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Child labor is a common consequence of economic shocks in developing countries. We show that reducing

vulnerability can affect child labor outcomes. We exploit the extension of a health and accident insurance

scheme by a Pakistani microfinance institution that was set up as a randomized controlled trial and

accompanied by household panel surveys. Together with increased coverage the microfinance institution

offered assistance with claim procedures in treatment branches. We find lower incidence of child labor,
o hazardous occupations and child labor earnings caused by the innovation. Boys are more often engaged

]lfg classification: in child labor in our sample, but also seem to profit more from the insurance innovation.
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1. Introduction source. The economic literature on child labor (see Edmonds, 2008
for an excellent review) confirms that economic shocks are an
important determinant of child labor for low-income households
(e.g.Beegleetal.,2006; Dillon,2013; Duryeaetal.,2007).Insurance,
on the other hand, is supposed to decrease vulnerability to shocks
by smoothing its financial consequences. In this paper we estimate
the effects of extending the availability of a health insurance prod-
uct in Pakistan to additional household members on child labor.
The policy relevance of analyzing this research question is
straightforward. Child labor is the focus of development initia-
tives around the world. Many studies show substantial negative

Poor households in developing countries are especially vulner-
able to economic shocks. As a consequence of adverse events such
as accidents, they might have to sell productive assets, reduce
consumption below critical values, take children out of school to
save school fees, or send children to work as an additional income
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effects of child labor, such as lower human capital accumulation
(e.g. Heady, 2003; Rosati and Rossi, 2003; Gunnarsson et al., 2006),
lower wages in adult life (Emerson and Souza, 2011) and poten-
tially even negative long-term health outcomes (Kassouf et al.,
2001). Evidence on an innovative potential tool in combating child
labor therefore should be of substantial interest. Surprisingly, there
exists little rigorous research on the effect of microinsurance on
child labor so far.!

1 To the best of our knowledge, there is only one working paper comparing

individuals without microcredit, microcredit clients and microcredit clients who


dx.doi.org/10.1016/j.jhealeco.2014.10.003
http://www.sciencedirect.com/science/journal/01676296
http://www.elsevier.com/locate/econbase
http://crossmark.crossref.org/dialog/?doi=10.1016/j.jhealeco.2014.10.003&domain=pdf
mailto:landmann@uni-mannheim.de
mailto:froelich@uni-mannheim.de
dx.doi.org/10.1016/j.jhealeco.2014.10.003

52 A. Landmann, M. Frélich / Journal of Health Economics 39 (2015) 51-59

This paper analyzes the extension of an accident and health
insurance scheme offered by the National Rural Support Program
(NRSP), a large microfinance institution in Pakistan. It is a manda-
tory insurance for all clients, their spouses and their children below
18 years. In 2009, the program was extended to include supple-
mentary household members (adult children of the client and other
household members) on a voluntary basis. In addition, clients were
assisted with claim procedures. This package of two innovations
was implemented as a randomized controlled trial (RCT) in nine
out of thirteen branch offices in urban Hyderabad.

We find robust evidence for less child labor as a result of the
innovation package. There is strong evidence for households to rely
less on child labor earnings and to reduce hazardous occupations.
Effects tend to be larger for boys, which is not surprising as they are
more affected by child labor in our sample. In supplementary anal-
yses we find suggestive evidence that the dominant effect might
be coming through the extension of insurance.

Two caveats should be pointed out: First, the study covers only
13 branches, which were randomly assigned to treatment and con-
trol. While a larger sample size was not possible for this pilot
intervention due to operational constraints, a much larger number
of branches would be preferable in further studies in order to obtain
more precise estimates. We thus rely on a low-powered RCT. Yet, at
least the availability of baseline data permits us to assess baseline
balance. Second, household data was collected by staff members of
the microfinance institution. Although the institution placed great
emphasis on ensuring neutral data collection, one might still be
concerned that knowledge about the treatment status might have
influenced (unconsciously) the household surveying and data col-
lection approach by the interviewers.

2. The health insurance innovation and its background

Pakistan is a poor country: 22.3% of the population live below
the poverty line of 1.25 US$ per day and another 20.5% are clas-
sified as vulnerable (World Bank, 2012, p. 19). According to the
Pakistan Ministry of Health (2009, p. 6) public health expenditures
are about 0.6% of GDP which is much lower than in comparable
countries, and 75% of health expenditures are paid by patients out
of pocket. The quality of health service providers corresponds to
this low level of public spending. While some companies and insur-
ers have contracts with hospitals or run their own hospitals (with
varying quality), the options for the poor are limited. There are pub-
lic health facilities that are supposed to be for free, but they often
offer poor quality and many elements such as drugs must be paid
privately as they are not covered. The Pakistan Ministry of Health
(2009, pp. 5-6) describes the situation for low-income households
as follows:

“Poor are not benefiting from the health system whereas they
bear major burden of diseases. Expanded infrastructure is poorly
located, inadequately equipped and maintained resulting in inade-
quate coverage and access to essential basic services. Private health
sector continues to expand unregulated mainly in urban areas.

are covered by additional insurance with respect to their child labor outcomes
(Chakrabarty, 2012). Most research focused on impacts of insurance on access to
medical services, e.g. Wagstaff (2010), Wagstaff et al. (2009), Dror et al. (2006),
Dekker and Wilms (2010), Jiitting (2004 ). Some other work has been done on agri-
cultural investment decisions with insurance (Giné and Yang, 2009) and crowding
out effects on informal risk-sharing (Landmann et al., 2012).

2 This information was gathered through multiple country-specific reports (Asian
Development Bank, 2004; Asian Development Bank, 2005; Qamar et al., 2007). They
describe the status of the Pakistani health system prior to the innovation that took
place in 2009.

Factors contributing to inadequate performance of health sector
are deep rooted including weak management and governance, par-
tially functional logistics and supply systems; poorly motivated
and inadequately compensated staff, lack of adequate supportive
supervision, lack of evidence based planning and decision mak-
ing, low levels of public sector expenditures and its inequitable
distribution.”

