136

608

240544
2496540
1645

0

343841
4082879
1781
608

53319
1039857
72

393

376187
3309588
2047

0

429506
4349445
2119
393

10168
799103

1257
106458

31358

148218
1797121

869355
0

1017573
1797121

18470
827640

1257
329620

36757

264256
2375272

1588529
0

1852785
23752712

12182
65720

44129

36152

217217
591823

2419311
0

2636528
591823

Note: 1.Cumulative premium upto the month is net of cancellations which may occur during the free look period.

2. Compiled on the basis of data submitted by the Insurance companies
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r. Hari Narayan was born in

Mumbai in 1948 and he is the 3™

son of Late Mr. J.B. Rao and Mrs.
Kamala Bai. His father worked in Indian
Railways from where he ultimately retired
in 1970 as Additional Member of the
Railway Board. In the course of his
illustrious career, he had served in several
parts of India and consequently Mr. Hari
Narayan’s education was in Chennai and
in Delhi - in three spells at each city. He
earned a B.Sc (Hons.) in Physics from St.
Stephen’s College, Delhi and an MA in
History from Madras Christian College,
Chennai; and subsequently joined the IAS
in 1970.

Mr. Hari Narayan has served in several
districts in Andhra Pradesh including
Khammam, Nizamabad, Karimnagar,
Srikakulam, Krishna and Cuddapah. He
served for many years in the fields of
public enterprises management,
infrastructure sector development and in
industrial financing. He has been Managing
Director of the Leather Industries
Corporation, Small Scale Industries
Development Corporation and the
Industrial Development Corporation of
the Government of Andhra Pradesh. He
has also served in the Electricity Board,
the Singareni Collieries and in the Steel

Profile

Industry. He was also the MD of the
Irrigation Development Corporation and
Principal Secretary, Irrigation. Mr. Hari
Narayan has served in the Government of
India as Under Secretary in the Ministries
of Defence and Education; as Joint
Secretary in the Ministries of Coal and
Food Processing; as Additional Secretary
in the Ministry of Rural Development; and
as Secretary to the Government of India
in the Ministries of Programme
Implementation and Statistics; and in the
Ministry of Water Resources. Finally he
was appointed as Chief Secretary to the
Government of Andhra Pradesh in 2006
from where he superannuated in
February, 2008.

In his career, Mr. Hari Narayan was involved
in very many notable events, some of
which are - the first privatization of a large
scale public sector industry in India,
namely, the Hyderabad Allwyn Limited;
the evolution and design of the E-
procurement system of the Government
of Andhra Pradesh while he was serving
as the Principal Secretary, Irrigation etc.

As MD, AP Small Scale Industries
Corporation, he provided the impetus for
the development of the Cherlapalli
Industrial Estate which has now grown
into a very significant industrial hub. As
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MD of the APIDC, he enabled the
commencement of the Software
Technology Park in Hyderabad which was
a building block of the Hyderabad
software industry. Mr. Hari Narayan has
led the Indian team in the negotiations
of various aspects of the WTO
negotiations in relation to Trade in
Processed Foods and related matters. As
Secretary, Water Resources to the
Government of India and as Chief
Secretary to the Government of Andhra
Pradesh, he led the Indian team to
International Tribunal for the resolution
of a major dispute with Pakistan on
matters arising out of the Indus Waters
Treaty.

Mr. Hari Narayan is involved with many Non-
Governmental Organizations working in
the fields of Rural Development and Care
for the Elderly. He is a great music lover
and keenly listens to different forms of
classical music.

Mr. Hari Narayan is married to Mrs.
Kameswari and they have a daughter. Mrs.
Kameswari is a well-known international
and national consultant in the field of
education, particularly for the education
and training of adolescent girls in Rural
India.



Vantage point

Lapsation In Life Insurance

THE No-WiN DeaL

‘LAPSATION OF A LIFE INSURANCE CONTRACT LEADS TO LOSS OF PRECIOUS RESOURCES BOTH FOR THE INSURER AS

WELL AS THE INSURED. THERE IS A SERIOUS NEED FOR HIGHLIGHTING THE EVILS ASSOCIATED WITH A LAPSE; AND THIS

SHOULD LEAD TO BETTER BUSINESS RETENTION RATIOS OF LIFE INSURERS’ EMPHASIZES U. JAWAHARLAL

nsurance contracts are said to be

synallagmatic in nature thereby

indicating that there is a large emphasis
on the reciprocal obligations of the two
parties. The non-fulfillment of the
obligations by any of the parties would
naturally lead to a breach of contract that
would render the contract null and void.
This is particularly of major significance
in life insurance contracts which are
essentially long term in nature.
Discontinuance of the payment of premium
by the life assured for whatever reason
leads to the ‘lapse’ of a life insurance
contract.

Lapsation in life insurance contracts is an
undesirable event - for the policyholder
as well as the insurer. In view of the
unilateral breach of contractual
obligations, normally no sum of money is
payable to the policyholder in the event
of a lapse. However, in the case of policies
that have a savings component; life
insurers usually compensate the
policyholders to some extent if the
contract has been in force for a certain

period. This is understandably so in light
of the fact that the expenses upfront are
very huge. In any case, the amount
payable in case of lapsed contracts is
limited to a part of the premium paid;
and this acts as a strong deterrent
for policyholders not to surrender
their policies.

Looking at it from the other side, lapsation
of life insurance contracts upsets the
cash flow of the insurance companies;
and the commitments they have made in
anticipation of the regular flow of
premiums might take a beating. Further,
it results in a break of the relationship
with an existing customer and is replete
with the costs and effort of recruiting
new ones. Thus, it can be seen that
lapsation is a no-win deal; and steps
should be taken to ensure that it is limited
to the bare minimum.

Life insurance companies should strive to
collect and analyze the reasons for a high
incidence of lapsation of their portfolio.
A few companies have implemented

practices of penalizing the distribution
personnel for a heavy lapsation. This has
certainly improved the business retention
ratios of the companies. If the distributor
has done his job meticulously by identifying
the needs of the prospect, and then
successfully completed a need-based
selling; it is less likely that the contract
would end up in a lapse. Another major
malady associated with high lapsation
ratios is rebating. When the policyholder
has been lured into buying a policy by
paying a huge rebate upfront, there is a
tendency to discontinue payment of
premiums. Further, there is also a need to
make the policyholders realize the evils
associated with making their contracts
lapse. Insurers should highlight the benefits
of the free-look period and ensure that the
policyholders really make use of it so that
any misunderstanding as regards their
needs is sought to be settled upfront.

‘Lapsation in Life Insurance Contracts’ will
be the focus of the next issue of the
Journal; and we look forward to a lively
debate on this issue.

Breaking a Promise

in the next issue...
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THE DATA STANDARDS GROUP

Key recommendations

» The group concluded that the existing
data with IRDA is of sufficient quality
and quantity for extensive data
analysis. If fully analyzed, this data can
yield critical business intelligence
which can significantly strengthen and
grow the industry by providing a
scientific rationale for most business
decisions. The group suggested that the
data submitted to the repository should
be regularly analyzed under the
guidance of a group of experts.

IRDA can make available in the public
domain, results of the detailed analysis.
The analysis must include all parameters
which are pertinent to consumers and
other stakeholders in the industry and
must be done on a regular basis.

The group suggests that process of
collecting data should be continued. In
addition, the data collection system
should be extended to cover all insurers
(both life and general) selling health
products. All insurers need to develop
the systems and processes to submit
data in the prescribed formats and at
required accuracy levels. This will
ensure that the data repository
continues to have comprehensive data
for meaningful analysis.

IRDA should maintain the data
repository and ensure compliance of
data submission by the insurers and TPAs
as per the regulatory provisions. For
the first year, the frequency of data
submission will be annual. In the second
year, it will be bi-annual and quarterly
from the third year onwards.

The group suggests that the
government should consider mechanisms
for seeking healthcare provider’s
participation in the IRDA health data
repository. The group has evaluated
health information systems of few
corporate hospitals and it is of the
opinion that providers’ data can
significantly enrich the data repository.
The group is specifically interested in
obtaining insights into disease burden,
for both the insured and uninsured
population. The group suggests case mix
reporting system by the providers, as
in other countries, as a mechanism for

obtaining data related to disease
burden.

Data from other entities like ESIS,
Railways, etc. who runs self funded
health plans could also be consolidated
in the repository.

» A common standard claims format should
be introduced for submitting health
insurance claims. This will not only
facilitate capturing of required
information but also the quick
settlement of claims. The group is in
the advanced stage of devising such a
format for consideration and
implementation by IRDA.

Unique ldentification Number: In order
to achieve high quality in the data
submitted by the stakeholders and to
ensure movement towards portability
of health insurance, it is desirable that
a unique identification number should
be allotted to every insured. This will
also prevent duplication of claims. The
group suggests such UID systems based
on biometrics (as is being done in RSBY)
or PAN number. This can be further
debated and implemented with
necessary regulatory / legal changes.

ICD-10 Codes: Standardized coding of
diagnosis (using ICD-10 codes) and
procedures (using ICD 9 PCS codes) must
be strengthened. This will require
continuous training of data entry
operators, underwriters and claim
settlement officers of insurance
companies and TPAs. Asimple drop-down
ICD 10 coding tool to assist in training
the staff of insurers / TPAs in easy
assignment of diagnosis codes has been
developed. The same will be distributed
to insurers / TPAs at a later stage. IRDA
should also coordinate additional
training.

For ensuring accuracy, completeness
and timeliness of data submission, a
regular inspection mechanism could be
considered. Evaluation of an insurer’s
or TPA’s data capturing system could
be a licensing pre-requisite. Existing
insurers and TPA’s should be required
demonstrate their IT capabilities in this
regard.

e The group suggests unique
identification of hospitals which could
be done using GIS codes.

Cll Working Groups on Health Insurance N
- Key Recommendations

« Health Insurance is generally reported
under Miscellaneous in the financial
statements. Although health is treated
as a separate vertical by most insurers,
financial statements do not list health
separately. The group suggests that
Health Insurance should be listed as a
separate line of business by the
insurance companies, for better focus
and better quality data.

Health insurance should be a focus point
for IRDA. IRDA should strengthen the
health department and also consider a
separate self regulatory organization
like a Health Insurance Council.

The group suggests a sample of 1 lakh
records be put on the IRDA website for
analysts / researchers. This will help in
improvements in quality of data.
Alternately, IRDA on request may
provide data to researchers. In the
latter case, the intention of IRDA may
be made known to all by announcing it
on its website. This should be done while
preserving confidentiality of the
insured, insurer and the TPA.

THE PROVIDERS STANDARD GROUP

Key recommendations

e The industry requires standard
definitions to enable effective and
unambiguous interaction amongst all
stakeholders. The group has provided
an illustrative set of definitions for
common terms for further deliberation
and adoption.

» Health care delivery consists of diverse
practitioners and institutions, mixed
ownership patterns and differing
systems of medicine. In such a scenario,
mechanisms such as certification,
regulation, quality assurance programs,
peer review, consumer education and
developing accreditation systems are
gaining prominence. The group suggests
that norms need to be first evolved for
categorization and grading of hospitals
for insurance purposes. The group has
suggested a criterion which can be used
by TPAs / insurance companies for
hospitals / providers. There’s a need to
ensure that the proposed standards are
in alignment with other ongoing
initiatives (e.g. National Council on

Standards, BIS, etc).




K Presently, various TPAs have developed
their own prior authorization forms. It
was suggested that a common prior
authorization form be developed. A
recommended form format was
developed by the group for deliberation
and adoption.

Standardized treatment guidelines

(STGs) can assist in bringing about

standardization of quality of care.

Therefore the group supports the

development of clinical guidelines. It will

endeavor to:

- Disseminate and advocate widespread
use of STGs including refinement in
methodology used.

- Compile a list of top 50 conditions,
most commonly reimbursed by
insurance companies / TPAs.

