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Abstract 

Background:  In many low-income countries, households bear most of the health care costs. Community-based 
health insurance (CBHI) schemes have multiplied since the 1990s in West Africa. They have significantly improved 
their members’ access to health care. However, a large proportion of users are reluctant to subscribe to a local CBHI. 
Identifying the major factors affecting membership will be useful for improving CBHI coverage. The objective of this 
research is to obtain a general overview of existing evidence on the determinants of CBHI membership in West Africa.

Methods:  A review of studies reporting on the factors determining membership in CBHI schemes in West Africa was 
conducted using guidelines developed by the Joanna Briggs Institute. Several databases were searched (PubMed, 
ScienceDirect, Global Health database, Embase, EconLit, Cairn.info, BDPS, Cochrane database and Google Scholar) for 
relevant articles available by August 15, 2022, with no methodological or linguistic restrictions in electronic databases 
and grey literature.

Results:  The initial literature search resulted in 1611 studies, and 10 studies were identified by other sources. After 
eliminating duplicates, we reviewed the titles of the remaining 1275 studies and excluded 1080 irrelevant studies 
based on title and 124 studies based on abstracts. Of the 71 full texts assessed for eligibility, 32 additional papers were 
excluded (not relevant, outside West Africa, poorly described results) and finally 39 studies were included in the syn-
thesis. Factors that negatively affect CBHI membership include advanced age, low education, low household income, 
poor quality of care, lack of trust in providers and remoteness, rules considered too strict or inappropriate, low trust in 
administrators and inadequate information campaign.

Conclusions:  This study shows many lessons to be learned from a variety of countries and initiatives that could make 
CBHI an effective tool for increasing access to quality health care in order to achieve universal health coverage. Cover-
age through CBHI schemes could be improved through communication, improved education and targeted financial 
support.
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Introduction
Over the last few decades, most low- and middle-income 
countries (LMICs) have been confronted with sustain-
ability issues related to their health care systems. In these 
countries, out-of-pocket payments account for a large 
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proportion of the health care expenditures. This contrasts 
with European countries which have moved towards man-
datory social health insurance systems, thereby reducing 
the proportion of out-of-pocket payments [1, 2].

Each year, approximately 44 million households around 
the world -more than 150  million people- face very 
important health care expenditures and over 100 million 
people fall into poverty due to health care costs [3].

To overcome these difficulties, community-based health 
insurance (CBHI) systems have emerged in Sub-Saharan 
Africa. A CBHI is a non-profit organisation governed by 
its members, based on the principles of solidarity and 
mutual aid between individuals who participate freely and 
voluntarily. It aims to improve access to health care for the 
population by sharing the financial risks of illness among 
its members [4, 5]. Despite the efforts made to develop 
CBHI schemes, the low levels of membership, both ini-
tial enrolment and renewal of membership, continue to 
threaten their financial viability while encountering a 
multitude of obstacles to their development [5, 6].

Among the various challenges facing CBHI schemes, 
enrolment currently appears to be the predominant issue 
[5–7]. Although the mutualist movement is growing 
steadily in West Africa, the coverage of the target popu-
lation rarely exceeds 30% [7–10]. One thing is clear eve-
rywhere: the membership rates of CBHI schemes remain 
relatively low, sometimes even calling into question the 
very viability of the organisation [5, 11].

To try to understand this low participation rate of the 
population, one can question the economic theory of 
health insurance by trying to define its essential param-
eters for the specific context of West African countries. 
However, our main objective here is at another level 
and is based on the following observation: over the past 
decade, several empirical studies have been conducted, 
albeit with widely varied methodologies, on factors that 
may explain the decision to participate or not in a CBHI 
in West Africa. In this context, we would like to see if, 
beyond this great methodological heterogeneity, it is nev-
ertheless possible to identify some convergent results 
that could enlighten public and private actors in this field.

Although there are already a few reviews on the deter-
minants of CBHI membership in LMICs [8, 9, 11, 12], this 
review has several advantages. Firstly, it aims to update 
existing data by considering a broad time period up to 2022. 
Second, it focuses on the West African region. This group 
of countries, different from other LMICs, shares particular 
socioeconomic and political characteristics that influence 
their health care financing and systems. These countries suf-
fer from economic inefficiencies and weak public govern-
ance, and their populations are largely rural with low financial 
capacity. Their health sectors are often underfunded and the 
quality of public health services offered is limited [1–4].

