
VU Research Portal

Client-oriented Health Insurance System in Ghana

Duku, S.K.O.

2020

document version
Publisher's PDF, also known as Version of record

Link to publication in VU Research Portal

citation for published version (APA)
Duku, S. K. O. (2020). Client-oriented Health Insurance System in Ghana: Client Perception on Quality of NHIS,
Enrolment and Utilization of Healthcare Services. [PhD-Thesis - Research and graduation internal, Vrije
Universiteit Amsterdam].

General rights
Copyright and moral rights for the publications made accessible in the public portal are retained by the authors and/or other copyright owners
and it is a condition of accessing publications that users recognise and abide by the legal requirements associated with these rights.

            • Users may download and print one copy of any publication from the public portal for the purpose of private study or research.
            • You may not further distribute the material or use it for any profit-making activity or commercial gain
            • You may freely distribute the URL identifying the publication in the public portal ?

Take down policy
If you believe that this document breaches copyright please contact us providing details, and we will remove access to the work immediately
and investigate your claim.

E-mail address:
vuresearchportal.ub@vu.nl

Download date: 23. May. 2023

https://research.vu.nl/en/publications/1aca7430-de30-44a9-81ea-d60a85b9b1b4


CHAPTER NINE    

Summary and Policy Recommendations 

 

 

 

‘There is no point providing health services that are effective and cheap if no one wants it.’ 

         Richard Doll, 1974 

 

 

 

 

 

 

  



BACKGROUND 

The aim of establishing the National Health Insurance Scheme (NHIS) to provide financial 

risk protection against out-of-pocket healthcare expenditures for all residents in Ghana, has to a 

large extent been achieved. Active membership of the NHIS has seen a steady increase since the 

scheme assumed full operation in 2005 and according to the latest available published report, the 

NHIS had 11.3 million active membership, representing 42% of Ghana’s estimated population of 

26.9 million [1]. About 40,000 people are reported to register/renew their membership of the 

scheme daily [2]. The steady increase in active membership of the NHIS was accompanied by a 

corresponding steady increase in out-patient and in-patient utilization at accredited health facilities 

throughout the country. In 2015, NHIS card holders were reported to have visited health facilities 

31 million times with an average of 85,000 health facility attendance per day [2]. This is an 

indication of improved access to healthcare through the NHIS by reducing financial barriers of 

access to healthcare for many Ghanaians.  

These achievements notwithstanding, enrolment coverage in the NHIS is still below 50% 

of the Ghanaian population. Coupled with increasing concerns about perceived poor quality of 

healthcare by accredited health facilities, non-availability of generic drugs at facilities and delayed 

reimbursement of health facilities, this appears to threaten the sustainability of the gains made and 

creates trust and credibility issues in the minds of card holders. The identification of these initial 

challenges of the NHIS necessitated the need to research into how perverse these challenges are 

and identify and test interventions that can be adopted to mitigate them. This thesis, therefore, 

presents research studies that were conducted to establish the linkages between determinants of 

health insurance enrolment, perceived quality of healthcare and the decision to enrol or renew 

NHIS membership as part of a larger research project to identify the barriers to enrolment and 



most effective interventions that can help minimize or remove these barriers. The next section 

summarizes the key findings from the studies conducted and provide some policy 

recommendations for the way forward for the NHIS in its era of reforms. 

 

SUMMARY OF STUDIES 

This thesis is made up of six (6) published papers and one (1) unpublished paper on health 

insurance with unpublished introductory and concluding chapters. These studies assessed the 

behaviour of clients, healthcare providers and the NHIS and their effect on enrolment in the 

national health insurance scheme in Ghana.  

The introductory chapter of this thesis (Chapter One – Unpublished) discussed the 

challenges of the NHIS in its early years of implementation. These challenges included a 

significant increase in health facility attendances with little or no corresponding increase in 

infrastructure, equipment and human resources. This resulted in a poor quality of healthcare, as 

the few staff available could not cope with the volume of work. Long waiting times were observed 

in most health facilities as patients waited in long queues to receive healthcare. On the insurance 

front, inadequate technical capacity of the National Health Insurance Authority (NHIA) staff in 

the production and distribution of ID cards and for the effective implementation of the scheme, 

particularly at the district levels, was a major challenge. A too broad NHIS benefit package, poor 

monitoring and supervision by the NHIA and long delays sometimes more than six months before 

health facilities were reimbursed for services provided were some of the challenges. The NHIS 

exemption package coverage was also identified to be too large, and education on both the benefit 

and exemption packages was inadequate with limited community engagement on the delivery of 

NHIS services.  