- Establish mechanisms for long-term
collaboration on development of
treatment guidelines and costing. This
could include identification of
potential collaborating partners /
institutions.

- It was felt that some short-term and
long-term measures to enhance the
use of ICD 10 need to be outlined.
There is a need to create training
infrastructure, modules and core
trainers. The group suggests the use
of ICD-9 procedure codes until the
procedure codes for ICD 10 are
finalized.

e The members of the group were
requested to provide feedback on the
draft Clinical Establishment Bill. It was
proposed that Cll / industry / industry
chambers could facilitate the same.

THE PAYOR STANDARDS GROUP

Key recommendations

« To ensure that customers are not
‘underwritten at claims stage’, all
health insurance business should be
underwritten at policy inception, in a
manner that is consistent with the
pricing strategy and the risk appetite
of the insurance company. The report
details the various options available for
underwriting and the link between the
underwriting approach and premium
levels paid by the customer.

Each company would be required to
specify an internal underwriting policy
framework. This policy framework
should articulate the overall risk
philosophy of the company and should
be approved by the Board of Directors
of each insurance company. The report
provides details of a best practice

framework, which can be customized
by each company.

The underwriting policy would be
captured in an underwriting manual,
which should be updated for each new
product launch - and should be included
as part of the normal file and use
process.

To support the rollout of a best practice
underwriting framework, a robust
underwriting training framework should
be developed.

Each insurer should adopt a best
practice claims management framework
to create transparency in claims
processing. Information about turn
around times [TATs] should be made
available to customers publicly and
monitored by the IRDA.

Each insurance company would be
required to create a claims manual
which would specify the claims
philosophy of the company as well as
the claims processing and management
guidelines for each product.

All commonly used health insurance
terms must additionally be expressed
in Common Business English as part of
the policy kit sent to the customer.
These are meant to be explanatory in
nature only - they do not change the
legal position of the insurance company.

A standardized pre-authorization form
should be used by all TPAs / insurance
companies.

Insurers should have the freedom to re-
price the risk at a portfolio level, at
the time of renewal. Re-pricing should
be permitted for a class of policies and
not at an individual policy level.

The group also recommends additional
focus on integration and interaction
between payors and providers.

Adoption of coding protocols; ICD 10
for diagnosis and ICD 9 PCS for
procedures by insurance companies.

Adoption of market level clinical
protocols. This helps to provide clarity
over what health insurance would
finance - for specific ailments and
surgeries, and for the development of
guidance for reasonable and customary
health expenses.

Transparency to the customer about
portability of benefits via a “Portability
Disclosure” to be included as part of
the policy terms and conditions.

This portability disclosure would specify
the extent to which a customer can
get the benefit of continuing cover:

- At policy renewal

- Across individual insurance products\
sold by the same company

- Across individual insurance products
sold by different insurance companies

THE COMMUNICATION AND AWARENESS
GROUP

Key recommendations

» Multiple awareness messages need to
be designed. The criteria which will
define the message are:

- Is the message recipient someone who
already has health cover or is an
uninsured individual?

- For uninsured individuals, initially,
messaging will target those in the
urban markets. Those in the rural
segments  will be targeted
subsequently.

The key communication objectives
should be:

- To explain what is health insurance and
how it works. The objective would be
to explain the philosophy of risk pooling.

- To educate the consumer on how to
choose the right product and how to
use it.

- To create a positive image of health
insurance and its role in protecting
against medical emergencies.

- To provide clarity on benefits of
products/services and to explain the
main terms and conditions and what
health insurance covers or does not
cover.

- To educate consumers about the
process of grievance redressal.

» A group which can launch and maintain
a sustained campaign should oversee
this initiative. This group can be
anchored by the Life Insurance Council
and General Insurance Council and can
function under the aegis of IRDA with
representatives from insurance
companies.

The channels of communication which
the group can use should be regional
media, new media, in-program or in-film
promotion and celebrity endorsement
campaigns.

The Indian health insurance industry
has grown significantly. Industry
stakeholders will now steer its future
growth through well coordinated
initiatives which seek to develop
systems and process for robust growth
and a superior customer experience.
C/l and IRDA are committed to
assisting the industry stakeholders
meet the goals specified in this
document.

Disclaimer: This document represents the views of the various working groups. These are not the specific views of either IRDA, ClI
\)r any one individual group member or the organization they work with.
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Issue focus

Health Savings Account

RELEVANCE TO INDIA

ALOKE GUPTA OPINES THAT HEALTH SAVINGS ACCOUNTS WITH TAX BENEFITS ATTACHED TO THEM ARE LIKELY TO

ENCOURAGE PEOPLE TO START SAVING EARLY FOR THEIR OLD AGE HEALTH EXPENSES SINCE THEY WOULD HAVE AN

INCENTIVE TO ACCUMULATE SUCH BALANCES.

Introduction

Health insurance in India has made rapid
strides since the insurance liberalisation
in 2001 with premiums growing from
Rs.774 crore ($181.26 million) to Rs.3,300
crore ($772.83 million) in 2006-07. Health
insurance premiums are expected to have
grown to over Rs.4,000 crore ($936.77
million) at the close of the fiscal 2007-08.
This translates into a compound annual
growth rate of around 40 per cent.
Correspondingly, penetration (percentage
of population) covered under health
insurance grew from 0.9 per cent to over
1.5 per cent during the same period, a
wholly inadequate increase considering
both, the disproportionate burden of
healthcare expenses which individuals and
households bear as a proportion of GDP
i.e., around 4.0 per cent as against the
small public healthcare spend of 0.9 per
cent of the GDP.

Despite low health insurance penetration,
the sector is plagued by growing consumer
dissatisfaction mainly due to the claims
settlement disputes arising out of
interpretation by insurers of the ‘pre-
existing diseases/conditions’. In fact,
health insurance is one of the most
litigated areas of insurance today, which
has created a ‘crisis of trust’ against the
insurers by the health insurance
policyholders. Other important issues that
are crying to be addressed by the insurers
marketing health insurance are:

Lack of adequate coverage both by way
of quantum of coverage as well as choice
of products

Escalating premiums adversely affecting
affordability of cover

‘Cream Skimming’ by insurers

Lack of transparency regarding
exclusions relating to the pre-existing
conditions/diseases

Limited or no portability across insurers,
products or from group to individual
cover

Arbitrariness about renewability and
continuity of cover

Rapid escalation of
healthcare costs in
India during the
past several years
has led to
widespread debate
and demand for
major reform in the
nation’s healthcare
delivery system.
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Need for Change - Health
Savings Account (HSA)

Rapid escalation of healthcare costs in
India during the past several years has
led to widespread debate and demand
for major reform in the nation’s
healthcare delivery system. One reason
for the increase in healthcare costs can
be attributed to increased use of
technology in diagnosis and treatment,
growing corporatisation of private
healthcare, chronic shortfall of
healthcare infrastructure leading to
quality constraints in public healthcare
delivery. To an extent, the current health
insurance regime built on the premise of
full insurance benefits i.e., no cost-
sharing in the form of co-insurances and
deductibles has contributed to price
escalation at least in the private sector
tertiary and secondary care. This has
happened because healthcare providers
normally tend to increase utilisations,
especially under third party payor
arrangements. Such arrangements obviate
the need for consumers (patients) to be
more concerned about medical expenses,
in a way insulating them from prices. This
has the effect of their not perceiving the
true costs of healthcare services, to the
society at large. Moreover, employer
funded health insurance arrangements
provide little, if any, incentive for
employees to make cost-conscious
purchasing decisions or pressure
providers for greater economic efficiency



Issue focus

With growing
medical inflation
and richer benefits
being demanded
and offered during
the annual wage-
negotiation
exercise, health
insurance burden
on employers has
considerably
increased.

in order to reduce the cost of healthcare
delivery.

The philosophy behind an HSA is that each
person or family funding a savings account
for health expenses should always carry
health insurance as a back-up in the event
of a “catastrophic” type of medical
situation. Different countries like USA,
South Africa, Canada, Singapore, China and
Hong Kong have experimented with this
concept and have achieved success in
varying degrees in HSAs being accepted as
a viable and long-term option for financing
healthcare expenses. However, there is no
uniform architecture that the various
proponents of HSA have adopted. Each of
them have adopted and structured it as
per the needs of their people.

This article, discusses the concept of
Health Savings Account (HSA) as an
instrument of meeting healthcare
expenditures and its relevance to the
Indian health insurance sector.

Health Savings Account -
Combining Health Insurance with
Savings

An HSA is a tax-exempt savings account

similar to an Individual Pension Account,
but earmarked for medical expenses.
Deposits in the account are tax-exempt
for the account holders and can be easily
withdrawn to pay for routine medical bills
HSA works in conjunction with a special
“high-deductible” health insurance policy
resulting in the provision of
comprehensive health insurance coverage
at the lowest possible net cost. The
insurance company pays for major
medical expenses (covered expenses in
excess of the deductible amount) while
the HSA account holder pays for the
‘minor’ medical expenses with tax-exempt
money from his HSA. The HSA account
holder has the freedom to use the HSA
accumulations to pay for medical
expenses not covered under the
insurance policy, such as dental, vision
and alternative medicines. Unutilized
balances in the HSA can be accumulated
towards individual retirement accounts.

HSA as it operates in different
countries

USA - Large part of health insurance in
the U.S. is employer funded group health
insurance, where premiums paid by the
employers are allowed tax privileges.
However, with growing medical inflation
and richer benefits being demanded and
offered during the annual wage-
negotiation exercise, health insurance
burden on employers has considerably
increased.

HSAs have provided a cheaper alternative
to employers in financing the healthcare
benefits of their employees. While moving
to an HSA arrangement, the employer
replaces the existing health insurance
coverage to a catastrophic cover (which
is less expensive) and transfers all or part
of the premium savings to an employee’s
HSA account as annual contribution.

Moving to HSA regime allows employees
the freedom to utilize their HSA balance
on any healthcare service of their choice,
including items which are excluded under
their traditional group insurance cover.
Further, with the ownership of funds
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resting with them, HSAs reduce the
propensity of employees to over-utilize
healthcare services, which is the case in
the traditional third party payor system.
This also provides them an incentive to
rationalize their demand for healthcare
services, since unspent amounts in the HSA
allow them to accumulate savings.
However, in case of high cost tertiary level
medical intervention, they have the fall
back option of the catastrophic cover,
which provides a safety net.

Though very limited forms of HSAs
presently qualify for tax benefits, there is
evidence that HSAs are gaining wider
acceptance and that HSAs have had the
effect of promoting more discreet health
spending, without risking employees’
health. It has also had an impact of
reducing health care costs.

Singapore - Health Savings Account,
called Medisave, is a compulsory national
health care savings programme that aims
to help residents meet their healthcare
expenses and to supplement funds drawn
from their own savings. Medisave
contributions range between 6 and 8 per
cent according to the resident’s income,
and can be used to pay for a variety of
specified inpatient and outpatient
medical services; both before and after
retirement. If money runs short, family
members can pool their Medisave
balances to pay a hospital bill. Upon
death, the resident’s Medisave balance
goes to his surviving beneficiaries.

Medisave has operated with popular
success in Singapore since 1984 as part
compulsory, funded, social-insurance
system. If a person’s account grows to
about S$ 30,000, additional contributions
are diverted to retirement savings.

Since HSA account balances were not large
enough to cover the costs of catastrophic
illness, in 1990 the government created the
Medishield programme of insurance for
catastrophic events. This is neither needs-
based nor income-based, and premiums
vary with age, but nearly 90% of those
eligible opt for it. In addition, the



Issue foc

government also established a Medifund
endowment to help provide medical care
for those with insufficient means.

