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Abstract
Background   To advance Universal Health Coverage (UHC), many countries have introduced Health Insurance 
Subsidy Programs (HISPs) to extend financial protection to poor and vulnerable populations by covering their 
insurance premiums. This study examined the institutional design of HISPs in Africa and their contribution to UHC 
goals, including equity, financial protection, and service coverage.

Methods   We undertook a literature search on Google, Google Scholar, PubMed, Web of Science, Scopus and 
EconLit to identify published and grey literature on African countries with HISPs. HISPs were defined as government-
driven health insurance programs that extend health insurance coverage to vulnerable groups by fully or partially 
subsidizing their insurance premiums. Screening and selection of relevant articles were done using Covidence. A total 
of 98 articles were reviewed, detailing the institutional design features of 25 HISPs in 18 African countries. Institutional 
design features of the HISPs were analysed using a framework adopted from Vilcu and Mathauer (2016).

Findings   Our review identified 25 Health Insurance Subsidy Programs (HISPs) across 18 African countries. 
Institutional design features that promoted financial risk protection of vulnerable groups included full premium 
subsidisation, government financing, and the provision of comprehensive benefits packages. However, several design 
elements undermined effectiveness - most notably, the use of indirect targeting methods prone to high inclusion 
and exclusion errors, fragmented risk pools, and voluntary membership structures that reduced enrolment among 
healthy individuals. Implementation of partial subsidies, as observed in Burkina Faso’s Assurance Maladie à Base 
Communautaire (AMBC), increased the risk of adverse selection, while restrictive definitions of indigence, as in Ghana, 
limited program reach.

Conclusion  HISPs are a common mechanism for extending financial protection and health service access to 
vulnerable populations in Africa. However, their impact on UHC goals depends heavily on how they are designed 
and implemented. Achieving equity and financial protection will require aligning targeting mechanisms with local 
contexts, mandating enrolment where feasible, and ensuring predictable public financing.
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Introduction
Universal health coverage (UHC) is achieved when all 
people have access to quality healthcare services they 
need, whenever they need them, without suffering finan-
cial hardship [1]. In 2023, the World Health Organization 
(WHO) and the World Bank sounded the alarm: “The 
world is off track to make significant progress towards 
UHC (Sustainable Development Goals (SDGs) target 
3.8) by 2030” [2]. They called for urgent action, especially 
by low- and middle-income countries (LMICs), to make 
progress towards UHC. Among the measures recom-
mended for adoption was the removal of financial barri-
ers to care for the poor and most vulnerable through the 
reduction of out-of-pocket payments for healthcare [2].

LMICs are increasingly turning to health insur-
ance mechanisms to achieve UHC [3]. Health insur-
ance arrangements entail pre-payment for healthcare 
and pooling of risks and income. The rationale for pre-
payment as a formidable strategy for achieving UHC 
is rooted in the observation that out-of-pocket (OOP) 
payments at the point of accessing healthcare expose 
individuals to financial hardship [4]. As a prepayment 
mechanism, health insurance averts financial hardship 
at the point of accessing healthcare services by fully or 
partially replacing OOP with prepayment [5]. Countries 
around the world have adopted various types of health 
insurance programs with social health insurance and 
community-based health insurance being the common 
forms [6].

Health insurance programs that rely on premium con-
tributions from individuals, presuppose the ability of the 
individual to afford regular premiums. However, studies 
show that health insurance premiums remain unafford-
able to many individuals in LMICs [7, 8]. As a result, 
many LMICs include health insurance subsidy programs 
(HISPs) to extend population coverage to the vulnerable 
[9]. Health insurance subsidy programs (HISPs) are gov-
ernment-driven programs that extend health insurance 
coverage to vulnerable groups by fully or partially subsi-
dizing their insurance premiums [10]. Vulnerable groups 
are subsets of the population whose sociodemographic, 
geographic, or economic characteristics hinder or pre-
vent their access to healthcare services [11]. Beneficiaries 
are required to pay premiums lower than the standard 
contribution (partial subsidization) or exempted alto-
gether (full subsidization) [12].

The way HISPs are designed and implemented deter-
mines whether they achieve their intended goal of pro-
viding financial risk protection to vulnerable households 
and ultimately the achievement of universal coverage 
goals within a country. However, there is limited lit-
erature on the design of these programs particularly in 
LMICs. Most previous studies focusing on the HISPs in 
African countries are single-program or single-country 

studies [13–21]. The scope of most of these studies is 
either the broader government health insurance program 
or only specific design features of the HISP as opposed to 
all the design features.

While multi-country analyses have applied this frame-
work to HISPs in Asia, Latin America, and the WHO 
European region, no such comprehensive assessment 
exists for Africa. This study addresses this gap by ana-
lysing the institutional design features of HISPs across 
African countries using the framework developed by 
Mathauer et al. [22], with the aim of generating region-
specific insights into how design choices shape progress 
toward UHC. In doing so, it offers a critical foundation 
for evidence-based reforms to enhance the equity, effi-
ciency, and effectiveness of subsidy programs on the 
continent.

Methods
This study employed a structured approach to identify 
and analyse the institutional design features of HISPs 
in African countries and their contribution to progress 
towards UHC. The methodological design was informed 
by previous multi-country reviews, particularly the ana-
lytical framework by Vilcu and Mathauer [23], and the 
literature review strategy used by Kutzin et al. [3] in their 
study of Eastern European subsidy programmes.

We began by identifying African countries that have 
implemented HISPs. This initial scoping phase involved 
reviewing global and regional databases, WHO reports, 
World Bank policy documents, and published and grey 
literature to determine which countries had health insur-
ance programmes that subsidized coverage for vulner-
able populations using public funds. HISPs were defined 
as publicly administered schemes, or components of 
broader insurance programs, that cover the health insur-
ance premiums of individuals who are exempted from 
direct contribution based on defined eligibility criteria 
such as poverty, age, disability, or vulnerability status.

Once countries with HISPs were identified, a system-
atic literature search was conducted to obtain detailed 
information on the design features of the schemes. The 
search focused on each country and its specific HISP, 
using a combination of keywords including the name of 
the programme (where known), “health insurance sub-
sidy,” “government subsidised insurance,” “exempted 
populations,” and the name of the country. Litera-
ture searches were conducted using databases such as 
PubMed, Scopus, and Google Scholar, as well as official 
websites of international organisations such as WHO, the 
World Bank, and Results for Development. The search 
was limited to English-language sources published from 
the year 2000 onwards.

The time frame (publications from 2000 onward) was 
chosen to standardise the evidence base and to align with 
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the global resurgence of health system reforms under 
the Millennium Development Goals and the emergence 
of Universal Health Coverage as a central policy objec-
tive. However, schemes established before 2000 were 
included if they were documented in studies published 
within this period. Inclusion criteria required that docu-
ments describe at least one institutional design feature of 
a HISP, and that the program subsidise health insurance 
coverage for at least one defined group. Sources that only 
mentioned the existence of a scheme without describ-
ing its structure, enrolment process, financing, or service 
coverage were excluded. The screening and inclusion 
process followed PRISMA guidelines, and the number of 
sources identified, screened, and included is summarised 
in Fig. 1. 

Analytical framework
Data extraction was guided by the Vilcu and Mathauer 
[23] analytical framework, which organises institutional 
design features of HISPs around the three health financ-
ing functions described in WHO (2010): revenue col-
lection, pooling, and purchasing. This framework was 
adapted to focus on four main categories: eligibility 
and enrolment rules, financial arrangements, pooling 
arrangements, and purchasing arrangements, includ-
ing benefit package design. Each scheme was analysed 
against these categories using available data (Table 1). 

Progress toward UHC was assessed using the three 
dimensions of the UHC cube-population coverage, 
financial protection, and access to/utilisation of services. 
Indicators used included government health insurance 
coverage rates, the share of the subsidised among the 
insured population, reported inclusion and exclusion 
errors in targeting, the UHC Service Coverage Index, 
out-of-pocket (OOP) health expenditure as a percent-
age of current health expenditure, and the incidence of 
catastrophic and impoverishing health spending. These 
indicators were obtained from WHOs Global Health 
Observatory and country-specific reports. Country-level 
summaries were then compiled in a matrix mapping 
institutional design features to UHC outcomes, where 
data were available.

Results
The systematic literature search in four databases 
(PubMed, Web of Science, Scopus and EconLit) yielded 
7251 studies. After removal of duplicates and screen-
ing, 65 studies were included. 33 additional studies were 
included following consultation with experts bringing the 
total number of studies included to 98 as illustrated in 
the PRISMA flow chart in Fig. 1

In Table 2, we summarise country population, gross 
domestic product, current health expenditure per capita, 
the HISP and year of introduction in the eighteen study 

countries for ease of comparison. Health insurance sub-
sidy programs (HISPs) were identified in eighteen Afri-
can countries. Namely: Algeria, Benin, Burkina Faso, 
Burundi, Cote d’Ivoire, Egypt, Ethiopia, Gabon, Ghana, 
Kenya, Mali, Morocco, Nigeria, Rwanda, Senegal, Tan-
zania, Tunisia, and Zambia. More than half of these 
countries are lower-middle-income countries, with only 
two countries (Algeria and Gabon) in the upper-middle-
income category [41]. Most countries had only one HISP 
identified. However, more than one HISP was identified 
in Burkina Faso, Ethiopia, Kenya, Senegal and Tunisia. 
Kenya had the highest number of HISPs identified in one 
country, with four HISPs. The twenty-five HISPs studied 
were started between 1983 and 2019. Algeria (1983) and 
Burundi (1984) were the first of the study countries to 
introduce HISPs (Table 2). 

Eligible population groups
Table 3 summarises the information on HISP institu-
tional design features that determine eligibility and enrol-
ment rules in all twenty-five HISPs studied. These include 
the eligible groups, the organisation responsible for their 
identification, targeting method employed, the type of 
membership of beneficiaries (mandatory or voluntary) 
and whether beneficiaries enrol themselves actively or 
are enrolled automatically. 

