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Abstract: In the global South, low-income populations are faced with frequent health shocks. Formal
mechanisms to protect them against these shocks are absent or limited. Thus, what are the mechanisms
used by low-income rural populations to finance healthcare? This paper draws on a qualitative study
to examine the healthcare financing mechanisms of low-income rural populations in Cameroon. The
findings suggest that low-income populations use 13 mechanisms to finance healthcare. Depending
on several factors, people may use more than one of these mechanisms. In addition, social factors
shape people’s patterns of usage of these mechanisms. Patterns of usage of these mechanisms
are embedded in the principle of reciprocity. The notion of reciprocity does seem to discourage
people from enrolling in the limited voluntary health insurance programmes which exist in various
communities. Newly insured people were more likely to drop out if they did not receive a payout.
Keywords: healthcare financing; rural health; micro health insurance; out-of-pocket payments;
reciprocity; Cameroon

1. Introduction
Low-income populations—that is people living below national poverty lines—are exposed to
numerous shocks.1 In fact, shocks are omnipresent among low-income populations in the global
South [1]. Of all the risks faced by the poor, ill health often poses the greatest threat to their lives [2,3].
The mortality rate from illness and injury for adults below 60 is four times higher for women and
two-and-a-half times higher for men in low-income countries than in high-income countries [4]. Several
studies have highlighted the frequency of health shocks among the poor in the global South [5–7].
Health shocks are “unpredictable illnesses that diminish health status” [8] (p. 849). Uninsured health
shocks are costly to individuals and households in terms of lost income and reduced consumption [9].
They lead not only to direct costs for medicine, treatment and transport, but also to indirect expenditures
related to a reduction in labour supply and productivity [10,11].
Health insurance programmes, aimed at giving low-income populations access to health services,
are operational in several low-income communities in the global South [12–15], but subscription
rates are low [16]. Countries are encouraged to adopt programmes aimed at ensuring universal
health coverage, as it is built on the principle of equity [17] and may prioritise high-need groups [18].
However, due to budgetary constraints [11], just a few countries in the global South have adopted
programmes aimed at ensuring universal health coverage [19–21]. Thus, in the global South, formal
mechanisms to protect low-income populations against ill health are to a great extent absent or limited
when available [22–25]. The absence of support is more visible in rural areas due to the discourse
that constructs “rural as problematic, inferior and undesirable” [26] (p. 157). Therefore, low-income
populations in rural areas often have to rely on out-of-pocket payments for healthcare.
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In Cameroon, low-income populations are defined as those living below the national poverty line of 931 FCFA (1.5 USD) per
day. The conversion rate used throughout this paper is 1 USD = 589 FCFA (Franc Communauté Financière Africaine).
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Low-income populations have developed diverse mechanisms to finance healthcare, such as
risk-share arrangements between close relatives [27–29], which are not limited by geographical
boundaries and space [30]. Other risk-sharing arrangements occur through networks made up of
households at the village level [31]. People also use donations from friends [5]. These arrangements
function based on the principle of reciprocity in the sense of give-and-take [32,33]. Studies, including
several conducted in Africa [5,34–37], provide crucial insights necessary to understand health issues
in the different settings, including how low-income populations deal with ill health. However, these
studies do not provide a comprehensive account of the different mechanisms used by low-income
rural populations to finance healthcare. Additionally, these studies tend to focus on one mechanism
used by the populations in the different contexts (e.g., [10,13,38,39]. Also, these studies do not show
how social norms shape people’s patterns of usage of the diverse healthcare financing mechanisms.
Studies conducted in Cameroon mirror those in other geographical contexts. A recent study conducted
in the country focused on gender and voluntary health insurance [40]. Another study examined the
determinants of willingness to pay for a community-based prepaid healthcare system [41], while a