Due to the limited capacity and availability of public providers,
patients in some situations are forced to seek expensive private
medical care. This makes health shocks a substantial economic risk
for poor households. Consequently, illness and health are ranked as
the top priority by potential microinsurance clients when it comes
to unpredictable risk events in Pakistan (World Bank, 2012, p. 28).
Moreover, in this country with a majority of informal employment
contracts there is no universal health insurance system. Instead,
several arrangements coexist at a time. Social security (for police
officers, soldiers, civil servants, etc.) only covers a tiny part of
the population.? There are various alternative health insurance
schemes on the provincial level or offered by a multitude of private
insurers; however, they are often packaged with other insurance,
restricted to formal sector corporate clients and have no national
outreach (World Bank, 2012, p. 11). In any case, only 1.9% of house-
holds are estimated to use any kind of formal insurance product
(World Bank, 2012, p. 21), and the most vulnerable households are
generally not the target group. Only microfinance institutions cur-
rently provide insurance for the low-income population, but here
mainly schemes combining credit with life insurance are prevalent.
According to the World Bank (2012, p. 50), only NRSP is offering
health microinsurance with significant outreach.

NRSP is a Pakistani non-profit organization committed to sup-
port poor and vulnerable households all over the country. It is part
of the Rural Support Programs Network consisting of 12 rural sup-
port programs that are all active in distinct regions of Pakistan.
NRSP is the largest of these support programs and serves more than
two million households by offering different microfinance services
(mainly credit) and client training.*

2.1. NRSP’s microinsurance innovation

Given the need to cover health shocks of poor households, NRSP
in 2005 started to bundle health insurance to their microcredit
product. Before the start of the research project, the insurance was
built into the credit and was mandatory for loan clients, for their
spouses and all children of the client below 18 years.” The prod-
uct covers hospital stays of more than 24 h with a cost ceiling of
15,000 rupees (approximately 175 USS$). Covered expenses range
from room charges, doctor’s visits, drugs, operations, and preg-
nancy care to transportation costs. Also accidents leading to death
or permanent disability are covered up to 15,000 rupees. Costs
of hospitalization are reimbursed after contacting the MFI field
officer and submitting bills along with other relevant documents.
Similarly, claims after death or disability can be submitted to the
MEFI field officer. NRSP aims at settling all claims within 15 days.®

3 Asian Development Bank (2005, p. 2) estimates that “. . .less than 3% of the total
employed labor force” are covered under this formal scheme.

4 See Rural Support Programmes Network (2012) for more detailed information.

5> The insurance product gradually changed over time. It initially covered loan
clients and their spouses and was expanded in 2009 (i.e. before the baseline data
used in this paper was collected) to include minor children. Also other details
changed, but the basic design is what we describe in the following. For a detailed
description of early product characteristics and developments we refer to Qamar
etal. (2007).

6 The appendix provides a more detailed description of the insurance package
and reimbursement practices.
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Fig.1. Location of treatment (dark) and control (bright) branches within Hyderabad,
Pakistan.

Source: Google Earth with GPS coordinates of branch locations.

However, it seems that not all clients and credit officers were aware
of the new product, resulting in very low claim ratios (World Bank,
2012, p. 50; Qamar et al., 2007). In an effort to increase the social
impact of its activities, NRSP in 2008 conducted a diagnostic survey
in the area of Hyderabad. In this district in the south of Pakistan
an estimated 9.3% of all households are organized through NRSP
according to Rural Support Programmes Network, 2012. The survey
indicated high prevalence of child labor especially in the hazardous
glass bangle industry and still a high vulnerability to health costs,
often caused by accident, surgery or illness.

Responding to the vulnerability of their clients, NRSP in 2009
introduced two components additional to the mandatory insur-
ance as part of an experiment.” In randomly selected treatment
branch offices only, additional household members (adult chil-
dren of the client and other minor or adult household members
e.g. aunts, cousins, parents) are offered a voluntary insurance for
a premium of 100 rupees (approximately 1 US$) per adult and
year.? Second, clients are visited monthly and asked whether they
had incurred any medical costs and whether they needed assis-
tance with claims. With increased coverage of individuals and
easier filing of claims, NRSP deliberately targets child labor through
a better protection of poor households.® These two components
are introduced in the nine treatment, but not in the four con-
trol branches. The clients in the control branches are not aware
of the treatment. Before the introduction of the modifications of
the insurance, household baseline data is collected in all treatment
and control branches at the same time. The geographic distribu-
tion of branches in urban Hyderabad (Sindh province) is shown in
Fig. 1.

3. Data collection

The sample consists of all clients of the 13 branch offices whose
credit appraisals have been conducted in September/October
2009. Thus, the complete client cohort of 2 months and their
households are included in the study: 777 households in four
control and 1320 in nine treatment branches. Table 1 provides the

7 The experimental introduction of the innovation was financially and method-
ologically supported by the ILO Social Finance Program “Microfinance for Decent
Work (MFADW)” project.

8 The average monthly per capita income in our sample is around 3000 rupees
(30-35 US$).

9 Consequently, questions about child labor and schooling formed the core of the
household questionnaire. The other sections of the questionnaire were very short
in order to avoid annoying clients with long and repetitive surveys and to reduce
administrative effort.

Table 1

Observations per branch at baseline.
Branch name Treatment Number of Number of

status households individuals

Garhi Khata Treated 138 841
Gulshan e Hali Control 258 1512
Hussainabad Treated 96 587
Islamabad Treated 153 908
Islamia Colony Control 192 1145
Kotri-1 Treated 198 1218
Kotri-2 Control 141 874
Latifabad-12 Control 186 1222
Latifabad-5 Treated 147 897
Liagat Colony Treated 120 723
Pathan Colony Treated 204 1322
Phuleli Treated 105 564
Pretabad Treated 159 1122
All 2097 12,935

names and number of observations for each branch. The number
of households interviewed varies between 96 and 258 per branch.

All households were interviewed prior to the innovation. This
baseline survey took place in September and October 2009: During
the social appraisal, households were interviewed with respect to
their socio-demographic situation with an extended survey sec-
tion on child outcomes and child labor. The technical appraisal
for credit then took place usually within less than 2 weeks during
which the additional insurance product was also offered. Together
with the loan, health insurance is provided and for ‘client, spouse
and her children’ the premium is automatically deducted from the
loan. However, for any insurance of any additional family mem-
bers, the households paid premiums in cash and receipts were
issued. Health insurance hence starts immediately at loan disbursal
and thus soon after baseline data collection and applies in treat-
ment as well as control branches. The only difference between
treatment and control branches are the contents of the insurance
package.

