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Abstract
Background: Nepal’s national social health insurance (SHI) program, which started in 2016, aims to achieve universal
health coverage (UHC), but it faces severe challenges in achieving adequate population coverage. By 2018, enrolment
and dropout rates for the scheme were 9% and 38% respectively. Despite government’s efforts, retaining the members in
SHI scheme remains a significant challenge. The current study therefore aimed to assess the factors associated with SHI
program dropout in Pokhara, Nepal.
Methods: A cross-sectional household survey of 355 households enrolled for at least one year in the national SHI program
was conducted. Face-to-face interviews with household heads were conducted using a structured questionnaire. Data
was entered in Epi-Data and analysed using SPSS. The factors associated with SHI program dropout were identified
using bivariate and multiple logistic regression analyses.
Results: The findings of the study revealed a dropout prevalence of 28.2% (95% CI: 23.6%-33.2%). Households having
more than five members (adjusted odds ratio [aOR]: 2.19, 95% CI: 1.22-3.94), belonging to underprivileged ethnic
groups (Dalit/Janajati) (aOR: 2.36, 95% CI: 1.08-5.17), living on rented homes (aOR: 4.53, 95% CI: 1.87-10.95), absence
of chronic illness in family (aOR: 1.95, 95% CI: 1.07-3.59), perceived good health status of the family (aOR: 4.21, 95% CI:
1.21-14.65), having private health facility as first contact point (aOR: 3.75, 95% CI: 1.93-7.27), poor availability of drugs
(aOR: 4.75, 95% CI: 1.19-18.95) and perceived unfriendly behaviour of service providers (aOR: 3.09, 95% CI: 1.01-9.49)
were statistically significant factors associated with SHI dropout.
Conclusion: In Pokhara, more than one-fourth of households have dropped out of the SHI scheme, which is a significant
number. Dropping out of SHI is most commonly associated with a lack of drugs, followed by rental housing, family
members’ reported good health status and unfriendly service provider behaviour. Efforts to reduce SHI dropout must
focus on addressing drugs availability issues and improving providers’ behaviour towards scheme holders. Increasing
insurance awareness, including provisions to change first contact points, may help to reduce dropouts among rented
households, which make up a sizable proportion of the Pokhara metropolitan area.
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Background
Social health insurance (SHI) is one of the principal methods
of health financing. A number of countries around the world
have already achieved universal health coverage (UHC) using
this method, and a few others have come close.1,2 In recent
years, several low-and middle-income countries including
Nepal have embarked on a path to implement various models
of health insurance schemes, aiming to cover their entire
population. In 2016, the Government of Nepal initiated a
SHI program with the objective to ensure UHC by increasing
access to and utilization of necessary quality health services.
The Health Insurance Act of 2017 and its regulations of 2019,
guide the implementation of this program, which is currently
administered by the Health Insurance Board (HIB).3
Reaching UHC through health insurance is a difficult
process that necessitates careful considerations of numerous
factors. The program’s success is dependent on its ability to
achieve high levels of geographical, population and service
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coverage. Nonetheless, the existing evidence show that the
national SHI program in Nepal has encountered a number
of challenges in achieving an adequate population coverage.4
By 2018, the SHI program had expanded to 36 districts,
with more than 1.5 million members enrolled.5 While this
enrolment represented 9% of the total population, the dropout
rate was 38%. The rate of dropping out of the health insurance
program varied by district, ranging from 15% to 96%.4 Despite
the government’s efforts, ensuring the SHI scheme’s long-term
viability remains a significant challenge. Low enrolment and
higher dropout rates frequently undermine the government’s
goal of providing financial protection and access to quality
healthcare for its citizens.
Globally, a large body of literature has investigated the factors
that influence health insurance dropout. Higher dropout
rates have been predominantly linked to high premiums,
unfriendly provider behaviour, limited scheme benefits, poor
quality of care, and a lack of trust in contracted heath facilities
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Key Messages
Implications for policy makers
•
The health insurance board (HIB) may need to work with health facilities as well as federal, provincial and local governments, to improve the
availability of all drugs listed in the benefit package. Adding pharmacy services to the health facilities, increasing public hospital budgets and
accelerating the procurement process, could all help to improve drug availability.
•
In this study, more than a quarter of households who dropped out of the social health insurance (SHI) mentioned a lack of awareness about
renewal mechanisms as their reason for not continuing their scheme. The adoption of digital innovations such as insurance policy renewal
reminder service or text message notifications, as well as proactive involvement of enrolment assistant in informing health insurance subscribers
about renewal procedures may help increase members’ renewal in the SHI.
•
Because the primary goal of the SHI is to provide financial protection to everyone from future risks of health-care costs, the HIB must adopt
more pragmatic methods of retaining even the low-risk households in the SHI scheme. To advance towards universal health coverage (UHC),
Nepal should replace voluntary financing with mandatory enrolment by enforcing the criteria under the Health Insurance Act and also use tax
financing to cover informal sectors and households.
Implications for the public
A significant number of households in the metropolitan area are rented, and retaining them in the scheme is critical to the program’s long-term
success. Despite the fact that such households had the option of changing their first point of contact, the increased likelihood of rented households
dropping out of social health insurance (SHI) was unexpected. Focused community-based awareness and information dissemination on SHI
provisions, including policies and processes for changing first contact points, are necessary to ensure their retention and expanded coverage. On the
supply side, unfriendly provider behaviour has been found to influence SHI dropout. Health workers may need to cultivate a positive attitude toward
health insurance members. This could include giving clients a warm welcome, paying attention and respect, taking a polite approach, providing
adequate and relevant health information, and treating insured and uninsured members equally.

and health insurance schemes.6-12 While the dropout problems
are persistent in many countries, many of the contributing
factors appear to be highly country and context-specific
depending on the modalities of the insurance program, the
characteristics of the health system, and the socioeconomic
circumstances and conditions of the target population in each
country. For instance, while non-affordability of the premium
was the main reason for dropout in Ghana’s health insurance
scheme, poor perceived health service quality, failure to
provide the promised benefit package, and providers’
perceived negative attitude toward insured members were all
significant contributing determinants of high dropout in the
community-based health insurance (CBHI) scheme in Manna
district, Ethiopia.13 Similarly, perception of poor quality of
health services was the most important determinant of dropout in Senegal’s CBHI scheme. The current study is therefore
justified by the need to understand the dropout determinants
that are unique to Nepal’s SHI context.
Despite this need, Nepal’s health insurance scheme has a
weaker evidence base, with even fewer studies on the factors
that influence SHI enrolment14,15 and dropouts.4,10 Smallscale studies on SHI enrolment have already established
that the ethnically privileged and well-off families and those
suffering from acute and chronic health conditions are more
likely to enrol in the Nepal’s SHI scheme.14,15 Policy-makers
anticipate that the same factors that influence enrolment will
also influence renewal and dropout decisions. If that were the
case, everyone who were enrolled to the scheme would indeed
renew their membership. The factors that influence renewal
and dropout decisions are distinct from those that influence
enrolment decisions.
Nonetheless, only a few studies have looked into the
factors that lead to SHI dropout in Nepal. The literature
suggests that SHI in Nepal has failed to satisfy its scheme
holders due to factors such as drug shortages, insufficient
2