Methods
Research strategy and data source
We conducted a review of studies reporting on the fac-
tors explaining the persistence of the low rate of CBHI 
membership in West Africa using the guidelines for con-
ducting scoping reviews developed by the Joanna Briggs 
Institute [13].

We developed a research strategy for relevant studies 
published between January 1, 2000 and August 15, 2022, 
without methodological and language restrictions, in 
the electronic databases PubMed, ScienceDirect, Global 
Health database, Embase, EconLit, Cairn.info, BDPS, 
Cochrane database and Google Scholar, using combina-
tions of the following keywords: [“determinant” OR “factor” 
OR “driver”] AND [“community insurance” OR “commu-
nity mutual” OR “mutual health”] AND [“membership” 
OR “enrolment” OR “subscription” OR “participation” OR 
“adherence” OR “retention” OR “take-up” OR “uptake” OR 
“demand” OR “drop-out”] AND [“West Africa”].

To make the research comprehensive and to identify 
additional articles, we sought additional sources and con-
ducted searches in each of the West African countries: 
Benin, Burkina Faso, Cape Verde, Côte d’Ivoire, Gam-
bia, Guinea, Guinea-Bissau, Liberia, Mali, Mauritania, 
Niger, Nigeria, Senegal, Sierra Leone and Togo. Ghana 
was excluded as this country has a national health insur-
ance which is different from the CBHI scheme [6]. We 
completed the demographic, health and economic data 
based on the websites of the World Health Organisation 
(WHO), the official NHIS of the countries of interest and 
the World Bank. Then we applied the snowball method 
which allowed us to add relevant articles by reviewing the 
references of all the studies selected in the previous step.

Inclusion and exclusion criteria
The review included studies published between January 
1, 2000 and August 15, 2022 and articles that reported on 
the determinants of membership in CBHI in West Africa.

Articles for which full text was not available and those 
that were clearly not relevant to the topic were excluded.

Selection of studies
We identified eligible articles using the PRISMA flow 
chart. The first and second authors independently 
reviewed all titles and abstracts identified by the research. 
Full texts of all potentially eligible articles were retrieved 
and reviewed for inclusion in this review according to the 
inclusion criteria.

Zotero reference manager software was used to organ-
ise and detect duplicate references (www.​zotero.​org). 
After removing duplicates, titles and abstracts of all arti-
cles were independently reviewed for eligibility, relevance 

http://www.zotero.org
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and compliance with inclusion and exclusion criteria by 
two of the authors (KKC and AMC).

Data and item extraction
For the included studies, we independently extracted 
information on study characteristics (authors, title, year 
of publication, country, research method, sample size 
and determinants of membership and non-membership). 
This information was summarized in a spreadsheet, and 
an evidence table was generated to describe and summa-
rize the characteristics of the included studies (Table 1).

After screening and obtaining full texts of the selected 
articles, we examined each publication for information 
on the characteristics of the determinants of membership 
and non-membership in CBHI, with a particular focus 
on recurring observations in the different countries. The 
observations were used to formulate recommendations 

for policy decisions likely to improve membership rates 
of CBHI schemes in West Africa. Any discrepancies in 
the selection and extraction process were resolved by 
discussion, if necessary, with two other authors (SZ and 
VDB).

Results
The initial literature search yielded 1611 studies and 
ten additional studies were identified by other sources. 
After eliminating duplicates, we reviewed the titles of 
the remaining 1275 studies and excluded 1080 irrelevant 
studies by title and 124 studies based on abstracts. Of the 
71 full texts assessed for eligibility, 32 additional papers 
were excluded (not relevant, outside West Africa, poorly 
described results) and finally 39 studies were included in 
the synthesis (Fig. 1).