Groups eligible for enrolment in the HISPs varied 
across the eighteen countries. Indigents, referring to the 
poor as defined by each country’s eligibility criteria for 
enrolment in the HISP, were the most frequently occur-
ring eligible population group. Indigents were the specifi-
cally eligible population group in Burkina Faso, Burundi, 
Côte d’Ivoire, Ethiopia, Gabon, Kenya’s ‘Health Insur-
ance Subsidy Program’, Mali, Rwanda, Senegal and Tuni-
sia’s Free Medical Assistance for the Poor (FMAP) [10, 
14, 16, 19, 26, 27, 29, 30, 33, 37, 38, 44, 45, 61]. However, 
indigents were defined differently across the 21 HISPs 
targeting indigents. Five patterns were evident from the 
available data. The most common were the beneficia-
ries of a pre-existing safety net program (7 HISPs). Ben-
eficiaries of a pre-existing safety-net program, usually 
already-identified indigents, are ‘low-hanging fruit’ when 
it comes to the administrative costs of identifying them. 
This is because documentation of the socioeconomic 
characteristics and unmet health needs of safety-net pro-
gram beneficiaries is usually already available, as opposed 
to the rest of the population [65]. In Kenya, for example, 
the Health Insurance for the Elderly and People Living 
with Severe Disabilities (HIEPWSD) was initiated in 2014 
to extend the National Health Insurance Fund coverage 
to the elderly and people living with severe disabilities 
who were beneficiaries of an existing safety-net program 
[32].
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Two HISPs defined indigents as a given proportion 
of the national population, beginning from the poorest, 
based on income and assets. These were Burkina Faso’s 
AMBC (poorest 20%) and Mali’s RAMED (poorest 5%) 

[20, 33]. The remainder used descriptive sociodemo-
graphic criteria of an indigent. Gabon’s GIS specified 
a numerical threshold of income below which one was 
considered an indigent [30]. Benin’s RAMU, considered 

Fig. 1  PRISMA Model of literature screened and included
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a household poor if its per capita food expenditure fell 
below a predefined threshold [25].

Three Health Insurance Subsidy Programmes (Burkina 
Faso’s RAMS, Burundi’s CAM and Tunisia’s FMAP) 

were characterised by non-transparent eligibility cri-
teria. In Burkina Faso’s RAMS, whereas social work-
ers under the Ministry of Social Action and National 
Solidarity (MASSN) select the beneficiaries deemed to 

Table 1  Analytical framework
Institutional design aspect Related policy choices Intermediate output 

indicators
UHC 
progress 
indicators

Eligibility and enrolment rules

Groups eligible for exemption from 
contributions/subsidization

Definition of vulnerability (e.g. low income, poverty, 
informal sector, children, pregnant women)

Share of eligible among the 
bottom two income quintiles 
and other vulnerable groups

Total popu-
lation cover-
age (i.e. 
enrolment 
in health 
insurance 
fund), 
differenti-
ated along 
income 
quintiles

Targeting method E.g. universal (based on a very broad criterion such 
as residence or no employment in the formal sector), 
indirect (based on socio-demographic, socio-economic 
or geographic characteristics usually correlated with 
poverty and vulnerability), direct (through a means 
assessment or proxy means testing); different targeting 
approaches can be in place at the same time for differ-
ent groups

Share of the exempted/
subsidized within total 
(insured) population; share 
of the exempted/subsidized 
among those being targeted 
for exemption/subsidization 
(targeting effectiveness of 
the system), Income groups 
exempted/subsidizedEnrolment process Active enrolment by the beneficiary or automatic 

enrolment by the authorities

Type of membership of the exempted/
subsidized

Voluntary or mandatory

Organization responsible for identification E.g. insurance company; central, regional, local 
government

Financial arrangements

Degree of subsidisation/co-contribution Full or partial (a co-contribution is required) Share of the exempted/sub-
sidized within total (insured) 
population; share of the 
exempted/subsidized among 
those being targeted for 
exemption/subsidization (im-
portance of budget transfers)

Type of transfer logic Individual-based (a specific amount is being paid for 
each exempted individual) or lump-sum (a lump sum 
transfer for the entire population is made)

Calculation logic to determine the amount 
of funds to be transferred

E.g. based on regular contribution levels, minimum or 
average wages, specific percentage of the government 
budget, negotiated by the government

Financing source of the budget transfers E.g. general government revenues from central or 
sub-national levels, earmarked government revenues, 
transfers from other health insurance funds (cross-
subsidization), donor funding

Sufficient funding for a com-
prehensive benefit package
Level of cross-subsidisation 
from contributions

Financial 
protection 
(incidence 
of cata-
strophic/
impoverish-
ing health 
expenditure);
Access to 
services

Pooling arrangements

Type of pool(s) (general) Single fund or multiple funds Degree of fragmentation
Size and composition of pools
Level of cross-subsidization

Equity in 
access.
Equity in 
financing

Type of pool (exempted/subsidized) Exempted/subsidized integrated in the pool with con-
tributors, or separate pool for the exempted/subsidized

Type of health insurance affiliation member-
ship of the contributors

Voluntary or mandatory Financial 
protection

Purchasing arrangements and benefit package design

Range of services covered by the benefit 
package

E.g. comprehensive, in-patient focus, out-patient 
focus, pharmaceuticals, dental care, indirect costs (e.g. 
transportation)

Financial 
protection,
Access 
(utilization 
rates),
Equity in 
access

Different or same package as that for contributors Efficiency

Degree of cost-sharing Cost-sharing mechanisms (e.g. co-insurance, co-
payment, deductible) and rates

Provider-payment mechanisms Type of payment and rate Efficiency
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be vulnerable, a study conducted in 2013 reported that 
“the selection criteria were not known” [26]. In Burundi, 
“indigent or vulnerable people” are eligible for the zero-
contribution category. However, the responsibility for 
determining and verifying eligibility is delegated to local 
administrative structures [66]. In Tunisia, where the 
National Program of Aid to Needy Families (PNAFN) 
manages the Free Medical Assistance Program (FMAP) 
for the poor, a study conducted by the World Bank in 
2014 reported that “eligibility criteria are not transpar-
ent” [67].

Other frequently occurring groups in the lists of eli-
gible population groups were children under 18 years 
of age (ten HISPs), people living with disabilities (Alge-
ria, Zambia, Kenya’s HIEPWSD and Zambia’s NHIS), 
pregnant women (Ghana, Nigeria, Tanzania and Kenya’s 
Linda Mama) and the elderly (Ghana, Zambia, Kenya’s 
HIEPWSD and Senegal’s CMU) [14, 19, 24, 32, 35, 37, 
40, 51]. The threshold of age above which an individual 
was considered an elderly person eligible for HISP cover-
age was 70 years in Ghana’s NHIS and Kenya’s HIEPWSD 
[32, 52]. In Senegal’s la Couverture Maladie Universelle it 
was 60 years, and in Zambia’s NHIS, 65 years [14, 40]. In 
some countries, the exemption threshold for subsidized 
enrolment does not align with the statutory retirement 
age, suggesting a potential period during which retirees 
may not be covered through contributory arrangements. 
However, this does not necessarily imply a lack of protec-
tion, as individuals may be beneficiaries of other social 
assistance or pension programs. For example, in Ghana, 
the statutory retirement age is 60 years, while eligibil-
ity for exemption under the health insurance program 
begins at 70 years [68].

The requirement to verify pregnancy status in HISPs 
targeting pregnant women was explicitly documented 
in Ghana’s NHIS and Nigeria’s FMCHP. In Ghana, eligi-
bility for the maternal exemption requires certification 
of pregnancy by a medical officer, which involves veri-
fication at a health facility to complete the certification 
[65]. In Kenya, under the Linda Mama program, enrol-
ment can occur at the point of care without prior certi-
fication, representing a less formalized process that may 
facilitate enrolment for women in underserved areas [32]. 
Differences also emerged in the duration of coverage. In 
Ghana, coverage is available throughout pregnancy and 
for up to three months postpartum, aligning with key 
maternal health service needs. However, in Kenya, Linda 
Mama extends coverage to one year postpartum for both 
the mother and child, which may offer greater continuity 
of care, particularly for newborn services, immunisation, 
and postnatal visits. Conversely, Tanzania’s Tumaini la 
Mama program covers only the first three months post-
partum [18, 37]. For HISPs targeting children or students, 
most programs clearly defined age cut-offs-typically up Co
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Country & Subsidy 
Programme

Entitled groups Organization 
responsible for 
identification

Targeting meth-
od employed

Type of 
membership

Enrolment 
process

Algeria

Caisse Nationale de 
Sécurité Sociale des 
Non-Salariés (CASNOS)

People with disabilities, military veterans, 
apprentices, trainees, students, poor
households reached by the social safety 
net, unemployed persons signing on at 
unemployment
offices [24]

CASNOS [24] Categorical [24] Mandatory 
[42]

Active enrolment 
by the benefi-
ciary [42]

Benin

Régime d’Assurance 
Maladie Universelle’ 
(RAMU)

Poor and vulnerable people [25] RAMU [43] A combination 
of community-
based targeting 
and proxy mean 
testing [25]

Mandatory by 
law [25]

Active enrolment 
by the beneficia-
ries [25]

Burkina Faso

Assurance Maladie à 
Base Communautaire 
(AMBC)

The poorest 20% of households [20] AMBC [44] Community 
wealth-ranking 
[20]

Voluntary [20] Active enrolment 
by beneficiaries 
[44]

Mutual Health Sup-
port Network (Réseau 
d’appui aux mutuelles 
de santé– RAMS)

Poor people [26] The Ministry of 
Social Action and 
Solidarity (ministère 
de l’Action sociale 
et de la Solidarité 
nationale– MASSN 
[26]

“The selection cri-
teria used in the 
two provinces are 
not known.” [26]

Voluntary [26] Active enrolment 
by beneficiaries 
[26]

Burundi

Carte d’assistance 
médicale (CAM)

Very poor members of the community [27] CAM [27] Not reported Voluntary [27] Active enrolment 
by beneficiaries 
[27]

Côte d’Ivoire

Medical Assistance 
Scheme (RAM)

“Economically disadvantaged or needy 
individuals” [45]

National Health 
Insurance Fund 
(CNAM) [46]

Proxy means test-
ing [47]

Voluntary [47] Active enrolment 
by CNAM [47]

Egypt

School Health Insur-
ance Programme (SHIP)

All individuals between 6 and 18 years old, 
and currently attending school [48]

Health Insurance 
Organization [17]

Categorical [17] Mandatory 
[17]

Automatic enrol-
ment by the 
Health Insurance 
Organization [17]

Ethiopia

Integrated Safety Net 
Program (ISNP)

Indigent households, defined as not having 
any sources of income and remittances and 
without able-bodied labour to work and 
earn [16]

Local governments 
at the Kebele (ward) 
level [49]

Community-
based targeting 
[49]

Voluntary [29] Not clear

Community Based 
Health Insurance (CBHI) 
scheme

The poorest households, that cannot afford 
to pay the insurance premium, defined as 
indigents [29]

Local governments 
at the Kebele (ward) 
level [49]

“The selection of 
which house-
holds qualify 
as indigents is 
decided by the 
kebeles (wards) 
themselves.” [29]

Voluntary 
(Hirvonen et 
al., 2021)

