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AbsTrACT
The COVID-19 pandemic is a reminder that insufficient 
income security in periods of ill health leads to economic 
hardship for individuals and hampers disease control 
efforts as people struggle to stay home when sick or 
advised to observe quarantine. Evidence on income 
security during periods of ill health is growing but has not 
previously been reviewed as a full body of work concerning 
low- income and middle- income countries (LMICs). We 
performed a scoping review to map the range, features, 
coverage, protective effects and equity of policies that 
aim to provide income security for adults whose ill health 
prevents them from participating in gainful work. A total 
of 134 studies were included, providing data from 95% 
of LMICs. However, data across the majority of these 
countries were severely limited. Collectively the included 
studies demonstrate that coverage of contributory income- 
security schemes is low, especially for informal and low- 
income workers. Meanwhile, non- contributory schemes 
targeting low- income groups are often not explicitly 
designed to provide income support in periods of ill health, 
they can be difficult to access and rarely provide sufficient 
income support to cover the needs of eligible recipients. 
While identifying an urgent need for more research on 
illness- related income security in LMICs, this review 
concludes that scaling up and diversifying the range of 
income security interventions is crucial for improving 
coverage and equity. To achieve these outcomes, illness- 
related income protection must receive greater recognition 
in health policy and health financing circles, expanding our 
understanding of financial hardship beyond direct medical 
costs.

InTroduCTIon
The advent of the United Nations Sustain-
able Development Goals (SDGs) has placed 
holistic, multisectoral development strate-
gies in mainstream policy- making spaces.1 
Correspondingly, this shift has breathed 
fresh life into the field of public health by 
emphasising the range of social, economic, 
environmental and cultural determinants of 
health.2 Of these, poverty is both a determi-
nant and consequence of ill health.3 As such, 

SDG 3 ‘Good Health and Well- being’ aims to 
reduce a range of adverse health outcomes 
and the associated financial burden of them, 
primarily through the realisation of Universal 
Health Coverage (UHC).1 4 5 However, while 
UHC has the potential to minimise impover-
ishment due to high out- of- pocket healthcare 
costs, it does not inherently protect against 
income loss for individuals who cannot partic-
ipate in gainful work due to ill health.6–9 This 

Key questions

What is already known?
 ► Financial protection through reduction of out- of- 
pocket medical expenditures is already a prominent 
element of universal health coverage (UHC) within 
Sustainable Development Goal 3. However, UHC 
does not include mechanisms to compensate for 
income loss due to ill health.

 ► Income security during periods of ill health is severe-
ly under- researched, especially in low- income and 
middle- income countries (LMICs).

What are the new findings?
 ► This scoping review demonstrates that while most 
LMICs have policies in place for income security 
during periods of ill health, effective coverage is very 
low and existing schemes often exclude those who 
have the greatest need.

 ► There are several prominent access barriers, par-
ticularly for those with short- term to medium- term 
illnesses who are not in the formal workforce. 
However, firm conclusions about coverage, equity 
and effects cannot be drawn due to the dearth of 
published studies on the topic.

What do the new findings imply?
 ► Income security during periods of ill health needs 
to become a more prominent part of global health 
research and action.

 ► With income security contributing to better health 
outcomes, illness- related social protection needs to 
be integrated into health policies beyond UHC, al-
lowing for a more nuanced understanding of indirect 
medical costs.
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Figure 1 Diagram to show the direct and indirect costs of ill health which facilitate a spiral of decline in health and income. 
Adapted from Dahlgren and Whitehead.3

relationship has become apparent in the current context 
of the COVID-19 pandemic, which has seen a staggering 
number of illness- related unpaid leaves of absence.10 Of 
the population who are affected, many do not have access 
to social safety nets, leaving them vulnerable to poor 
health and poverty.10

