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Abstract
We conducted a scoping review with the objective of synthesizing available literature and mapping what designs and methods 
have been used to evaluate health insurance reforms in sub-Saharan Africa. We systematically searched for scientific and grey 
literature in English and French published between 1980 and 2017 using a combination of three key concepts: “Insurance” 
and “Impact evaluation” and “sub-Saharan Africa”. The search led to the inclusion of 66 articles with half of the studies 
pertaining to the evaluation of National Health Insurance schemes, especially the Ghanaian one, and one quarter pertaining 
to Community-Based Health Insurance and Mutual Health Organization schemes. Sixty-one out of the 66 studies (92%) 
included were quantitative studies, while only five (8%) were defined as mixed methods. Most studies included applied an 
observational design (n = 37; 56%), followed by a quasi-experimental (n = 27; 41%) design; only two studies (3%) applied 
an experimental design. The findings of our scoping review are in line with the observation emerging from prior reviews 
focused on content in pointing at the fact that evidence on the impact of health insurance is still relatively weak as it is derived 
primarily from studies relying on observational designs. Our review did identify an increase in the use of quasi-experimental 
designs in more recent studies, suggesting that we could observe a broadening and deepening of the evidence base on health 
insurance in Africa over the next few years.
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Key Points for Decision Makers 

Evidence on the impact of health insurance in sub-Saha-
ran Africa is derived primarily from observational stud-
ies, i.e. studies that cannot discern causal relationships, 
but only highlight an association between the outcome of 
interest and insurance exposure.

Only 7% of all studies reviewed employed qualitative or 
mixed methods, suggesting that the field of impact evalu-
ation is still largely dominated by a positivist epistemol-
ogy reflected in a purely quantitative tradition.

As the number of experimental and quasi-experimental 
studies has increased in recent years, we can expect a 
substantial expansion and improvement of the evidence 
base on the impacts of health insurance in sub-Saharan 
Africa.

1 � Background

Over the last few years and across sub-Saharan African 
countries, the push towards Universal Health Coverage 
(UHC) has led to an increasing number of reforms being 
implemented in the health-financing sector [1]. Health-
financing reforms have affected the collection and pool-
ing as well as the purchasing function in an attempt to 
increase revenue generation and cross-subsidization at the 

population level while at the same time increasing effi-
ciency in resource allocation [2, 3]. The range of reforms 
has been wide, from targeted subsidies to user fee removal, 
from health insurance to results-based financing. These 
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reforms have been the subject of a large number of evalu-
ations, focused both on implementation processes and 
impacts, in an attempt to synthetize evidence and increase 
cross-learning across settings and countries. Of particular 
interest is the emerging number of reviews, which con-
dense evidence on the impact produced and the challenges 
met during the implementation of single specific interven-
tions [4–8].

These reviews consistently point at methodological 
weaknesses in the designs selected and the methods used 
to evaluate the abovementioned health-financing reforms. 
This observation represented the starting point for our 
work. We conducted a scoping review of the designs and 
methods used to evaluate health insurance reforms in 
sub-Saharan Africa (SSA). Our objective was to generate 
knowledge on methodological applications and challenges 
and reflect on what could be done to improve the quality 
of the currently available evidence base. In order to limit 
the scope of the review to a manageable size, we focused 
specifically on impact evaluations related to health insur-
ance. Our choice was motivated by the central role that 
insurance plays in securing a sustainable path to UHC. 
In addition, since insurance is a health-financing strategy 
with a long history across sub-Saharan Africa, we were 
able to cover a long-time trajectory and a wide geographi-
cal spread, observing changes in study design and methods 
over time and across settings.

2 � Methods

We conducted our scoping review by applying the classic 
six-step framework developed by Arksey and O’Malley 
[9]. We selected the scoping review methodology above 
the systematic review approach because our objective 
was neither to condense evidence on a given topic nor 
to appraise the strength of such evidence, but rather to 
provide a broad overview of all methods being used to 
evaluate health insurance reforms.

2.1 � Research Question

Our work was guided by the following research question: 
What designs and methods have been used in studies evalu-
ating all forms of health insurance reforms in SSA?

Our specific objectives were: (1) to review methods and 
designs used in studies evaluating the impact of health insur-
ance reforms in SSA; (2) to describe the contexts of these 
evaluations; (3) to map the evolution over time and accord-
ing to geographical zones; (4) to review methodological 

challenges faced during the evaluation reported by authors 
themselves.

2.2 � Search Strategy

We conducted a systematic literature search using four scien-
tific electronic databases (PubMed, Embase, Global Health 
and EconLit), two specific francophone databases (Cairn 
and BDSP), and grey literature (OpenGrey, J-Pal, CERDI, 
WHOLIS, Abt partnership, GiZ, World Bank). Reference 
lists of included articles were also screened to find potential 
additional relevant articles.

Our final search strategy was validated by a librarian at the 
University of Montréal and was performed in all databases 
on 2 November 2017. It consisted of the following combina-
tions of key concepts “Insurance” AND “Evaluation” AND 
“Sub-Saharan Africa”. We included all possible associated 
keywords with each key concept and appropriate descriptors 
for each database as shown in Supplementary Material 1.

2.3 � Selection of Relevant Studies

The screening of articles occurred in two phases: (1) A 
selection based on title and abstracts only; and in cases 
where there was no abstract, the reference was automatically 
included for full-text screening. We piloted the abstract-
based strategy of selection on 50 random references to vali-
date the selection criteria [10]. (2) A selection based on full 
texts. One reviewer (SD) screened all the articles, and in 
case of uncertainty, the reference was discussed with the 
other investigators (MDA and VR) until consensus on inclu-
sion or exclusion could be reached.

The inclusion criteria were: (1) presented an impact 
evaluation of any forms of health insurance; (2) occurred in 
SSA; (3) was published between January 1980 and Novem-
ber 2017; (4) was written in English or French.

The exclusion criteria were: (1) focused on determinants 
of enrolment; (2) focused on the scheme performance (sus-
tainability, financial viability, and/or cost efficiency); (3) 
presented a process evaluation (including quality of service 
delivery assessments); (4) did not present a detailed methods 
section (i.e. lack of elements on study design, data collection 
and data analysis); (5) presented an evaluation of a health 
reform other than health insurance; (6) was a feasibility/pre-
vision/projection study to evaluate future health insurance 
reforms. We excluded items for which we could not retrieve 
full text as well as non-original research (e.g. reviews, com-
ments, editorials). However, we did screen their references 
for potentially relevant original studies.

Inclusion and exclusion criteria were meant to ensure 
that we keep our focus on the designs and methods used 
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to evaluate the impact of health insurance in sub-Saharan 
Africa. On the one hand, our inclusion criteria were rather 
broad to ensure that we would not miss any relevant impact 
evaluation. On the other hand, our exclusion criteria were 
set to screen out articles that focused on health insurance but 
were not impact evaluations.

We defined an impact evaluation study as any study that 
explicitly addressed the impact or effect of a health insurance 
scheme on any measure related to health-service utilization, 
health-service delivery (including quality of care), health 
status and financial protection. We also included as impact 
evaluations studies conducted in clinical settings to assess 
whether health service delivery and heath status differed 
between insured and non-insured people and/or periods.

2.4 � Charting the Data

The authors engaged in a close iterative process to agree on 
the final validation of the data-extraction form. One reviewer 
(SD) extracted data from three studies (as a pilot round) and 
the principal investigator (MDA) revised the data extraction 
of the same three studies to further improve data extraction 
categories in alignment with our specific study objectives. 
Once the grid was validated, a study assistant (CW) was also 
involved in the data extraction after appropriate training with 
the authors (SD and MDA). The completed data extraction 
grid, provided in Supplementary Material 2, contained the 
following main categories: general information, insurance 
reform data, data collection, study design and data analysis, 
methodological considerations.

Our study design classification aimed at differentiat-
ing studies according to their ability to accurately iden-
tify causal relationship through minimization of potential 
threats to internal validity (such as the inability to control 
for bias due to observable and unobservable covariates). 
In line with existing literature [11, 12], we defined as 
observational any study that used cross-sectional, repeated 
cross-sectional, and/or longitudinal data, but relied only on 
descriptive statistics and/or simple modelling techniques 
(such as simple regression models not adjusting for selec-
tion bias). While observational studies may provide impor-
tant information on existing associations between insur-
ance exposure and outcomes of interest, they can make 
no causal claims, since they do not adequately control for 
possible sources of bias in the estimation of these associa-
tions. As such, observational studies are generally not a 
preferred option in impact assessments.

