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BACKGROUND 

In recent years, most African countries have been exploring the potential of social health 

insurance as a mechanism of healthcare financing to increase access to and ensure affordability of 

healthcare on the continent. These countries view social health insurance as one of the health 

financing approaches with immense potential to share risk across population groups and time 

especially in Sub-Saharan Africa where communicable diseases and poverty are endemic [1,2]. 

Currently some African countries like Kenya, Rwanda, Tanzania, Burkina Faso, Nigeria and 

Ghana, just to mention a few, are using different approaches to implement social health insurance 

schemes that are at different stages of implementation. Although some studies have been 

conducted that provide evidence of high coverage levels in some of these countries, these coverage 

levels are far less than optimal. 

The National Health Insurance Scheme (NHIS) in Ghana was established in 2003 through 

an Act of Parliament (Act 650) [3]. The introduction of the NHIS was an attempt to address the 

problems that have bedevilled the country’s healthcare system through the ‘Cash and Carry’ 

payment system when patients pay out-of-pocket cash before receiving healthcare with its 

associated inequities in financial access to healthcare. The NHIS was therefore expected to reduce 

the inequities in access to healthcare and increase the resources available for the provision of 

healthcare services [4]. The implementation of the NHIS led to significant increases in out-patient 

department (OPD) attendance without the corresponding expansion in health infrastructure and 

necessary equipment as well as in human resource capacity [5]. The extra work load due to the 

increase in OPD attendance resulted in over-stressed staff, excessive pressure on existing 

infrastructure and equipment and reduced attention to patients. This situation became even more 

serious in some Regions where OPD attendance more than tripled over the years after the 
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implementation of the NHIS, while the numerical strength of health professionals reduced [5]. The 

general perception was that the NHIS impacted negatively on the quality of healthcare delivery 

[4].  

Six years after the introduction of the NHIS, as at December 2010, enrolment coverage 

was relatively low, with 34% of the population of Ghana enrolled. The National Health Insurance 

Authority (NHIA) believed that if the right incentives are put in place to ensure high quality NHIS 

and healthcare services, as demanded by clients, they would develop greater trust in the scheme 

and subsequently enrol in the NHIS. In a formal resource pooling and risk sharing insurance system 

where healthcare services are to be accessible to clients without out-of-pocket payment at the point 

of consumption, the client should be at the centre of all decision-making processes and should be 

consulted at all time to factor their concerns and expectations in such decisions. Although the 

NHIS has exemption mechanisms to ensure that vulnerable groups such as the very poor, children 

under 18 years, pensioners, people above 70 years and pregnant women have access to healthcare 

services without premium payment, in most instances, clients are side-lined, and their concerns 

and expectations are not incorporated into service planning and delivery processes. The belief is 

that incorporating client expectations and concerns into service delivery processes will ensure the 

provision of quality services that meet clients’ needs. It is based on this believe that the NHIA 

expressed the need for research to identify the barriers to enrolment and provision of quality 

healthcare services and the most effective interventions that must be implemented to diminish 

these barriers.  

This thesis is the result of a series of research studies conducted as part of a broader 

research project called the WOTRO/COHEiSION Project that was conducted in response to the 
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NHIA call for studies into the NHIS. Details of this project can be found in the 

‘WOTRO/COHEiSION Ghana Project’ section below. 

The rest of this chapter is structured as follows: The next section provides background 

description of the health system organization in Ghana. This is followed by an overview of 

healthcare financing in Ghana. A description of the NHIS as a healthcare financing mechanism is 

then presented followed by an account of the effect of the NHIS on healthcare delivery and health 

outcome in Ghana. The theoretical models and empirical literature adopted for the chapters in this 

thesis are then described followed by a description of the broader WOTRO/COHEiSION project. 

The project methodology and design are then described followed by an overview of the chapters 

of the thesis. 

 

HEALTH SYSTEM ORGANIZATION IN GHANA 

The implementation of the NHIS in Ghana was anchored on the highly organized health 

systems structure of the country. Ghana has a well-structured, integrated, multilevel health system 

distributed throughout the country in a highly decentralized form [6]. Health services delivery is 

hierarchically organized into four levels in the urban areas and five levels in the rural areas with 

the regulatory bodies providing professional care and quality of care and regulatory oversight 

responsibilities [6, 7]. The Community-based Health Planning and Services (CHPS) zone is the 

lowest level in rural areas, whilst the Health Centre or Clinic is the lowest level in urban areas 

followed by District Hospital, Regional Hospital and Teaching Hospital in that order [2, 6, 7]. 

There are however striking disparities in the distribution of these facilities, particularly between 

northern and southern Ghana and between rural and urban areas, with the rural areas lacking in a 

number of these facilities. The Ministry of Health has oversight responsibility of the health system 
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by providing policy guidance, regulation and strategic direction to the providers of these services, 

Regulatory Bodies and the National Health Insurance Authority [6]. The service providers include 

the Ghana Health Service (responsible for service delivery in all public health facilities except the 

Teaching Hospitals), non-governmental organizations (the Christian Health Association of 

Ghana), quasi-public institutions (Police Hospital, 37 Military Hospital, Volta River Authority 

Hospital and Cocoa Hospital) and private providers. The regulatory bodies include the Health 

Facilities Regulatory Authority, the Medical and Dental Council, the Ghana Medical Association, 

the Pharmacy Council, the Mental Health Authority, the Food and Drugs Board and the Nurses 

and Midwives Council [6]. The various institutions involved in the organization of the health 

system in Ghana are as presented in Figure 1. 