Indeed, a cursory exploration of the SDGs and broader 
policies from WHO demonstrates a lack of analysis on 
income loss due to short- term and long- term illness.6 9 11 
Further, despite WHO’s leading role in The Coalition 
of the Social Protection Floor Initiative,11 a decade has 
passed since their last publication on income security and 
health.12 As such, this study aims to refocus the attention 
on this topic, by consolidating the range of existing poli-
cies and practices which protect income during periods 
of ill health, specifically in low- income and middle- 
income countries (LMICs).
defining income security
According to the International Labour Organization 
(ILO) guidelines, income security denotes ‘adequate 
income, either earned or in the form of social security 
and other benefits (which also) encompasses the level 
of income (absolute and relative to needs), assurance of 
receipt, and expectation of current and future income, 
both during working life and in old age or disability 
retirement’.13 Expanding on this definition, the ILO 
highlights that income security requires a ‘replacement 
of income which has been lost temporarily as a result of 
injury, disability or sickness’, among other reasons.14

defining ill health
While seemingly straightforward, the language 
surrounding income- reducing health conditions is 

vague and inconsistent.15 Indeed, the above definition 
of income security references ‘injury, disability or sick-
ness’, all of which can be non- discrete and, by definition, 
overlap.12 15 The term ‘ill health’ is used in this study as 
an umbrella descriptor for these terms and is defined as: 
‘a condition of inferior health in which some disease or 
impairment of function is present’.16

Further, periods of ill health can lead to income loss 
when impaired function reduces ability to participate 
in gainful work, or when opportunity to work is lost for 
other health- related reasons, such as limitations caused 
by infectious disease legislation6 or when work time is 
lost due to healthcare utilisation. Therefore, within the 
context of this study, the term ‘ill health’ specifically 
refers to any condition, short or long term, which reduces 
a person’s ability to participate in gainful work. This defi-
nition is constructed on principles of the of the 2001 
International Classification of Functioning, Disability and 
Health (ICF) model, which accounts for medical, social, 
environmental and individual perspectives on health.17–19

The health benefits of income security during periods of ill 
health
Income loss during periods of ill health can greatly reduce 
an individual’s resilience to health shocks. First, income 
loss can reduce access to healthcare by diminishing 
financial capacity to cover health- related expenses.20–22 
Second, income loss can increase future health vulnera-
bility for the individual and the household by hindering 
a nutritionally balanced diet,23 maintaining healthy 
living conditions12 and sustaining adequate resources for 
household dependents (figure 1) 21 24. While UHC can 
reduce these costs, it does not eliminate insecurity.8–10 
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Income security has the potential to complement UHC 
in improving the efficacy of healthcare interventions by 
helping people pay for costs associated with repeat health 
visits, prescriptions and assistive devices. This ensures 
that their condition can be treated effectively and may 
prevent a more severe illness from developing.25 26 It 
can also reduce the need to return to work when sick 
(presenteeism), promoting recovery, while also reducing 
the risk of transmitting infectious diseases.6 25 Moreover, 
a stable income allows the maintenance of healthy living 
conditions, helping to maintain the social, mental and 
physical health of the household.27 28

delivering income security
Formal income security schemes range in design and vary 
within different economic, social and political contexts. 
Broadly, these interventions can be divided into two cate-
gories; contributory and non- contributory.

Contributory schemes
Contributory schemes require payment as a prerequi-
site to receiving support, either in the form of labour 
hours or monetary contributions.29 Schemes may be 
provided through private insurance companies, or by 
employers who may be legally obligated.25 29 30 Further, 
many income security schemes exist in collaboration 
with the individual, the employer and the government. 
These quasi- public schemes, referred to as ‘social insur-
ance’, require contributions from the worker's payroll, 
the employer and the state, to create a fund which can 
be accessed if an individual cannot participate in gainful 
employment.29 31 32 Employers’ liability to continue to pay 
salary during sick leave ("sick- pay") can be an alternative 
or complement. Lastly, microfinance can serve as a form 
of contributory scheme, but are rarely designed specifi-
cally for the purpose of income security in periods of ill 
health.

Non-contributory schemes
Non- contributory schemes do not require formal contri-
butions towards an insurance fund and are typically 
financed by governments or non- governmental organisa-
tions.29 These schemes can be means tested or non- means 
tested. In means- tested schemes, only recipients with a 
certain income are eligible. Non- means tested schemes, 
on the other hand, can be accessed by anyone, regard-
less of income (universal schemes), and instead depend 
on a predetermined category, such as disability (categor-
ical schemes).29 These are most commonly delivered as 
conditional cash transfers (CCTs) or unconditional cash 
transfers (UCTs) schemes.29

The difference between CCTs and UCTs refers to 
the responsibility placed on the recipient.33 CCTs offer 
cash payments to households with the expectation that 
they comply with certain requirements, such as school 
enrolment or health check- ups.32–34 UCTs, however, do 
not require anything in return.35 Several studies have 
reported that the conditions associated with CCTs were 
impractical for people who are experiencing ill health, 

resulting in considerably lower enrolment rates for 
people with disabilities.36 37 As a result of these findings, 
CCTs were not included in this study.

study purpose
This study aimed to map the range, features, coverage, 
protective effects and equity of formal policies in LMICs, 
which provide income security for adults whose ill 
health prevents them from participating in gainful work. 
Accordingly, the following specific research questions 
were addressed:
1. What are the key features of income protection 

schemes for individuals experiencing ill health in 
LMICs?

