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Introduction
The 1978 Alma-Ata declaration asserted that
primary healthcare ‘requires and promotes
maximum community and individual self-reliance and participation in the planning,
organisation, operation and control of
primary healthcare.’1 It enshrined community participation in health management.
Thirty years on, however, WHO’s 2008
report on primary healthcare2 noted the
weak progress in this area and reaffirmed
the need to mobilise people’s participation.
The declaration formulated in anticipation
of the second international conference on
primary healthcare, slated for October 2018
(Kazakhstan), reiterates these principles
by promoting community participation in
healthcare governance, management and
funding and by considering populations to be
coproducers of health.
In Africa, the development of community-based health insurance (CBHI: autonomous, not-for-profit, voluntary member-based
organisations based on solidarity3) is, along
with primary health centre management
committees, a core component of this participation strategy. Indeed, a key characteristic
of CBHI is that ‘the community is involved
in driving its setup and in its management.’4
Yet despite a momentum observed in the
development of CBHI schemes nearly three
decades ago5 6—generally referred to as
health mutuals (mutuelles de santé) in francophone countries—numerous studies have
highlighted the difficulties encountered in
actually implementing user participation:

Summary box
►► Forty years after the 1978 Alma-Ata declaration, the

second international conference on primary health
care in October 2018 is expected to reaffirm the
place of communities in health systems management and governance.
►► In parts of Africa, community-based health insurance (CBHI)—with communities at the centre—is
still seen as a strategy for achieving universal health
coverage (UHC)—but there are tensions between
the Alma-Ata principle of community participation,
as currently interpreted, and CBHI.
►► The tension relates particularly to the community’s
role in terms of the voluntary nature of CBHI membership and volunteer involvement of the community in governance andmanagement—this tension
requires a rethink of the role of communities in CBHI.
►► We use examples of Rwanda, Ghana, Mali and
Senegal to demonstrate the challenges associated
with the place of communities in CBHI, and the need
to reduce the role of community volunteers in CBHI
and instead focus on professionalising management.
►► Countries that still wish to rely on CBHIs for UHC must
find ways to make populations enrolment compulsory, and strengthen the professionalisation of CBHI
management, while also ensuring that communities
continue to have a place in CBHI governance.

the low contributive capacity of populations,
resulting in low enrolment rates and a very
limited amount of premiums; very unequal
consideration of the needs of beneficiaries
(variability in the package of care covered,
insufficient quality of care, tensions between
CBHI schemes and health service providers);
limited benefits for the poorest, who are not
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volunteerism: addressing tensions
between the Alma-Ata principle of
community participation and the
effectiveness of community-based
health insurance in Africa
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Participation, CBHI schemes and UHC
Today, UHC is driving the global health agenda, as shown
by the 2012 resolution of the United Nations General
Assembly and the fact that it is at the core of one of the
2015 sustainable development goals (ie, 3.8: achieve
universal health coverage). As we have shown elsewhere,12 analysis of the rhetoric of global health actors
shows a consensus for more civil society involvement in
strengthening health systems for UHC. There are many
strategies for funding UHC, and we will not review here
the history of health financing approaches in Africa.13
It should be noted, however, that the two most important
recent health financing interventions in Africa—user fees
exemption policies and results-based financing (RBF)—
have not reversed the side lining of community participation.13–15 User fees exemption policies, while often
beneficial in terms of increasing people’s use of care and
reducing in equalities in access, have not provided the
opportunity for people to have a voice and have often
resulted in a recentralisation or verticalisation of decision
making, while decentralisation remains elusive, particularly in West Africa.13 Experiences of community-based
RBF are rare and still inconclusive,16 and communities’
involvement with RBF implementation in health facilities
also remains very weak,16 even producing undesirable
effects during community audits.17 As for CBHI, history
shows that ‘the success of voluntary schemes is modest,
and even quite feeble’18 and that ‘In some countries, VHI
(voluntary health insurance) may have hindered moving
equitably towards UHC.’19
Thus, at the international level, there are increasing
calls for an end to the voluntary nature of this type of
insurance mechanism, with respect to both participation in governance and payment of premiums.4 20 21 In
fact, ‘No country has effectively progressed towards UHC
through voluntary health insurance’.22 Yet on the ground,
especially in Africa, we still see projects to support CBHI,
or political leaders or donors insisting on the need to
2