346 records deleted 
as duplicates

Identification

1611 records identified in databases (PubMed, 
ScienceDirect, Global Health database, Embase, EconLit,
Cairn.info, BDPS, Cochrane database, Google Scholar)

10 additional records 
identified by other sources

39 articles included in the
synthesis

1275 documents reviewed (title 
and abstract)

Eligibility
Inclusion

Screening

71 complete items evaluated for 
eligibility

32 complete articles were 
excluded:
8 studies conducted outside 
West Africa; 
10 reports of irrelevant studies;
14 with results on determinants 
of membership not well 
described

1080 documents deleted by title 
and 124 by abstract

Fig. 1  PRISMA flow chart of the study selection process for examining the determinants of membership in community-based health insurance 
(CBHI) in West Africa (2000–2022)
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Key determinants of CBHI membership
Most articles were based on cross-sectional household 
surveys, case studies and interviews. Of the 39 stud-
ies included in the review, 17 were quantitative, 15 were 
qualitative, six were mixed-method studies (quantitative 
and qualitative approaches) and one study was exclu-
sively a literature review. The sample sizes of the studies 
ranged from 23 to 29 326 households for the quantitative 
and mixed-method studies. The 39 studies that met our 
inclusion criteria were published between 2003 and 2022, 
mostly within the last ten years. The studies were con-
ducted in only seven West African countries: 13 in Sen-
egal, nine in Burkina Faso, six in Nigeria, five in Benin, 
two in Guinea, one in Mali, one in Mauritania and two 
multi-country studies (Table 1). The majority of the stud-
ies were community-based, mostly rural, except for the 
literature review studies. Other studies were conducted 
in healthcare facilities, health centres or hospitals.

The main factors of membership in CBHI schemes 
were identified and presented as follows: individual 
characteristics (age, level of education, ethnicity and 
religion); household socioeconomic characteristics 
(household financial capacity, household size, associa-
tive history, target group cohesion and therapeutic use); 
determinants related to healthcare services (quality 
of healthcare, trust in the skills of healthcare provid-
ers and geographical distance) and parameters specific 
to CBHI (membership procedures, services offered to 
members, trust in the CBHI schemes, information and 
understanding).

Individual characteristics
Nine studies show that membership appears to be related 
to certain individual characteristics, including the level 
of education that influences participation in the CBHI 
schemes. Literate people are more likely to participate 
in a CBHI scheme than illiterate people [14–22]. Some 
of our studies reported that people aged 65 and over are 
more economically and socially excluded from the com-
munity and therefore have more difficulty being part of 
CBHI [14, 22–24]. Seven empirical studies found greater 
affiliation of certain ethnic groups to CBHI schemes [18–
20, 23, 25–27]. In a study in Senegal, the Peulh/Fulani 
ethnic group was less likely to participate in the program 
probably because of their nomadic lifestyle [25]. Religion, 
although not widely considered as a membership factor 
in the selected studies, could also influence household 
membership in a community-based health financing sys-
tem. In the early 2000s, Muslims were found to be much 
less likely than Christians to participate because they 
mistakenly believed that the projects were open only to 
Christians [17, 18, 27].

Socioeconomic characteristics of households
Financial capacity of households
The household income level appears to be an essential 
parameter for membership and most studies indicate that 
a low capacity to contribute is a major obstacle to par-
ticipate in a community health insurance system. Lack of 
financial resources is often the first reason given by both 
members and non-members to explain low participation 
in CBHI [14, 16–18, 22, 23, 25, 26, 28–39]. Several studies 
have shown that the socioeconomic level of members is 
higher than that of non-members [17, 18, 21, 25, 30, 31]. 
Although respondents most often consider the amount of 
the individual contribution to be fair or affordable (espe-
cially compared to the costs of not participating), many 
cannot afford to pay the contributions for all the mem-
bers of the household. Households’ standard of living is 
summarized by three separate indicators: income, annual 
expenditures and perception of their financial capacity 
relative to others. This enables us to establish that the 
poorest households are much less represented in CBHI 
than the better-off households. Most members consider 
that CBHI schemes offer better financial protection [14, 
16–18, 22, 23, 25–40].