On the opposite side, we classified as experimental any 
study that relied on a randomized allocation of insurance 
exposure [12]. Studies that rely on randomization are the 
ones with fewer threats to internal validity, since through 
randomization the probability that the effect observed on 
the outcome of interest is confounded by observable and 

unobservable covariates is minimized. Somewhat standing 
in the middle between observational and experimental stud-
ies, we defined as quasi-experimental any study that applied 
statistical techniques capable of approximating an experi-
ment at the analytical level [12]. These included: difference 
in differences approaches, instrumental variable models, 
fixed-effects models, and propensity score matching. By 
controlling for potential bias due to either observable and/
or unobservable covariates, these studies make an attempt to 
accurately estimate the relationship between insurance expo-
sure and outcome by reducing potential threats to internal 
validity, even in the absence of randomization.

Regarding the outcomes, we divided them in four broad 
categories:

•	 Services use: including healthcare facility utilization; 
maternal care utilization, including facility-based 
delivery or skilled-birth attendance at delivery, ante-
natal and post-natal visits; under 5-year-old child 
immunizations or health-service utilization in case of 
fever, diarrhoea or cough; health-service utilization for 
specific vulnerable groups (women of reproductive age, 
children under the age of 5 years, poor); and just in one 
case of use of traditional medicine.

•	 Financial protection: including individual and/or 
household out-of-pocket health expenditures; cata-
strophic health expenditures; socio-economic differen-
tials after healthcare use such as loans, impoverishment 
and indebtedness; income variations and methods to 
obtain cash to pay for care; costs of care.

•	 Health outcomes: including all-cause mortality in 
the general population, age-specific mortality, under 
5 year-old mortality, perinatal and neonatal mortality 
(under 7 or 28 days of life); under 5- or 2-year-old 
anemia and stunting; changes in health status (includ-
ing specific measures of hypertension) in adults, for 
under 5-year-old children, and for paediatric patients; 
pregnancy rate; and low birth weight.

•	 Quality-of-care outcomes: including consumer satisfac-
tion with health services; observed structural or process 
quality of care; and responsiveness of healthcare sys-
tem.

2.5 � Collating, Summarizing and Reporting Findings

Data extracted were summarized and analysed using simple 
descriptive statistics such as frequency, and when applicable 
mean and median, and content analysis. We identified and 
characterized methodological patterns and then attempted 
to identify relationship between categories to understand for 
instance if a given methodological approach was associated 
with an earlier or later period or with a given country and/
or set of authors.
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2.6 � Consultation

This work was disseminated at the “Final Review Workshop 
of the AERC Collaborative Research Project on Healthcare 
Financing in Sub-Saharan Africa: Framework Phase” held 
in Port Louis, Mauritius, 31 May–1 June 2018. The meeting 
convened by AERC, which funds the present study, offered 
the opportunity to discuss the present paper and validate 
its findings with other researchers engaged in Healthcare 
Financing research.

3 � Results

3.1 � Process of Article Selection

The electronic search for relevant literature yielded a total 
of 3041 items, from which 2830 were found in scientific 
databases and 211 from grey literature, among which 194 
articles were selected for full-text screening and 66 were 
finally included in the present review. The detailed selection 
process is illustrated in Fig. 1.

3.2 � Geographic Repartition and Time Trends

Most studies included were conducted in Ghana (n = 32; 
48.5%) [13–41], followed by Burkina Faso (n = 8; 12.1%) 
[42–49]; Nigeria [50–55]; Rwanda [56–61] (n = 6; 9.1%); 
Kenya (n = 4; 6.1%) [62–65]; and Tanzania (n = 2; 3%) [66, 
67]. Ethiopia [68], South Africa [69], Mauritania [70], Mali 
[71] and Zambia [72] contributed one study each (Fig. 2). 

Three studies (4.5%) included were multi-location studies 
with data being compared across several countries. One 
study (1.5%) compared Rwanda and Ghana [73], while 
two studies (3%) compared Senegal, Mali and Ghana [74, 
75]. All studies included were published in English (n = 66; 
100%).

Only ten out of 66 studies (15.2%) were published in or 
before 2011, while the remaining 56 studies (84.8%) were 
published between 2012 and 2017 (Fig. 3).

3.3 � Authorship and Authors’ Affiliation Analysis

The number of authors involved per paper ranged from single 
authorship to 13 authors, with a median of four authors per 
paper. Most papers (n = 45; 68.2%) included authors from at 
least one African university or research centre, but always 
exclusively from the country involved in the study (including 
six papers where two African universities or research cen-
tres were involved). One-third of all papers (n = 21; 31.8%) 
did not include any African university or research centre. 
Only two papers had an author affiliated with the Ministry 
of Health of the country involved in the study (3%). Authors 
from international agencies were involved in six papers 
(9.1%): United Nations International Children’s Emergency 
Fund (UNICEF) twice, World Bank twice, Organisation for 
Economic Co-operation and Development (OCDE) once and 
World Health Organizations (WHO) once. First authors were 
affiliated with an African university or research centre only 
in one-third of all studies (n = 24; 36.4%).

Fig. 1   Prisma flow chart
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3.4 � Type of Insurance Being Evaluated and Context

More than half of all studies pertained to evaluations of 
National Health Insurance Scheme (NHIS; n = 37; 56.1%) 
and more than one-quarter pertained to Community-Based 

Health Insurance (CBHI; n = 12; 18.2%), also called Mutual 
(or “Mutuelles” in French) Health Organizations (MHO; 
n = 8; 12.1%). The remaining studies concerned State Insur-
ance (n = 4; 6.1%), private insurance, including one micro-
health insurance (n = 2; 3%), and obstetric risk insurance 
(n = 1; 1.5%). Two studies (3%) pertained to various insur-
ance schemes type (Fig. 4).

Most studies, 31 out of 66 (47%) [13–33, 36–41, 76–78] 
focused on the National Health Insurance Scheme in Ghana, 
implemented since 2003 to replace the “cash and carry” sys-
tem, which required direct payment of health services at 
point of use. The NHIS has developed over time, becoming 
fully operational in 2008. The NHIS is administered on a 
district level, although the funding is centralized and nation-
ally standardized. The impact evaluations we reviewed were 
carried out at municipal or district level in 11 studies (17%), 
regional level in four studies (6%) and at national level in 16 
studies (24%). Only one study (1%) reported in our review 
and also carried out in Ghana was about a different scheme, 
the district-level CBHI Nkoranza scheme, which was opera-
tional from 1992 to 2005, when it was replaced with NHIS 
[34].

The eight studies (12% of the total) on Burkina Faso 
were all impact evaluations of the Nouna CBHI scheme and 
performed the analysis at Nouna district level [42–49]. The 
Nouna CBHI was implemented according to a step-wedge 
design phased over 3 years. The Nouna CBHI initiative was 
developed in collaboration between the Nouna Health Dis-
trict authorities and researchers at the Centre de Recherche 
en Santé de Nouna and at Heidelberg University (Germany).

All six studies (9% of the total) from Rwanda concerned 
the “Mutuelles” Health Organizations [56–61], which are 
community-based health insurance schemes first piloted in 
1999 and scaled up to the national level starting in 2006. 
Over 100 MHO schemes were created between 2000 and 
2003. In 2008, the government endorsed a legal framework 
to enable MHO “creation, organisation, functioning and 
management”, effectively turning these schemes into a com-
pulsory social health protection measure offering coverage 
country-wide. All six studies were evaluations at national 
level.

Among the four studies (6% of the total) in Kenya, 
three evaluated the National Hospital Insurance Fund 
owned by the Kenyan Government [62, 64, 65], at 
national level in one study and at district level in two 
studies, and one study evaluated the impact of a private 
insurance owned by the Jamii Bora Trust Microfinance 
Institute (at district level) [63].

In Nigeria, two studies (3% of the total) evaluated the 
impact of the National Health Insurance Scheme [54, 55], 
and four studies (6% of the total) evaluated the impact 
a public-private partnership providing a State Health 
Insurance programme (Kwara State) [50–53], which had 

Fig. 2   Geographical repartition. Black > 10 studies; dark grey 9 to 7 
studies; medium grey 6 to 4 studies; light grey 3 or 2 studies; very 
light grey: 1 study
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Fig. 3   Time trends of publication of impact evaluation of health 
insurance reforms
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started as a community-based health insurance. All the 
studies performed in Nigeria were at district level.

Both studies from Tanzania presented district-level 
evaluations, one on the impact of the National Health 
Insurance Fund [67] and one on the evaluation of the 
Community Health Fund [66]. The study from Ethiopia 
[68] evaluated the pilot CBHI promoted by the Ethiopian 
Government with data from 16 districts located across 
four main regions. In Zambia, one study [72] evaluated a 
voluntary health insurance program referred to as “Pre-
payment”, including governmental, private and commu-
nity-based schemes at national level. In South Africa, 
one study [69] evaluated the impact of membership in 
one of the many private health insurance schemes in this 
country.

