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Many countries in sub-Saharan Africa are struggling to expand voluntary health insurance schemes to raise finances toward achieving universal health coverage. With more than three-quarters of the population without any insurance, the government of Tanzania has unsuccessfully tried to pass a Bill proposing a mandatory, nationwide scheme to cover the large and diverse informal sector. The Bill proposed an annual premium of ∼150 USD for a household of six or 65 USD per person. Studies in Tanzania and Kenya have shown that the majority of people in the informal sector are unwilling and unable to pay premiums as low as 4 USD, mostly due to poverty. Mandatory health insurance for the informal sector is not common in this region, mostly because it is difficult to enforce. Successful insurance schemes have included significant subsidies from tax revenues. Tanzania should not seek to raise funds for health through an unenforceable insurance scheme but rather should consider a largely tax-funded scheme for the informal sector. Contributions through low-cost voluntary schemes can enhance social contracts, reduce out-of-pocket expenditure, and promote efficient utilization. In addition, progressive health taxes should be imposed on harmful products (tobacco, alcohol, sugary drinks, etc.) to raise more funds while addressing the increasing burden of non-communicable diseases. Furthermore, efficiency in the use of scarce health resources should be promoted through realistic prioritization of public services, the use of Health Technology Assessment, and strategic purchasing.
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1. Introduction

Universal Health Coverage (UHC) as enshrined in the Sustainable Development Goals aims to ensure that everyone has access to the healthcare they need without suffering financial hardship (1). However, more than half of sub-Saharan African countries, including Tanzania, rely heavily on out-of-pocket (OOP) payments, estimated to exceed 30% of total health expenditure (THE) (2). A recent review showed that out of 36 countries in this region, only Ghana, Rwanda, Gabon, and Burundi have insurance coverage of above 20% (3). High OOP payments may expose households to catastrophic and impoverishing expenses (4). The incidence of catastrophic health expenditure i.e., health payments that exceed 10% of THE in this region is estimated at 16.5% (5). Even small expenses can cause financial hardship because of the extreme poverty prevalent in this region and will displace other crucial household investments. Households often turn to selling assets, using savings, taking on loans, or forgoing other necessities to cope with such health financial shock (4, 6, 7), which keeps them in a vicious cycle of poverty (4).

Tanzania is a lower-middle-income country, with a population of 61.3 million people. Since independence, Tanzania has gone through several phases of health reforms. Following independence, Tanzania issued the Arusha Declaration in 1967 with its policy of Socialism and Self Reliance, which included the abolition of user fees in public health facilities (8). These reforms also aimed to ensure universal access to social services and to reverse the rural-urban dichotomy by passing budgets that prioritized rural and marginalized communities and focus on preventive services. In 1977, the government banned private for-profit medical practice and took on the ambitious task of providing health services for free through taxation. Following the economic crisis in the 1980s and the Structural Adjustment Programs, more reforms were implemented in the early 1990s that lifted the ban on private for-profit providers and introduced (in phases) user fees in public health facilities (9).


1.1. Health insurance for universal health coverage

In 1999, Tanzania started the National Health Insurance Fund (NHIF), followed by the Community Health Fund (CHF) in 2001. NHIF is a mandatory scheme, primarily for formal employees, with a contribution of 6% shared equally between the employee and the employer. NHIF's revenues come from member contributions (85.9%) and returns on investment (13.5%) (10). In contrast, CHF is a voluntary scheme for the informal sector mostly in rural areas, where around 70% of the population lives. Weak management, poor understanding of the concept of risk pooling, poor quality of services in public facilities, a benefits package that restricted members to only access outpatient health services (11–13), and inability and unwillingness to pay annual premiums of between 5,000 and 10,000 TZS (∼2–4 USD) per household of six (11, 13, 14) were the main challenges behind low enrollment rates. This was despite the presence of exemptions and waiver mechanisms for the poor. In 2016, CHF was reformed to an “improved Community Health Fund” (iCHF), with a flat annual premium of 30,000 TZS (US$ 13), and an improved benefits package including referral to regional level in-patient services [in Dar es Salaam the premium was higher at 150,000 TZS (65 US$)] (15).

Insurance coverage in Tanzania has remained low over the last two decades of implementation. Only about 15% of Tanzanians (8% through NHIF), equivalent to 9.1 million had health insurance by the end of 2021 (16). This represents a significant decrease compared to the 32% coverage reported in 2018, of which 8% were under NHIF, 21% under iCHF, and 3% under private schemes (17). Overall, health insurance contributes 12% of THE in Tanzania, while OOP payments, government, and donors contribute 34%, 24%, and 32%, respectively (18). Since 2016, government and donor contribution to THE has been decreasing while OOP has been increasing (18), thus shifting the financing burden toward the patients.