Household size
Regarding household size, some empirical work presents 
results that state the greater difficulty of large households 
to participate in a health risk pooling system. Although 
these families are not considered among the poorest in 
the community, they are generally unable to bear the 
contributions for all the members of the household [14, 
22, 23, 26, 28, 39, 41, 42].

Association history, target group cohesion, therapeutic use 
and health perceptions
The existence of informal risk-sharing associations 
appears to facilitate the establishment of a community 
health insurance scheme; the involvement of commu-
nity leaders positively influences membership. One study 
shows that 41% of CBHI members say they signed up on 
the advice of an influential person and research in Bur-
kina Faso indicates that members of a community health 
insurance system have a more negative perception of tra-
ditional healthcare than non-members, often judging it 
to be poor or ineffective [19, 20, 30, 32, 42].

Determinants of caregiving
The role played by healthcare providers in the dynam-
ics of CBHI memberships can be considered from three 
angles: the quality of the healthcare, the population’s trust 
in the skills of healthcare providers and the geographical 
proximity of the healthcare centres under agreement.
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Quality of healthcare
Among the included studies, many showed that factors 
related to healthcare quality and provider relationships 
were important factors in CBHI membership. On the 
one hand, poor quality of the care provided, including 
patient reception, prescription and availability of drugs, 
effectiveness and duration of the treatment, negatively 
influenced membership in a CBHI scheme. On the other 
hand, doubts about the organisation’s ability to improve 
healthcare quality also discouraged membership [14–16, 
18, 22, 28, 33, 35, 39, 43].

The quality of the healthcare provided is an encourag-
ing factor, even a membership condition and may also be 
a consequence of membership through members’ pres-
sure to improve quality [14, 18, 26, 28, 30, 35].

Confidence in the skills of providers
In addition to user dissatisfaction with the attitude of 
healthcare providers towards patients, empirical research 
attests of distrust in the skills of healthcare workers. This 
scepticism about health workers’ competence reinforces 
the lack of trust in health workers, which negatively influ-
ences membership. Thus, trust in health workers is based 
above all on their professional experience and ability to 
listen to and inform the patient [15, 22, 23, 25, 29, 33, 35, 
36].

Geographical distance
The results of surveys on the distance to health centres 
highlight geographic distance as a significant barrier to 
membership and even as a reason for disaffiliation [14, 
16, 18, 19, 25, 26, 30, 34, 35, 44].

Determinants specific to CBHI schemes
Regarding membership, the community health insurance 
company as such could be examined according to three 
aspects: first, the membership modalities and the ser-
vices it offers to its members, second, the trust that the 
communities place in it and third, the way in which it sets 
up and invests in the information and sensitization of the 
target populations.

Terms of membership and benefits offered to members
Memberships, dues and premiums, as mentioned above, 
are considered acceptable by the communities, despite 
the lack of financial resources of many of them. The fre-
quency of payment of the membership fee seems to influ-
ence membership: it appears that the obligation to pay 
the membership premium and/or the annual fees at once 
is a major obstacle, particularly for large families [15, 29, 
35, 45, 46]. The lack of coverage of certain benefits is also 
an obstacle to membership for some individuals. Finally, 
the rigidity of certain internal rules established by the 

CBHI scheme also hinders membership. For example, 
one study indicates that there is a problem of affordability 
for many poor and/or large families who cannot gather 
enough money to pay for membership of all of the house-
hold members in one go. Although it is a measure against 
adverse selection, this rule is perceived by communities 
as too rigid and inappropriate [15, 29, 35, 45–47].

Trust in the CBHI scheme
Confidence in the CBHI scheme also influences the deci-
sion to participate or not. Studies highlighted two dimen-
sions of the target population’s confidence in CBHI: 
on the one hand, confidence in the management of the 
system which depends on the skills and integrity of the 
CBHI managers, and on the other hand, confidence 
in the ability of the CBHI scheme to achieve its stated 
objectives. The target populations frequently adopt a cau-
tious attitude at the launch of a CBHI scheme, preferring 
to observe before participating [15–17, 23, 28, 34, 35, 
43, 45–48]. Other studies indicate that doubts about the 
honesty of the CBHI leaders or previous experiences with 
embezzlement may have a negative impact on member-
ship [19, 35, 42, 43, 45–48].