recent study explored the role of supply-side factors in the occurrence of informal payments [42]. The
question at the heart of this paper is therefore: What are the mechanisms used by low-income rural
populations to finance healthcare?
This paper addresses this puzzle by analysing primary data collected in rural Cameroon in order
to provide a detailed account of the mechanisms used by low-income populations to finance healthcare.
We discuss how social norms shape people’s use of the mechanisms. We analyse the tension between
micro health insurance programmes and traditional risk-sharing arrangements.
The remainder of the paper is organised as follows. The next section provides the context of the
study. We subsequently outline our research methodology. Attention then shifts to a presentation and
discussion of our empirical findings.
2. Context
The public health sector is considered one of the driving forces of Cameroon’s health system,
due to its core objectives of preventing, improving and providing health services to its population.
Public health facilities are organised into seven categories: general hospitals, central hospitals, regional
hospitals, district hospitals, district medical centres, integrated health centres and ambulatory health
centres [43]. To these, we add private clinics, health facilities operated by religious organisations and
NGOs and, of course, traditional health institutions.
In 2013, communicable diseases (e.g., malaria, HIV/AIDS etc.) and non-communicable diseases,
including road traffic accidents, accounted for 40.7% and 14.2% of the burden of disease, respectively [44].
In 2017, the causes of most deaths in the country were HIV/AIDS, malaria, lower respiratory infection,
neonatal disorders, diarrheal diseases, ischemic heart disease, stroke, tuberculosis, road accidents,
cirrhosis and congenital defects [44].
Public resources allocated to the health sector in Cameroon remain one of the lowest in Africa
in terms of GDP [45]. Out of the US$61 per Cameroonian spent on health in 2010, the government
contributed only US$17, which is 28%—of which US$8 were provided by international donors [45].
Therefore, the cost of healthcare is largely borne by individuals through out-of-pocket payments. In
2015, out of US$156 per person spent on health in the country, US$108 was out-of-pocket spending,
US$23 was government health spending, US$20 was development assistance for health and US$5 was
prepaid private spending [46].
3. Methodology
This study focused on rural areas located in the North West region of Cameroon: Bafut, Mforya,
Belo, Fundong, Fungom and Wum. The choice of the North West region for the study was also
guided by the researchers’ intention to benefit from their knowledge of the main languages and
understanding of the sociocultural context. As the study aims to examine the diverse healthcare
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financing mechanisms used by low-income populations, including how social factors shape the use
of these mechanisms, a qualitative study was preferred. We used interviews to generate in-depth
description of the mechanisms used by low-income populations to finance healthcare. We focused on
poor populations because we were particularly interested in investigating how they finance healthcare
since they have a low and irregular income.
3.1. Participants
This study was conducted between 2011 and 2019. Some follow-up telephone interviews were
conducted as the research progressed and additional information came to light, requiring us to go
back and ask additional questions of the earlier participants. Research design in qualitative research
remains flexible throughout the actual research [47].
Research participants had various characteristics (Table 1). As agrarian communities, most of
them were engaged in agriculture (cultivation of yams, maize, vegetables, beans, plantains, coffee,
ginger, groundnuts), beekeeping, fishkeeping and goat, pig and poultry farming. Others were engaged
in petty trading (e.g., sale of roasted fish and plantains, cigarettes, sugar, biscuits, firewood, gasoline,
fresh fish, corn beer, etc.), mobile street food service, sale of crushed stones, tailoring, sale of new and
second-hand clothes, footwear, body lotion, kitchen utensils, bed sheets and covers etc. This context is
important, as participants used income generated from these economic activities to finance healthcare.
In total, 48 people were interviewed.
Table 1. Characteristics of participants.
Characteristic
Gender

Marital Status

Age

Level of education

Number of Research Participants
Male

29

Female

19

Single

8

Married

35

Divorced

1

Widowed

4

20–35

18

35–45

13

45–55

10

> 55

7

Primary

26

Secondary

16

University

3

No formal education

3

Source: Based on author’s fieldwork.