benefit package content, poor quality of health services, and
unfriendly behaviour of health workers.4 Furthermore, larger
families as well as those who are more affluent and ethnically
privileged are the ones with greater likelihood of dropping
out.4,14,16 In the study conducted in Pokhara-Metropolitan
area, the authors attempted to confirm an association with
certain socio-demographic and service related factors, but
the dropout factors were not clearly established.10 On the
other hand, this study overlooked many important factors
related to health service and scheme characteristics, such as
service quality, availability of drugs and services promised by
the SHI scheme, service providers’ behaviour, and premium
affordability, all of which could be potential factors for SHI
dropout. Another study attempted to take into account many
of these factors, but the results were limited by the exploratory
nature of the study.4
In this background, the current study used a quantitative
methodology with a robust design to corroborate the range
of factors identified by previous studies as well as to identify
additional factors that have not yet been investigated for
Nepal. The aim is to provide the HIB, as well as other policy
and decision makers, with the information they need to
devise policies that would improve members’ retention in the
SHI, thereby ensuring the program’s long-term viability in
Pokhara and throughout the country. This article is expected
to contribute to the entire knowledge base of the health
insurance program in Nepal by identifying the factors related
with dropout in Nepal’s SHI program.
Features of Nepal’s Social Health Insurance Program
The Government of Nepal in 2016 introduced a SHI scheme
called Social Health Security Program (SHSP) aiming to
provide an affordable financial protection against the risk of
health-related costs.17 Social Health Security Development
Committee, a semi-autonomous body initially administered
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this program. The first phase of the SHSP was implemented
in three districts – Kailali, Baglung and Ilam and was
gradually expanded to other districts.3,17 After the Health
Insurance Act was endorsed in 2017, SHSP was renamed as
Health Insurance Program and the autonomous HIB formed
under the provision of the act has been administering the
program thereafter. The program currently aims to cover
all households, families of civil servants, formal enterprises
and even the persons going abroad for foreign employment.
Although the Health Insurance Act, 2017 makes it mandatory
for every Nepali citizen to enrol in the health insurance
program, the SHI is still voluntary in practice due to lack of
incentives and processes to register the informal sector.3
The SHI in Nepal receives funds from two main sources:
pre-paid premiums (membership contributions) and
public funds, which are Government of Nepal revenues as
annual block grant directed to the health insurance fund to
subsidize the premiums for targeted groups and to cover its
administrative expenses.3 As a prepaid premium, families up
to five members contribute Nepali Rupees (NPR) 3500 per
year (US$29.37) and NPR 700 (US$5.87) for each additional
member in the family.18 Enrolment assistants collect the
premium contributions from households. In case of formal
sector, premium contribution has been set at 2% of the basic
salary not exceeding NPR 10 000 (US$83.92) per year (1%
contribution each by the employee and employer).18 There
are policy provisions for exemptions in annual premium
such that government of Nepal pays certain premiums for
the definite group of people. The exemption rates are 100%
for the families of ultra-poor, severe disabled, leprosy, HIV
infected and complicated tuberculosis (TB) cases (multidrugresistant-TB), 100% for senior citizens aged 70 years or above
and 50% for female community health volunteers (Table 1).18
The SHI provides coverage for emergency services,
outpatient consultations, inpatient services, surgeries, drugs,
and laboratory tests, radiological and other diagnostic
services. The services are provided through both public and
private facilities (contracted) with some specialized curative
care at selected super-specialized and tertiary hospitals, and
public providers are the first point of contact.3 The benefit
package includes over 1000 types of allopathic and ayurvedic
medicines.19 Each insured households of up to five members
receives a benefits of up to NPR 100 000 (US$839.20) per year
while an additional NPR 20 000 (US$167.84) is covered for
each additional member. The maximum amount of benefit
available to a family per year is NPR 200 000 (US$1678.41).18
However, senior citizens aged 70 years or above receives an
additional benefit of up to NPR 100 000 per year. In case of
members suffering from cancer, cardiovascular disease, renal
failure, head and spinal injury, sickle cell anemia, Parkinson
disease and Alzheimer disease, additional benefit of up to
NPR 100 000 is provided for the treatment of these diseases.19
SHI also has a list of conditions that are excluded in the
benefits package. These includes ambulance services except
for specific conditions during emergency, plastic and cosmetic
surgeries other than the treatment related to burns, severe
disability and surgery for cleft lip and palate. Other items in the
exclusion list includes optical aids, hearing aids, orthopaedic

aids (white canes and crutches) costing more than the price
determined by the HIB, dentures and dental services except
extraction, draining of abscess and primary management of
dental injuries (trauma).18 The payments in SHI program
are made directly to the service provider organizations. A
number of different provider payment systems such as fee
for services, case-based payments and capitation are used to
purchase health services.3 Provider payment is streamlined
through electronic Insurance Management Information
System. Families who complete their one year of enrolment
need to renew their membership one month prior to the
end of membership period. Families that are not able to
utilize any amount from the benefit package during the
one-year enrolment cycle are offered 10% discount in the
annual premium during the renewal in the subsequent year
(Table 1).18
Methods
Study Setting
The SHI scheme was being implemented in 42 districts at
the start of this study, with 30 districts having completed
their one-year program rollout and eight districts having
completed their two-year program rollout. Pokhara
metropolitan city in Kaski district was chosen as the most
convenient of the eight districts. Pokhara is one of Nepal’s six
metropolitan cities and the provincial capital of the Gandaki
province. Administratively, it is divided into 33 wards (lowest
administrative unit). Pokhara metropolitan city is located
approximately 204 km (126 miles) west of Kathmandu, the
country’s capital city. The city has a total area of 464.24 km2
and a population of 414 141 people.20 Pokhara is one of the
most urbanized areas in Nepal, with 55% of households living
in rented homes. The SHI program in Pokhara metropolitan
(Kaski district) began in December 2016. At the time of the
study, 18 807 (4.5%) households were enrolled in the SHI
program with 13 339 having completed one year of coverage.21
In Pokhara, eight health facilities were designated to provide
health services to the insured populations, three of which
were public sector health facilities.
Study Design and Population
A community-based cross-sectional analytical study was
conducted among households that had been members of SHI
for at least a year. Households enrolled in the SHI between
December 16, 2016 and January 14, 2018 were eligible for
inclusion in the study.
Sample Size and Sampling Procedure
The sample size was calculated using a single population
proportion formula for finite population22 assuming the
proportion of households dropping out from the SHI (p)
at 38.5%,21 a precision (d) of ±5% and a standard normal
variate (Zα/2) of 1.96 at 5% significance level. Using the finite
population (N) of 13 339 (households in Pokhara metropolitan
city that had completed one year of enrolment in SHI), the
estimated sample size was 355.
𝑆𝑆𝑆𝑆𝑆𝑆𝑆𝑆𝑆𝑆𝑆𝑆 𝑠𝑠𝑠𝑠𝑠𝑠𝑠𝑠 (𝑛𝑛) =

𝑑𝑑 2 (𝑁𝑁

𝑁𝑁𝑍𝑍𝛼𝛼/2 2 𝑝𝑝 (1 − 𝑝𝑝)

− 1) + 𝑍𝑍𝛼𝛼/2 2 𝑝𝑝 (1 − 𝑝𝑝)
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Table 1. Features of Nepal’s Social Health Insurance Program

Features

Description

Roll out year

•
•
•

April 2016.
The program was rolled out in Pokhara (Kaski district) from December 2016.
At the time of the study, the program was being rolled out in 42 districts; 30 districts had completed their 1-year enrolment cycle.

•
•

Administered by HIB, an autonomous body established under Health Insurance Act, 2018.
The board provides membership cards, contracts and negotiates with service providers on benefit package, their costs and deals
with provider payments.

•
•

Budget allocated by Government of Nepal.
Premium contributions from households where families with up to five members contribute NPR 3500 (US$29.37a) per year and
NPR 700 (US$5.87) per additional member.
2% payroll contribution from formal sector not exceeding NPR 10 000 (US$839.20) per year (1% contribution each by the
employee and employer).

Administration

Sources of revenue

•

•
•

100% exemption in annual premium for families of ultra-poor, severe disability, leprosy, HIV infected, complicated TB cases
(MDR-TB).
100% exemption for senior citizens aged 70 years or above.
50% exemption for female community health volunteers.

•

Single pool at national level managed by the HIB.

•
•

Public health facilities as first point of contact.
Private health facilities selected through contracting - for emergency and referral services.