China - With rising medical inflation
coupled with a growing uninsured
population, China in 1994 experimented
with the concept of HSA broadly based on
the Singapore model of Medisave. The pilot
project was initiated in 2 cities namely
Zhenjiang and Jiujiang with a combined
population of 5 million, representing about
1.4% of China’s urban inhabitants. Benefit
design consisted of three tiers i.e., HSAs,
out-of-pocket spending in the form of
deductibles, and social risk pooling. The
architecture of this healthcare financing
model was based on the premise that HSAs
would provide incentives to consumers to
be more cost-sensitive in their demand for
health services, deductibles would
promote cost sharing by patients and social
risk pooling would protect persons against
catastrophic expenses. The scheme was co-
funded by both employees and employers;
with employee contribution limited to 1
per cent and employers’ contribution to
10 per cent of their total wage bill per
annum. From the 11 per cent contribution,
5 per cent was allocated to the social risk-
pool while the balance 6 per cent went to
the employee individuals and could be used
by them to meet their healthcare
expenses.

Recognising that controlling healthcare
demand alone was not sufficient, the
government imposed limits on the use of
expensive diagnostic procedures and
medications while fixing remuneration
rates to providers and other healthcare
institutions. The experience of HSAs in
China has been rather mixed. While
outpatient utilization remained more or
less constant and hospital admissions
slightly diminished, in some areas, the
total health care spending dropped by
24.6% in the year. Resultant savings post
implementation of HSA are ascribed to the
a combination of inter-related factors such
as reduced use of expensive drugs and
technology due to the concurrent
introduction of a system of fixed charges,

cost-sharing with hospitals and high
deductibles for patients. The scheme was
expanded in 1996 to over 50 cities with
an aim to expand it to all urban areas in
the future.

South Africa - has its own version of
Health  Savings Account. After
deregulation in 1994, virtually every type
of health plan could be sold, and after a
favourable ruling from the tax authorities,
employer deposits to HSAs received the
same favourable tax treatment as
employer payment of third-party
insurance premiums.

In South Africa, HSA plans have competed
against other forms of health insurance
ranging from pure indemnity covers to
various forms of managed care formats like
preferred-provider organizations, health
maintenance organisations, etc. The
popularity of HSAs can be gauged by the
fact that since their launch, HSA plans
represent about half the market share of
health insurance as against other forms
of insurance.

In case of chronic
conditions, it is
premised that high
deductibles may
force a patient to
economise on
regular drugs,
eventually leading
to health
complications and
hence expensive
care later.
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HSA plans in South Africa typically have
varying deductibles. For example, a
representative plan has no deductible for
in-patient care (based on the premise
that utilisation of medical services in a
hospital are provider driven and that a
patient has little scope of control on any
overutilisation), as against a high
deductible for outpatient care (based on
the assertion that patients do have a lot
of discretion in negotiating with the
physician about the quality, quantity and
hence the cost of care).

High deductible also applies to medicines;
but not for chronic conditions. In case
of chronic conditions, it is premised that
high deductibles may force a patient to
economise on regular drugs, eventually
leading to health complications and
hence expensive care later.

Among the more interesting HSA product
innovations are screening programmes,
with prizes and bonuses to encourage
participation, a health information
hotline, and electronic verification of HSA
balances.

HSA - The Indian Context
Various market researches about health
insurance buying patterns suggest that
almost all large and medium enterprises
in the country provide healthcare
benefits to their employees and their
dependents, with varying definitions of
‘dependents’ being applied by the
employers. Further, there is no uniformity
in types and levels of benefits being
provided by employers - coverage is
dependent upon the industry type,
hierarchical groups within the
organization and employee benefit
philosophy of the enterprise.

However, in the individual/retail segment
of the market, health insurance purchase
is age and dependency factor driven.
Individuals gravitate towards buying health
insurance once they approach middle-age
or when their marriage ushers in the
need for coverage of the family. Both
these triggers are onset by a latent
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realization of rising incidence of life-style
diseases as well as high cost of medical
intervention. For individuals, health
insurance purchase decision is also
applied as a tax planning tool, since
health insurance premiums carry tax
exemptions.

While over the years, health insurance
has gained acceptance as a healthcare
financing tool, it has also erected entry
barriers for individuals and senior citizens.
This has happened in many ways -
arbitrary premium loadings (making it
unaffordable to senior citizens), denial of
continuity of cover due to age and high
claim ratios, and even (in case of certain
population segments) low or nil
commission to insurance agents which
effectively results in the denial of health
insurance to that population which needs
insurance the most. Further, the
psychology pervading the health
insurance purchasers makes them
‘miserable’ about a pure risk cover that
provides no benefit for maintaining good
health and not claiming for continued
policy periods.

Health Savings Account has the potential
of addressing many of the shortcomings
as mentioned above.

The first HSA type product introduced in
the Indian market was ‘Bhavishya Arogya’
(literally translated as ‘Future Health’) in
1990 by the public sector non-life
insurance companies. The coverage under
the policy was similar to Mediclaim, i.e.
hospitalisation benefits, but with the
difference that the utilisation of benefits
was deferred up to the retirement age
(vesting age) between 55 and 60 years.
An individual could enroll into the policy
anytime but with a clear gap of 4 years
between the date of joining and the
retirement age chosen. The premium
contribution could be made either
through a single installment or through
part installments over a period of time.
The basic sum insured was fixed at
Rs.50,000/- which could be enhanced by
payment of additional premium. The

The products
fall short of
customer
expectations in
terms of
coverage which
is limited to
named surgical
procedures and
a daily hospital
cash amount.

policy did not have any exclusion, not
even pre-existing conditions/diseases.
The policy could be availed by individuals
as well as groups and premium
contributions allowed tax rebates.
Importantly, the policy also had the
provision of withdrawal from the cover
with refund of premium before
retirement age or post retirement age
or in case of death of the policyholder,
provided no claim had been preferred.

The policy was not widely accepted due
to lack of aggressive marketing by the
insurers and also lack of faith of
policyholders about the insurance
companies’ capability of long-term record
keeping since computerization in the
insurance industry was just about
beginning then. Another reason for
‘Bhavishya Arogya’ not becoming popular
may be healthcare costs not having
become a cause of concern for the target
segment. Unfortunately, the policy was
withdrawn by public sector non-life
insurers. No private sector non-life
insurer as of now has ventured in this
direction.

There have been recent attempts by a
few life insurance companies to introduce
HSA type products more in the genre of
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unit-linked health insurance. However, the
products fall short of customer

expectations in terms of coverage which
is limited to named surgical procedures

and a daily hospital cash amount. Equally
importantly, the benefits under the
policies cease once the policyholder
attains the age of 65 years, after which
he is left to fend for himself since at that
age non-life health covers become out-
of-bounds for him.

A HSA can be positioned in India as a long
term health insurance plan, which not
only deals with healthcare expenses not
covered by traditional health insurance
policies, but also related to catastrophic
health conditions through a high
deductible health insurance policy. It
should also aim to provide health security
during old age through long term
accumulations. In the absence of any
public healthcare social security in the
country, healthcare expenses during old
age is a major cause of concern for the
retired persons, both in the organized
and the unorganized sector. Increasing
attempts of insurers to deny renewals to
senior citizens and imposing arbitrary
premium loadings impacting affordability
have further compounded issues and
invited judicial strictures.

There is a growing need for introduction
of HSA type product in the country.
Introduction of HSA in the Indian market
will help deepen health insurance
penetration and would offer several
advantages over the current insurance
system.

o HSAs with ensuing tax benefits are likely
to encourage people to start saving
early for their old age health expenses
since they would have an incentive to
accumulate HSA balances. An early
entry into the health insurance system
would help address the systemic and
contentious issue of pre-existing
condition exclusions.

With HSA providing greater discretion
to individuals and households on their
total healthcare spending, it is
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expected that patients would seek
greater transparency and efficiency in
the medical services accorded to them
by healthcare providers eventually
rationalizing and reducing healthcare
expenses.

HSAs would provide greater emphasis
to the insurance industry towards
reviewing the need for providing high-
risk, catastrophic policies which will
encourage individuals to self-insure for
routine medical  care. The
corresponding reduction in premium
costs would allow more individuals,
households and employers to purchase
health insurance, thus deepening
health insurance penetration.

Learning from the Singapore model of
HSA suggests that controlling
healthcare demand alone is not
sufficient. This should be achieved
simultaneously with Government
initiatives to implement health sector
reforms. The reforms should include
development of standard treatment
guidelines (STGs), accreditation of
different layers of healthcare providers,

It is important that
HSA accounts are
portable so that
employees can
‘carry’ them as they
change employers
without any
disadvantages,
probably similar to
provident fund
accounts.

adoption of DRG (Diagnosis Related
Group) and ICD (International
Classification of Diseases) coding and
quite importantly, the revival of the
Indian Medical Council of its original
charter for enforcing ethics and
professionalism in the medical
profession.

It is necessary that regulatory rigidity
should not impede development and
growth of HSA in India. The invisible
dividing line between the types of
health covers life and non-life insurers
could ride should not hold back
insurers in product innovation. Both life
and non-life insurers need to be
provided the freedom to develop and
market HSA. Life insurers need to
broaden their product offering to
include all types of hospitalisation as
well as increase age of coverage for life-
time until HSA balances are exhausted.
Similarly, non-life insurers need to
develop IT systems that allow them to
maintain long-term HSA accounts, HSA
being a long-term product.

It is time the Regulatory Authority
recognized health insurance as a
separate insurance segment and
developed a specific set of regulations
for it. With a view to promote long-term
health insurance products, including
HSA, it is necessary that health
insurance business has separate and
distinct account reporting, reserving
and reinsurance norms. All insurers
carrying health insurance business
should have health insurance specific
revenue accounts, with segregation of
management expenses and investment
incomes. Further, reserving for health
insurance business over one year term
should be based on actuarial valuation.

Since contributions to HSA accounts
would be long-term, it may be useful
to evaluate the need for a separate limit
for tax benefit. A mechanism also needs
to be developed for restricting
withdrawals from the account for
medical services only. Further,
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unutilised amounts in the HSA should
be inheritable on the death of a HSA
account holder.

« It is important that HSA accounts are
portable so that employees can ‘carry’
them as they change employers
without any disadvantages, probably
similar to provident fund accounts. Self-
employed individuals or even employees
should have the facility to open
individual accounts similar to Public
Provident Fund accounts managed by
insurers.

» Special emphasis should be laid to
popularize HSA among the individuals
working in the unorganized sector so
as to provide them a vehicle for their
healthcare financing needs.

The primary argument against HSAs is that
they would encourage people to neglect
or postpone health problems or physician
visits until they would require more
expensive emergency or hospital care.
However, this has not been empirically
established and should not deter the
Indian insurance industry to experiment
with the idea, whose time has come.
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Health Insurance Data

ENHANCING QUALITY AND ANALYSIS

ALAM SINGH AVERS THAT HAVING A WHOLESOME AND DEPENDABLE DATA WAREHOUSE WOULD SET AT REST SEVERAL

PROBLEMS ASSOCIATED WITH HEALTH INSURANCE IN INDIA.

he lack of health insurance data

in India has been cited by many

for a long time. While this would
have been true three years ago, that is
not the case any more. The data does
exist and it is of fair quality. It is also
amenable to significant types of analysis.
The recently released findings of the IRDA
- Cll data committee demonstrate this.
The committee mainly comprised of
professionals from general and life
insurance; TPAs and included select
representatives from associated fields,
such as actuarial, IT, reinsurance, disease
management,
pharmaceutical sector. The findings of this
committee were presented at a
dissemination workshop on May 9%, 2008.
This article explores the way ahead so
that the efforts of the data committee
are enriched by progressive and
meaningful subsequent efforts.

healthcare and

With de-tariffing, the importance of data
collection and data analysis for all lines
of general insurance has increased
significantly. There is now a clear need
for more effective utilization of data
analysis in the new competitive regime
of pricing where cross subsidy across
business lines is less feasible. Proper data
analysis is also necessitated by new
regulations of IRDA such as IBNR (Incurred
but not Reported) estimation and Product

Filing Requirements. It is also important
to create industry-wide benchmarks to
enable an insurer to compare its own
performance and rates with industry
standards. In light of the current
scenario, it is worthwhile to look at how
data quality can be enhanced, what type
of analysis can be conducted, how
industry benchmarks can be developed
and to understand the benefits of
industry collaboration. While most of the
concepts presented in this article hold
true for all lines of general insurance, this
article will only focus on health
insurance.

