‘( GLOBAL HEALTH ACTION
“ 2021, VOL. 14, 1868054

https://doi.org/10.1080/16549716.2020.1868054

Taylor & Francis
Taylor &Francis Group

ORIGINAL ARTICLE

8 OPEN ACCESS W) Check for updates

Strategies for financing social health insurance schemes for providing
universal health care: a comparative analysis of five countries

Ama P. Fenny

2, Robert Yates® and Rachel Thompson®

3Institute of Statistical, Social and Economic Research (ISSER), University of Ghana, Accra, Ghana; "Centre for Global Health Security,
Chatham House, The Royal Institute of International Affairs, London, UK

ABSTRACT

Background: Universal Health Coverage has become a political priority for many African
countries yet there are clear challenges in achieving this goal. Though social health insurance
is considered a mechanism for providing financial protection, less well documented in the
literature is evidence from countries in Africa who are at various stages of adopting this
financing strategy as a way to improve health insurance coverage for their populations.
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Objectives: The study investigates whether social health insurance schemes are effectively

and efficiently covering all groups. The objective is to provide evidence of how these
schemes have been implemented and whether the fundamental goals are met. The selected
countries are Ghana, Rwanda, Tanzania, Kenya and Ethiopia. The study draws lessons from the
literature about how policy tools can be used to reduce financial barriers whilst ensuring

a broad geographic coverage in Africa.
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Methods: The study relies primarily on a review of literature, both documented and grey
matter, which include key documents such as government health policy documents, strategic
plans, health financing policy documents, Universal Health Coverage policy documents,
published literature, unpublished documents, media reports and National Health Accounts

reports.

Results: The results show that each of the selected countries relies on a plurality of health
insurance schemes with each targeting different groups. Additionally, many of the Social
Health Insurance programs start by covering the formal sector first, with the hope of covering
other groups in the informal sector at a later stage. Health insurance coverage for poor
groups is very low, with targeting mechanisms to cover the poor in the form of exemptions

and waivers achieving no desirable results.

Conclusions: The ability for Social Health Insurance programs to cover all groups has been
limited in the selected countries. Hence, relying solely on social health insurance schemes to
achieve Universal Health Coverage may not be plausible in Africa. Also, highly fragmented
risk pools impede efforts to widen the insurance pools and promote cross-subsidies.

Background

Universal Health Coverage (UHC) has become
a political priority for many African countries but
achieving this goal has been a challenge. It is esti-
mated that globally around 400 million people lack
access to at least one essential health service and that
around 100 million are impoverished every year
because of healthcare costs [1]. More than 40% of
Total Health Expenditure (THE) in Low-Middle-
Income countries (LMICs) come from out-of-pocket
health expenditure [1]. In many Sub-Saharan African
(SSA) countries, evidence shows that the poor bear
the highest burden of diseases and experience high
levels of catastrophic health expenditures [2].

To achieve UHC requires commitment to three
key principles: mobilizing adequate resources to
ensure coverage, providing quality care through
strengthening the health service delivery system and

ensuring that health services are accessible to all,
especially poor and vulnerable individuals [3]. Since
the 1980s, many African countries have instituted
a number of reforms to improve the health
sector. Notable amongst them, were the Structural
Adjustment Programs (SAP), which was the response
of the World Bank and the International Monetary
Fund (IMF) to the African economic crisis of the
1970s. The SAP pushed for privatizing the public
sector services, reducing subsidies and cutting public
support for social services [4]. In many developing
countries, the broad strategy of health reforms has
been to reduce government spending on the health
sector and curb the shortages of essential medicines
and medical supplies through initiating copayment
schemes [5]. However, increasing user fees without
improving the quality of services provided resulted in
reduced use of health facilities [6].
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Contributory insurance and tax revenues are iden-
tified as the two main methods used to pool health
system financing, and these differ by the way funds are
pooled, either directly under the insurance approach
or indirectly under the tax revenue approach [7].
Governments often charge user fees in an attempt to
raise additional funds for the health system and restrict
demand [8]. However, the World Health Organisation
(WHO) recommends that total out-of-pocket pay-
ments (OOP) should not exceed 15-20% of national
health expenditures to reduce the incidence of cata-
strophic health payments [9].

