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Abstract
A large body of empirical literature, examining the degree and
extent of households’ vulnerability due to health shock, has
applied a concept of catastrophic healthcare expenditure
suggested by Wagstaff and van Doorslaer (2003). In this approach,
a household is considered to have incurred catastrophic health
expenditure if its out-of-pocket health expenditure exceeds a
certain percentage of its capacity to pay, where capacity to pay
is household’s consumption expenditure or non-food expenditure.
The major limitations of this approach are the following: (i) it solely
relies on consumption expenditure data generally collected
through cross sectional survey; (ii) it ignores other forms of
vulnerability such as avoidance, delay and use of low quality
inexpensive health care and (iii) it does not distinguish households
with different likelihood of facing health shocks and different
capacities to absorb the shocks. Borrowing the conceptualisation
of multidimensional poverty developed by Alkire and Foster (2008),
this paper goes beyond a money-centric measure of vulnerability
based on consumption expenditure data and offers a
multidimensional measure which is free from some of the
limitations of the approach suggested by Wagstaff and van
Doorslaer. The multidimensional measure of vulnerability due to
health shock suggested in this paper considers four dimensions
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of a household viz. Illness, Utilisation, Capacity and Observed
Vulnerability and uses 17 available indicators to capture all four
dimensions. Validity and mutual connections of these indicators
are examined using regression and correlation techniques. In the
first stage, we fix indicator-specific cut-offs based on distributional
features of variables (measured by estimated parameters) and
evidence from literature. In the second stage the cut-off for
aggregate vulnerability score is fixed considering its comparability
with the Wagstaff-van Doorslaer’s approach. Our results suggest
that multidimensional measure of vulnerability due to health shock
is more convincing compared to catastrophic health expenditure
measure suggested by Wagstaff and van Doorslaer. However,
equal weightage to all indicators and limiting the suggested
measure to headcount ratio are two limitations of the new
approach in its present form.

Keywords: health catastrophe, vulnerability, multidimensional,
NSSO, India
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Introduction
Health care financing in many low and middle income countries is
still dominated by out-of-pocket (OOP) expenses made by the
households. A high OOP health expenditure, most of the time,
turns out to be catastrophic for many households, especially for
the poor ones and for those who are not covered by adequate
health expenditure protection schemes (such as insurance). In
such situations households are forced to spend on health care by
compromising on other necessities such as nutrition and
education, which may lead to long-term welfare loss. A large OOP
health expenditure, when it is financed by depleting savings or
selling productive assets such as land, cattle etc., also has
negative implications for a household’s long-term income and
welfare (Berki 1980; Peters et al., 2002; Wagstaff and van
Doorslaer 2003; Xu et al., 2003; Damme et al., 2004; Krishna
2004; Rusell 2004; Garg and Karan 2005; Su et al., 2006;
McIntyre 2006; van Doorslaer et al 2006; Schneider and Hanson
2006).
According to Wagstaff and van Doorslaer (2003), a household
incurs catastrophic health expenditure if its OOP medical
expenses exceed a certain fraction or proportion of its income or
available resources or capacity to pay, generally measured by the
household’s total consumption or non-food expenditure. Following
this approach, a large body of empirical literature has tried to
quantify the incidence and the intensity of catastrophic health
expenditure experienced by households in different contexts. In
many of these empirical studies a household spending more than
10 per cent of its total consumption expenditure or more than 40
per cent of its non-food expenditure on health is considered as one
with catastrophic health expenditure.
Majority of the literature, primarily coming from the developing
countries context where large part of the population is not covered
by effective insurance coverage, have found type of care utilised
(inpatient care), type of provider utilised (private facilities), place of
residence (rural areas), presence of chronically ill, presence of
elderly, presence of children in the household, household size (big
households), capacity to pay (poor), employment status (labour/
household with unemployed members), insurance coverage (no or
public insurance) as key determinants of catastrophic health
5

expenditure (Su et al 2006; Vainshnavi and Das 2009; Berman et
al 2010; Mondal et al 2010; Shi et al 2011; Fang et al 2012; Ye
Li 2012; Abolhallaje et al 2013; Brinda et al 2014; Oyinpreye and
Moses 2014; Rashad and Sharaf 2015; Kumara and Samaratunge
2016; Kien et al 2016; Rashidul et al 2017). Though not many
empirical studies have mentioned them, there are other factors
such as presence of disabled member, incidence of accident and
injury in the household, sex of the head, education of the head,
living conditions of the household etc. that are found to have
influence on catastrophic health expenditure (Malik and Syed
2012; Buigut et al 2015; Kumar et al 2015; Molla et al 2017;
Rashidul et al 2017). There are also some studies which have
identified macro-level factors (such as state, public expenditure on
health, quality of government facilities) having influence on
catastrophic health expenditure (Bonu et al 2007; Samadi and
Homaie 2013).
In spite of its ease of interpretation, popularity and widespread
application, certain drawbacks of Wagstaff and van Doorslaer’s
approach cannot be ignored. First, in this approach the whole
exercise of identifying a household with catastrophic health
expenditure and measuring the intensity of catastrophe is based
only on money-metric consumption data collected through cross
sectional surveys. The accuracy of the catastrophic measure,
therefore, depends on the quality and completeness of consumption expenditure data. Second, ignoring various household
characteristics which show strong relation with a household’s
need for health care, its access to health care and the capacity
to incur OOP health expenditure prevents us from distinguishing
between households with similar level of out-of-pocket health
expenditure in a given year but with different levels of health care
need and capacity to satisfy the need. Third, there may be
occasions when households avoid or delay health care utilisation
fearing high OOP health expenditure or go for less expensive lowquality health care. The measure of catastrophic health
expenditure suggested by Wagstaff and van Doorslaer is limited in
its scope to address these limitations. We argue that a measure
which addresses these limitations as much as possible may
portray a more accurate picture of the households’ vulnerability
due to health shock. Therefore, against this background, this
paper takes up the following two objectives: (i) to develop a
6

multidimensional measure for capturing households’ vulnerability
due to health shock; and (ii) to provide some empirical illustrations
of the new measure and assess its comparative advantages over
the existing measure proposed by Wagstaff and van Doorslaer.
Data and Methods
The paper uses data from National Sample Survey’s 71s round
entitled “Social Consumption: Health”, which was conducted
during January to June 2014. The survey collected detailed
information on reported illness, utilisation of health care and
expenditure on health care including coping strategies to meet the
OOP health expenditure from 65,932 households living all across
the country.
The paper attempts to go beyond the concept of catastrophic
health expenditure incurred by households as suggested by
Wagstaff and van Doorslaer (2003) and applied in a large number
of empirical studies. Though the idea of vulnerability was never
explicitly mentioned in the conceptualisation of catastrophe
suggested by Wagstaff and van Doorslaer, the implication of health
expenditure catastrophe on vulnerability was obvious. It is quite
evident that a household spending large share of its accessible
monetary resources on health care will be constrained to spend for
other necessities. This is true for both poor households and nonpoor households with little savings. Incurring high OOP health
expenditure may force households to deplete their savings, sell
productive assets (such as land, cattle), or to borrow money at
high rates of interest. Fear of high OOP health expenditure may
discourage households to seek health care on time (i.e. avoiding
or delaying treatment) or make them seek healthcare from less
expensive low quality providers. It is not difficult to foresee that
many of these coping strategies may result in adverse
consequences (such as increased severity or complication of
ailments) finally increasing the level of vulnerability even further.
We define vulnerability, in our context, as a difference between
household’s exposure to risk due to health shock or illness and
its capacity to absorb the health shock. Risk is an essential
component of vulnerability due to uncertainty associated with
illness and resultant out-of-pocket expenditure. Some households, due to their demographic compositions, presence of ill
7