The TAC defined Health Insurance Data
Reporting Manual clearly defines health
insurance data fields and data reporting
requirements. The manual is an evolving
document, it will need to keep pace with
the changes in the industry by defining
additional data elements to reflect product
and process evolution. Data fields as
presented in the current TAC structure,
which includes policy, members and claims
datasets, is adequate for many types of
the analyses the industry needs. The
manual also establishes parameters for
improving the quality of the data and that
will facilitate more advanced analysis.
Since the TPAs did not always have all the
data, the onus of providing data has now
been shifted to the insurers. The manual
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also establishes accuracy requirements
which the insurers have to achieve. The
insurers will need to address some initial
challenges to improve data accuracy and
completion.

Although TPA systems do have many
common fields, and almost all capture
those variables which would be defined as
critical, differences still exist and are
significant. In addition, as anyone who has
had the opportunity to study a large



—l o

volume of data from multiple TPAs would
testify, the main shortcoming in the data
has been adherence to quality parameters
during the data capturing stage. Most of
these errors can be eliminated easily by
introducing validation checks and drop
downs in the data entry interface. In
addition, education of the data entry staff
on the significance of accurate data can
easily enhance data quality. A common
method for achieving quality is to log who
entered which record into the system. Data
entry staff are more likely to be careful
when they know errors can be tracked back
to them.

A high volume of inaccurate data
undermines the reliability of any analysis.
A lack of reasonability checks, prevalence
of duplicate records and inaccurate
segregation of expenses into different
benefits can significantly undermine the
data. In addition, completeness of data is
pre-requisite for effective analysis. The
variables provided in the data set should
be sufficiently populated for accurate
analysis. Some examples of common fields
which we have observed to have
completeness issues are age / date of birth
and occupation. In addition, the lack of
diagnosis and treatment information is a
major hindrance in effective analysis.
Frequently, TPAs provided broad level code
ranges rather than a unique ICD-10 code.
Procedure descriptions or codes, which can
be useful to verify the ICD codes assigned
to the claims and to populate the ICD
codes, are unavailable in many cases. Some
of the inconsistencies among the TPAs that
| have observed were attributable to a text
limit by many of the TPAs’ claim processing
software. This leads to incomplete
diagnosis descriptions. Data in the field can
be difficult to comprehend due to syntax
errors or broad descriptions such as
“Conservative Surgery”. Some TPAs provide
an additional column titled “Opinion”,
which frequently contains a combination
of a narrative description and procedural

information for records.
Occasionally, TPAs do not provide
procedure descriptions at all, while
others only record drug names. The
insurers will need to encourage the TPAs
to develop better capabilities in
populating these fields and eventually the
responsibility for diagnosis coding will need

to be transferred to providers.

some

Other fields which need to be represented
in a uniform manner by all stakeholders to
enhance data usability are: gender,
relationship of patient with primary policy
holder, unique identifier for hospitals and
city names. Some of the fields prescribed
in the Data Reporting Manual are not
always populated by TPAs. These fields are
important from the point of view of data
analysis and require more attention. They
include; date of intimation to TPA, new /
renewal status, pre-hospitalization and
post-hospitalization expenses and date of
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issue of the insurance identification card.
The demand for quality data from TPAs
will increase as the uses of data and its
analysis are better understood by all
industry  stakeholders. Although
awareness about the utility of data in
building rating structures, product design
and flexible pricing systems has increased,
the industry has still not transferred this
knowledge to action. Now that TAC has
more than 3 years of data, it is time to
devote attention to the logical next step
- proper warehousing and analysis of data.

Over time data ages and becomes useless,
so merely collecting it and storing it serves
no real purpose. The logical next step
would be to establish a fully functional
data warehouse and conduct analysis of
this data for the benefit of all industry
stakeholders. IRDA should take the lead
role in this task as the future role of TAC,
in a detariffed environment, is unresolved.
With the right tools and skill development,
IRDA can easily administer a data
warehouse, on behalf of the industry.
Current technology enables organizations
to implement data warehouses within 3-4
months and at very low costs. The
challenge is not one of a viable solution,
cost or skills. It is of administrative and
internal hurdles. These must be overcome
in the larger interests of the industry.

A data warehouse is very different from
data which is merely stored in a database.
A data warehouse solution has in-built
intelligence. The business logic integrated
into a data warehouse reflects decades of
industry experience. Generally a data
warehouse has multiple features and
clearly defined operational stages. A data
warehouse receives data files in pre-
specified format that are then processed
for integration into the data warehouse.
The processing includes attribute analysis,
completeness, uniqueness and business
rule compliance test on the data. Then
the data is profiled and the extraction
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transformation and loading (ETL) routines
are executed on the data. The data
warehouse engines process the data and
insert it into the base repository.
Subsequently data marts are created that
are subject area specific. The data
warehouse decision support system and
executive information system uses the data
marts and online analytic process (OLAP)
cubes to generate structured reports. In
addition, it has features that enable the
user to drill into the data. Data warehouses
are designed for the end user, most of the
CXO level reports are available through a
dashboard and detailed intelligence can be
accessed by a few simple clicks of the
computer mouse. Data warehouses deliver
actionable information to decision makers.
The data warehouse can also be utilized
to develop industry benchmarks, to
facilitate capture of richer data which
enables deeper analytics and to enable
status monitoring, in virtually real time. A
robust data warehouse can support all lines
of general insurance business however in
this article we focus only on health.

The data presently available represents

a very good data source that could be
used by the Regulator and the insurers
to conduct their business in a more
informed way. Well organized and
complete data can yield valuable insights
to the industry stakeholders. It can
facilitate basic level of analysis, including:

o Assist the regulators and insurance
company senior management in
evaluating corporate performance.

o Perform most rating and underwriting
analyses including experience rating,
classification and segmentation analysis
and internal tariff development.

 Work with the finance function to
evaluate the company’s liabilities for
financial reporting.

» Work with marketing / sales and
underwriting to establish proper
pricing for all products.

« Assist the provider contracting function
in establishing fair yet competitive fees
to pay providers and begin to
understand practice pattern
differences among providers.

One very important purpose of data
analysis is to support the marketing and
sales functions by assisting in the
development of rates for new products.
With a data warehouse this information
can be unlocked from an insurer’s current
book of business. In India, we are
imagining first a gradual and then a more
radical experimentation with new
product designs. At first, such benefits
as:

» changes in sum insured
» new floater methods

 inclusion of outpatient or general
practice service

« inside caps on payment per day of care,
(is already happening by way of room
cost limits etc.)

« inside caps on payment by type of case
« inclusion of preventative services
« inclusion of wellness benefits

can be developed by utilizing the
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currently available data. One limitation
that individual industry stakeholders
would experience when their analysis is
only based on their blocks of business is
that their current book of business may
not be representative of the customers
in the broader national market. Analysis
of limited data is susceptible to influences
by outliers (data which is at the extreme
of the spectrum). A larger data set, based
on collective pooling by insurers, would
give more insight because it would be
statistically credible. If the complete set
of health insurance industry data is loaded
into a warehouse which all insurers can
access for aggregate level analysis, without
compromising confidential or competitive
information, each insurer would benefit.
An industry wide data bank could facilitate
the following analysis across the industry:

» Developing benchmark cost for different
benefits structure.

Analyzing the cost differentials across
different geographical regions.

Creating benchmarks for payments to
providers for different services.

claim

Creating benchmarks for
settlement delay.

Creating industry-wise development
factors to calculate estimated
outstanding liability which may be used
to help assess the financial health of an

insurance company.
e Helping in the assessment and

development of solvency guidelines.

Helping to establish industry-wide cost
and utilization trends.

Exploring the option products and
features like MSA (Medical Saving
Account), deductibles, co-payment,
coinsurance etc. which may not be
credible when developed at the
individual insurer level.

Pooled data can also be utilized to develop
richer rating manuals. These help insurers

to establish and maintain rating
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approaches for initial (new business) and
renewal (continuing business) rating.
When reliable and credible experience
data applicable to the group or block of
business is available, an actuary is likely
to conclude that such experience data
is an appropriate basis from which to
develop premium rates.

A foundation of high quality and complete
data is the basis of all lines of insurance
business. No individual company can have
data as rich as the industry’s collective
data sets, so mechanisms of data pooling
and sharing can benefit all participants.
The ideal way to facilitate pooling is to
build a data warehouse to which all
participants can have access. The data
warehouse can function as the insurer’s
own dedicated data warehouse (giving
them access to all of the data from all the
TPAs they interact with) as well a
benchmarking platform that provides
access to blinded data from all other
insurers. The data warehouse can be run
as a service to the individual insurers thus
reducing the cost of data warehousing

for each insurer. With minor safeguards
it is very easy to ensure that the data
warehouse does not provide access to
any confidential information. Identities of
the insured, the insurer and other
confidential information will not be
available to users of the data warehouse.
This information can be easily masked.
Another major issue which a data
warehouse would resolve is the allocation
of unique identifier to each policy holder.
All credible data warehousing platforms
have this capability. It will be a critical
mechanism for tracking utilization
amongst the insured population over
time. Some of the unexpected benefits
will include the ability to help the
industry understand the long term effect
of various forms of treatments for a
particular condition and to do long term
provider quality analysis. In addition, since
the data warehouse also contains the
medical information of individual policy
holders, it effectively creates a personal
health record for each policy holder. This
can be very beneficial in the long run for
the policy holder.

The industry wide analysis, based on a
large pool of data, would yield very useful
insights for all the stakeholders. It has
often been indicated by existing industry
leaders that they oppose pooling as it will
benefit newer players more than it may
benefit them. This competitive concern is
legitimate and needs to be addressed. Data
pooling has to be driven by a visible and
tangible principle of “Benefit for
contributors” (BFC). Contributors who
pool data have to be rewarded by access
to a significant amount of analytical
output that must have tangible business
use. In addition, the aggregated data can
be utilized to develop industry
benchmarks so that contributors can
benchmark their own performance
against the industry. Participation will
benefit all the participants, in the
immediate and long term future. Additional

benefits of a data warehouse include its
ability to function as a repository of
denials. The insurance industry deals with
two types of denials and it is important
to track both. They are denial of coverage
upon application or cancellation for
cause and claim denial. Denial of coverage
data would be shared to ensure that a
customer does not misrepresent
information to another insurer to obtain
coverage.

A common method of tracking this is for
the insurers to forward information about
coverage denial to a data warehouse which
can then be queried by other insurers.
Denials must be reported immediately as
the customer will seek coverage elsewhere
after concealing information which caused
the first denial. It is common that denied
claims are reported along with approved
claims by TPAs. One potential issue which
exists is multiple claims by one insured
person, with different insurers, for the
same claim event. This would be
characterized as fraud and is a great threat
to the insurance industry in India as it is in
other countries. Insurers will not typically
write a policy for someone who already
holds one because of the potential for
moral hazard from over-insurance. That is
a person holding two or more policies and
actually profiting from a claim event. This
is very hard to prevent in the case of
cashless treatment without provider
collaboration, but is possible to detect in
the case of policy-holder filed claims. An
effective data warehouse can help identify
claims to multiple insurers by a single
policy holder and can be used to help
detect other potential cases of fraud.