Chapter One further describes the study setting, research methodology; the design and 

implementation of the community engagement intervention that was implemented to improve 

community involvement and participation in NHIS services and healthcare delivery. A total of 52 

community groups and associations were engaged to assess the quality of healthcare and NHIS 

services in 32 intervention facilities and the impact of these assessments was evaluated in 

comparison with 32 control health facilities (see Chapter Seven). 

 

In Chapter Two, qualitative data collected through in-depth interviews of clients, 

providers and insurers were used to compare the explanatory models of healthcare clients with 

those of healthcare providers and the health insurer (NHIS) regarding illness, the need for, the 

quality of, and the control over healthcare and health insurance services. We found disparities 

between the explanatory models of clients, healthcare providers and the health insurer. This often 

led to misconceptions and limited trust in the insurance system.  

Insights of Findings from Chapter Two 

Explanatory models (EMs) to a large extent determine people’s perceptions of, 

expectations of and responses to health problems. We argued that these disparities influence 

clients’ decisions to access healthcare and to enrol in insurance. The findings from this study 

increase our understanding of clients’ behaviour and decision-making with respect to causes of 

illness, healthcare-seeking and health insurance enrolment.  

This increased understanding formed the basis for the design of the quantitative 

questionnaire for the baseline and follow-up surveys of the research project to assess how perverse 

these disparities are in the study population and how they impact on the insurance system. This 



understanding can also guide policy-makers and managers to improve the effectiveness of 

communication and training in healthcare and health insurance services. 

 

Chapter Three assesses the effectiveness of the premium exemption policy under the 

NHIS that grants non-payments of annual health insurance premium to children below 18 years, 

SSNIT contributors, SSNIT pensioners (60 years and above), people 70 years and above, indigents, 

pregnant women and Livelihood Empowerment Against Poverty (LEAP) beneficiaries. The 

chapter specifically assesses whether the premium exemption policy increases health insurance 

enrolment and access to healthcare for the aged (70 years and above).  

Data on 4,214 individuals aged 18 years and above from the baseline household survey 

were analysed. We found the likelihood of enrolment to increase significantly with age. The aged 

(70+ years group) were significantly more likely to enrol in health insurance than the younger age 

group (below 70 years). We found a sharp increase in the percentage of respondents who enrol in 

NHIS after 70 years as compared to the percentage who enrol between 30-69 years.  Utilization of 

healthcare also showed positive and significant increase with age. We found a sharp increase in 

the percentage of respondents who utilize healthcare services for those above 70 years as compared 

with those between 30-69 years.   

Insights of Findings from Chapter Three 

The findings from Chapter three indicates that the NHIS premium exemption policy has 

helped increase enrolment in the NHIS and improved access to healthcare services by the elderly. 

It, therefore, serves as an important contribution to a better healthcare for all agenda of the 

government. Nevertheless, enrolment among the 70+ remains below 100%.  There are hence gaps 

in communication about the exemption policy and the NHIS benefit package that needs to be 



address for the policy to fully achieve its intended objectives. This study thus contributes to the 

overall aim of the thesis by identifying effective communication and education about the NHIS 

exemption policy as a barrier to the uptake of NHIS by the exempted categories. 

 

In Chapter Four, we examine the differences in perceptions of clients and health staff on 

quality healthcare and determined if these perceptions are associated with technical quality proxies 

in health facilities. We performed Wilcoxon-Mann-Whitney tests and ordered logistic regressions 

on 1,903 household heads and 324 health staff to determine differences in client and health staff 

perceptions of quality healthcare. We found that while healthcare staff finds the quality of 

healthcare indicators to be satisfactory, clients expressed their disappointment about the quality 

indicators. Staff-client perception differences were found to be significant in all healthcare quality 

indicators and especially so with respect to ‘softer’ aspects of quality such as staff attitudes and 

respectful behaviour.  

Insights of Findings from Chapter Four 

The findings from chapter four suggest some level of unbalanced commitment to quality 

improvement and potential information asymmetry between clients and service providers. The 

findings further suggest that improving medical technical quality care alone will not necessarily 

translate into better client-perceived quality care and willingness to utilize health services in NHIS-

accredited health facilities. These findings contribute to the overall aim of the Thesis research by 

identifying the need to intensify health staff training and balanced commitment to technical and 

perceived quality improvement efforts. It is believed that such efforts will enhance client 

confidence in Ghana’s healthcare system and stimulate their active participation in the NHIS.  