•

•

Benefits of up to NPR 100 000 per year are provided to insured families of up to five members with an additional NPR 20 000
(US$167.84) covered for each additional member. The maximum amount of benefit available to a family per year is NPR 200 000
(US$1678.41).18
Benefits of up to NPR 100 000 per year to be utilized only by senior citizens aged 70 years or above.
Additional NPR 100 000 for treatment of cancer, cardiovascular disease, kidney disease, head injury and spinal injury, sickle cell
anemia, Parkinson disease and Alzheimer disease.
Covers emergency services, outpatient consultations, inpatient services, surgeries, drugs, and laboratory tests, radiological and
other diagnostic services.
Includes over 1000 types of medicines including 25 types of ayurvedic medicines.19

Co-payments

•

No co-payments or other cost sharing arrangements in practice.

Exclusion list

•
•
•
•

Ambulance services other than during emergency.
Plastic and cosmetic surgeries except for treatment related to burns, severe disability and surgery for cleft lip and palate.
Spectacles, hearing aids, white canes and crutches costing more than the price determined by the HIB.
Dental services except extraction, draining of abscess and primary management of dental injuries (trauma).18

Provider payment
mechanisms

•
•

Case-based payment for outpatient and emergency services.
Fee for service for inpatient and diagnostic services.

Renewal

•
•

Families need to renew their membership one month prior to the end of membership period.
Families that are not able to utilize any amount from the benefit package are offered 10% discount in the annual premium during
the renewal for next year.

•
Exemptions
Pooling
arrangements
Service delivery
channels

Benefit Package

•
•
•

Abbreviations: HIB, Health Insurance Board; MDR-TB, multi-drug resistant tuberculosis; NPR, Nepali Rupees; TB, tuberculosis.
a
1 USD equivalent to NPR 119.16 based on exchange rate of Nepal Rastra Bank for July 30, 2021.

The list of households that had completed one year of
enrolment was obtained from the HIB. Our sample was drawn
at random from 11 wards in the Pokhara metropolitan area.
The sample size in each ward was proportional to the number
of insured households in that ward who met the inclusion
criteria. A simple random sampling technique was used to
sample households in each ward. This was accomplished
by computer randomization of eligible households. Ward
office (lowest administrative level of the local government)
personnel and enrolment assistants (those responsible for
registering and enrolling families in the SHI) helped in
locating the sampled households.
Variables
The outcome variable in this study was current SHI status (dropout or continuous use). We used the Andersen’s behavioural
model of health-care utilization23,24 as a framework for the
explanatory variables to predict the factors that facilitate or
4

hinder households to continue their SHI membership or
dropout out of the scheme. This model suggests that the
utilization or non-utilization of healthcare and services is
determined by the three key factors (predisposing, enabling
and need factors).23 The selection of explanatory variables
was guided by review of literatures on the determinants of
dropout from the health insurance schemes.4,7,8,11,13,25-28 In this
study, the predisposing factors included socio-demographic
characteristics (age, sex, household size, and ethnicity),
knowledge, and attitude towards SHI. The economic factors
such as home ownership, occupation and wealth index of
household was examined as enabling factors. Other enabling
factors included type of health facility as first contact point,
distance from health facility (first contact point), time to reach
health facility, waiting time, availability of service providers,
availability of services under benefit package, perceived
quality of services, perceived behaviour of service providers
and satisfaction with opening hours. The need factors in this
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study included presence of dependent members (children
less than 18 years and elderly people above 60 years of age) in
the family, past illness experience, presence of chronic illness
in the family, perceived family health status and presence of
differently abled member in the family.
Operational Definition
Dropout from SHI: Households that had previously been
members of SHI but were no longer enrolled (at the time
of the survey) were classified as dropouts. Households that
dropped out of the SHI were coded as 1 and 0 otherwise.
Continuous use: Households that had been a member of
SHI for more than a year and still had a valid membership
at the time of survey, as well as households that had been
enrolled for a year and then renewed their membership after
a certain number of months of discontinuation but still had
a valid membership at the time of survey were considered as
“continuous user.”
Knowledge on SHI: Household heads’ knowledge of SHI was
assessed using 14-item knowledge questions about annual
premium, annual benefit amount and membership renewal
time. A score of one was assigned to each correct answer.
Based on the total score obtained by the respondent, the
overall knowledge of SHI was divided into three categories:
poor knowledge (50% score), moderate knowledge (50%-75%
score) and good knowledge (>75% score).
Attitude towards SHI: The attitude of the household heads
was assessed using a 5-point Likert scale ranging from
strongly disagree (1 point) to strongly agree (5 points). Eleven
positive and negative statements about SHI were used to
better understand the respondents’ perspectives. The scores
for the negative statements were reversed. Hence, the highest
score that the respondents could obtain was 55 and their
lowest possible score was 11. Based on the points obtained,
respondent’s attitude was graded as either favorable (scoring
more than or equal to 33), or unfavourable (scoring less
than 33).
Household wealth: An international wealth index (IWI)
was used to assess the wealth status of households. IWI is an
asset-based wealth index that ranges from 0 to 100, with 0
representing households with no assets and 100 representing
households having all assets and the highest quality housing.29
In order to calculate this, data on household durables, access
to basic services, and housing characteristics were entered into
the IWI formula.30 The elderly participants were divided into
five wealth quintiles based on their IWI score, with the first
quintile representing the poorest segment of the population
and the fifth quintile representing the least poor.
Illness experience in the family after membership: The
status of past illness experience was recorded by asking the
respondents to recall if any of their family members had
become ill after joining SHI. The responses were either ‘Yes’
or ‘No.’
Presence of family member with chronic illness: The presence
of chronic illness was recorded as “Yes” if any member in
the family had been constantly taking medicines for the past
three months or is required to take medicines for more than
three months for any medically confirmed chronic condition.

Perceived family health status: This was a self-rated response
measured on a five-point Likert scale ranging from excellent
to poor. The data was later categorized as good or poor.
Data Collection
Data collection was carried out using a structured
questionnaire. The choice of questions in the instrument
was guided by the review of literatures on enrolment and
dropout in health insurance schemes.7-9,14,25-27,31 Suggestions
and feedback on the content of the tool was obtained from
the research supervisors and experts and their comments
were incorporated in the final version of the instrument.
The questionnaire was initially prepared in English and then
translated into the Nepali language for ease of administration.
Prior to application, the questionnaire was pretested in 10%
of the sample outside the study area and changes were made
based on the pretest results. Cronbach’s alpha was used to
determine the internal consistency of items on the attitude
scale (five-point Likert scale). The scale’s alpha value was 0.69,
which was close to the commonly accepted value of 0.70.32
Hence, it was accepted. The data was collected between May
and June of 2019. Face-to-face interview with the household
head (household member who was the key income provider
and primary decision-maker in the family) was used to collect
data. In case of unavailability of the household head during the
visit, the next closest household meeting the inclusion criteria
was chosen for interview. Data collection was carried out by
the first author and the two enumerators. The enumerators
had a university degree in public health and were familiar
with the interview procedure and information sought. To
ensure quality, the collected data was thoroughly reviewed for
clarity and completeness.
Data Management and Analysis
The collected data were entered, cleaned, coded and
consistency were checked using EpiData version 3.1. The
coded data was then exported and analyzed with SPSS version
20. The background characteristics of the study population was
examined using univariate analysis. For continuous variables,
we calculated measures of central tendency and dispersion,
and for categorical variables, we calculated proportions.
Binary logistic regression was used to estimate independent
associations between explanatory variables and the binary
outcome variable. All explanatory variables with P value <.15
in the bivariate analysis were included in the multiple logistic
regression model. This was done to eliminate any variables
that could potentially make a significant contribution
in multiple regression analysis in the presence of other
variables. Variables were tested for multicollinearity before
being entered into the regression analysis. Using collinearity
diagnostics, one variable, “used SHI card after membership,”
was found to be multicollinear (variance inflation factor >10)
and was thus excluded from the analysis. The predicted value
was described using adjusted odd ratios (aORs) (estimated
by taking the antilog of the logistic coefficient) at 5% level
of significance. The regression model’s goodness of fit was
determined using the Hosmer and Lemeshow chi-square test.
The model was found to be a good fit with P > .05. In addition,
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a Nagelkerke (pseudo) R square value of 0.403 was observed
in the model.
The following equation explained the regression model:
Log [y/(1-y)] = β0 + β1x1 + β2x2+ β3x3+……. + βnxn + e
Where ‘y’ is the expected probability of the outcome variable
occurring, b0 is the constant or intercept, β1, β2, β3 ... βn are
the regression coefficients, x1, x2, x3 ... xn are n independent
variables, and e is the error term.
Results
Characteristics of the Study Population
The mean age of the respondents was 50.3 ± 12.4 years.
Almost two-thirds (65.1%) household were headed by males.
More than three in five households (63.4%) had equal to or
less than five members. The average household size of the
study population was 5.4 ± 1.3. A greater majority of the
households (85.4%) belonged to privileged ethnic group
(Brahmin/Chhetri) and lived in housed owned by either
themselves or a family member (88.5%). Just more than
half (51.0%) households were employed in the paid sector

