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Abstract 

Background: The expansion of the community-based health insurance (CBHI) program in Ethiopia from 13 to 

1,100 districts indicates a commitment to extending healthcare coverage to a larger population. A significant 

portion of the CBHI in the Amhara region is facing financial difficulties totaling 4 million dollars. This highlights 

the need for a more in-depth investigation of the underlying issues, such as financial audits, risk assessments, and 

governance and management practice evaluations. 

Objective: To explore the facilitators of the community-based health insurance scheme bankruptcy in the North 

Mecha district, Northwest Ethiopia. 

Method: A phenomenological study design was utilized. A purposive sampling technique was used to select 

participants for the study. Data were collected from 14 key informants using a detailed interview guide until 

information saturation was reached. To ensure consistency of data and avoid researcher bias, all interviews were 

transcribed verbatim from the audio files into Amharic transcripts and then translated into English. The transcribed 

data was coded and categorized. The data was then organized into related themes and sub-themes to conduct 

thematic analysis using Atlas ti 7.   

Results: The study found that the main facilitators of community-based health insurance bankruptcy were low 

enrolment rates, too many benefit packages, low contribution amounts, fraud and moral hazards on both the 

demand and supply sides, low availability of drugs and laboratory services, low subsidies, increased costs of 

medical supply and healthcare services, low community awareness, and increased health service utilization. 

Conclusions: This study's findings explored program, community, provider, and health insurance scheme-related 

factors that were identified as facilitating scheme bankruptcy. These facilitating factors would require policy shifts 

and program redesign. Therefore, all concerned bodies should focus on addressing these factors for the financial 

sustainability of the schemes and the capacity of members to contribute to membership. [Ethiop. J. Health Dev. 

2024; 38(3): 00-00] 
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Introduction 

Community-Based Health Insurance (CBHI) is indeed 

an alternative health financing mechanism that has 

gained traction in low- and middle-income countries 

where traditional forms of health financing, such as 

government or employer-based health insurance, are 

limited (1). Millions of people continue to suffer in 

many nations due to a lack of access to essential 

healthcare or because paying for it causes great 

financial hardship or pushes them into poverty (2, 3). 

Every year, around 150 million people worldwide face 

catastrophic health costs, with 100 million of them 

falling below the poverty line (4, 5). The World Health 

Organization (WHO) claims that a healthcare system is 

unjust if it forces a household into poverty by forcing 

them to make catastrophic payments for necessary 

medical care. The global health financing modalities 

are general government revenue, social health 

insurance, voluntary private insurance, external donors, 

CBHI, and out-of-pocket expenditure (6, 7).   

 

African countries have implemented CBHI schemes as 

initial steps towards attaining national health insurance 

coverage. These CBHI schemes are characterized by 

common principles such as risk sharing, voluntary 

membership, community solidarity, and non-profit (8-

10). The Ethiopian health system has sources of 

funding from the total amount, the contribution of 

donors, government, and households was 35.2%, 32%, 

and 30.6%, respectively, and the remaining 2.1% was 

contributed by private employers, non-government 

organizations (NGOs) and other sources of finance (2, 

11). The Ethiopian healthcare finance strategy focuses 

on implementing innovative financing mechanisms to 

increase domestic resource mobilization and 

sustainable health financing of essential health services 

to make them accessible and affordable to all people 

who need them (12-14). 

 

Ethiopia piloted CBHI in 13 districts for the first time 

in different regional states to strengthen the current 

healthcare finance system, increase resource flows into 

the sector, enhance resource use efficiency, and secure 

long-term funding to increase overall coverage and 

quality (15, 16).  Financially unsustainable schemes 

pose a serious challenge to all parties involved in the 

insurance system. The widespread prevalence of 

communicable diseases and population aging were 
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factors affecting financial sustainability (17, 18). 

Bankruptcy is a legal process involving a person or 

company that cannot pay its debts. The bankruptcy 

procedure starts with a petition submitted by the debtor 

or on behalf of creditors, depending on which is more 

usual (19, 20). In the Amhara region, 54 schemes 

dropped out and were unable to cover their medical 

expenses for contracted health facilities, reaching over 

$4 million. Health facilities may not be sufficient to 

deliver the required quality healthcare (21-23).  