Health financing refers to the function of a health
system concerned with the mobilisation, and alloca-
tion of money to cover the health needs of the people,
individually and collectively, in the health system
[10]. Many countries differ in how these functions
are carried out and demonstrably, there is no unique
model for health financing. The current trend in
many countries in Africa is to adopt a mix of differ-
ent approaches for health financing. These include
combinations such as government tax financing for
public health facilities through government budgets,
social health insurance or voluntary health insurance,
and other direct payments [11,12]. Also, most Social
Health Insurance (SHI) schemes are changing and do
not only rely solely on wage-based deductions. For
example, Ghana’s National Health Insurance Scheme
(NHIS) includes insurance premiums, payroll tax and
earmarked value-added tax (which accounts for 72%
of funding) into a single system with a common
benefit package. Mexico imposes tax on sugary soft
drinks to raise additional funds for its health sec-
tor [13].

Health financing strategies in LMICs in Africa
vary broadly by geographic region and social context.
A number of health reforms have been enacted across
SSA countries to enable them to attain UHC. Also,
the principal features of the health financing systems
are influenced by the need to underscore the
Sustainable Development Goals (SDGs) backed by
the national development efforts in each country.
The notable differences between each country in
terms of their health financing strategies also show
how health systems are influenced by social, cultural,
economic and political factors. Consequently, these
differences result in creating challenges that are con-
text specific, suggesting that countries will continue
to find the right policy solutions to solve these evol-
ving problems [14]. Despite these differences, LMICs
in Africa share similar health financing goals: univer-
sal coverage of services, financial protection, quality
and efficiency.

Although many African countries have experienced
reasonable economic growth in the past two decades,
improvements in the health outcomes have been slow
and uneven. As the disease burden transitions to a mix

of communicable and non-communicable diseases,
there is an increasing demand for health services and
the need for more investments in health systems across
the region. Recent epidemics such as Ebola and the
COVID-19 have revealed the apparent weakness within
some health sectors in low-income countries [15].
Accelerating progress towards UHC in Africa will
involve measures to ensure equitable access to health
services. Since SHI has been identified as a possible
route, we need to consider how effective this system of
health financing is with regard to achieving the key
UHC goals.

The Global Health 2035 outlines an investment
framework led by the Lancet Commission, endorsing
the call for progressive ‘universalism.” Here, the move
towards UHC target must include poor and margin-
alised groups from the outset as opposed to health
reforms that considers these groups at a much later
stage [16]. The Global Health 2035 agenda proposes
two progressive pathways towards UHC. First, to
ensure that coverage is universal and secondly that
all people (not only the poor) are assured of the same
minimum set of benefits [17]. This makes the timing
of this study even more appropriate.

Defining social health insurance

Health insurance systems are either voluntary, where
people (or firms on behalf of their employees) choose
to join or remain uninsured; or compulsory, where
people are compelled by law to join an insurance
programme. Health financing through compulsory
insurance contributions is often a challenge for coun-
tries with a large informal base where enforcement
has been found to be difficult. Social health insurance
schemes allow people to contribute to a health fund
which guarantees them access to a specified package
of health services, often legislated by the government
[18]. Contributions tend to come from obligatory
deductions from employees’ salaries or their employ-
ers. This is often on a sliding scale, with the richer
people contributing more than poor people in abso-
lute terms. These contributions are paid directly into
a health insurance fund [18].

Theoretically, SHI relies on the pooling of health
revenues mandatorily and in principle this should
ensure an equitable distribution across different popu-
lation groups. This system has proved effective in
countries with a large formal sector such as Germany
and the Netherlands. These pooling schemes ensure
cross-subsidisation from the rich to the poor and
from the healthy to the sick. Social health insurance
schemes are therefore built on solidarity principles.
Another justification for SHI is that there is more
transparency in the way that funds are collected. The
funds are usually collected by an independent body and
therefore free from political influences [19]. The



challenge in implementing SHI, however, is ensuring
that the scheme remains mandatory for all citizens.
This prevents situations where the pools are dominated
by poorer and sicker individuals, thereby weakening
the ability of the schemes to cross-subsidise [20].

While SHI can enable countries attain UHC, as seen
in some high-income countries, the potential to repli-
cate this system in LMICs and expect similar results
have been less so [21]. It is important to note that high-
income countries using SHI such as Germany have
taken over 100 years to reach UHC, often in an incre-
mental manner, rather than through a transformational
change of structures already in existence [22,23].