Active enrolment 
by the beneficia-
ries [50]

Gabon

Gabon Indigents 
Scheme (GIS)

Gabonese of both genders who are at least 
16 years of age and whose income is less 
than the minimum guaranteed interoc-
cupational wage of Gabonese Franc (CFAF) 
150,000 per month, or about US$250. Chil-
dren under 16 years of age are considered 
beneficiaries of insured parents [30]

National Health 
Insurance and 
Social Welfare Fund 
(CNAMGS) [30]

Categorical [30] Mandatory 
[30]

Active enrolment 
by the beneficia-
ries [30]

Table 3  Eligibility and enrolment
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Country & Subsidy 
Programme

Entitled groups Organization 
responsible for 
identification

Targeting meth-
od employed

Type of 
membership

Enrolment 
process

Ghana

National Health Insur-
ance Scheme (NHIS)

Indigents, pregnant women, children under 
18 years, elderly individuals over 70 years, 
SSNIT pensioners and beneficiaries of the 
Livelihood Empowerment Against Poverty 
[51, 52]

District-wide Mutual 
Health Insurance 
Schemes (DMHIS) 
[53]

Categorical [52] Enrollment is 
mandatory by 
law, but there 
are no penal-
ties for those 
not enrolled. 
[51]

Active enroll-
ment by the 
beneficiaries [54]

Kenya

Linda Mama (The Free 
Maternity Services) 
Programme

Kenyan pregnant women and their infants 
for their first year of life [19]

NHIF in partnership 
with healthcare 
facilities offering 
maternal and child 
health services [19]

Categorical [19] Voluntary [18] Active enrolment 
by the benefi-
ciary [32]

Health Insurance for 
the Elderly and People 
with Severe Disabilities 
Program

All the elderly and persons with severe dis-
abilities receiving cash transfers under the 
Ministry of Labour and Social Protection’s 
“Inua Jamii” program and where applicable 
one spouse and up to five dependents [32]

The Ministry of 
Labour and Social 
Protection [32]

A combination 
of community 
targeting, direct 
targeting based 
on a proxy means 
test and categori-
cal targeting i.e. at 
least one member 
over 65 or living 
with severe dis-
abilities [55]

Mandatory 
[55]

Automatic enrol-
ment by the 
MOH [56]

Health Insurance Sub-
sidy Program (HISP)

Households in the Orphans and Vulnerable 
Children Cash Transfer program run by the 
State Department for Social Protection [56, 
57]

The Ministry of 
Health using data 
from the Ministry of
Labour and Social 
Protection [56]

Proxy means 
testing in 
combination 
with community 
verification was 
used to target the 
poorest in the list 
maintained by 
the Ministry of
Labour and Social 
Protection [58]

Mandatory 
[58]

Automatic enrol-
ment by the 
MOH [58]

Secondary School 
Medical Scheme 
(EduAfya)

All students in public secondary schools in 
Kenya during their four-year study period 
[57]

NHIF [57] Categorical [32] Mandatory 
[59]

Automatic 
enrolment by 
the secondary 
school [59]

Mali

Régime d’Assistance 
Médicale (RAMED)

The poorest 5% of the population (“any per-
son deprived of resources and recognised as 
such by the local authority covering them”) 
“The status of indigence is considered tem-
porary and the insured members’ cards are 
renewed annually.” [33, 43]

The Agence Natio-
nale d’Assistance 
Médicale(ANAM) 
[33]

Means and proxy-
means testing 
[43]

Voluntary [43] Active enrolment 
of beneficiaries 
by Agence Natio-
nale d’Assistance 
Médicale 
(ANAM) [43]

Morocco

Régime d’Assistance 
Médicale (RAMED)

Poor and vulnerable populations [60] The Ministry of 
Interior [60]

A combination 
of proxy means 
testing and com-
munity targeting 
[60]

Voluntary [60] Active [60]

Nigeria

Free Maternal and 
Child Health program 
(FMCHP)

Pregnant women up to 6 weeks after giv-
ing birth and their children until their 5th 
birthday [35]

The National Health 
Insurance Scheme 
(NHIS) [35]

Categorical [35] Mandatory 
[35]

Automatic enjoy-
ment of benefits 
[35]

Rwanda

Table 3  (continued) 
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to 18 years-ensuring alignment with secondary school 
coverage. However, Algeria’s CASNOS did not specify 
who qualifies as a student [24] (Table 3).

Targeting approaches
Targeting techniques used by the twenty-five HISPs 
included indirect (categorical) demographic and geo-
graphic approaches, proxy means testing, community-
based targeting and approaches that combined two or 
more methods. Categorical targeting based on sociode-
mographic criteria, used by ten HISPs, was the most 
common targeting technique. This appeared to be the 
simplest targeting approach since eligibility was based, 
in many cases, on observable criteria such as disability or 
being a student in a public school.

Notably, several schemes combined multiple target-
ing methods to improve the accuracy and credibility of 
identifying eligible households. In Benin’s RAMU, for 

example, village committees first selected households 
perceived as poor based on local understanding of food 
insecurity. These households were then subjected to a 
proxy means test (PMT) by RAMU to validate eligibility. 
This approach aimed to leverage community knowledge 
while mitigating risks of elite capture-where influential 
community members might skew the process in favour of 
non-poor households [25]. Similarly, Côte d’Ivoire’s RAM 
employed a PMT administered by the National Health 
Insurance Fund (CNAM), with results subsequently vali-
dated by community leaders and social centres, intro-
ducing a layer of local oversight [47]. In Kenya’s Health 
Insurance for the Elderly and People with Severe Dis-
abilities (HIEPWSD) program, subsidised insurance was 
provided to beneficiaries of an existing cash transfer pro-
gram. This underlying program applied a multi-pronged 
targeting approach-combining community-based identi-
fication, categorical criteria (e.g., age or disability status), 

Country & Subsidy 
Programme

Entitled groups Organization 
responsible for 
identification

Targeting meth-
od employed

Type of 
membership

Enrolment 
process

Mutuelles de santé 
(Mutuelles)

Households in CBHI Category I of 3 based on 
income and assets, comprised of “Destitute 
or very poor households” [61]

The Ministry of 
Local Government 
through the “Ubu-
dehe” programme 
[62]

Community-
based targeting 
[63]

Initially volun-
tary, became 
compulsory in 
2007 [62]

Active enrolment 
by the benefi-
ciary [36]

Senegal

la Couverture Maladie 
Universelle

Poor households, people living with dis-
abilities, children under 5 years of age and 
people 60 years of age or older in the poor-
est income bracket or if they are living with 
disabilities [14]

The National Family 
Security Grant
Programme [14]

Categorical [14] Voluntary [64] Active enrolment 
by the beneficia-
ries [64]

Programme National 
de Bourses de Sécurité 
Familiale (PNBSF)

Beneficiaries of the Programme National de 
Bourses de Sécurité Familiale (PNBSF) cash 
transfer [10]

Programme National 
de Bourses de Sécu-
rité Familiale (PNBSF) 
[10]

Categorical [10] Mandatory 
[10]

Automatic enrol-
ment by the 
CBHI [10]

Tanzania

Tumaini la Mama Free NHIF membership for poor pregnant 
women residing in Mbeya, Tanga, Songwe, 
Mtwara and Lindi regions for up to three 
months after delivery and CHF membership 
for their family members for a year from the 
date of enrollment (CHF) [37]

Tanzania National 
Health Insurance 
Fund (NHIF) [37]

Geographical 
targeting in most 
districts and indi-
vidual targeting in 
wealthy districts. 
Indirect for family 
members [37]

Voluntary for 
the pregnant 
woman and 
mandatory 
for the family 
members [37]

Active enrol-
ment by the 
beneficiaries and 
automatic enrol-
ment for their 
family members 
[15]

Tunisia

Free Medical Assistance 
for the Poor (FMAP)

Poor and
near-poor households [38]

The Ministry of 
Social Affairs (MOSA) 
[38]

Means testing 
and categorical 
testing [38, 39]

Mandatory 
[38]

Automatic enrol-
ment by FMAP 
[38]

Medical Assistance 
Schemes (MAS)

The most disadvantaged groups in the 
general population [39]

The Ministry of 
Social Affairs [39]

Means-testing 
[39]

Voluntary [39] Active enrolment 
by the beneficia-
ries [39]

Zambia

National Health Insur-
ance Scheme (NHIS)

The poor, mentally ill, adults above 65 years, 
children below 18 years and other groups as 
identified by the Minister for Health [40]

National Health 
Insurance Manage-
ment Authority 
(NHIMA) [40]

Categorical [40] Mandatory 
[40]

Automatic enrol-
ment [40]

Table 3  (continued) 
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and direct assessment through a PMT conducted using 
data collected during household visits [55]. These com-
bination targeting methods help balance trade-offs 
between accuracy, transparency, and administrative fea-
sibility, potentially reducing both inclusion and exclusion 
errors.

The most elaborate combination targeting approach 
reported was by far that used by Morocco’s RAMED. The 
Ministry of Interior led identification efforts, leveraging 
its widespread local presence. Applicants completed an 
online form (available in Arabic and French), with social 
workers assisting illiterate individuals and conducting 
outreach in remote areas to reduce exclusion. Identity 
information was cross-checked against national e-ID 
and nonsubsidized SHI databases to prevent duplication 
and inclusion errors. Socioeconomic data, though largely 
unverified, were used to generate proxy means test 
(PMT) scores. Final beneficiary lists were determined by 
interministerial local committees composed of members 
from the Ministry of Health, the Ministry of Finance, the 
Ministry of Interior, and the Ministry of Social Devel-
opment, consider the results of the PMT and come up 
with the list of beneficiaries. Applicants could appeal 
decisions to a provincial grievance committee if they 
are not satisfied with the decision of the local commit-
tee [60]. This combination of institutional coordination, 
data verification, and grievance mechanisms illustrates 
the multilayered structure of RAMED’s targeting pro-
cess and its emphasis on administrative oversight and 
accountability. On the other hand, there were HISPs in 
which targeting approaches were unclear. In the case of 
Burkina Faso’s RAMS for example, the selection criteria 
are not known while in Ethiopia’s CBHI, “the selection of 
which households qualify as indigents is decided by the 
kebeles (wards) themselves,” but the targeting method is 
not specified [26, 29]. Targeting approaches may, how-
ever, be elaborately specified but be inapplicable in prac-
tice. For example, Ghanaian law defines an indigent as a 
person who: i) “is unemployed and has no visible source 
of income, (ii) does not have a fixed place of residence 
according to standards determined by the scheme, (iii) 
does not live with a person who is employed and who has 
a fixed place of residence and (iv) does not have any iden-
tifiable consistent support from another person” and by 
the means test [51]. However, the country’s definition of 
indigent has been criticised as excluding almost everyone 
in practice with strict application, thus leaving the iden-
tification of indigents largely at the discretion of the dis-
trict scheme offices [13, 54] (Table 3).