Figure 1: Organization Structure of Health System in Ghana  

Source: Adopted from Schieber et al. 2012 [6] and modified. 
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OVERVIEW OF HEALTHCARE FINANCING IN GHANA 

Prior to the introduction of the NHIS, healthcare financing in Ghana had gone through 

several turbulent phases from independence to the present day. The Nkrumah government, right 

after Ghana gained its independence in 1957, adopted a free tax-based system of healthcare 

financing in which free health care services were provided to the populace in public health facilities 

and the cost of service was paid by government. This system remained in operation until the early 

1970s when the stagnating economy and low tax revenue could no longer support the free tax-

based healthcare financing system. This led for the first time in Ghana by the Busia government 

of the Progress Party (PP) [8-10] to the introduction of nominal user fees (Hospital Fees Act of 

1971). The user fees remained enforced until the Provisional National Defence Council (PNDC) 

took over power from the Limann government through a military coup in 1979. However, the 

economic circumstances at the time as well as the drugs and medical supply situations were so bad 

that the PNDC government was forced to review the user fees upwards significantly and 

introduced surcharges on the delivery and import of hospital equipment and drugs in 1983 [9-11].  

The increase in the user fees could still not salvage the already bad situation, and therefore 

there was the apparent need for more pragmatic measures. The International Monetary Fund and 

World Bank’s prescribed a structural adjustment programme of Ghana’s economic policy which 

led to reforms in the health sector. Consequently, to solve the problem of lack of drugs and 

consumables at the health facilities, the government in 1985 introduced full cost recovery for all 

medical conditions (institutionalized as the hospital fees law, Legislative Instrument 1313) except 

for some communicable diseases, for vaccination, leprosy and tuberculosis. The World Bank was 

of the view that user fees were necessary for the self-financing of healthcare and that it would 

allow government to allocate scarce health sector resources for preventive services such as malaria, 
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HIV, tuberculosis and epidemics. It would also allow re-allocation of resources to subsidize care 

for the poor and rural people with limited access to health facilities. The user fees were also 

intended to help increase revenue generation and curtail inefficient use of scarce health resources 

[11, 12]. The hospital fees law instructed health facilities to retain the generated revenue and 

establish a revolving drug fund which led to some improvement in the drug availability situation 

at the facilities. The exemption policy under the user fees system was, however, badly 

implemented such that those expected to benefit from the exemptions never did and in instances 

where the exemptions were granted to paupers and indigents, the law did not stipulate who was to 

pay for such exemptions. There were no monitoring systems in place to prevent possible financial 

leakage of the fees and the system was abused such that people collected illegal charges which 

resulted in acute shortage of drugs and other consumables, a reduction in the utilization of 

healthcare services and in standards of quality of care provided [11]. 

To address the problems of the hospital fees law, it was restructured in 1992 into a new 

scheme of full cost recovery known as ‘Cash and Carry’. Under this scheme, public health facilities 

were expected to pay for the full cost of drugs collected from the central and regional medical 

stores with the aim of making the management of drugs more efficient. Although the ‘Cash and 

Carry’ scheme brought some improvements in drug availability, the setbacks of the scheme far 

outweighed its benefits. The Cash and Carry resulted in negative outcomes in access to healthcare 

services as some people, especially the rural poor, were precluded from utilizing health services 

because they just could not afford the services. The major impact of the cost recovery schemes to 

Ghanaian households was that about 69% of the population could not access healthcare services. 

This made people resort to self-medication, healing crusades or prayers, herbal or traditional 

medicine or to just resigning themselves to their fate leading to premature deaths [11, 12]. 
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The decline in the utilization of health services turned the focus of attention on health 

insurance as an alternative and/or supplementary measure to address healthcare financing 

challenges. By the mid-1990s, mutual health organizations (MHOs) were established in 67 out of 

the 138 districts in Ghana then. So, in 1997, armed with experience and the relative successes of 

these MHOs with diverse management systems and benefit packages, the government attempted 

to implement a National Health Insurance Scheme to suit the rural informal sector on a series of 

pilot projects to assess the effect of the final design of the community-based health insurance 

(CBHI). Lessons from these pilot projects led to the eventual establishment of the NHIS in 2003.  

 

THE NHIS AS A HEALTHCARE FINANCING MECHANISM 

The NHIS was established as part of efforts to make the health goal within the Ghana 

Poverty Reduction Strategy (GPRS) achievable and to accomplish the targets set in the Health 

Sector Five-Year Programme of Work, 2002-2006 [4, 11, 13]. The vision of the NHIS was to 

ensure equitable and universal access for all residents in Ghana to an acceptable quality package 

of essential healthcare. 