Finally, three multi-country studies (4.5% of the total) 
were included in this review. One compared the NHIS in 
Ghana with the CBHI schemes in Rwanda with an evalu-
ation made at national level [73]. Two studies, one with 
a national and one with a district focus, focused on the 
impact of various CBHI schemes in Ghana. Mali, and 
Senegal [74, 75].

3.5 � Study Designs

Sixty-one out of 66 studies (92.4%) were quantitative stud-
ies while only five (7.6%) were defined as mixed methods. 
We could not identify any exclusively qualitative study 
focused specifically at impact. The majority of studies 
used cross-sectional data measurements (n = 51; 77.3%); 

five (7.6%) and ten (15.2%) studies relied respectively 
on repeated cross-sectional data and longitudinal data 
measurements.

Among the quantitative studies, most applied an obser-
vational design (n = 32; 48.5%), followed by a quasi-exper-
imental design (n = 27; 40.9%). Only two studies (3% of 
the total) applied an experimental design. All five mixed 
methods studies (7.6% of the total) applied an observational 
design to their quantitative component. Figure 5 reports on 
the geographic repartition by study design.

When we look at insurance types, the majority of the 
20 studies evaluating CBHI relied on an observational 
design (n = 10; 50%), followed by a quasi-experimental 
design (n = 8; 40%). The only two studies using experimen-
tal designs evaluated a CBHI scheme (10%). Replicating a 
similar pattern, twice as many studies evaluating an NHIS 
relied on observational designs (n = 25; 67.6%) as a quasi-
experimental design (n = 12; 32.4%). Regarding the other 
types of insurance, the obstetric risk package in Maurita-
nia was evaluated using a quasi-experimental design; the 
State Insurance in Nigeria was evaluated exclusively using 
quasi-experimental designs (n = 4; 100%); private insurance 
schemes were evaluated in South Africa using a quasi-exper-
imental design and in Kenya using an observational design; 
the mix of CBHI, NHIS and private insurance in Zambia was 
evaluated using an observational design.

Regarding temporal trends, we can observe that quasi-
experimental studies became more prominent in more recent 
years with the most remarkable shift occurring in 2016 and 
2017 (Fig. 6).

Fig. 4   Type of health insurance 
evaluated. CBHI community-
based health insurance; MHO 
“mutuelle” health organization 
(type of CBHI); NHIS national 
health insurance scheme
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3.6 � Types of Outcomes and Level of Analysis

Hereafter, we present study outcomes as we categorized 
them at the analysis stage into broad categories.

Health services use: 44 out of 66 studies (66.7%) reported 
on outcomes referring to service use. Seven out of the 44 
studies (15.9%) used a combination of two or more out-
comes from this category. In 23 studies (47.7%), the analysis 
was at individual level while in 16 studies (36.4%) it was at 
household level. In five studies (11.4%) addressing multiple 

outcomes, analysis was conducted both at the individual and 
the household level.

Financial protection: 23 out of 66 studies (34.8%) 
reported on outcomes referring to financial protection. In 
three studies, proxy outcomes were used to reflect financial 
protection of the households: child labouring and school-
ing. Five out of the 23 studies (21.7%) used a combination 
of two or more outcomes from this category. In four studies 
(17.4%), the analysis was conducted at individual level, in 
17 studies (73.9%) at household level, and in two studies 
(8.7%), which addressed multiple outcomes, the analysis was 
conducted both at the individual and the household level.

Health outcomes: 18 out of 66 studies (27.3%) reported 
on health outcomes. One out of the 18 studies (5.6%) used 
a combination of two or more outcomes from this category. 
In 13 studies (72.2%), the analysis was at individual level 
while in four studies (22.2%) it was at household level. In 
one study (5.6%) in Burkina Faso, population rates were 
used at country level as outcome.

Quality-of-care outcomes: only four out of 66 studies 
reported on quality-of-care outcomes. Two out of the four 
studies (50%) used a combination of two or more outcomes. 
In two studies (50%), the was at individual level, while in 
two studies (50%) it was at household level.

Forty-four out of the 66 studies (66.7%) reported on out-
comes from only one of the above categories, while 22 stud-
ies (33.3%) used outcomes from at least two of the above 
categories (health services use, financial protection, health 
outcomes and quality of care).

When looking at the qualitative component of the mixed 
method studies, we could not extract details on qualitative 
data collection and analysis processes since the two were 
not described in detail, attention being devoted primarily to 
quantitative data collection and analysis. Qualitative meth-
ods were used to collect information on birth history and 
experiences with insurance [13, 67]; access and quality of 
care [14]; complementary information about functioning, 

Fig. 5   Designs of included studies by country

Fig. 6   Temporal trends accord-
ing to study designs
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problems and successes of one private micro-health insur-
ance scheme [63]; and one single case study to illustrate the 
impact of financial challenges facing families of children 
affected by cancer [65].

3.7 � Analytical Approach

The only two experimental studies included in this review 
reported on the experience of the Nouna CBHI scheme. The 
CBHI scheme was introduced in the Nouna Health District 
(Burkina Faso) according to a stepped-wedge cluster-rand-
omized trial design stretching over 3 years and starting in 
2004. The whole region was divided into 33 clusters and 
every year 11 additional clusters were offered CBHI. A total 
of 990 households (30 households per cluster) were included 
in a panel survey, with interviews taking place at least once 
a year. Only two studies [42, 43] reporting on the Nouna 
experience made use of the randomization in the insurance 
assignment when estimating impacts. All other studies based 
on the Nouna experience applied a quasi-experimental study 
design [44–49].

Amongst the longitudinal quasi-experimental stud-
ies (n = 8 studies; 12% of the total), three studies (38%) 
[50–52] relied on difference-in-differences, two (25%) relied 
on instrumental variables and regression with fixed effects 
[15, 45], one (12%) relied on propensity score matching 
and regression with fixed effects [68], one (12%) relied on 
multivariate hierarchical analyses [70], and one relied on 
concentration curves and regression with random effects 
[44]. Among the three quasi-experimental studies relying 
on repeated cross-sectional data (5% of the total), one study 
(33%) relied on a difference-in-differences approach [16]; 
one on an instrumental variable approach [17]; and one used 
both propensity score matching and instrumental variable 
[56]. Finally, among the 16 quasi-experimental studies rely-
ing on cross-sectional data (24% of the total), 12 (75%) used 
propensity score matching [18, 19, 21, 22, 25, 47, 53, 57, 58, 
62, 69, 73], four (25%) instrumental variables [20, 23, 24, 
46] and none used difference-in-difference. Table 1 presents 
a summary of the designs and analytical approaches used in 
relation to the study outcomes.

Five out of 66 studies (8%) performed an explicit equity 
analysis, reporting outcomes stratified by socio-economic 
status [33, 44, 53, 68, 72], but only one study also relied on 
concentration curves to report on the equity impact of health 
insurance [44].

Only two mixed-methods studies reported on their quali-
tative analytical approach, in both cases described as induc-
tive open coding [13, 67].

3.8 � Methodological Limitations Reported 
in the Included Studies

In 19 out 66 studies (28.8%) [14, 16, 18, 23, 24, 28, 34, 40, 
42, 44, 46, 47, 53, 57, 60, 66, 68, 71, 72], there was no men-
tion of the study methodological limitations. Self-selection 
into voluntary insurance and the subsequent sample bias 
were discussed in 20 studies [13, 15, 17, 19, 22, 25, 26, 41, 
50–52, 58, 62, 63, 67, 69, 70, 73, 75, 77], openly acknowl-
edging the related identification problems. Another major 
limitation frequently discussed by authors (n = 13 studies) 
concerned recall bias [13, 21, 25, 26, 30, 31, 33, 35, 38, 39, 
48, 73, 76], as information on insurance membership (expo-
sure) and health status and/or health-service use (outcomes 
of interest) was often collected at different time points, not 
always allowing a perfect match between the two. Authors of 
studies relying on secondary data often discussed limitations 
due to the nature of the secondary data [15, 19, 21, 27, 32, 
33, 36, 37, 39, 49, 55, 56, 58, 64, 67, 77], including lack of 
information on specific covariates to refine model estima-
tion; impossibility of checking the quality and/or accuracy 
of the data; and for one study relying on medical charts, 
with large amounts of missing data [65]. Finally, only eight 
authors (four from quasi-experimental studies [22, 61, 62, 
73] and four from observational studies [37, 38, 59, 76]), 
acknowledged the impossibility of establishing a causal link 
between insurance and outcomes of interest due to the cross-
sectional nature of the data being used.