3.2. Methods Adopted
Prior to the start of data collection, we were in contact with a donor-funded organisation that
runs microloan programmes in several impoverished communities in the country. The manager of
this organisation facilitated access to their clients. We obtained permission from this organisation to
interview their clients. Convenience sampling was used to recruit their clients for the interview. The
organisation uses the group lending methodology—lending to self-selected groups of individuals who
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are jointly liable for a single loan [48]—to disburse loans to its clients.2 From each group, we selected
individuals who were available and willing to have an interview. Additionally, snowball sampling
was used to recruit people who were not clients of this organisation. Existing contacts were asked to
nominate people known to them. We obtained informed consent from all research participants.
Interviews took place in English and Pidgin, but most interviews took place in Pidgin, the most
commonly spoken local language. A translator was not needed as the researchers are originally from
Cameroon and have lived in the region where the study was conducted. Interviews started with initial
questions and then proceeded to follow-up probes, depending on the initial responses. This helped to
ensure that the participant was not being influenced to respond in a particular way and confirmed
that information gathered from participants mirrored the actual situation [49]. For confidentiality
purposes, pseudonyms are used in this study and we do not disclose the identity of the organisations
we worked with. Interviews were conducted in shops, stalls, houses and private areas at the premises
of an organisation that grants microloans to low-income individuals. The interviews lasted no more
than 90 minutes. An example of the interview prompts includes: Are you a member of a voluntary
health insurance organisation? If the response was yes, we asked more specific follow-up questions,
such as: Why did you enrol in the voluntary health insurance programme? If the response was no, we
asked: Where did you get the money to pay your healthcare bill? Did you receive financial help from
friends? Why? Did you receive financial help from family members? Depending on the responses, we
asked more specific follow-up questions, such as: Do family members have an obligation to provide
financial support when you are sick? Why? Depending on responses, we asked specific follow-up
questions. The interviews were transcribed.
3.3. Analysis Technique
Our analysis explored themes in the responses of participants using a comparative method [50,51].
Data collected were sorted before analysis could begin. The sorting process meant interviews conducted
in Pidgin were translated into English by the authors, and all interviews were transcribed. Sorting
raw data into codes [52] made it possible to identify ideas that are divergent. Interviews were
read several times and emerging concepts were grouped into categories using open coding [53] to
develop first-order concepts. Wherever possible, we used participants’ language to label in vivo
codes. First-order concepts were subsequently categorised into second-order themes [54,55]. NVivo 11
assisted our analysis, enabling movement around free nodes and tree nodes, and within tree nodes [56].
We analysed the data by asking questions such as who, what, when, where and how, and by using
theoretical memos [53,56]. The research was conducted in accordance with ethical principles such as
respect for participants, no harm to participants, informed consent, voluntary participation, right to
withdraw, avoidance of undue intrusion, preservation of anonymity, confidentiality of personal matters
and data protection (The ethics approval was given by the manager of the organisation. We cannot
provide the name of the organisation because it would be in violation of the terms of the approval).
4. Results
According to the findings, low-income populations in rural Cameroon use thirteen mechanisms to
cover healthcare costs: savings, monetary gifts from relatives, monetary gifts from children, monetary
gifts from friends, voluntary health insurance, loans from relatives, loans from neighbours and friends,
loans from informal financial institutions (IFIs), business loans from microfinance institutions (MFIs),
sale of assets, income from economic activity, provision of healthcare on credit and payment by
instalment. These mechanisms fall under five core themes: loans, monetary gifts, personal resources,
microinsurance and arrangements with healthcare institutions (Table 2).

2

For a detailed discussion of the group lending methodology, see [48].
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Table 2. Major themes and corresponding finance mechanisms.
Major Themes

Finance Mechanisms
Loans from relatives
Loans from friends

Loans

Loans from informal financial institutions
Loans from microfinance institutions
Monetary gifts from children

Monetary gifts

Monetary gifts from relatives
Monetary gifts from friends
Savings

Personal resources

Income
Sale of assets

Microinsurance
Payment arrangement with healthcare institutions

voluntary health insurance
Payment by instalment
Provision of healthcare on credit

Source: Author’s analysis based on field work.