2. How effective are income protection schemes in 
LMICs in guarding against financial insecurity during 
periods of ill health?

3. How equitable are income protection schemes in 
LMICs, in terms of the level of coverage in different 
populations?

MeTHods
A scoping review was conducted, which included all rele-
vant literature on social protection and income security 
in LMICs. This method was chosen owing to the explor-
atory, broad and heterogeneous nature of the topic 
at hand.38 The final scoping protocol was informed by 
The Joanna Briggs Institute Reviewers’ Manual.39 The 
final design was cross referenced with the more concise 
Preferred Reporting Items for Systematic Reviews and 
Meta- Analyses Extension for Scoping Reviews checklist to 
ensure that all reporting requirements have been met.40

search strategy
Searches were conducted of PubMed, The Cochrane 
Library, Web of Science, CINAHL, Global Health, 
ProQuest and EconBiz. The search included all full- text 
sources that discussed sickness and disability- specific 
income security, with the exception of CCTs. Further, the 
eligibility criteria specifically included articles published 
in English between 2009 and 2019, including grey liter-
ature. Relevant words related to ‘income security’, ‘ill 
health’ and ‘LMICs’ were grouped by theme, using the 
Boolean operators ‘AND’ and ‘OR’, to build the final 
search strategy (online supplementary box 1).

selection of search results
Owing to the lack of consensus surrounding the termi-
nology for income security during periods of ill health, 
and the heterogeneity of the policies that exist across 
geographical locations, the search strategy deliberately 
allowed for a wide range of search results. The selec-
tion process began by scanning through the titles and 
abstracts of the results to determine if they met the eligi-
bility criteria. All results meeting the eligibility criteria 
were entered into Mendeley. Finally, the full text of 
each record was appraised, and ineligible records were 
excluded.
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data extraction and charting of results
Data from the included papers were charted into a 
table where the specific characteristics of each study 
were recorded. These characteristics included: author-
ship, year of publication, study design, study location, 
study objectives, study population, type of intervention, 
name of intervention and major findings. On comple-
tion of this step, the reference lists of all eligible articles 
were checked to determine if any relevant papers were 
missed. After a review of the titles, abstracts and then full- 
text review, papers that met the eligibility criteria were 
included.

Critical appraisal
This study did not employ a systematic critical appraisal 
of each study. Instead, unqualified remarks were noted 
during the charting process. Identifying unqualified 
and misreported information is integral in mapping the 
extent of literature in this field and understanding if and 
how certain discourses surrounding social protection are 
(re)produced in academia.41–43

synthesis of results
Following the charting process, the data were synthe-
sised using an inductive content analysis approach. This 
involved an appraisal of each study’s main findings to 
then stratify into a series of themes and subthemes (see 
online supplementary table 1). This process also allowed 
for the identification of overlapping connections between 
themes. The volume of quantitative data was too small 
to analyse using statistical methods, but a discussion of 
descriptive quantitative results was included in the final 
analysis.

Patient and public involvement
Involvement of patients and public was not relevant in 
this research since it was a literature review.

resulTs
study inclusion and characteristics
Of the 1592 records identified in the searches, 91 studies 
were deemed relevant for the purpose of this study. A 
further 43 records were identified from the references. 
Together, a total of 134 studies were included in this 
review (figure 2). Included studies are summarised in 
online supplementary table 1. Studies are enumerated 
by study types, location, target populations and type 
of schemes in online supplementary table 2. The 134 
studies contained data on 131 countries, out of a total 
138 LMIC countries (95%). However, data for 62 of these 
countries were provided from one single source, the ILO 
World Social Protection Report (2017). Only 76 coun-
tries were represented in the remaining studies. Overall, 
upper- middle- income countries gained the most exten-
sive coverage, followed by lower- middle- income countries 
and low- income countries (online supplementary table 
2).