(business, labor, service and foreign employment). While just
more than a fourth (26.8%) of the study participants had a
poor knowledge on SHI, about three in five (58.9%) had an
unfavorable attitude towards SHI. More than four in five
households (82.3%) had at least one dependent member in
the family. A greater majority of the households (91%) had
an experience of illness in the family after their membership
in SHI, whereas nearly half (46.5%) had a family member
suffering from chronic illness. Slightly more than one in ten
household heads (11.5%) perceived the health status of their
family as poor (Table 2).
Similarly, about two-third households (65.1%) enrolled in
SHI had public health facility as a first contact point. More
than four in five households (80.8%) had used the SHI card
to access the health services available in the benefits package.
Among those utilizing the service benefit package, only one in
five households (78.4%) had their first contact point (health
facility) at a distance of less than 30 minutes. The maximum
time to reach the first contact point was 150 minutes. About
three in five participants (60.3%) reported that they had to
wait for more than an hour to receive the services under SHI.
While the greater majority of respondents (92.7%) reported

Table 2. Socio-demographic, Economic, Morbidity Status, Health Service and Health Insurance Scheme Characteristics Among Households in Pokhara Metropolitan
City, Kaski District, Nepal (n = 355)

Variables

SHI Status of Households
Dropout
No. (%) (n = 100)

Continuous Use
No. (%) (n = 255)

Total

Age of household heada
Less than 40 years

23 (23.0)

44 (17.3)

67 (18.9)

40-59 years

58 (58.0)

155 (60.8)

213 (60.0)

60 years or older

19 (19.0)

56 (22.0)

75 (21.1)

Male

54 (54.0)

177 (69.4)

231 (65.1)

Female

46 (46.0)

78 (30.6)

124 (34.9)

Less than or equal to 5 members

54 (54.0)

171 (67.1)

225 (63.4)

More than 5 members

46 (46.0)

84 (32.9)

130 (36.6)

Privileged (Brahmin/Chhetri)

80 (80.0)

223 (87.5)

303 (85.4)

Underprivileged (Dalit/Janajati)

20 (20.0)

32 (12.5)

52 (14.6)

Self-owned

79 (79.0)

235 (92.2)

314 (88.5)

Rented

21 (21.0)

20 (7.8)

41 (11.5)

Unpaid work (agriculture and home maker)

50 (50.0)

124 (48.6)

174 (49.0)

Paid work (Business, service, labor and foreign employment)

50 (50.0)

131 (51.4)

181 (51.0)

Q1-Poorest

21 (21.0)

51 (20.0)

72 (20.3)

Q2-Poor

25 (25.0)

45 (17.6)

70 (19.7)

Q3-Middle

19 (19.0)

54 (21.2)

73 (20.6)

Q4-Rich

16 (16.0)

61 (23.9)

77 (21.7)

Q5-Richest

19 (19.0)

44 (17.3)

63 (17.7)

Gender of household head

Household sizeb

Ethnicity

Home ownership

Main occupation of the household

Wealth index

Knowledge of household head on SHI
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Poor

34 (34.0)

61 (23.9)

95 (26.8)

Moderate

41 (41.0)

115 (45.1)

156 (43.9)
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Table 2. Continued

SHI Status of Households

Variables

Total

Dropout
No. (%) (n = 100)
25 (25.0)

Continuous Use
No. (%) (n = 255)
79 (31.0)

104 (29.3)

Unfavorable

63 (30.1)

146 (69.9)

209 (58.9)

Favorable

37 (25.3)

109 (74.7)

146 (41.1)

Yes

84 (84.0)

208 (81.6)

292 (82.3)

No

16 (16.0)

47 (18.4)

63 (17.7)

Yes

89 (89.0)

234 (91.8)

323 (91.0)

No

11 (11.0)

21 (8.2)

32 (9.0)

Yes

35 (35.0)

130 (51.0)

165 (46.5)

No

65 (65.0)

125 (49.0)

190 (53.5)

Good

95 (95.0)

220 (86.3)

315 (88.7)

Poor

5 (5.0)

35 (13.7)

40 (11.3)

Public

52(52.0)

179 (70.2)

231 (65.1)

Private

48 (48.0)

76 (29.8)

124 (34.9)

Yes

67 (67.0)

220 (86.3)

287 (80.8)

No

33 (33.0)

35 (13.7)

68 (19.2)

Good
The attitude of the household head towards SHI

Dependent members in the family

Illness experience in the family after membership

Presence of family member with chronic illness

Perceived health status of a family by the household head

Health facility as a first contact point

Used SHI card to access service benefits

Distance to reach health facility (first contact point) for SHI services (n = 287)
<30 min

13 (19.4)

49 (22.3)

62 (21.6)

≥30 min

54 (80.6)

171 (77.7)

225 (78.4)

Waiting time (n = 287)
<30 min

8 (11.9)

9 (4.1)

17 (5.9)

30-60 min

29 (43.3)

68 (30.9)

97 (33.8)

>60 min

30 (44.8)

143 (65.0)

173 (60.3)

61 (91.0)

205 (93.2)

266 (92.7)

6 (9.0)

15 (6.8)

21 (7.3)

Frequently available

29 (43.3)

137 (62.3)

166 (57.8)

Not available frequently

38 (56.7)

83 (37.7)

121 (42.2)

3 (4.5)

54 (24.5)

57 (19.9)

64 (95.5)

166 (75.5)

230 (80.1)

Availability of service provider (n = 287)
Frequently available
Not available frequently
Availability of services under SHI (n = 287)

Availability of drugs under SHI (n = 287)
Frequently available
Not available frequently
Perceived behaviour of service providers (n = 287)
Friendly

11(16.4)

85 (38.6)

96 (33.4)

Average

35 (52.2)

107 (48.6)

142 (49.5)

Not friendly

21 (31.3)

28 (12.7)

49 (17.1)

Satisfactory

48 (71.6)

191 (86.8)

239 (83.3)

Not satisfactory

19 (28.4)

29 (13.2)

48 (16.7)

Perceived quality of services (n = 287)

Satisfaction with opening hour of HF (n = 287)
Satisfactory

12 (17.9)

80 (36.4)

92 (32.1)

Not satisfactory

55 (82.1)

140 (63.6)

195 (67.9)

67 (67.0)

203 (79.6)

270 (76.1)

33 (33.0)

52 (20.4)

85 (23.9)

Affordability of premium
Affordable
Difficult to afford

Abbreviation: SHI, social health insurance.
a
Mean ± standard deviation (SD) = 50.3 ± 12.4 years; b Mean ± SD = 5.4 ± 1.3 and minimum-maximum household size = 3-11.
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that the service providers were regularly available at the
health facility at the time of their visit, only less than three in
five (57.8%) reported that the services under benefit package
was regularly available. Only about two in five respondents
(19.9%) reported that the drugs under SHI were frequently
available. Less than two in five (17.4%) respondents perceived
that the behaviour of health service providers was not
friendly. Similar proportion of the respondents (16.7%) were
not satisfied with the quality of health services. Likewise,
more than two-third respondents (67.9%) were not satisfied
with the opening hours of the health facility. About a fourth
(23.9%) of the respondents stated difficulty to afford the
annual premium of SHI (Table 2).