Four follow-up surveys are conducted afterwards every 6
months: March/April 2010, October/November 2010, May/June
2011 and October/November 2011. In each survey data was
collected on various outcome variables with a detailed section ded-
icated to child labor.

3.1. Definition of child labor

In our empirical analysis we measure child labor in various
ways. Our main specification follows the ILO definition of child
labor, but results are robust to alternative definitions. The defini-
tion of child labor is sketched in the following figure. It is mainly
based on the ILO Conventions C138 from 1973 and C182 from
1999. According to the convention, child labor occurs if different
conditions are met. First, all children working in hazardous occupa-
tions are automatically classified as child laborers. In our case these
are mainly jobs in the dangerous production of glass bangles. But
also welding and mechanics work belong to the hazardous occu-
pations. If the occupation is in a non-hazardous occupation, child
labor depends on age and hours worked. Young children below 12
years who work more than 1 h per week, children between 12 and
13 who work more than 14 h per week and juveniles between 14
and 17 who work more than 43 h are defined as child laborers.
Our questionnaire also captures hours worked at home, hence we
also include non-labor-force work which is especially important
for girls. Note that in our sample only children who are 5 years or
older are considered as potential child laborers.
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Child labor definition related to ILO Conventions C138 (1973)
and C182 (1999). Note: CL=classified as child labor, hours are per
week.

Hazardous Non -hazardous
occupation occupation
> 43 hours <43 hours
Age<14 Age >14 Age<12
CL CL CL CL

The above definition is arbitrary to some extent. Especially the
age categories are important for classification as child labor, and a
slight transition from age 11 to 12 or from 13 to 14 might change
child labor status from one to zero even if working hours are
increased. We thus also examined various alternative definitions
of child labor and results remain robust to those specifications.

4. Econometric approach

The econometric methodology used is based on the cluster
experimental design of the innovation. The insurance innovation
was randomly assigned at the branch level, and we thus pursue
regressions at the level where the randomization took place. This
basically reduces the sample to 13 observations, observed at dif-
ferent points in time. This very small sample size does not permit
us to extensively control for household and branch characteris-
tics as there would be too few degrees of freedom. We therefore
first assess balance in baseline covariates in the next section, and
thereafter conduct regressions without further covariates.

Our dataset contains data collected at baseline as well as four
follow-up waves. In the main paper, we average the four follow-
up waves into a single “post-treatment” observation to ease the
presentation of the results.!® With the pooled follow-up data, our
econometric analysis is thus based on N=13 branch-level observa-
tions observed once before and once after treatment. In the next
sections we thus show simple OLS regressions of AY on treatment
status, i.e. the change in Y over time regressed on the binary treat-
ment dummy and a constant.

We provide OLS standard errors and classical inference, as well
as randomization inference. Randomization inference is based on
the sharp null hypothesis of zero treatment effect for everyone, and
provides exact finite sample inference. We conduct randomization
inference by forming all possible permutations of the random-
ization vector for the 13 branches and calculating the regression
estimates. This provides the finite sample distribution of the esti-
mated treatment effect under the null of zero effect, upon which
we base our test of zero effect. This approach has recently been
applied e.g. in Bloom et al. (2013).

10 1t is also possible to assess treatment effects over time. In the appendix, we
accordingly analyze all post-treatment waves separately. The results in the appendix
support our main conclusions; yet the estimates are not sufficiently precise to per-
mit drawing conclusions on the timing of the effects.

We examine six different outcome variables: child labor
incidence, hours worked by children, work in hazardous occu-
pation, monthly earnings generated through child labor, school

<14 hours

<1 hour

Age > 12

attendance, and monthly days missed at school.!! We observe
these outcomes at baseline and follow-up and compare changes
in these outcomes for treatment and control branches. Hence for
these outcome variables, the data available allows for the com-
parison of treatment and control branches before and after the
innovation took place. We compute branch averages as the aver-
age child outcome over all children of households belonging to
one of the 13 branches in our study at a particular point in time,
i.e. we exploit the entire unbalanced panel data. (In our simplified
econometric analysis in Section 6 we further average these branch
means across the four follow-up waves.)'? For the four child labor
outcomes, only children age 5-17 are included. For the school out-
comes, only children age 5-14 are included. Note that we define
the outcome school attendance as the fraction of children who
attended school. The outcome monthly days missed at school, on
the other hand, is defined conditional on school attendance. Hence,
itis the average number of days missed at school in a branch where
the average is only taken over those individuals who have attended
school at least once.

5. Design aspects - insurance take-up, balance and attrition
5.1. Insurance take-up

In the following, we describe coverage rates and uptake
decisions of the innovation. Remember that the sample con-
sists of all clients whose credit appraisals are conducted in
September/October 2009. They take up their loans after the base-
line is conducted. Fig. 2(a) shows self-assessed insurance coverage
of clients across waves, where each client represents a household.
In the first follow-up wave, i.e. at month 6, we observe that 100%
of all clients are insured. The reason for this is that insurance is
mandatory for all clients (as well as spouses and minor children,
as discussed before). Even though 100% of clients are insured in
the treatment and also in the control branches, there are two main
differences between treatment and control branches: In the treat-
ment branches the insurance package includes claim assistance,

1 Note that the child labor outcomes are linked to each other: The child labor
definition depends on hours worked and hazardous occupation and thus any effect
on those two variables should also propagate through child labor incidence and
earnings.