Conceptualising ill health
The included studies demonstrate a lack of practical 
consensus on what constitutes ‘too ill to work’,45 particu-
larly when considering short- term illnesses. While 11 
studies loosely described policies for short- term illnesses, 
none described what specifically constituted a short- term 
illness. Three studies addressed the length of time that 
an individual could receive payments,25 46 47 yet failed 
to elaborate on what happens if their illness exceeds 
the timeframe. Long- term illnesses were more clearly 
defined, with studies collectively demonstrating a general 
shift towards using the ICF model when determining the 
eligibility of applicants.48–50 However, 27 studies showed 
that degrees of incapacity remain challenging to cate-
gorise objectively, stating that criteria were often incon-
sistent and unclear.22 51

legal protections against illness-induced poverty
The majority of LMICs have policies stipulating varying 
levels of illness- related income protection for sickness, 
work- related injury or disability .14 However, compre-
hensive legal protection, which encompasses all three of 
these protections, is only available in 47% of LMICs.14 In 
addition, the regional distribution of legal protections 
varies significantly (figure 3). While all forms of protec-
tion are legally mandated in all European and Central 
Asian countries, only 17% of countries in sub- Saharan 
Africa offer the same scope of legal coverage.14 Legal 
coverage is consistently low across most of Asia, the Pacific 
and Africa,14 and does not reflect actual coverage. For 
instance, population coverage of injury compensation 
and ‘severe’ disability benefits range between 4.8%–100% 
and 0.1%–100%, respectively.14 Insufficient financing, 
ineffective legal enforcement, inadequate health assess-
ments, social inequalities, exclusion of informal workers, 
a lack of political will and ineffective monitoring or 
measurement tools were reported as contributing factors 
towards gaps in coverage.14 52–58

Contributory schemes: social insurance
Features of social insurance
The delivery of legally mandated income protection is 
most commonly delivered through compulsory social 
insurance.14 29 However, the level of protection varies 
significantly across LMICs, both in terms of the benefits 
offered and the scope of legal coverage.14 For instance, 
30% of countries do not offer injury compensation 
through social insurance. Further, there are discrepan-
cies in coverage even in countries where injury compen-
sation is grounded in national legislation.14 Enforcement 
of social insurance regulations is inadequate in many 
LMICs and rarely extend to protect those working in 
small companies or in the informal economy (table 1).59–6

The protective capacity of social insurance
Little data has been identified on the amount paid to 
people who are sick, injured or have a disability, or if 
these benefits meet basic needs. Six studies discussed the 

 on M
arch 13, 2024 by guest. P

rotected by copyright.
http://gh.bm

j.com
/

B
M

J G
lob H

ealth: first published as 10.1136/bm
jgh-2020-002425 on 15 June 2020. D

ow
nloaded from

 

https://dx.doi.org/10.1136/bmjgh-2020-002425
https://dx.doi.org/10.1136/bmjgh-2020-002425
https://dx.doi.org/10.1136/bmjgh-2020-002425
https://dx.doi.org/10.1136/bmjgh-2020-002425
https://dx.doi.org/10.1136/bmjgh-2020-002425
http://gh.bmj.com/


Thorpe J, et al. BMJ Global Health 2020;5:e002425. doi:10.1136/bmjgh-2020-002425 5

BMJ Global Health

Figure 2 Flow diagram to show each stage of the scoping search process, adapted from the PRISMA statement by Liberati 
et al.44 CCT, conditional cash transfer; PRISMA, Preferred Reporting Items for Systematic Reviews and Meta- Analyses; LMIC, 
low- income and middle- income countries

level of pay, stating that replacement rates vary between 
‘lump sums’ and 100% of wages.25 46 47 54 70 Four studies 
highlighted issues of non- compliance, demonstrating 
that legal provision does not necessarily reflect real bene-
fits.59–61 71 Lastly, no data were provided on whether social 
insurance payments met basic needs.

A second factor influencing the protective capacity of 
social insurance pertains to the length of time that bene-
fits are available for. Only two studies report this feature, 
explaining that payments can span anywhere from a 
maximum of 7 days to 2 years.14 25 Additional sources 
are less clear in defining a time frame, using vague 
descriptions such as ‘until working capacity is covered'.46 
Following this, however, there is no information on the 
support given to those whose illness persists after their 
insurance entitlements expire.