 



Chapter Five investigates the presence of adverse selection in the NHIS by assessing the 

effect of healthcare utilization and frequency of use on NHIS renewal. NHIS enrolment and 

utilization data from 2008 to 2013 in two Regions in Ghana was analysed. A Pearson Chi-square 

test was performed to test if the proportion of insured who utilize healthcare in any particular year 

and renewed membership the following year is significantly different from those who utilize 

healthcare and dropped out. Logistic regressions were also estimated to examine the relationship 

between healthcare utilization and frequency of use in the previous year and NHIS renewal in the 

current year. The likelihood of NHIS renewal was found to be significantly higher for those who 

utilize healthcare than those who did not and higher for those who make more health facility visits.  

Insights of Findings from Chapter Five 

The findings from chapter five provide evidence suggestive of the presence of adverse 

selection in the NHIS. We argue that NHIS claims bill is high because high risk individuals who 

self-select into the scheme make more health facility visits and create financial sustainability 

problems. We argue that to solve the problem of adverse selection in the NHIS, policy-makers 

should adopt pragmatic ways of enforcing mandatory enrolment so that low-risk individuals 

remain enrolled; and find sustainable ways of increasing revenue while ensuring that the societal 

objectives of the scheme are not compromised. The findings from chapter five contributes to the 

overall aim of the Thesis by identifying one of the effective ways of preventing adverse selection 

and improving enrolment in the NHIS by enforcing mandatory enrolment.  

 

In Chapter Six, we provide an alternative explanation for the low enrolment in the NHIS 

by analysing differences between the insured and uninsured of their perceptions on non-technical 

quality of healthcare. We further explored the association between insurance status and perception 



of healthcare quality to ascertain whether insurance status matters in the perception of healthcare 

quality. Thus, do perceptions of quality affect enrolment status? And does enrolment status 

subsequently affect perception of quality? We analysed data from the baseline survey of 1,903 

households living in the catchment area of 64 health centres. We first performed two sample 

independent t-tests to compare the average perceptions of the insured and uninsured on seven 

indicators of non-technical quality of healthcare. We further performed a generalized ordered logit 

regression to test the association between insurance status and perceived quality of healthcare.  

We found the perceptions of the insured to be significantly more negative than the uninsured and 

those of the previously insured were also significantly more negative than the never insured. We 

also found that being insured was associated with significantly lower perception of healthcare 

quality.  

Insights of Findings from Chapter Six 

The findings from chapter six seems to suggest that after enrolling in health insurance, 

people tend to perceive the quality of healthcare as poor compared to those without insurance. This 

thus indicate that health insurance status matters in the perceptions of healthcare quality. We 

deduce that perceptions of healthcare quality may be shaped by individual experiences at the health 

facilities, where the insured and uninsured may go through the service delivery process differently. 

Health insurance then becomes less attractive due to the poor perception of the healthcare quality, 

resulting in low demand for health insurance.  It is therefore important that Policy-makers consider 

reforming the National Health Insurance Scheme and work on policies that ensure the same level 

of higher quality healthcare regardless of the insurance status. 

 Most of the existing literature on perceptions and its association with health insurance 

enrolment suggests that high perception of service quality leads to increased enrolment. The 



findings from chapter five seems to suggest the opposite. It identifies an important barrier of poor 

perception of services quality and contribute to the scientific literature that once insured, poor 

perception of service quality may lead to people dropping out of insurance. 

 

Chapter Seven, investigates the differences in the determinants of health insurance 

enrolment between the Greater Accra (GAR) and Western (WR) Regions of Ghana to better 

understand and appreciate the reasons for the differences in the observed regional coverages in 

NHIS enrolment. Data from 4,214 adults of the age cohort 18 years and above from the 

COHEiSION project baseline survey were analysed. A bivariate analysis (t-test for continuous and 

Pearson chi-square for categorical) was performed to examine differences in respondents’ 

characteristics (socio-economic and insurance enrolment) between the two Regions for the total, 

urban and rural samples. Multivariate logistic regression estimations were then performed to 

identify and establish any differences in the determinants of enrolment for the total, urban and 

rural samples.  

Very little difference was found in the mechanisms of determinants of enrolment between 

the two Regions. The only differences were that respondents of bad self-reported health status in 

urban WR were significantly more likely to enrol than those of bad self-reported health status in 

the GAR and those who live within the catchment area of publicly owned health facilities in the 

WR were significantly less likely to enrol than those who live within the catchment area of 

privately-owned health facilities in the GAR. Region of residence, sex, age, educational level, 

health status, wealth status and health facility ownership were identified as the significant 

determinants of health insurance enrolment in both regions.  