Type of membership and enrolment process
Membership in the HISPs studied was either mandatory 
(targeted individuals could not opt out) or voluntary. 
Thirteen of the twenty-five programs had mandatory 

membership, and among these, eight (Egypt, Nigeria, 
Zambia, Senegal’s PNBSF, Tunisia’s FMAP, and Kenya’s 
HIEPWSD, HISP, and EduAfya) employed automatic 
enrolment. The remaining mandatory schemes required 
active enrolment by beneficiaries. Kenya’s HISPs gener-
ally used automatic enrolment, except for Linda Mama, 
where pregnant women were required to enrol actively-
either before or at the point of care (a practice known 
as post-identification, in contrast to the more common 
pre-identification).

Automatic enrolment, particularly when paired with 
categorical targeting, was more likely to achieve broader 
and more equitable coverage by removing the burden of 
action from beneficiaries. In contrast, schemes relying on 
active enrolment-such as Linda Mama-risked excluding 
eligible individuals, especially where outreach and aware-
ness were weak. For example, Egypt’s SHIP and Kenya’s 
EduAfya both targeted school children and used auto-
matic enrolment, but the responsible enrolment institu-
tions differed: Egypt’s Health Insurance Organisation 
handled enrolment, while in Kenya, public secondary 
schools enrolled students into NHIF. The type of enrol-
ment for Ethiopia’s ISNP could not be determined from 
the available literature.

Importantly, legal provisions for mandatory member-
ship did not always translate into compliance. Ghana’s 
NHIS is mandatory by law, yet in the absence of penalties 
or enforcement, enrolment remains voluntary in practice 
[51]. This highlights a gap between de jure institutional 
design and de facto implementation-a limitation this 
study may not fully capture, as it focuses on formal pro-
gram rules rather than operational realities.

Insurance enrolment rates
Insurance enrolment trends across study countries
Table 4 depicts numerical figures of various measures 
of insurance enrolment rates. Insurance enrolment rates 
depict coverage. The share of the subsidised shows the 
scope of the HISP while inclusion and exclusion errors 
are a measure of targeting effectiveness. Insurance enrol-
ment rates in government health insurance schemes var-
ied considerably across the study countries. In Burkina 
Faso, enrolment in Community-Based Health Insurance 
(CBHI) groups was as low as 0.22% in 2018 [69]. In con-
trast, Rwanda’s Mutuelles reported an enrolment rate 
of more than 85% in 2023 [63]. Rwanda’s relatively high 
enrolment has been attributed to a range of support-
ive measures, including widespread public sensitisation 
through state-organised community events, local radio, 
religious institutions, markets, and cooperatives. The 
country also leveraged an extensive network of approxi-
mately 45,000 community health workers serving over 
14,000 villages. Local governments were subject to per-
formance contracts that incorporated enrolment targets, 
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creating strong incentives to prioritise insurance uptake. 
However, this performance pressure also contributed to 
challenges such as data inflation, with reports of falsified 
CBHI enrolment figures in 2014 and 2015. Legal action 
was taken against some officials in response, as a deter-
rent and to reinforce accountability [62]. 

Several health insurance subsidy programmes (HISPs) 
faced significant barriers to enrolment, particularly 
among vulnerable groups. In Burkina Faso’s AMBC, the 
initial premium levels were unaffordable for many poor 
households. A subsequent policy revision in 2007, which 
halved premiums for the poorest 20% of households, led 
to increased enrolment among this group [44]. In the 
case of RAMS, also in Burkina Faso, some individuals 
declined enrolment, citing dissatisfaction with the scope 
of coverage. Given that RAMS provided only a partial 
subsidy, some potential beneficiaries may have deemed 
the cost-benefit trade-off unfavourable. Additional bar-
riers stemmed from implementation challenges, such 
as the failure to involve Mutual Health Organisations 
(MHOs) in the beneficiary selection process (MHOs are 
a form of Community-Based Health Insurance). This 
resulted in some enrolees being located in areas without 
functioning MHOs or at significant distances-up to 20 
kilometres-from the nearest facility where services could 
be accessed [26].

Inclusion and exclusion errors in HISPs
Data on the share of the subsidized population and the 
extent of inclusion and exclusion errors in HISPs was 
limited. However, among programs where such data 
were available, both inclusion and exclusion errors were 
found to be high. In Côte d’Ivoire’s Medical Assistance 
Scheme, for example, it was reported that in 2022, only 
2% of the beneficiaries were extremely poor, despite this 
group being the target population [70]. In Kenya, 65% 
of the “Health Insurance Subsidy Program” beneficiaries 
in 2015 were in quintiles four and five [89]. In Rwanda, 
69.7% of category I members were not in quintiles 1 and 2 
in 2014 [36]. In Ghana’s NHIS, only 29% of individuals in 
the first quintile were active members in 2008 [51]. Even 
in Rwanda, which had the highest insurance enrolment 
rates, only 16% of Rwandans were subsidised despite 57% 
being poor and 37% extremely poor [82]. Comparatively 
across countries, even in contexts with relatively high 
insurance coverage, inefficiencies in targeting and enrol-
ment remain evident, indicating that administrative and 
operational challenges persist in reaching intended ben-
eficiaries (Table 3).

Financing arrangements
In Table 5, we have summarised HISP institutional design 
features that demonstrate the financial arrangements of 
the HISPs. The level of subsidisation was either full or 

partial and transfer of funds based on the number of indi-
viduals to be subsidised or a different factor. Calculation 
logic of the subsidy was likewise based on contribution 
levels of contributing members or another factor, gener-
ally based on the financing source of the subsidy. 

Most HISPs offered a full subsidy of the insurance pre-
mium or the cost of insurance for beneficiaries. However, 
six out of the twenty-five HISPs (Algeria’s, Burundi’s, 
Egypt’s, Gabon’s and Burkina Faso’s two) provided only 
a partial subsidy [17, 20, 24, 26, 27, 30]. Two schemes-
Tunisia’s FMAP and MAS-adopted a tiered approach, 
offering a full subsidy to the most vulnerable beneficia-
ries and a partial subsidy to others [38]. In some schemes, 
beneficiaries were also required to share the cost of ser-
vices at the point of care. For instance, Algeria’s CAS-
NOS, Burundi’s CAM, and Gabon’s GIS required a 20% 
copayment, while Burkina Faso’s RAMS required ben-
eficiaries to pay between 20 and 30% of service costs [26, 
27, 51, 96]. In AMBC, also in Burkina Faso, beneficiaries 
received only a 50% subsidy on insurance premiums [20]. 
The method for calculating the subsidy amount varied 
across countries. In most cases, it was based on the con-
tribution was levels of contributing members and the 
number of beneficiaries. Egypt’s SHIP, however, deter-
mined the subsidy amount based on an estimate of total 
healthcare costs under the programme, while Tunisia’s 
MAS based it on the cost of services in public healthcare 
facilities [17, 39].

All the HISPs received funding for subsidies from 
their respective governments. Funding by a subnational 
government was reported in Kenya, Morocco and Nige-
ria. In Kenya, two of the forty-seven counties (Kiambu 
and Kisumu) funded the NHIF monthly premium of 
KES500 (USD3.5) for poor and vulnerable households 
in the respective counties [97, 98]. In Nigeria’s FMCHP, 
“the focal states were expected to contribute counterpart 
funding to match the grant from the federal government” 
[35]. In Morocco’s RAMED, local governments made an 
annual contribution of DH 40 (US$4) per poor individual 
living in their catchment area. This source of funds was 
in addition to the individual contributions of vulnerable 
beneficiaries who made an annual per capita contribu-
tion of DH 120 (US$12) with a cap of DH 600 (US$60) 
per household [60]. Five of the HISPs (Ghana’s NHIS, 
Rwanda’s Mutuelles, Tanzania’s Tumaini la Mama and 
Kenya’s Linda Mama and HISP) received funding from 
donors or development partners but also had concurrent 
government funding for subsidisation.

In all study countries, except Gabon’s HISP, the trans-
fer of funds for subsidisation to the purchasing bodies 
was based on the number of individuals and households 
to be covered (individual-based). In Gabon’s GIS, how-
ever, the subsidy is not based on the number of individu-
als insured. Instead, a lump-sum amount is transferred 
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Country & Subsidization 
Programme

Level of 
subsidization

Transfer 
mechanism 
of subsidy

Calculation logic of subsidy Financing source of subsidy

Algeria

Caisse Nationale de Sécu-
rité Sociale des Non-Salariés 
(CASNOS)

Partial and for 
“some illnesses 
and certain 
categories of 
persons” full [24]

Individual-
based [90]

Based on contribution levels of contrib-
uting members (7% of salary) [90]

The government of Algeria and 
cross-subsidization from contributors’ 
contributions [24]

Benin

Régime d’Assurance Maladie 
Universelle’ (RAMU)

Full [25] Individual-
based [25]

Based on contribution levels of contrib-
uting members (7500 CFA francs [USD 
13] per person per year) [25]

The annual premiums of affiliates, the 
state budget including taxes allocated 
to health insurance (taxes on mobile 
telephony, taxes on financial transac-
tions outside the West African Eco-
nomic and Monetary Union and excise 
duties on heavy vehicles), the budget 
of local governments and subsidies 
from development partners [25]

Burkina Faso

Assurance Maladie à Base 
Communautaire (AMBC)

Partial [20] Individual-
based [20]

Based on contribution levels of contrib-
uting members (4000 CFA francs [USD 7] 
per person per month) [20]

Not reported

Mutual Health Support 
Network (Réseau d’appui aux 
mutuelles de santé– RAMS)

Partial [26] Individual-
based [26]

Based on contribution levels of contrib-
uting members (800 CFA francs [USD 
1.6]) [26]

The Ministry of Social Action and Soli-
darity (ministère de l’Action sociale et 
de la Solidarité nationale – MASSN) [26]

Burundi

Carte d’assistance médicale 
(CAM)

Partial [27] Individual-
based [27]

Based on the price of the medical insur-
ance card (3000 Burundi Francs [US$ 2] 
per household) [27]

The Ministry of Health Partial [27]

Côte d’Ivoire

Medical Assistance Scheme 
(RAM)

Full [45] Individual-
based [45]

Based on contribution levels of contrib-
uting members (4800 CFA francs per 
person [USD7.80] per beneficiary per 
year) [45]

The Government of Côte d’Ivoire [91]