4.1. Loans
Accounts of interviews indicate that low-income populations in rural Cameroon use loans from
diverse sources to finance healthcare (Table 2). For instance, Mary, a mother of four, said: “I borrowed
money from a family member because my child was sick, so I used the money to cover the hospital
expenses.” Others requested loans from friends and neighbours. When asked whether he borrows
money from friends to cover healthcare expenses, Jude, a 34-year-old father of two, responded: “Yes, I
borrow money from a friend and repay him later. I used 10,000 FCFA [17 USD] I borrowed from a
friend to take care of my child who was sick.” Along similar lines, Jason, a 53-year-old farmer, said:
“I turn to my neighbour when I have financial difficulties. When my wife was sick, I explained the
situation to him. He gave me a loan to deal with the situation and I repaid it later.”
Participants take into consideration the economic situations of others before requesting a loan
from them. For example, when asked whether he gets a loan from a relative or friends, Onana, a father
of two, said: “It depends: a family member may be struggling to make ends meet [in such a scenario].
I prefer to borrow [money] from a friend than a family member.”
When asked whether loans from friends, relatives and neighbours had to be repaid with interest,
all participants insisted that loans from these sources were interest-free. For instance, Jane, a 39-year-old
woman who sells fresh fish at the local market, said: “I do not repay the loan with interest when I get it
from friends; I repay a loan with interest when I get it from njangis [informal financial institutions].”
As indicated by Jane, participants also used loans from informal financial institutions to finance
healthcare. By informal financial institutions (IFIs), we refer to rotating savings and credit associations
(ROSCAs) and accumulating savings and credit associations (ASCAs).3 As IFIs are pervasive in the
country, it is easier to obtain a loan from these institutions, but these loans have to be repaid with
interest, as noted by Ateba, a 36-year-old father of four who sells clothes at a local market:

3

ROSCAs are “associations in which members regularly contribute to a fund that is given in whole or in part to each
contributor in turn” [57] (p. 11), while the ASCAs are associations in which members distribute part of the fund contributed
as loans to members and members get their share of the fund at the end of the cycle.
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“When someone in my household is sick and I do not have money, I get a loan from the njangi
[IFI] and use the loan to pay the medical bill. The loan has to be paid back with interest, but
the interest is very low, that is, 10 FCFA [0.02] per 1000 FCFA [1.7 USD].”
Participants reported the tendency of using business loans provided by microfinance institutions
(MFIs) to pay healthcare bills. In several cases, the business loan was used because it was provided
during the period that the loan recipient or someone in their household was sick. For instance, Fabienne,
a 48-year-old mother of six who sells basic foodstuff (such as rice, beans, plantains etc.) at a local
market, said: “I fell sick during the period that I received my first loan [60,000 FCFA] [101 USD] and I
was admitted at the hospital. So, I added the loan to the money I had to pay my hospital bill.”
The use of business loans to pay medical bills was not restricted to men. Women equally used
this mechanism, thus indicating the pivotal role they play in the household. For instance, when asked
what she did with her business loan, Julie, a 46-year-old woman who sells corn beer, responded: “I
used 20,000 FCFA [34 USD] to pay the hospital bill of my child who was in hospital. I also gave some
money to my child who is in high school.” The above quote shows that women take responsibility for
meeting household expenses.
4.2. Monetary Gifts
Participants used monetary gifts from three sources—children, friends and relatives—to finance
healthcare. Participants stressed the value of monetary gifts from relatives in times of sickness. For
example, Refina, a 50-year-old mother of five, said: “I spent 150,000 FCFA [254 USD] for the medical bill
of my child, who died of meningitis. Relatives gathered money and bought medicine. They provided
financial assistance because they wanted her to be well.”
The above statement shows that people view health emergencies as collective affairs, which
require family members to pool their resources together to help kin in need. Participants insisted on the
importance of sharing the healthcare costs among family members. For instance, David, a 34-year-old
farmer, said: “When a person falls sick, we handle it collectively since we are our brother’s keeper. So,
we put our hands together. A relative was seriously sick and was at the General Hospital, so we all
provided financial support and, thank God, he is well. Every person contributed the amount of money
they could afford.”
Participants also received monetary gifts from their children. For example, when asked where he
gets money to pay his medical bills, Mbami, a 72-year-old father of 15, said: “money comes from the
farm and my children. My children are grown-ups and are working, so they send me money when I
need to go to the hospital.”
Accounts of the interviews indicate that participants are of the view that their children have an
obligation to take care of them, including paying their healthcare expenses, as expressed by Keith, a
70-year-old father of 11: “I’m an aged man. My children are now adults; I sent them to school. Well,
that is to say that sometimes I depend on my children. They also help me by buying my medication.”
The above quote suggests that children have a “debt” to repay their parents. One way of repaying
that debt is by paying the healthcare bills of their parents. Perhaps this explains why all participants
declared that they received monetary gifts from their parents, and not loans.
Apart from the support provided by children, participants also used monetary gifts provided by
friends to pay their medical bills. For instance, Jalili, a 54-year-old farmer, said: “When my child was
sick, I received financial assistance from friends and neighbours. They helped me because it was a sad
situation.”
People associated financial assistance received from diverse sources with their ability to build
social relationships with those in their communities. Participants emphasised the importance of
establishing strong social relationships with members of their communities, as these relationships
facilitate the flow of financial assistance in times of need. For example, when asked where she got
the money to pay her medical bill, Eileen, a 46-year-old mother of five, said: “As you know, people
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cannot lack anything when they have a good social relationship with other people. I received financial
support from people: I received money from friends and relatives.”
4.3. Personal Resources
Although participants had access to financial assistance from diverse sources, they used their
personal resources to cover their healthcare expenses when possible. For instance, Teresina, a
30-year-old mother of two who sells foodstuff at the local market, said: “when a person falls sick, I use
the little money I get from the business to pay the expenses.”
When money from income-generating activities was insufficient to cover healthcare costs, some
participants sold their assets to meet the shortfall, as expressed by Ryan, a 54-year-old man who has
four wives, 16 children and makes a living by selling firewood: “I get the money for hospital from the
sale of firewood. I also sell goats to get money for the hospital.”
As health shocks are unpredictable, participants indicated that they used their savings as a
self-insurance device. For instance, Elodie, a 55-year-old mother of eight who runs a firewood business,
said: “[it] comes from our savings, not our capital, because the business will fall if we use our capital.”
Participants saved money with MFIs and IFIs, and at home. In times of sickness they used their savings
to cover the healthcare costs, as expressed by Jean-Pierre, a 48-year-old father of seven: “We save at the
IFI which I said we save with. So, when a person falls sick, I withdraw some money and add to the