 



Insights of Findings from Chapter Seven 

The findings from chapter seven point to the importance of the identified socio-economic 

and health systems determinants in the enrolment decision and suggest that inequalities exist in 

NHIS enrolment in favour of the wealthy, communities with better socio-economic activities and 

communities with health facilities that are perceived to provide better quality healthcare. The 

observed regional differences in NHIS enrolment coverages in the ten Regions may be because of 

differences in socio-economic and health system factors that impact on residents’ ability to afford 

the insurance premium and the decision to enrol. This chapter thus contributes to the overall aim 

of the Thesis by pointing to the fact that these identified determinants make big differences in the 

decision to enrol in health insurance and the need to address regional disparities in economic 

potentials holistically as a country and not just in relation to health as it impacts on the broader 

issue of regional poverty rates.  

 

Finally, Chapter Eight evaluates the impact of community engagement intervention 

implemented with the aim of improving clients’ perceptions on service quality and subsequently 

improving healthcare utilization and health insurance enrolment. We used a panel data of 6,937 

individuals from a cluster randomized controlled trial conducted in 64 communities in two regions 

in Ghana. A random half of the communities received the engagement intervention after the 

baseline survey in April 2012 while the remaining communities served as controls. A follow-up 

survey was conducted in March 2014 to evaluate the impact of the intervention. We used ordinary 

least squares regression estimations to measure the impact of the interventions on quality 

perceptions, healthcare utilization and health insurance enrolment for the full and balanced 

samples of all household members as well as uninsured at baseline.  



Insights of Findings from Chapter Eight 

The intervention did not have any significant positive impact on perceptions of service 

quality. Neither did it have any significantly positive impact on healthcare utilization or health 

insurance enrolment in the short term (12 months). This finding from Chapter 8 might be due to 

the short period of implementation for the engagement intervention. We noted that changing 

peoples’ perception about service quality from poor to good does not happen within a period of 12 

months especially when there is the possibility that most of these clients who experienced poor 

services quality did not have the opportunity to visit these same facilities within the 12 months of 

the implementation period to experience the improved soft dimensions of services quality.   

Although the findings suggest that the engagement intervention did not have a significant 

positive impact on perceptions of quality, healthcare utilisation and health insurance enrolment, it 

resulted in a reduction in the frequency of illness by 13.8 percentage points, suggesting an overall 

improvement in health status. The findings from chapter eight thus contributes to the overall aim 

of the Thesis and to the health economics literature that community engagement may not lead to 

positive benefits of increased healthcare utilization and health insurance enrolment in the short 

term. Further long-term research is necessary to investigate its long-term effects on perception of 

service quality, healthcare utilisation and health insurance enrolment. 

 

 

 

 

 

 



CRITICAL REFLECTION OF THE THESIS AND RECOMMENDATIONS 

This PhD Thesis Research (Insurer’s Perspective) was intended to produce studies that focuses 

on identifying the barriers to enrolment and how to improve the quality of health care and health 

insurance services, thereby improving clients’ perception of the quality of services and ultimately 

increasing enrolment in the NHIS as well as utilization of healthcare services. The research 

proceeded to compile 7 inter-related studies that identified several barriers to health insurance 

enrolment and proposed some measures and interventions to remove the identified barriers. The 

Thesis make some interesting contributions to the health economics literature and provide some 

practical solutions and recommendations that the National Health Insurance Authority in Ghana 

and for that matter other health purchasing organisations in sub-Saharan Africa can implement to 

better their health insurance schemes. 

Based on the findings from the six (6) published papers and one (1) unpublished paper, the 

following specific recommendations under four (4) main headings are presented for policy 

considerations: 

 

1. Improve public understanding of health insurance as a system of healthcare financing 

The initial intensity with which information about the NHIS was provided to the public at 

inception in 2004 appears to have slowed down considerable with the evolution and 

reforms of the scheme over the years. The findings from Chapters Two, Three and Seven 

indicate that information gaps on the operations of the NHIS, the benefit package and 

exemptions categories still exist. There is therefore the need for the NHIA to adopt 

effective and efficient strategies to provide information on these important issues to the 

public, particularly the illiterates in rural communities.  



There is also the need to build the capacity of healthcare providers and NHIS staff 

in customer care to improve effectiveness and efficiency in communication and client’s 

relations. 