Egypt

School Health Insurance 
Programme (SHIP)

Partial [17] Individual-
based [17]

Based on an estimate of the expected 
total expenditure on healthcare costs for 
the program [17]

A combination of an annual premium 
of four Egyptian pounds (USD 1.2) 
per child from the parents, matched 
by general government revenues, a 
cigarette tax earmarked for the SHIP, 
and co-payments.
[17]

Ethiopia

Integrated Safety Net Pro-
gram (ISNP)

Full [16] Individual-
based [16]

Based on regular contribution levels (ETB 
100 [USD 0.8]) [16]

Ethiopian government [16]

Community-Based Health 
Insurance (CBHI) scheme

Full [29] Individual-
based [29]

Based on regular contribution levels (ETB 
240 to ETB 360 [USD5.50 to USD 8.26] 
per indigent household annually)
[29]

Cross-subsidisation from collected in-
surance premiums and subsidies from 
the federal-, regional- and woreda-level 
government funds [29]

Gabon

Gabon Indigents Scheme 
(GIS)

Partial [30] “An aggregate 
amount not 
paid accord-
ing to the 
number of 
insured” [30]

Based on the contribution levels of 
contributing members (In 2011, annual 
claims spending per capita was approxi-
mately 25,000 CFA francs [USD53]) [30]

The Compulsory Health Insurance Tax 
(Redevance Obligatoire à l’Assurance 
Maladie, ROAM), a tax corresponding 
to 10% of turnover excluding taxes 
of mobile telephone companies, and 
1.5% of the amounts excluding taxes 
of money transfer out of the Economic 
and Monetary Community of Central 
Africa (CEMAC) zone [30]

Table 5  Financing arrangements
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Country & Subsidization 
Programme

Level of 
subsidization

Transfer 
mechanism 
of subsidy

Calculation logic of subsidy Financing source of subsidy

Ghana

National Health Insurance 
Scheme (NHIS)

Full [54] Individual-
based
[52]

Based on regular contribution levels 
(exact amount unavailable)
[51]

The National Health Insurance Levy 
(NHIL), Social Security and National 
Insurance Trust (SSNIT) deductions, 
premium payments by informal sector 
members, fees charged by the Author-
ity and development partners. [13]

Kenya

Linda Mama (The Free Mater-
nity Services) Programme

Full (Orangi et al., 
2021)

Individual-
based [32]

Based on contribution levels of contrib-
uting members (KES 500 [USD 3.5]) [18]

The Government of Kenya (GOK), 
World Bank and the Japanese Interna-
tional Cooperation Agency [19, 92]

Health Insurance for the El-
derly and People with Severe 
Disabilities Program

Full [32] Individual-
based [32]

Based on contribution levels of contrib-
uting members (KES 500 [USD 3.5]) [32]

The GoK [32]

Health Insurance Subsidy 
Program (HISP)

Full [58] Individual-
based [32]

Based on contribution levels of contrib-
uting members (KES 500 [USD 3.5]) [58]

The World Bank Group, JICA and the 
Government of Kenya (GoK) [32]

Secondary School Medical 
Scheme (EduAfya)

Full [56] Individual-
based [32]

KES1350 (USD 10) per student, per year 
[92]

The GoK [32]

Mali

Régime d’Assistance Médicale 
(RAMED)

Full [33] Individual-
based [33]

Not clear The government of Mali [33]

Morocco

Régime d’Assistance Médicale 
(RAMED)

Full for the poor 
and partial for the 
‘vulnerable’ [60]

Individual-
based
[60]

Based on regular contribution levels (an 
annual per capita contribution of DH 120 
[US$12])
[60]

“The individual contributions of vulner-
able beneficiaries (an annual per capita 
contribution of DH 120 [US$12] with a 
cap of DH 600 [US$60]) per house-
hold, local governments (an annual 
contribution of DH 40 [US$4] per poor 
individual living in their catchment 
area), and the general budget [60]

Nigeria

Free Maternal and Child 
Health program (FMCHP)

Full [35] Individual-
based [35]

Based on contribution levels of contrib-
uting members (₦50000 to ₦150000 
[USD120 to USD360) [35]

The focal states and the federal gov-
ernment of Nigeria [35]

Rwanda

Mutuelles de santé 
(Mutuelles)

Full [36] Individual-
based [93]

Based on premium stratification accord-
ing to income and assets [80]

The GoR and Donors [94]

Senegal

la Couverture Maladie 
Universelle

Full [14] Individual-
based [14]

Based on premium stratification accord-
ing to income and assets [14]

The Senegalese government [14]

Programme National de 
Bourses de Sécurité Familiale 
(PNBSF)

Full [10] Individual-
based [10]

Based on premium stratification accord-
ing to income and assets [10]

The Senegalese government [10]

Tanzania

Tumaini la Mama Full [37] Individual-
based [37]

Based on contribution levels of contrib-
uting members (6% of an employee’s 
monthly salary) [95]

The German Development Bank: KfW 
and Tanzania’s NHIF [37]

Tunisia

Free Medical Assistance for 
the Poor (FMAP)

Full for the poor 
and partial for the 
vulnerable [38]

Individual-
based with 
regional quo-
tas applied to 
determine the 
number of 
beneficiaries 
[38, 39]

Based on contribution levels of contrib-
uting members (10 Tunisian dinars [USD 
3]) per month [38]

Central government of Tunisia [38]

Table 5  (continued) 
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from the funding agent to the purchasing body. This 
approach is driven by the source of funding: the Min-
istry of Finance earmarks revenue from taxes levied on 
mobile phone companies and money transfer services 
for healthcare. The total amount collected is periodically 
transferred to the National Health Insurance and Social 
Coverage Fund (NHISCF), which acts as the purchasing 
agency for the GIS. The NHISCF then reimburses health-
care providers for services delivered to GIS beneficiaries 
through its regional offices [30].

Other countries, including Benin, Egypt, and Ghana, 
also relied on earmarked funding sources for their HISPs 
[13, 17, 25]. In Ghana, for instance, 74% of the National 
Health Insurance Fund is financed through the National 
Health Insurance Levy-a 2.5% Value Added Tax-while 
20% comes from 2.5% of the contributions made by for-
mal sector workers to the Social Security and National 
Insurance Trust (SSNIT) [54]. Similarly, Egypt’s SHIP was 
financed through a blend of parent premiums, general 
tax revenue, and a dedicated cigarette tax, while Gabon’s 
GIS relied on levies from mobile phone and money trans-
fer services [17, 30]. In contrast, Zambia lacks a commit-
ted source of funding for subsidising the poor through its 
NHIS. This absence of dedicated financing poses a risk of 
underfunding or non-implementation of subsidies alto-
gether [40] (Table 4).

In several countries, poor planning and unresolved 
funding gaps have undermined the financial sustain-
ability of HISPs and limited their capacity to offer ade-
quate financial protection. In Burkina Faso’s AMBC, 
for instance, offering partial premium subsidies led to 
adverse selection, as higher-risk individuals, though poor, 
were more likely to enrol in the voluntary programme. 
This created financial strain on the community-based 
insurance schemes and highlighting the importance of 
anticipating such unintended effects when designing 
financing arrangements. Providing full subsidies may be a 

more effective alternative in such cases [20]. Similarly, in 
Burundi’s CAM and Egypt’s SHIP, the failure of govern-
ments to allocate sufficient and increasing resources over 
time to match rising programme costs posed a threat to 
the sustainability of these schemes [17, 27] (Table 5).

Pooling arrangements across HISPs
Table 6 compares pooling arrangements of all the study 
HISPs, including the type of membership of contributors. 
Pools could be multiple or single, integrated or separate 
and the type of membership of contributors either man-
datory or voluntary. Pooling arrangements varied signifi-
cantly across the HISPs studied, with fourteen countries 
operating multiple risk and income pools for different 
population groups. This fragmentation was driven by a 
mix of historical, administrative, and policy factors. For 
instance, Tanzania maintained 27 pools-26 regional iCHF 
pools and one national pool under the NHIF [37]. Simi-
larly, in Benin, RAMU remained a separate pool due to 
delays in legal and policy reforms necessary for integra-
tion [25]. In Kenya, although there are four HISPs, pool-
ing is split into three distinct arrangements: Linda Mama, 
HIEPLWSD and the EduAfya schemes are integrated into 
the NHIFs “SupaCover” pool, while the Health Insurance 
Subsidy Programme (HISP) operates its own separate 
pool [58]. Such fragmentation increases administrative 
complexity, limits cross-subsidisation between high- 
and low-risk groups and can result in inefficiencies that 
weaken financial protection and equity. 

Among the HISPs operating in countries with mul-
tiple pools, only eleven were integrated with contribu-
tory schemes. However, in six of these cases (both HISPs 
in Burkina Faso, Ethiopia and Senegal respectively), the 
membership of contributors was voluntary, which under-
mines the diversity and size of the financial risk pool [10, 
14, 16, 20, 26, 29]. Tunisia exemplifies the risks associated 
with partial integration: while FMAP is integrated into a 

Country & Subsidization 
Programme

Level of 
subsidization

Transfer 
mechanism 
of subsidy

Calculation logic of subsidy Financing source of subsidy

Medical Assistance Schemes 
(MAS)

Full in the “Free 
Medical Cards” 
scheme and 
partial in the 
‘Reduced-Fee 
Plan’ [39]

Individual-
based with 
regional quo-
tas applied to 
determine the 
number of 
beneficiaries 
[39]

Based on the cost of healthcare services 
in the public sector [39]

The Ministry of Social Affairs [39]

Zambia

National Health Insurance 
Scheme (NHIS)

Full [40] Individual-
based [40]

Based on contribution levels of contrib-
uting members (1% of their declared 
monthly income, with a minimum con-
tribution of 60 Zambian Kwacha (ZMW) 
[USD 4] per month) [40]

The government of Zambia. However, 
“there are currently no committed 
financial resources to finance the poor 
through the NHIS” [40]

Table 5  (continued) 
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Country & Subsidization Programme Single/multiple pool(s) 
for different population 
groups

Integrated/sepa-
rate pool for the 
subsidized and 
contributors

Type of mem-
bership of 
contributors

Algeria

Caisse Nationale de Sécurité Sociale des Non-Salariés (CASNOS) Multiple [90] Separate [90] Mandatory [90]

Benin

Régime d’Assurance Maladie Universelle’ (RAMU) Multiple [25] Separate [25] Mandatory [25]

Burkina Faso

Assurance Maladie à Base Communautaire (AMBC) Multiple [26, 44] Integrated [20] Voluntary [20]

Mutual Health Support Network (Réseau d’appui aux mutuelles de 
santé– RAMS)