money I get from the sale of sand, then I go to the microfinance institution and withdraw the money I
saved there, since I saved the money to deal with illness.”
The above quote shows that people tend to use multiple saving mechanisms simultaneously. The
interviews indicate that simultaneous use of multiple savings was motivated by two major factors.
First, it enabled people to manage risk. Participants noted that MFIs in the country have a record of
closing down, causing their clients to lose their savings. Thus, in terms of savings, people avoid relying
exclusively on MFIs. Second, the use of multiple saving mechanisms was one way of managing social
relationships. Participants indicated that having one’s savings in multiple institutions made it difficult
for people to be aware of their financial standing; hence, one may not receive multiple requests for
financial assistance from people in one’s community.
4.4. Microinsurance
Some participants enrolled in voluntary health insurance schemes. As insured members, a
significant percentage of their medical bill is paid by these institutions, as explained by Christina, a
33-year-old woman who sells foodstuff at a local market: “I don’t like to be sick, so I like to prevent it.
Here we have an organisation . . . they pay 75% of the medical bill. Each year we register as a family
for 15,000 FCFA [25 USD]. I prefer to pay 15,000 FCFA [25 USD] because, as members, when we go to
the health centres around here we don’t have to pay a deposit. After consultation, they [the health
centre] give the bill and we pay just 25%. So, I prefer to register and pay 15,000 FCFA [25 USD] to
the organisation, then pay 25% for my medical bills. There are moments when my bill is more than
100,000 FCFA [169 USD].”
Accounts from the interviews indicate that some people are not familiar with the notion of
risk-sharing as espoused by microinsurance institutions. For example, Edith, a 25-year-old mother of
one, said: “Three years ago, I became a member of the organisation and paid 19,000 FCFA [32 USD] for
every person at home. No person was sick by end of that year, so I was discouraged and did not renew
our membership the following year. But there were many sick cases in my family that year and I did
not have money . . . We spent almost 18,000 FCFA [30 USD] for a family member who had an accident.
When he came back [home], my father, whom I know does not fall sick, wounded his hand while on
the farm and we took him to the health centre. So, at the beginning of the following year, I decided to
register everybody and paid the membership fee, but no person was sick. I’m confused. I’m not ready
to renew my membership for next year.”
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4.5. Arrangements with Healthcare Institutions
Participants reported that they received healthcare on credit when they had no money. Then, an
arrangement was made with the relevant staff of the healthcare institution that provided the service for
the bill to be paid later, when the funds were available. This was expressed by Dorothy, a 36-year-old
mother of six: “I normally go to the health centre . . . Sometimes the health centre treats me on credit,
and I pay the bill later because they trust me. This happens when I don’t have money.” In a similar
vein, Ndeh, a 32-year-old father of three, said: “we take the sick person to the health centre. When
there is money, we use it. When there is no money, we negotiate with the chief of the health centre
and we pay the bill later.” The foregoing quotes underscore the vital role of trust in the relationship
between people who require healthcare services and healthcare institutions.
Participants who could not pay the total healthcare bill when they checked out worked out a
payment plan with the healthcare institution. For instance, Lucy, a 51-year-old mother of six, noted:
“One of my children had a problem with his appendix and required a lot of money. We had
to pay 160,000 FCFA [271 USD] in order to have it removed, but we didn’t have the money
. . . I have been paying the bill in instalments; I will soon finish paying it.”
Again, this account underscores the role of trust in the relationship between healthcare institutions
and their clients. The payment plan between Lucy and the healthcare institution may not have
happened in the absence of trust, as contract enforcement institutions, in the country, are weak.
5. Discussion
The findings show that loans and monetary gifts are widely used to finance healthcare. Although
both fall into two thematic areas, they are, however, based on the notion of reciprocity, in the sense of
give-and-take [32,33]. In a reciprocity-based relationship, no person is a permanent lender. Individuals
who lend money do so knowing that they will be borrowers in the future. Additionally, individuals who
had received loans provide loans to their former lenders as a way of repaying the social debt they owe,
although the “monetary” loan had been repaid. It is due to this notion of social debt that Shipton [58]
argued that loans and repayments do not cancel each other out. Similarly, according to the principle of
reciprocity, monetary gifts from relatives and friends have to be repaid when the occasion justifies.
This is because a gift calls for a counter-gift [59]. The only uncertainty is related to the time when
the gift will be repaid, but the gift will certainly be repaid. Thus, in a reciprocity-based environment,
loans and monetary gifts from relatives and friends are viewed as debts. The findings, therefore,
demonstrate that notions of reciprocity and debt are essential to understanding how low-income
populations finance healthcare.
Arguably, it is also due to the principle of reciprocity that people received interest-free loans from
family and friends. As people take turns as lenders and borrowers, it makes sense for people not to
charge interest on loans given to one another. Again, according to the notion of reciprocity, people who
provide interest-free loans have at one point been recipients of interest-free loans or will be recipients
of interest-free loans in the future.
Additionally, due to a strong social relationship, a close friend approached for a loan may be