12 Because of attrition, we are thus examining differences in averages and not
averages of differences.
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(a) Fraction of clients/households
insured

1
L
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Individuals with insurance
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(b) Fraction of individuals
insured

(c) Fraction of non-nuclear
family members insured
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Fig. 2. Insurance coverage in treatment and control branches. Note: Insurance coverage is self-assessed (cross-checked with MFI's information system in follow-up surveys).
In graph (a), the percentage of clients (= households) insured is given, at different points in time. In graph (b), the percentage of all individuals in the sample (i.e. all members
of all households) insured is given. In graph (c), only the individuals who are extended family members (adult children, aunts, parents) are included. The graph (c) shows

the percentage of these extended family members who (voluntarily) bought insurance.

whereas insurance in the control branches does not. Second, in the
treatment branches, clients can voluntarily also include additional
household members in the insurance, whereas insurance in the
control branches covers only the nuclear family (client, spouse and
minor children). Hence, although 100% of clients (and thus house-
holds) are covered in both treatment and control branches, the
number of household members covered within a household may
differ, as we explore below.

We also observe that about 50% of clients are insured at base-
line, and this number is about the same for the treated and control
branches. Note that at baseline only the standard mandatory insur-
ance was available (i.e. client, spouse, minor children), but not
the two innovation components, i.e. the help with claims and
the extended coverage of other household members, that were
introduced only later. Note further that at baseline clients are
insured if and only if they had NRSP loans already before.!3

As mentioned, soon after the baseline all clients have a loan
and 100% of clients are covered by insurance. Afterwards, coverage
rates decrease due to clients repaying their loans. (After loan repay-
ment insurance cannot be extended unless a new loan is taken.) The
coverage rates are very similar in treatment and control branches,
except for 12 months after the baseline. (The difference in month
12 is, in fact, only driven by a single control branch. Without that
control branch, there would be virtually no differences.)!*

While we see little difference between treated and control
group in Fig. 2(a) with respect to the insurance status of the client
(usually the household head or the spouse), larger differences are
visible in Fig. 2(b) with respect to the number of individuals in a
household insured: Only the households in the treatment branches
had the option to voluntarily insure those additional household
members who were not mandatorily insured. Fig. 2(b) thus shows
insurance coverage rates at the individual level. Take-up is sub-
stantially higher in treatment than in control branches from 6
months until 18 months after the baseline. This is the result of
considerable voluntary take up in the treatment branches, which
is examined in Fig. 2(c). There we show the number of household
members who are voluntarily insured, i.e. who are extended family
members (adult children, aunts, parents) and voluntarily bought

13 If they had an NRSP loan in the previous year, they had been obliged to buy
insurance cover for a year and are thus insured at baseline. On the other hand,
insurance could not be obtained as a stand-alone product but only in combination
with a loan.

14 There is one of the four control branches with 100% clients having a loan and
consequently insurance. Without this branch, rates would be very similar at 12
months as well.

insurance. Around 70% of those without mandatory insurance are
covered in the treatment areas. The figure gradually decreases to
about 50% at 18 months. In the control branches, these figures are
zero since voluntary insurance of additional household members
was not offered there.!”

The (self-assessed) take-up rates for all household members
illustrated in Fig. 2(b) and (c) are also shown in Table 2. Besides
comparing coverage in treatment versus control branches (col-
umn 1), we also separate individuals into two categories: those
with mandatory insurance (client, spouse or child <18) and those
eligible for voluntary insurance (children >18 years of age and
non-nuclear family members, e.g. aunts, cousins, parents). Since
information on family structure was collected in all branches, we
define these potentially eligible groups in the same way in treat-
ment and control branches. (i.e. In Table 2 we define the group
“voluntarily insurable” in the control branches as those individuals
who would have had access to voluntary insurance if they had lived
in a treatment area.)

At baseline not all clients were yet aware of the coverage, so
there the variable was measured with error. Nevertheless, the
baseline values are very similar between treatment and control
branches. After the baseline nearly all individuals with mandatory
insurance also report coverage, see follow-up at month 6. This num-
ber thereafter declines as in Fig. 2 as households repay their loans
and thereafter are no longer eligible for insurance unless they take
up a new loan.

Consistent with the controlled design, additional voluntary
insurance is taken up only in treatment branches. While virtually
none in the control areas are voluntarily insured (as they had not
been offered this option), nearly 70% in the treatment areas are vol-
untarily insured after 6 months (see last column of Table 2). This
number declines to about 50% until month 18, partly also because
of early repayment of loans which makes them no longer eligible.

Note that the innovation affects households differently depend-
ing on their family structure. Households without voluntarily insur-
able members could not extend their coverage because all house-
hold members are already mandatorily insured. They were thus
affected only by the technical assistance. On the other hand, house-
holds with additional voluntarily insurable members could addi-
tionally also benefit from the offer of optional additional coverage.
Our impact estimates thus provide some average of the two effects.

15 Note that due to data problems the insurance coverage information is not avail-
able for month 24. In the last survey wave at month 24, insurance coverage was no
longer cross-checked with the register data and reliable information on individual
insurance coverage is thus missing.
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Table 2

Insurance take-up (percent of household members), by control vs. treatment branches.

Fraction of
individuals insured

Take-up among all
observations

Take-up in subsample of type
‘mandatorily insured’®

Take-up in subsample of
‘voluntarily insurable’

Control Treated Control Treated Control Treated
At baseline® 14.1% 15.3% 20.6% 22.3% 0.0% 0.0%
N 4742 8182 3250 5594 1492 2588
6 months 67.5% 88.6% 99.2% 99.4% 0.0% 68.5%
N 4781 8051 3252 5238 1529 2813
12 months 56.2% 66.3% 84.5% 73.1% 0.0% 53.9%
N 4666 7926 3105 5125 1561 2801
18 months 48.8% 66.7% 74.3% 77.4% 0.2% 49.0%
N 4592 7809 3014 4877 1578 2932

2 These are all clients, their spouses and all children below 18 years of age (nuclear family).
b These are all children >18 and non-nuclear family members (aunts, cousins, parents).

¢ At baseline, individuals were not always fully aware of their coverage.

5.2. Balance of baseline covariates

In this section we discuss the balancing of the baseline covari-
ates across branches. The study covered 13 branch offices of the city
of Hyderabad: 9 treatment and 4 control branch offices. Despite
being randomly assigned, this corresponds to a low-powered RCT
with a sample size of only 13 at the level where the randomiza-
tion took place. It would have been desirable for statistical power
to have had a much larger sample of branches. A larger sample size
was not possible for this intervention though because the branch
offices needed to be sufficiently distant from each other to min-
imize possible spill-over effects. In further projects it would be
advised to pilot such interventions in several cities to have a larger
sample size at the cluster level.