members and other factors, are more prone to health shock than
others. Similarly, some households due to their better access to
health care, higher purchasing power, secured occupational
nature, better insurance coverage, are more protected to absorb
the health shock than others. Going beyond the money-metric
measure suggested by Wagstaff and van Doorslaer, our approach
attempts to capture these multiple characteristics of a household
which have direct and indirect bearing on its vulnerability due to
health shock. Since our measure relies on multiple characteristics of a household, it faces the standard challenges that any
multi-dimensional measure encounters while summarising the
attributes of the population.
To assess its level of vulnerability, we propose to look at each
household in terms of four different dimensions:


Dimension capturing the risk of illness: Under this dimension
we look at characteristics of the household which positively
contribute to the likelihood of illness. (Dimension I)



Dimension capturing the utilisation of health care by the
household during a particular time period. This dimension
captures to what extent risk of illness gets translated into
utilisation through realisation of illness. (Dimension U)



Dimension capturing the household’s lack of capacity or
inability to utilise healthcare in the face of an illness and also
its lack of capacity to absorb the risk of high OOP health
expenditure. Illness results in utilisation only when it is
backed by capacity to access health care. (Dimension C)



Dimension capturing household’s observed vulnerability to
health shock during a particular time period. This is observed
when there is a mismatch between realised illness and/or
utilisation and capacity to pay. (Dimension O).

It must be noted that Dimensions I and C are more deterministic
in nature and are less influenced by probabilistic elements. In
other words, a household having all preconditions to induce health
shock not experiencing illness or reporting utilisation of health
care in a particular time period is purely due to random chance
and should not be excluded in vulnerability count. Utilisation of
health care (captured under dimension U) contributes to OOP
health expenditure. However, utilisation which can also be termed
8

as effective demand for health care is expected to depend on two
factors namely need for health care (as felt by the household) as
well as its capacity to translate that need into effective demand.
While the former is captured by dimension I to a great extent,
dimension C is a reasonable aspect to capture the latter. For a
given capacity of household (captured by Dimension C), one would
expect a positive relation between need for health care (captured
by Dimension I) and utilisation of health care (Dimension U).
Similarly for a given level of need for health care (captured by
Dimension I), lower capacity of the household (Captured by
Dimension C) would result in lower utilisation (Dimension U).
Vulnerability is observed or predicted when there is a mismatch
between need (Dimension I) and/or utilisation (Dimension U) on
the one hand and capacity of the household (Dimension C) on the
other. Dimension D is crucial to observe such mismatch. We
propose to include all these four dimensions in a multi-dimensional
measure to capture household’s vulnerability to health shock.
The information collected by NSSO allows us to construct an
exhaustive list of indicators which fairly capture these multiple
dimensions. These indicators are chosen observing their
importance in the empirical literature. The list of dimensions and
indicators are presented in Table 1. The table also presents the
threshold value for each indicator which is discussed later. Under
dimension I, five indicators are considered: (i) size of the
households; (ii) number of elderly persons in the household; (iii)
number of chronically ill persons in the household, (iv) number of
women belonging to reproductive age group and (v) number of
children (0-5 years). Higher values of these indicators are
expected to increase a household’s need for health care and when
supported by favourable access to health care conditions, it would
result in higher utilisation of health care by the household. A set
of five indicators has been considered to capture Dimension U and
they are (i) number of hospitalisation episodes; (ii) number of
hospitalisation episodes in private facilities; (iii) number of
hospitalisation episodes outside the state; (iv) number of private
OP visit and (v) number of OP visits outside the state. Four
indicators are used to capture Dimension C, which are (i)
economic status of the household (proxied by per capita
consumption expenditure), (ii) place of residence of the household;
(iii) occupational nature of the household; and (iv) proportion of
9

household members who are covered by health insurance or
similar health expenditure protection mechanisms. Finally, three
indicators are considered to capture the observed vulnerability due
to health care: (i) out-of-pocket health expenditure as a percentage
of household consumption expenditure; (ii) source of finance for
meeting the out-of-pocket expenses and (iii) number of severe
illness episodes which did not receive any health care in the
household.
To identify the households which are vulnerable in our
multidimensional measure, we follow the approach suggested by
Alkire and Foster (2008) for their conceptualisation of
multidimensional poverty. We use cut-offs at two stages: in the
first stage for each individual indicator we set our threshold or cutoff to identify if a household shows vulnerability with regard to that
particular indicator. Following this process for all seventeen
indicators enables us to know on how many indicators/counts a
particular household is vulnerable. In the second stage, we set
another cut-off for the total count to identify a household vulnerable
due to health shock.
Like multidimensional poverty measurement, in our approach
household is the unit of analysis for vulnerability measurement.
Once a household is identified as vulnerable due to health shock
a simple measure of headcount ratio is estimated to measure the
extent of vulnerability for the entire population. To avoid any
arbitrariness in setting up cut-offs for the indicators in the first
stage we take a mixed approach. For majority of the indicators the
cut-off is set by looking at the estimated distributional parameters
of those indicators. For most of the indicators with count or
measurement data, the integer value of the indicator higher than
mean plus one standard deviation is considered as threshold. This
rule is followed for the following indicators: household size, number
of elderly person, number of children, number of chronically ill
persons, number of women in the reproductive age group, number
of hospitalisation, number of private hospitalisation, number of
private OP visits, number of OP visits outside the state, nature of
finance for meeting OOP health expenses and no health care
(Table A1) . The available existing evidence guides us to choose
threshold for the rest of the indicators. We have taken the poverty
line (Rs 1000) for urban India (Tendulkar Method on Mixed
Reference Period) for the year 2011-12 to define poor and non10