 

2. Improve healthcare and NHIS services quality and build public trust in the NHIS 

The findings of Chapter Four, Five and Six of this thesis indicate that the perception 

among most Ghanaians is that NHIS cardholders receive a poor quality of care compared 

to those who pay out-of-pocket. This perception emanates from the frequent drug stock-

outs and delays in reimbursement of health facilities by the NHIS which often results in 

some facilities threatening to withdraw their services and/or ask insured clients to pay for 

drugs and services. Again, this perception stems from the long waiting times experienced 

by insured clients and the prescription of generic drugs to NHIS cardholders as opposed to 

uninsured clients who pay out-of-pocket for branded drugs. Innovative approaches such as 

SMS messages and alerts on renewal deadlines and call centres for cardholders to call to 

lodge complaints or seek explanation should be considered in addition to other avenues for 

lodging complaint and feedback at the health facilities, NHIS district and regional offices 

to receive and address client concerns. There is also the need for continuous community 

engagement to ensure that the public understand the rationale behind the use of generic 

drug and the fact that they are as effective as the branded one.  

 

3. Improve NHIS enrolment Coverage 

Although Act 852 that governs the establishment of the NHIS mandates that all people 

living in Ghana must enrol in the NHIS, findings from Chapters Three, Five and Seven 



indicate that enrolment coverage in the scheme is below 45% of the study sample. This has 

implications for the cross-subsidy principles of insurance where the rich subsidize for the 

poor and the healthy subsidize for the sick. There is therefore the need for enforcing 

mandatory enrolment in the NHIS as enshrined in the law by instituting compelling 

measures for enrolment and sanctions for non-compliance. Measures such as NHIS 

enrolment being a requirement for all school enrolment, acquisition and renewal of driving 

license, acquisition and renewal of passport and other relevant national documentations 

will compel citizens to enrol in the NHIS. 

 

4. Mobilize Resources for NHIS  

The future sustainability of the NHIS, to a very large extent, depends on the availability of 

financial resources to fund the operations of the scheme. It is, therefore, important to ensure 

that mandatory enrolment in the NHIS is enforced to mobilize adequate revenue through 

payment of premium from members. Effective mechanisms should also be put in place to 

obtain accurate data on income levels of Ghanaians, particularly those in the informal 

sector of employment, so that NHIS premium levels can be set based on income levels. 

Policy-makers should consider increasing the NHIS levy component of value added tax 

(VAT), which constitutes about 75% of the schemes revenue, from the current 2.5% to 

3.5%. To ensure that these funds are readily available for payment of claims to service 

providers, the Ghana Revenue Authority (GRA) should pay the NHIS levy into a dedicated 

NHIF account so that it does not go into the Consolidated Fund account with all other 

revenue with its associated delays when it must be made available to the NHIA. Policy 

makers should also consider imposing a special NHIS tax, a ‘Sin Tax’ to be charged on 



luxury goods and services such as cigarettes, alcohol, jewellery and a communication 

‘Talk’ tax on phone calls and internet data usage in the telecommunication sector. These 

special taxes or levies will ensure that adequate revenue is mobilized for a sustainable 

NHIS. 

 

5. Continuous Community Engagement and Further Research 

The findings from Chapter Eight indicate that long-term implementation of continuous 

community engagement can help motivate healthcare providers to provide high quality 

care. The community should also be engaged to make inputs into the healthcare delivery 

processes and assist in the monitoring and supervision of healthcare providers and NHIS 

offices to ensure that community concerns and expectations are factored into these 

processes. Effective monitoring and supervision systems should be put in place to ensure 

that health facilities have the requisite staff and equipment to provide high quality 

healthcare to both the insured and uninsured. Chapter Eight also identified the need for 

further research to broaden the understanding of the major barriers to health insurance 

enrolment particularly, barriers associated with the quality of healthcare services. Future 

research should focus on effective and efficient strategies that can help improve both 

perceived and technical healthcare quality. In this direction, efforts should be directed at 

long-term implementation mechanisms through which community engagement can impact 

on healthcare utilization and health insurance enrolment. Although, the findings from 

Chapter Eight suggest that community engagement may not result in the desired outcome 

of increased enrolment and healthcare utilization in the short term, the ease of 



implementation and the moderate cost associated with implementing community 

engagement makes it worthy of further long-term implementation study. 

In conclusion, this thesis has provided some policy recommendations to help strengthen the NHIS 

and ensure its future sustainability. We are, however, very cognizant of the fact that the adoption 

of these recommendations depends on policy-makers and the political will to implement them 

within the general resource constraints and competing demands for the scarce resources from all 

sectors of the Ghanaian economy. These constraints notwithstanding, with effective stakeholder 

engagement, NHIS reform discussions and policy dialogue, these recommendations can help to 

positively shape the NHIS to secure its future sustainability to guarantee universal access to quality 

healthcare for all Ghanaians.   

 