Misunderstanding and lack of information
Inadequacy of communication is a factor influencing 
membership in CBHI schemes. Information to be com-
municated concerns the very existence of the CBHI sys-
tem, knowledge of how the CBHI scheme functions and 
knowledge of the benefits offered by the CBHI scheme. 
The transmission of information is said to be deficient 
because the awareness campaign is not very attractive or 
not adapted to illiterate populations. This indicates that 
non-members have a limited understanding of commu-
nity health principles [15, 17, 18, 23, 33, 35–39, 43–45, 
49–52].

Discussion
This review aims to identify the factors influencing mem-
bership in CBHI schemes in West Africa. The synthesis 
of the studies made it possible to identify the factors that 
influence the decision to participate or not in a CBHI. 
These factors are mainly related to individual charac-
teristics (age, level of education, ethnicity and religion), 
household size, household financial capacity, associative 
history, quality of health care, confidence in the skills of 
healthcare providers, geographical distance, membership 
modalities, benefits offered to members, confidence in 
the CBHI, information and understanding. As CBHI ini-
tial enrolment, membership renewal and drop-out deter-
minant factors are relatively the same, we have chosen to 
analyse these membership factors together.
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This study suggests that the people potentially inter-
ested by CBHI schemes are those who are middle-aged. 
A similar finding was reported by Fadlallah et al. in a sys-
tematic review [53]: in low-income countries, nine out 
of 51 quantitative studies suggested a positive correla-
tion with older age (i.e., 36 years and older, on average). 
Regarding larger families, five out of 51 studies confirmed 
that larger households were less likely to participate in a 
CBHI. The non-membership of the elderly is likely to be 
part of a broader lack of social protection for this group, 
with, for example, less than 7% of people aged 60 and 
over receiving social protection in Benin [23].

Low education was found to be a barrier in ten of the 
included studies. These results are consistent with those 
reported by previously-published reviews in Sub-Saharan 
Africa, which showed that the higher the level of educa-
tion, the greater the likelihood of participating in a CBHI, 
whether measured in terms of years of schooling or lit-
eracy skills [8, 9, 11].

Factors related to healthcare and relationships with 
healthcare providers are also important determinants of 
membership in a CBHI. On the one hand, poor quality 
of care negatively influences membership. On the other 
hand, people’s scepticism related to the skills of health per-
sonnel reinforces their lack of confidence in them. In addi-
tion, doubts about the organisation’s ability to improve the 
quality of care also contributes to non-membership. The 
reasons for the lack of trust in the CBHI may also be due 
to previous negative experiences or to suspicion of dis-
honesty towards the CBHI managers. These observations 
call for special attention to be paid to contracting modes 
between CBHI schemes and healthcare services. For start-
up CBHI organisations, or more generally those of limited 
size, there is a high probability that they will not be able 
to influence the practices of healthcare facilities and work-
ers. Several experiences suggest, however, that this type of 
situation is not inevitable. For example, when a hospital is 
actively involved in, or even initiates, community insur-
ance systems, access to care, quality of care and patient 
confidence are significantly improved as shown in the 
work of Fadlallah et al. and Jütting and Tine on mutualist 
systems in the Thiès region of Senegal [53, 54].

Distance between the place of residence and the health-
care facility constitute a known barrier to participating 
in a CBHI scheme [8, 9, 11, 12]. There is an exception in 
Burkina Faso. De Allegri et al. showed that the distance 
separating mutualists from the healthcare facility was 
not a barrier to participate to the CBHI [35]. Member-
ship rates were higher in the communities furthest from 
the health centre. This surprising result was explained by 
the intense promotion campaigns carried out among the 
most distant populations and by the fact that the CBHI 
scheme covers the cost of transport.

The results of our review show that the lack of infor-
mation and understanding by the population can be an 
obstacle for CBHI membership and similar results were 
previously reported in different reviews [8, 9, 12, 53]. It is 
very often through radio and newspapers that messages 
are delivered. The information does not reach the rele-
vant targets because the majority of the population, espe-
cially the most disadvantaged, do not have access to these 
media. This explains why some articles reported that 
door-to-door activities with elected members of CBHI 
schemes were the most effective initiative for increasing 
membership [55]. Communication strategies are often 
lacking and deserve more investment to make population 
aware of CBHI.