Integrated [26] Voluntary [26]

Burundi

Carte d’assistance médicale (CAM) Multiple [27] Separate [27] Mandatory [27]

Côte d’Ivoire

Medical Assistance Scheme (RAM) Multiple [91] Separate [91] Mandatory [91]

Egypt

School Health Insurance Programme (SHIP) Multiple [17] Separate [17] Mandatory [17]

Ethiopia

Integrated Safety Net Program (ISNP) Multiple [16] Integrated [16] Voluntary [16]

Community Based Health Insurance (CBHI) scheme Integrated [29] Voluntary [29]

Gabon

Gabon Indigents Scheme (GIS) Multiple [30] Separate [30] Mandatory [72]

Ghana

National Health Insurance Scheme (NHIS) Single [31] Integrated in the 
national scheme 
[31]

Enrollment is 
mandatory by law, 
but there are no 
penalties for those 
not enrolled [51]

Kenya

Linda Mama (The Free Maternity Services) Programme Multiple:
1. The national scheme 
dubbed “SupaCover” forms 
the largest pool, encompass-
ing contributory members, 
Linda Mama beneficiaries 
and beneficiaries of the 
Health Insurance for the El-
derly and People with Severe 
Disabilities Program
2. The Civil Servants’ Scheme 
forms the second pool, 
comprised of government 
employees.
3. The HISP beneficiaries 
comprise another pool.
[58, 76]

Integrated in the 
national scheme 
[76]

Mandatory for for-
mal sector work-
ers but voluntary 
for informal sector 
workers [58]

Health Insurance for the Elderly and People with Severe Disabilities Program Integrated in the 
national scheme 
[76]

Health Insurance Subsidy Program (HISP) Separate [58]

Secondary School Medical Scheme (EduAfya) Integrated in the 
national scheme 
[76]

Mali

Régime d’Assistance Médicale (RAMED) Multiple [33] Separate [33] Mandatory [33]

Morocco

Régime d’Assistance Médicale (RAMED) Multiple [60] Separate [60] Mandatory [60]

Nigeria

Free Maternal and Child Health program (FMCHP) Single [35] Integrated [35] Initially voluntary, 
became manda-
tory in 2022 [78]

Rwanda

Table 6  Pooling arrangements



Page 21 of 34Wafula et al. International Journal for Equity in Health           (2026) 25:14 

pool with contributors, the MAS scheme remains sepa-
rate, leaving it more vulnerable to financial shocks due to 
its narrower risk base [38, 39].

In contrast, a smaller group of countries-Ghana, Nige-
ria, Rwanda, and Zambia-had a single national pool 
encompassing all population groups [31, 35, 40, 80]. In 
these settings, contributor membership was mandated 
by law, contributing to larger and more diverse pools and 
enhancing the financial sustainability of both the HISPs 
and the broader national health insurance systems. How-
ever, even in these countries, enforcement of mandatory 
enrolment varied. For instance, while enrolment in Gha-
na’s NHIS is compulsory by law, the absence of penalties 
for non-compliance has rendered it effectively voluntary 
[51] (Table 6).

Purchasing arrangements and benefit package design
Table 7 provides a comparative summary of the ben-
efit package design, provider payment mechanisms, and 
cost-sharing arrangements across the 25 HISPs included 
in this study. We found that benefit package design var-
ied across the HISPs studied, with implications for both 
equity and financial protection. Of the 25 schemes 
examined, 19 provided a comprehensive benefit pack-
age-typically including both inpatient and outpatient 
services-while 5 (Tunisia’s two HISPs, Nigeria’s FMCHP 

and Burkina Faso’s RAMS) offered more limited cover-
age [14, 26, 35, 38, 39]. In 15 of the schemes, beneficiaries 
received the same package as contributors, supporting 
equity in access to services. However, in the remaining 
schemes, subsidised beneficiaries received a narrower 
range of services or faced restrictions in the facilities they 
could access, raising concerns about vertical inequities 
within health systems. 

In Tunisia’s FMAP for instance, the absence of spe-
cific entitlements left beneficiaries vulnerable to denial 
of services [38]. Similarly, Zambia’s NHIS lacked clarity 
regarding the scope of covered services at the time of 
reporting, potentially undermining trust and uptake [40]. 
In Morocco’s RAMED, subsidised members had more 
limited access compared to contributors, particularly in 
private sector settings, and faced additional gatekeeping 
for higher-level care [60].

Several schemes restricted access for subsidised mem-
bers to public facilities only-effectively rationing care 
based on subsidy status. In Benin’s RAMU and Tunisia’s 
MAS, for instance, beneficiaries were confined to pub-
lic sector providers, where service availability was often 
constrained due to underfunding. In Benin, poor service 
quality in public facilities discouraged enrolment, despite 
the legal mandate to join the scheme [25]. In Tunisia’s 
MAS, essential services and medications were frequently 

Country & Subsidization Programme Single/multiple pool(s) 
for different population 
groups

Integrated/sepa-
rate pool for the 
subsidized and 
contributors

Type of mem-
bership of 
contributors

Mutuelles de santé (Mutuelles) Single since 2015, previously 
multiple:
1. 30 district risk pools for 
the CBHI
2. The national risk pool 
which encompasses RAMA 
and MMI [80]

Integrated in the 
CBHI [99]

Mandatory by law 
but voluntary in 
practice [100]

Senegal

la Couverture Maladie Universelle Multiple [14] Integrated [14] Voluntary [10]

Programme National de Bourses de Sécurité Familiale (PNBSF) Integrated [10]

Tanzania

Tumaini la Mama Multiple:
1. NHIF
2. iCHFs
[37]

Poor pregnant 
women and 
their infants are 
integrated into the 
NHIF and their fam-
ily members in the 
respective region’s 
CHF [37]

NHIF member-
ship is mandatory 
for government 
employees but 
voluntary for 
informal sector 
workers. Member-
ship in the CHF is 
voluntary [87]

Tunisia

Free Medical Assistance for the Poor (FMAP) Multiple [38, 39] Integrated [38] Mandatory [101]

Medical Assistance Schemes (MAS) Separate [39]

Zambia

National Health Insurance Scheme (NHIS) Single [40] Integrated [40] Mandatory [40]

Table 6  (continued) 
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Country & Subsidization Programme Scope of benefit package Provider payment 
methods

Degree of cost-sharing by 
beneficiariesServices covered Compared to regularly 

insured population
Algeria

Caisse Nationale de Sécurité Sociale des 
Non-Salariés (CASNOS)

Comprehensive 
[96]

Less than the National 
Social Insurance Fund for 
Employees (CNAS) [96]

Reimbursement [24] Copayment of 20% of the 
cost of service but there is no 
copayment for “difficult child-
birth, family planning, incuba-
tion of newborns, blood and 
plasma transfusions, costs 
over a certain limit, and if 
the insured has an approved 
chronic disease, is an old-age, 
disability, or survivor pension-
ers with monthly incomes 
below the legal monthly 
minimum wage.” [96]

Benin

Régime d’Assurance Maladie Universelle’ 
(RAMU)

Comprehensive 
[25]

Less - restricted to public 
sector facilities [25]

Fee for service [25] No copayment at Health 
centre and 20% of cost of ser-
vices at hospital level except 
the poor [25]

Burkina Faso

Assurance Maladie à Base Communau-
taire (AMBC)

Comprehensive 
[20]

Same [20] Annual capitation 
[102]

No copayment [20]

Mutual Health Support Network (Réseau 
d’appui aux mutuelles de santé– RAMS)

Outpatient [26] Same [26] Fee-for-service [103] A co-payment of 20% to 
30% of the total amount of 
the services depending on 
the mutual covering them, 
except for a single mutual in 
Sanematenga which covered 
all the expenses.[26]

Burundi

Carte d’assistance médicale (CAM) Comprehensive 
[27]

Same benefit package for 
all [27]

Reimbursement [27] A co-payment of 20% was 
introduced in 1996 [27]

Côte d’Ivoire

Medical Assistance Scheme (RAM) Comprehensive 
[45]

Same [46] Reimbursement [91] No copayment [45]

Egypt

School Health Insurance Programme 
(SHIP)

Comprehensive 
[17]

Same [48] Reimbursement [17] No copayment [48]

Ethiopia

Integrated Safety Net Program (ISNP) Comprehensive 
[16]

Same [16] Reimbursement [16] No copayment [16]

Community-Based Health Insurance 
(CBHI) scheme

Comprehensive 
[29]

Same [16] Reimbursement [16] No copayment [16]

Gabon

Gabon Indigents Scheme (GIS) Comprehensive 
[30]

Same [30] Fee-for-service and 
hospitalization days 
[30]

20% of cost of services for 
common illnesses and 10% 
for chronic diseases. No 
copayment for maternity, 
dialysis and cancer treat-
ments [30]

Ghana

National Health Insurance Scheme (NHIS) Comprehensive 
[53]

Single benefit package for 
all [53]

Ghana Diagnosic 
Related Groupings 
(G-DRGs) financing for 
services and fee-for-
service for medicines 
[104]

No co-payment only an 
annual registration fee for all 
except indigents and preg-
nant women [51]

Table 7  Benefit package design and purchasing arrangements
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Country & Subsidization Programme Scope of benefit package Provider payment 
methods

Degree of cost-sharing by 
beneficiariesServices covered Compared to regularly 

insured population
Kenya

Linda Mama (The Free Maternity Services) 
Programme

Comprehensive 
[18]

Same to the maternity 
benefits under the national 
scheme [57, 76]

Reimbursement 
through predeter-
mined case-based 
and fee-for-service 
rates [18]

None [18]

Health Insurance for the Elderly and 
People with Severe Disabilities Program

Comprehensive 
[32]

Same to the national 
scheme but less than the 
enhanced schemes [57, 76]

Capitation, case-
based payments, 
fee for service and 
rebates (per diem) 
[57]

None [76]

Health Insurance Subsidy Program (HISP) Comprehensive 
[58]

Secondary School Medical Scheme 
(EduAfya)

Comprehensive
[59]

Mali

Régime d’Assistance Médicale (RAMED) Comprehensive 
[33]

Equivalent to that received 
by beneficiaries of the 
AMO, excluding the cost of 
speciality medicine [33]

Not reported Not clear

Morocco

Régime d’Assistance Médicale (RAMED) Comprehensive 
[60]

Less than the Assurance 
Maladie Obligatoire (AMO) 
– lack of access to care in 
private hospitals and gate-
keeping of secondary and 
tertiary hospitals applies to 
RAMED beneficiaries only 
[60]

ANAM does not yet 
purchase health care 
services and is not 
yet a full-fledged pur-
chasing agency” [60]

None [60]

Nigeria

Free Maternal and Child Health program 
(FMCHP)

Outpatient services 
at primary health-
care centres [35]

Same [35] Capitation and fee-
for-service [35]

None [35]

Rwanda

Mutuelles de santé (Mutuelles) Comprehensive 
[105]

Single benefit package for 
all CBHI members [94]

Capitation and fee-
for-service payments 
[80]

None [93]

Senegal

la Couverture Maladie Universelle Outpatient (only 
essential health-
care services) [14]

Less [14] Not reported None [14]

Programme National de Bourses de Sécu-
rité Familiale (PNBSF)

Comprehensive 
[10]

Same to that of other CBHI 
members [10]

Not reported None [10]

Tanzania

Tumaini la Mama Comprehensive
[95]

Pregnant women’s benefit 
package is that of the NHIF 
and the family members’ 
is that of the respective 
region’s CHFs [87, 95]

Reimbursed fee-for-
service for the NHIF 
and capitation for the 
CHF [95]

None [87]

Tunisia

Free Medical Assistance for the Poor 
(FMAP)

“The FMAP does 
not include a 
specific benefits 
package for benefi-
ciaries” [38]

Not applicable as “FMAP 
does not include a specific 
benefits package for benefi-
ciaries” [38]

Reimbursement [38] No copayments for ben-
eficiaries of free healthcare 
but “Patients with a reduced 
tariffs card must pay a copay-
ment (ticket modérateur) for 
hospital visits” [38]

Table 7  (continued) 
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unavailable, compromising the intended protection for 
low-income groups [39].