The key contribution of this study to current knowl-
edge lies in the number of policy interventions that will
be considered to determine how to make health finan-
cing systems more equitable and sustainable. The study
investigates whether SHI schemes are effectively and
efficiently covering all groups in Ghana, Ethiopia,
Kenya, Rwanda and Tanzania. The objective is to
draw out the evidence on what the selected countries
are doing in terms of expanding insurance coverage
and ensuring coverage goals are met.

Methods

We searched PubMed and Google Scholar for articles
published between 2000 and 2016. Search terms
included ‘health financing” OR ‘social health insurance’
AND ‘Ghana’ AND ‘Kenya’ AND ‘Ethiopia’ AND
‘Rwanda’ OR ‘Tanzania’ OR ‘community health insur-
ance’ OR ‘financing’ OR ‘strategy’ OR ‘poor.” Further,
articles were identified through a snowballing techni-
que. We included only articles in English that discussed
a combination of key concepts, including social health
insurance, health financing strategies, insurance cover-
age, universal health coverage and implications of dif-
ferent health financing strategies on health insurance
coverage. Finally, we supplemented the literature search
with a search of grey literature using similar search
terms, including health policy reports and national
financing strategic response plans, UHC policy docu-
ments, published literature, unpublished documents,
media reports and National Health Accounts (NHA)
reports to analyse and to provide the challenges with the
implementation of SHI schemes in the selected coun-
tries. The National Health Account is an internationally
accepted tool used to estimate a country’s total spending
on health activities [24]. NHA provides amongst others,
information on the distribution of health spending
from major financing sources.

Besides the desk review of key documents, the study
included reflections from personal communication with
key experts, advocates and government officials in some
of the selected countries. The interviews gave an oppor-
tunity to understand the political underpinnings of
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UHC goals, pro-poor health financing strategies, cur-
rent challenges with implementation and other relevant
topics. Also, the results of the study were presented in
a number of major health conferences in 2017 and 2018
which allowed the authors to receive further inputs from
participants.

Selection criteria

Countries were identified for inclusion in the study
on the basis of the following criteria: (1) sub-
Saharan LMICs; (2) countries that have introduced
SHI programs; (3) countries with at least 10 million
inhabitants. The study identified five countries that
met the above criteria — Ghana, Rwanda, Tanzania,
Kenya and Ethiopia.

Results
Key health outcome and economic indicators

Table 1 summarises key health outcome and eco-
nomic indicators across the five countries. All five
have high maternal mortality rates, but a much
improved infant and under 5-years mortality ratios.
Rwanda records the lowest of these ratios. There is
wide variation in Gross Domestic Product (GDP) per
capita, with Ghana having the highest GDP per
capita, followed by Kenya.

Strategies for financing health reforms
This section presents the various health financing
strategies being implemented in each of the selected
countries. From the literature reviewed, each of the
countries relies on different types of health insurance
schemes. These range from national health insurance
schemes, community-based insurance schemes, pri-
vate insurance schemes. Each of the aforementioned
schemes either provides health coverage for specific
segments of the population or the entire population.
Ghana, Tanzania, and Kenya have similar social
health programs, although their target groups differ.
Ghana’s National Health Insurance Scheme (NHIS)
was enacted into law in 2003 and fully operationalized
in 2005. The Scheme has UHC coverage as an under-
lying goal. This means that any Ghanaian is legally
qualified to enroll in the scheme, although some seg-
ments of the population are exempt from payment of
the premium, with exemption given to some segments
of the population [25]. Tanzania implemented the
National Health Insurance Fund (NHIF) in 1999 and
offers compulsory coverage for all formal sector workers
[26]. It also has a Community Health Fund (CHF) and
Tiba kwa Kadi (TIKA) scheme that targets the informal
sector [27]. Kenya’s National Hospital Insurance Fund
(NHIF) started in the early 1960s [28]. The NHIF
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Table 1. Country profiles of the five selected countries in the study.