Magnitude and Reasons of Dropout From Social Health
Insurance Program

More than a fourth (28.2%, 95% CI: 23.6%-33.2%) of the
households had dropped out from the SHI program (Figure).
The major reasons for dropping out from SHI included not
having family consensus to renew (98%), long waiting time
(63%), limited number of health facilities under SHI (60%),
poor availability of drugs and services (34%), poor trust on
SHI (36%), limited awareness on the renewal system (28%)
and non-utilization of service benefits during the enrolment
period (20%) (Table 3).
Factors Associated With Dropout From SHI
Table 4 shows the factors associated with dropout from the
SHI in bivariate and multivariate analyses.
The binary logistic regression, which was used to examine
the independent association of explanatory variables with
dropout status yielded a P value of less than 0.15 for fifteen
explanatory variables. In the collinearity diagnostics, one
explanatory variable indicated multicollinearity and was
excluded from the analysis, while the remaining fourteen
variables were subjected to multiple logistic regression.
The results of the multivariate analysis showed that the
odds of a household dropping out from SHI was significantly
higher if their family size was more than five members (aOR:
2.19, 95% CI: 1.22-3.94) compared to those having five or less
members. Similarly, the households from underprivileged
ethnic groups (Dalit/Janajati) were 2.4 times more likely to
drop out from SHI (aOR: 2.36, 95% CI: 1.08-5.17) compared
to the ethnically privileged households. The odds that the
households would drop out from the SHI was 4.5 times
higher for families living on rented homes (aOR: 4.53, 95%
CI: 1.87-10.95) compared to the ones who owned the houses
by themselves. The households free from chronic illness
had about two times higher odds of dropping out from the
SHI program (aOR: 1.95, 95% CI: 1.07-3.59) compared to
households having chronically ill family member. Likewise,
the households that perceived the health status of their family
as good were also about four times more likely to drop out
from the SHI program (aOR: 4.21, 95% CI: 1.21-14.65)
compared to those who perceived their family health status
as poor.
The odds that the households would drop out from the
SHI was four times higher for households which had private
8

Figure. Social Health Insurance Dropout Status Among Households in Pokhara
Metropolitan City, Kaski District, Nepal (n = 355).

Table 3. Reasons for dropping out from SHI among households in Pokhara
Metropolitan City, Kaski district, N epal (n= 255)

Reasons

Number

Percent

28

28.0

Long waiting time

63

63.0

Limited health facility

60

60.0

No service and drugs available when needed

34

34.0

Unfriendly behaviour of service provider

16

16.0

Poor service quality

15

15.0

Limited scheme

11

11.0

Longer distance to health facility

10

10.0

No family consensus

98

98.0

Unable to pay

6

6.0

Poor trust on SHI

36

36.0

Services not used

20

20.0

No one got sick during enrolment period

9

9.0

Information related
Unaware of renewal system
Health service related

Household related

Attitude related

Abbreviation: SHI, social health insurance.

health facility as a first contact point (aOR: 3.75, 95% CI:
1.93-7.27) compared to their counterparts who had chosen
public health facility. Similarly, the odds of dropping out
from the SHI was higher for households that reported poor
availability of drugs at the health facility (aOR: 4.75, 95% CI:
1.19-18.95) compared to those who reported that the drugs
were frequently available. Furthermore, the households that
perceived the behaviour of service providers as unfriendly
had three times higher odds of dropping out from the SHI
(aOR: 3.09, 95% CI: 1.01-9.49) compared to households who
perceived the providers’ behaviour as friendly (Table 4).
Discussion
This study mainly assessed the prevalence of dropout
and associated factors among SHI enrolled households at
Pokhara Metropolitan. In the current study, 28.2% of insured
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Table 4. Factors Associated With Dropout From Social Health Insurance in Bivariate and Multivariate Analyses

Explanatory Variables

uOR (95% CI)

aOR (95% CI)

>5 members

1.73 (1.08-2.78)

2.19 (1.22-3.94)a

≤5 members

Reference

Reference

1.93 (1.20-3.11)

1.49 (0.79-2.80)

Reference

Reference

1.74 (0.94-3.22)

2.36 (1.08-5.17)a

Reference

Reference

3.12 (1.61-6.06)

4.53 (1.87-10.95)b

Reference

Reference

No

1.93 (1.20-3.12)

1.95 (1.07-3.59)a

Yes

Reference

Reference

Good

3.02 (1.15-7.95)

4.21 (1.21-14.65)a

Poor

Reference

Reference

Private

2.17 (1.35-3.50)

3.75 (1.93-7.27)b

Public

Reference

Reference

>60 min

0.24 (0.08-0.66)

0.34 (0.10-1.22)

30-60 min

0.48 (0.17-1.37)

0.87 (0.24-3.24)

Reference

Reference

2.16 (1.24-3.77)

1.60 (0.78-3.28)

Reference

Reference

6.94 (2.10-22.99)

4.75 (1.19-18.95)a

Reference

Reference

Unfriendly

7.29 (3.31-16.02)

3.09 (1.01-9.49)a

Acceptable (average)

5.80 (2.49-13.50)

2.03 (0.77-5.36)

Reference

Reference

2.61 (1.35-5.04)

1.75 (0.76-4.06)

Reference

Reference

2.62 (1.32-5.18)

1.26 (0.49-3.25)

Reference

Reference

1.92 (1.15-3.22)

1.37 (0.74-2.53)

Reference

Reference

Household size

Gender of household head
Female
Male
Ethnicity
Underprivileged ethnic group
Privileged ethnic group
Home ownership
Rented
Self-owned
Presence of family member with chronic illness

Perceived health status of the family

Health facility as a first contact point

Waiting time

<30 min
Availability of services under SHI
Not available frequently
Frequently available
Availability of drugs under SHI
Not available frequently
Frequently available
Perceived behaviour of service providers

Friendly
Perceived quality of services
Not satisfactory
Satisfactory
Satisfaction with opening hours of health facility
Not satisfactory
Satisfactory
Affordability of premium
Difficult to afford
Affordable

Abbreviations: uOR, unadjusted odds ratio; aOR, adjusted odds ratio; CI, confidence interval; SHI, social health insurance.
a
P < .05, b P < .001; aOR is adjusted for all variables in the table

households dropped out of the SHI scheme. In the fiscal
year 2018/2019, the HIB database had shown a dropout rate
of 34.01% in the Kaski district.4 Whereas, another crosssectional study from Pokhara metropolitan had found 55.6%
dropout in the study population.10 In comparison to our
findings, the figures from both studies are higher. Differences
in dropout prevalence could be attributed to different study
periods, sample sizes, and study sites.