In 2022, the government proposed mandatory health insurance as a strategy to cover the large informal sector and raise additional revenue for health. The Bill for the establishment of mandatory Universal Health Insurance (UHI) and Tanzania Insurance Regulatory Agency (TIRA) was however withdrawn from the parliament twice. One of the TIRA's roles was to determine those who cannot pay so that they can be exempted. The Bill also proposed the incorporation of the iCHF into the new scheme. In both instances, the UHI Bill was withdrawn to allow more consultation with the parliamentary committee and other stakeholders (19). The contentious issue was the proposed annual premium of 350,000 TZS (∼150 USD) for a household of six or 150,000 TZS (∼65 USD) per person—and the lack of a clear definition of entitlements to the beneficiaries. To enhance enrolment, the Bill proposed that all citizens must present evidence of having health insurance when seeking a driving license, motor vehicle insurance, or admitting children to advanced secondary school, or higher education institutions (20). These enforcement strategies would further marginalize the poor who are unlikely to own motor vehicles or require driving licenses or admission to higher learning institutions.

The level of poverty particularly in rural areas, where most poor, vulnerable, and the informal sector people live further cast doubts on whether mandatory contributions are feasible. A recent financial survey of 2023 showed that more than 80% of adult Tanzanians receive seasonal or occasional income (21). The most recent Household Budget Survey also reported that about 33% of the people in rural areas and 15% in urban, live in poverty and could not afford their basic needs. Their monthly consumption expenditures were 362,000 TZS and 535,000 TZS, respectively (22). Interestingly, about half of the household consumption (46.1%) was held by the highest 20% income group and only 3.1% by the lowest 10% income group. The proposed UHI premium represents about 10% and 5% of the household consumption in rural and urban areas, respectively–but does not cater to significant inequity in the distribution of income and consumption across the informal employment sector. This level of poverty explains why rural residents were unable and unwilling to pay the annual premiums of 5,000–10,000 TZS required for iCHF. It is therefore unimaginable that the proposed premium of 350,000 TZS will be affordable to rural residents. Furthermore, no plans have been made and explained to improve access to quality health care or to cross-subsidize for those less able to pay and to exempt the poorest. A recent study in rural Tanzania has shown that poor households utilize outpatient and inpatient care much less compared to the well-off, regardless of their iCHF enrollment status (23). The authors invited studies to explore the reasons behind this inequity. However, one can speculate the lack of literacy to navigate the healthcare system, bureaucracy in healthcare provision or transport-related and other indirect costs associated with care-seeking could play an important role.




2. Discussion


2.1. Have mandatory health insurance schemes for the informal sector worked elsewhere in Africa?

Mandatory health insurance for the informal sector is not common in Africa. The reason being the informal sector involves low and often irregular incomes, hence it is difficult to join prepayment schemes. The degree of informality means the government has little insight or capacity to assess and tax income. Even if informal workers enroll, the attrition rate is usually very high. A recent review showed that most mandatory insurance schemes target formal sector employees and not the informal sector. Even when the mandatory contributions extend to the informal sector they remain voluntary (24). For example in Ghana, “NHIS is mandatory but because the informal sector has to make premium payment before they are enrolled, the authorities are unable to enforce the mandatory nature of the scheme” (25). To accommodate this, a large proportion of the population of Ghana is exempt and many district health insurance schemes (DHISs) charge relatively low annual premiums ranging between US$ 2 and 4 (26). Despite the low levels of premiums, coverage has never exceeded 60%. In Kenya, the National Hospital Insurance Fund has been mandatory for the formal and informal sector since 1998 (27), and the premium is US$4 per month (500 Kenya Shilling), yet studies have shown that it is unaffordable to the majority i.e., 60% (7) and enrollment among informal sector citizens is very low.

One major challenge with mandatory health insurance contribution in the informal sector is how to enforce the law. In Rwanda, the insurance coverage in the informal sector is above 80%. However, enrolment in the Mutuelles de Santé/Community-Based Health Insurance schemes (CBHIs) is not only mandatory by law but local government officials are held responsible to increase enrollment rates and can enforce penalties on those who do not pay. These penalties may include monetary fines, confiscation of livestock, banning entrance to local markets, or denying administrative documents to those without insurance cards (28, 29). The population of Tanzania is more than four times that of Rwanda and more importantly, it is spread over a geographical area that is 36 times bigger. Such a large population and lack of financial and human resources coupled with a more complex five-tier health system spread over such a huge area will make enforcing similar penalties in Tanzania very challenging.