4 � Discussion

Our work contributes to the existing literature by looking 
specifically at the methodology applied to evaluate the 
impact of health insurance in SSA, and by doing so, comple-
ments the evidence emerging from existing reviews focused 
on synthetizing the content rather than the methods applied 
in insurance studies [4–8].

The first striking result of our review is the overwhelming 
majority of quantitative studies, with only a handful of stud-
ies looking into the impact of health insurance using mixed-
methods studies and no study at all doing so using exclu-
sively qualitative methods. On the one hand, this finding 
is a clear indication of how, in spite of emerging literature 
advocating for the application of mixed methods in health 
policy and systems research [79–83], the field of impact 
evaluation is still largely dominated by a positivist approach, 
whereby unraveling the impact of an intervention on an out-
come of interest is intrinsically associated with a quantita-
tive approach. This reflects a relatively narrow understand-
ing of causality, almost exclusively focused on quantifying 
impacts, with little interest in explaining causal pathways to 
change. The handful of mixed-methods studies included in 
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our review confirm this observation since none of them used 
qualitative methods to explore causal pathways, but only to 
report on people’s experiences and views of insurance. On 
the one hand, this finding is somewhat surprising, consider-
ing the wealth of literature that has emerged over the last few 
years highlighting the role that both methodologies have to 
play in causal analysis [84–87]. One needs to consider, how-
ever, that our review reaches back to the early impact evalu-
ation literature covering the experience of the first insurance 
schemes in the continent. It is very possible that the future 
of the impact literature on insurance will be more inclusive 
of qualitative and mixed-methods approaches to evaluation. 
On the other hand, this finding may reflect actual research 
capacity in the African continent. Scarcity of trained mixed-
methods researchers and of adequate funding opportunities 
for mixed-methods research have been identified before as 
an important barrier to knowledge generation in Africa [88]. 
In the long run, however, explicitly promoting investments 
in mixed-methods training and research is likely to reduce, if 
not completely remove, the imbalance between quantitative 
and qualitative studies we observed in our review.

The second most striking element that emerged from our 
review concerns the clustering of studies in a few selected 
countries, in spite of the fact that health insurance reforms, 
at least in the form of micro-health insurance schemes, have 
concerned a much larger number of countries. At the same 
time, we have already noted how the African institutions 
involved in the reviewed studies always sat in the same coun-
try of the scheme being evaluated. It follows that this clus-
tering of studies in a few selected countries is most likely 
the joint result of a focus on the most prominent schemes, 
such as the Ghanaian NHIS, and of the presence of large 
research infrastructures capable of supporting evaluation 
efforts, such as in the case of the Nouna CBHI. The impact 
of many schemes might have simply gone undocumented 
due to the absence of local research infrastructure. Similarly, 
it is not surprising that the only two experimental studies 
were conducted to evaluate the Nouna CBHI, considering 
that the scheme was purposely set up as a stepped-wedge 
cluster randomized community-based trial in an area of the 
country with enhanced research capacity due to the presence 
of a HDSS site [89].

Unlike the Nouna CBHI, most insurance schemes that 
were evaluated were not set up within the framework of 
research projects aimed at generating scientific evidence 
on the impact of health insurance. This is likely to be the 
main factor explaining why the vast majority of the stud-
ies included in our review relied exclusively on observa-
tional designs, making best use of whatever data could be 
acquired in a simple cross-sectional setting. With time, how-
ever, even studies relying on cross-sectional data made more 
extensive use of quasi-experimental approaches, primarily 
propensity-score matching and instrumental variables. This 

shift is likely linked to the increasing attention that has been 
paid over the last few years to issues of identification when 
assessing the impact of health interventions, including health 
insurance [12, 90, 91]. The results of our review indicate that 
the progressive shift from observational to quasi-experimen-
tal studies marked a better capacity to account for one of the 
fundamental problems in estimating the impact of health 
insurance, i.e. selection bias related to self-selection into an 
insurance scheme. The fact that the vast majority of studies 
applying a quasi-experimental approach relied on propensity 
score matching is not surprising, given that the latter allows 
making best use of even cross-sectional data, offering a prag-
matic albeit second-best solution to account for selection 
bias even in settings when limited data are available [92].

The wide range of outcomes reported across the studies 
is indicative of the breadth of the impacts attributable to 
insurance. It is interesting that a few studies even explored 
non-health impacts of a health intervention by looking into 
schooling [58] or child labour [16, 57]. Nevertheless, it is 
not surprising that the majority of studies focused on health-
service use and financial protection indicators. Not only are 
changes in service use and financial protection the most 
direct consequence of insurance, but also the changes that 
can more easily be observed shortly after the onset of an 
intervention. Changes in service provision and even more 
so in health status can only be induced by insurance over a 
longer period of time, escaping the evaluation framework 
that can be applied to schemes having emerged mostly over 
the last decade.

In closing our discussion of the findings, we need to 
acknowledge a few limitations of our study. First, we can-
not exclude the possibility of not having included all relevant 
literature. Although we applied maximum accuracy during 
our search, we might have failed to identify relevant studies 
especially if impact measures were embedded within stud-
ies not reporting primarily an impact assessment. Similarly, 
it is possible that grey literature studies produced in prior 
decades were no longer available at the time we conducted 
our search and hence could not be included in our review. 
In addition, it is possible that we did not include studies 
conducted directly by the insurance implementing agencies 
themselves. These concerns were raised during peer review, 
hence we feel obliged to highlight such potential limitations. 
We postulate that such studies were either not present in 
any of the databases we searched or were excluded during 
extraction due to lack of clear description on design and 
methods, as was unfortunately often the case for grey lit-
erature. Moreover, although we included material in both 
English and French, we could not screen for articles in Por-
tuguese, the third official language in SSA. Second, we need 
to acknowledge that in line with the objectives of a scop-
ing review, we did not attempt to judge the quality of the 
methods being used, but simply to provide a comprehensive 
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description of their use. Nevertheless, we acknowledge the 
need for further work to be done to assess the extent to 
which the methodologies applied were useful to answer the 
research questions set in the single studies.

5 � Conclusions

The findings of our scoping review are in line with prior 
observations pointing at the fact that evidence on the impact 
of health insurance in SSA is rather weak since it rests pri-
marily on observational studies, with a striking dominance of 
quantitative data. Still, we identified an increase in the use of 
quasi-experimental methodologies in more recent studies, sug-
gesting that we could observe a broadening and deepening of 
the evidence base on insurance over the next few years. While 
judging the strength of the evidence generated on specific out-
comes is beyond the scope of this review, and has been done 
before [4–8], we wish to echo our earlier comment and encour-
age further efforts in enhancing knowledge and understanding 
of research methodologies at the policy level too. This should 
be seen as an investment in policy making, enabling policy 
actors to assess autonomously the validity and credibility of the 
evidence being fed to them with the aim of informing policy.

Acknowledgements  We would like to thank Sylvie Fontaine, librar-
ian at the University of Montreal, who validated with the authors the 
search strategy put in place. We would also like to thank Caitlin Walsh, 
research assistant with the Heidelberg University, who helped us during 
the data extraction process.

Author Contributions  The protocol for the scoping review, including 
study design, search strategy, inclusion and exclusion criteria, and 
data extraction strategy, was defined jointly by all authors. SD ran all 
searches. Screening for inclusion/exclusion was managed by SD, with 
support from MDA and VR. Data extraction was carried out by SD 
with support from a research assistant (not an author) and MDA. All 
authors contributed to data synthesis, interpretation of the findings, 
and writing the manuscript.

Data Availability  All data generated or analysed during this study are 
included in this published article and its supplementary information 
files.

Compliance with Ethical Standards 

Funding  This work was funded by the African Economic Research 
Consortium, Grant number RC17503.

Conflict of interest  Stéphanie Degroote, Valery Ridde and Manuela 
De Allegri declare that they have no conflicts of interest.

Open Access  This article is licensed under a Creative Commons Attri-
bution-NonCommercial 4.0 International License, which permits any 
non-commercial use, sharing, adaptation, distribution and reproduction 
in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Com-
mons licence, and indicate if changes were made. The images or other 

third party material in this article are included in the article’s Creative 
Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons 
licence and your intended use is not permitted by statutory regula-
tion or exceeds the permitted use, you will need to obtain permission 
directly from the copyright holder. To view a copy of this licence, visit 
http://creativecommons.org/licenses/by-nc/4.0/.

References

	 1.	 OPM. Financing for Universal Health Coverage in low- and mid-
dle-income countries: a brief overview. [Internet]. 2016. Report 
No.: ISSN 2042-1265. https​://www.opml.co.uk/publi​catio​ns/
worki​ng-paper​-finan​cing-for-unive​rsal-healt​h-cover​age.