 

Previous studies have shown that factors such as 

enrollment, utilization, and the age of a scheme 

influence a scheme’s financial position and long-term 

sustainability (24-27). However, challenges related to 

mobilization, contracting, the referral system, the 

structure of the scheme, the availability of services, and 

out-of-pocket reimbursement were not known, and 

reports showed that the North Mecha district has a 

higher bankruptcy rate.  Therefore, this study aimed to 

explore the facilitators of community-based health 

insurance bankruptcy and provide relevant information 

about why schemes were becoming insolvent for 

relevant stakeholders to develop evidence-based 

interventional strategies for the financial sustainability 

of the CBHI program in Northwest Ethiopia and the 

nation.  

 

Methods and materials  

Study area and design  

A phenomenology study design was used to explore 

the facilitators of community-based health insurance 

scheme bankruptcy in the North Mecha district, West 

Gojjam Zone, Amhara Region, Ethiopia, from 

September to November 2021. The study was 

conducted in North Mecha, which is one of the 14 

districts and five city administrations found in the West 

Gojjam Zone. North Mecha district is located 546 

kilometers from Addis Ababa, the capital city of 

Ethiopia, 30 kilometers from Bahir Dar, and 150 

kilometers from the Zone capital Finote-Selam (Figure 

1). According to the 2013 Ethiopian Fiscal Year Plan 

Commission, the district's total population was 

estimated to be 261,471. Administratively, it is divided 

into 37 kebeles and has one primary hospital, 10 health 

centers, and 37 health posts. It has an estimated target 

population of 49,389 households, and from these, 

27,457 were enrolled in CBHI. The CBHI scheme has 

contractual agreements with 13 health centers and two 

hospitals (23). 

 

Figure 1: Map of North Mecha District, West Gojjam Zone, Amhara Region Ethiopia. 
 

Study population and sampling technique 

A purposive sampling technique was applied to select 

district health office heads: the CBHI scheme 

coordinator, clinical auditor, and accountant; the 

Marawi  Primary Hospital, chief executive officer and 

finance head; the admission and liaison officer; the 

Merawi Health Center head; the Dagi health center 

head; the zone CBHI coordinator and accountant; the 

Bahir-Dar branch manager with provider officers; and 

the CBHI coordinator in the Amhara regional health 

bureau. In this study, 13 male and one female, 11 

degree and 3 diploma holders, 11 married and 3 

unmarried key informants participated. 

 

Data collection tools and procedures 

Data were collected using a semi-structured 

questionnaire. The key informant interview (KII) guide 

and document review checklist were first developed in 

English, translated into Amharic to collect the data, and 

then translated back to English to check reliability and 

consistency. During the interview, codes were given to 

each participant, and profiles were registered. The 

principal investigator conducted each interview in a 

separate, convenient area of the participants' 

workplace, where only the key informant and data 

collector were present. To maintain the transferability 

of the findings, appropriate probes were used to obtain 

detailed information on responses. All interviews were 

digitally tape-recorded, and the interviews took 25 to 

60 minutes. 

 

Data management and analysis  

All interviews were transcribed verbatim directly from 

the audio files into Amharic transcripts and translated 
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into English to ensure consistency of  data’s and 

minimize researcher’ bias. The transcribed data  were 

coded, and the coded data were categorized. The data 

were  then organized into related themes and sub--

themes to conduct a thematic analysis. Verbatim quotes  

were used to represent  responses to key questions , and 

themes. Themes were reviewed repeatedly to ensure  

they supported the data and to look for missing 

information and a richer outcome. The data was  

analyzed using Atlas ti 7 software.  

  

Trustworthiness 

To ensure  the credibility of the research findings, the 

study participants were constantly  observed during  

the  interview. A Peer debriefing was conducted  for 

the interviewer , and the transcripts were made 

available  to our colleagues. Member checking was 

conducted by returning the preliminary findings to 

some participants to correct errors and challenge what 

they perceived as wrong interpretations. Rigor was 

attained through strict attention to detail, adhering to 

procedures, and consistency and accuracy throughout 

the research process, each of which the investigator has 

considered at all times. Dependability was attained 

through accurate documentation by minimizing 

spelling errors through frequent observation of data, 

including all documents in the final report, such as the 

notes written during the interview, and ensuring that 

the details of the procedures were described to allow 

the readers to see the basis upon which conclusions 

were made. The data analysis, interpretations, and 

conclusions were continuously peer-reviewed. 