continue to support them, advocating persistently for
community participation and voluntary enrolment.
In this commentary, we argue that the original ideal
of community participation and voluntary enrolment
adopted at Alma-Ata (and reprised for its 40th anniversary), and which was at the heart of past and present
movements to support CBHI in Africa, is perhaps no
longer the concept in which to invest if we are aiming for
UHC. This is not to suggest that civil society no longer has
a place in health system governance. Rather, we propose
abandoning the ideal of volunteer involvement in CBHI
schemes, because they need to both professionalise their
management and find ways to make the payment of
premiums compulsory. For this demonstration, we use
the cases of Rwanda, which has embraced this solution,
then Ghana, which is attempting to do so with more difficulty, and Mali, which is currently considering a similar
solution, and finally Senegal, which does not seem to be
heading in this direction.
Obviously, our reflection is based on a premise: the
obligation for states to increase public funding for the
health sector. This is an essential condition for UHC
that many experts have been emphasising for a very long
time,23 including recently for CBHI schemes,21 24 25 and
which our case studies confirm.
Rwanda: CBHI in name only
Rwanda has made enormous strides towards UHC by
enrolling almost three-quarters of its population in
its CBHI scheme.26 After the genocide, the Ministry of
Health settled in 1999 on CBHI as the policy option to
increase healthcare utilisation because of its emphasis
on participation. The government considered community participation in the management of local affairs,
such as primary healthcare, to be vital for preventing the
return of violence. Indeed, it blamed ‘the subculture of
passive obedience which left people open to political and
sectarian manipulation’27 as one cause of the genocide.
Also, in a context of extreme resource scarcity, the population’s financial participation in healthcare financing
was considered a necessity.26
Fast forward 20 years, and CBHI is, as far as enrolment is concerned, a success. Yet this performance has
been achieved at the expense of the initial commitment
to community participation and agency. First, in 2006,
CBHI was made compulsory because of the government’s
frustration with the slow enrolment in the schemes,
which jeopardised their sustainability through limited
risk pooling and adverse selection. Compulsory enrolment increased health coverage dramatically. This was
achieved by the efforts, sometimes coercive, of the local
administration to get people to pay their premiums every
year, and by some funding from the Global Fund that
covered premiums for about 30% of the population.28
CBHI deployment was paralleled by a high commitment
to health funding by the government and donor agencies. In 2017, health represented 16.5% of government
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involved and the voluntary nature of enrolment and
amateurism of management.7–11
These challenges related to the role of communities
in CBHI have led to attempts at revitalisation, such as
making the system of premiums more flexible; developing partnerships with health facilities and relying on
continental networks (eg, Union africaine de la mutualité), national networks (eg, Union technique des
mutuelles in Mali; Groupe de recherche et d'appui aux
initiatives mutualistes in Senegal), or territorial authorities that provide development support, financial guarantees or regulatory frameworks. The development of
CBHI has been part of the current movement to promote
universal health coverage (UHC) since the mid-2000s.2
In the spirit of Alma-Ata, this commentary examines the
relevance of community participation in CBHI, considered by WHO to be one of many instruments for moving
towards UHC.4
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benefit package,34 the enrolment and renewal numbers
have not been improving,24 even for exempt categories.33
Studies have highlighted several reasons for this mixed
record. First, while membership is legally compulsory, in
reality it is not enforced. Second, there are many disincentives to joining: dissatisfaction with health workers’
behaviour, inadequate control over adverse selection
by scheme managers, poor management of requests for
healthcare, delays in reimbursement, supervisors’ poor
monitoring of the actual performance of acts, users’
inadequate control over these acts. Several avenues for
improvement have been proposed.35–37 The first is to
actually enforce compulsory enrolment in the NHIS. The
second is to ensure this compulsory enrolment is accompanied by a real improvement in the quality of care. The
Presidential NHIS Review Group suggested that contributions from people in the informal sector should be
stopped and that Thai-style UHC reforms, which would
be predominantly tax financed, should be launched.37
The group suggested that primary care and maternal,
newborn and child health be subsidised at ‘100% with
no user fees’.37 The third is to professionalise the insurance systems to guarantee rapid, efficient and transparent reimbursement of health expenditures. However,
fulfilling these conditions requires a significant commitment from the public authorities, notably through the
National Health Insurance Authority, as supervisor of the
national health insurance system. With this, the system
would be a bit further away from any essentially community-based responsibility for health insurance governance.