Although randomization implies that baseline covariates should
be uncorrelated with the treatment status, this is only guaranteed
if sample size is sufficiently large. In Table 3 we examine differ-
ences in baseline covariates and find that most important baseline
covariates are indeed actually very similar, despite the small sam-
ple size.

In Table 3 we show descriptive statistics for the 9 treatment and
4 control branches, that is branch averages of baseline covariates.!®
The households have on average three minor and three to four
adult members (mean household size 6.5). Their mean monthly per
capita income is around 3200 rupees (approx. 35 US$). Compared
to the Pakistani average, client households seem to be relatively
poor: According to World Bank (2012), the poverty rate for Pakistan
was at22.3%in2010/2011. Even when including income from child
labor, 51% of households (or 59% of individuals) in the sample report
a per capita income below this poverty line (3100 rupees monthly
or 1.25 US$ per day). Compared to other data from urban Sindh, the
average NRSP client household in our sample is not extremely poor,
but seems to be well below the median income. (See the appendix
for further details.) There might be some measurement error in
income, but the data nevertheless indicates that NRSP is successful
in targeting low-income households. We also observe that three
quarters of clients already had experience with NRSP. They have
loans in the order of 15,000 rupees at baseline and only very few
have difficulties repaying their loan. Regarding child outcomes, we
find child labor incidence of around 20%, monthly earnings through
child labor of about 300 rupees, about 12 h worked per week, haz-
ardous work for 9% of children and school attendance of about 70%.
Note that the income generated through child labor corresponds
to roughly ten percent of monthly per capita income which is a

16 The tests for equality are based on the N =13 branch level observations.

non-negligible amount. From Table 3 we further observe that only
three variables are significantly different at the 5% level and another
variable significant at the 10% level. Overall, we conclude that most
of the baseline covariates are balanced. Particularly, the child labor
and schooling variables are very similar in magnitude. More details
are given in the appendix.!”

5.3. Attrition in follow-up waves

After the baseline survey in September/October 2009,
four follow-up surveys were conducted every 6 months:
March/April 2010, October/November 2010, May/June 2011
and October/November 2011. The attrition rate shown in Table 4
is between 0.9 and 4.0% for each wave, and similar in treatment
versus control branches. In the follow-up surveys after 12, 18
and 24 months there are a few households ‘dropping back in’.
There is no evidence for differential non-response: a two-sample
proportion test of the hypothesis that the fraction of households
answering all survey waves are the same (90.2% in control versus
89.5% in treatment branches) is not rejected. Within-household
compositions likewise are unaffected by the innovation: We
checked for treatment effects on household size, number of adults
and number of children in different age categories. None of the
regressions resulted in any significant differences. It is also possible
to calculate attrition on the individual level, and those figures are
comparable as well across treatment and control groups. However,
we consider this information to be less reliable. The main reason is
that individual identifiers were less central for the survey logistics,
and it is thus more likely that errors in those identifiers occurred.
We analyze attrition figures on different levels in the appendix.

6. Empirical findings

Before presenting the econometric results, we first examine in
Fig. 3 the health expenses claiming behavior between treatment
and control branches. One important potential effect channel for
the treatment is a better protection of households in case of a
shock. Insured individuals can get their hospital costs reimbursed
after submitting a claim that should be settled within 15 days, as
explained in Section 2. In line with higher insurance coverage we
would therefore expect more claims and ultimately more reim-
bursement for households in treatment branches. Fig. 3(a) shows

17 We also examined household level regressions where we controlled for the

covariates given in Table 3. There we found that the treatment effect estimates that
we report later are robust to controlling for the imbalances in Table 3.
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Table 3
Descriptive statistics of baseline covariates aggregated to branch level; differences between treatment and control branches.
Mean in control branches Mean in treatment branches Difference t-Value p-Value
Poverty score at baseline (PPI)? 30.7 32.2 1.5 1.81 0.098
Spouse in household? (yes/no) 0.79 0.76 -0.03 -2.24 0.046
Number of children age 0-4 0.58 0.59 0.01 0.16 0.878
Number of children age 5-13 1.48 1.43 -0.04 -0.50 0.624
Number of children age 14-17 0.78 0.88 0.10 1.33 0.212
Number of adults 3.65 3.49 -0.16 -1.05 0.315
Mean (female) client age 40.7 40.9 0.18 0.16 0.872
Mean (male) spouse age 44.9 451 0.13 0.19 0.855
Mean (female) client education (years) 24 33 0.9 2.28 0.044
Mean (male) spouse education (years) 4.0 49 0.8 1.50 0.162
Monthly income per capita® 3171 3153 -18.5 —0.08 0.935
Monthly expenses: total 13,757 12,529 -1228 -1.15 0.275
Monthly expenses: children 307.3 297.6 -9.6 -0.14 0.894
Monthly expenses: books 294.0 196.3 -97.6 -1.25 0.236
Monthly expenses: outpatient 452.8 357.7 -95.0 -0.69 0.507
Monthly expenses: hospital 107.0 54.6 —-52.3 -1.55 0.149
Credit with NRSP before? (yes/no) 0.722 0.773 0.051 1.23 0.245
Credit amount 15,969 15,704 -264.9 -0.28 0.784
Difficulties repaying loan? (yes/no) 0.011 0.022 0.010 0.69 0.504
Age of child 11.2 11.6 0.3 2.39 0.036
Education (years) 3.23 3.44 0.21 0.64 0.536
Child labor? (yes/no) 0.19 0.18 -0.01 -0.26 0.803
Hours of work (weekly) 11.2 12.9 1.7 1.12 0.286
Hazardous occupation? (yes/no) 0.087 0.085 —0.002 -0.09 0.928
Monthly child labor earnings® 301.1 333.1 319 0.72 0.486
School attendance 0.680 0.707 0.026 0.60 0.563
Monthly school days missed 1.063 1.079 0.015 0.03 0.976
Notes: 9 Treatment branches, 4 control branches, total sample size 13.
Differences significant at the 10% level (i.e. p-value smaller than 0.1) are marked in bold.
a PPI refers to the progress out of poverty index.
b Adjusted for minor household members (factor 0.6) and excluding income from child labor, income in Pakistani rupees (1000 Rs =approx. 11 US$).
¢ Earnings per child (age 5-17), only earnings that are generated by work classified as child labor.
Table 4
Attrition across waves, control versus treatment branches.
All Control branches Treatment branches
Households House-holds Drop-outs Drop-ins Households Drop-outs Drop-ins
Baseline 2097 777 - - 1320 - -
Follow up after
6 months 2068 770 7(0.9%) - 1298 22(1.7%) -
12 months 2023 743 27(3.5%) 0 1280 21(1.6%) 3(13.6%)
18 months 1972 733 21(2.8%) 11(32.4%) 1239 48(3.8%) 7(17.5%)
24 months 1943 728 22(3.0%) 17(38.6%) 1215 50(4.0%) 26(32.1%)