 

The Establishment of NHIS 

Act 650 of 2003 and Legislative Instrument (LI) 1809 of 2004 established the National 

Health Insurance Authority (NHIA) with its Governing Council as the regulator of all forms of 

health insurance schemes as well as the implementer of the National Health Insurance Scheme 

(NHIS) in Ghana. The NHIA Governing Council has representatives from all stakeholders in 

healthcare delivery including Mutual and Private Insurance, Private Medical Practitioners and 

Dentists, Pharmacies, the Legal Sector, Labour Unions and General Consumers at least one of 
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whom is a woman. The Act established three main types of health insurance schemes in the 

country. These were the District Mutual Health Insurance Schemes (DMHISs), Private Mutual 

Health Insurance Schemes (PMHISs) and Private Commercial Health Insurance Schemes 

(PCHISs). The NHIA was mandated to license these schemes and ensure that they renew their 

licenses every two years [3]. 

The design of Ghana’s NHIS was such that it adopted the social health insurance model to 

allow the large group of informal workers to be included in the scheme and combined it with the 

community-based health insurance. This combination allowed a network of CBHISs throughout 

the country to be linked with the centralized NHIA and set up sources of funds to ensure 

nationwide coverage and to guarantee the financial sustainability of the schemes. The result of this 

design was the ‘Hub-Satellite’ model on which the NHIA and the National Health Insurance Fund 

(NHIF) ‘The Hub’ regulated and subsidized the activities and financing of the network of CBHIs 

‘The Satellites’. Thus, adopting the best aspects of the social health insurance and CBHI models, 

Ghana’s NHIS fitted very well into the socio-economic landscape of the country.  

 

Organization and Management of the NHIA 

The management of the NHIA, as mandated by law (Act 650), is the responsibility of the 

NHIA management and Governing Council. The mandate of the NHIA was to regulate and 

monitor the DMHISs, manage the NHIF, issue identity (ID) cards for those enrolled, accredit 

health providers and monitor their performance. At inception, the DMHIS had a semi-autonomous 

status of operation with the NHIA acting as a regulatory body and providing financial support in 

the form of subsidies from the NHIF. The district schemes (DMHISs) were managed by scheme 

managers with a governing board of trustees. Each district scheme had a management team 
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comprising an Administrator, Accountant, Publicity and Marketing Officer, Claims Manager, Data 

Control Manager and Data Entry Clerks [7, 14].  

 

NHIS Enrolment  

NHIS registration and enrolment for people resident in Ghana involves registration, 

payment of registration fees and premiums as well as the issuance of an NHIS identity card (ID). 

Formal sector employers are exempted from payment of premium and therefore have to pay only 

the registration fee to enrol.  Informal sector workers must pay the appropriate premium and 

registration fee (except those belonging to the exemption groups) to enrol in the NHIS. 

Registration and enrolment in the NHIS is legally mandatory by Act 650, but in practice it is 

voluntary for informal sector employees as there are no penalties for non-enrolment [15]. Act 650 

stipulates that ‘a person resident in Ghana other than a member of the Armed Forces of Ghana and 

the Police Services shall belong to a health Insurance Scheme’. Despite this provision, what 

pertains is that the mandatory registration and enrolment only apply to the formal sector employees 

who pay Social Security and National Insurance Trust (SSNIT) contributions.  For these formal 

sector workers, 2.5% of their contribution is deducted at source towards their national health 

insurance and they only have to pay a small amount (GH¢2) as registration fee to enrol in the 

NHIS. Those in the informal sector who form the bulk of the Ghanaian population, however, have 

to voluntarily register and pay the required premium in addition to the registration fees before they 

can enrol in the NHIS.  

Table 1 presents the NHIS premium for the various income levels as at the time of the 

scheme’s inception in 2004. As at/of December 2012, the total active membership (subscribers 

with valid NHIS ID cards) of the scheme stood at 8.9 million, representing 35% of Ghana’s 
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projected population of 25,824,920. This figure shows an increase of over 8.1% of the 2011 active 

membership of 8.23 million members [16].  

Figures 2 and 3 show NHIA active membership growth trend and active membership as a 

percentage of the population respectively, from 2005 to 2012. There was a steep increase in active 

membership of the scheme of about 5% of total population annually from 2005 to 2010. Thereafter, 

the increase in active membership began to stagnate to just about a 2% increase of total population 

annually from 2010 onwards.  

 

Table 1: Annual Premium Levels in the NHIS per Category of Members 

Category Operational Definition Minimum Annual 

Contribution 

Core Poor Adults who are unemployed and receive no 

identifiable income and therefore unable to 

support themselves financially 

Free 

Very Poor Adults who are unemployed but receive 

identifiable and consistent financial support from 

other source of low income  

GH ¢7.2 (US$8.00) 

Poor  Adults who are employed but receive low returns 

for their and are unable to meet their basic needs 

 

 

GH ¢18 (US$19.00) Middle Income  Adults who are employed and receive incomes 

which are just enough to meet their basic needs 

Rich Adults who are able to meet their basic needs and 

some of their wants 

 

 

GH ¢48 (US$52.00) Very Rich Adults who are able to meet their basic needs and 

most of their wants 

Source: NHIA Act (Act 650); US Dollar to Ghana Cedis exchange rate as at December 2004 was 1US$ = 