Ghana Kenya Ethiopia Tanzania Rwanda
Total population (million) 30 52 112 58 12.6
(2019) (2019) (2019) (2019) (2019)
GDP per capita (current US$) 2,202 1,816.5 857.5 11221 801.7
(2019) (2019) (2019) (2019) (2019)
Gross Domestic Product Growth 6.5 5.4 83 5.8 9.4
(2019) (2019) (2019) (2019) (2019)
GNI per capita, Atlas method 0.67 0.91 0.95 0.60 0.10
(Million USS) (2019) (2019) (2019) (2019) (2019)
Inflation (%) 7.2 4.7 15.8 35 34
(2019) (2019) (2019) (2019) (2019)
Life Expectancy at Birth 64 66 66 65 69
(2018) (2018) (2018) (2018) (2018)
Infant Mortality (deaths per 1,000 live births)? 34 32 37 36 26
(2019) (2019) (2019) (2019) (2019)
Under 5 Mortality Rate (deaths per 1,000 live births)® 46 43 51 50 34
(2019) (2019) (2019) (2019) (2019)
Maternal Mortality Rate (Per 100,000) [UNICEF Database, 2017] 308 342 401 524 248
Out-of-pocket expenditure as % of THE in 2017 40 24 344 24 6.25

Source: http://data.worldbank.org/indicator/SH.XPD.OOPC.TO.ZS.
®http://dhsprogram.com/Where-We-Work/Country-List.cfm.

provides mandatory health coverage for all formal sector
employees at calculated premiums on incomes as well as
voluntary health coverage for its citizens in the informal
sector at a premium [28]. Kenya also has community-
based health insurance schemes (CBHIS) that target
citizens in the informal sector and a Social Health
Insurance Benefit (SHIB) that covers private-sector
employees.

The informal sector comprises self-employment
in small-unregistered enterprises and wage employ-
ment in unregulated and unprotected jobs and it is
characterised by lower incomes. On the other hand,
employees in the formal sector have contractual
agreements with their employers and are expected
to work for fixed hours and receive fixed salaries in
addition to other benefits. For instance, the Social
Security and National Insurance Trust (SSNIT)
contributions from salaried workers in Ghana are
levied at source and therefore it is much easier to
collect such mandatory payments. However, SSNIT
contributions account for only 20% of the NHIS
funding in Ghana. Rwanda has in the past few
years prioritised the health sector and is making
progress towards UHC. The country’s community-
based health insurance scheme (Mutuelles de santé)
covers 84% of the population.

Ethiopia piloted a CBHIS program in 13 districts
in 2010/2011, which is now being scaled up to 185
districts in four regions [29]. Rwanda also operates
a CBHIS (Mutuelles de Santé), which is an
expanded program from a pilot phase introduced
in 2003 [30,31]. Rwanda is the only country in SSA
to have achieved enrollment rates in formal insur-
ance schemes in excess of 80% of the population
[30]. It is important to note that membership in
Rwanda’s CBHIS is now mandatory which in effect
has transformed it from a voluntary CBHIS pro-
gramme to a compulsory (and heavily subsidized)
SHI programme.

Out-of-pocket expenditure
The relative share of financing sources in each of the
five countries comprises the following: donors, public
sector, households (who pay insurance premiums and
pay out-of-pocket to providers), and other private
sector entities, such as private and parastatal enter-
prises. Out-of-pocket (OOP) payments is simply
where people pay health service providers when they
use their services. Although a simple method of health
financing, the use of OOP payments as a means of
financing health care raises a number of equity issues.
Under this financing mechanism, health services are
not allocated according to need but according to peo-
ple’s ability to pay which negatively affects poor peo-
ple. The risk of impoverishment is heightened if the
poor have no other choice but to seek care [32].

Relying on OOP payments as a source of revenue
for the health sector has been found to be regressive
and also limits the use of healthcare services by vul-
nerable groups [33]. The level of OOP payments gives
an indication of the level of financial protection in
different countries. Globally, 170 million people are
forced to spend more than 40% of their household
income on medical treatment [34]. This is however
higher than the recommended 15-20% which is the
recommended level to ensure a low risk of cata-
strophic health spending [35]. A high percentage of
OOP payments indicate limited financial protection.
This implies that making efforts to reduce OOP pay-
ments will drive countries closer to achieving UHC.
Comparatively, the selected countries in this study
tend to have lower proportions of OOP payments
than other African countries such as Nigeria or
Sudan. Of the selected case studies, Ghana reports
the highest level of OOP payments (40%) followed by
Ethiopia at 34.4%. Rwanda has lowest level of OOP
payments at 6.3%.