In the initial stages, the data warehouse
will require resource allocation which some
stakeholders might not be willing to make
until its benefits are visible. The incubation
period will require sponsorship. However,
sponsorship by the industry or Regulator,
must be complemented by stern and
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enforceable directions to obtain industry
inputs and compliance in a time bound
manner. In other words, the initiative must
be designed in such a way that no entity
or person can stall or derail its execution.
The ideal business model would involve
IRDA as the lead agency sponsoring the
incubation, a vendor who is willing to build
/ operate / transfer and an industry that
has the foresight to support the initiative
and comply with data delivery guidelines
in return for actionable intelligence. The
vendor must present a model to IRDA based
on capacity building for long term
management and sustainability. IRDA
should be able to recover costs incurred in
providing this service thus making it a
viable and sustainable service. The cost
recovery would be in the form of fees for
providing a managed data warehousing
services to individual insurers. Availing of
a service would enable the insurers to
save money as they would not need to
invest in hardware, software or manpower.
They would just pay a quarterly or annual
service charge. Since the data warehouse
would be a consolidation point of each
insurer’s data they would desire to have
access to their own consolidated data,
analytical reports,
comparisons as well as access to features
that enable them to drill into the data.
This will assist health insurers in
developing provider contracts, rating
manuals, underwriting guidelines and
service level benchmarks. Access can be
rights based and provided by a web
interface.

benchmark

Since the data warehouse would also
enable IRDA to perform its regulatory
duties more efficiently, it should also be
an internal client to the data warehousing

initiative. A vendor can be given an
incentive to develop a sustainable
business model. This incentive could
include a share of the revenue that IRDA
is able to generate from the rendered
services, for a limited period. The vendor
must enhance capacity and capability of
the data warehouse as the industry grows.
The vendor may demand an initial amount
as a set up fee or a guaranteed revenue
sharing model. Since large amounts of
data will require more hardware, system
capabilities and staff (analytical &
maintenance), IRDA might not want to
invest in a system which caters to
unpredictable future demands. Therefore
it might be desirable to develop a fee
model with a vendor which
subsequent payments to the number of
covered lives for which data is warehoused.
IRDA should have a Service Level
Agreement (SLA) with a vendor which
should focus on system capabilities and
performance. The vendor should be
allowed to deploy hardware and systems
of his choice, as long as performance
exceeds SLA terms. It might be desirable
to have this capability built onsite at IRDA.
The IRDA staff should receive concurrent
training by the vendor. After a certain
period the IT system can then be managed
by IRDA.

links

The mid-term goal would be to have a self
sustaining service being implemented by
IRDA. In the long run, the data warehousing
body might become a typical non-profit
entity functioning for the industry.
Analytical capabilities can be transferred
to this entity. The benefits will be visible
and quantifiable. Business intelligence
delivered by the data warehouse will be
useable for product design, pricing and

claims management. It will help insurers
develop financially sound products. It will
also assist the industry in having more
harmonious relationships with consumers
and judiciary as the data would be very
useful in explaining industry actions. Other
entities, such as the Ministry of Health and
Family Welfare, would also benefit from
such a data warehouse as it would give
them insight into population disease
burden and healthcare utilization patterns.
Participation in a data warehousing
initiative would be financially beneficial
to all stakeholders. That, after all, is
perhaps the key yardstick to measure the
success of such collective actions.

The author is the Assistant Managing
Director of Milliman in India.
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Health Insurance Underwriting

SHouLD INSURERS REVIEW THEIR APPROACH?

G V RAO WRITES THAT IF THE INSURERS DEMONSTRATE A LITTLE MORE POSITIVE APPROACH IN THEIR PRACTICES,

HEALTH INSURANCE IS BOUND TO SCALE NEW HEIGHTS.

Health insurance booms

The astonishing growth in health
premiums in the last three years is a
remarkable feature of the recent
developments in the Indian non-life
insurance sector. And this phenomenal
growth has taken place, despite what is
being presently practised by insurers;
such as raising premium rates steeply,
disputing claims on the ground of pre-
existing illnesses, refusing to renew
policies on frequent claimers, insisting on
equivalent sums insured for each family
member that is insured, making portability
of health cover difficult etc. What does
one make of this paradox that, despite
such underwriting restraints, there has
been an unabated consumer demand
for it?

The health premium, which was about
Rs.2,200 crore in 2005/06 rose to Rs.3,200
crore in 2006/07; and it further rose to
Rs.4,800 crore in 2007/08. That this
growth has happened, in the context of
the overall market growth having fallen
to 12 percent in 2007/08, from the high
growth of 22 percent in the previous
year, is another special feature.

The rapid growth in this portfolio in the
next few years, it would seem, is almost
unstoppable. Health insurance segment
is estimated to grow to about 25 percent
of the total market of about Rs.45,000
crore in a span of next three years. How
should insurers deal with this complex

situation? Do they have a corporate
marketing and underwriting strategy?

Contrasting market perceptions
among insurers

The non-life insurers now seem to have
a real dilemma on their hands. A portfolio
they had prioritized as low, for their
business growth, is booming, as never
before. Life insurers, and other
standalone health insurers, have come
in to field, as new entrants in to this
segment, despite its proven past record

of ugliness of claims and 100 percent plus
losses. What makes this portfolio
attractive enough to new players, when
the non-life insurers that had transacted
it in the past had derided it, as not being
good enough for their corporate health?
How should they respond to these new
market challenges thrust on them?

Health insurance premiums of Rs.4,800
crore in 2007/08 constitute about 17
percent (up from 13%) of the total market
of about Rs.28,000 crore. It ranks as the
second biggest portfolio in the Indian
market, next only to motor that forms
about 45 percent. What has caused the
upsurge of public interest in health
insurance from the buyers?

A few basic issues of concern
Age-band to which an insured belongs
alone is the current underwriting
consideration to quote a premium rate.
Life style, hereditary factors and other
individualized risk factors do not matter
sufficiently to insurers to write this
business, as exclusively individualized.
Homogeneity of risk group for rating is
based on age; and it continues to be so.
It has not evolved over the years due to
their inability to collect experience data.
Risk discrimination within the age group
is not made. That is a major issue for
insurers.

Each insured in the health segment is a
unique risk irrespective of his/her age
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and that is why in health insurance,
underwriting and pricing risk factors
properly is even more important than in
any other segment of business. There are
no risk management measures an insurer
can possibly suggest on the life style of
an insured, nor can there be an audit of
what precautionary measures for wellness
an insured takes on his own. The point
made herein is that careful underwriting
has a major impact on expected
outcomes; more on this later.

What this article addresses

The article seeks to address a few of the
issues, which non-life insurers have
presumably missed out till now. They need
to change their business behavior, as
health insurance has always been a loss-
making portfolio, under free pricing
regime; and hence it has always been
more amenable to improved product
design and rating, superior underwriting
standards and innovative claims handling.
What has caused the sudden upsurge in
demand?

Why this sudden upsurge?
The ripple effect of the growing Indian

economy is seen in the rapid rise in the
number of persons buying health
insurance covers, for themselves and
their dependents; ahead of even
considering their buying life insurance
covers. It is as though there is a race
running between buying life insurance
and buying medical insurance covers, and
as to which of the two is a better primary
protection for the income-earning
younger population, and the ever
expanding health conscious retirees and
the oldies.

Another reason is the deployment of life
insurers into the health insurance field,
and the emergence of new stand-alone
non-life insurers that have considered
health insurance business, as a
commercially feasible proposition for them
to enter this exclusive domain. The IRDA’s
insistence on each of the life and non-life
insurers to have a minimum premium from
rural businesses and persons, has set the
scene for fuelling further growth in the
rural health insurance business. How do
current insurers view and evaluate this
emerging situation?

Attitude of non-life insurers

It is a pity that non-life insurers, who
pioneered the individual health insurance
cover, have not been able to come to grips
with the technical and managerial
intricacies of handling this galloping health
portfolio. When that happens, as it must,
there would be another growth trajectory.
Their current passive attitude of merely
providing a cover must change into fuelling
a growing demand for it.

The containment of claims cost is their
biggest challenge. And with the right mix
of product design and an alignment of
interests between them and the service
providers, it should be possible to write
the business profitably. Insurers today,
voluntarily, have relegated themselves, as
passive paymasters, with no role in the
claims process and with no customer and
medical data available with them. In the
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current system, there is no scope for
their learning the business intricacies
involved.

Peculiarities of premiums-claims
data

One peculiar feature of the health
insurance business transacted, till now,
is its unusual criterion of low frequency
of claims at about 6 percent, while the
average severity of claims s
disproportionately high at about Rs 22,000
(average premium per individual is about
Rs 2000) resulting in the claim ratio of
110 percent for insurers. A few claimants,
of about 6 out of 100, are cornering the
total premiums paid by the 100. An
unanalyzed majority are just premium
payers. Insurers have not been able to
capture the characteristics of the large
silent premium payers and the minority
claimants.

The evidential data cited above can be
extracted in detail from the statistics put
out by the Tariff Advisory Committee on
its website. It is rather surprising that
though the TAC has put this information
on its website, it is not known to many
staff of the insurers, and much less has
the information been analyzed for
understanding the trends. Insurers need
to analyze the data before making
assumptions that forms the basis of policy
making and business strategy.

Insurers are now confronted with a
situation in which they are losing money,
on a portfolio that is set to grow even
faster, and is likely to become even more
competitive, and perhaps profitable
under revised circumstances of new
product design and stricter underwriting
criteria.

Do insurers understand market
dynamics of health insurance?

Insurers have regarded underwriting
health insurance business, as akin to
underwriting personal accident or
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homeowners insurance covers. Even these
covers are just accepted but not
underwritten. Following detariffing,
insurers have discovered that they have
yet to learn the art of underwriting even
basic risks in fire and engineering. To
expect them to do medical underwriting
skillfully is too much for any one to
expect. Insurers must know their current
underwriting limitations and start learning
to do professional underwriting through
acquiring the expertise needed.

Secondly, insurers should go beyond their
current role of offering financial
protection against health risks. They must
get involved in the selection of the
service provider, in the nature of
treatment necessary and prevent
excessive usage of medical services either
by the insured or by the service provider,
who has a natural tendency and incentive
to do so.

The current mindset of routine medical
underwriting has debilitated insurers,
from understanding the market dynamics
of how health insurance business
operates. Insurers have currently little
control on claims processing that is now
determined by the insured claimants and

the service providers; one is interested
in complete cure and the other in the
usage of its medical services available. In
most cases, the upper policy limits
operate as service provider’s minimum
ceilings on claims, with little financial pain
for either.

This dynamic has to change perhaps by
making the claimants, as co-insurers and
involving them as joint insurers, at
reduced premiums. The silent majority
of premium payers - but not the minority
claimants - would second the move. The
informational asymmetry in health
transactions among the insured, the
provider and insurer is rather wide. The
value chain is driven by the health care
provider, and realized by the insured
patient, but at the cost of insurers. The
medical management of treatments given
to a patient is not standardized; and
hence it is subject to supply-induced
excessive medical services. Insurers’
inability to influence clinical decisions
of the service provider is another factor
of asymmetry.

Patients, once they are insured, demand
the best of medical services that medical
technology can provide them (ex-post
moral hazard) once they need medical
attention. Within the hospital the
numerous medical treatment agencies try
to gather medical information afresh, as
the patient is passed on from one medical
services’ supplier to another, raising costs
of treatment, on one single patient.
Multiple-decision making processes at the
service provider’s place causes
inefficiencies and high costs.

While insurers are subject to statutory
regulation, the other links in the health
care delivery chain like the service
providers, the suppliers of medicines and
its distributors are not. This makes
accountability of these links more
diffused. These issues need to be
addressed. Insurers must devise innovative
means to tackle these challenges, with
the twin objective of quality patient care
and the containment of claims costs.

28

Insurers should stop regarding themselves
as victims of a sophisticated group of
customers out to fleece them of their
profits of the health insurance business.
How to make both the insured and the
insurers, as winners of their mutual
transactions, is the sole responsibility of
insurers, who lay down all the norms in
the customer recruitment program of
theirs. What aids are available to them

What aids are available for loss
control?