 

To achieve confirmability of the study findings, raw 

data, interview and observation notes, documents and 

records collected from the field, and others should be 

documented for cross-checking and to conduct an audit 

trail where triangulation was used. To maintain the 

transferability of the findings, appropriate probes were 

used to obtain detailed information on responses, and 

study participants were selected based on their specific 

purpose to answer study questions and to get more in-

depth findings. 

 

Results 

Characteristics of the study participants  

This study involved 13 males and 1 female, 11 

graduates  and 3 undergraduate students, and 11 

married and 3 unmarried key informants. Nine 

participants were selected from the public health 

facilities of northern Mecha district and the district 

health bureau, two from West Gojjam Zonal Health 

Bureau, two from CBHI Bahir-Dar branch, and one 

from Amhara regional health bureau. The participants 

were aged between 28 and 60 years. The interviews 

with the key informants lasted an average of 33 

minutes.  

 

Community-based health insurance bankruptcies 

The study revealed that various reasons facilitated the 

community-based health insurance bankruptcy in the 

selected district. In this study, four main themes were 

developed: program-, community-, contracted health 

facility-, and health insurance scheme-related factors 

(Figure 2). 

 

 

Figure 2: Summary of the themes and categories for Facilitators of Community-Based Health 
Insurance Scheme Bankruptcy in North Mecha District, West Gojjam Zone, Ethiopia, 2021. 

Theme 1: Program-related factors 

 

Category 1: Low contribution amounts from 

members  

In this study, the existing amount of contributions 

collected from members was based on family size, up 

to 5, 6, and above eight family sizes of 350.00, 400.00, 

and 480.00 birr, respectively, without considering the 

cost of current medical care. All participants said that 

the contributions collected from members are not 

enough to cover healthcare expenses since there is 

currently an increase in the cost of pharmaceuticals, 
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health service fees, and laboratory reagents due to the 

increased value of foreign currencies. 

"... contributions do not cover medical 

expenses; for example, if one household pays 

350 birr per year to treat up to five families a 

year, and at least once each family member 

goes to a health facility, they will spend at 

least 200–500 birr. This means that the CBHI 

Scheme will pay between 1,000 and 2,500 

birrs for each family per year." (male 

participant, BSC degree holder, age 42) 

Category 2: Low subsidies  

General subsidies from the  Federal Ministry of Health 

and targeted subsidies for selected indigents are two of 

the financial sources of these schemes. In this study, all 

the participants said that there was an insufficiency of 

general subsidy from MOH, which was expected to 

account for 10 percent of the total collected by the 

scheme. It was found that the schemes with target 

subsidies for the last two years were not allocated. The 

three-year regional and district target subsidy 

(4,190,699 birr) was not transferred to the CBHI 

scheme bank account. 

"We receive a 10 percent federal government 

subsidy. However, this subsidy is insufficient. 

For the past two years, 30% of the district 

subsidy has been improperly allocated and 

has not been remitted to the system. Because 

they did not have a budget, we did not also 

collect the region's subsidy for two years. " 

(male participant, degree holder age 28).  

Category 3: Out-of-pocket (OOP) reimbursement 

All participants indicated  that the system allows for  

reimbursement of OOP paid by members for drugs, 

laboratory services, and imaging procedures in the 

event of supply shortages in  contracted healthcare 

facilities. Most  participants indicated  that the system  

did not reimburse OOP expenses  for members for 

almost  a year due to a lack of funds.  

"The scheme was reimbursing the OOP for 

members during stock out, but currently, they 

stop due to a lack of money." (male 

participants, diploma holder, age 50). 

 

According to the study, the three-year average of out-

of-pocket payments per beneficiary was 932, compared 

to 290 for hospitals and 47 for health centers in public 

facilities. All respondents agreed that OOP 

reimbursement facilitated the CBHI scheme's 

becoming insolvent. Most participants said that the 

main factors contributing to the high cost of OOP 

reimbursement were private dealers and incomplete 

health services in contracted health facilities. Private 

drug stores and pharmacies were deliberately raising 

prices, especially for CBHI members. 

"The increase in members' pocket money is 

due to several factors. There is a deliberate 

increase in the price of drugs at private 

pharmacies for CBHI members, and there is a 

lack of supply of drugs and laboratory 

services in the contracted health facilities. For 

instance, a medicine that costs 10 birrs can 

cost up to 500 birrs in private pharmacies." 

(male participant, diploma holder, age 31). 

 

Category 4: Too many benefit packages 

The majority of the respondents stated that CBHI 

beneficiaries have access to entire domestic packages 

of health care provision, from the health center to 

tertiary levels within contracted public health facilities. 