The structure of health financing has a large influ-
ence on the level of risk pooling. Ethiopia’s CBHIS



relies mainly on premium payments, which account
for 70% of its revenue [36]. In Rwanda, Kenya,
Ethiopia and Tanzania, where CBHIS are attempting
to cover the informal sector, contributions are levied
at flat rates for households with the exception of
Rwanda [27,28]. In Rwanda, a change in mutuelle
policy in April 2010 introduced a sliding scale
(based on ownership of assets) for premium pay-
ments to ensure a more equitable access to health
services. With the Community Health Fund (CHF)
in Tanzania, the government matches all contribu-
tions by members through a matching grant — match-
ing grants are allocated based on the amount of
premium revenue collected by each district or council
[37]. Also, contributions to the Community Health
Fund (CHF) are decided at the council level, and each
household contributes the same amount regardless
payment ability, giving them access to free health
care at primary public health facilities [27,38,39].

In Ghana, by the end of 2013, 92% of the NHIS
budget was financed through a 2.5% national health
insurance levy on goods and services collected under
the Value Added Tax (VAT), a and 2.5 percentage
points of SSNIT contributions. About 3% of funding
was from household premiums [25]. On the other hand,
Rwanda’s CBHIS is predominantly funded by member
premiums (66%), followed by the government and
external funds (24%) which supports the operational
costs of the schemes [32]. It is important to point out
that the health services in Rwanda are heavily subsidised
[40]. In Kenya, 34% of Current Health Expenditure
(CHE) in 2012/2013 was mobilised through central
government schemes, followed by household OOP pay-
ments (29%) and non-profit institutions serving house-
holds (NPISH) constituting 19% of Community Health
expenditure (CHE) funds, Voluntary Health insurance
schemes (9%), SHI schemes (5%), Enterprise Finance
Schemes (3%) and others (1%). Clearly, in countries
where risk pooling is high, we see less OOP as seen in
the case of Rwanda.

Box 1 highlights the fragmented health financing
system in Tanzania and efforts being made towards
a national insurance scheme. Tanzania’s case study is
unique in the fact that it shows that merging pools
requires political agreement and demands capacity to
manage pooled funds. The information gathered
shows that attempts to merge separate schemes in
Tanzania have been met with resistance.

Discussion

Even though SHI is considered a key mechanism for
providing financial protection, less well documented
in the literature is the experience of how countries in
Africa who have adopted this health financing strat-
egy have tackled the issue of ensuring coverage across
all populations of interest. Many of the SHI programs
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start by covering the formal sector first, with the hope
of covering other groups in the informal sector at
a much later stage. However, for countries to make
progressive steps towards UHC, the investment
should be in covering all groups right from the begin-
ning [41]. From the experience of these selected
countries, the use of SHI as an equitable financing
mechanism is impeded by a large informal sector
especially when membership to the health insurance
scheme is voluntary.

The question is whether the level of health insur-
ance coverage reflects on the goals of the SHI
schemes, which is to cover all population groups
such as the poor and other marginalised groups. In
cases where the informal sector is not mandated to be
part of the insurance scheme, this financing strategy
fails, and such countries are left with a two or more
tiered system with a strong resistance to merging
them. An example is the case of Tanzania, where
the country struggles to merge its two-tiered system
after more than a decade of introducing SHI schemes
[42]. Given the presence of large informal sectors
characteristic of many LMICs, such schemes have
been less successful, as mandatory membership has
been difficult to enforce [43]. Increasingly, SHI
schemes in developing countries have often been
introduced first in the formal sector with the inten-
tion of a future rollout to the informal sector.

It still remains that moving towards greater reliance
on public funding will bridge the gap between the poor
and rich with regards to access to healthcare. The evi-
dence suggests that health financing using predomi-
nantly government revenues have enabled some
developing countries such as Brazil, Mexico and
Thailand to make rapid progress towards universal
coverage [43]. Thailand’s Universal Coverage Scheme
(UCS) mostly financed through general government
revenue since 2002, has reduced the average out-of-
pocket health expenditure to 8%, and almost 100%
health protection coverage had been reached by 2016
[44]. In 2003, the Mexican government reformed its
public health sub-system to increase the financial pro-
tection of about 50 million people who were not cov-
ered by any of the existing social insurance schemes,
leading to an improvement in access to healthcare
services [45]. Thailand operates a system where the
government bears themajority of its national health
expenditure to ensure health insurance coverage for
the entire population [46].