poor. The rural population’s poor access to health care in
comparison to their urban counterparts and financial constraints
faced by casual labour households in accessing health care is
well documented in the literature. To define high OOP health care
expenditure, we have relied upon the existing definition of
catastrophic health expenditure proposed and popularised by
Wagstaff and van Doorslaer. For majority of the studies
households spending more than 10 per cent of their consumption
expenditure on health care is considered as catastrophic and we
have taken that as threshold value. Only for insurance coverage,
we have arbitrarily chosen 50 per cent or half of the family
members having insurance coverage as threshold. In the second
stage the cut-off has been fixed to make the new multidimensional
measure comparable with the results obtained from Wagstaff-van
Doorslaer’s approach. In other words, in the second stage we
choose the cut-off in such a way which gives similar percentage
of households with catastrophic health care payments.
Results
The household level averages of all indicators under four
dimensions (outlined in Table 1) along with their 95 per cent
confidence intervals are presented in Table 2. The average
household size of our all India sample is approximately 4.5 and
data shows that almost three-fourth of country’s households have
five or less members. According to the latest Census (2011) data,
the elderly account for 8.0 per cent of India’s population. In our
sample, the average number of elderly persons in each household
is 0.35, indicating that there is roughly one elderly per 3
households. On average there is one chronically ill person per five
households (mean 0.218). Similarly, on average each household
has more than one woman (of reproductive age group) and child
(0-5 years). The percentage of household members covered under
some kind of health expenditure protection has not exceeded 20
per cent even by now (16.89 per cent). The distribution of
households by their occupational type shows that little less than
half of our households are self-employed (46.95 per cent) ,
followed by casual labour (little more than a quarter, precisely
26.14 per cent) and regular wage or salary earning households is
roughly one-fifth of the total number of households (19.9 per cent).
During one year preceding the survey, 220 episodes of
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hospitalisation were observed per 1000 households, out of which
125 episodes of hospitalisation were in private hospitals and 13
episodes of hospitalisation took place outside the native state of
utilisers. During last 15 days preceding the survey, 286 private OP
visits were observed per 1000 households, out of which 17 were
outside the state. Households, on an average, spend more than
12 per cent of their consumption expenditure on health care and
8.1 per cent households reported to have borrowed money and
sold assets to finance their OOP health expenditure. Though rare,
one seriously ill person per 1000 households was observed who
did not receive any health care. By seriously ill we mean the ill
person was either on restricted activity or was confined to bed.
Since number of episodes of hospitalisation and OP visits are all
count data, Poisson or Negative Binomial regression models are
suggested to model them instead of Linear Regression Model
because of using OLS regression models for count data might
result in biased and inefficient estimates for count data analysis
(Cameron and Trivedi 2005). The negative binomial regression has
an advantage over Poisson regression in this regard as it is a
better fit for over-dispersed count outcome variables and gives
more precise results. Table 3 presents results of negative binomial
regressions for five utilisation variables, namely, number of
hospitalisation, number of hospitalisation at private facilities,
number of hospitalisation outside states, number of private OP
visits and number of OP visits outside state. Except private OP
visit, household size is positively associated with all four utilisation
variables. As found in the literature, both number of elderly
members and number of chronically ill members in a household
are positively associated with all or four utilisation variables. There
is no statistical evidence of association between number of women
in a household and utilisation variables, especially for outpatient
care utilisation. As expected, household’s capacity to pay (proxied
by per capita consumption expenditure and transformed to
logarithmic values in order to remove skewness of the distribution)
is positively associated with utilisation of all types. It is surprising
to see that having more members covered under insurance in a
household reduces the average values of the utilisation variables.
This is an indication that utilisation is more influenced by the
objective healthcare need of the household and there is no
evidence of moral hazard (i.e. overuse of health care due to
12

insurance coverage). The association of a household’s
occupational type with utilisation does not follow uniform pattern,
though some categories are significant.
Dimension O in our approach aims to capture a household’s
observed vulnerability due to health shock observed during a
particular reference period (say, a year). Due to data constraints,
we are able to observe only three indicators under this dimension,
namely, catastrophic health expenditure; distress financing (to
meet out-of-pocket health expenditure) and untreated illness.
Following the definition of Wagstaff and van Doorslaer, a household
spending more than 10 per cent of its consumption expenditure on
health is considered to have incurred catastrophic health
expenditure. A household resorting to borrowing, sale of assets or
similar means for financing the OOP health expenditure is a clear
indication of distress financing. The third indicator of observed
vulnerability is the presence of at least one seriously ill person
who did not seek health care. Each of these variables, capturing
the observed vulnerability, is converted into binary variables and
the used as dependent variables to explore their association with
various household level characteristics using logistic regression
technique. The results of the logistic regressions are presented in
Table 4.
The first odds ratio column in Table 4 shows the association
between a household incurring catastrophic health expenditure
and indicators used for capturing dimensions U and C. Though
most of the variables are significant, having odd ratios higher than
one, three points must be noted. First, utilisation of private
facilities both for inpatient or outpatient care is showing stronger
association with catastrophic health expenditure (OR=7.12 for
number of private hospitalisation; OR = 12.06 for private OP visits).
Second, households staying in the rural areas are more likely to
incur catastrophic health expenditure than households staying in
the urban areas. Third, households’ occupational type may not
make a difference in its likelihood of incurring catastrophic health
expenditure and the effect is probably captured by a household’s
economic status or ability to pay. In the second odd ratio column,
except one variable, all the odd ratios for the dependent variable
‘households reported distress financing’ to meet out-of-pocket
expenditure are significant. There are two points to observe: first,
having higher proportion of members covered under some kind of
13

health expenditure protection reduces the likelihood of distress
financing. Second, compared to regular wage/salaried and selfemployed, casual labour households have higher likelihood of
distress financing. Pair-wise correlations between all indicators in
their vulnerable and non-vulnerable dichotomisation are presented
in Table 5. The binary dichotomisation of all indicators between
vulnerable and non-vulnerable is presented in Table A2. Table 5
indicates that not all dimensions and their constituent parts are
significantly and positively correlated. By including dimensions
which are contradictory to each other, we are perhaps able to
include the variability of the factors which are conceptually linked
to vulnerability. For example, the negative correlation between
chronically ill and being in the rural areas is puzzling. There could
be several reasons for several reasons. Due to lack of awareness
about chronic illness and people’s poor access to chronic care,
chronic illness is grossly under-reported in the rural areas. But the
influence of urban life style (which promotes more chronic illness)
and larger share of elderly population in the urban areas who are
more prone to chronic illness could also be equally important
reasons.
The first set of cut-offs allows us to identify the indicators where
a household shows its vulnerability. Since our data allows us to
rely on 17 indicators to capture four dimensions, a household’s
vulnerability scores could sum up to 17 at the maximum if a
household shows vulnerability in all indicators. Similarly, if a
household does not show vulnerability in any of these 17
indicators, its vulnerability score should become zero. Therefore,
theoretically the vulnerability score is expected to vary between 0
and 17 (inclusive of both the scores). Figure 1 presents both the
histogram of the vulnerability score (panel A) as well as cumulative
relative frequency curve of the vulnerability score (Panel B).
Households’ vulnerability scores seem to follow a mild positively
skewed distribution with a long right tail. However, if one ignores
its long right tail, the histogram is fairly symmetric with fewer
proportions of households having very low and very high count of
vulnerability scores and majority of the households have
vulnerability scores ranging from 3 to 6. (The estimated data used
for drawing Figure 1 are presented in Appendix Table A3).
The second stage cut-off is set by comparing it with the
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percentage of households incurring catastrophic health
expenditure for a different cut-off as per the method suggested by
Wagstaff and van Doorslaer. This is done for making our results
comparable with results accruing from Wagstaff and van
Doorslaer’s approach. This equivalence is required to compare the
merits and demerits of our results with results obtained by using
the methods of Wagstaff and van Doorslaer.
Following Wagstaff and van Doorslaer’s method, the percentage of
households having incurred catastrophic health expenditure falls
as we increase the catastrophe cut-off (share of out-of-pocket
expenditure in total consumption expenditure). This is presented in
Figure 2 and the estimated data for drawing Figure 2 are provided
in Appendix Table A4. A comparison of Figure 1 (or Table A3) and
Figure 2 (or Table A4) shows that a 5% cut-off according to
Wagstaff and van Doorslaer’s method is comparable to a cut-off of
5 or more dimensions according to multidimensional method. In
other words, percentage of households who are incurring OOP
health expenditure more than 5 per cent of their total consumption
expenditure is almost equivalent to percentage of households who
are vulnerable in 5 or more dimensions. Both the figures are close
to 31 per cent. In a similar way, percentage of households who are
incurring OOP health expenditure more than 17 per cent of their
total consumption expenditure is almost equivalent to percentage
of households who are vulnerable in 6 or more dimensions. Both
are closer to 17-18 percentages. We need this equivalence (i) to
make both the methods comparable and (ii) for exploring the
distributive results that these two separate methods generate. We
have chosen cut-off at 17 percent for Wagstaff and van Doorslaer’s
method and a cut-off of 6 or more dimensions for multidimensional
method for illustration purposes.
How the percentage of multidimensionally vulnerable households
for the whole population is distributed across PCCE quintiles are
presented in Figure 3. The same figure also shows how the
percentage of households with catastrophic health expenditure
(Wagstaff-van Doorslaer’s method) is distributed across the same
PCCE quintiles. Whereas there is no significant variation in the
percentage of households with catastrophic health expenditure
across PCCE quintiles, the variation is substantial and on
expected lines for multidimensionally vulnerable households based
15