The lack of availability of SHI-listed drugs in health
facilities was the most significant factor influencing the
households’ decision to drop out of the SHI scheme. Over
the years, the HIB has substantially increased the number of
items in the drugs list under the benefits package.19 Yet, the
availability of these drugs at service delivery levels remains
a longstanding concern.33 The absence of pharmacy services
in the health facilities, limited public hospital budget and
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delayed procurement system could be some reasons why
drugs listed in the benefits package are not procured timely
and made available to the beneficiaries.33,34 The frequent
stock-outs might have compelled the insured members to
purchase the drugs from the open market. Having to pay
for drugs through out-of-pocket despite having an active
membership status might have discouraged the insured
clients from continuing their SHI membership. Our findings
corroborate those of prior research. According to the study by
Nepal Health Research Council, the people were reluctant to
become a member of the SHI scheme as the medicines and
other services were not often available in the health facilities.35
Another explorative study of Nepal’s SHI scheme found that
a lack of drugs and other supplies, particularly for chronic
diseases patients, due to higher uptake of services and delay in
procurement was the major determinant of poor enrolment.4
In sub-Saharan Africa, the unavailability of necessary drugs
and providing single same drugs even for different illnesses
that do not cure better was one of the important reasons why
members were dissatisfied and dropped out from their health
insurance scheme.36 This finding suggests the need for urgent
efforts by the HIB to improve the purchasing and availability
of drugs at service provider health facilities so as to restore
the members’ trust and thus ensure their retention in the SHI
scheme.
Home ownership is another significant factor influencing
renewal or discontinuation of SHI membership. This study
found that families living in rented homes were four times
more likely to dropout than their counterparts who owned
their own homes. One possible explanation could be the
uncertainty among rented households about the continuation
of their stay at their current location in the coming year.
Those who are unsure how long they will stay or those who
intend to leave their current location may have decided to
withhold their health insurance plan. Despite the policy
provision for households to change their first point of contact
upon migration to other locations, the higher likelihood
of dropping out by these households indicates that the
households are unfamiliar with the practical details of the SHI
provisions, including procedures for changing the first contact
point. Because the Pokhara metropolitan city has a substantial
proportion (55%) of families living in rented homes,37 greater
attention and efforts towards rented households are deemed
necessary. Providing clear awareness and information on
the provisions of SHI, including policies and processes for
changing first contact points, to rental households could be a
useful strategy for guaranteeing their retention and increased
coverage.
In the present study, the households that had chosen
private health facility as a first point of contact had higher
odds of dropping out from SHI scheme compared to their
counterparts who had chosen public health facilities as first
contact point. One possible reason behind this could be the
removal of the private health facility by the HIB following
the provision of the Health Insurance Act to only designate
public health facilities as first contact point. Households with
strong trust and preference towards private health sector thus
might have decided to opt out of the SHI membership rather
10

than selecting public sectors as their first contact point. On
contrary, our findings could also be attributed to the members’
dissatisfaction with services of the private sectors. Numbers
of anecdotal information reveals that private hospitals have
been deceitfully deducting higher and unjustifiable amounts
from the clients’ benefits package for utilization of low cost
drugs and services.38,39 Also there are widespread concerns
that private service providers have treated insured members
as second-class citizens in comparison to their uninsured
counterparts34,40,41 who often pay higher amounts through
out-of-pocket. A similar case has also been reported in
other countries’ health insurance schemes. For instance, in
Thailand’s SHI scheme, some private providers were found to
be skimping (using fewer resources to treat a patient than is
necessary in order to increase profits) and dumping, resulting
in a poor standard of care for insured patients.42
Unfriendly behaviour of service providers strongly
predicted SHI dropout in our study population. The poor
reception, lack of consideration, respect and attention for
patients, rude approach, and not providing adequate and
appropriate health information as well as unequal treatment
to insured and uninsured members are often the key reasons
why members are dissatisfied with the services4,34,36,43 and tend
to opt out of the health insurance scheme. In a study about a
Maliando Mutual Health Organization- a community health
insurance scheme in West Africa, Criel and Waelkens found
that the unpleasant behaviour of service provider was one
of the important factors for dissatisfaction with the scheme
and despite much higher charges, the members preferred to
seek care from other private sectors and hospitals at their own
expense 36. Another qualitative study from Ghana also revealed
dissatisfaction with the health providers’ behaviour as one of
the barriers for enrolment and retention of membership in
the national health insurance scheme.25
This study also found an association between ethnicity
and SHI dropout. When compared to ethnically privileged
households, households from underprivileged ethnic groups
were about three times more likely to drop out of the SHI.
We attribute this finding to the underprivileged households’
precarious financial situation. In Nepal, Dalits and Janajatis
make up a significantly larger proportions of the poor.44
Spending their limited earnings on insurance renewal is likely
to jeopardize their ability to meet other pressing needs.11
Thus, maintaining financial protection against the uncertain
future risks of catastrophic health spending may not be a top
priority for these low-income marginalized groups.
Furthermore, this study confirmed an association between
household size and SHI dropout. Households with more
than five members were twice as likely as those with five or
fewer members to drop out of the SHI scheme. The positive
relationship between larger family size and SHI dropout
could be due to a change in payment rates, resulting in an
increased financial burden for premium payments. Due to the
increase in annual premium rates (following the endorsement
of the health insurance regulations), families renewing their
insurance policies were required to pay much higher amounts
than they had been paying previously. Additionally, the revised
rate increased disproportionately for the larger household
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size. For instance, prior to the revision, the premium rate for
the families of five, six and seven members was NPR 2500,
NPR 3000 and NPR 3500 respectively. However, following
the revision, the premium rates for families willing to join
or renew their SHI scheme were raised to NPR 3500, NPR
4200 and NPR 4900 respectively. As a result of the inequitable
increase, larger households may have been discouraged from
maintaining their SHI membership. In study conducted in
Burkina Faso, Dong et al had found that larger households are
more likely to drop out of the CBHI scheme.7
More than a quarter of households dropping out from the
SHI in this study stated lack of awareness regarding renewal
mechanisms as their reason for not continuing the scheme.
This suggests that over one-fourth of the dropouts in SHI
could be averted simply by making the households informed
about the renewal policies. It is a concerning fact that still a
greater proportion of households are not aware of the renewal
scheme while enrolment assistants are being mobilized by
HIB at the each wards and communities to inform, convince
and keep the families enrolled into the scheme.17 This point
to the possibilities that the enrolment assistants might have
become so much focused on increasing new enrolments that
those already enrolled but requiring renewal may perhaps
have received fewer reminder visits or no visits at all. The
proactive involvement of enrolment assistants is therefore
crucial to keep the insured families well informed of the
renewal policy. Furthermore, HIB may also adopt digital
innovations such as insurance renewal reminder service or
text message notifications to inform households few weeks
or months ahead of the subscriptions’ expiry. In Ghana,
a mobile renewal application introduced in the National
Health Insurance Scheme provides SMS reminder to health
insurance members, including renewal of their membership
and payment of premium.45
As in previous studies,26,28 our study also found that
the absence of chronic illness in the family increased the
probability for households not to renew their membership in
a SHI scheme. In our view, it is reasonable to assume that the
need for healthcare services for household without chronic
illness are fewer and thus, they might be less concerned to
continue their SHI membership.27 On the other hand, families
with chronic illness require more frequent hospitals contacts
and long-term medications intake. They might continue
to remain insured in order to enjoy the benefits of the
service package and to avoid paying out-of-pocket the high
cost of healthcare and medicines. The greater tendency for
households without pre-existing chronic health conditions to
refrain from SHI membership might indicate the emergence
of adverse selection. This is probable as the scheme in practice
is not yet mandatory for all households. As greater proportion
of healthier households drop out of the health insurance
marketplace, more high-risk and sick households remain
on the insurance pool. This is critical from the sustainability
point of view, as the HIB will be forced to pay out a larger
portion of healthcare claims in comparison to the premiums
pooled by the program.46
It is believed that requiring mandatory enrolment in both
the formal and informal sectors will help to avoid adverse