GH¢1.10 
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Figure 2: NHIS Active Membership Growth Trend in absolute numbers 2005- 2012 

 

Source: NHIA Annual Report, 2012 

 

Figure 3: NHIS Active Membership as a Percentage of Population from 2005 - 2012 

 

Source: NHIA Annual Report, 2012 
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Review of the NHIS Act 650 

Act 650, the law that established the NHIS in Ghana, was revised in 2012 and was replaced 

by a new law Act 852 in October 2012 to remove administrative bottlenecks, introduce 

transparency and to reduce opportunities for corruption and gaming of the NHIS system [17]. The 

major changes in Act 852 include the following: 

Board Oversight Committees 

Act 852 established three Oversight Committees of the NHIA Board. These committees are 

i. Finance and Investment Committee, which has oversight responsibility for the 

management of the funds established by the NHIF. The committee shall arrange for the 

effective and efficient collection of monies assigned to the fund; review and advise the 

Board on the annual expenditure program proposed to be financed from the fund; 

ii. NHIS Oversight Committee, which is responsible for advising the Board on systems for 

registration of members, systems for identification and enrolment of disadvantaged groups, 

benefit package, tariffs payable to healthcare providers, systems for credentialing 

healthcare providers, programs for educating members, guidelines and mechanisms for 

submission and adjudication of claims and the conduct of independent actuarial assessment 

of the NHIS; and 

iii. Private Health Insurance Oversight Committee, which is expected to advise the Board on 

registration and licensing of private health insurance schemes, compliance of private health 

insurance schemes with Act 852 and the operations and affairs of private health insurance 

schemes. 
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A Unified National Health Insurance Authority 

Act 852 established a more unified National Health Insurance Authority (NHIA) to 

implement a National Health Insurance Scheme (NHIS). The law mandates that the NHIA shall 

have regional and district offices as determined by the Board. These offices of the Authority shall 

perform the functions of the Authority as determined by the Board. Thus Act 852 replaces the 

semi-autonomous District Mutual Health Insurance Schemes (DMHISs) in Act 650 with the 

regional and district offices of the NHIA [17]. 

A Mandatory NHIS 

Act 852 mandates that a resident of Ghana shall belong to the NHIS and may also belong 

to a private health insurance scheme. The law in section 27 (12&13) further mandates that an 

employer shall ensure that a person employed by that employer is registered under the NHIS and 

any employer who contravenes this provision commits an offence and is liable on summary 

conviction to a fine of not more than two hundred penalty units for each employee who is not 

under the scheme. Unlike Act 650, this provision in the new law makes membership of the NHIS 

for all residents of Ghana mandatory with prescribed sanctions for formal sector employers who 

contravene the provision [17]. Act 852 is however silent on punitive measures for the self-

employed in the informal sector such as artisans, farmers and hawkers who fail to enrol themselves 

into the scheme. 

Extended Premium Exemption 

The premium exemption under Act 650 was extended to cover persons with mental 

disorders in Act 852. The categories of persons exempted from premium payment under Act 852 

include: 

 A child 
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 A person in need of ante-natal, delivery and post-natal healthcare services 

 A person with mental disorder 

 A person classified by the Minister responsible for social welfare as indigent 

 Categories of differently-abled persons determined by the Minister responsible for social 

welfare 

 Pensioners of the Social Security and National Insurance Trust (SSNIT) 

 Contributors to the Social Security and National Insurance Trust (SSNIT) 

 A person above seventy years of age; and 

 Other categories prescribed by the Minister 

Expanded NHIS Benefit Package 

The new law, Act 852 expanded the benefit package of the NHIS under Act 650. The law 

mandates that the Minister of Health shall prescribe the healthcare benefits including any relevant 

family planning package to be provided under the NHIS. The law further mandates the NHIA to 

assess the healthcare benefit package every six months and advise the Minister of Health 

accordingly [17]. 

Expenditure Cap on Non-Core NHIS Activities 

Act 852 also places a cap of not more than 10% of the NHIS annual funding to be expended 

on non-core NHIS activities. Non-core activities here refer to any activity other than those that 

will result in the payment of healthcare cost of members of the NHIS and the payment of 

administrative expenses in relation to the running of the NHIS [17]. 
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EFFECT OF NHIS ON HEALTH EXPENDITURE AND HEALTH OUTCOME 

The implementation of the NHIS had a positive impact on Ghana’s healthcare delivery 

processes, total health expenditure (THE) and health outcomes. Real THE (inflation adjusted total 

health expenditure) from all source increased from GH₵1,049.40 million (US$1,166 million) in 

2004 to GH₵1,395.03 million (US$1,533 million) in 2005 just a year after the full implementation 

of the NHIS in 2005. It increased from the 2005 figure to GH₵3,019.68 million (US$2,097 

million) in 2010 and increased even further to GH₵3,942.00 million (US$2,235 million) in 2012, 

the inception year of the WOTRO/COHEiSION project.  Real THE continued with the steady 

increase from the 2012 figure to GH₵ 7,177.50 million (US$2,190 million) in 2014. The real THE 

increased further to a figure of GH₵10,218.84 million (US$2,747 million) at the end of 2015, as 

shown in Figure 4 [18].  