Insurers are expected to align the
interests of the service providers, the
insured and their own to establish best
practices and arrange for high quality
treatment for an insured patient. Medical
management, without sacrificing a
patient’s health care treatment, and
without affecting the clinical freedom of
service providers has to be learnt and
practiced at one level. The current
involvement of insurers in this process
is nil.

The second is to use the tools of product
design, benefits covered, rates, renewal
terms, deductibles, co-payments and
reimbursements to influence the
behavior of both the service providers and
the insured. Underwriting is the stage
where the selection of the insured, the
product benefits, the pricing structure,
claims processing, selection of service
provider and the sharing of claim amounts
between the two must be determined.

If these tools are not used, one should
not blame the insured. Medical
underwriting is not akin to underwriting
fire and marine risks. It is at the stage of
recruitment of customers that insurers
should exercise all the underwriting care
they think would benefit both. If the
process of recruitment of customers is
made easy and automatic, insurers cannot
obviously blame customers, as they do
nNow.

As always, underwriting is the key, as
there are no clearly defined
homogeneous groups for rating; the age-
band grouping used should be modified,
based on each insurer’s perceptions of
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Every contributor in
the value chain must
be milked for
concessions to
reduce the claims
costs that make the
premiums less
unaffordable.

risk factors to be identified for loadings
and discounts. Claim settlement
agreements should be determined at
acceptance stage. Hence health
insurance underwriters should be
separately trained.

The choice of the selection of the service
provider may be left to an insured, while
influencing and determining the benefit
packages available at such selected
service providers, which should be done
by the insurers. The present practice of
the choice being left solely to insured,
without his having to pay for his selection
is a reason why the insured goes for the
most expensive hospital. Premiums have
to be differentiated depending on the
choice of service provider made by the
claimant.

Insurers must negotiate the medical
treatment charges on a preferential basis
with the service provider, in return for
its patronage. The clinical freedom
available to doctors must be allowed to
be exercised with more care and
deliberation. Insurers must be seen as
watching the process to ensure that this
does happen. With more claim monies
flowing to service providers, time has now
come for insurers to exercise their
choice in the selection of the right and
trusted service providers and to
negotiate smart remuneration schemes to
align mutual interests.

Insurers must also engage with the

manufacturers of medicines to give them
discounted rates on proof of consumption
of their products, even post-consumption.
Every contributor in the value chain must
be milked for concessions to reduce the
claims costs that make the premiums less
unaffordable. It requires an eagle eye to
spot opportunities for such concessions.
Self-interest guides the health
transaction; and if insurers through their
lethargy want to miss out on saving costs,
they have only themselves to blame.

Insurers should collect, analyze and
interpret data to improve pricing, risk
management and governance, as a part
of their administrative process. To
increase efficiency, insurers should
consider implementing standardized
disease treatment and procedure coding.
‘Case management’ that is avoidance of
the excessive use of same tests by
different wings of the same service
provider for diagnosis is an issue before
insurers for resolution. “Disease
management”—treatment of chronic
diseases of patients for alleviation, and
not cure, is another issue before insurers
to resolve.

What can the Govt. do to
stimulate growth?

In the Middle Eastern countries, it is
mandatory for all employers to meet the
healthcare costs of their employees. The
Indian Govt. that is interested in providing
healthcare provision for its citizens must
make it mandatory for all the listed
companies in the Stock Exchange to
provide all their employees a mandated
healthcare provision, whether it be by
insurance or just meeting the medical
costs of an employee, as long as he/she
is employed by the employer. This single
measure would boost demand for health
insurance making reduction in premiums,
a distinct possibility. It is for the 40 odd
insurers in the market to lobby for it.

Secondly these insurers must also lobby,
year after year, for waiver of service taxes
of 12.36% on health premiums, as it is
unfair for a Govt. that swears the best
interests of its citizens as guiding its

irda journal @

A

heart, to financially benefit out of the
self-induced desire of its citizens to seek
a healthy life, without any Govt.
intervention and support. The consumers
are not organized; hence it is for insurers
to take their cause.

Final word

No non-life insurer can shy away from
transacting health insurance business,
when more and more insurance providers
are entering this field. It has gained an
unstoppable momentum of its own. It is a
portfolio that would also lead to creation
of greater insurance awareness of other
insurance covers. It is retail, and not
corporate health insurance, we are
referring to. It is necessary to sail on the
wave of demand for health covers that is
consumer-driven. Insurers have to learn
to adapt to the emerging market realities.

But to write it profitably, insurers would
need to understand their health business
intricacies better; and they must create
a value chain of quality patient care, a
service provider that is more professional
than commercial and impose underwriting
standards that lessen customer moral
hazard and keep the health insurance
rates affordable to the largest majority.
Involving customers in claims negotiation
with service providers through
deductibles and co-payments would
eradicate numerous moral hazard issues.

Insurers must also make products
affordable, acceptable and accessible to
rural folk. A partial indemnity at affordable
rates—just like the Janata Personal
accident cover—is the urgent need of the
rural folk. Insurers have to approach their
business potential more innovatively and
more aggressively, and come out of their
passive roles as mere insurance providers,
responding to demands made on them.
They should create the demand for their
products and services. Is this too big a
challenge for them? Not for all the
insurers, the writer hopes.

The author is ex-Managing Director and
CEO, Oriental General Insurance Co. Ltd.
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Developing Sustainable
Health Insurance in India

| EARNING FROM INTERNATIONAL EXPERIENCES

R.KRISHNAMURTHY AND GAYLE ADAMS EXAMINE THE KEY ACTUARIAL AND BUSINESS PRACTICES IN THE BUOYANT HEALTH

INSURANCE SECTOR.

mild explosion in the Indian health
insurance market has begun since
the time IRDA announced three
major policy changes about three years
ago, sending strong signals about the
‘development’ role of the regulatory body.

First, the recommendations of the
committee set up by IRDA to examine the
status of health insurance had strongly
favoured a set of regulations governing
this segment, along with a call for lower
capital and solvency requirements.

Second, faced with the slow start of
specialized health insurers, and with a
view to promoting competition among
existing players, the regulator has allowed
life insurers to offer pure health
insurance products without death benefit
cover. This is a major departure leading
to life insurers who were offering scores
of health riders, often highly priced and
poorly sold, to actively look at the health
insurance segment.

Third, the regulator has opened a major
opportunity for stand alone health
insurers in the area of distribution. Health
insurance companies are allowed to
engage the services of agents licensed
for life or non-life distribution in addition
to building their own feet on street, thus
enabling a new generation of health
insurers to widely exploit the distribution

channels to offer affordable health
insurance products to all segments of
population.

With the above changes and the
additional tax-supported incentives
announced recently, health insurance has
become an industry buzz word. There
has been a proliferation in both products
and the suppliers, accompanied by rapid
premium growth, leading to huge (and
sometimes fancy) expectations in the
period ahead.

Indian health funders and providers have
now a valuable opportunity to achieve the
‘leap frog effect’. What the health
insurance market in India will look like in
the next 10 to 20 years depends very much
on the evolution over the next 5 years.
Sensible actions now can mean that there
can be a thriving, successful, high quality
health delivery and financing market that
is a significant societal asset as well as a
source of good business opportunities.
Conversely, poor choices now can lead
to a smaller disgruntled insurance market,
unviable products and a distorted and
inefficient health care system.

Current status

Insurers in India have generally sought to
adopt overseas product features and
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management practices. However
successful evolution requires more
than this. This is partly because each
health care market has unique
characteristics and drivers, and most
countries do not perform all aspects of
health insurance well.

Sensible actions now
can mean that there
can be a thriving,
successful, high
quality health
delivery and
financing market that
is a significant
societal asset as well
as a source of good
business
opportunities.
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Many overseas insurance practices reflect
the insurers’ unique history, legacy issues
as well as specific regulatory restrictions
and value systems of the country. Even
within small, relatively homogeneous
countries with fairly common products
and practices; there are wide variations
in medical indemnity experience and
attitudes between regions. Also the
underpinning health delivery system is
itself undergoing fundamental evolution.

The ‘new’ insurance products that are
on offer in India are across the continuum
from indemnity medical insurance for
specific expenses with relatively small
frequent benefits such as Medicaid, to
lifestyle/income support products for
specific infrequent conditions such as
with critical illness or disability income
products. Many products and associated
initiatives have been based on overseas
practices with varying degrees of success.

The degree of senior management
attention in most Indian insurance
companies in the matter of health
insurance products and their inherent
skills and expertise differ significantly.
This has led to a wide variety of practices,
standards and product features even
within relatively similar product groupings.
As what might be expected in such a
young and diverse market, the soundness
and competency of implementation and
management of these initiatives has been
variable; reflecting the different core
competencies, experience, internal skills
and resources.

The rush to diversify into personal lines
of health insurance and offer innovative
features by most players has resulted in
some teething problems and tensions
between different stakeholders.
Examples are the increasing market
unrest as insureds find unexpectedly that
their existing conditions are not covered,
the 50% lapse rate noticed on some health
riders, and pressure for insurers to offer
long term rate guarantees on products
where claim frequency can be expected
to vary unpredictably, usually increasing,

The rush to diversify
into personal lines of
health insurance and
offer innovative
features by most
players has resulted
in some teething
problems and
tensions between
different
stakeholders.

with the development of the health
system.

Key risk management issues
With a large range of products that are
considered health insurance, it is worth
conceptualizing a framework within
which to consider them. One framework
is to consider the purpose of the product
such as whether the benefit is intended
to cover (i) a specific type of expense
(targeted small frequent benefits) or to
(i) more generally provide income/
lifestyle support (untargeted large
infrequent benefits).

The form with which the benefit is paid
can also be a useful division, for example
whether lump sum (critical illness,
medical indemnity) or annuity (disability
income, some hospital cash products).
Benefit purpose and type have a
significant impact on product
management from underwriting,
distribution and claims management. The
features and management of products
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towards the indemnity end of the
spectrum are significantly different from
those at the lifestyle/income support end
of the spectrum.

From an actuarial management
perspective, there are several important
differences between the medical
indemnity and disability income ends of
the spectrum that impact product
management. These include:

e The concept of an insured event: This
is less clear and can change implicitly
over time, comparable to a changing
“basket of goods”.

For example, over time the proportion
of x-rays and open heart surgeries
reduce, while MRI’s and angiograms
increase. This is unlike motor insurance
where a stolen radio cassette player
does not get replaced with a state of
the art DVD sound system. In life
insurance, the concept of death is
fairly well defined!

This happens even when underlying
morbidity claims experience is stable
because benefits depend on medical
practice patterns that change over
time and is to some extent influenced
by provider supply and availability. New
treatments are regularly introduced
and increases in private healthcare
capacity change the frequency of
insured events, such as increases in the
number of bed days per insured
population.

An often volatile and significant claims
escalation trend: Life insurance
experience tends to slowly improve
over time while hospital and medical
insurance based products are often
subject to large, rapid changes in
experience. Claims can increase by
more than 15% in a year and long periods
of sustained increases have occurred
in many countries.

The claims trend is only partly
influenced by inflation and even health
cost inflation. This can make it difficult
for policyholders to understand the
need for rate increases, often causing
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the public perception that insurers are
profit mongering.

This volatility has significant implications
on product design and customer
communication. Insurers need to be
careful on premium guarantees that
they may be prepared to offer. Product
profitability needs to be reviewed at
least annually, and sometimes quarterly,
and efficient internal systems such as
premium rate increase processes are
required to react to deteriorating
experience in a customer friendly
manner.

Where there are premium guarantees,
considerable care is required when
assessing the longer term down side
risk, the implications on the required
capital for solvency and appropriate
return to shareholders. In other
markets, insurers have sometimes made
significant losses by offering premium
guarantees and then incurring
unanticipated high levels of claim
escalation.