selection problems. Nonetheless, even if SHI is mandatory,
it is nearly impossible to force all people to join SHI, thus
making the scheme de facto voluntary. As a result, the scheme
continues to suffer from the same issues of low coverage,
adverse selection, and fragmented risk pools.47 While SHI
has been successful in achieving UHC in a number of highincome nations, attempt to replicate the similar models in lowand middle-income countries have been proven unsuccessful.
For instance, Ghana’s mandatory national health insurance
scheme which is often seen as a SHI success model,48 covers
only 40% of the population.49 The contexts of many low- and
middle-income countries are not conducive to expanding SHI
coverage, as many informal sector workers and unemployed
people are almost always excluded.50,51 Evidence suggests
that all countries must adopt tax-based funding in order to
achieve UHC. By funding UHC with tax revenues, a number
of countries, including Sri Lanka, Malaysia, and Brazil,
have demonstrated equitable healthcare access and UHC
success.52-54 Importantly, the only low-income countries that
have achieved universal and equitable health coverage have
done so through taxation.47 Countries like Nepal should try
to build on these countries’ UHC success stories by expanding
free healthcare through tax revenue rather than premium
contributions, as this may be a more promising and equitable
path to universal access.
Despite the important findings made in this study, it is
admittedly fraught with certain limitations. First, a number
of explanatory variables used in the study were related to the
perceptions of the health insurance subscribers and there
might be some bias because of the self-reported method
used. Second, this study also does not distinguish the drop
out between SHI members who have their premiums fully or
partially subsidized by the government and those who pay the
full premium. Moreover, because this is a cross-sectional study,
we can only infer associations rather than causations. Despite
these limitations, findings from this study may be useful to
the HIB, policy-makers, service provider organizations and
other stakeholders, including researchers who want improve
the SHI coverage by addressing the low enrolment and higher
dropout rates.
Conclusion
This study found a multitude of factors that influence
households from dropping out of the SHI scheme. Having
more than five members, belonging to underprivileged ethnic
groups such as Dalit/Janajati, living on rented homes, absence
of chronic illness in family, perceived good health status of
the family, having private health facility as first contact point,
not utilizing the service benefits, poor availability of drugs
and perceived unfriendly behaviour of service providers are
statistically significant factors associated with SHI dropout.
We recommend that the HIB, and service provider health
facilities and other stakeholders such as federal, provincial
and local governments should provide more emphasis on
addressing the problems of drugs availability and improving
behaviour of service providers towards the insured members.
Furthermore, increasing insurance awareness, including
provisions to change first contact points, may aid in reducing
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dropouts among rented households, which account for a
sizable proportion of the Pokhara metropolitan area. Besides,
HIB also needs to adopt more pragmatic ways to ensure that
low-risk households such as those with absence of chronic
illness; with fewer needs to utilize health services and those
perceiving their family health status as good, continue
to remain in the scheme and enjoy better catastrophic
financial protection. This may necessitate the enforcement
of mandatory enrolment by all households, which is also
necessary for the scheme to achieve its goal of achieving UHC.
More importantly, the country should consider more efficient
and equitable ways of raising revenue for health through tax
reform. Increasing health insurance subscribers’ awareness
of renewal policies and implementing insurance reminder
notification systems may also aid in member retention in the
SHI.

3.

4.

5.

6.

7.

8.

9.

Acknowledgements
The authors would like to thank all the study participants for
their participation and cooperation in the study. Amrit Raj
Pokhrel, Rameshwor Baral, and Kapil Giri provided invaluable
support in the data collection process. We acknowledge
Pokhara Metropolitan for granting the permission to carry
out this study and HIB, Gandaki province for providing the
sampling frame. We particularly thank Shyam Thapa for
his technical inputs and guidance throughout the research
process. We are also grateful to Mridul Acharya for the
editorial assistance.
Ethical issues

The study protocol was reviewed and approved by School of Health and Allied
Sciences and ethical clearance was obtained from the Institutional Review
Committee of Pokhara University. Prior approval to execute the study was
obtained from Pokhara Metropolitan City and HIB, Gandaki province. Before the
interview, the respondents were briefed on the study’s objectives as well as the
benefits and risks of participating in the study and written informed consent was
obtained. In addition, all information obtained from the respondents was kept
confidential. The questionnaire did not include any names or other personal
identifiers. Each participant’s identity was determined by numerical coding. The
participants were informed of their right to refuse to participate in this study as
well as their right to withdraw from the interview at any time.

10.

11.

12.

13.

14.

15.

16.

Competing interests

Authors declare that they have no competing interests.

Authors’ contributions

PS designed the study, acquired and analyzed the data and drafted the
manuscript. DKY and NS helped revise the study design, supervised the data
analysis and conducted some part of the analysis. PG contributed in drafting
and revising the manuscript as well as in the analysis and interpretation of data.
All authors read and approved the final manuscript.

17.
18.
19.

20.

Authors’ affiliations
School of Health and Allied Sciences, Pokhara University, Pokhara, Nepal.
Central Department of Public Health, Institute of Medicine, Tribhuwan
University, Kathmandu, Nepal.
1
2

References
1.

2.

12

Maeda A, Araujo E, Cashin C, Harris J, Ikegami N, Reich MR. Universal
Health Coverage for Inclusive and Sustainable Development: A Synthesis
of 11 Country Case Studies. Washington, DC: World Bank Publications;
2014. doi:10.1596/978-1-4648-0297-3
Bitrán R. Universal Health Coverage Reforms: Patterns of Income,
Spending and Coverage in Four Developing Countries. Results for
Development; 2012.

21.
22.
23.

24.
25.

Devkota B, Nidhi G, Medici A, et al. Situation Analysis of Health Financing
in Nepal. Kathmandu, Nepal: Ministry of Health and Population, World
Bank Group, World Health Organization, GIZ; 2019.
Ranabhat CL, Subedi R, Karn S. Status and determinants of enrollment
and dropout of health insurance in Nepal: an explorative study. Cost Eff
Resour Alloc. 2020;18:40. doi:10.1186/s12962-020-00227-7
Ministry of Health and Population (MOHP). Progress of the Health Sector
in FY 2017/18 - National Annual Review Report- 2018. Kathmandu:
MOHP; 2018.
Fadlallah R, El-Jardali F, Hemadi N, et al. Barriers and facilitators to
implementation, uptake and sustainability of community-based health
insurance schemes in low- and middle-income countries: a systematic
review. Int J Equity Health. 2018;17(1):13. doi:10.1186/s12939-018-0721-4
Dong H, De Allegri M, Gnawali D, Souares A, Sauerborn R. Drop-out
analysis of community-based health insurance membership at Nouna,
Burkina Faso. Health Policy. 2009;92(2-3):174-179. doi:10.1016/j.
healthpol.2009.03.013
Herberholz C, Fakihammed WA. Determinants of voluntary national
health insurance drop-out in Eastern Sudan. Appl Health Econ Health
Policy. 2017;15(2):215-226. doi:10.1007/s40258-016-0281-y
Badu E, Agyei-Baffour P, Ofori Acheampong I, Preprah Opoku M,
Addai-Donkor K. Households sociodemographic profile as predictors of
health insurance uptake and service utilization: a cross-sectional study
in a municipality of Ghana. Adv Public Health. 2018;2018:7814206.
doi:10.1155/2018/7814206
Paudel A, Subedi P, Baral S. Dropout in social health insurance program
and its associated factors at Pokhara-Lekhnath metropolitan, Kaski. Int J
Innov Sci Res Technol. 2019;4(5):808-814.
Atinga RA, Abiiro GA, Kuganab-Lem RB. Factors influencing the decision
to drop out of health insurance enrolment among urban slum dwellers in
Ghana. Trop Med Int Health. 2015;20(3):312-321. doi:10.1111/tmi.12433
Dror DM, Hossain SA, Majumdar A, Pérez Koehlmoos TL, John D, Panda
PK. What factors affect voluntary uptake of community-based health
insurance schemes in low- and middle-income countries? a systematic
review and meta-analysis. PLoS One. 2016;11(8):e0160479. doi:10.1371/
journal.pone.0160479
Eseta WA, Lemma TD, Geta ET. Magnitude and determinants of dropout
from community-based health insurance among households in Mannar
district, Jimma Zone, Southwest Ethiopia. Clinicoecon Outcomes Res.
2020;12:747-760. doi:10.2147/ceor.s284702
Ghimire P, Sapkota VP, Poudyal AK. Factors associated with enrolment
of households in Nepal’s national health insurance program. Int J Health
Policy Manag. 2019;8(11):636-645. doi:10.15171/ijhpm.2019.54
Adhikari A, Gahatraj NR, Yadav DK. Factors associated with nonenrollment in National Health Insurance Scheme in Kaski district, Nepal.
Nepalese Journal of Insurance and Social Security. 2020;3(3):77-90.
doi:10.3126/njiss.v3i3.36464
Stoermer M, Fuerst F, Rijal K, et al. Review of Community-Based Health
Insurance Initiatives in Nepal. Deutsche Gesellschaft für Internationale
Zusammenarbeit (GIZ) GmbH; 2012.
Health Insurance Board (HIB). Brief Annual Report for FY 2075-76.
Kathmandu, Nepal: HIB; 2019.
GON. Health insurance regulations [in Nepali]. Kathmandu: Nepal
Gazette, Government of Nepal; 2019.
Government of Nepal (GoN). Details and rate of service facilities under
the benefit package (in Nepali). Kathmandu: Health Insurance Board;
2018.
Ministry of Federal Affairs and General Administration (MoFAGA). Brief
Introduction Booklet of Rural and Urban Municipalities 2076. Singha
Durbar, Kathmandu: MoFAGA; 2019.
HIB. List of insured households [unpublished]. Insurance Management
Information System: Health Insurance Board, Gandaki Province; 2019.
Naing L, Winn TB, Rusli BN. Practical issues in calculating the sample
size for prevalence studies. Arch Orofac Sci. 2006;1:9-14.
Babitsch B, Gohl D, von Lengerke T. Re-revisiting Andersen’s Behavioral
Model of Health Services Use: a systematic review of studies from 19982011. Psychosoc Med. 2012;9:Doc11. doi:10.3205/psm000089
Andersen RM. Revisiting the behavioral model and access to medical
care: does it matter? J Health Soc Behav. 1995;36(1):1-10.
Kotoh AM, Aryeetey GC, Van der Geest S. Factors that influence
enrolment and retention in Ghana’ National Health Insurance Scheme. Int
J Health Policy Manag. 2018;7(5):443-454. doi:10.15171/ijhpm.2017.117