Real total expenditure on health as a percent of Gross Domestic Product (GDP) increased 

from 13.1% in 2004 to 14.3% in 2005. This percentage decreased to 7.6% in 2006 and decreased 

even further to 6.4% in 2008. It however increased slightly to 7.5% in 2009 and continued with a 

downward trend afterward to 5.2% in 2013. This decrease in real THE as a percentage of GDP 

could be attributed to reduced donor assistance due to Ghana’s newfound lower-middle-income 

country status, low revenue generation efforts and the global financial crises at the time [6].   It 

however increased from the 2013 figure to 6.3% in 2014. As at the end of 2015, real total 

expenditure on health as a percentage of GDP stood at 6.4% as shown in Figure 5 [18].  
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Figure 4: Trends in Total and Real Health Expenditure (2004 – 2015) in GH₵ 

 

Source: The World Bank, 2015; The real THE were computed using the Consumer Price Index 

(CPI) of the respective years. 

Figure 5: Total Health Expenditure as a % of GDP (2004 – 2015) 

 

Source: World Bank, 2015 
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The total health expenditure per capita increased from GH₵31.50 in 2004 to GH₵40.41 

(US$ 51) in 2005 ($157 in WHO African region and $144 in lower middle-income countries). 

There was a steady increase from the 2005 figure to GH₵123.84 (US$86) in 2010 and this 

increased further to US$89 in 2012 [18]. The 2012 figure increased even further to US$105 in 

2013 but dropped to GH₵223.3 (US$77) in 2014. As at the end of 2015, the health expenditure 

per capita stood at GH₵297.6 (US$80) as shown in Figure 6 [18]. 

Figure 6: Per Capita Expenditure on Health (GH₵) 

 

Source: The World Bank, 2015 
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thereafter continued a downward trend to 43.7% in 2012 after which it increased steadily to 50.1% 

in 2014. The share of private funds as a percentage of THE, however, decreased from 50.1% in 

2014 to 39.5% in 2015. The share of international funding, which consists of funds from donors 

and other organizations outside Ghana, maintained a decreasing trend from 13.9% in 2004 to 0.8% 

2013.  There was, however, a steep increase over the 2013 figure share of 0.8% to 17% in 2014 

and this thereafter increased to 25% in 2015, as shown in Figure 7 [18].  

Figure 7: Trends in Percentage Share of Health Expenditure by Three Financing Sources 

 

Source: The World Bank, 2015 
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in 2011. It then began a decreasing trend again and reached 9.1% at the end of 2015, as shown in 

Figure 8.  

Figure 8: Trends in Social Health Insurance and Out-of-Pocket Payment Share of THE 

 

Source: The World Bank, 2015 
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period prior to the 2014 GDHS. Similarly, under-5 mortality rate decreased from 111 deaths per 

1,000 live births for the five-year period preceding the 2003 GDHS to 60 deaths per 1,000 live 

births during the same period prior to the 2014 GDHS [19]. Figure 9 presents infant and child 

mortality rate in Ghana.  

Figure 9: Infant and Child Mortality Trends, 2004 - 2014 

 

Source: GDHS, 2014 
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Figure 10: Trends in Maternal Healthcare by NHIS Insured Clients  
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Figure 11: NHIS Outpatient and inpatient utilization trend (2005-2012) 

Source: NHIA 2012 Annual Report, 2013 
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These theoretical models were employed in the conceptualization of the factors at play and in the 

analysis of data in the chapters in this thesis. 

 

Uncertainty and Risk Aversion 

The demand for health insurance is derived from the demand for healthcare. People enrol 

in health insurance schemes because they expect to fall sick sometime in the future and will 

consume healthcare services at a cost which could be higher than the health insurance premium. 

The demand for health insurance is also affected by many factors such as the price of insurance 

premium, income levels, health status, trust in the insurance scheme, the quality of the insurance 

services and the quality of healthcare services. The two fundamental theories that underpin the 

demand for health insurance are uncertainty and risk aversion. The uncertainty about the entire 

future health and the possible cost associated with the consumption of healthcare services in the 

event of ill health determines the demand for health insurance. Thus, the fear of ill health and its 

associated cost of consuming healthcare services may inform an individual’s decision to demand 

health insurance. The more risk averse an individual is, the higher the probability that he/she will 

enrol in a health insurance scheme [20]. Other factors such as marital status, educational level, 

trust in insurance provider, quality of healthcare and health insurance services are also known to 

affect the demand for health insurance [4, 7, 9, 15 & 20]. To understand and assess how the insurer 

can improve and maintain the quality of health care and NHIS services, the effect of trust in the 

insurance scheme, the quality of insurance and health care services were explored. 
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Indicators of Service Quality 

The quality of health insurance services is often evaluated either according to the 

‘technocratic’ perspective of insurance expects and health care professionals or to the lay 

perspective of clients. Under the technocratic perspective, health insurance services are considered 

to be of high quality if they satisfy standards set by health insurance managers and health care 

professionals, while with the lay perspective, clients play a central role in defining and assessing 

the quality of health insurance services [21-25]. Although some authors argue that the client’s 

perspective of evaluating quality of health insurance services is too subjective, others see the 

clients’ perspective as a meaningful indicator of service quality since the subjective assessment of 

quality by clients may well provide an insight to help understand and establish acceptable 

standards of quality services [21]. Thus client-perceived quality can be viewed as a subjective 

dynamic perception of the extent to which expected NHIS services are rendered. This thesis 

employed the technocratic and lay perspectives of quality of services approach to assess the quality 

of NHIS services from both the perspective of NHIA staff and that of the client. This theory was 

also used to determine whether health insurance status has any effect on the perception of the 

quality of health care services. 

