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Introduction

The quality of life is determined by a healthy environment which

is provided through the availability and utilization of basic

services like education health care and related amenities.

Adoption of a healthy lifestyle, utilization of available health

care and use of protective measures depends hugely on the

socio-economic and physical conditions of any region. These

conditions play a significant role in the spatial variation of

disease occurrence and also in health care facilities. Satisfaction

level influences the individual's emotional responsibility to the

illness and their coping behaviour such as the selection of health

care facilities (Jannifer, et al. 2009). Perception and satisfaction

level among people can improve both communications in

medical consultations and also outcomes of treatment. Patient's

satisfaction level is largely determined by varying

socioeconomic factors and quality of life of patients (Jitske, et

al. 2011, Rutten, et al. 2006).

The distribution and satisfactory utilization of health care

facilities reflect the development level of my society. Planning

development of the advance medical system has traditionally

been dependent on the views of doctors. With changing

perspective of health services, researchers, the perception and

level of satisfaction among people about the existing facilities,

quality of care and method of treatment become worth to be

considered in providing health care facilities to society. Patients

these days are much aware and have become more quality

conscious than earlier days. People's perception and user's

satisfaction are important aspects in the assessment of the health

institutions because it is generally assumed to be a significant

determinant of a repeat visit, positive word-of-mouth, and

patient's loyalty (Donabedian, 1988). Besides its right shape

confidence and subsequent behaviours of patients with regard to

choice of health institutions (Andaleeb, 2001). Still, patients'

satisfaction level about health services gets largely ignored by

health care providers across developing countries (Kotler, et al.

1987).

Health care and Health Insurance Schemes providers can

influence patients to make healthier lifestyle choices such as

discontinue smoking, increase physical activity and making

healthy dietary modifications. In the present study, a
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which should come under health insurance coverage and also they should get proper health care
services because healthy population makes a healthy environment which can enhance the growth of
HDI and GDI of a country.
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representative sample of households in the study area has been

used to explore the parameters associated with the satisfactory

level of the people about the existing quality of health care

facilities and also the benefits of health insurance schemes and

how these two parameters are providing a healthy environment

in the study area. It has been revealed that people with

continuous access to a provider and health services as well as

health insurance schemes are significantly more likely to report

the health condition to the health care delivery system. An

innovative view of health care is emerging in which patients are

expected and encouraged to take a more active role in making

decisions about their treatment beside these people are now

conscious and aware about the benefits of different health

insurance schemes. In most of the cases, the decisions are taken

either on the basis of availability or on the basis of money. The

present study indicates the satisfaction of the people with the

existing health care features, awareness about health insurance

schemes and the number of people having health insurance and

getting its benefits lastly the study determines whether there is

variation in people's satisfaction level which are creating a

barrier in socio-economic as well as healthy environmental

development.

South 24 Parganas an area about 9,960 Sq. Kms. has an

intraspecific morphological variation which indeed made South

24 Parganas a complex district stretching from metropolitan

Kolkata to the remote riverine villages of Sundarbans up to the

mouth of Bay of Bengal. It is occupying the southern part of

Bengal delta facing the Bay of Bengal. The district lies between

21°29'0” N to 22°33'45” N and 88°3'45” E to 89°4'50” E. I have

chosen South 24 Parganas as my study area which consists of 5

Sub-divisions AliporeSadar, Baruipur, Diamond Harbour,

Thakurpukur-Maheshtala, Canning and 5 sub-division consist

of total 29 Community Development Blocks (CDBs). At the

regional level, this area lies significant variation in demography,

socio-economic status and environmental conditions. So this

region requires specific studies for strengthening the existing

health care facilities and its satisfactory utilization and proper

implementation of Health Insurance Schemes so that people can

avail the benefit of proper Health care system at a satisfactory

level which will lead to developing a healthy environment of the

district. My study in all the 29 Blocks has been divided into 3

parts urban, rural and rural-urban fringe area, so that disparity

achieving proper benefits of the health care system and the cause

for the unhealthy environment can be detected thoroughly

through my work.