The degree of equity in social insurance schemes
Results highlight large disparities in the populations that 
are adequately covered by social insurance. For instance, 

Dias et al52 assert that low- income claimants in Brazil face 
greater difficulties in obtaining the support that they are 
entitled to.52 Injury insurance claimants in Colombia 
were reported to have claims rejected if the aetiology 
of their injury was not correctly identified.69 Addition-
ally, Thailand’s system offers greater financial support 
to those who are able to contribute more towards their 
insurance, while those who contribute less are only enti-
tled to a small lump sum payment, in place of a sustained 
income.53 Further, four studies report that employees 
must have contributed a certain number of work hours, 
within a specific timeframe, in order to meet the quali-
fying conditions.

While there are differences in entitlements for those 
who do have legal access to social insurance, there are 
even greater disparities between those who are, and are 
not, included in social insurance schemes. More specifi-
cally, those who are employed informally often face struc-
tural barriers which inhibit access to social insurance. 
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Figure 3 Percentage of countries offering legally mandated sickness, injury and disability payments (stratified by region). 
Source: ILO14. ILO, International Labour Organization.

Table 1 Factors which facilitate exclusion in social insurance

Requirements Implications Country

A legally binding, long- term employment 
contract

Informal workers are more likely to have a 
short- term contract or no contract at all.

China,62 Vietnam63 64; Sao Tome and 
Principe,65 South Africa27; Thailand66

Contributions towards social insurance 
must be made consistently, over a minimum 
time period (eg, 3+months)

Informal labour involves short term 
and sporadic work which generates an 
inconsistent level of income.

Bosnia and Herzegovina67; Thailand,66 
Egypt, Equatorial Guinea, Morocco25;

Legally binding obligations only required 
from (or monitored in) formal sector 
industries.

Informal workers are not offered a chance 
to participate in social insurance by their 
employers if there is no legal incentive to 
do so.

India,68 Vietnam,63 China,62 Thailand,66 
Colombia69

Further, migrant workers and people with disabilities 
are more likely to engage in informal work and thus face 
higher levels of exclusion from social insurance.14 27 72–74

Finally, five studies discuss the availability of volun-
tary insurance schemes for informal workers.14 62 66 75 76 
However, uptake of these schemes remains low among 
those in informal employment.76 This is largely attributed 
to a lack of awareness of these schemes and the difficul-
ties in raising a surplus income to pay for insurance.53 66 77

Contributory schemes: microfinance
The features of microfinance
Nine studies discussed microfinance schemes which 
specifically include people who are sick or have a disa-
bility in their targeting criteria.45 75 78–84 The aim of these 
schemes is to provide low- interest loans to promote 
income generating activities for those who cannot partici-
pate in full- time employment but still have the capacity to 
generate an income.84 Recipients can choose how their 
loan is spent, empowering people to start their own busi-
ness and produce a sustainable income.

The protective capacity of microfinance
All included studies viewed microfinance favourably, 
identifying it as an effective tool in protecting income 
during periods of ill health. Three studies reported that 
access to credit through microfinance schemes was able 
to smooth consumption in labour- contained households 
that experienced health shocks.45 75 83 Further, microf-
inance was shown to empower people with disabilities, 
both economically and socially.79–81 These populations 
were provided with greater levels of financial autonomy 
and reported greater levels of self- worth.79

The degree of equity of microfinance
From a policy perspective, the design of microfinance 
schemes aims to expand financial protection to under- 
represented groups, particularly those with low income, 
disabilities or who work in informal employment.84 
However, the lack of data on coverage creates diffi-
culty in assessing whether the aims of microfinance 
translate into practice.83 While results demonstrate the 
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Table 2 Benefits and limitations of UCT schemes

Benefits

Outcome Country

Increase ability to pay for household amenities South Africa22 27 86 87; Ethiopia88

Reduction in stress levels Malawi89; Zambia90 91; Mozambique, Yemen, Palestine92

Increase access to a nutritionally complete diet South Africa23 93; Malawi24 Ethiopia88

Improved health status South Africa22 23; Zambia94 Malawi95

An improvement in self- worth and independence Zambia92 94 South Africa96 Yemen97

Limitations Reversal of health outcomes if UCTs are rescinded South Africa22 23 93 98

Long- term recipients find difficulties in securing employment 
UCTs are recinded

South Africa99

Funds insufficient in reducing vulnerability, including meeting 
both healthcare, nutrition and household needs

South Africa,22 23 27 86 100–102 Zambia94 China,103 104 Peru36 
Malawi,105 Vietnam106

Inability to save a surplus income creates long term 
dependency on UCTs

South Africa86 96 99 102 107–110 Brazil77 111 112; Malawi51

Majority of schemes include pre- existing poverty in the 
eligibility criteria and do not protect those who are vulnerable 
to poverty

Multiple (see 113–115)

Funding levels do not recognise the nuance of different 
illnesses and the range of their respective costs.