on our method. The multidimensional vulnerability shows a clear
positive gradient as we move from bottom PCCE quintile to the top
PCCE quintile. Figure 4 presents similar observations by
household castes. The percentage of households with
catastrophic health expenditure shows a clear positive gradient as
we move from ST group to Other (General) group – a pattern goes
against our intuition. It is intuitively difficult to accept a social
group (ST) as least vulnerable due to health shock where there is
an overwhelming evidence of their vulnerability in terms of many
other indicators of wellbeing (Kabeer 2002; Mukherjee et al 2011).
However, this intuitively unacceptable perverse ordering is not
observed in the multidimensional measure. Other (General) caste
shows the lowest incidence of vulnerability in comparison to all
caste groups and ST households show vulnerability well above the
Other (General) castes. The multidimensional vulnerability seems
to be highest for the SC households but less for OBC and Other
(General) caste groups. The percentages of households with
catastrophic health care expenditure and multidimensionally
vulnerable due to health shock are given in Table 6. The table also
shows the ranking of the states based on two measures. It is
important to notice that though many of the states are able to
retain their relative positions in both the measures, for some
states these two measures give completely different rankings.
Conclusion
The evidence generated by our analysis seems to suggest that
multidimensional measure presents a more accurate picture of
vulnerability due to health shock in comparison to Wagstaff and
van Doorslaer’s method of identifying households with catastrophic
health expenditure. Many of the dimensions that we have
considered show significant and positive correlation with Wagstaff
and van Doorslaer measure indicating that multi-dimensional
measure is in line with the well-received notion of vulnerability due
to health expenditure catastrophe. However, the multidimensional
measure has also considered indicators which either show
insignificant or negative relation with Wagstaff and van Doorsler’s
measure but are important in their own rights to capture a
somewhat complete picture of vulnerability due to health shocks.
Our comparison of results based on Wagstaff–van Doorslaer’s
approach and multidimensional approach clearly shows that the
16

same average rate of vulnerability for the whole population can
emerge from two completely different distributions. The distribution
of vulnerability due to catastrophe across class and caste groups
that Wagstaff-van Doorslaer’s approach suggests is not intuitively
convincing – a limitation that multidimensional measure of
vulnerability does not suffer from. Moreover two constituent
dimensions of this approach, namely, Dimensions I and C have
little probabilistic elements. This may help targeting of households
in order to protect them from health shock induced vulnerability in
an efficient way.
However, the multidimensional approach, in its present form,
suffers from two limitations: First, all indicators have been given
equal weightage (indicating dimensions are given unequal
weightage) which may not be acceptable from a theoretical point
of view. Second, we have only considered the headcount measure
of vulnerability. The concept of catastrophic health expenditure by
Wagstaff and van Doorslaer has gone beyond simple headcount
measure and suggests measures capturing intensity of
catastrophe (viz. overshot and mean positive overshot). In
multidimensional poverty approach, the measure is extended
beyond the headcount ratio and offers measures of higher
degrees. An extension and more refined version of the current
approach is capable of addressing these limitations.
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Table 1: Dimensions, indicators and threshold values
Dimensions

Indicators

Threshold for
vulnerability

Dimension I:
Illness inducing
factors

Household size
Number of elderly persons
Number of children (0-5 years)
Number of chronically ill persons
Number of women belonging to
reproductive age group







Dimension U:
Utilisation of
health care

Number of hospitalisation
Number of private hospitalisation
Number of hospitalisation
outside the state
Number of outpatient visit
Number of outpatient visit
outside state

1
1
1

Per capita consumption
expenditure (PCCE)

Poor households
(households with less
than Rs. 1000 PCCE)
Household living in
rural areas
More than half of the
members not having
insurance coverage
Casual labour
households

Dimension C:
Inability or
negative
capacity of the
household

Location of residence
Number of members having
insurance coverage
Occupational type of household

Dimension O:
Observed
vulnerability

Out-of-pocket health expenditure
as a proportion total
consumption expenditure
Nature of finance for meeting
out-of-pocket expenditure

No health care
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7
1
3
1
3

1
1

 10 per cent

At least one incidence
of borrowing/selling
any asset for meeting
hospitalisation
expenses
At least one incidence
of no healthcare in case
of severe illness

Table 2: Household level summary statistics of the indicators

Variables/Indicators (sample size)

Mean (95%
Confidence Intervals)
4.51 (4.49,4.53)
0.35 (0.35,0.36)
1.126 (1.116,1.136)
0.218 (0.214, 0.222)
1.194 (1.188,1.200)

Household size (n=333,104)
Number of elderly members (n=27,245)
Number of children (n=47,949)
Number of chronically ill members (n=18,212)
Number of females in the reproductive age
(n=88,440)
Per capita consumption expenditure (Rs) (number
1848 (1835,1860)
of households with PCCE <Rs.1000 = 16,740)
Number of households residing in rural areas
0.674 (0.670,0.677)
(n=36,480)
Number of households residing in urban areas
0.325 (0.322,0.329)
(n=29,452)
Percentage of households members with insurance
16.89 (16.25, 17.53)
coverage (n=50,234)
Number of self-employed households (n=31,615)
0.469 (0.465,0.473)
Number of regular wage/salaried households
0.198 (0.195,0.202)
(n=15,723)
Number of casual labour households (n=14,255)
0.261 (0.258,0.264)
Number of households engaged in other occupations 0.070 (0.068,0.0721)
(n=4339)
Number of hospitalization events (n=55,026)
0.220 (0.216, 0.224)
Number of private hospitalization events (n=30,017)
0.125 (0.1225,0.128)
Number of hospitalization events outside state (n=3821) 0.013 (0.012,0.014)
Number of outpatient visits in private facilities (n=19,747)0.286 (0.281,0.291)
Number of outpatient visits outside state (n=1437)
0.017 (0.0160,0.018)
Out-of-pocket health expenditure as a percentage of 12.479 (12.106,12.851)
total consumption (n=29,645)
Number of households reporting borrowing/selling
of assets to as major source to finance health care
(n=12,391)
No. of households with no care despite serial
illness (72)
Source: Estimated from 71st round unit-record data
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0.081 (0.079,0.083)