2.2. Policy recommendations


2.2.1. The tax-funded insurance scheme is more sustainable

Public financing is dubbed as the surest and most sustainable means to finance health to achieve UHC (30, 31). Gabani et al. (32), using data from 124 countries showed that transitions from OOP-dominant to public-financed systems improved life expectancy, reduced under-five mortality, and the incidence of CHE more than transitions to social health insurance systems. The paper cited limited coverage of health insurance and high implementation costs as the reasons behind their finding (32). Other studies have also shown that all countries that have managed to expand coverage of health services to the poor did so through general government revenues (33). Unaffordability and unwillingness to pay premiums are well-documented among the reasons for the poor performance of voluntary schemes in Tanzania and other developing countries (11, 13, 14, 34), hence tax-based contributions to any financing strategy are largely unavoidable (3, 24, 35–38). The Ghanaian NHIS with coverage of 58%, gets 70% of its revenues from the national health insurance levy of 2.5%, which is a value-added tax imposed on goods and services (39). Finances raised through formal and informal sector premiums account for less than 5% of THE (39). Nigeria has also passed a mandatory health insurance law but included a tax-based non-contributory financing mechanism to cover the poor, vulnerable, and informal sectors that represent more than 70% of the population i.e., 190 million (40). In Ethiopia there is wide coverage of CBHIs in rural areas, however, contributions account for less than 1% of THE (41). In Rwanda, member contributions account for two-thirds of the CBHIs revenues but the poorest are fully subsidized through tax revenues or donor contributions (42).



2.2.2. Introduce ring-fenced health taxes

Taxation of products or goods that are deemed harmful to individuals and costly to society (health taxes) such as tobacco, alcohol, gambling, and sugary beverages is increasingly becoming important in developing countries, not only to discourage unhealthy consumption but also to increase domestic revenues for health (43). In the case of Thailand, which introduced UHC in 2002, a 2% levy on alcohol and tobacco generated 50–60 million USD annually for health financing (44). Ghana recently passed a law to introduce health taxes and there has been a call to ensure these taxes are ring-fenced for health. Otherwise, it has been argued that the intended target of reducing OOP health expenditure will not be realized (45). Tanzania should follow suit by imposing health taxes to raise revenues and protect public health, which in return may reduce health expenses due to Non-Communicable Diseases.



2.2.3. Enhancing efficient and equitable use of scarce resources

The World Health Report of 2010-“Health Systems Financing: The Path to Universal Coverage” indicated that up to 40% of health sources are wasted. Hence, in addition to trying to enhance the pool of pre-paid health contributions—it is critical that resources are well spent in the public interest. Establishing benefits packages to determine entitlements under public systems as well as the use of Health Technology Assessment (HTA) can enhance effective prioritization and targeting of resource use to services with the highest benefit and equity-inducing impact (31). In 2014, WHO urged member states to establish national HTA systems, to systematically inform policy decisions, including priority-setting, selection, procurement supply system management and use of health interventions and/or technologies, as well as the formulation of sustainable financing benefit packages, medicines, benefits management including pharmaceutical formularies, clinical practice guidelines, and protocols for public health programs (46). Yet studies have shown that Tanzania lacks a rigorous system to inform reimbursement decisions (47). Despite Tanzanian commitment to UHC, little progress has been made in HTA institutionalization despite a lot of efforts by international supporters (48). The quest to increase funding must go hand in hand with improved capabilities to establish priorities, improve purchasing arrangements, and ensure enhanced access to quality services for all Tanzanians.



2.2.4. Involve the public in the discussion about health system reforms and expanding public communication and awareness

Public perception and preferences can determine the success or failure of health sector reforms. Therefore, extensive public involvement and support are crucial elements in creating a sustainable health financing system. What I observed with the failed Bill for UHI was complete neglect of public involvement in the discussions about the proposed health insurance reform, which eventually led to its rejection. There are various strategies that the public can be involved. First, for financing reforms that were going to impact such a large population, eliciting their willingness to pay through well-established methods such as contingent valuation was necessary. For example, in the Gambia, a household survey was conducted to determine the Willingness-to-Pay amount for the NHIF, which was 23.3 USD (49). Previous studies in Tanzania have reported 5 USD as the amount residents working in the informal sector were willing-to-Pay (14). It remains unknown whether these data were used to inform the premium for the proposed Bill. Second, public debates through different platforms were necessary to inform the bottom-up process rather than the top-down approach that was used. Although government officials and guests from the public held several live discussions about the UHI on television, these were largely polarized. On one side, government officials argued in favor of the proposed premium, and on the other side the public opposed it, some even called for free healthcare for all. One could observe a communication gap between policymakers and the public. Hence, better communication was imperative to enhance public understanding and prepare them for the reforms.