Ghana: sing the National Health Insurance Scheme
(NHIS) for UHC
Ghana began experimenting with CBHI in the late 1980s.
Since then, a comprehensive health insurance scheme
has become the permanent goal of different governments and political regimes. This period of experimentation ended with the enactment of the NHIS in 2003. This
improved and uniform health insurance scheme was an
enhancement of the CBHI schemes established in 1995.30
With the promulgation of Act 650 in 2003, three kinds
of health insurance schemes came into being: district
mutual health insurance schemes, private mutual health
insurance schemes and private commercial health insurance schemes. The NHIS is primarily financed by taxes
on a national basis. An amendment to the law (act 852,
2012) requires every Ghanaian to enrol in a scheme.31
This achievement is the result of the combined efforts of
government, technocrats, unions (specifically, the Trade
Union Congress) and donors (World Bank, the International Labour Organization (ILO), etc).32
Although the NHIS appeared promising given the
initial rapid growth in the number of subscriptions
(36% in 2012, but 62% of those were exempted),24 30 the
proportion has since stagnated at 40%.33 Despite the fact
that the NHIS has been described as having a generous

Mali and Senegal: revitalising CBHI for UHC
The health systems and health financing policies of
these two West African countries are based on a history
of cost recovery and heavy reliance on users’ financial
contribution.13 These policies have been relative failures
with regard to communities’ participation in the governance of health facilities and in access to care, which is
constrained by user fees38–40 and which has overshadowed the other dimensions of the reforms.40
Mali was the first country in Africa to have a mutual
health insurance code in 1996. The Union Technique du
Mali (UTM) was created in 1998 to support the development of CBHI and has received international funding
(USA, France, Canada, etc). In 2003, there were only
about 20 functional CBHI schemes.18 In 2014, Mali had
187 CBHI schemes, covering only 4.5% of the national
population.41
Today, Mali has decided to base its universal health
insurance program (RAMU) aimed at UHC on three
classic pillars: (1) a compulsory contributory system for
the formal sector (17% of the population); (2) a unremarkable system for the poor (5%) and (3) the revitalisation of CBHI for the remaining 78% of the population
in the informal and agricultural sectors. However, aware
of the challenges associated with households’ capacity
to contribute to CBHIs, the state subsidises 50% of

Ridde V, et al. BMJ Glob Health 2018;3:e001056. doi:10.1136/bmjgh-2018-001056

3

BMJ Glob Health: first published as 10.1136/bmjgh-2018-001056 on 17 October 2018. Downloaded from http://gh.bmj.com/ on October 4, 2022 by guest. Protected by copyright.