	 2.	 Cotlear D, Rosemberg N. Going universal in Africa: how 46 Afri-
can countries reformed user fees and implemented health care 
priorities. Washington, D.C: World Bank Group; 2018. Report 
No.: 26.

	 3.	 WHO. Health Systems Financing—The path to universal cov-
erage. Switzerland; 2010 p. 128p. Report No.: ISBN 978 92 4 
156402 1.

	 4.	 Lagarde M, Palmer N. The impact of user fees on health service 
utilization in low- and middle-income countries: how strong is the 
evidence? Bull World Health Organ. 2008;86:839–48. https​://doi.
org/10.2471/BLT.07.04919​7.

	 5.	 Lagarde M, Palmer N. The impact of user fees on access to health 
services in low- and middle-income countries. Cochrane Database 
Syst Rev. 2011. https​://doi.org/10.1002/14651​858.cd009​094.

	 6.	 Spaan E, Mathijssen J, Tromp N, McBain F, ten Have A, Baltussen 
R. The impact of health insurance in Africa and Asia: a systematic 
review. Bull World Health Organ. 2012;90:685–92. https​://doi.
org/10.2471/BLT.12.10230​1.

	 7.	 Witter S, Fretheim A, Kessy FL, Lindahl AK. Paying for per-
formance to improve the delivery of health interventions in 
low- and middle-income countries. Cochrane Database Syst Rev. 
2012;78:007899. https​://doi.org/10.1002/14651​858.cd007​899.
pub2.

	 8.	 Turcotte-Tremblay A-M, Spagnolo J, De Allegri M, Ridde V. Does 
performance-based financing increase value for money in low- and 
middle-income countries? A systematic review. Health Econ Rev. 
2016;6:30. https​://doi.org/10.1186/s1356​1-016-0103-9.

	 9.	 Arksey H, O’Malley L. Scoping studies: towards a methodological 
framework. Int J Soc Res Methodol. 2005;8:19–32. https​://doi.
org/10.1080/13645​57032​00011​9616.

	10.	 Degroote S, Bermudez-Tamayo C, Ridde V. The VERDAS con-
sortium approach to identifying research gaps on the prevention 
and control of vector-borne and other infectious diseases of pov-
erty in urban settings: scoping review protocol and reflections on 
the project’s implementation. Infect Dis Poverty. Submitted.

	11.	 Parmar D, De Allegri M. Operationalizing impact evaluations: 
from theory to practice. In: Radermacher R, Roth K, editors. A 
practical guide to impact assessments in microinsurance. Luxem-
bourg: Microinsurance Network and Micro Insurance Academy; 
2014. pp. 243–266. http://opena​ccess​.city.ac.uk/4594/10/Pract​
ical_Guide​_to_Impac​t_Asses​sment​s_in_Micro​insur​ance.pdf.

	12.	 Shadish WR, Cook TD. The renaissance of field experimentation 
in evaluating interventions. Annu Rev Psychol. 2009;60:607–29. 
https​://doi.org/10.1146/annur​ev.psych​.60.11070​7.16354​4.

	13.	 Singh K, Osei-Akoto I, Otchere F, Sodzi-Tettey S, Barrington 
C, Huang C, et al. Ghana’s National Health insurance scheme 
and maternal and child health: a mixed methods study. BMC 
Health Serv Res. 2015;15:108. https​://doi.org/10.1186/s1291​
3-015-0762-y.

http://creativecommons.org/licenses/by-nc/4.0/
https://www.opml.co.uk/publications/working-paper-financing-for-universal-health-coverage
https://www.opml.co.uk/publications/working-paper-financing-for-universal-health-coverage
https://doi.org/10.2471/BLT.07.049197
https://doi.org/10.2471/BLT.07.049197
https://doi.org/10.1002/14651858.cd009094
https://doi.org/10.2471/BLT.12.102301
https://doi.org/10.2471/BLT.12.102301
https://doi.org/10.1002/14651858.cd007899.pub2
https://doi.org/10.1002/14651858.cd007899.pub2
https://doi.org/10.1186/s13561-016-0103-9
https://doi.org/10.1080/1364557032000119616
https://doi.org/10.1080/1364557032000119616
http://openaccess.city.ac.uk/4594/10/Practical_Guide_to_Impact_Assessments_in_Microinsurance.pdf
http://openaccess.city.ac.uk/4594/10/Practical_Guide_to_Impact_Assessments_in_Microinsurance.pdf
https://doi.org/10.1146/annurev.psych.60.110707.163544
https://doi.org/10.1186/s12913-015-0762-y
https://doi.org/10.1186/s12913-015-0762-y


838	 S. Degroote et al.

	14.	 Alatinga K, Fielmua N. The impact of mutual health insurance 
scheme on Access and Quality of Health Care in Northern Ghana: 
The Case of Kassena-Nankana East Scheme. J Sustain Dev. 
2011;4:125.

	15.	 Aryeetey G. Can health insurance protect against out-of-pocket 
and catastrophic expenditures and also support poverty reduction? 
Evidence from Ghana’s National Health Insurance Scheme. Int J 
Equity Health. 2016;15:116.

	16.	 Strupat C. From protection to reduction? The impact of the pub-
lic health insurance scheme on child labour in Ghana [Internet]. 
Bonn; 2016. Report No.: ISBN: 978-3-96021-005-4. http://www.
die-gdi.de/en/discu​ssion​-paper​/artic​le/from-prote​ction​-to-reduc​
tion-the-impac​t-of-the-publi​c-healt​h-insur​ance-schem​e-on-child​
-labou​r-in-ghana​/.

	17.	 Abrokwah S, Moser C, Norton E. The impact of social health 
insurance on household fertility decisions. J Afr Econ. 
2016;25:699–717.

	18.	 Lambon-Quayefio M, Owoo NS. Determinants and the impact of 
the National Health Insurance on neonatal mortality in Ghana. 
Health Econ Rev. 2017;7:34. https​://doi.org/10.1186/s1356​
1-017-0169-z.

	19.	 Bagnoli L. Does National Health Insurance Improve Children’s 
Health? National and Regional Evidence from Ghana [Internet]. 
ULB—Universite Libre de Bruxelles; 2017 Feb. Report No.: 
ECARES 2017-03. https​://ideas​.repec​.org/p/eca/wpape​r/2013-
24622​7.html.

	20.	 Brugiavini A, Pace N. Extending health insurance in Ghana: 
effects of the National Health Insurance Scheme on maternity 
care. Health Econ Rev. 2016;6:7. https​://doi.org/10.1186/s1356​
1-016-0083-9.

	21.	 Mensah J, Oppong JR, Schmidt CM. Ghana’s National Health 
Insurance Scheme in the context of the health MDGs: an empiri-
cal evaluation using propensity score matching. Health Econ. 
2010;19(Suppl):95–106. https​://doi.org/10.1002/hec.1633.

	22.	 Blanchet NJ, Fink G, Osei-Akoto I. The effect of Ghana’s National 
Health Insurance Scheme on Health Care Utilisation. Ghana Med 
J. 2012;46:76.

	23.	 Gajate-Garrido G, Ahiadeke C. The effect of insurance enrollment 
on maternal and child health care utilization—the case of Ghana 
[Internet]. Washington (DC): International Food Policy Research 
Institute; 2015 p. 40. http://ebrar​y.ifpri​.org/cdm/singl​eitem​/colle​
ction​/p1573​8coll​2/id/13008​0.

	24.	 Abrokwah SO, Moser CM, Norton EC. The effect of social health 
insurance on prenatal care: the case of Ghana. Int J Health Care 
Finan Econ. 2014;14:385–406. https​://doi.org/10.1007/s1075​
4-014-9155-8.

	25.	 Bonfrer I, Breebaart L, Van de Poel E. The effects of Ghana’s 
National Health Insurance Scheme on Maternal and Infant Health 
Care Utilization. PLoS One. 2016;11:e0165623. https​://doi.
org/10.1371/journ​al.pone.01656​23.

	26.	 Osei Asibey B, Agyemang S. Analysing the influence of 
Health Insurance Status on peoples’ health seeking behaviour 
in Rural Ghana. J Trop Med. 2017;2017:8486451. https​://doi.
org/10.1155/2017/84864​51.

	27.	 Nketiah-Amponsah E, Arthur E. Choice of delivery facility among 
expectant mothers in Ghana: does access to health insurance mat-
ter? J Health Manag. 2013;15:509–24.

	28.	 Kuunibe N, Dary SK. Choice of healthcare providers among 
insured persons in Ghana. Res Human Soc Sci. 2012;2:88–97.