Outpatient, inpatient, surgical, laboratory, and 

medication services to contracted health facilities listed 

as benefit packages in CBHI directives were too many, 

facilitating the scheme’s bankruptcy. 

"Because the current amount of money 

contributed by the CBHI members is low, too 

many benefit packages will cause the health 

insurance scheme to go bankrupt." (male 

participant, degree holder, age 43). 

Category 5: Low enrollment rate 

Enrollment rates in the schemes were below the 

minimum enrollment rate of 60% that is required to 

commence operations, according to the CBHI 

directives. All participants said that the membership 

rate was increasing year over year. Most respondents 

agreed that enrollment rate and community-based 

health insurance scheme insolvency are directly 

proportional. The study showed low numbers of newly 

engaged members in the scheme, a constant renewal 

rate, and some increment in net CBHI enrollment in the 

North Mecha District. 

"The number of CBHI members in the district 

is increasing, but not all eligible households 

can join. If all eligible households were 

members, everyone would not be sick at the 

same time, solidarity would be created, and 

there would be no scheme bankruptcy." (male 

participant, degree holder, age 50). 

 

Most participants revealed that the factors leading 

households not to enroll in the scheme were low 

household awareness of health insurance, interruption 

of OOP reimbursement, poor health care services in the 

contracted health facilities, and lack of money for 

contributions. Most of the respondents said that 

members failed to renew their membership due to 

dissatisfaction with the health services, a dislike of the 

referral system, and a lack of money to pay. 

"... Reasons for some people not to enroll in 

the scheme are problems with health service 

delivery, a lack of OOP reimbursements, the 

assumption that certain households are self-

sufficient or have health care in private 

hospitals because they are wealthy, an 

inability to pay higher contributions, and a 

lack of awareness about the CBHI." (male 

participant, degree holder, age 33). 

 

Theme 2: Community-related factors 

 

Category 1: Low awareness of health insurance 

Most of the participants revealed that the community's 

awareness of health was very low. 
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"The community's attitude towards health is 

low, especially when they come to treatment, 

leave their medicine at home, and return to 

the health facility. For example, if a person 

suffers from joint pain and is prescribed oral 

medication, he or she should take this 

medication and leave it at home. Then they 

say that I am not feeling well and I should be 

given medication by injection." (male 

participant, diploma holder, age 36). 

Category 2: Fraud and moral hazard related to 

beneficiaries  

All respondents said that CBHI members needed to 

pursue unnecessary medical care in the contracted 

facility. Most of the participants said that the 

facilitating factors for CBHI scheme bankruptcies were 

frauds and moral hazards experienced by members, 

like giving identification cards to non-members, taking 

drugs for non-insured family members, selling drugs to 

private pharmacies, and using forged receipts for OOP 

reimbursement. 

"Health insurance members tend to seek 

unnecessary treatment, claiming that their 

eligibility will end up unused in November 

and December. In some cases, they provide an 

identification card for a non-member to 

receive treatment. For example, at Tagel 

Health Centre, a person was found trying to 

take drugs by telling the staff about his non-

member brother's illness. The other female 

member comes to Merawi Health Centre with 

her mother’s (not CBHI member) symptoms 

and has been found while taking medication 

for signs of her mother's illness." (male 

participant, degree holder, age 34). 

 

Category 3: Increased health service utilization 

The CBHI scheme has a contractual agreement with 13 

health centers and two hospitals. All respondents said 

that with the implementation of the CBHI program, the 

rate of health service utilization had improved 

significantly. All participants said that community 

health-seeking behavior and visits to health facilities, 

especially by CBHI members, increased, which 

incurred a high cost to the CBHI schemes, leading to 

insolvency. 

"Yes, since the start of CBHI, more patients 

have been visiting our hospital daily. The 

main reason for this is that members come to 

the hospital when they are sick; they do not 

have to pay for medical expenses, so they 

want to come and be treated even without 

having an illness. Frequent use of health 

services will result in high costs for the health 

insurance schemes." (male participant, 

diploma holder, age 38). 

Theme 3: Contract facility-related factors 

Category 1: Shortage of drugs and laboratory 

services 

All respondents agreed that the low availability of 

drugs, laboratory tests, and other health services in the 

contracted health facilities were the facilitators of the 

scheme's bankruptcy. The respondent states that this 

was due to different factors like drugs not being found 

in the market, an untimely refund from the CBHI 

scheme, a lack of budget allocated to medical supply, 

an inability to avail the supply agency, and a rise in the 

cost of medical supplies due to the shortage. 