 

Community Engagement and Involvement 

The importance of clients and community expectation in terms of the services they receive 

and the need to provide client-centred services through community engagement and involvement 

has been well established in the social sciences literature [26]. The impact of community 

engagement on the quality of education and other social services has subsequently been well 

studied [27-31]. The general conclusion from these studies is that community engagement is 
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associated with increases in learning, quality of teaching and test scores. Other studies have also 

established that community engagement on the quality of healthcare leads to improvement in both 

quality and quantity of healthcare provision [32, 33]. This theory was employed to ascertain 

whether engaging clients and the community at large in healthcare delivery and health insurance 

provision processes will lead to improvements in their perception of the quality of healthcare 

services and subsequently to an increase in health insurance enrolment and healthcare utilization. 

The expectation is that engaging clients and the community through healthcare provider 

assessment and feedback activities will impact positively on healthcare providers to render quality 

services to satisfy their clients. This community engagement strategy was combined with payment 

of provider performance incentives to ascertain the impact of the combined effect of these 

strategies on healthcare quality, health insurance enrolment and healthcare utilization. 

 

Provider Payment Incentive Mechanism 

Provider payment incentive mechanism is a form of contract between a purchaser and a 

provider of health care. It is basically the way funds are distributed from insurance companies, 

fund holders or governments to health care providers, and it relies upon the economic literature of 

Agency contracts. The Agency theory of contracts in economic literature considers the relationship 

between a ‘principal’ and an ‘agent’. There are four similar players in the health sector that are: 

health facilities, health professionals, patients and insurers (fund holders or governments). Each of 

these players has their own goals that may or may not align with those of others. Economic 

literature predicts that provider payment options are expected to generate some incentives in health 

providers and health professionals as far as efficiency and quality of services are concerned. One 

of such payment options is performance-based incentive [34]. 



35 

 

Performance-based incentives involve the transfer of money or goods to health providers 

or patients with the condition that they take measurable actions or achieve a predetermined 

performance target. Often, performance incentives are offered to encourage behaviours that will 

increase both the demand for and supply of health services and also to improve the quality and 

availability of these services. The benefits of performance incentives can even extend beyond their 

specific interventions to strengthen an entire health system. This is because it encourages health 

professionals to develop robust information and management systems, catalyses actions and 

innovations that increase accountability, enhances service-delivery capacity and improves the 

effectiveness of the health workforce [34]. Performance incentives have been implemented in a 

number of countries including, Rwanda, Mali and Haiti, with evidence of high level of success in 

improving the quality and quantity of services provided. The concept of community engagement 

and performance incentives were employed to evaluate their combined impact on the quality of 

healthcare services, perception of services, healthcare utilization and health insurance enrolment. 

 

THE WOTRO/COHEISION GHANA PROJECT  

The need for this research project radiates from the task of delivering what the NHIA calls 

‘the NHIS promise’ [16]. The NHIS realized that there was the need for scientific research to help 

answer the implementation challenges of the scheme. Many consultations and deliberations were 

held with the NHIA and other stakeholders in the health sector for their views during the 

preparatory stage of the research project. This led to the development of the final funding proposal 

including the components of the three sub-studies under the project ‘Towards a client-oriented 

health insurance system in Ghana’ (COHEISiON Project).  The concern of the NHIA was to have 
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empirical evidence in support of measures to achieve the salient ingredients of ‘The NHIS 

promise’. 

The COHEISiON project was a collaborative research between The Amsterdam Institute 

for Global Health and Development (AIGHD), the Vrije Universiteit Amsterdam, the University 

of Groningen, and the University of Amsterdam from The Netherlands and the Noguchi Memorial 

Institute for Medical Research (NMIMR) of the University of Ghana, the National Health 

Insurance Authority (NHIA) and the Ghana Health Services (GHS) from Ghana.  The project was 

funded by The Netherlands Organization for Scientific Research (NWO) of the Dutch Ministry of 

Education, Culture and Science through the WOTRO Science for Global Development. The 

project aimed at exploring how improving healthcare quality can contribute to improving clients’ 

perception of service quality and sustained health insurance participation in Ghana. It sought to 

answer two main research questions: 

1. What were the main perceived barriers of clients to (re)-enrol in the NHIS?  

2. Which were the most effective interventions that address these barriers? 

The project was guided by the Client-Provider-Insurer (CPI) conceptual framework (Fig. 12) 

which focusses on the client as the pivotal component of a sustainable health insurance.  