	29.	 Dwumoh D, Essuman EE, Afagbedzi SK. Determinant of 
factors associated with child health outcomes and service 
utilization in Ghana: multiple indicator cluster survey con-
ducted in 2011. Arch Public Health. 2014;72:42. https​://doi.
org/10.1186/2049-3258-72-42.

	30.	 Dalaba MA, Akweongo P, Aborigo R, Awine T, Azongo DK, 
Asaana P, et al. Does the national health insurance scheme in 

Ghana reduce household cost of treating malaria in the Kas-
sena-Nankana districts? Glob Health Action. 2014. https​://doi.
org/10.3402/gha.v7.23848​.

	31.	 Bosomprah S, Ragno PL, Gros C, Banskota H. Health insurance 
and maternal, newborn services utilisation and under-five mortal-
ity. Arch Public Health. 2015;73:51. https​://doi.org/10.1186/s1369​
0-015-0101-0.

	32.	 Browne JL, Kayode GA, Arhinful D, Fidder SAJ, Grobbee DE, 
Klipstein-Grobusch K. Health insurance determines antena-
tal, delivery and postnatal care utilisation: evidence from the 
Ghana Demographic and Health Surveillance data. BMJ Open. 
2016;6:e008175. https​://doi.org/10.1136/bmjop​en-2015-00817​
5.

	33.	 Dzakpasu S, Soremekun S, Manu A, ten Asbroek G, Tawiah 
C, Hurt L, et al. Impact of free delivery care on health facility 
delivery and insurance coverage in Ghana’s Brong Ahafo Region. 
PLoS One. 2012;7(11):e49430. https​://doi.org/10.1371/journ​
al.pone.00494​30.

	34.	 Fosu R, Opoku-Asante K, Adu-Gyamfi K. Influence of community 
financing health insurance schemes on in-patient care in Ghana: 
the case of Nkoranza Scheme. Dev Ctry Stud. 2014;4:53–63.

	35.	 Abuosi AA, Adzei FA, Anarfi J, Badasu DM, Atobrah D, Yawson 
A. Investigating parents/caregivers financial burden of care for 
children with non-communicable diseases in Ghana. BMC Pedi-
atr. 2015;15:185. https​://doi.org/10.1186/s1288​7-015-0504-7.

	36.	 Ibrahim A, O’Keefe AM, Hawkins A, Hossain MB. Levels and 
determinants of low birth weight in infants delivered under the 
national health insurance scheme in Northern Ghana. Matern 
Child Health J. 2015;19:1230–6. https​://doi.org/10.1007/s1099​
5-014-1628-3.

	37.	 Fenny AP, Asante FA, Enemark U, Hansen KS. Malaria care seek-
ing behavior of individuals in Ghana under the NHIS: are we back 
to the use of informal care? BMC Public Health. 2015;15:370. 
https​://doi.org/10.1186/s1288​9-015-1696-3.

	38.	 Gyasi RM. Relationship between health insurance status and 
the pattern of traditional medicine utilisation in Ghana. Evid 
Based Complement Altern Med. 2015;2015:717926. https​://doi.
org/10.1155/2015/71792​6.

	39.	 Khan SM, Singh K. The association between health insurance 
coverage and Skilled Birth Attendance in Ghana: a national study. 
Matern Child Health J. 2016;20:534–41. https​://doi.org/10.1007/
s1099​5-015-1851-6.

	40.	 Sekyi S, Domanban P. The effects of health insurance on outpa-
tient utilization and Healthcare expenditure in Ghana. Int J Human 
Soc Sci. 2012;2:41–9.

	41.	 Nguyen HT, Rajkotia Y, Wang H. The financial protection effect 
of Ghana National Health Insurance Scheme: evidence from a 
study in two rural districts. Int J Equity Health. 2011;10:4. https​
://doi.org/10.1186/1475-9276-10-4.

	42.	 Fink G, Robyn PJ, Sié A, Sauerborn R. Does health insurance 
improve health? Evidence from a randomized community-
based insurance rollout in rural Burkina Faso. J Health Econ. 
2013;32:1043–56. https​://doi.org/10.1016/j.jheal​eco.2013.08.003.

	43.	 Robyn PJ, Fink G, Sié A, Sauerborn R. Health insurance and 
health-seeking behavior: evidence from a randomized com-
munity-based insurance rollout in rural Burkina Faso. Soc 
Sci Med. 2012;75:595–603. https​://doi.org/10.1016/j.socsc​
imed.2011.12.018.

	44.	 Parmar D, De Allegri M, Savadogo G, Sauerborn R. Do commu-
nity-based health insurance schemes fulfil the promise of equity? 
A study from Burkina Faso. Health Policy Plan. 2014;29:76–84. 
https​://doi.org/10.1093/heapo​l/czs13​6.

	45.	 Parmar D, Reinhold S, Souares A, Savadogo G, Sauerborn R. 
Does community-based health insurance protect household assets? 
Evidence from rural Africa. Health Serv Res. 2012;47:819–39. 
https​://doi.org/10.1111/j.1475-6773.2011.01321​.x.

http://www.die-gdi.de/en/discussion-paper/article/from-protection-to-reduction-the-impact-of-the-public-health-insurance-scheme-on-child-labour-in-ghana/
http://www.die-gdi.de/en/discussion-paper/article/from-protection-to-reduction-the-impact-of-the-public-health-insurance-scheme-on-child-labour-in-ghana/
http://www.die-gdi.de/en/discussion-paper/article/from-protection-to-reduction-the-impact-of-the-public-health-insurance-scheme-on-child-labour-in-ghana/
http://www.die-gdi.de/en/discussion-paper/article/from-protection-to-reduction-the-impact-of-the-public-health-insurance-scheme-on-child-labour-in-ghana/
https://doi.org/10.1186/s13561-017-0169-z
https://doi.org/10.1186/s13561-017-0169-z
https://ideas.repec.org/p/eca/wpaper/2013-246227.html
https://ideas.repec.org/p/eca/wpaper/2013-246227.html
https://doi.org/10.1186/s13561-016-0083-9
https://doi.org/10.1186/s13561-016-0083-9
https://doi.org/10.1002/hec.1633
http://ebrary.ifpri.org/cdm/singleitem/collection/p15738coll2/id/130080
http://ebrary.ifpri.org/cdm/singleitem/collection/p15738coll2/id/130080
https://doi.org/10.1007/s10754-014-9155-8
https://doi.org/10.1007/s10754-014-9155-8
https://doi.org/10.1371/journal.pone.0165623
https://doi.org/10.1371/journal.pone.0165623
https://doi.org/10.1155/2017/8486451
https://doi.org/10.1155/2017/8486451
https://doi.org/10.1186/2049-3258-72-42
https://doi.org/10.1186/2049-3258-72-42
https://doi.org/10.3402/gha.v7.23848
https://doi.org/10.3402/gha.v7.23848
https://doi.org/10.1186/s13690-015-0101-0
https://doi.org/10.1186/s13690-015-0101-0
https://doi.org/10.1136/bmjopen-2015-008175
https://doi.org/10.1136/bmjopen-2015-008175
https://doi.org/10.1371/journal.pone.0049430
https://doi.org/10.1371/journal.pone.0049430
https://doi.org/10.1186/s12887-015-0504-7
https://doi.org/10.1007/s10995-014-1628-3
https://doi.org/10.1007/s10995-014-1628-3
https://doi.org/10.1186/s12889-015-1696-3
https://doi.org/10.1155/2015/717926
https://doi.org/10.1155/2015/717926
https://doi.org/10.1007/s10995-015-1851-6
https://doi.org/10.1007/s10995-015-1851-6
https://doi.org/10.1186/1475-9276-10-4
https://doi.org/10.1186/1475-9276-10-4
https://doi.org/10.1016/j.jhealeco.2013.08.003
https://doi.org/10.1016/j.socscimed.2011.12.018
https://doi.org/10.1016/j.socscimed.2011.12.018
https://doi.org/10.1093/heapol/czs136
https://doi.org/10.1111/j.1475-6773.2011.01321.x


839Scoping Review of Insurance in Africa

	46.	 Robyn PJ, Hill A, Liu Y, Souares A, Savadogo G, Sié A, et al. 
Econometric analysis to evaluate the effect of community-based 
health insurance on reducing informal self-care in Burkina Faso. 
Health Policy Plan. 2012;27:156–65. https​://doi.org/10.1093/
heapo​l/czr01​9.

	47.	 Gnawali DP, Pokhrel S, Sié A, Sanon M, De Allegri M, Souares 
A, et al. The effect of community-based health insurance on the 
utilization of modern health care services: evidence from Burkina 
Faso. Health Policy. 2009;90:214–22. https​://doi.org/10.1016/j.
healt​hpol.2008.09.015.