3. Conclusion

Mandatory health insurance for the informal sector is not easy to implement in Africa, and where it has worked the contribution, particularly among the poor has been small. About one-third of the people in rural and one-fifth in urban Tanzania live in poverty, hence are unlikely to afford large contributions to enroll in mandatory health insurance schemes. Therefore, the government should not seek to raise funds for health through an unenforceable insurance scheme but rather opt for a tax-funded scheme to cover the informal sector. Progressive health taxes should be imposed on harmful products (tobacco, alcohol, sugary drinks, etc.) to raise more funds while addressing the increasing burden of non-communicable diseases. Furthermore, efficiency in the use of scarce health resources should be promoted through realistic prioritization of public services, Health Technology Assessment, and strategic purchasing.



Data availability statement

The original contributions presented in the study are included in the article/Supplementary Material, further inquiries can be directed to the corresponding author.



Author contributions

ATM conceptualized the idea and wrote the manuscript.



Conflict of interest

The author declares that the research was conducted in the absence of any commercial or financial relationship that could be constructed as a potential conflict of interest.



Publisher's note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



References

1. UNGA. Seventieth session united nations general assembly-transforming our world: The 2030 agenda for sustainable development (A/RES/70/1). New York: United Nations (2015).

2. Ifeagwu SC, Yang JC, Parkes-Ratanshi R, Brayne C. Health financing for universal health coverage in sub-Saharan Africa: a systematic review. Glob Health Res Policy. (2021) 6(1):8. doi: 10.1186/s41256-021-00190-7

3. Barasa E, Kazungu J, Nguhiu P, Ravishankar N. Examining the level and inequality in health insurance coverage in 36 sub-Saharan African countries. BMJ Glob Health. (2021) 6(4):e004712. doi: 10.1136/bmjgh-2020-004712

4. Whitehead M, Dahlgren G, Evans T. Equity and health sector reforms: can low-income countries escape the medical poverty trap? Lancet. (2001) 358(9284):833–6. doi: 10.1016/S0140-6736(01)05975-X

5. Eze P, Lawani LO, Agu UJ, Acharya Y. Catastrophic health expenditure in sub-Saharan Africa: systematic review and meta-analysis. Bull World Health Organ. (2022) 100(5):337–51J. doi: 10.2471/BLT.21.287673

6. Bonfrer I, Gustafsson-Wright E. Health shocks, coping strategies and foregone healthcare among agricultural households in Kenya. Glob Public Health. (2017) 12(11):1369–90. doi: 10.1080/17441692.2015.1130847

7. Maritim B, Koon AD, Kimaina A, Lagat C, Riungu E, Laktabai J, et al. “It is like an umbrella covering you, yet it does not protect you from the rain”: a mixed methods study of insurance affordability, coverage, and financial protection in rural western Kenya. Int J Equity Health. (2023) 22(1):27. doi: 10.1186/s12939-023-01837-2

8. Nyerere JK. The arusha declaration: socialism and self-reliance. In: Nyerere JK, editors. Freedom and socialism. Dar es Salaam: Oxford University Press (1968). p. 231–50.

9. Ministry of Health. Proposals for health sector reforms. Dar es Salaam, Tanzania: Ministry of Health (1994).

10. CAG. The report of controller and auditor general of national health insurance fund for the financial year ended 30th June 2021. Dodoma: The Office of Controller and Auditor General (2023).

11. Kamuzora P, Gilson L. Factors influencing implementation of the community health fund in Tanzania. Health Policy Plan. (2007) 22(2):95–102. doi: 10.1093/heapol/czm001

12. Macha J, Kuwawenaruwa A, Makawia S, Mtei G, Borghi J. Determinants of community health fund membership in Tanzania: a mixed methods analysis. BMC Health Serv Res. (2014) 14:538. doi: 10.1186/s12913-014-0538-9

13. Mtei GP, Mulligan J, Palmer N, Kamuzora P, Ally M, Mills A. An assessment of the health financing system in Tanzania: implications for equity and social health insurance. Report on Shield Work Package 1. (2007).