Major objectives of the study area are:

1) To study the economic status of the study area.

2) To study the relative status of the sub-division and CDBs

with respect to health care facilities and health insurance

coverage.

3) To analyze the problems related to the health service and its

impact on the mentioned area.

4) To analyze the effect of the health care system to provide a

healthy environment.

The study has been conducted in two parts. The Non-Analytical

part with the data of 2016-2018 includes the study of health

status, economy and essentiality, implementation, the relevance

of health insurance schemes and its environmental impact. The

Analytical part includes economically and environmentally

acceptable new and innovative technology with the help of

statistical data to develop the health care status and its

environmental impact on the district. Materials used were

primary data tools (field visits and semi-structured interviews)

and secondary data tools (data from hospitals, Census of India

2011, Human Development Report 2016, 2017, 2018, different

articles, Govt. publications). The logistic regression analysis

has been applied to assess the association between various

socio-economic determinants and satisfaction with health care

securities and health insurance schemes.

Primary data has been collected through a random sample

survey of 680 households selected from 5 sub-divisions and

these sub-divisions comprises of corporation areas,

municipalities, Community Development Blocks (CDBs),

census town, rural areas with Gram Panchayats. Total 22

hospitals including health centres have been surveyed within 29

CBDs. These 22 hospitals only a few lies in urban areas and most

of the villages have health centres. So there is a wide gap in the

distribution of health care facilities. District Magistrate office,

different Block Development Officers (BDOs), SDOs are also

surveyed while random sampling was conducted.

Table 1 reveals that a high proportion of male respondents know

about the availability of various health care facilities as

compared to female counterparts. In the traditional rural society

of the study area, womenfolk have very limited access to the

sources of information; half of the female respondents do not

have any knowledge of available health facilities and schemes.

They depend on their male counterparts. While considering

religion-wise knowledge of available health facilities and

schemes, a high percentage (68.20%) of Hindu respondents

have knowledge as compare to Muslim (47.70%) respondents.

Above table also reveals that Educational attainment has a

positive association with knowledge of health facilities.

Economically sound possess different sources of information

like newspaper, TV, phone etc. etc. The rich people, as well as

higher-income groups, have good knowledge about health

facilities as compared to their low-income groups or poorer

counterpart. The social structure of the society has its direct

influence on the access of information. The socio-economically

well-off upper castes people have better knowledge as

compared to backwards castes i.e., OBC (59.90%), SC

(49.50%) and ST (30.80%). Agricultural labourers which

belong to the lowest economic strata of the society have poor

knowledge about health facilities as compared to respondents

engaged in other occupations. Older respondents of rural areas

are much aware of health facilities than their younger

respondents because of lack of awareness and lack of

communication facilities.

The StudyArea

Objectives

Database and Methodology

Characteristics of the Respondents

Availability and Utilization of Healthcare Facilities
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Variations in the Levels of Satisfaction

Relation between Educational Attainment and Level

of Satisfaction

Relation between Occupation and Level of

Satisfaction

Satisfaction with Government Health Schemes

across Income Groups

Conclusion

Sat i s fac t ion wi th government hea l th insurance

schemes/services varies according to a place of residence. In

both rural and urban areas more than one-fifth of the total

respondents are not satisfied with government health schemes.