	48.	 Hounton S, Byass P, Kouyate B. Assessing effective-
ness of a community based health insurance in rural Bur-
kina Faso. BMC Health Serv Res. 2012;12:363. https​://doi.
org/10.1186/1472-6963-12-363.

	49.	 Schoeps A, Lietz H, Sié A, Savadogo G, De Allegri M, Müller O, 
et al. Health insurance and child mortality in rural Burkina Faso. 
Glob Health Action. 2015;8:27327.

	50.	 Brals D, Aderibigbe SA, Wit FW, van Ophem JCM, van der 
List M, Osagbemi GK, et al. The effect of health insurance and 
health facility-upgrades on hospital deliveries in rural Nigeria: 
a controlled interrupted time-series study. Health Policy Plan. 
2017;32:990–1001. https​://doi.org/10.1093/heapo​l/czx03​4.

	51.	 Hendriks ME, Wit FWNM, Akande TM, Kramer B, Osagbemi 
GK, Tanovic Z, et  al. Effect of health insurance and facility 
quality improvement on blood pressure in adults with hyper-
tension in Nigeria: a population-based study. JAMA Intern 
Med. 2014;174:555–63. https​://doi.org/10.1001/jamai​ntern​
med.2013.14458​.

	52.	 Hendriks ME, Rosendaal NTA, Wit FWNM, Bolarinwa OA, 
Kramer B, Brals D, et al. Sustained effect of health insurance 
and facility quality improvement on blood pressure in adults with 
hypertension in Nigeria: a population-based study. Int J Cardiol. 
2016;202:477–84. https​://doi.org/10.1016/j.ijcar​d.2015.09.036.

	53.	 Babatunde RO, Oyedeji O, Omoniwa E, Adenuga AH. Effect 
of community based health insurance on the livelihood of rural 
households in Kwara State, Nigeria. J Agric Fac Gaziosmanpasa 
Univ. 2016;33:19–27. https​://doi.org/10.13002​/jafag​914.

	54.	 Ujunwa FA, Onwujekwe O, Chinawa JM. Health services uti-
lization and costs of the insured and uninsured under the for-
mal sector social health insurance scheme in Enugu metropolis 
South East Nigeria. Niger J Clin Pract. 2014;17:331–5. https​://
doi.org/10.4103/1119-3077.13023​5.

	55.	 Fadare JO, Adeoti AO, Aina F, Solomon OA, Ijalana JO. The 
influence of health insurance scheme on the drug prescribing 
pattern in a Nigerian tertiary healthcare facility. Niger Med J. 
2015;56:344–8. https​://doi.org/10.4103/0300-1652.17037​8.

	56.	 Lu C, Chin B, Lewandowski JL, Basinga P, Hirschhorn LR, Hill 
K, et al. Towards universal health coverage: an evaluation of 
Rwanda Mutuelles in its first 8 years. PLoS One. 2012;7:e39282. 
https​://doi.org/10.1371/journ​al.pone.00392​82.

	57.	 Woode ME, Bousmah M-Q, Boucekkine R. Parental morbidity, 
child work, and health insurance in Rwanda. J Demogr Econ. 
2016.

	58.	 Woode ME. Parental health shocks and schooling: the impact of 
mutual health insurance in Rwanda. Soc Sci Med. 2017;173:35–
47. https​://doi.org/10.1016/j.socsc​imed.2016.11.023.

	59.	 Lu C, Mejía-Guevara I, Hill K, Farmer P, Subramanian SV, 
Binagwaho A. Community-based health financing and child stunt-
ing in rural Rwanda. Am J Public Health. 2016;106:49–55. https​
://doi.org/10.2105/AJPH.2015.30291​3.

	60.	 Saksena P, Antunes AF, Xu K, Musango L, Carrin G. Mutual 
health insurance in Rwanda: evidence on access to care and finan-
cial risk protection. Health Policy. 2011;99:203–9. https​://doi.
org/10.1016/j.healt​hpol.2010.09.009.

	61.	 Mejía-Guevara I, Hill K, Subramanian SV, Lu C. Service avail-
ability and association between Mutuelles and medical care usage 

for under-five children in rural Rwanda: a statistical analysis with 
repeated cross-sectional data. BMJ Open. 2015;5:e008814. https​
://doi.org/10.1136/bmjop​en-2015-00881​4.

	62.	 Were LPO, Were E, Wamai R, Hogan J, Galarraga O. The asso-
ciation of health insurance with institutional delivery and access 
to skilled birth attendants: evidence from the Kenya Demo-
graphic and health survey 2008–2009. BMC Health Serv Res. 
2017;17:454. https​://doi.org/10.1186/s1291​3-017-2397-7.

	63.	 Mwaura JW, Pongpanich S. Access to health care: the role of 
a community based health insurance in Kenya. Pan Afr Med J. 
2012;12. https​://www.ncbi.nlm.nih.gov/pmc/artic​les/PMC34​
15056​/.

	64.	 Martijn HA, Njuguna F, Olbara G, Langat S, Skiles J, Martin 
S, et al. Influence of health insurance status on paediatric non-
Hodgkin’s lymphoma treatment in Kenya. BMJ Paediatr Open. 
2017;1:e000149. https​://doi.org/10.1136/bmjpo​-2017-00014​9.

	65.	 Mostert S, Njuguna F, van de Ven PM, Olbara G, Kemps LJPA, 
Musimbi J, et al. Influence of health-insurance access and hospital 
retention policies on childhood cancer treatment in Kenya. Pediatr 
Blood Cancer. 2014;61:913–8. https​://doi.org/10.1002/pbc.24896​
.

	66.	 Msuya J, Jutting J, Asfaw A. Impacts of community health insur-
ance schemes on health care provision in rural Tanzania. ZEF-
Discuss Pap Dev Policy. 2004;82:16.

	67.	 Kuwawenaruwa A, Mtei G, Baraka J, Tani K. The effects of MCH 
insurance cards on improving equity in access and use of mater-
nal and child health care services in Tanzania: a mixed methods 
analysis. J Health Popul Nutr. 2016. https​://doi.org/10.1186/s4104​
3-016-0075-8.

	68.	 Yilma, Mebratie A, Sparrow R, Dekker M, Alemu G, Bedi AS. 
Impact of Ethiopia’s community-based health insurance on house-
hold economic welfare. World Bank Econ Rev. 2015; 10.

	69.	 Ataguba J, Goudge J. The impact of health insurance on health-
care utilisation and out-of-pocket payments in South Africa. 
Geneva Papers on Risk and Insurance: Issues and Practice. 2012.

	70.	 Philibert A, Ravit M, Ridde V, Dossa I, Bonnet E, Bedecarrats F, 
et al. Maternal and neonatal health impact of obstetrical risk insur-
ance scheme in Mauritania: a quasi experimental before-and-after 
study. Health Policy Plan. 2016. https​://doi.org/10.1093/heapo​l/
czw14​2.

	71.	 Franco LM, Diop FP, Burgert CR, Kelley AG, Makinen M, 
Simpara CHT. Effects of mutual health organizations on use of 
priority health-care services in urban and rural Mali: a case–con-
trol study. Bull World Health Organ. 2008;86:830. https​://doi.
org/10.2471/BLT.08.05104​5.

	72.	 Ekman B. Catastrophic health payments and health insurance: 
some counter intuitive evidence from one low-income country. 
Health Policy. 2007;83:304–13.

	73.	 Wang W, Temsah G, Mallick L. The impact of health insurance 
on maternal health care utilization: evidence from Ghana, Indo-
nesia and Rwanda. Health Policy Plan. 2017;32:366–75. https​://
doi.org/10.1093/heapo​l/czw13​5.

	74.	 Chankova S, Sulzbach S, Diop F. Impact of mutual health 
organizations: evidence from West Africa. Health Policy Plan. 
2008;23:264–76. https​://doi.org/10.1093/heapo​l/czn01​1.

	75.	 Smith K, Sulzbach S. Community-based health insurance and 
access to maternal health services: evidence from three West 
African countries. Soc Sci Med. 2008;66:2460–73.

	76.	 Dixon J, Tenkorang EY, Luginaah IN, Kuuire VZ, Boateng GO. 
National health insurance scheme enrolment and antenatal care 
among women in Ghana: is there any relationship? Trop Med Int 
Health. 2014;19:98–106. https​://doi.org/10.1111/tmi.12223​.