0.001 (0.0007,0.0012)

Table 3: Results of the Negative Binomial regressions
Variables

Hospita Hospita Hospita Outpatient Outpatient
lization lization in lization visits in
visits
private outside private
outside
facilities state
facilities
state
IRR

IRR

IRR

IRR

IRR

Household size

1.129*

1.177*

1.296*

1.023

1.195*

Number of elderly members

1.174*

1.206*

1.154**

1.062**

1.069

Number of children

1.128*

1.070*

1.070***

1.121*

0.973

Number of chronically ill
members

1.528*

1.618*

1.321*

3.211*

3.060*

Number of women in the
reproductive age

1.142*

1.129*

1.102

1.035

1.006

Log of per capita consumption
expenditure

1.375*

2.040*

1.753*

1.277*

0.886

Number of members having
insurance coverage

0.978*

0.983**

0.818*

1.008

0.771*

1.118*

1.103*

1.049

0.919**

0.729

Place of residence (Ref: Urban)
Rural

Household’s occupational type (Ref: Regular wage/salaried)
Self employed

0.986

0.991

1.279**

0.944

2.111*

Casual Labour

1.088**

0.898**

0.934

0.912

1.721**

Others

0.992

1.011

1.015

1.061

2.046*

Constant

0.007*

0.0002*

0.0001*

0.021*

0.018*

Note: *, ** and *** indicate 1%, 5% and 10% level of significance respectively.
Source: Estimated from NSS 71st Round unit-record data
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Table 4: Results of the logistic regressions
Variables

Catastrophe

Distress
financing

No
healthcare

Odds Ratio

Odds Ratio

Odds Ratio

Total number of hospitalization events

3.281*

3.354*

1.328**

Total number of hospitalization events
in private institutions

7.367*

1.632*

0.600***

Total number of hospitalization events
outside state

1.760*

1.598*

0.266

Total number of outpatient visits in
private institutions

11.873*

1.419*

0.918

Total no. of outpatient visits outside state 5.476*

1.374**

0.995

Percent of members having insurance
coverage

1.002*

0.993*

0.996

Log of per capita consumption expenditure 0.507*

0.695*

0.437**

Place of residence (Ref: Urban)
Rural

1.215*

0.575

1.246*

Household occupational type (Ref: Regular wage/salaried)
Self employed
0.966
0.953

0.796

Casual labour

0.998

1.472*

0.782

Others

1.897*

1.581*

0.737

Constant

6.046*

0.748

0.925

Notes: Definitions of dependent variables - Catastrophe: = 1 if a household’s out-of-pocket
health expenditure is more than 10 % of its consumption expenditure, = 0 otherwise;
distress financing = 1 if household resorts to selling of assets, borrowing and
contribution from others to finance health care, = 0 otherwise; no health care =
1 if at least one ill member of the household does not seek health care even when
seriously ill, =0, otherwise; *, ** and *** indicate 1%, 5% and 10% level of
significance respectively.
Source: Estimated from NSS 71st Round unit-record data
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Table 6: Percentage of households with catastrophic
health care payments and multidimensionally
vulnerable due to health shock across
select Indian states and all India
Select State
& all India

Households with catastrophic
health expenditure
(Wagstaff-van Doorslaer
Method :17% cut-off)

Households vulnerable due to
health shock (new
multidimensional Method:
6 dimension cut-off)

percentage

rank

Percentage

Rank

Andhra Pradesh

21.98

6

13.84

16

Assam

8.84

20

8.66

20

Bihar

13.29

15

23.29

3

Chhattisgarh

9.21

19

13.01

18

Delhi

4.09

21

1.99

21

Gujarat

10.54

18

15.12

15

Hariyana

16.09

11

16.4

11

Jharkhand

11.07

17

20.83

4

Jammu &Kashmir

17.68

9

15.97

13

Karnataka

18.29

7

18.14

7

Kerala

28.98

1

27.45

1

Maharashtra

15.95

12

16.19

12

Madhya Pradesh

15.37

13

17.64

10

Odisha

23.94

2

17.68

8

Punjab

23.77

3

19.41

5

Rajasthan

12.48

16

15.81

14

Telengana

22.8

5

18.64

6

Tamil Nadu

17.15

10

13.13

17

Uttar Pradesh

18.1

8

24.23

2

Uttarakhand

13.64

14

9.81

19

West Bengal

23.55

4

17.66

9

All India

17.24

17.79

Source: Estimated from NSS 71st unit record data
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Appendix Tables
Table A1: Summary statistics and calculated threshold for
select indicators
Variables

Mean

Standard
Deviation

Mean
+ SD

Threshold

Household size

4.51

2.155

6.665

7

Number of elderly members

0.35

0.633

0.983

1

Number of children

1.126

1.284

2.41

3

Number of chronically ill members

0.218

0.527

0.745

1

Number of females in the reproductive
age

1.194

0.825

2.019

3

Number of hospitalization events

0.22

0.538

0.758

1

Number of private hospitalization events

0.125

0.421

0.546

1

Number of hospitalization events
outside state

0.013

0.136

0.149

1

Number of outpatient visits in private
facilities

0.286

0.664

0.95

1

Number of outpatient visits outside state

0.017

0.151

0.168

1

Number of households reporting
borrowing/selling of assets to as major
source to finance health care

0.081

0.273

0.354

1

Number. of households with no care
despite severe illness

0.001

0.031

0.032

1

Source: Estimated from NSS 71st unit record data
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Table A2: Binary vulnerability indicators and their definitions
Variables

Definitions

Big house

7 or more persons (1); 1-6 persons (0)

Elderly

At least one elderly (1); no elderly (0)

Children

3 or more children (1); 2 or less children (0)

Chronic

At least one chronically ill person (1): no chronically ill person
(0)

Female

3 or more females of reproductive age group (1); 2 or less female
of reproductive age group (0)

Poor

Household with PCCE <Rs1000 (1); household with PCCE >=
Rs. 1000 (0)

Rural

Residing in rural area (1); residing in urban area (0)

Insurance

More than half of the family members are having no insurance
coverage (1); more than half of the family members are having
insurance coverage (0)

Labour

Casual labour households (1); self-employed, regular wage/
salaried or other households (0)

Hospitalisation

Any episode of hospitalisation (1); no episode of hospitalisation
(0)

Private hospitalisation

At last one episode of hospitalisation in private hospital (1); no
case of private hospitalisation (0)