"The total budget allocated to the health 

center is low, the budget allocated to medical 

supply is low or may not be allocated 

occasionally, and there are few drugs 

available in pharmaceutical supply agencies 

and very high costs when buying from a 

private supplier. The other causes are not 

timely reimbursements from the CBHI scheme 

for health service utilization claim fees.” 

(male participant, degree holder, age 44). 

Category 2: increased cost of medical supplies and 

healthcare services in contract health facilities 

All participants said that the price of medical supplies 

and healthcare services increased compared with the 

previous time. Most participants also revealed that the 

increase in the cost of drugs and healthcare services 

was the main reason for the CBHI scheme's insolvency. 

"The cost of drugs has increased, and the 

health insurance contributions collected from 

members will not cover the cost of health 

services. Currently, the costs of healthcare are 

increasing at health facilities. For example, 

the user fees in Tibebe Gion Specialized 

Hospital for an ICU bed per day are 318 

birr." (female participant, degree holder, age 

30).  

Category 3: Referral system 

The current referral system for CBHI members states 

that, except for emergencies and patients who have an 

appointment, all members should initially visit the 

health center. Some respondents revealed that due to 

schemes not reimbursing our fees timely, there is a 

tendency to give a referral for patients treated at the 

health center level. 

"Unless there is an emergency or an 

appointment, health insurance members 

should have a referral to a hospital. However, 

for patients who can be treated at the health 

center level, due to the lack of timely 

reimbursement of member fees for our health 

center, we are referring directly to the 
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hospital." (male participant, degree holder, 

age 40). 

Category 4: Fraud and moral hazard related to 

providers 

Study participants agreed that fraud, such as  treating 

non-members, filling  non-member claims, coding  

with private pharmacies, and unnecessary referrals, 

were factors in the  CBHI scheme’s bankruptcy. Most 

participants mentioned that  some health care providers 

had medications prescribed for non-members, more 

likely for admitted patients, treating non-members as 

members and requesting unnecessary laboratory tests. 

"... Sometimes, there is a tendency for others 

to use the medications prescribed by CBHI 

members in the inpatient department. This, 

too, is a virtue. Because I think people who do 

not have money are left untreated." (male 

participant, degree holder, age 39). 

Theme 4: Health insurance scheme-related factors 

Category 1: Poor medical audit systems 

The respondents stated that the scheme's clinical 

auditor conducts a medical audit every quarter by 

taking a sample from requested claims. Most of the 

respondents said that there is no action taken 

depending on clinical audit findings, in spite of the 

auditor sending feedback to the health facility. 

"The health insurance scheme has a clinical 

auditor. Every three months, they audit the 

service by taking a sample of 10 cards from 

each month for a total of 30 patient cards 

quarterly." (male participant, degree holder, 

age 43). 

Category 2: Delay in reimbursement of health 

service fees for contracted facilities 

Most participants agreed that the CBHI scheme was 

delayed in reimbursing the fee for health services given 

to community-based health insurance members and 

was the precipitating factor for the scheme’s 

insolvency. Health facility respondents stated that the 

fees for health services for CBHI beneficiaries were 

not reimbursed for the last year. Most respondents said 

that this was also a factor in the shortage of drugs and 

supplies in contracted facilities. 

"The health service utilization payment has 

been delayed for a year due to a lack of funds 

in the health insurance scheme." (male 

participant, diploma holder, age 28). 

Category 3: Structure of the CBHI scheme 

Most respondents mentioned that the structure of the 

CBHI Scheme, with no split between purchaser and 

provider, was the facilitating factor for the scheme's 

bankruptcy. Most respondents revealed that the CBHI 

board was not fully supporting the schemes. On the 

contrary, there was a respondent the board supported 

during the membership mobilization period. 

"The CBHI Scheme's structure is also a factor 

in its insolvency. Because the purchaser and 

provider are not separated." (male 

participant, degree holder, age 54). 