There is broad consensus among the included studies 
that lack of financial resources remains the main reason 
stated by households for not participating in a CBHI. 
This is similar to the mixed results on economic status 
found by Fadlallah et  al. and Ahmad et  al. in India [53, 
56]. Consequently, the poorest households cannot afford 
paying a membership and are therefore excluded [57].

CBHI schemes that are more flexible with the collec-
tion and timing of contributions and with the member-
ship rules would be more likely to attract new members. 
Jütting and Tine broke down this process into several 
stages during which the perception of the current and 
expected costs and benefits of insurance vary according 
to factors linked to both the situation of the individuals 
and the general environment [54].

In most West African countries, there are tens, some-
times hundreds different small local initiatives which 
positively reflect a local dynamic but at the same time 
may be the reason of the failure. Indeed, CBHI schemes 
are based on solidarity among the members (risk pool-
ing) and logically the number of members matters. Some 
countries, however, managed to succeed. Examples of 
Ghana, Rwanda (the only country in sub-Saharan Africa 
to achieve a coverage above 90% [58, 59]) or India are 
interesting case studies. The key to Rwanda’s success in 
implementing the health insurance program appears to 
be a strong societal consensus on equal access to health-
care with financial protection, crucially supported by the 
government through investments in the health sector, 
effective legislation to provide basic care to the uninsured 
and an intensive national program [58, 59].

In India, most CBHI programs are run by nongovern-
mental organisations with considerable organisational 
diversity [60, 61]. Strategic procurement and effective 
monitoring were provided, and financial sustainability 
was increased by merging smaller systems. In particu-
lar, the Indian government has created a more favour-
able policy environment by giving legal recognition to 
CBHI programs and providing grants to the poor [61, 
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62]. These programs have been rapidly successful and 
reflected a trend in Asian countries to move away from 
informal coverage and to integrate health insurance pro-
grams into regulated government frameworks. Although 
the health insurance landscape in Asia differs somewhat 
from that in West Africa, some common patterns and 
lessons can be drawn.

Senegal is a strange case because it implemented 
the known ingredients of success but did not reach the 
expected coverage. The government launched in 2013 a 
universal health coverage initiative based on local CBHI 
organisations that reached 676 in 2016. The national 
agency standardized the benefit package and insurance 
premium, the government subsidized 50% of the pre-
mium for all enrolees and 100% for the poor and disabled 
people, and the rest of the funds from the premiums are 
pooled to cover health care and drugs provided or pre-
scribed by referral hospitals [63]. According to Bous-
mah et  al., the problem was linked to the low demand 
for health insurance due to limited access to information 
about available schemes [44].

So far, CBHI, without a strong support from govern-
ments and international aid, seems ineffective to reach 
universal health coverage. However, CBHI may have a 
role in increasing uptake of quality care and promoting 
accountability of healthcare providers.

The originality of our study is to review factors of CBHI 
membership and non- membership in West Africa and 
it was conducted with respect to research standards 
of scoping review. However, despite our best effort to 
review all available recent evidence available, this study 
has limitations. First, we found data in only seven of the 
15 West African countries, while several other West Afri-
can countries have previously launched similar insurance 
programs. Second, the quality of the included studies was 
not considered. Lastly, as it was not a systematic review 
and meta-analysis, the statistical magnitude of the differ-
ent determinants of CBHI membership and non-mem-
bership were not compared.

Conclusions
This study shows many lessons that can be learned from a 
variety of countries and initiatives that could make CBHI 
an effective tool for expanding access to healthcare. Cov-
erage through CBHI schemes could be improved through 
policies that include closer integration of the informal 
and formal sectors within the existing national health 
insurance systems, with increasing beneficiary participa-
tion in program design and management, improved com-
munication and education, increased public and private 
financing of healthcare and targeted financial assistance. 
By making membership mandatory, more people could 
benefit from social protection. These results are likely to 

be instructive for government policymakers in achiev-
ing universal health coverage goals and improving health 
outcomes.
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