Cost-sharing arrangements also varied and had impor-
tant implications for financial protection. Most HISPs 
exempted subsidised members from copayments entirely. 
However, some, such as Algeria’s CASNOS and Gabon’s 
GIS, required copayments of 20% for general services, 
though exemptions were made for specific categories 
such as maternity care or chronic illness. Burkina Faso’s 
RAMS imposed copayments ranging from 20% to 30%, 
depending on the mutual (community-based health 
insurance group) [26]. These out-of-pocket payments at 
the point of service can undermine equity by deterring 
use among the poor, even when they are formally insured.

Provider payment mechanisms ranged from capitation 
and case-based payments to fee-for-service and reim-
bursement. These mechanisms were not always aligned 
with benefit package design. For example, Ghana’s NHIS 
used a mixed model-Diagnosis Related Groups (DRGs) 
for services and fee-for-service for medicines-while 
Kenya applied case-based reimbursement and fee-for-
service under Linda Mama [18, 104]. The variation in 
payment design reflects differing priorities regarding 
provider incentives and expenditure control.

Financial protection
Table 8 presents trends in financial protection and ser-
vice utilization indicators in countries that implemented 
Health Insurance Subsidy Programmes (HISPs). Spe-
cifically, it summarizes changes in out-of-pocket (OOP) 
expenditure as a share of current health expenditure, 
the incidence of catastrophic and impoverishing health 
spending, and the UHC service coverage index as a proxy 
for healthcare utilization. However, it is important to 
note that changes in financial protection and healthcare 
utilization reflect multiple contributing factors, with the 
introduction of HISPs representing only one of them. 
Available data indicate that OOP expenditure declined 
in thirteen of the study countries within the timeframe 
covered by their HISPs. However, data on catastrophic 
and impoverishing expenditure were mixed–a positive 

pattern was observed across all countries in terms of 
healthcare utilization (Table 8). 

Discussion
The objective of this study was to describe the institu-
tional design features of HISPs in Africa and their con-
tribution to progress towards UHC in the respective 
countries. The design of the HISP included the eligibil-
ity and enrolment rules, targeting approaches, financial 
arrangements, purchasing and benefits package design. 
We found some notable institutional design features 
of the HISPs in the eighteen African countries studied 
that have plausibly facilitated financial risk protection 
of vulnerable groups in the respective countries. These 
include the targeting of indigents, full subsidization of 
beneficiaries, funding of HISPs by national governments 
and the provision of a comprehensive benefits package 
by most HISPs studied. Certain institutional design fea-
tures were also identified as limiting the effectiveness of 
the programs, such as overreliance on indirect targeting 
approaches, fragmentation of income and risk pools, and 
the voluntary nature of membership for both HISP ben-
eficiaries and contributors in health insurance schemes. 
These design features were examined in relation to the 
key goals of Universal Health Coverage-namely, promot-
ing equity in access to healthcare, ensuring financial pro-
tection, and expanding service coverage.

A key marker of equity is the extent to which access to 
healthcare is based on need rather than the ability to pay. 
In this regard, many of the HISPs reviewed made deliber-
ate efforts to prioritise indigent populations. In ten coun-
tries, including Rwanda, Kenya, Gabon, Côte d’Ivoire, 
and Tunisia, the schemes were designed to explicitly 
target the indigent, reflecting a shared understanding of 
this group’s disproportionate vulnerability in accessing 
healthcare [2].

However, the effectiveness of these targeting mecha-
nisms varied depending on the method used. While cat-
egorical targeting was administratively straightforward, 
it often resulted in significant inclusion errors. Proxy 
means testing and community validation approaches, 

Country & Subsidization Programme Scope of benefit package Provider payment 
methods

Degree of cost-sharing by 
beneficiariesServices covered Compared to regularly 

insured population
Medical Assistance Schemes (MAS) Not clear – “public 

sector healthcare 
services” [39]

Less than the formal man-
datory insurance (MHI) and 
limited to only the public 
sector [39]

Reimbursement [39] None [39]

Zambia

National Health Insurance Scheme (NHIS) Comprehensive 
[106]

Single benefit package for 
all [40]

A mix of fee-for-
service, case-based 
and Diagnosis-Related 
Groups [40]

No co-payments [40]

Table 7  (continued) 
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which were used in a smaller number of countries, 
offered more precision but introduced implementa-
tion complexity and costs. For example, in Côte d’Ivoire, 
only 2% of HISP beneficiaries were among the extremely 
poor-the intended target group-illustrating the short-
comings of flawed identification systems [70]. In Ghana, 
a restrictive legal definition of indigence constrained 
enrolment among the poor unless local implementers 
exercised discretion. Income-testing methods have been 
shown to be plagued with high exclusion errors in social 
protection programs in different parts of the world. These 
limitations are not unique to health insurance programs: 
a global review of social protection programs found that 
most poverty-targeted schemes miss between 50 and 
80% of their intended beneficiaries, with exclusion errors 
especially high in programs relying on proxy means tests 
or income-based targeting. Where the aim is to cover the 
poor, universal selection is preferrable as it minimises 
exclusion errors. Where the goal is to reach the poor, uni-
versal or near-universal approaches have been found to 
perform better in minimizing exclusion and promoting 
equity [112].

Pooling arrangements also influenced equity outcomes. 
In countries with multiple or fragmented pools, such as 
Tanzania and Kenya, opportunities for cross-subsidi-
sation were limited, reinforcing inequities and under-
mining efficiency [37, 58]. In Tunisia, the Free Medical 
Assistance for the Poor (FMAP) was integrated with con-
tributors, but the Medical Assistance Schemes (MAS) 
remained separate, exposing the latter to greater finan-
cial vulnerability [38, 39]. In contrast, countries such 
as Ghana, Rwanda, and Zambia implemented single, 
integrated risk pools that facilitated redistribution and 
financial solidarity between population groups [31, 40, 
80]. These examples demonstrate that integrated pooling 
structures, particularly when combined with mandatory 
membership for contributors, are more likely to support 
equitable outcomes.

In terms of financial protection, thirteen of the coun-
tries experienced a reduction in out-of-pocket (OOP) 
expenditure as a share of current health expenditure 
following the introduction of HISPs. Countries with 
relatively large-scale indigent-targeted schemes-such as 
Rwanda, Kenya, Mali, and Gabon-also reported reduc-
tions in the incidence of catastrophic and impoverishing 
health expenditures. These improvements suggest that 
where HISPs were adequately resourced, well targeted, 
and aligned with broader health system reforms, they 
contributed meaningfully to shielding poor households 
from the financial consequences of seeking care.

However, this was not universally the case. In Ethiopia, 
for example, OOP expenditure and the incidence of cata-
strophic spending continued to rise, despite the existence 
of two HISPs [108, 113]. This may be attributed to the Co
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small scale of the programmes relative to the country’s 
population and health system needs. Similarly, in Burkina 
Faso, Senegal, and Tunisia, the findings were mixed and 
did not demonstrate a clear protective effect [108, 113]. 
In some cases, limited subsidisation also undermined 
financial protection. Partial subsidies, as seen in Burkina 
Faso’s AMBC, increased the risk of adverse selection by 
discouraging healthier individuals from enrolling. Since 
individuals were required to pay a portion of the pre-
mium, those with a higher perceived need for healthcare 
were more likely to enrol, leading to a disproportionate 
concentration of high-risk beneficiaries in the scheme. 
similarly, co-payments in schemes like Gabon’s GIS and 
Algeria’s CASNOS placed financial strain on already vul-
nerable groups [20, 24, 30]. Even when exemptions were 
officially in place, inconsistent implementation often left 
beneficiaries exposed. Conversely, schemes that provided 
full subsidies and eliminated cost-sharing at the point 
of use-such as Kenya’s Linda Mama, Ghana’s NHIS, and 
Rwanda’s Mutuelles-were more effective in delivering 
financial protection [19, 52, 62].

Access to and utilisation of services was shaped by 
benefit package design and the scope of services cov-
ered under the HISP. Twenty of the 25 schemes provided 
comprehensive benefit packages that included both out-
patient and inpatient care. In fifteen countries, benefi-
ciaries received the same entitlements as contributory 
members, which helped to promote fairness. However, 
in some contexts, subsidised beneficiaries were entitled 
to a more limited set of services or faced restrictions 
in where they could access care. In Tunisia’s MAS and 
Benin’s RAMU, for example, access was restricted to 
public sector facilities, which were often under-resourced 
and poorly equipped. In Benin, this led to dissatisfaction 
and declining enrolment despite the legal mandate to join 
the scheme [25, 38]. Similarly, Tunisia’s FMAP lacked a 
clearly defined benefit package, placing beneficiaries at 
risk of being denied essential services [38]. In contrast, 
countries that ensured uniform benefit packages, unre-
stricted provider access, and strong provider payment 
systems-such as Ghana, Rwanda, and Zambia-demon-
strated better performance in expanding service use [40, 
53, 105].