Palestine116

UCTs, unconditional cash transfers.

overall positive impacts of microfinance, other studies 
highlight several factors which contribute towards the 
exclusion of people with disabilities.79 82 Exclusionary 
outcomes result from self- exclusion due to a lack of 
self- confidence; exclusion by others involved in group 
lending; exclusion by staff who provide loans; exclusion 
by design which prioritises higher educated and higher- 
income individuals; and physical or informational 
barriers.82 Beisland and Mersland suggest improving 
the design of microfinance schemes, introducing more 
flexibility to loan conditions and repayment plans.85 
However, microfinance schemes may not be accessible 
for those with severe impairments.

non-contributory schemes: uCTs
Features of UCTs
The UCT schemes identified in this review can be divided 
into two categories: means- tested and non- means- tested 
schemes (online supplementary figure 1). A total of 91 
studies identified 70 individual UCTs schemes across 
54 countries, finding that 31 (44%) of these schemes 
targeted general poverty alleviation using a means- tested 
approach, with disability as a proxy for vulnerability. 
Meanwhile, the remaining 39 (56%) of schemes were 
tailored specifically for people with disabilities (online 
supplementary table 1). A second difference between 
UCT schemes pertains to the types of assessments used. 
Drawing from the data found in this review, the majority 
of non- means- tested schemes used healthcare workers 
to determine an applicant’s eligibility. Means- tested 
schemes generally relied on decentralised assessment 
protocols, using local community members to determine 
the eligible individuals and households in the commu-
nity (online supplementary table 1).

The protective capacity of UCTs
UCTs were reported to reduce financial pressure on 
households, which in turn, reduced stress levels and 
improved food security and access to household ameni-
ties (table 2). However, the level of payment was consist-
ently reported to be inadequate in meeting the full needs 
of individuals and their households (table 2). Further-
more, disability claimants can lose their benefits once 
their health improve, increasing the risk of falling back 
into poverty. This, in turn, could trigger a relapse in their 
health condition. As such, studies indicate that UCTs 
could encourage dependency and fail to lift people out 
of chronic poverty (table 2).

Equity in UCT schemes
When comparing the entitlements afforded to UCT 
recipients to the income of the average population, those 
who receive UCTs receive an income 10 times lower than 
the average per capita income (figure 4). Furthermore, 
there are significant variations in equity within popu-
lations who cannot work due to ill health. Severe disa-
bility benefits cover from as little as 0.1% up to 100% of 
the population who have disabilities. More significantly, 
however, the ILO does not have sufficient data on disa-
bility benefits in 73% of LMICs, and an absence of data 
on those with less severe disabilities.14 There are many 
factors which contribute towards poor coverage within 
populations, and primarily stem from the incorrect inclu-
sion or exclusion of people who experience ill health 
(online supplementary table 3).

Inclusion errors
Seven studies provided results on inclusion errors, which 
is a phenomenon whereby income support is provided to 
individuals who are not eligible for the scheme.20 104 122–126 
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Figure 4 Maximum amount of disability/sickness benefits available to eligible unconditional cash transfer (UCT) recipients 
per month, compared with the National average monthly per capita income (GDP per capita PPP) in selected low- income and 
middle- income countries (presented using a logarithmic scale). Sources: Brazil, India,118; Ukraine119; West bank & Gaza116; 
Yemen;97 other: Africa114; Asia & Pacific115; conversion resources.120 121LICs, low- income countries; MICs, middle- income 
countries; GDP, gross domestic product; PPP, purchasing power parity