uncomfortable asking the supplicant friend to pay interest on the loan, as it may mean that they are
perhaps taking advantage of a desperate situation for economic gain. Charging interest on a loan
may be viewed by people in these communities as not being sensitive to people’s situations. Being
sensitive to people’s economic situations is part of the process of managing social relationships [60].
Additionally, it is against social norms in these local communities for people to charge interest on loans
given to kin. According to social norms, people are expected to help those in their kin network and not
make economic gains from them. This finding that people receive interest-free loans from relatives and
friends is consistent with previous studies (e.g., [1,61]).
The concept of reciprocity is also applicable to the parent-children relationship. Parents take the
position of “givers” by sending their children to school, ensuring that they learn a particular trade, and
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providing food for their nourishment as they grow, in addition to shelter and healthcare. Based on the
foregoing, children have a “debt” to repay their parents, as in a reciprocal relationship no person is a
permanent giver or receiver. When children become adults and have income-generating activities, they
take the position of “givers”, hence, they are expected to assist their parents in various ways, including
paying their healthcare bills. This finding corroborates a study conducted in Ghana, which showed that
parents expect their children to repay the debt they owe to them by fulfilling their responsibilities [62].
The principle of interdependence in the parent-child relationship is also embedded in the concept
of reciprocity. Interdependence entails complementary relations between parties [63]. There is a
complementary relationship between parents and their children, as each party takes turns in assisting
the other in times of need. However, people do not rely on a single mechanism to finance healthcare.
It is already well-known that micro health insurance schemes, especially community-based
health insurance programmes, seem quite effective in reaching a significant proportion of
low-income populations who may otherwise have little or no financial protection against the cost
of sickness [13,16,38,39]. However, of particular interest is how people’s relationships with micro
health insurance schemes are framed in terms of gains and losses. According to the findings, some
members of voluntary health insurance schemes who did not make a claim in a year, because they
or someone in their household was not sick, said that they lost money. Because they incurred a loss,
they decided not to renew their insurance for the next year. In other words, whether people renew
their subscription seems to depend on whether they perceive that they made a gain or loss. Their
behaviour seems to align with a theory of decision making under uncertainty—prospect theory—that
argues that individuals derive utility from gains and losses based on a reference point [64,65]. The
fact that people did not renew their insurance because they did not make a claim suggests that they
have a strong aversion to loss. They seem to gain more utility when their annual premium is not
“lost”. The behaviour of participants of voluntary health insurance schemes is not unique to Cameroon.
Studies conducted in other countries show that several newly insured people have requested to get
their premium back if they make no claims [66,67]. Additionally, our finding that people did not renew
their contract when no payout occurred supports a previous study conducted in India that shows that
lack of payouts led individuals to drop out of insurance schemes [68]. Moreover, our findings are
consistent with other studies that show that people who receive a payout are more likely to renew
their membership [69,70].
Our finding that people did not renew their subscription when no payout occurred suggests a lack
of understanding of the insurance concept whereby insurers use the pool of several premiums to pay
for the losses of individuals who make claims. A possible explanation for this lack of understanding of
the insurance concept is that the concept runs contrary to traditional risk-sharing mechanisms based
on the principle of reciprocity [67]. According to this principle, there are no winners and losers, as
people take turns in reaping the benefits of the arrangement. A person who helps another person by
providing financial assistance to finance healthcare knows that the receiver of financial assistance will
reciprocate when the need justifies. This is based on the notion that the assistance provided has to be
obligatorily reciprocated.
6. Conclusions
Low-income populations in rural Cameroon are faced with frequent health shocks. With inadequate
formal mechanisms to protect them against illness, they have developed numerous mechanisms to
address their needs. Our findings suggest that they use thirteen mechanisms to finance healthcare.
People tend to use the different mechanisms simultaneously in creative ways.
The use of these mechanisms is shaped by prevailing social norms in the local communities. It is
precisely because of the social embeddedness of these mechanisms that monetary gifts are regarded
as debts that must be repaid. Similarly, it is due to prevailing social norms that there remains an
outstanding debt which must be repaid even after the repayment of a loan. It is as a result of the social
construction of debt that monetary gifts received by parents from their children are viewed by the
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former as repayment of a debt. The articulation of the economic and social indicates that healthcare
financing is not just about finance, it is also about managing social relationships.
As researchers of a qualitative study, we make no claim of generalizability. However, the study
provides critical insight into the imaginative possibilities of low-income rural populations, including
how social forces shape people’s patterns of usage of healthcare financing mechanisms.
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