Outside state
hospitalisation

At least one episode of hospitalisation outside state (1); no
episode of hospitalisation outside state (0)

Private OP visits

1 or more OP visit to private facility (1): no visit to private facility
(0)

Outside state OP visit

At least one OP visit outside state (1): no OP visit outside state
(0)

Catastrophic health
expenditure

Out-of-pocket health expenditure as a percentage of household
consumption expenditure > 10% (1); <=10 % (0)

Distress finance

For at least one episode of hospitalisation, the major source of
financing out-of-pocket expenditure is by borrowing or selling
assets (1): by other sources (0)

No healthcare

At least one untreated episode of illness when the ill person was
on restricted activity or confined to bed (1): otherwise (0)
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Table A3: Absolute and cumulative percentage of vulnerable
households by vulnerability to health shock scores
Vulnerability to
health shock
scores

Percentage of
vulnerable
households

Cumulative
vulnerability to
health shock
scores

Cumulative
population
percentage

0

2.16

 0

100

1

11.89

 1

97.84

2

20.08

 2

85.95

3

20.73

 3

65.86

4

17.41

 4

45.13

5

11.81

 5

27.73

6

7.69

 6

15.92

7

4.18

 7

8.23

8

2.35

 8

4.05

9

1.08

 9

1.70

10

0.43

 10

0.63

11

0.14

 11

0.19

12

0.05

 12

0.05

13

0.01

 13

0.01

14

0.00

 14

0.00

15

0.00

 15

0.00

16

0.00

 16

0.00

17

0.00

 17

0.00

Source: Estimated from the NSS

71st

round unit record data
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Table A4: Cumulative percentage of households with catastrophic
health care expenditure by threshold percentages
Threshold (Out-of-pocket health
expenditure as percentage of
total consumption expenditure)





































Cumulative percentage of
households

1
2
3
4
5
6
7
8
9
10
1
12
13
14
15
16
17
18
19
20
25
30
35
40
45
50
55
60
65
70
75
80
85
90
95
100

39.23
36.72
34.41
32.60
30.74
29.01
27.55
26.25
24.77
23.81
22.53
21.59
20.66
19.84
19.01
18.12
17.26
16.57
16.01
15.44
12.85
10.99
9.48
8.37
7.28
6.33
5.57
4.94
4.42
3.94
3.49
3.16
2.85
2.60
2.32
2.18

Source: Estimated from the NSS 71st round unit record data
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Table A5: Percentage of households with catastrophic health
expenditure and multidimensionally vulnerable households by
PCCE quintiles
PCCE Quintiles

Catastrophic household
(W-vD method with
cut-off at 19%)

Multidimensionally
vulnerable households
with (cut-off at
 6 dimensions)

Bottom (0-20)

16.99 (15.52,18.58)

30.22 (28.29,32.22)

2nd (20-40)

15.32 (14.15,16.57)

22.23 (20.81,23.71)

Middle (40-60)

15.55 (14.45,16.73)

12.2 (11.35,13.1)

4th (60-80)

16.39 (15.12,17.74)

11.59 (10.69,12.56)

Top (80-100)

15.94 (14.93,17.02)

9.11 (8.497,9.757)

Total

15.97 (15.43,16.52)

15.92 (15.41,16.44)

Note: Figures in the brackets show 95% confidence intervals.
Source: Estimated from the NSS 71st round unit record data

Table A6: Percentage of households with catastrophic health
expenditure and multidimensionally vulnerable households by
Caste groups
Caste
(Social group)

Catastrophic household
(W-vD method with
cut-off at 19%)

Multidimensionally
vulnerable households
with (cut-off at
 6 dimensions)

ST

9.59 (8.338,11.01)

14.9 (13.34,16.6)

SC

15.38 (14.19,16.64)

18.01 (16.77,19.33)

OBC

16.37 (15.53,17.25)

16.75 (15.93,17.61)

Others

17.76 (16.74,18.82)

13.64 (12.84,14.49)

Total

15.97 (15.43,16.52)

15.92 (15.41,16.44)

Note: Figures in the brackets show 95% confidence intervals.
Source: Estimated from the NSS 71st round unit record data

35

OCCASIONAL PAPERS
1.

Keynes, Kaldor and Development Economics by Amiya
Kumar Bagchi, July 2004.

2

Epar Ganga Opar Ganga - A creative statement on displacement and violence by Subhoranjan Dasgupta, July 2004.

3.

Samkhya and Vyanjanii: Understanding Underdevelopment
by Prasanta Ray, July 2004.

4.

Gender, History and the Recovery of Knowledge with
Information and Communication Technologies: Reconfiguring the future of our past by Bamita Bagchi, July 2004.

5.

Kerala’s Changing Development Narratives by Achin
Chakraborty, October 2004.

6.

The Development Centrifuge: A Retrospect in Search of a
Theory and a Centre by Pinaki Chakraborti, February 2005.

7.

Capital Inflows into India in the Post-Liberalization Period: An
Empirical Investigation by Indrani Chakraborty,July 2005

8.

The Construction of the Hindu Identity in Medieval Western
Bengal? The Role of Popular Cults by Jawhar Sircar, July 2005

9.

Does Financial Development Cause Economic Growth? The
Case of India by Indrani Chakraborty, January 2007.

10. China India Russia: Moving Out of Backwardness, or, Cunning
Passages of History by Amiya Kumar Bagchi, May 2007.
11. Rethinking Knowledge as Ideology: Reflections on the
Debate from Max Scheler to Theodor Adorno by Sudeep
Basu, September 2007.
12. Financial Development and Economic Growth in India: An
Analysis of the Post-Reform Period by Indrani Chakraborty,
January 2008.
13. Migration, Islam and Identity Strategies in Kwazulu-Natal:
Notes on the Making of Indians and Africans by Preben
Kaarsholm, April 2008.
14. Socio Economic Profile of Patients in Kolkata: A Case Study
of RG Kar and AMRI by Zakir Husain, Saswata Ghosh and
Bijoya Roy, July 2008.
36

15. Education for Child Labour in West Bengal by Uttam
Bhattacharya, October 2008.
16. What Determines the Success and Failure of ‘100 Days
Work at the Panchayat Level? A Study of Birbhum District
in West Bengal by Subrata Mukherjee and Saswata Ghosh,
February 2009.
17. The Field Strikes Back: Decoding Narratives of Development by Dipankar Sinha, March 2009.
18. Female Work Participation and Gender Differential in Earning
in West Bengal by Indrani Chakraborty and Achin
Chakraborty, April 2009.
19. Rosa Luxemburg’s Critique of Creativity and Culture by
Subhoranjan Dasgupta, May 2009.
20. MDG-Based Poverty Reduction Strategy for West Bengal by
Achin Chakraborty, October 2009.
21. The Dialectical Core in Rosa Luxemburg’s Vision of Democracy by Subhoranjan Dasgupta, January 2010.
22. Contested Virtue: Imperial Women’s Crisis with Colonized
Womanhood by Sukla Chatterjee, November 2010.
23. Encountering Globalization in the Hill Areas of North East
India by Gorky Chakraborty, December 2010.
24. Arundhati Roy: Environment and Literary Activism by
Debarati Bandyopadhyay, April 2011.
25. Nineteenth Century Colonial Ideology and Socio-Legal Re-forms:
Continuity or Break? by Subhasri Ghosh, June 2011.
26. Long-Term Demographic Trends in North-East India and their
Wider Significance 1901-2001 by Arup Maharatna and
Anindita Sinha, 2011.
27. Employment and Growth under Capitalism: Some Critical
Issues with Special Reference to India by Subhanil
Chowdhury, July 2011.
28. No Voice, No Choice: Riverine Changes and Human
Vulnerability in The ‘Chars’ of Malda and Murshidabad by
Jenia Mukherjee, July 2011.
37