	77.	 Ibrahim A, Maya ET, Donkor E, Agyepong IA, Adanu RM. Peri-
natal mortality among infants born during health user-fees (Cash 
& Carry) and the national health insurance scheme (NHIS) eras 

https://doi.org/10.1093/heapol/czr019
https://doi.org/10.1093/heapol/czr019
https://doi.org/10.1016/j.healthpol.2008.09.015
https://doi.org/10.1016/j.healthpol.2008.09.015
https://doi.org/10.1186/1472-6963-12-363
https://doi.org/10.1186/1472-6963-12-363
https://doi.org/10.1093/heapol/czx034
https://doi.org/10.1001/jamainternmed.2013.14458
https://doi.org/10.1001/jamainternmed.2013.14458
https://doi.org/10.1016/j.ijcard.2015.09.036
https://doi.org/10.13002/jafag914
https://doi.org/10.4103/1119-3077.130235
https://doi.org/10.4103/1119-3077.130235
https://doi.org/10.4103/0300-1652.170378
https://doi.org/10.1371/journal.pone.0039282
https://doi.org/10.1016/j.socscimed.2016.11.023
https://doi.org/10.2105/AJPH.2015.302913
https://doi.org/10.2105/AJPH.2015.302913
https://doi.org/10.1016/j.healthpol.2010.09.009
https://doi.org/10.1016/j.healthpol.2010.09.009
https://doi.org/10.1136/bmjopen-2015-008814
https://doi.org/10.1136/bmjopen-2015-008814
https://doi.org/10.1186/s12913-017-2397-7
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3415056/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3415056/
https://doi.org/10.1136/bmjpo-2017-000149
https://doi.org/10.1002/pbc.24896
https://doi.org/10.1186/s41043-016-0075-8
https://doi.org/10.1186/s41043-016-0075-8
https://doi.org/10.1093/heapol/czw142
https://doi.org/10.1093/heapol/czw142
https://doi.org/10.2471/BLT.08.051045
https://doi.org/10.2471/BLT.08.051045
https://doi.org/10.1093/heapol/czw135
https://doi.org/10.1093/heapol/czw135
https://doi.org/10.1093/heapol/czn011
https://doi.org/10.1111/tmi.12223


840	 S. Degroote et al.

in Ghana: a cross-sectional study. BMC Pregnancy Childbirth. 
2016;16:385. https​://doi.org/10.1186/s1288​4-016-1179-2.

	78.	 Fenny AP, Hansen KS, Enemark U, Asante FA. Quality of uncom-
plicated malaria case management in Ghana among insured and 
uninsured patients. Int J Equity Health. 2014;13:63. https​://doi.
org/10.1186/s1293​9-014-0063-9.

	79.	 Creswell JW, Klassen AC, Plano Clark VL, Smith KC, for the 
Office of behavioral and social sciences research. Best practices 
for mixed methods research in the health sciences [Internet]. 
National Institutes of Health; 2011 Aug. https​://obssr​.od.nih.gov/
train​ing/onlin​e-train​ing-resou​rces/mixed​-metho​ds-resea​rch/.

	80.	 Gilson L. Health Policy and Systems Research—A Methodology 
Reader [Internet]. Geneva, Switzerland: World Health Organiza-
tion; 2012. http://www.who.int/allia​nce-hpsr/resou​rces/reade​r/en/.

	81.	 Gilson L, Hanson K, Sheikh K, Agyepong IA, Ssengooba F, Ben-
nett S. Building the field of health policy and systems research: 
social science matters. PLoS Med. 2011;8:e1001079. https​://doi.
org/10.1371/journ​al.pmed.10010​79.

	82.	 Pluye P, Hong QN. Combining the power of stories and the power 
of numbers: mixed methods research and mixed studies reviews. 
Annu Rev Public Health. 2014;35:29–45. https​://doi.org/10.1146/
annur​ev-publh​ealth​-03201​3-18244​0.

	83.	 Sheikh K, Schneider H, Agyepong IA, Lehmann U, Gilson L. 
Boundary-spanning: reflections on the practices and principles 
of global health. BMJ Glob Health. 2016;1:e000058. https​://doi.
org/10.1136/bmjgh​-2016-00005​8.

	84.	 Mohr LB. The qualitative method of impact analysis. Am J Eval. 
1999;20:69–84. https​://doi.org/10.1016/S1098​-2140(99)80109​-X.

	85.	 Garbarino S, Holland J. Quantitative and qualitative methods in 
impact evaluation and measuring results [Internet]. University 

of Birmingham, Birmingham, UK.; 2009. http://epape​rs.bham.
ac.uk/646/.

	86.	 Ellis J. Using qualitative methods to assess impact [Internet]. 
NCVO Charities Evaluation Services associate; 2015. https​://
blogs​.ncvo.org.uk/wp-conte​nt/uploa​ds/sally​-cupit​t/quali​tativ​
e-metho​ds-of-asses​sing-impac​t.pdf.

	87.	 Bamberger M. Introduction to mixed methods in impact evalua-
tion. Interaction; 2012.

	88.	 De Allegri M, Sieleunou I, Abiiro GA, Ridde V. How far is mixed 
methods research in the field of health policy and systems in 
Africa? A scoping review. Health Policy Plan. 2018;33:445–55. 
https​://doi.org/10.1093/heapo​l/czx18​2.

	89.	 De Allegri M, Pokhrel S, Becher H, Dong H, Mansmann U, Kouy-
até B, et al. Step-wedge cluster-randomised community-based 
trials: an application to the study of the impact of community 
health insurance. Health Res Policy Syst. 2008;6:10. https​://doi.
org/10.1186/1478-4505-6-10.

	90.	 Thyer BA. Quasi-Experimental Research Designs—Oxford Schol-
arship [Internet]. Oxford Scholarship Online. 2012. http://www.
oxfor​dscho​larsh​ip.com/view/10.1093/acpro​f:oso/97801​95387​
384.001.0001/acpro​f-97801​95387​384.

	91.	 West SG. Alternatives to randomized experiments. Curr 
Dir Psychol Sci. 2009;18:299–304. https​://doi.org/10.111
1/j.1467-8721.2009.01656​.x.

	92.	 Radermacher R, Roth K. A practical guide to impact assessments 
in microinsurance. Microinsurance Network and Micro Insurance 
Academy; 2014.

https://doi.org/10.1186/s12884-016-1179-2
https://doi.org/10.1186/s12939-014-0063-9
https://doi.org/10.1186/s12939-014-0063-9
https://obssr.od.nih.gov/training/online-training-resources/mixed-methods-research/
https://obssr.od.nih.gov/training/online-training-resources/mixed-methods-research/
http://www.who.int/alliance-hpsr/resources/reader/en/
https://doi.org/10.1371/journal.pmed.1001079
https://doi.org/10.1371/journal.pmed.1001079
https://doi.org/10.1146/annurev-publhealth-032013-182440
https://doi.org/10.1146/annurev-publhealth-032013-182440
https://doi.org/10.1136/bmjgh-2016-000058
https://doi.org/10.1136/bmjgh-2016-000058
https://doi.org/10.1016/S1098-2140(99)80109-X
http://epapers.bham.ac.uk/646/
http://epapers.bham.ac.uk/646/
https://blogs.ncvo.org.uk/wp-content/uploads/sally-cupitt/qualitative-methods-of-assessing-impact.pdf
https://blogs.ncvo.org.uk/wp-content/uploads/sally-cupitt/qualitative-methods-of-assessing-impact.pdf
https://blogs.ncvo.org.uk/wp-content/uploads/sally-cupitt/qualitative-methods-of-assessing-impact.pdf
https://doi.org/10.1093/heapol/czx182
https://doi.org/10.1186/1478-4505-6-10
https://doi.org/10.1186/1478-4505-6-10
http://www.oxfordscholarship.com/view/10.1093/acprof:oso/9780195387384.001.0001/acprof-9780195387384
http://www.oxfordscholarship.com/view/10.1093/acprof:oso/9780195387384.001.0001/acprof-9780195387384
http://www.oxfordscholarship.com/view/10.1093/acprof:oso/9780195387384.001.0001/acprof-9780195387384
https://doi.org/10.1111/j.1467-8721.2009.01656.x
https://doi.org/10.1111/j.1467-8721.2009.01656.x

	Health Insurance in Sub-Saharan Africa: A Scoping Review of the Methods Used to Evaluate its Impact
	Abstract
	1 Background
	2 Methods
	2.1 Research Question
	2.2 Search Strategy
	2.3 Selection of Relevant Studies
	2.4 Charting the Data
	2.5 Collating, Summarizing and Reporting Findings
	2.6 Consultation

	3 Results
	3.1 Process of Article Selection
	3.2 Geographic Repartition and Time Trends
	3.3 Authorship and Authors’ Affiliation Analysis
	3.4 Type of Insurance Being Evaluated and Context
	3.5 Study Designs
	3.6 Types of Outcomes and Level of Analysis
	3.7 Analytical Approach
	3.8 Methodological Limitations Reported in the Included Studies

	4 Discussion
	5 Conclusions
	Acknowledgements 
	References