Some customer discretion about
whether an insured event will actually

Care needs to be
taken that there is
not an over reliance
on overseas
underwriting manuals
because the impact
of particular
conditions can be
very different
between countries.

occur. The mere fact that a customer
takes out a medical indemnity policy
can increase the chance that an insured
event will occur. This is because
reimbursements are based on
occurrence of medical expenses and
not the occurrence of morbidity. A
customer suffering pain may choose to
get an expensive procedure if the cost
is covered by insurance while they may
not if they need to lose their family
savings to fund the procedure. A
customer is unlikely to die earlier
because they take out a life insurance
policy (self harm and poor underwriting
aside).

High volume of small claims. The
different size and frequency of medical
indemnity claims has significant
implications for product management,
especially for claims, actuarial and
operations. The organisation needs
to have extremely efficient and timely
back office claim payment systems.
Smaller claim sizes often mean that
there can be delays of several months
before insureds submit their claims.
This makes it important that actuaries
use appropriately sophisticated
techniques in calculating outstanding
claim estimates or risk making
unexpected losses or undercharging
premiums.

Slow claim turnaround times results in
poor customer satisfaction, bad press
and even damaging rumours about the
insurer’s financial condition. Conversely
good claims service is often a major
point of competition.

» Less knowledge of impact on claims

costs of particular risk factors. For
example, there is much knowledge
about the impact of high blood pressure
on mortality but much less on what and
when the impact will be on medical
costs. Also relatively trivial conditions
like asthma may have negligible impact
on mortality but the cost of annual
maintenance medication can be a
significant proportion of the health
insurance premium.
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Because of this, insurers often rely
heavily on exclusions as opposed to
premium loadings when allowing for
differences in risk profiles. Care needs
to be taken that there is not an over
reliance on overseas underwriting
manuals because the impact of
particular conditions can be very
different between countries.

Life insurance companies venturing into
health insurance segment would
appreciate that some aspects of life
underwriting are unsustainable where
there is a greater reliance on self
disclosure, claim validation, product
level exclusions and waiting periods. In
health insurance, the insurer is more
exposed to asymmetrical knowledge
about the risk.

Data requirement to properly manage
health business is extensive and
detailed. Population data is less relevant
to insured experience and morbidity is
only one of the claim drivers, with
medical practices often being a more
significant driver of claims experience.
The extent of preparations for data
capture and analytical capabilities are
raw in most new companies. Trend
analysis in health insurance is more
complex and experience harder to
understand.

India needs customer-friendly
products

Like all forms of insurance, it is essential
for basics to be performed well in the
health insurance segment. Basics that
require special emphasis include sound
product design, efficient and fair claims
management, appropriate distribution,
strong actuarial and financial control and
effective underwriting.

Fundamentally, India needs simplicity of
concept in product design with benefits
that are clearly understandable by
policyholders. A major source of
customer discontent, poor press and
cause of adverse regulation in various
markets is caused by customers not
understanding the scope of benefits
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under medical insurance cover. Though
not a direct parallel, one is tempted to
draw a comparison to the evolution and
growth of unit-linked investment schemes
in India during the last few years with a
complex array of products and designs
which few policyholders understand
clearly, with regular reports of mis-selling
and poor customer management. There
is a need not to make this ‘mistake’ in
the new health insurance segment.

Companies should seek to describe the
practical implications of the cover in a
sentence or two of simple English (and in
vernacular languages) and not allow them
to be hidden behind a myriad of inside
limits or obscure medical terminology.

It is important for both claim control and
society that product design encourages
sensible medical practices and utilization.
Well designed risk sharing features such
as co-pays, excesses and co-shares are
obvious valuable and sound tools. Profit
sharing arrangements with provider
groups can also be useful in obtaining
efficiencies. In these situations, it is best
if insurers work constructively with
providers as partners with the intention
of achieving best efficient practice.

Relevance of wellness-based
initiatives

At the early stage of health insurance
market, Indian insurers should design
products that encourage sensible health
care delivery and, where possible
prevention.

The concept of building prevention or
wellness features into products is
attractive intuitively both from marketing
and claims experience view points. There
has been much discussion in overseas
markets about various forms of wellness
initiatives that expand basic health
insurance cover. These range from health
screening, annual health checks, disease
management programs and medical savings
accounts.

The insurer should
check that expected
savings in future
claims from better
health will be
generated over a
reasonably short
period.

It is relevant that the wellness initiatives
in mature overseas markets are driven by
a variety of reasons such as:

 Desire to reduce premiums by reducing
claims costs

» Respond to policyholders’ desire to
make use of their policy even if not sick,
or to be rewarded for their perceived
better health risk or lifestyle

e As a clever marketing hook to promote
product sales

o To improve the insurers’ public image
by seeming to be ‘caring’.

Some initiatives have been universally
successful and others not so successful.
The underlying reasons are varied and may
not always apply in the Indian context.
The more complex initiatives such as
disease management programs have
generally been introduced in mature
markets.

From an actuarial angle, insurers should
consider the cost and expertise required
to manage a wellness program in the basic
insurance product. It is relatively cheap
and easy to introduce features such as
an annual medical check up, or offer of
discount to reward low claims. At the
same time, wellness initiatives designed
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to serve as long term risk mitigation tools
can be difficult to implement, requiring
considerable development resources, as
for example, establishing and managing an
effective evidence-based cardiac care
program.

It is important to assess the net effect of
the impact of such initiative on risk
premium, new business volume, customer
retention and claims cost. The key
question is, does the benefit of
introducing the wellness program justify
potential use of limited internal
development and management resources,
and whether the business reason for
introducing the initiative is purely
marketing, or lowering the premiums or
increasing the profits.

There is also a potential risk in wellness
programs that they might unexpectedly
bring forward or otherwise increase
medical expenses, especially in the short
term. The insurer should check that
expected savings in future claims from
better health will be generated over a
reasonably short period. For example,
two common types of disease
management initiatives that provide a
service of chronic illnesses are asthma
and heart disease. Experience in other
countries has shown that some heart
disease programs can take 10 years for
future savings to cover the costs of initial
investment, while some asthma programs
have been shown to break even within
two years.

Some insurers have used a low or no claims
discount as a pragmatic approach to
addressing a common policyholder desire
to get “value” from their policy as a
reward for being healthy and not claiming
over more complex initiatives.

Medical saving accounts

Medical savings accounts as a wellness
based initiative have been introduced in
several countries with varying degree of
success. The principle is sound and is
generally a popular concept with
potential insureds.
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In the Indian context,
there is also a
considerable need to
educate the public on
the benefits of health
insurance, as well as
on the responsibilities
on the part of
insured customers.

Most of the countries that have had
success with these products have
generally provided tax advantages or
other government support. Medical
savings accounts have been successful in
both Singapore and the USA where there
are tax or other government concessions,
while in New Zealand there is no explicit
government support and medical savings
accounts have failed to achieve significant
volumes despite market research showing
that it would sell strongly. One reason
for the disappointing New Zealand
performance is that policyholders were
finding the basic health insurance
premium difficult to afford, and so were
not able to make additional payments to
help fund the longer term savings
component of the product.

Regulatory canvas

At a time when IRDA is working actively
to draw a set of regulations to govern
the health insurance activity, it may be
relevant to visit the experiences of key
countries.

A key message in health insurance
regulation in developed markets is that
this is not the sole prerogative of
insurance regulator, but as part of a
comprehensive architecture that

exercises oversight on medical practices,
treatment procedures, and intermediary
service providers. There is an acute need
for coordinated action in this regard in
India. A well thought out programme of
accrediting hospitals initiated sometime
ago is slow to make headway, which might
help introduce simple health insurance
products tailored to different economic
segments of population linked to their
paying capacity.

The regulatory practices should also need
to recognize that at the early stage of
market development, a sustainable way
to grow business is to ensure the viability
of the business line, with enough
flexibility to insurers to re-price the
products based on experience.

Experience in other countries has shown
that the need to maintain or increase
market share has sometimes caused
insurers to offer unviable product
features. In a rapidly growing market such
as India, these pressures should be much
easier to resist.

Some poor practices have crept in
because health insurance was a minor and
yet profitable part of the insurer’s overall
business, meaning that normal insurance
controls and internal expertise and
resources have been used for the ‘core’
businesses, but not to the health
insurance segment to an adequate
extent. Some of these insurers have then
been caught unprepared when
experience deteriorates after the health
insurance portfolio has considerably
increased in size and significance.

In some markets, insurers are known to
have suffered large losses in health
insurance for avoidable reasons. For
example, insurers’ losses have sometimes
stemmed from charging unintentionally
inadequate premiums simply because they
did not allow for the longer IBNR tail or
monitor their experience frequently
enough to detect a rapidly increasing
claims trend.

The consequences have been volatile
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returns for insurers, some unsound and
potentially long term uninsurable
products, uncertainty for insureds and
undesirable distortions in the actual
health delivery system. Insurers’
insensitivity to public expectations has
also sometimes led to public backlash,
knee jerk legislation as regulators try to
take rapid action to prevent undesirable
and unnecessary practices, leading to an
adversarial relationship between insurers,
providers and regulators. These
consequences have quite possibly led to
reduced overall size of the market with
unnecessary restrictions on innovation
and reduced opportunities for business.

In the Indian context, there is also a
considerable need to educate the public
on the benefits of health insurance, as
well as on the responsibilities on the part
of insured customers. For example, due
to customers providing inadequate
information for insurers, there have been
several instances of service delays and
dissatisfaction with customers being
unaware that certain conditions are not
covered until the time of claim
submission.  Sound sales practices and
agent training play an important role.

To sum up, India has the great
opportunity to spearhead a viable and
competitive health insurance sector and
encourage the development of a sound
high quality health delivery system. What
is required is a good understanding of the
actuarial and other risks in the business,
a long term vision for those entering it,
simple product design, supportive
regulation, and sustained customer
education.

Mr. R. Krishnamurthy is the former MD and
CEO of SBI Life Insurance Company Ltd.;
and Ms. Gayle Adams is the former Chief
Actuary of a leading health insurer in
Australia and associated with Watson
Wyatt Worldwide in health insurance
consulting.
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Statistics - non-life insurance

Report Card: General

GROSS PREMIUM UNDERWRITTEN FOR AND UP TO THE MONTH OF APRIL 2008

(Rs.in Crores)

APRIL GROWTH OVER THE
INSURER CORRESPONDING PERIOD
2008-09 2007-08 OF PREVIOUS YEAR
Royal Sundaram 74.15 72.92 1.69
Tata-AlG 147.97 112.06 32.05
Reliance General 273.94 221.16 23.87
IFFCO-Tokio 142.22 107.24 32.62
ICICI-lombard 543.28 448.65 21.09
Bajaj Allianz 276.14 215.34 28.23
HDFC ERGO General 14.61 21.89 -33.25
Cholamandalam 95.04 72.96 30.27
Future Generali* 10.37 0.00
Universal Sompo** 0.13 0.00
New India 693.61 654.18 6.03
National 456.47 395.89 15.30
United India 437.32 407.35 7.36
QOriental 427.98 414.17 3.33
PRIVATE TOTAL 1577.85 1272.22 24.02
PUBLIC TOTAL 2015.38 1871.59 7.68
GRAND TOTAL 3593.24 3143.81 14.30
SPECIALISED INSTITUTIONS
Credit Insurance
ECGC 47.06 37.77 24.58
Health Insurance
Star Health & Allied Insurance 58.21 33.99 71.24
Apollo DKV* 1.50 0.00
Health Total 59.71 33.99 75.66
Agriculture Insurance
AIC 21.07 23.67 -11.00

Note: Compiled on the basis of data submitted by the Insurance companies
* Commenced operations in November, 2007.
** Commenced operations in February, 2008.