14. Kuwawenaruwa A, Macha J, Borghi J. Willingness to pay for voluntary health insurance in Tanzania. East Afr Med J. (2011) 88(2):54–64.24968592

15. Lee B, Tarimo K, Dutta A. Tanzania’s improved community health fund: An analysis of scale-up plans and design. Washington, DC: Palladium, Health Policy Plus (2018).

16. Minister for Health. Budget speech 2022/2023. Dodoma: Ministry of Health (2022).

17. Durizzo K, Harttgen K, Tediosi F, Sahu M, Kuwawenaruwa A, Salari P, et al. Toward mandatory health insurance in low-income countries? An analysis of claims data in Tanzania. Health Econ. (2022) 31(10):2187–207. doi: 10.1002/hec.4568

18. MoH. National health accounts for the years 2017–2020. Dar es Salaam, Tanzania: Ministry of Health (2022).

19. Gregory S. Major changes in universal health insurance bill. Dar es Salaam, Tanzania: The Citizen (2023). Available at: https://www.thecitizen.co.tz/tanzania/news/national/major-changes-in-universal-health-insurance-bill-4097070 (Accessed 8th May 2023).

20. Kalumbia L. Universal health insurance bill. Dar es Salaam, Tanzania: The Citizen. (2022). Available at: https://www.thecitizen.co.tz/tanzania/news/national/universal-health-insurance-bill-comes-with-tight-rules-3960462 (Accessed 8th May 2023).

21. FSDT. Finscope Tanzania 2023. Dar es Salaam: Financial Sector Deepening Trust (2023).

22. Ministry of Finance. Tanzania Mainland household budget survey 2017/2018. Dodoma: National Bureau of Statistics (2020).

23. Kagaigai A, Anaeli A, Grepperud S, Mori AT. Healthcare utilization and catastrophic health expenditure in rural Tanzania: does voluntary health insurance matter? BMC Public Health. (2023) 23(1):1567. doi: 10.1186/s12889-023-16509-7

24. Ly MS, Bassoum O, Faye A. Universal health insurance in Africa: a narrative review of the literature on institutional models. BMJ Glob Health. (2022) 7(4):e008219. doi: 10.1136/bmjgh-2021-008219

25. Amporfu E. Equity of the premium of the Ghanaian national health insurance scheme and the implications for achieving universal coverage. Int J Equity Health. (2013) 12:4. doi: 10.1186/1475-9276-12-4

26. Blanchet NJ, Fink G, Osei-Akoto I. The effect of Ghana’s national health insurance scheme on health care utilisation. Ghana Med J. (2012) 46(2):76–84.22942455

27. Government of Kenya. The national hospital insurance fund. Nairobi: Government of Kenya (1998).

28. Chemouni B. The political path to universal health coverage: power, ideas and community-based health insurance in Rwanda. World Dev. (2018) 106:87–98. doi: 10.1016/j.worlddev.2018.01.023

29. Government of Rwanda. Law N° 03/2015 of 02/03/2015 governing the organisation of the community-based health insurance scheme. Official Gazette, no 15 of 13/04/2015 (2015).

30. Abubakar I, Dalglish SL, Angell B, Sanuade O, Abimbola S, Adamu AL, et al. The lancet Nigeria commission: investing in health and the future of the nation. Lancet. (2022) 399(10330):1155–200. doi: 10.1016/S0140-6736(21)02488-0

31. WHO. World health report: Health systems financing-the path to universal coverage. Geneva: World Health Organization (2010).

32. Gabani J, Mazumdar S, Suhrcke M. The effect of health financing systems on health system outcomes: a cross-country panel analysis. Health Econ. (2023) 32(3):574–619. doi: 10.1002/hec.4635

33. Yazbeck AS, Savedoff WD, Hsiao WC, Kutzin J, Soucat A, Tandon A, et al. The case against labor-tax-financed social health insurance for low- and low-middle-income countries. Health Aff (Millwood). (2020) 39(5):892–7. doi: 10.1377/hlthaff.2019.00874

34. Kagaigai A, Thomas Mori A, Anaeli A, Grepperud S. Whether or not to enroll, and stay enrolled? A Tanzanian cross-sectional study on voluntary health insurance. Health Policy Open. (2023) 4:100097. doi: 10.1016/j.hpopen.2023.100097