29. Does Capital Structure Depend on Group Affiliation? An
Analysis of Indian Corporate Firms by Indrani Chakraborty, July
2011.
30. Healing and Healers Inscribed: Epigraphic Bearing on
Healing-Houses in Early India by Ranabir Chakravarti and
Krishnendu Ray July 2011.
31. Pratyaha: Everyday Lifeworld by Prasanta Ray, October 2011.
32. Women, Medicine and Politics of Gender: Institution of
Traditional Midwives in Twentieth Century Bengal by Krishna
Soman, November 2011.
33. North East Vision 2020: A Reality Check by Gorky
Chakraborty, 2011.
34. Disabled definitions, Impaired Policies: Reflections on Limits
of Dominant Concepts of Disability, by Nandini Ghosh, May
2012.
35. Losing Biodiversity, Impoverishing Forest Villagers: Analysing
Forest Policies in the Context of Flood Disaster in a National
Park of Sub Himalayan Bengal, India by Bidhan Kanti Das,
July 2012.
36. Women Empowerment as Multidimensional Capability
Enhancement: An Application of Structural-Equation
Modeling by Joysankar Bhattacharya and Sarmila Banerjee,
July 2012.
37. Medical Education and Emergence of Women Medics in
Colonial Bengal by Sujata Mukherjee August 2012.
38. Painted Spectacles: Evidence of the Mughal Paintings for
the Correction of Vision by Ranabir Chakravarti and Tutul
Chakravarti, August 2012.
39. Roots and Ramifications of a Colonial ‘Construct’: The
Wastelands in Assam by Gorky Chakraborty, September
2012.
40. Constructing a “pure” body: The discourse of nutrition in
colonial Bengal by Utsa Roy, November 2012.
41. Public-Private Partnerships in Kolkata: Concepts of
Governance in the Changing Political Economy of a Region
by Sonali Chakravarti Banerjee, May 2013.
38

42. Living Arrangement and Capability Deprivation of the
Disabled in India by Achin Chakraborty and Subrata
Mukherjee, November 2013.
43. Economic Development and Welfare: Some Measurement
Issues by Dipankar Coondoo, January 2014.
44. Exploring Post-Sterilization Regret in an Underdeveloped
Region of Rural West Bengal by Saswata Ghosh, April 2014.
45. Promoter Ownership and Performance in Publicly Listed
Firms in India: Does Group Affiliation Matter? by Ansgar
Richter and Indrani Chakraborty, February 2015.
46. Intersectionality and Spaces of Belonging: Understanding the
Tea Plantation Workers in Dooars by Supurna Banerjee,
March 2015.
47. Is Imperialism a Relevant Concept in Today’s World? by
Subhanil Chowdhury, March 2015.
48. Understanding Northeast India through a ‘Spatial’ Lens by
Gorky Chakraborty and Asok Kumar Ray, April 2015.
49. Influence of Son Preference on Contraceptive Method Mix:
Some Evidences from ‘Two Bengals’ by Saswata Ghosh and
Sharifa Begum, April 2015.
50. Purchasing Managers’ Indices and Quarterly GDP Change
Forecast: An Exploratory Note Based on Indian Data by
Dipankor Coondoo and Sangeeta Das, January 2016.
51. Role of Community and Context in Contraceptive Behaviour
in Rural West Bengal, India: A Multilevel Multinomial
Approach by Saswata Ghosh and Md. Zakaria Siddiqui,
February 2016.
52. Employment Growth in West Bengal : An Assessment by
Subhanil Chowdhury and Soumyajit Chakraborty, March
2016.
53. Effects of Ownership Structure on Capital Structure of Indian
Listed Firms: Role of Business Groups vis-a-vis Stand-Alone
Firms by Indrani Chakraborty, March 2016.
54. From ‘Look East’ to ’Act East’ Policy: continuing with an
Obfuscated Vision for Northeast India by Gorky Chakraborty,
March 2016.
39

55. Rural Medical Practitioners: Who are they? What do they do?
Should they be trained for improvement? Evidence from rural
West Bengal by Subrata Mukherjee & Rolf Heinmüller,
February 2017.
56. Uncovering Heterogeneity in the Relationship between
Competition, Corporate Governance and Firm Performance
using Quantile Regression on Indian Data by Indrani
Chakraborty, March 2017.
57. The Railway Refugees: Sealdah, 1950s-1960s by Anwesha
Sengupta, March 2017.
58. Underemployment in India: Measurement and Analysis by
Subrata Mukherjee, Dipankor Coondoo & Indrani
Chakraborty, November 2017.
59

60

Caste-Gender Intersectionalities and the Curious Case of
Child Nutrition : A Methodological Exposition, Simantini
Mukhopadhyay & Achin Chakraborty, February 2018.
Changing socioeconomic inequalities in child nutrition in the
Indian states: What the last two National Family Health
Surveys say, Simantini Mukhopadhyay & Achin Chakraborty,
July 2018

SPECIAL LECTURES
1.

Education for Profit, Education for Freedom by Martha C.
Nussbaum, March 2008.

2.

Always Towards : Development and Nationalism in
Rabindranath Tagore by Himani Bannerji, May 2008.

3.

The Winding Road Toward Equality for Women in the United
States by Diane P. Wood, June 2008.

4.

Compassion : Human and Animal by Martha C. Nussbaum,
July 2008.

5.

Three ‘Returns’ to Marx : Derrida, Badiou, Zizek (Fourth
Michael Sprinker Lecture) by Aijaz Ahmad, March 2012.

6.

Inequality: Reflections on a Silent Pandemic by Ashwani
Saith, December 2009.

7.

A Study in Development by Dispossession by Amit Bhaduri,
March 2015.
40

WORKING PAPERS
1.

Primary Education among Low Income Muslims in Kolkata:
Slum Dwellers of Park Circus by Zakir Husain, July 2004.

2.

Impact of District Primary Education Programme (DPEP) on
Primary Education: A study of South 24 Parganas by Suman
Ray, July 2004.

3.

Representation of Public Health in the Print Media : A Survey
and Analysis by Swati Bhattacharjee, January 2009.

4.

Maternal Anthropometry and Birth Outcome Among Bengalis
in Kolkata by Samiran Bisai, April 2009.

5.

Transfer of Technology and Production of Steel in India, An
interview of Anil Chandra Banerjee by Amiya Kumar Bagchi,
December 2013.