Arguably, administering and managing SHI pro-
grams is associated with notable challenges in the
selected countries under review. Some of these key
challenges include inequitable health insurance cov-
erage, unsustainable financing of the schemes, highly
fragmented risk pools, low enrolment into the
schemes, limited coverage of the poor and vulnerable
groups and ineffective exemption strategies.
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Box 1: Tanzania’s fragmented health insurance system

Tanzania’s continued reliance on donor financing and low uptake of national health insurance reveals challenges in the country’s drive towards UHC.

National Health Insurance Fund (NH
Community Health Fund (CHF)

Tiba Kwa Kadi (TIKA)

Social Health Insurance Benefit (SHIB)
Private insurance schemes
Micro-insurance schemes

A major constraint is the large numbe)r of insurance schemes that serve different groups within the country listed below:

The formal sector is served by the NHIF, SHIB and private insurance companies. The informal sector relies on community based schemes such as the
CHF, TIKA and micro-insurance schemes run by private sector firms. However, these schemes with the exception of the NHIF, are voluntary, have
low penetration and limited financial and risk-pooling. Private micro-insurance schemes are few, and concentrated in small pockets of the country.
There are efforts to build Public Private Partnerships (PPPs) to improve the CHF. For example, since 2011, PharmAccess has been working with the
Kilimanjaro Native Cooperative Union (KNCU- made up of 68 primary societies) and the NHIF to establish and implement a health plan for the
cooperative members and their dependents in the Kilimanjaro region. This is known as the ‘improved CHF’ (iCHF) and is supported with 50% of
matching grant from the central Tanzania government like the other CHF schemes. However, the iCHF utilises the infrastructure of NHIF with

technical expertise provided by PharmAccess.

Efforts by the Tanzanian government to cross subsidize and widen the insurance pool has faced many oppositions in recent years. Recently, the
NHIF, has been expanded to cover the self-employed and also allows voluntary membership outside the public sector. The NHIF has also been
mandated by the Ministry of Health and Social Welfare (MoHSW) of Tanzania to support and manage the Community Health Fund (CHF)
implementation in all districts of the Tanzania Mainland. This is to improve the operational functions of the CHF at the council level. The
government has set up a ministerial task force comprising members from the MoHSW, NHIF, academic institutions and other relevant institutions to
draft a policy for UHC. This policy will be the government’s blue print to improve health insurance coverage to all regions in the country.

Ultimately, inequitable health insurance coverage
was observed in most of the selected countries. The
goal of social health programs is to ensure that all
citizens are protected against catastrophic healthcare
expenditure. Although the schemes have demon-
strated some successes in that regard, empirical evi-
dence suggested that SHI programs in Africa are pro-
rich, pro-educated, and pro-urban [47-49]. In Ghana,
for instance, many studies emphasise the fact that
individuals in high wealth quintiles were more likely
to enrol onto the health insurance scheme than peo-
ple in the lowest wealth quintile [47-49]. Dalinjong
and Laar [50] note that non-enrolees only visited
hospitals in times of critical ill-health due to the
high cost of healthcare under the NHIS for non-
enrolees. Additionally, women in the highest wealth
quintile in the north of Ghana and with at least high
school level education were more likely to be enrolled
[51]. Similar observations were made in Ethiopia,
where wealthier citizens were more likely to enrol
onto the CBHIS [52].

Highly fragmented risk pools impede efforts to
widen the insurance pools and promote cross-
subsidies. Resistance to cross-subsidisation across
risk pools means most insurance pools remain small
and unsustainable in the long term as seen in
Tanzania. A broad-based and equitable coverage as
expected in traditional SHI programs has been found
missing in the selected countries. For instance, Kenya
and Tanzania have for the past decade struggled to
gain consensus to establish National Health insurance
schemes but with limited success [53-55].