Mitra109 reported a 34% inclusion error rate in South 
Africa, attributing this to the wrongful inclusion of persons 
without disabilities during the assessment process.109 Two 
studies report that some healthcare workers believe that 
they encounter large numbers of people who fabricate 
or exaggerate symptoms.122 127 Inconsistencies in welfare 
targeting were also identified in China, India and Paki-
stan. These errors are attributed to social factors, with 
the authors asserting that ‘well- connected’ applicants are 
more likely to win favour with politicians and community 
welfare assessors.123–126

Exclusion errors
Exclusion errors featured more prominently in the 
results of this review, with 46 studies discussing the 
circumstances in cases where eligible individuals were 
not in receipt of income support (online supplemen-
tary table 3). Sixty- one studies identified that 24 factors, 
reported in 29 countries, contributed towards high exclu-
sion errors (online supplementary table 3). These errors 
were attributed to stigma, costs in applying for income 
protection, failures in the assessment process and the 
complexity of applying. Further, structural barriers also 
contributed toward exclusion errors, including prob-
lems of underfunding, poorly organised administration, 

corruption and the systemic exclusion of marginalised 
groups (online supplementary table 3).

Moral hazard
Individuals may be less likely to safeguard against risks 
when protected from their consequences.128 129 Several 
studies speculate that recipients of South Africa’s Disa-
bility Grant alter their behaviour when insured, leading 
to moral hazard. One study hypothesised that financial 
support impacted adherence to antiretroviral therapy 
(ART), leading people to ‘stay sick’ in order to receive 
an income.98 However, Woolgar and Mayers23 found that 
recipients would remain adherent to ART despite the risk 
of losing a grant.22 23 Additionally, Møller’s investigation 
of this ‘perverse incentive’ for youth to contract tuber-
culosis was inconclusive.96 Lastly, respondents in South 
Africa stated that finding work was considered preferable 
to receiving a social grant,107 112 with Goudge and Ngoma93 
adding that, while people can get sick after losing the 
grant, poverty and malnourishment may instead be the 
cause of ex- recipients' deterioration in health.93

dIsCussIon
Despite significant gaps in data, the results of this review 
provide an overview of the range of policies that exist in 
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LMICs, and their potential benefits. However, a signif-
icant number of limitations remain. Indeed, while a 
number of weaknesses are associated with specific poli-
cies, the patterns and themes uncovered in this review 
provide a collective insight into the landscape of social 
protection and reveal systemic barriers that inhibit the 
efficacy and equity of protective interventions.

Protective capacity of income security
There is very limited evidence on whether income 
support in its present form meets the needs of the 
claimant.125 Research on UCTs and microfinance has 
garnered the most research, indicating strengths and 
weaknesses in the level of income support provided. Nine 
studies on 10 countries reported that UCT programmes 
were underfunded and resulted in inadequate support 
and long delays in payments (online supplementary table 
3). Studies on microfinance demonstrated that it can 
protect against financial shocks.81 83 However, this draws 
on a small sample of nine studies, and cannot be reflec-
tive of all schemes.

Research on sickness benefits, injury compensation 
and general social insurance is even more inconclu-
sive, largely owing to the absence of data on the subject. 
While the ILO present data on legal coverage, little 
is known on the level of payments that are made, and 
whether payments meet the level of need. Indeed, the 
ILO concede that there is no effective monitoring in 
place to see for example if injured workers are effectively 
compensated by their employers.14 Additionally, data on 
the minimum legal entitlements for workers do not assess 
whether these entitlements can sufficiently cover house-
hold expenses. Ultimately, therefore, further research 
is needed to understand the sufficiency of protective 
measures relating to sickness benefits, injury compensa-
tion, social insurance in general and UCTs.

equity in income security
Beginning from a policy perspective, the eligibility criteria 
establishes a fragmented picture, leaving gaps in coverage 
for those in need. For instance, those suffering from 
short- term illnesses are heavily reliant on social insurance 
schemes, yet those who are informally employed cannot 
always access these privileges. Herein lies the first gap, 
which separates the short- term health entitlements of 
those with and without basic workers′ rights.

Building on this, the distinction between short- term 
and long- term illness seems to have been universally 
ignored in policy- making spaces, leaving an absence of 
any universal standard that defines these states of being. 
This conclusion does not mean to negate the value of the 
ICF model,19 yet, in practice, the fragmented nature of 
income security policies has ruptured the spectrum on 
which ill health occurs, boxing short- term and long- term 
illnesses into separate, yet blurred, policy spaces.