Note: The number of households in each wave, by treatment status, are given. The column “drop-outs” shows the number of households who have been available in the
previous round but not in the current round. The column “drop-ins” shows the number of households who have not been available in the previous round but are available

in the current round.

For the “drop-outs” the percentage in brackets indicates the number of drop-outs as a fraction of the previous wave’s observations. For the “drop-ins” the percentage in
brackets indicates the number of drop-ins as a fraction of the previous wave’s missings.
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Fig. 3. Medical incidence, insurance claim and payment (share of households), control vs. treatment. Note: There is no information available on insurance related events
at baseline (i.e. month 0). Panel (a) shows the percentage of households reporting an injury or hospitalization case since the last loan disbursement. Panel (b) shows the
percentage of households who report that an insurance claim was filed. Panel (¢) shows the percentage of households who had an insurance claim that was also approved,
i.e. where medical expenses were indeed reimbursed.
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Table 5
Regression analysis on branch level, N=13.
Outcome variable Child labor Hours worked Hazardous occupation Child labor earnings School attendance Days missed at school
Treatment effect —-0.034* -1.80 —0.046"""++ —1427++ 0.012 —-0.18
(0.021) (1.28) (0.013) (46.5) (0.017) (0.31)
N 13 13 13 13 13 12
R? 0.187 0.152 0.544 0.458 0.049 0.033

OLS Regression of AY on treatment dummy and a constant. N =13 observations. The dependent variable is the average outcome in follow-up periods minus average outcome

at baseline.

The outcome monthly days missed at school is defined conditional on school attendance.

Estimates significant at the 10% level are marked in bold.
**p<0.01, **p<0.05, *p<0.1 using OLS standard errors and two-sided t-test.
*** p<0.01, **p<0.05, *p<0.1, randomization inference, two-sided test.

Table 6
Regression analysis on branch level, N=13, separately for boys and girls.
Outcome variable Child labor Hours worked Hazardous occupation Child labor earnings School attendance Days missed at school
Boys
Treatment effect —-0.083"+ —-4.40"* -0.044""+ —222""+ 0.024"* -0.14
(0.032) (1.84) (0.013) (80.9) (0.013) (0.39)
N 13 13 13 13 13 12
R? 0.376 0.343 0.514 0.407 0.228 0.012
Girls
Treatment effect 0.010 0.62 —-0.048"* 7437 0.00062 -0.22
(0.028) (1.49) (0.022) (22.2) (0.033) (0.36)
N 13 13 13 13 13 12
R? 0.012 0.015 0.302 0.504 0.000 0.036

See note under Table 5. Separate regressions for boys and girls subsamples.
Estimates significant at the 10% level are marked in bold.

the percentage of households reporting an injury or hospitalization
case since the last loan disbursement. Overall, a much higher per-
centage declares hospitalization in the treatment branches. While
around 6% of control households report a medical case it is two to
three times as often the case for treated households, except in the
final survey wave. Also the claim frequency (Fig. 3(b)) is consis-
tently about twice as high in treatment areas. Similarly, insurance
payments are more frequent (Fig. 3(c)).!® Unfortunately, we do not
have baseline data for injury and hospitalization, but Fig. 3(a)-(c)
are consistent with more individuals attending hospital in case of
sickness if they are insured and thus do not bear the full costs
of medical treatment. The higher frequencies are likely also influ-
enced by the sensitivity and help offered by the credit officers in
the treatment branches.

Now we turn to the regression analysis on child labor outcomes.
Table 5 shows the regression results, as described in Section 4, on
the six outcome variables. We find a highly significant (irrespective
of the inference method) and sizable negative effect on hazardous
occupation and child labor earnings. We also observe negative effects
for child labor and hours worked, but they are too imprecisely esti-
mated to permit drawing firm conclusions. (The effect on child
labor is significant at the 10% level by randomization inference.)
The estimates for schooling are imprecise and we cannot reject the
null of no effect on schooling.

Note that the treatment effect estimates have to be interpreted
as the combined effect of technical assistance with claims (i.e. the
monthly visits of credit officers assisting with claim procedures)
and the offer of additional insurance coverage. Hence, we com-
pare households who have been offered additional coverage with

18 Simple two-sample proportion tests show significant differences 6 months after
baseline in all three variables. However, some events are extremely rare and we
should be careful in interpreting the differences. While 274 injuries or hospitaliza-
tions are reported, only 48 submitted claims and 7 claim payments can be found at
t=6 months.

those who did not have this option. (L.e. we do not directly compare
households who have or have not purchased extended insurance,
but according to the binary treatment status of their location of
residence.)

In the appendix we estimate the same specification separately
for each of the four follow-up periods. The signs of the estimates are
the same as in Table 5: Negative effects for all child labor variables.
As in Table 5, standard errors are rather large because of the small
sample size, and thus only the results for hazardous occupation
and child labor earnings are statistically significant. It also appears
as if the effects tend to decrease in magnitude over time, with the
largest effects observed at the 12 month follow-up period. While
this could be due to the small sample size and the corresponding
large standard errors (i.e. differences in effect sizes over time are
not statistically significant), the observed pattern could also be due
to the steady decline in the number of insured individuals over
time, see Table 2. Households who repaid their loans cease to be
covered by insurance once the insurance period runs out. This pro-
cess, however, is likely to be endogenous and possibly affected by
the treatment itself. Given the small sample size, we abstain from
an extensive econometric analysis and abstain from drawing firm
conclusions on the timing of the treatment effects, and merely note
that the more flexible analysis in the appendix supports the main
conclusions from Table 5.