35. Kazungu JS, Barasa EW. Examining levels, distribution and correlates of health insurance coverage in Kenya. Trop Med Int Health. (2017) 22(9):1175–85. doi: 10.1111/tmi.12912

36. Okungu V, Chuma J, Mulupi S, McIntyre D. Extending coverage to informal sector populations in Kenya: design preferences and implications for financing policy. BMC Health Serv Res. (2018) 18(1):13. doi: 10.1186/s12913-017-2805-z

37. Djahini-Afawoubo DM, Atake E-H. Extension of mandatory health insurance to informal sector workers in Togo. Health Econ Rev. (2018) 8(1):22. doi: 10.1186/s13561-018-0208-4

38. Hussien M, Azage M. Barriers and facilitators of community-based health insurance policy renewal in low- and middle-income countries: a systematic review. Clinicoecon Outcomes Res. (2021) 13:359–75. doi: 10.2147/CEOR.S306855

39. Alhassan RK, Nketiah-Amponsah E, Arhinful DK. A review of the national health insurance scheme in Ghana: what are the sustainability threats and prospects? PLoS One. (2016) 11(11):e0165151. doi: 10.1371/journal.pone.0165151

40. Aregbeshola BS. A tax-based, noncontributory, health-financing system can accelerate progress toward universal health coverage in Nigeria. MEDICC Rev. (2018) 20(4):40–5. doi: 10.37757/MR2018.V20.N4.9

41. Demissie E, Hatt L, Ezekwem E. 3 challenges affecting community-based health insurance in Ethiopia. Addis Ababa: Results for Development. 2023. Available at: https://r4dorg/blog/3-challenges-affecting-community-based-health-insurance-in-ethiopia/ (Accessed 22nd June 2023) (Internet).

42. Government of Rwanda. Rwanda community based health insurance policy. Kigali: Ministry of Health (2010).

43. Miracolo A, Sophiea M, Mills M, Kanavos P Sin taxes and their effect on consumption, revenue generation and health improvement: a systematic literature review in Latin America. Health Policy Plan. (2021) 36(5):790–810. doi: 10.1093/heapol/czaa168

44. Srithamrongsawat S, Aekplakorn W, Jongudomsuk P, Thammatach-aree J, Patcharanarumol W, Swasdiworn W, et al. Funding health promotion and prevention—the Thai experience World Health Report Background Paper, No 45 (2010).

45. Asiedu KS. The Ghana center for democratic development. (2023).

46. WHO. Health intervention and technology assessment in support of universal health coverage: World health assembly resolution 67.23. Geneva: World Health Organization (2014).

47. Mori AT, Kaale EA, Ngalesoni F, Norheim OF, Robberstad B. The role of evidence in the decision-making process of selecting essential medicines in developing countries: the case of Tanzania. PLoS One. (2014) 9(1):e84824. doi: 10.1371/journal.pone.0084824

48. Surgey G, Chalkidou K, Reuben W, Suleman F, Miot J, Hofman K. Introducing health technology assessment in Tanzania. Int J Technol Assess Health Care. (2020) 36(2):80–6. doi: 10.1017/S0266462319000588

49. Njie H, Wangen KR, Chola L, Gopinathan U, Mdala I, Sundby JS, et al. Willingness to pay for a national health insurance scheme in the Gambia: a contingent valuation study. Health Policy Plan. (2023) 38(1):61–73. doi: 10.1093/heapol/czac089







OPS/images/crossmark.jpg
(®) Check for updates.





OPS/xhtml/Nav.xhtml




Contents





		Cover



		Mandatory health insurance for the informal sector in Tanzania—has it worked anywhere!

		1. Introduction



		1.1. Health insurance for universal health coverage











		2. Discussion



		2.1. Have mandatory health insurance schemes for the informal sector worked elsewhere in Africa?



		2.2. Policy recommendations



		2.2.1. The tax-funded insurance scheme is more sustainable



		2.2.2. Introduce ring-fenced health taxes



		2.2.3. Enhancing efficient and equitable use of scarce resources



		2.2.4. Involve the public in the discussion about health system reforms and expanding public communication and awareness



















		3. Conclusion



		Data availability statement



		Author contributions



		Conflict of interest



		Publisher's note



		References



















OPS/images/cover.jpg
, frontiers ‘ Frontiers Health Services

Mandatory health insurance for
the informal sector in Tanzania—
has it worked anywhere!





OPS/images/logo.jpg
& frontiers | Frontiers in Health Services