expenditure, one of the highest rates in Africa.29 In total,
while the population’s contribution constitutes the backbone of CBHI revenues (60%), those revenues only cover
about 10% of the country’s total health expenditure.29
While CBHI is now a success in terms of coverage and
ability to extract money from the poor informal sector,
its capacity to contribute to the country’s total health
expenditure remains very limited. Second, the CBHI
schemes have become increasingly managed by state
professionals. Successive laws in 2007 and 2015 curtailed
the population’s role in managing CBHI resources.
The responsibilities of the community are now limited
to enrolment promotion and financial participation. In
2015, the management of all CBHI schemes was transferred to the Rwandan Social Security Board (RSSB),
the parastatal body in charge of civil servants’ pensions
and health insurance. The rationale was that the CBHI’s
growing resources required professional management
and auditing. Finally, the transfer to RSSB was the occasion to further centralise resources nationally and, consequently, increase risk pooling.26
The Rwandan ‘CBHI’ is now a CBHI in name only.
As a response to the all-too-familiar challenges of poor
management, adverse selection, low enrolment and
small risk pooling of CBHI schemes,8 10 the government
has effectively built what looks like a social health insurance (SHI) programme with a poll tax component. The
Rwandan ‘CBHI’ is now a compulsory system gathering
resources for healthcare from domestic taxation, international aid and individuals’ contributions, all managed
centrally by a public organisation.
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theoretically since 2013, 100% of the contributions for
the indigent (family solidarity grant: Bourse de solidarité
familiale (BSF)), whom it enrols in CBHI schemes. Indigents and CBHI scheme members are considered within
the same pillar of community health insurance. At the
end of 2016, of the 2.2 million current beneficiaries of
this CBHI, 33% had contributed, and the rest were fully
subsidised by the state.45 The challenges of Senegalese
households’ contributive capacity are also widely known,
in terms of enrolment in CBHI schemes.46 A national
agency for universal health coverage (ACMU) was set
up in 2015 with more than 200 staff. However, the ambitious overall target of covering 75% of the total population with the three schemes by 2017 was not achieved, as
current coverage is estimated at 47%, of which a large
portion contributes nothing (eg, BSF recipients, children
under five, seniors) or very little (eg, student UHC).45
Two strategies for CBHI coverage have been tested
in Senegal, and their results are useful to support the
arguments in our article. In the first strategy, the state,
supported by United States Agency for International
Development (USAID), developed a national approach
to decentralise health insurance (décentralisation de la
couverture assurance maladie (DECAM)). It is based on
the usual principles of CBHI, with the stated objective of
creating at least one scheme per municipality.46 In 2013,
the ministry considered that CBHI schemes were ‘the
only ones with the potential to cover the majority of the
Senegalese population.’47 After a pilot phase launched in
2012, DECAM went national in 2015. However, only 7%
of the informal sector population is reportedly covered
by CBHI, and a recent study showed that communities
have a rather poor opinion of their community-based
governance.46 To counter the challenges of volunteerism,
the idea has often been put forward in Senegal that
managers of CBHI schemes need to be professionalised
and their salaries subsidised.20 Moreover, management
remains highly centralised, with the reimbursement of
state subsidies being processed directly between health
facilities and the Ministry of Finance without going
through the CBHI scheme. As such, in 2017, the ACMU
decided to pay, for 1 year, the salary of one manager per
CBHI scheme and, for 2 years, a ‘technical management
unit’ at the departmental level, with an administrative
and financial manager and an agent assigned to monitor
the CBHI scheme. Moreover, in Senegal as in Mali, ‘the
support for a mandatory insurance was limited because
this constitutes a too intrusive state interference in the
individual sphere.’48
For the second strategy, from 2014 to 2016, two departments in Senegal tested the implementation of departmental health insurance units (UDAM), conceived and
supported by the Belgian Development Agency. The
approach was totally different at the outset because it was
based on regional risk pooling, regional portability, family
or whole-village enrolment (and a price incentive policy
for enrolment) and above all, the professionalisation of
staff. To ensure the effectiveness of the UDAM, there was
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membership (4.6 euros per person). The national
strategy for the expansion of CBHI (2011–2015) set itself
the objective of creating 351 municipal CBHI schemes. It
had a 3-year pilot phase supported by external partners
(France, Belgium, Luxembourg, ILO, United Nations
Population Fund (UNFPA)), with an estimated total
budget of around 20 million euros. Of the 150 CBHI
schemes that were expected to be created by the end of
this pilot phase, it appears only 30 were set up. An evaluation showed that, aside from the public security and
political crisis of 2011–2012 and the limited appeal of the
basket of services, this modest result was due particularly
to the fact that the state financed only 19% of the total
membership subsidies and that few partners wished to
support this strategy—hearkening back, once again, to
the low contributive capacity of households.41 Achievement of RAMU’s overall goal of having 45% of the total
population covered by these three systems by 2023 is thus
jeopardised.
Beyond the low public funding, it should also be
noted that the population does not have confidence
in the state, making a compulsory contribution difficult to enforce. Indeed, when the Malian government
launched its compulsory health insurance (Assurance
Maladie Obligatoire (AMO)) in 2011, it was met with
fierce resistance from civil servants.42 The subject was
widely covered by the press at the time.43 For example,
the union of academic teaching personnel demanded
and won an end to compulsory deductions from salaries
and the reimbursement of sums already collected.44 The
government had to back down and change the nature of
the contribution from mandatory to voluntary, but did so
without changing the law that maintained the obligation.
Beyond the lack of preparation and information,43 it was
‘the obligation that was the determining factor in the
teachers’ rejection of social insurance’.44 Today, however,
after more explanation and education, but especially in
light of the effectiveness of the AMO, Malian civil servants
seem more willing to accept the principle of obligation,
and the number of people enrolled has been increasing
steadily. The CBHI schemes themselves, and particularly
the UTM, have long supported compulsory enrolment
and the professionalisation of their management, but the
legislative texts do not allow it (both in Mali and in the
countries of the West African Economic and Monetary
Union (WAEMU) region). However, the RAMU provides
an excellent opportunity to overcome these legislative
and regulatory blockages, since the law applies to all
Malians, with the informal and agricultural sectors being
subject to it via mutual insurance. All that remains now is
to find the modalities to enforce it.
Senegal has a very similar history and a UHC strategy
built on the same three pillars (with some specific
differences that cannot be presented here for lack of
space). The legal framework for mutual health insurance was established in 2003. Senegal was to have 673
CBHI schemes by the end of 2016.41 As in Mali, Senegal
subsidises 50% of the annual premium (5.3 euros), and
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Conclusion
Beyond the international consensus in favour of UHC,12
the path to achieve it must necessarily be tailored to
each national context.50 This comparison of four African
countries (along with recent analyses of Kenya, Nigeria,
Tanzania24 and elsewhere in West Africa21) shows that, if
countries wish to rely on CBHI in their transition towards
UHC, they must absolutely re-examine the relevance
of voluntary membership and of community-based and
volunteer-driven management. However, we recognise
that the challenges of mandatory enrolment are enormous and should be further analysed.21 Yet the four cases
highlight, in different ways, the inherent tension at the
heart of the Alma-Ata principles when CBHI is chosen as
the means towards achieving UHC.
In a context of resource scarcity, foreign aid volatility
and low capacity in the community, it might be difficult to uphold the principles of community decision in
resource management and CBHI enrolment if UHC is
to be taken seriously. As WHO suggests in its analysis
of CBHI schemes, ‘mandatory enrolment of the population’ has become necessary,4 as has the professionalisation of their management, which is not synonymous
with privatisation. Moreover, mandatory enrolment
and professionalisation can only be achieved effectively
if African states commit themselves to taking seriously
their citizens’ health by substantially increasing (as did
Rwanda) public financing of the health system and subsidising members’ contributions.21 23 African states could
draw inspiration from the current examples of Thailand
and some Indonesian provinces, where the government
gave everyone in the informal sector free membership,
financed through taxes.
Mandatory enrolment and professionalisation are obviously easier said than done, and the historical–social–
political context that has enabled Rwanda to achieve
this is markedly different from that of other countries
in sub-Saharan Africa.26 Some recent experiences in
Senegal, Mali and Ghana, like the case of Rwanda over
the past 15 years, show that the return in force of the state,
notably through very large subsidies of CBHI premiums,
is also symptomatic of a tension with regard to the role
of populations. The will of the state to oversee the use
Ridde V, et al. BMJ Glob Health 2018;3:e001056. doi:10.1136/bmjgh-2018-001056