In Table 6 we estimate our main regression separately for boys
and girls. Interestingly, effects tend to be quite substantially larger
for boys than for girls. For boys (but not for girls) we also find a
modest and marginally significant positive effect on school atten-
dance, whereas the decrease in number of missed school days is
insignificant. The larger effects for boys are not surprising as they
are most affected by child labor in our sample; at baseline they work
on average about 20% more often in hazardous occupations, spend
40% more hours, are classified 60% more often as child laborers and
earn eight times the amount through child labor as compared to
girls.
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7. Conclusion

Economic shocks play a large role for poor households. One of
the undesired consequences might be that hardship forces par-
ents to send children to work or take them out of school. This
coping strategy is especially dangerous because it may harm long-
term human capital accumulation or health for the next generation.
Microinsurance is widely promoted as a tool to reduce vulnerabil-
ity to shocks and hence potentially protects children from child
labor, but so far there are almost no studies assessing the effect
of formal insurance on child labor and schooling outcomes. It is
straightforward to imagine that insurance protects children from
being pushed into child labor once medical costs arise. Yet, a change
in economic uncertainty might also have effects ex ante, before a
shock actually takes place.

To estimate the actual effect of insurance we exploit a random-
ized controlled trial in the urban center of Hyderabad, Pakistan.
An innovation package consisting of (a) the extension of voluntary
health insurance coverage and (b) regular visits sensitizing micro-
credit clients regarding claim procedures was introduced in nine
treatment branches. We make use of a baseline and four follow-
up survey waves to estimate treatment effects. We find that the
innovation package indeed helps to reduce child labor related out-
comes. The combination of offering increased coverage and helping
with claims decreased hazardous work and earnings through child
labor. The effect is larger for boys which might be explained by
the fact that child labor activities are more common amongst male
children in our sample.

While we find statistically significant results we would like
to point out that we in general recommend increasing the num-
ber of clusters used for randomization above the 13 branches
available in our design. A second potential caveat is that staff
members of the microfinance institution were involved in data
collection. In our study we are rather confident that this did
not affect our main results, because staff members were trained
to gather objective measures of child labor and because base-
line data shows no imbalances between treatment and control
branches. Nevertheless, independent interviewers who are unin-
formed about treatment status are preferable for collecting survey
data.

Appendix A. Supplementary data

Supplementary data associated with this article can be found,
in the online version, at http://dx.doi.org/10.1016/j.jhealeco.
2014.10.003.

References

Asian Development Bank, 2004. Social Protection Strategy. Final Report
Vol. II: Health Insurance, http://www?2.adb.org/Documents/Reports/
Consultant/37008-PAK/vol2/37008b.pdf

Asian Development Bank, 2005. Technical Assistance to the Islamic
Republic of Pakistan for the Developing Social Health Insurance Project,
http://www2.adb.org/Documents/TARs/PAK/tar-pak-37359.pdf

Beegle, K., Dehejia, R.H., Gatti, R., 2006. Child labor and agricultural shocks. Journal
of Development Economics 81 (1), 80-96.

Bloom, N, Eifert, B., Mahajan, A., McKenzie, D., Roberts, J., 2013. Does management
matter? Evidence from India. Quarterly Journal of Economics 128 (1), 1-51.
Chakrabarty, S., 2012. Does micro credit increase child labour in absence of micro

insurance? Microinsurance Innovation Facility Research Paper. 12, 1-35.

Dekker, M., Wilms, A., 2010. Health insurance and other risk-coping strategies
in Uganda: the case of Microcare Insurance Ltd. World Development 38 (3),
369-378.

Dillon, A., 2013. Child labour and schooling responses to production and health
shocks in northern Mali. Journal of African Economies 22 (2), 276-299.

Dror, D.M., Koren, R., Steinberg, D.M., 2006. The impact of filipino micro health-
insurance units on income-related equality of access to healthcare. Health Policy
77 (3), 304-317.

Duryea, S., Lam, D., Levison, D., 2007. Effects of economic shocks on children’s
employment and schooling in Brazil. Journal of Development Economics 84 (1),
188-214.

Edmonds, E.V., 2008. Child labor. In: Schultz, T.P., Strauss, ]. (Eds.), Handbook of
Development Economics, vol. 4. Elsevier, Amsterdam, pp. 3607-3709.

Emerson, P.M., Souza, A.P., 2011. Is child labor harmful? The impact of working
earlier in life on adult earnings. Economic Development and Cultural Change 59
(2), 345-385.

Giné, X., Yang, D., 2009. Insurance credit, and technology adoption: field experimen-
tal evidence from Malawi. Journal of Development Economics 89 (1), 1-11.
Gunnarsson, V., Orazem, P.F., Sinchez, M.A., 2006. Child labor and school achieve-

ment in Latin America. World Bank Economic Review 20 (1), 31-54.

Heady, C., 2003. The effect of child labor on learning achievement. Word Develop-
ment 31 (2), 385-398.

Jutting, J.P., 2004. Do community-based health insurance schemes improve poor
people’s access to health care? Evidence from rural Senegal. Word Development
32(2),273-288.

Kassouf, A.L., McKee, M., Mossialos, E., 2001. Early entrance to the job market and
its effect on adult health: evidence from Brazil. Health Policy and Planning 16
(1),21-28.

Landmann, A., Vollan, B., Frolich, M., 2012. Insurance Versus Savings for the Poor:
Why One Should Offer Either Both or None. IZA Discussion Paper 6298.

Pakistan Ministry of Health, 2009. National Health Policy 2009: Stepping Towards
Better Health (draft 19 Feb 2009), www.pc.gov.pk/Policies/Health.doc

Qamar, K.K., Knoll, P., Roth, ]., Tayyab, A., 2007. The Beginning of Health Microinsur-
ance in Pakistan. A Review of RSPN-Adamjee Insurance Scheme.

Rosati, F.C., Rossi, M., 2003. Children’s working hours and school enrollment: evi-
dence from Pakistan and Nicaragua. World Bank Economic Review 17 (2),
283-295.