Figure 12: CPI Conceptual Framework; Source: Conceptualized by Author (2017) 
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The COHEISION project consists of three PhD sub-studies each focussing on one arm of 

the CPI framework to identify the perceived barriers to enrolment and to design the most effective 

interventions that address these barriers from the point of view of that stakeholder. The 

clients/anthropological arm looked at identifying barriers to healthcare utilization and health 

insurance enrolment and the most effective interventions to address these barriers. The provider 

arm also tried to identify the challenges in the provision of quality healthcare services by health 

facilities and the most effective interventions to address these challenges while the insurer arm 

tried to identify challenges in the provision of quality insurance services to both the clients and 

healthcare providers and the most effective interventions to address these challenges.  

 

The Insurer’s Perspective of COHEISION Research Project  

The overall aim of this PhD Thesis (Insurer’s Perspective) is to identify the major barriers 

to the provision of quality services to both healthcare providers and insured clients from the 

insurer’s perspective of service provision. This Thesis thus presents chapters on the insurer’s arm 

of the CPI framework. The insurer’s perspective focusses on 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. It is 

expected that the studies in this thesis will contribute to the health insurance literature on the 

barriers to health insurance uptake and the most effective interventions that must be implemented 

to remove these barriers. The studies will also be of interest to the NHIA and other health 

purchasing organisations particularly in sub-Saharan Africa in terms of quality of services 

improvements.  
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The Assumption 

The fundamental assumption of the chapters in this thesis is that the willingness of clients 

to enrol and remain enrolled (demand for health insurance) in health insurance to a very large 

extent depends on their perception of and satisfaction with the quality of products and services that 

are being offered and their ability to pay the insurance premium. The perception of health 

professionals and insurers on the quality of services most often differs from that of clients. Thus, 

a better understanding of this difference in the perceived quality of services will help in the design 

of effective client-oriented interventions to remove the barriers to uptake and increase NHIS 

enrolment and retention. 

Objectives of the Study 

The main objectives of this thesis (the insurer’s perspective of the research) were to: 

1. Identify the barriers to enrolment and explain the differences in the definitions of quality 

of healthcare by clients, providers and insurers (Chapter Two). 

2. Ascertain whether the premium exemption policy in the NHIS increases access (enabler to 

enrolment) to health insurance and healthcare by the elderly (Chapter Three). 

3. Compare perceived (non-technical) quality of care by clients with medical technical quality 

of care by providers (Chapter Four). 

4. Determine whether the utilization of healthcare services and the frequency of use by NHIS 

subscribers has any influence on their renewal decisions (Chapter Five). 

5. Determine whether health insurance status has any influence on the perceptions of non-

technical quality of healthcare by clients (Chapter Six). 

6. Identify the differences in the determinants of NHIS enrolment among adults in two 

Regions in Ghana (Chapter Seven). 
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7. Evaluate the impact of community-based engagement interventions on health insurance 

enrolment and healthcare utilization (Chapter Eight). 

 

COHEISION PROJECT RESEARCH METHODOLOGY 

Study Setting 

The Project was conducted in the Greater Accra and Western Regions of Ghana. These two 

Regions are situated along the eastern and western coast of Ghana respectively, with contrasting 

differences in rural and urban populations. Whereas the Greater Accra Region, where the capital 

city of Ghana, Accra, is located, has a largely urban population of about 4 million, accounting for 

16.3% of the national population, the Western Region has a predominantly rural population of 

about 2 million representing 9.6% of the national population [35]. These Regions have some 

similarities and differences in terms of socio-economic activities.  

While the inhabitants of urban areas in the Greater Accra Region mainly undertake white 

collar jobs in government departments and agencies, manufacturing and other private business, 

only a few of the urban population in the Western Region work in government ministries and 

departments. The majority of them operate private businesses, mainly through sale of consumer 

products. Economic activities in the rural areas of both Regions are very similar. The people in the 

rural areas of Greater Accra are predominantly fishermen, farmers and small-scale salt producers 

with a regional poverty incidence of 12% and those in the rural areas in the Western Region also 

engage mainly in farming, fishing and some small-scale mining with a regional poverty incidence 

of 18% [35]. The Western Region has a higher NHIS coverage of 53.18% compared to the Greater 

Accra coverage of 40.31% [36]. These two Regions were purposively selected to provide a 

rural/urban as well as a socio-economic balance for the Project. Figures 13, 14 and 15 below show 
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the map of Ghana, a map of the Greater Accra Region and a map of the Western Region with the 

COHEiSION project districts indicated. 

Figure 13: Map of Ghana showing the Greater Accra and Western Regions  
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Figure 14: Map of Greater Accra Region Showing Selected Districts 
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Figure 15: Map of Western Region showing study districts 
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RESEARCH DESIGN  

The project adopted a cluster-randomized control trial (RCT) design that uses a 

combination of qualitative and quantitative methodologies. First the qualitative study was done to 

understand the barriers to health insurance enrolment and the provision of quality healthcare 

followed by the baseline quantitative survey to elicit how perverse/tenacious the identified barriers 

are in the project districts. The engagement intervention was then designed and implemented in 34 

primary healthcare facilities to remove the identified barriers to enrolment. This was followed by 

a quantitative follow-up survey. The same respondents of the baseline household survey were 

followed-up after nine months of the implementation of the intervention to assess the impact of 

the intervention on service quality and enrolment.  