This is most evident in the context of UCTs, which 
primarily aim to protect the most vulnerable in society. 
However, this review has shown the application process of 

obtaining income support can be a slow, confusing and 
time- consuming process, with conflicting interpretations 
made by healthcare professionals on who is eligible for 
support.108 127 As such, the second gap occurs. Those who 
have short- term illnesses, work informally, are typically 
poorer and in greater need of income support, are, in 
practice, ineligible for UCTs owing to the time it takes 
to apply. Within this time, they may have recovered from 
their illness but are left burdened financially, owing to 
lost wages in the time it has taken to recover.

The third gap pertains exclusively to long- term illnesses, 
which in many contexts, remains equally fragmented. For 
instance, some UCTs require a minimum length of time 
before a person is deemed to have a disability, regard-
less of their medical diagnosis.14 47 Other schemes have 
what is effectively an ‘expiry date’ whereby individuals 
lose their welfare entitlements after a certain number 
of years.66 Further, many countries exclude potential 
recipients, either on the basis of the type of illness or the 
severity.14 36 114 115 130 Lastly, of the 70 UCT schemes iden-
tified in this review, 49 (70%) stipulated that a claimant 
with a disability must already live in poverty (online 
supplementary material 1; 113–115 131 132). Here again, gaps 
emerge, with people experiencing a moderate degree 
of incapacity and those vulnerable to poverty, being 
excluded from income security schemes. Consequently, 
several studies highlight the importance of diversifying 
income security programmes, to offer a range of income- 
supporting and income- generating options, which meet 
the needs of a broader pool of recipients.22 23 99 133 134

This study presents several limitations. First, by excluding 
studies that are not published in English, this study cannot 
claim to include all relevant literature on this topic. Second, 
manually reviewing the data increases the risk of human 
error, meaning that relevant literature may have been over-
looked.39 The use of a formalised scoping review aimed 
to mitigate this risk and the iterative nature of a scoping 
review allows for the expansion of the search parameters. 
Although this investigation has included non- peer- reviewed 
studies, any unqualified statements have been noted and 
compared with similar studies, to illustrate inconsistencies. 
Lastly, the data extracted from this body of research derive 
from a variety of contexts. Therefore, the data in this review 
are not standardised in nature, nor can individual studies 
provide exact answers to our research questions. Instead, 
this review provides an exploratory overview of the land-
scape of income security, using the body of literature as 
a whole to highlight the main themes, patterns and gaps 
within social protection research.

ConClusIon
This review marks a first step towards synthesising infor-
mation on income security for individuals in LMICs who 
experience ill health. In doing so, it has identified signif-
icant inequalities in the level of income support and 
coverage across and within LMICs, specifically in regard to 
sickness benefits, injury compensation, social insurance, 
microfinance and UCTs.14 This review demonstrates the 
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need for a greater understanding of the circumstances of 
those who cannot work due to ill heath, to improve the 
equity and coverage of income security in LMICs.

The small number of studies in LMICs is in itself a 
significant finding, showing that the topic has received 
very limited attention in countries where it is of major 
importance. Moving forward, further research is crucial 
in contributing towards a better understanding of how to 
reach the SDGs, particularly goals 1, 3, 8 and 10, which 
advocate for the eradication of poverty, good health and 
well- being, decent work and reduced inequalities.1 More 
specifically, further investigation into coverage, protective 
effects, equity and operational challenges must involve 
the study of all forms of sickness- related income loss and 
account for the changing landscape of global health and 
labour market transition.135 In order to foster intersec-
toral approaches for financial risk protection for people 
struck by ill health, research on income security needs 
to become a more visible part of the UHC research and 
policy agenda. Without valuable input from the health 
sector, the true understanding of illness- related costs and 
the corresponding scalability, equity and fiscal space to 
develop protective interventions will remain limited.

Ultimately, more research in this field could inform 
a number of evidence- based interventions, including 
better enforcement of labour regulations, improving 
access to social insurance, developing more diverse or 
integrated contributory and non- contributory schemes, 
and improving rehabilitation and work opportunities 
for people with disabilities.99 119 In turn, greater under-
standing of these topics will better inform spending deci-
sions to improve financial sustainability and institutional 
capacity.136 In doing so, further research and recognition 
may ultimately elevate the role of income security and 
generate equitable policies which can serve a universally 
protective and productive function.137 138
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