Rural Support Programmes Network, 2012. Outreach. Rural Support Pro-
grammes Social Mobilisation Newsletter 15, http://www.rspn.org/
Outreach/PDFs/outreach_issue_15.pdf

Wagstaff, A., 2010. Estimating health insurance impacts under unobserved hetero-
geneity: the case of Vietnam’s Health care fund for the poor. Health Economics
19 (2), 189-208.

Wagstaff, A., Lindelow, M., Jun, G., Ling, X., Juncheng, Q., 2009. Extending health
insurance to the rural population: an impact evaluation of China’s new cooper-
ative medical scheme. Journal of Health Economics 28 (1), 1-19.

World Bank, 2012. Micro Insurance in Pakistan: A Diagnostic Study, http://www.
secp.gov.pk/corporatelaws/pdf/MI_Report_16102012.pdf


http://dx.doi.org/10.1016/j.jhealeco.2014.10.003
http://dx.doi.org/10.1016/j.jhealeco.2014.10.003
http://www2.adb.org/Documents/Reports/Consultant/37008-PAK/vol2/37008b.pdf
http://www2.adb.org/Documents/Reports/Consultant/37008-PAK/vol2/37008b.pdf
http://www2.adb.org/Documents/TARs/PAK/tar-pak-37359.pdf
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0025
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0025
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0025
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0025
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0025
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0025
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0025
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0025
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0025
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0025
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0025
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0025
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0025
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0025
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0030
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0030
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0030
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0030
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0030
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0030
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0030
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0030
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0030
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0030
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0030
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0030
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0030
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0030
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0030
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0040
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0040
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0040
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0040
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0040
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0040
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0040
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0040
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0040
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0040
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0040
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0040
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0040
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0040
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0040
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0040
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0040
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0040
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0040
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0040
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0045
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0045
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0045
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0045
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0045
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0045
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0045
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0045
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0045
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0045
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0045
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0045
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0045
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0045
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0045
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0045
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0045
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0045
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0045
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0045
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0045
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0055
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0055
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0055
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0055
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0055
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0055
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0055
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0055
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0055
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0055
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0055
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0055
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0055
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0055
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0055
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0055
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0055
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0055
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0055
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0055
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0055
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0055
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0060
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0060
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0060
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0060
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0060
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0060
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0060
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0060
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0060
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0060
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0060
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0060
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0060
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0060
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0060
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0060
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0060
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0060
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0060
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0060
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0060
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0060
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0065
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0065
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0065
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0065
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0065
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0065
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0065
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0065
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0065
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0065
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0065
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0065
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0065
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0065
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0065
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0065
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0065
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0065
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0065
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0065
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0070
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0070
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0070
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0070
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0070
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0070
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0070
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0070
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0070
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0070
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0070
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0070
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0070
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0070
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0070
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0070
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0070
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0070
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0070
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0070
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0075
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0075
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0075
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0075
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0075
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0075
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0075
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0075
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0075
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0075
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0075
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0075
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0075
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0075
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0075
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0075
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0075
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0075
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0075
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0075
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0075
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0075
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0075
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0075
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0085
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0085
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0085
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0085
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0085
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0085
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0085
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0085
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0085
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0085
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0085
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0085
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0085
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0085
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0085
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0085
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0085
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0085
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0085
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0085
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0090
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0090
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0090
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0090
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0090
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0090
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0090
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0090
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0090
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0090
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0090
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0090
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0090
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0090
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0090
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0090
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0090
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0090
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0095
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0095
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0095
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0095
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0095
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0095
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0095
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0095
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0095
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0095
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0095
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0095
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0095
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0095
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0095
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0095
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0100
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0100
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0100
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0100
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0100
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0100
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0100
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0100
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0100
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0100
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0100
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0100
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0100
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0100
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0100
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0100
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0100
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0100
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0100
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0100
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0100
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0100
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0100
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0105
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0105
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0105
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0105
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0105
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0105
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0105
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0105
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0105
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0105
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0105
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0105
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0105
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0105
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0105
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0105
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0105
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0105
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0105
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0105
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0105
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0105
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0105
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0105
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0110
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0110
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0110
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0110
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0110
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0110
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0110
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0110
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0110
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0110
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0110
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0110
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0110
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0110
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0110
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0110
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0110
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0110
http://www.pc.gov.pk/Policies/Health.doc
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0125
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0125
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0125
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0125
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0125
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0125
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0125
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0125
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0125
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0125
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0125
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0125
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0125
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0125
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0135
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0135
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0135
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0135
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0135
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0135
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0135
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0135
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0135
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0135
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0135
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0135
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0135
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0135
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0135
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0135
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0135
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0135
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0135
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0135
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0135
http://www.rspn.org/Outreach/PDFs/outreach_issue_15.pdf
http://www.rspn.org/Outreach/PDFs/outreach_issue_15.pdf
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0155
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0155
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0155
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0155
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0155
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0155
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0155
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0155
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0155
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0155
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0155
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0155
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0155
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0155
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0155
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0155
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0155
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0155
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0155
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0155
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0155
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0155
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0155
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0155
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0155
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0160
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0160
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0160
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0160
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0160
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0160
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0160
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0160
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0160
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0160
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0160
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0160
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0160
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0160
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0160
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0160
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0160
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0160
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0160
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0160
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0160
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0160
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0160
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0160
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0160
http://refhub.elsevier.com/S0167-6296(14)00119-2/sbref0160
http://www.secp.gov.pk/corporatelaws/pdf/MI_Report_16102012.pdf
http://www.secp.gov.pk/corporatelaws/pdf/MI_Report_16102012.pdf

	Can health-insurance help prevent child labor? An impact evaluation from Pakistan
	1 Introduction
	2 The health insurance innovation and its background
	2.1 NRSP's microinsurance innovation

	3 Data collection
	3.1 Definition of child labor

	4 Econometric approach
	5 Design aspects – insurance take-up, balance and attrition
	5.1 Insurance take-up
	5.2 Balance of baseline covariates
	5.3 Attrition in follow-up waves

	6 Empirical findings
	7 Conclusion
	Appendix A Supplementary data
	References