Interestingly the highest number of respondent reported to lack

of transparency as the main reason. In rural areas, 17.10% of the

respondent satisfied with these schemes due to less expensive

while in urban areas only 26.70% perceived these scheme

convenient. Mismanagement in the delivery system is perceived

to be the main reason behind dissatisfaction in both rural and

urban areas. Out of total 620 rural respondents, only 6.80% are

satisfied with the quality of Government health services while

10.5%respondents said that they are satisfied because it is easily

accessible (Table 2) whereas only 3.10% think these schemes

are good for providing timely help. 10.00% of the respondents of

the urban area accepted as good facilities and easy to access the

schemes while 20.00% are accepted to mismanagement and

many of them accepted lack of transparency in Government

health schemes. Out of total 620 rural respondents, 4.80%

respondents changed the hospital due to time-consuming for

Government health schemes, while 4% from poor facilities but

only 2.40% of the patients changed their first treatment hospital

because they could not bear the high cost of medical care, while

10.60% wanted to quick relief from illness. Further lack of

awareness is one of the reasons for the unsuccessful

implementation of these schemes. Illiterate and poor rural

masses are dissatisfied because of a large number of formalities

related to these schemes. A small portion of respondents from

the rural areas showed their dissatisfaction due to class

discrimination in these schemes while selecting beneficiaries. In

rural areas, a very small percentage considered these schemes as

timely help, while in urban areas respondents do not perceive

these scheme at all as timely help. It is found that respondents in

urban areas are more satisfied as compared to their rural

counterparts.

Table 3 shows the level of satisfaction across the education level

of the respondents. Education of an individual is said to directly

affect his / her perception of the facilities. Different educational

background perceived Government health care schemes

differently. Majority of the respondents irrespective of their

educational attainment are dissatisfied with these schemes due

to lack of transparency. More than two-thirds of total illiterate

respondents have a low level of awareness about these health

facilities therefore they are dissatisfied with the facilities. It is

notable that 18% of total illiterate respondents found these

schemes are good as easily accessible.Alittle less than one-third

of respondents with primary education are satisfied with these

schemes as they perceived these schemes convenient.

Table 3 shows the occupation wise level of satisfaction of the

respondents. More than 60% of cultivators are dissatisfied with

these schemes because poor quality, lack of transparency,

mismanagement and low level of awareness. It is very

disheartening to note that none of the agricultural labourers who

represent the weaker section of rural society is satisfied with

these schemes due to the low level of awareness. Industrial

workers are found that these schemes were more convenient as

they generally reside in urban areas. More than half of the

respondents engaged in services reported to be dissatisfied with

these schemes due to lack of transparency, mismanagement,

class discrimination and a high number of formalities. It is very

disappointing that the educated class of society is more

dissatisfied with these schemes. So it is revealed that

agricultural labourer and rural people are deprived of getting

health care facilities, so they are not belonging to the healthy

environment with respect to the health care system.

The economic status of respondent largely affects his / her

perception about satisfaction with government health schemes.

Table 4 shows the satisfaction of respondents across different

income groups with these health care schemes. Lack of

transparency and low awareness are the main reasons behind

dissatisfaction among respondents belonging to the income

group of less than Rs. 5,000. Easy accessibility and less

expensive are the reasons behind the dissatisfaction of

respondents in the same income group (26.70%). A large

number of respondents (63.40%) in the income group 5,000

10,000 are dissatisfied with these schemes due to lack of

transparency, mismanagement and lack of awareness about

services. A large number of respondents in the income group

(more than 10,000) are dissatisfied with these health insurance

schemes due to lack of transparency and mismanagement of

these schemes. So it is found through the study that in high-

income population health care facilities including health

insurance schemes are satisfactorily utilized and few of them

having healthy health care environment but low-income groups

are not even aware of it, so they are deprived of receiving all the

benefits of healthy health care environment.

The whole study prominently denotes that health care resources

are below average in almost maximum CDBs of South 24

Parganas. Lack of healthcare-related infrastructural services is

enhancing Health disaster among large scale population of the

mentioned region. The awareness of respondents about availing

health facilities with treatment process and problems faced due

to health services is revealed that only about 14% are satisfied by

health care provided by hospitals and 27% are dissatisfied while

59% of the interviewers did not give any response. Respondents

of urban areas are utilizing health care resources much and are

more satisfied with it than the rural areas because the availability

of quality health care facilities as accessibility is better in urban

areas in comparison to the rural area. Besides this as 'Health' is

an important contributor to the socio-economic development of

an area. Nurturing and protection of health requires insurance

coverage, but health insurance addresses a major area of public

comfort. It is an insurance against expensive medical

expenditure met during an emergency. Health policies provide

monetary protections for hospitalization, medical examinations

and other expenses related to the disease within specific
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guidelines written thereon. So having health insurance is

important because health insurance helps people to get timely

medical care and improves their lives and health. The objectives

of health care insurance scheme implementation of health care

services to decrease the expenditure for health care and

utilization of its facilities so that equity can be achieved in the

health care system. After some time different Govt. Health

Insurance Scheme is provided to give financial protection

against inpatient expenditure and improve utilization of

inpatient services through cashless facilities especially for the

low income and BPL level income groups. These schemes are

targeted to give financial security and to make the inpatient less

dependent on inefficient mechanism like selling of valuable

households to cope with the medical expenditure.