There is evidence to show the limitation in relying
on voluntary household contributions to sustain CBHIS.
According to Ethiopian Health Insurance Agency
report, the CBHIS observed a drop in both membership
renewals and new registrations. In Fogera Woreda, one
of the pilot districts, for example, it was reported that

about 33% of all its CBHI members in the year 2013
were non-paying (subsidised by government funding)
members and total membership declined by 23% from
2012 [36]. In such circumstances, where CBHIS are
characterised by low enrolment, declining membership
and low community contribution, the financial sustain-
ability of a scheme is often jeopardised. Although it has
been suggested that the sustainability of the scheme will
depend on premiums from households in the commu-
nity, this is more likely to be guaranteed by subsidies
(public or external) as occurs in Rwanda and Tanzania.

Besides, the operational challenges, the wider con-
cern is the sustainability of the SHI programs in the
selected countries. The NHIS in Ghana is primarily
tax-based with premium contributions accounting for
just under 5% of revenues. The heavy reliance on taxes
(92%) suggests that the financial security of NHIS
depends largely on the country’s pace of economic
growth [49]. The financial sustainability of the scheme
is questionable in the long term without government
budgetary support. Similarly, in Kenya, the govern-
ment is unwilling to commit adequate budgetary
resources to finance the health insurance schemes
although it relies on the multiplicity of sources of
finance [56]. The same can be said of the CBHIS in
Ethiopia which relies on government and donor finan-
cing to support subsidies for the poor [57].

Limitations

This study aims to provide information on the impact
of the health financing reforms at the national level,
in order to associate the policy process to relevant
health system outcomes wherever possible. The study
includes indicators of health expenditure, budget
allocation in the public sector among others. There
is an assessment of OOP expenditure and access to
services in the selected countries. However, it is



important to note that while these may be good
indicators for measuring the extent of financial pro-
tection and coverage of health services, using these
alone limits information on those who fail to access
health care completely due to the cost of getting to
the health facilities [35,58].

The study is also limited by the lack of data on
some of the indicators. However, the study addresses
the main objectives but remains cautious in general-
ising based on evidence from five country case stu-
dies. Relying on the information from interview data
to triangulate the existing data is also limited by what
respondents can remember.

Conclusion

The study aimed to review evidence on the extent
to which SHI covers all groups in countries where
they have been introduced. The study has shown
that SHI programs in SSA differ in structure and
financing arrangement and the also in terms of
population coverage, arrangement and proportion
of cost covered through the contribution. In terms
of population coverage, the results have shown that
with the exception of Rwanda and Ghana, a very
small proportion of the population is covered by
health insurance. This situation is often worsened
by high fragmentation of the risk pools and the
voluntary nature of the schemes, undermining the
potential for income cross-subsidisation.

The ability of the SHI schemes to offer adequate
financial risk protection depends on the government’s
commitment to design the schemes as part of a national
financing strategy as has been demonstrated by Rwanda
and Ghana. The evidence shows that majority of the
schemes in SSA are not mandatory. Enforcing manda-
tory contributions has been one of the biggest chal-
lenges faced by Ghana’s NHIS. Rwanda has been
successful in this regard, having been able to draw
a highly fragmented scheme into a single pool but at
the same time keeping the positive aspects of commu-
nity-based scheme such as solidarity and community
ownership of the schemes. Experiences in Uganda,
China, Rwanda, and Thailand illustrate the critical
importance of coordination across social health protec-
tion programmes, and of placing health insurance
rationally into a broader social protection framework.

Whilst, no two countries have the same health
financing strategy it has been possible to review
how the combination of health financing strategies
have drawn some countries further away from reach-
ing their UHC targets. The evidence suggests that
these equity goals cannot be achieved by a specific
form of SHI scheme, whether based on a single-payer
system or a multi-level payer one, or some combina-
tion of the two. Malawi which has no form of SHI has
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one of the lowest levels of OOP payments at 10.6%
and the country with the highest proportion of gov-
ernment expenditure (11.4%).

Finally, we note the relevance of such multi-
country studies like this one, which allow for some
validation and knowledge building. The key conclu-
sion is that fragmented risk pools, discourage income
cross-subsidisation amongst the pools, making them
unsustainable in the long term. We recommend that
tax-funding arrangements should be provided to ade-
quately cover all groups.
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