Premlum underwrltten by non-"fe insurers Note : 1. Total for 2007-08 is for 12 month period.

for April, 2008* 2. Total for 2008-09 is upto April,2008.
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* Compiled on the basis of data submitted by the Insurance companies 2008.00
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tatistics - non-l|

GROSS PREMIUM UNDERWRITTEN BY NON-LIFE INSURERS WITHIN INDIA (SEGMENT WISE):

Sl. | Insurer Fire Marine Marine Marine Engineering Motor
No. Cargo Hull
1 Royal Sundaram 69.65 18.27 17.87 0.40 41.10 410.18
Previous year 99.08 18.44 17.85 0.59 40.13 303.39
2 TATA-AIG 133.25 97.92 97.92 0.00 29.29 265.01
Previous year 130.25 71.31 71.31 0.00 26.29 288.09
3 Reliance 127.81 42.41 31.64 10.77 103.54 1,267.37
Previous year 146.16 24.92 16.45 8.47 93.68 455.06
4 IFFCO Tokio 234.80 69.45 56.88 12.57 89.12 582.24
Previous year 294.76 129.96 52.24 77.73 90.91 448.90
5 ICICI Lombard 438.25 224.55 67.27 157.28 179.51 1,279.77
Previous year 403.05 155.25 56.23 99.02 177.54 1,143.34
6 Bajaj Allianz 287.53 76.41 67.49 8.92 145.92 1,385.82
Previous year 381.19 72.99 60.43 12.56 154.60 843.87
7 HDFC ERGO 7.09 3.14 3.14 0.00 6.69 134.80
Previous year 7.65 2.37 2.37 0.00 5.98 132.36
8 Cholamandalam 70.10 32.66 31.18 1.48 29.91 263.56
Previous year 80.54 26.56 25.66 0.90 23.72 97.16
9 Future Generali $ 3.37 0.72 0.72 0.00 0.99 1.77
Previous year 0.00 0.00 0.00 0.00 0.00 0.00
10 | Universal Sompo * 0.48 0.00 0.00 0.00 0.00 0.00
Previous year 0.00 0.00 0.00 0.00 0.00 0.00
11 | New India 743.42 437.28 182.70 254.58 222.64 2,034.36
Previous year 909.98 321.02 158.71 162.31 210.38 2,034.73
12 | National 377.52 188.52 139.20 49.32 145.71 2,143.69
Previous year 491.21 196.97 120.29 76.68 134.95 1,980.16
13 | United India 524.30 300.83 192.10 108.74 216.68 1,434.90
Previous year 674.77 264.35 135.31 129.05 203.96 1,219.18
14 | Oriental 499.72 343.54 163.50 180.04 221.23 1,600.25
Previous year 538.50 349.78 168.76 181.02 214.27 1,732.26
Grand Total 3,516.80 1,835.72 1,051.62 784.10 1,432.34 12,803.71
Previous year 4,157.14 1,633.93 885.61 748.32 1,376.40 10,678.50
SPECIALISED INSTITUTIONS
15 | ECGC
Previous year
16 | Star Health & Allied Insurance
Previous year
17 | Apollo DKV $
Previous year

Note: In case of public sector insurance companies, the segment wise data submitted may vary from the flash Nos filed with the Authority. As such,
the industry totals may vary from the flash figures published for the month of March-2008.

$ Commenced operations in November, 2007.

* Commenced operations in February, 2008.

Compiled on the basis of data submitted by the Insurance companies

o



Statistics - non-life insurance

FOR THE YEAR ENDED MARCH - 2008 (PROVISIONAL & UNAUDITED)

(Rs.Crores)

Motor OD Motor TP Health Aviation Liability Personal All Others Grand Total
Accident

330.74 79.44 108.61 0.00 6.28 30.77 10.29 695.16
266.68 36.71 96.18 0.00 8.62 26.80 7.94 600.58
221.52 43.48 68.91 0.00 102.73 106.46 9.83 813.39
262.21 25.88 45.35 0.25 73.47 79.40 27.15 741.56
916.23 351.14 275.62 7.42 14.10 52.68 55.47 1,946.42
408.67 46.39 67.69 7.23 10.03 16.47 91.07 912.31
352.70 229.55 114.02 6.38 32.19 20.43 87.19 1,235.83
348.63 100.27 71.89 4.74 12.70 17.44 79.03 1,150.32
906.48 373.29 884.61 41.32 78.78 108.18 109.72 3,344.69
956.73 186.60 735.85 32.07 84.02 113.74 158.59 3,003.45
1,002.86 382.96 243.25 13.95 47.91 46.35 157.21 2,404.34
668.39 175.48 158.26 9.44 29.73 24.20 129.07 1,803.34
119.34 15.45 28.10 0.00 5.17 5.38 26.21 216.58
123.83 8.53 10.18 0.00 4.76 7.69 19.17 190.16
210.26 53.30 109.38 -0.15 13.88 12.55 31.77 563.67
80.53 16.63 38.60 0.40 14.70 7.63 25.27 314.59
1.54 0.23 0.00 0.00 0.10 3.43 0.25 10.64
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.48
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
1,097.30 937.05 1,209.42 78.44 95.65 83.08 373.06 5,277.35
1,233.71 801.02 765.29 118.08 60.65 79.39 517.68 5,017.20
1,352.65 791.03 684.70 50.97 41.17 63.77 334.75 4,030.80
1,310.14 670.03 333.12 84.49 36.42 55.24 501.84 3,814.42
707.50 727.40 694.94 26.13 74.18 100.82 366.76 3,739.56
767.30 451.88 434.64 45.36 67.79 95.31 504.59 3,509.95
966.88 633.37 547.44 78.98 70.81 88.20 397.82 3,847.99
1,158.88 573.39 440.53 119.54 61.61 68.62 415.43 3,940.53
8,186.01 4,617.70 4,969.01 303.44 582.96 722.10 1,960.33 28,126.41
7,585.70 3,092.80 3,197.57 421.61 464.49 591.95 2,476.83 24,998.41
669.39 669.39

618.05 618.05

152.95 15.63 4.45 173.03

11.16 11.35 0.00 22.51

2.98 2.98

0.00 0.00




tatistics - non-life ins

Report Card: General

GROSS PREMIUM UNDERWRITTEN FOR AND UP TO THE MONTH OF MAY 2008

(Rs.in Crores)

* Commenced operations in November, 2007.

** Commenced operations in February, 2008.

Premium (Rs. in Crores)
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Premium underwritten by non-life insurers

for May, 2008*

Note : 1. Total for 2007-08 is for 12 month period.
2. Total for 2008-09 is up to May, 2008.

| .

April

* Excluding ECGC, AIC & Standalone Health Insurers
* Compiled on the basis of data submitted by the Insurance companies

May
Month

Total

W 2007-08
2008-09

MAY APRIL - MAY GROWTH OVER THE
INSURER CORRESPONDING PERIOD
200809 2007-08 200809 200708 OF PREVIOUS YEAR
Royal Sundaram 56.90 49.52 131.05 117.37 11.65
Tata-AlG 74.08 59.98 222.05 172.04 29.07
Reliance General 152.27 141.70 426.22 362.86 17.46
IFFCO-Tokio 132.11 100.81 274.33 208.06 31.85
ICIClHombard 257.56 202.28 800.84 650.93 23.03
Bajaj Allianz 232.71 175.33 508.85 390.68 30.25
HDFC ERGO General 16.61 12.77 31.22 34.66 -9.93
Cholamandalam 52.42 36.77 147.46 109.73 34.38
Future Generali* 9.19 0.00 19.55 0.00
Universal Sompo** 0.05 0.00 0.18 0.00
New India 401.11 378.91 1106.84 1032.61 7.19
National 363.07 328.42 819.54 724.31 13.15
United India 359.44 323.38 796.77 730.74 9.04
Oriental 304.60 329.55 731.63 743.72 -1.63
PRIVATE TOTAL 983.90 779.16 2561.74 2046.33 25.19
PUBLIC TOTAL 1428.22 1360.26 3454.78 3231.38 6.91
GRAND TOTAL 2412.12 2139.42 6016.52 5277.71 14.00
SPECIALISED INSTITUTIONS
Credit Insurance
ECGC 57.53 50.31 104.59 88.09 18.74
Health Insurance
Star Health & Allied Insurance 4.47 131 62.68 35.30 77.55
Apollo DKV* 3.94 0.00 5.44 0.00
Health Total 8.41 131 68.12 35.30 92.97
Agriculture Insurance
AIC 19.67 23.59 40.74 47.26 -13.81
Note: Compiled on the basis of data submitted by the Insurance companies.
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A farewell was jointly organized by the Life Insurance Council and The General
Insurance Council to

On behalf of Life Insurance Council,
Mr. S. V. Mony, the then Secretary
General, is seen presenting a floral
bouquet to Mr. C.S. Rao.

Mr. C.S. Rao warmly reciprocates the
gesture of the two councils.




organized a conference on ‘Making Health Insurance
Work for the Poor’ on May 5-6, 2008 at New Delhi.

W ‘K
ﬁ-h:;_ Ing He;

Mr. C.S. Rao, the then Chairman, IRDA
delivering the Inaugural Address at the
conference.

Dr. J. P. Steinmann, Principal Advisor,
Health Sector Support, GTZ in India
addressing the delegates.

N Work (1]
Keynote Address at the conference,

gt My being delivered by Mr. G.C.
Chaturvedi, Additional Secretary,

q
. Taj Mahal H Ministry of Health, Government of India




Cvents

07 - 12 Jul 2008
Venue: Pune

8 - 9 Jul 2008
Venue: Tehran, Iran

13 Jul 2008
Venue: Taipei

14 - 16 Jul 2008
Venue: Pune

23 - 24 Jul 2008
Venue: Mumbai

28 - 30 Jul 2008
Venue: Pune

31 Jul - 02 Aug 2008
Venue: Pune

07 - 08 Aug 2008
Venue: New Delhi

11 - 13 Aug 2008
Venue: Pune

21 - 23 Aug 2008
Venue: Pune

Management of Material Damage
& Business Interruption Insurance
By National Insurance Academy, Pune

Insurance in Oil, Gas
and Petrochemical Industries o
By /ran Insurance & Petroleum Ministry

lIS Annual Seminar
By International Insurance Society, New York

Prog. on Insurance Management of
Energy Risk (Oil & Gas) o
By National Insurance Academy, Pune

Microinsurance:
Regulating Insurance for the Masses
By Asia Insurance Review, Singapore

Insurance Management Programme
for Industrial Customers o
By National Insurance Academy, Pune

Actuarial Appreciation Programme
for Senior Executives
By National Insurance Academy, Pune

Fostering Quality Healthcare for All
By FICCI, New Delhi ®

Programme on Marketing Strategies (Life)
By National Insurance Academy, Pune

Programme on Frontline Marketing Strategies
By National Insurance Academy, Pune



view point

The actuary is responsible for ensuring that the insurer’s liabilities are valued,
based on sound actuarial principles to enable the insurer to maintain sufficient
assets to meet its liabilities when they fall due.

Mr Low Kwok Mun

Executive Director (Insurance Supervision),
Monetary Authority of Singapore

Innovative health insurance programs not only provide timely and affordable
healthcare to poor households but also protect them from financially catastrophic

health expenses.
Mr George Deikun
Mission Director, USAID India

IRDA has to take proactive steps in spreading awareness among consumers regarding
what information they have to seek and what questions should be asked about
insurance schemes.

Mr C S Rao
Ex-Chairman, Insurance Regulatory & Development Authority, India

As the world’s largest insurance market, the United States serves as a model for
developing markets; as well as for the growing efforts to develop international

standards of insurance regulation.
Mr Walter Bell
Alabama Insurance Commissioner, and
Chair of the NAIC International Insurance Relations Committee.

The expectations regarding robust management of conflict are higher where the
potentially affected parties are seen to be at a disadvantage, because of information
asymmetry where one party knows more about the relevant issues at hand than

the others.
Mr Ramani Venkatramani
General Manager, Australian Prudential Regulation Authority

The key building blocks to core bank resiliency are strong capital cushions, robust
liquidity buffers, strong risk management and supervision, and better market

discipline through transparency.
Mr Nout Wellink
Chairman of the Basel Committee on Banking Supervision