Discussion 

This study aimed to explore the facilitators of CBHI 

scheme bankruptcy in the North Mecha district. The 

study participants discussed potential facilitators of 

CBHI scheme bankruptcy that need to be given due 

attention to the financial sustainability of the CBHI 

schemes. Low rate of contribution, too many benefit 

packages, low community awareness, fraud, and moral 

hazard, low general subsidies, shortage of drugs and 

laboratory services, no timely reimbursement of the fee 

for health facilities, the structure of the CBHI scheme, 

increased health service and drug costs, and a poor 

medical audit system were related factors with CBHI 

bankruptcy.  

  

The growth of net enrollment was not significant, even 

though it was below the criteria for scheme formation 

stated in the CBHI directives. The drop-out rate was 

very high as compared with the other studies, signaling 

the possibility of adverse selection. The current study 

identifies that the major reasons for high drop-out and 

not being newly enrolled were lack of money and poor 

health service quality in a contracted health facility, 

which is consistent with previous studies (23, 28-30).In 

this finding, low contribution rates and not properly 

collecting contributions from extra families were stated 

as the key facilitators for scheme bankruptcy. This 

might be due to the kebele cash collectors being unable 

to receive according to a bylaw since they were not 

well educated, and the family heads also reduced the 

child’s age. The study was consistent with the study, 

which revealed that the number of contributions 

collected from members was too low to cover the 

medical expenses (31, 32). 

 

The referral mechanism was also identified as a motive 

for bankruptcy. The referral mechanisms require only 

members to visit the health center first, which hinders 

them from registering in the scheme. On the other 

hand, findings show that patients were referred directly 

from a health center to a tertiary hospital, resulting in a 

high cost for the scheme since the cost of tertiary-level 

care for diagnostic and consultation fees was higher 

than in primary hospitals (33, 34). Fraud and moral 

hazards of the demand side were also facilitators for 

insolvency, such as frequent visits, giving ID for non-

members, seeking treatment for other people by 

complaining about their symptoms, and selling drugs to 

private pharmacies. Members of CBHI also tend to 

collect more drugs by going to other facilities and 

coming to the service provision area just after putting 

the drugs in their homes, which is consistent with other 

study's findings on demand-side fraud (35).  
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The medical audit system was also stated as facilitating 

bankruptcy.  According to the Ethiopian Health 

Insurance Service health facilities' Medical Audit 

System manual, all nominated members should be 

taken off a claim list and perform a 100% audit. 

However, it was discovered that the current clinical 

audit system required 30 patient cards to be sampled 

per quarter in order to pay the health service utilization 

fee (36). The other motive for the scheme’s bankruptcy 

was the scheme structure. The current structure is the 

health service provider and the buyer (health insurance 

and Health Office/health institutions) together; and 

would not be taken action in findings of clinical audits, 

frauds, and misuses (20, 32). Since the beginning of 

health insurance, regular visits to community health 

facilities have increased, which has resulted in the 

inability of a CBHI scheme to cover the cost of 

members' medical services fees, consistent with the 

studies reported financial sustainability of CBHI in 

Ethiopia (37, 38). 

  

This study also explored that too many benefit 

packages and low community awareness facilitators of 

bankruptcy. This was supported by the study, which 

reported that lack of knowledge and understanding of 

insurance principles and CBHI, stringent rules of some 

CBHI schemes, lack of adequate legal and policy 

framework in support of CBHI, and inappropriate 

benefit packages were barriers to renewal and 

enrolment that leads to scheme bankruptcy (19, 39). 

Another stated factor for the bankruptcy of health 

insurance was the delay in reimbursement of health 

facilities' health service utilization fees. Although the 

health insurance scheme agreed to pay members' 

medical expenses to the health facilities on a quarterly 

basis, there was a delay in reimbursement for up to one 

year due to a lack of money, which affected CBHI's 

bankruptcy (12, 40).  

 

Conclusion 

The study explored that low membership rates, too 

many benefit packages, low contribution amounts, 

fraud and moral hazards on the demand and supply 

sides, low availability of drugs and laboratory services, 

OOP reimbursement, low subsidies, poor medical audit 

system, delays in reimbursement, a referral system to 

higher health care level, increased cost of medical 

supply and health care services, low community 

awareness, and increased health service utilization 

were identified as facilitating factors for scheme 

bankruptcy. Therefore, by investing in awareness 

campaigns and education initiatives to inform 

communities about the benefits of health insurance and 

encouraging higher enrollment rates, policymakers and 

relevant bodies can work towards ensuring the 

financial sustainability of health insurance schemes and 

enhancing the capacity of members to contribute to 

membership, ultimately supporting the goal of 

universal health coverage. 
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