BOOKS
1

Economy and the Quality of Life - Essays in Memory of Ashok
Rudra, Amiya Kumar Bagchi, Manabendu Chattopadhyay and
Ratan Khasnabis (editors),Kolkata, Dasgupta & Co.,2003.

2

The Developmental State in History and in the Twentieth
Century, Amiya Kumar Bagchi, Regency Publications , New
Delhi, 2004.

3

Pliable Pupils and Sufficient Self –Directors: Narratives of
Female Education by Five British Women Writers, 1778-1814
Barnita Bagchi, Tulika, New Delhi, 2004.

4

Webs of History: Information, Communication and Technology
from Early to Post-colonial India, Amiya Kumar Bagchi,
Dipankar Sinha and Barnita Bagchi (editors), New Delhi,
Manohar, 2004.

5

Maladies, Preventives and Curatives: Debates in public health
in India, Amiya Kumar Bagchi and Krishna Soman (editors),
Tulika, New Delhi, 2005.

6

Perilous Passage: Mankind and the Global Ascendancy of
Capital, Amiya Kumar Bagchi, Rowman and Littlefield Lanham,
Maryland, USA, 2005.
41

7

Globalisation, Industrial Restructuring, and Labour Standards:
Where India meets the Global, Debdas Banerjee, Sage
Publication, 2005.

8

Translation with an introduction of Rokeya S. Hossain:
Sultana’s Dream and Padmarag, Barnita Bagchi, Penguin
Modern Classics, 2005.

9

The Evolution of State Bank of India, Vol. I, The Roots 18061876, Amiya Kumar Bagchi, The Penguin Portfolio edition,
Penguin Books, 2006.

10

Capture and Exclude: Developing Economies and the Poor in
Global Finance, Amiya Kumar Bagchi and Gary Dymski
(editors), Tulika, New Delhi, 2007.

11

Labour, Globalization and the State: Workers, Women and
Migrants Confront Neoliberalism, Edited, Michael Goldfield
and Debdas Banerjee (editors), Routledge, London and New
York, 2008.

12

The Scourge of Unchained Capital: Labour, Women, Migrants,
and the State Confront Neoliberalism, Debdas Banerjee and
Michael Goldfield (editors), Routledge, London and New York,
2008.

13

Eastern India in the Late Nineteenth Century, Part I: 1860s1870s , Amiya Kumar Bagchi and Arun Bandopadhyay
(editors), Manohar and Indian Council of Historical Research,
New Delhi, 2009.

14

Indian Railway Acts and Rules 1849-1895: Railway Construction
in India : Selected Documents (1832-1900), Vol. IV, Bhubanes
Misra (editor); Amiya Kumar Bagchi (General Editor), Indian
Council of Historical Research, New Delhi, 2009.

15

Colonialism and Indian Economy, Amiya Kumar Bagchi, New
Delhi, Oxford University Press, 2010.

16

Market Media and Democracy, compiled, Buroshiva Dasgupta,
Institute of Development Studies Kolkata, 2011.

17

Four Essays on Writing Economic History of Colonial India,
Institute of Development Studies Kolkata and Progressive
Publishers, 2011.

42

18

Rabindranath: Bakpati Biswamana, Volume 2, Sudhir
Chakravarti (editor), Rabindranath Tagore Centre for Human
Development Studies, 2011.

19

Rabindranath: Bakpati Biswamana, Volume1, Sudhir
Chakravarti, Rabindranath Tagore Centre for Human
Development Studies, 2011.

20

Eastern India in the Late Nineteenth Century, Part II: 1880s1890s , Amiya Kumar Bagchi & Arun Bandopadhyay (editors),
Manohar and Indian Council of Historical Research, New Delhi
2011.

21

Universally Loved: Reception of Tagore in North-east India,
Indranath Choudhuri (editor), Rabindranath Tagore Centre for
Human Development Studies and Progressive Publishers,
2012.

22

The Politics of the (Im)Possible, Barnita Bagchi (editor), Sage,
2012.

23

Transformation and Development: The Political Economy of
Transition in India and China, Amiya Kumar Bagchi and
Anthony P.D’Costa (editor), Oxford University Press, 2012.

24

Market, Regulations and Finance: Global Meltdown and the
Indian Economy, Indrani Chakraborty and Ratan Khasnabis
(editors), Springer, March 2014.

25

Indian Skilled Migration and Development: To Europe and
Back, Uttam Bhattacharya and Gabriela Tejada, et al.,
(editors), New Delhi: Springer, 2014.

26

The Look East Policy and Northeast India, Gorky Chakraborty
and Asok Kumar Ray (editors), Aakar Books, 2014.

27

An Introduction to the History of America, Jenia Mukherjee
and C. Palit (editors), New Delhi: Cambridge University Press,
2014.

28

History and Beyond: Trends and Trajectories, Jenia Mukherjee
and C. Palit (editors), New Delhi: Kunal Books, 2014.

29

Biodiversity Conservation in India: Management Practices,
Livelihood Concerns and Future Options, Bidhan Kanti Das,
Ajit Banerjee (editors), Concept Publishing Co. Ltd.,2014.

43

30

Marxism: With and Beyond Marx, Amiya Kumar Bagchi and
Amita Chatterjee (editors), Routledge, 2014.

31

Democratic Governance and Politics of the Left in South
Asia, Subhoranjan Dasgupta (editor) Aakar Books, New
Delhi, 2015.

32

Southern India in the Late Nineteenth Century, Vol. 1, Part
IA : 1860s-1870s, Amiya Kumar Bagchi & Arun
Bandopadhyay (editors) Manohar, New Delhi 2015.

33

Southern India in the Late Nineteenth Century, Vol. 1, Part
IB : 1860s-1870s, Amiya Kumar Bagchi
& Arun
Bandopadhyay (editors) Manohar, New Delhi 2015.

34

Pratyaha : Everyday Lifeworld : Dilemmas, Contestations
and Negotiations, Prasanta Ray and Nandini Ghosh
(editors) Primus Books, 2016.

35

Interrogating Disability in India: Theory and Practice in
India, Nandini Ghosh (editor), Springer India, 2016.

36

Rethinking Tribe in the Indian Context: Realities, Issues
and Challenges, Bidhan Kanti Das and Rajat Kanti Das
(editors), Rawat Publishers Pvt. Ltd., 2017.

37

The Land Question in India : State, Dispossession and
Capitalist Transition, Achin Chakraborty and Anthony P.
D’Costa (editors), Oxford University Press(UK), 2017.

38

Activism and Agency in India : Nurturing Resistance in the
Tea Plantations, Supurna Banerjee.

39.

Sustainable Urbanization in India: Challenges and
Opportunities, Jenia Mukherjee (editor), Springer, 2017.

40.

Water Conflicts in Northeast India, Gorky Chakraborty, K.J.
Joy, Partha Das, Chandan Mahanta, Suhas Paranjape,
Shruti Vispute (editors), Routledge, 2017.

41.

Impaired Bodies, Gendered Lives: Everyday Realities of
Disabled Women, Nandini Ghosh, Primus Books, 2016.

44