The UHC service coverage index, used here as a proxy 
for utilisation, improved in all study countries following 
the introduction of their respective HISPs. This trend 
suggests a general increase in access to essential health 
services, although the scale and speed of improvement 
varied by country. In countries where HISPs were imple-
mented as part of broader health financing and delivery 
reforms, such as in Ghana and Rwanda, the improve-
ments were more substantial [31, 99]. However, service 
utilisation gains were also contingent on the readiness of 
health systems to absorb increased demand-underscoring 

the importance of aligning financial protection reforms 
with supply-side capacity.

Supply-side capacity is concerned with the produc-
tion of health care services (supply) while demand-side is 
concerned with addressing economic and other barriers 
individuals may have to accessing care (demand) [114]. 
HISPs are generally demand-side interventions as they 
seek to remove financial barriers to access to healthcare. 
However, a focus on demand-side interventions without 
a corresponding strengthening of supply-side capacity 
hampers progress towards UHC. This was the case with 
Benin’s RAMU and Tunisia’s RAMU, where beneficia-
ries only had access to relatively low quality healthcare 
services in public sector facilities [25, 38]. Supply-side 
capacity can be strengthened through improvement of 
the quality, accessibility and attractiveness of healthcare 
services offered [114].

These findings highlight the importance of institutional 
design in shaping UHC progress. Countries that achieved 
more favourable outcomes across the three UHC dimen-
sions shared common features: well-targeted and inclu-
sive eligibility rules, integrated risk pools, predictable and 
diversified funding sources, comprehensive and uniform 
benefit packages, and minimal cost-sharing. Where these 
elements were lacking or weakly implemented, progress 
was limited or uneven. While institutional design is not 
the only factor influencing UHC outcomes-political com-
mitment, health system readiness, and economic context 
also matter-it remains foundational. Aligning HISPs with 
broader health financing reforms and ensuring coherence 
across the functions of revenue collection, pooling, and 
purchasing are essential to advancing equitable, efficient, 
and sustainable health coverage.

Strengths and limitations
A key strength of this review is its structured compara-
tive analysis of HISPs across 25 African countries using 
a framework grounded in WHOs health financing func-
tions and UHC goals. This approach enables a nuanced 
understanding of how design features such as targeting, 
pooling, and benefit packages influence outcomes related 
to equity, financial protection, and service utilisation.

However, the review has three main limitations. First, 
it relies solely on secondary data, and in several cases, the 
data were incomplete or inconsistently reported across 
countries-particularly in relation to enrolment figures, 
targeting accuracy, and financial protection outcomes. 
Second, while the review identifies associations between 
HISP design and UHC progress, it does not establish cau-
sality, as other health system and contextual factors may 
also have influenced observed outcomes. Thirdly, the lit-
erature search was limited to English-language sources 
due to resource constraints. This restriction may have led 
to underrepresentation of evidence from francophone 
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countries, where substantial documentation on health 
insurance and social protection schemes exists in French. 
Consequently, observed gaps in reporting for some coun-
tries may reflect language-related publication bias rather 
than a lack of available information.

Conclusion
This review of Health Insurance Subsidy Programmes 
(HISPs) in Africa underscores the critical role of insti-
tutional design in advancing Universal Health Coverage 
(UHC). While most countries recorded some improve-
ment in population coverage, financial protection, and 
service utilisation following the introduction of HISPs, 
the magnitude and consistency of these gains were 
largely shaped by how the programmes were structured 
and implemented. Schemes that featured inclusive tar-
geting, comprehensive and equitable benefit packages, 
integration into broader risk pools, and sustained public 
financing were more likely to deliver on UHC goals. Con-
versely, fragmentation, underfunding, and limited entitle-
ments weakened impact and reinforced inequities. These 
findings reaffirm that HISPs, when thoughtfully designed 
and embedded within coherent health financing systems, 
can be powerful tools for expanding coverage to vulner-
able populations and strengthening the foundations of 
equitable health systems. Improvement of these institu-
tional design features or adoption of features conducive 
to progress towards UHC in their place is recommended. 
An incremental approach may be used where there is 
limited fiscal space.

Further research should evaluate the implementation 
of HISP institutional design features. There is a need to 
assess the impact of individual HISPs on the financial 
protection and utilization rates of the target population 
groups. For individualised recommendations, further 
research should explore the practical context-specific 
steps HISPs can take to enhance their contribution 
towards UHC, including appropriate actuarial and feasi-
bility studies.

Policy recommendations

1.	  HISPs should clearly specify the groups they 
aim to cover-particularly indigent and vulnerable 
populations-and adopt targeting approaches suited 
to the country’s data and administrative context. For 
instance, poverty can be defined based on income 
or expenditure thresholds, and where feasible, a 
verified means test should be used. In contexts 
where data systems are limited, proxy means testing 
can be adopted as an alternative.

2.	  Because of contextual factors, targeting methods 
should be transparent, practical, and piloted before 
full-scale implementation. Combining different 

approaches-such as proxy means testing followed by 
local verification-can enhance accuracy. Countries 
should also establish appeal mechanisms to allow for 
redress in cases of exclusion or erroneous inclusion. 
Continuous monitoring and evaluation of targeting 
and enrolment processes is essential to refine and 
improve performance over time.

3.	  To reduce fragmentation and enhance equity, 
HISPs should be embedded in single national 
health insurance schemes. Countries with multiple 
pools should work toward consolidation. A 
single, mandatory national pool increases the 
size and diversity of the risk pool, enabling better 
cross-subsidisation between population groups. 
Enforcement of mandatory enrolment-supported 
by penalties for non-compliance-is necessary to 
prevent adverse selection and ensure financial 
sustainability.

4.	  All members, including subsidised beneficiaries, 
should receive a uniform, comprehensive benefit 
package that includes both inpatient and outpatient 
services. Clearly communicating these entitlements 
to the public is crucial for promoting equity and 
ensuring transparency in service delivery.

5.	  HISPs should offer full premium subsidies to 
eligible beneficiaries. Even minimal beneficiary 
contributions or co-payments at the point of 
service can deter care-seeking among the poor 
and vulnerable. Removing these financial barriers 
is essential for achieving equitable access and 
meaningful financial protection.

6.	  Governments should earmark funds specifically for 
health insurance subsidies, with allocations based 
on the number of individuals to be covered and 
associated administrative costs. Funding projections 
should account for expected population growth and 
inflation in healthcare costs to ensure long-term 
sustainability.

7.	  Overcoming demand-side barriers through 
HISPs must be complemented by improvements 
in service availability. Policymakers should ensure 
that essential health services are accessible, of 
good quality, and adequately staffed and equipped. 
Without addressing supply-side constraints, gains 
in insurance coverage may not translate into real 
improvements in access or health outcomes.

Appendix I: Representative Database Search String

PubMed Search String
(Concept 1 – Health insurance subsidy programs)
Insurance, Health”[Mesh] OR “health insurance subsid*” 
OR “health insur*” OR “Subsidized health insur*” OR 
“universal health insur*” OR “mandatory health insur*” 
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OR “premium exempt*” OR exempt* OR subsid* OR 
zero-premium*

AND
(Concept 2 – Institutional design features)

Eligib* OR vulnerab* OR “Beneficiary identif*” OR ben-
eficiar* OR “Poverty”[Mesh] OR indigent* OR poor OR 
poverty OR “low income” OR “low-income” OR “low-
income household” OR “low-income famil*” OR pregnant 
OR elder* OR disab* OR orphan* OR child* OR “inclu-
sion error*” OR “exclusion error*” OR informal OR “infor-
mal sector” OR “informal sector worker*” OR target* OR 
“universal target*” OR “direct target*” OR “indirect tar-
get*” OR “categorical target*” OR “geographic target*” OR 
“community-based target*” OR “means test*” OR “means-
test” OR “proxy means test*” OR “demographic target*” 
OR enrol* or member* OR “Health insurance premium*” 
OR premium* OR financ* OR sourc* OR earmark* OR 
contribut* OR Pool OR fund* OR cross-subsid* OR frag-
ment* OR “Benefit packag*” OR co-insur* OR co-pay* OR 
provider-payment* OR fee-for-service OR “fee for ser-
vice” OR capitation OR case-based OR rebate* OR “diag-
nostic related group*” OR portab* OR empanel*

AND
(Concept 3 – Africa)

Africa[MH] OR Algeria[TIAB] OR Angola[TIAB] OR 
Benin[TIAB] OR Botswana[TIAB] OR Burkina[TIAB] 
OR “Upper Volta”[TIAB] OR Burundi[TIAB] 
OR Urundi[TIAB] OR Cameroon[TIAB] OR 
Cameroons[TIAB] OR “Cape Verde”[TIAB] OR “Cabo 
Verde”[TIAB] “Central African Republic”[TIAB] 
OR Chad[TIAB] OR Comoros[TIAB] OR “Comoro 
Islands”[TIAB] OR Comores[TIAB] OR Congo[TIAB] OR 
DRC[TIAB] OR Zaire[TIAB] OR “Cote d’Ivoire”[TIAB] 
OR “Ivory Coast”[TIAB] OR Djibouti[TIAB] OR 
Obock[TIAB] OR “French Somaliland”[TIAB] OR 
Egypt[TIAB] OR Eritrea[TIAB] OR Eswatini[TIAB] 
OR Ethiopia[TIAB] OR Gabon[TIAB] OR “Gabonese 
Republic”[TIAB] OR Gambia[TIAB] OR Ghana[TIAB] 
OR “Gold Coast”[TIAB] OR Guinea[TIAB] OR Guinea-
Bissau[TIAB] OR Kenya[TIAB] OR Lesotho[TIAB] OR 
Basutoland[TIAB] OR Liberia[TIAB] OR Libya[TIAB] 
OR Madagascar[TIAB] OR “Malagasy Republic”[TIAB] 
OR Malawi[TIAB] OR Nyasaland[TIAB] OR 
Mali[TIAB] OR Mauritania[TIAB] OR Mauritius[TIAB] 
OR Morocco[TIAB] OR Mozambique[TIAB] OR 
Namibia[TIAB] OR Niger[TIAB] OR Nigeria[TIAB] 
OR Rwanda[TIAB] OR RuandaUrundi[TIAB] OR 
“Sao Tome and Principe”[TIAB] OR Seychelles[TIAB] 
OR Senegal[TIAB] OR “Sierra Leone”[TIAB] OR 
Somalia[TIAB] OR “South Africa”[TIAB] OR 
Sudan[TIAB] OR Swaziland[TIAB] OR Tanzania[TIAB] 
OR Togo[TIAB] OR “Togolese Republic” OR 
Tunisia[TIAB] OR Uganda[TIAB] OR Zambia[TIAB] OR 
Zimbabwe[TIAB] OR Rhodesia[TIAB]

Search run on 11th October 2024 with the filter: years 
2000 to date.
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