After analyzing the data of the respondent it can be indicated that

there is a large disparity in availing health care services as well

as getting the benefit of the health insurance scheme among the

respondent. It is clearly seen that the implementation of Govt.

Health Insurance Schemes among low income and BPL level

group is not done systematically and on many CDBs peoples are

not even aware of such schemes. Besides this the people who

have such Govt. Health Insurance Schemes they are also facing

many obstruction while time of availing the benefits of the

insurance scheme due to lack of knowledge, due to non-

cooperation of hospital management, long time procedure,

distance of their residence and hospital is far away, so people can

not go several time to get the monetary benefit of the insurance

scheme. From the above-mentioned reasons, many people of

South 24 Parganas especially the rural and sub-urban part. The

utilization of health care services are very unsatisfactory

including disparities are found among health insurance schemes

implementation. So the quality of life is below average, as result

discrimination of people is been observed in respect of

achieving a healthy environment.
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Table -1: Availability of Healthcare Resources and Level of Satisfaction among the Respondents of Study Area

Availabilities of Health

facilities and Schemes (%)

Satisfactory utilization of

Health care resources (%)

Parametres Number of

Respondent

Yes No Yes No DNK

Male 535 69.00 31.00 13.80 26.70 59.40Sex

Female 145 49.70 50.30 71.00 29.00

< 30 174 62.60 37.40 18.40 40.80 40.80

30 - 35 195 43.60 56.40 9.70 57.90 32.30

35 - 40 154 76.00 24.00 14.90 23.40 61.70

40 - 45 118 77.10 22.90 22.00 78.00

Age-group

> 45 39 100.00 100.00

Hindu 569 68.20 31.80 10.90 39.00 50.10Religion

Muslim 111 47.70 52.30 10.80 21.60 67.60

Rural 620 66.00 34.00 9.70 37.40 52.90Residence

Urban 60 53.30 46.70 23.30 23.30 53.30

< 5000 356 38.80 61.20 15.40 41.90 42.70

5000 - 10000 186 88.70 11.30 9.10 24.70 66.10

Level of

Income

> 10000 138 100.00 1.40 37.00 61.60

Illiterate 50 100.00 24.00 76.00

Primary 25 100.00 44.00 56.00

Middle 104 5.80 94.20 26.90 42.30 30.80

High School 188 76.10 23.90 14.40 32.40 53.20

Intermediate 171 87.70 12.30 39.20 60.80

Level of

Education

Graduation + 142 100.00 13.40 35.90 50.70

Farmer 166 45.20 54.80 9.00 68.70 22.30

Industrial

Workers 17 100.00 100.00

Service 262 88.50 11.50 3.10 19.10 77.90

Occupation

Others 235 49.79 50.21 14.47 34.89 50.64

General 203 85.70 14.30 5.90 39.90 54.20

OBC 342 59.90 40.10 10.50 33.00 56.40

SC 109 49.50 50.50 15.60 40.40 44.00

Social

Group

ST 26 30.80 69.20 34.60 30.80 34.60

Total 680 64.90 35.10 10.90 36.20 52.90

Source : Primary survey and Data computed by Author



Indian Journal of Spatial Science

Spring Issue, 11 (1) 2020 pp. 62 - 68

Advanced Science Score: 1.32Impact Factor: 6.521 67

Table-2 : Satisfaction with Government Health Insurance Schemes across Place of Residence and Religion

Place of ResidenceFactors

Rural Urban Total

Good Facility 42 (6.80) 6 (10.00) 48 (7.10)

Easy access 65 (10.50) 6 (10.00) 71 (10.40)