International Journal of Health Policy and Management, 2021, x(x), 1–13

Sharma et al
26.

27.

28.

29.
30.
31.

32.

33.

34.

35.

36.

37.

38.

39.

Mebratie AD, Sparrow R, Yilma Z, Alemu G, Bedi AS. Dropping out of
Ethiopia’s community-based health insurance scheme. Health Policy
Plan. 2015;30(10):1296-1306. doi:10.1093/heapol/czu142
Mekuria M, Girma T. Community-Based Health Insurance Coverage:
Drop-Out Rates and Associated Factors Among Households in Selected
Districts of West Shewa Zone, Ethiopia. 2020.
Raza W, Van de Poel E, Panda P. Analyses of Enrolment, Dropout and
Effectiveness of RSBY in Northern Rural India. Munich Personal RePEc
Archive (MPRA); 2016.
Smits J, Steendijk R. The international wealth index (IWI). Soc Indic Res.
2015;122(1):65-85. doi:10.1007/s11205-014-0683-x
Spreadsheet for calculation of international wealth index (IWI). https://
globaldatalab.org/assets/2016/05/Compute%20HH%20IWI.xlsx.
Mainali D. Community Based Health Insurance Practices in Mangalbare
Primary Health Care Centre, Morang District [thesis]. Kathmandu:
Tribhuvan University, Institute of Medicine; 2011.
Taber KS. The use of Cronbach’s alpha when developing and reporting
research instruments in science education. Res Sci Educ. 2018;
48(6):1273-1296. doi:10.1007/s11165-016-9602-2
Thakuri S. Health Insurance: The Government’s Ambitious Program
Becomes Ineffective [In Nepali]. Nepal Samaya. https://www.
nepalsamaya.com/detail/21894.
Sapkota R. Failed Health Insurance Program, 79% Not Renewed [In
Nepali]. Himal Khabar. https://www.himalkhabar.com/news/11320?fbclid
=IwAR36GKBob3Ea10oEeMkwuUCZJ4PBW3CyDaXVVqcHmyNVgtcue
cgsJBhw0Ag.
Nepal Health Research Council (NHRC). Assessment of Social Health
Insurance Scheme in Selected Districts of Nepal. Kathmandu, Nepal:
NHRC; 2018.
Criel B, Waelkens MP. Declining subscriptions to the Maliando Mutual
Health Organisation in Guinea-Conakry (West Africa): what is going
wrong? Soc Sci Med. 2003;57(7):1205-1219. doi:10.1016/s02779536(02)00495-1
Central Bureau of Statistics (CBS). National Population and Housing
Census 2011 (Village Development Committee/Municipality)-Kaski.
Kathmandu, Nepal: National Planning Commission Secretariat, CBS;
2014.
Ghimire C. Arbitrariness of private hospital in health insurance, bill of Rs
58,000 for treatment of Rs 4,000 [In Nepali]. Nayapatrika Daily. https://
www.nayapatrikadaily.com/news-details/62027/2021-03-26.
Khanal U. Health insurance: Black market in medicines; providing lowcost medicines and taking higher reimbursements [In Nepali]. BBC News.
https://www.bbc.com/nepali/news-55851949.

40.
41.
42.

43.

44.
45.

46.
47.
48.

49.

50.
51.

52.

53.
54.

Pokharel R. Interview Regarding Expansion of Social Health Insurance.
Karobar Daily. Kathmandu: TBI Publications Pvt. Ltd; 2019.
Pokharel RR. Insurer needs to change their thinking. Naya Patrika Daily
2019. https://www.nayapatrikadaily.com/news-details/13991/2019-05-13.
Mills A, Bennett S, Siriwanarangsun P, Tangcharoensathien V. The
response of providers to capitation payment: a case-study from Thailand.
Health Policy. 2000;51(3):163-180. doi:10.1016/s0168-8510(00)00059-2
Adhikari M, Gahatraj N. Willingness and status of social health insurance
among people of Pokhara Lekhnath, Nepal. Research Square; 2020.
doi:10.21203/rs.3.rs-17840/v1
Central Bureau of Statistics (CBS). Poverty in Nepal 2010-11. Kathmandu:
CBS; 2011.
Renner-Micah A, Effah J, Boateng R. Institutional effects on national
health insurance digital platform development and use: the case of Ghana.
In: Hattingh M, Matthee M, Smuts H, Pappas I, Dwivedi YK, Mäntymäki
M, eds. Responsible Design, Implementation and Use of Information and
Communication Technology. Cham: Springer; 2020. doi:10.1007/978-3030-45002-1_3
Price S. What is Adverse Selection in Health Insurance. https://www.
valuepenguin.com/adverse-selection-health-insurance.
Averill C, Marriott A. Universal Health Coverage: Why Health Insurance
Schemes Are Leaving the Poor Behind. Oxfam International; 2013.
Alhassan RK, Nketiah-Amponsah E, Arhinful DK. A review of the National
Health Insurance Scheme in Ghana: what are the sustainability threats
and prospects? PLoS One. 2016;11(11):e0165151. doi:10.1371/journal.
pone.0165151
Wang H, Otoo N, Dsane-Selby L. Ghana National Health Insurance
Scheme: Improving Financial Sustainability Based on Expenditure
Review. Washington, DC: The World Bank; 2017.
Health insurance in low-income countries. Joint NGO Briefing Paper;
2008.
Fenny AP, Yates R, Thompson R. Social health insurance schemes
in Africa leave out the poor. Int Health. 2018;10(1):1-3. doi:10.1093/
inthealth/ihx046
Smith O. Sri Lanka: Achieving Pro-Poor Universal Health Coverage
without Health Financing Reforms. Universal Health Coverage Studies
Series; No. 38. Washington, DC: World Bank; 2018.
Rajapaksa L, De Silva P, Abeykoon P, et al. Sri Lanka Health System
Review. 2021. https://apps.who.int/iris/handle/10665/342323.
WHO. Malaysia Health System Review. Manila: WHO Regional Office for
the Western Pacific; 2012.

International Journal of Health Policy and Management, 2021, x(x), 1–13

13