of its subsidies will certainly reduce the CHBI schemes’
autonomy. This, however, appears to be the condition for
broad and effective health coverage. One example of this
comes from Mali. Debates in the 1990s surrounding the
formulation of the national policy for indigent care in
health concluded that the state did not wish to engage in
financing but preferred instead to shift almost all of the
responsibility to local authorities. Then, in 2009, at the
launch of the policy, the state decided to finance 65% of
expenditures, leaving only 35% to territorial authorities.
In 2016, given the local authorities’ difficulties in mobilising funds, the state further increased its contribution
to 85%.
Our commentary is clearly not intended to deviate
from the salutary spirit of Alma-Ata in relation to the
importance of primary healthcare and of the population’s role in health systems. However, this role should
not be in the form of a direct payment through a voluntary financial contribution to health insurance, as this is
neither effective nor equitable. There is definitely a need
to reflect on how communities can find a meaningful
role in CBHI governance while ensuring CBHI professionalisation and compulsory enrolment to advance the
ambitious objective of achieving UHC by 2030. This is
also a call for African countries to rely more on compulsory public financing mechanisms sourced from progressive taxation.
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no longer any question of relying on the voluntary participation of villagers, but rather on the professionalism of
managers and medical consultants. The president of a
former CBHI scheme explained: ‘with UDAM, we were
relieved, because the financial burden was too heavy for
our CBHI schemes.’49 At the end of 2016, the penetration
rates for the two departments were 21.4% and 24% (65%
of which were BSFs subsidised by the state), whereas in
2013, they were under 1% for the CBHI schemes in these
departments. These UDAMs had reportedly achieved the
number of enrolments needed to ensure their financial
autonomy.49 Membership remains voluntary, but professionalisation is certainly one of the keys to this success.
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