Less expensive 106 (17.10) 106 (15.60)

Convenient 25 (4.00) 16 (26.70) 41 (6.00)

Timely help 19 (3.10) 19 (2.80)

Poor quality 35 (5.60) 35 (5.10)

Lack of transparency 136 (21.90) 12 (20.00) 148 (21.80)

Mismanagement 79 (12.70) 12 (20.00) 91 (13.40)

Low awareness 76 (12.30) 8 (13.30) 84 (12.40)

Class discrimination 11 (1.80) 11 (1.60)

High number of formalities 26 (4.20) 26 (3.80)

Total 620 (100) 60 (100) 680 (100)

Source : Primary Survey and Data computed by Author
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Reasons

Il
li

te
ra

te

P
ri

m
ar

y

M
id

d
le

H
ig

h
S

ch
o

o
l

In
te

rm
ed

ia
te

G
ra

d
u

at
io

n

an
d

A
b

o
v

e

T
o

ta
l

F
ar

m
er

In
d

u
st

ri
al

W
o

rk
er

s

S
er

v
ic

es

O
th

er
W

ag
e

E
ar

n
er

T
o

ta
l

Good Facility 13 4 31 48 20 28 48

(12.50) (2.10) (21.80) (7.10) (7.60) (12.91) (7.10)

Easy access 9 11 31 9 11 71 25 20 26 71

(18.00) (10.60) (16.50) (5.30) (7.00) (10.40) (15.10) (7.60) (11.06) (10.40)

Low expensive 18 58 10 20 106 35 41 30 106

(17.30) (30.90) (5.80) (14.10) (15.60) (21.10) (15.60) (12.77) (15.60)

Convenient 8 14 17 2 41 17 10 14 41

(32.00) (13.50) (9.00) (1.40) (6.00) (100.00) (3.80) (5.96) (6.00)

Timely help 19 19 19 19

(13.40) (2.80) (8.08) (2.80)

Poor quality 25 10 35 35 35

(13.30) (5.80) (5.10) (21.10) (5.10)

Lack of transparency 8 24 15 88 23 158 30 101 17 148

(16.00) (23.10) (2.70) (51.50) (16.20) (21.80) (18.10) (38.50) (7.23) (21.80)

Mismanagement 4 8 43 36 91 25 52 14 91

(16.00) (7.70) (25.10) (25.40) (13.40) (15.10) (19.80) (5.96) (13.40)

Low awareness 33 13 16 22 84 16 68 84

(66.00) (52.00) (15.40) (11.70) (12.40) (9.60) (28.94) (12.40)

Class discrimination 11 11 11 11

(6.40) (1.60) (4.20) (1.60)

High number of

formalities

26 26 7 19 26

(13.80) (3.80) (2.70) (8.09) (3.80)

Total 50 25 104 198 171 142 690 166 17 262 235 680

(100) (100) (100) (100) (100) (99) (100) (100) (100) (100) (101) (100)

Source : Primary survey and Data computed by Author
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Table-4 : Satisfaction with Government Health Insurance Schemes across Income Groups

Income GroupsFactors

< 5,000 5,000 - 10,000 > 10,000 Total

Good Facility 17 (4.80) 17 (9.10) 14 (10.10) 48 (7.10)

Easy access 60 (16.90) 11 (8.00) 71 (10.40)

Less expensive 35 (9.80) 51 (27.40) 20 (14.50) 106 (15.60)

Convenient 39 (11.00) 2 (1.40) 41 (6.00)

Timely help 19 (13.80) 19 (2.80)

Poor quality 35 (9.80) 35 (5.10)

Lack of transparency 59 (16.60) 75 (40.30) 14 (10.10) 148 (21.80)

Mismanagement 12 (3.40) 21 (11.30) 58 (42.00) 91 (13.40)

Low awareness 62 (17.40) 22 (11.80) 84 (12.40)

Class discrimination 11 (3.10) 11 (1.60)

High number of formalities 26 (7.30) 26 (3.80)

Total 356 (100) 186 (100) 138 (100) 680 (100)

Source : Primary Survey and Data computed by Author
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