 

Qualitative Study 

The main objective of the qualitative study was to collect primary data on the barriers to 

enrolment and to explain the differences in the definitions of quality of healthcare by clients, 

providers and insurers.  

The specific objectives of the qualitative study were: 

1. To explore the perspective of NHIA staff on the quality of NHIS services to clients and 

healthcare providers’ services to clients. 

2. To identify challenges that the NHIA face in providing quality services to clients and 

healthcare providers. 

3. To understand the gaps in the expected quality of services provided by health facilities as 

identified by the NHIA. 
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4. To understand measures put in place by the NHIA to ensure the provision of high-quality 

services to clients and healthcare providers. 

5. To identify other possible interventions that can be implemented to help improve the 

quality of services provided by the NHIA and healthcare providers [37]. 

The qualitative study involved the use of in-depth interviews, individual personal histories 

and focus group discussions to identify the barriers to NHIS enrolment from the insurer arms of 

the CPI framework. The qualitative study was conducted at the NHIA headquarters, the NHIA 

regional offices of the Greater Accra and Western Regions and four (Dangme West, Ga West in 

the Greater Accra Region and Ahanta West, Mpohor Wassa East in Western Region) out of the 16 

selected NHIS district schemes from August to September 2011. A total of 16 in-depth individual 

interviews were conducted. Four of the interviews were conducted at the NHIA headquarters in 

Accra, involving Divisional Directors and Senior Officers. Six were conducted at the Regional 

offices of the NHIA in the Greater Accra and the Western Regions, involving Regional Managers 

and Monitoring and Evaluation Officers. The remaining six interviews were conducted at the 

District Scheme offices of the NHIA involving District Scheme Managers, Public Relations 

Officer and Claims Officers.  

All the interviews were recorded and transcribed verbatim. The analysis followed a circular 

process whereby the verbatim transcripts were used to understand the views of respondents. 

Subsequently, the transcripts were coded, categorized and analysed using N-vivo to interpret their 

meaning and to form conclusions that are well rooted in the data. The responses from the 

interviews were validated through two workshops organized for selected clients, providers and 

insurers in the Greater Accra and Western Regions respectively. The responses were analysed to 

answer the first objective of the insurer component of the COHEiSION project which is to identify 
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the perceived barriers to access of health care and health insurance services. The findings of the 

qualitative research fed into the development of the quantitative questionnaire for the baseline 

household survey. 

 

Design and Implementation of Engagement Intervention 

The COHEiSION project interventions design was based on the premise that involvement 

of clients in the planning, monitoring and delivery of healthcare and health insurance services is 

an important ingredient for increased healthcare utilization and health insurance participation [26, 

37]. The interventions (Intensive and light Engagement) are collectively termed Community 

Engagement because the main objectives were to actively engage community members in the 

assessment of the quality and appropriateness of services in order to contribute towards sustained 

client-centred services, improved quality of services, early reporting of illness and diseases, 

reduced frequency of healthcare utilization and increased health insurance enrolment. The 

Intensive Engagement involves the use of clients at both the individual and group levels in 

monitoring, identification of gaps and provision of feedback to healthcare providers and NHIS, 

while the light Engagement involves the use of clients at the group level in monitoring, identifying 

gaps and provision of feedback to healthcare provider and NHIS. The identified gaps were fed 

back to the healthcare providers and NHIS district offices and these were advised to initiate the 

necessary measures to address the gaps. Success in doing so, as adjudged by the clients, earned 

the healthcare providers a financial or logistical incentive to the tune of GH₵1,000 ($335). Details 

of the engagement intervention can be found in Chapter Eight. 

A total of 32 primary healthcare facilities, (16 from each Region) were randomly selected 

to receive the engagement interventions. Due to resource and time constraints, out of the 32 
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facilities, six were randomly selected (three from each Region) to receive the intensive engagement 

and the remaining 26 facilities received the light engagement. All the 32 intervention facilities 

were also informed that they stand a chance of winning logistical or financial incentive for being 

able to address most of the service delivery gaps identified by the clients. The District Health 

Directorates and District NHIS offices in the intervention districts assisted in identifying and 

training two facilitators per district for the implementation of the interventions. The interventions 

were implemented for/over a period of 12 months and the follow-up survey was conducted three 

months after the end of the interventions. Detailed descriptions of sample size determination, 

sampling, data collection strategies and intervention implementation steps are presented in Chapter 

Five. 

 

Quantitative Study 

Two household surveys were conducted as part of the project design. The baseline 

household survey was conducted from March to April 2012 and the follow-up survey was 

conducted from September to October 2014, after the implementation of a community-based 

engagement intervention from June 2013 to March 2014. The main objective of the quantitative 

study was to build on the qualitative data and conduct household surveys to gather primary data 

that would help to ascertain how perverse/tenacious the identified issues from the qualitative 

research were. The follow up survey followed the same respondents at the baseline to collect data 

for the evaluation of the impact of the engagement intervention. Specifically, the data from the 

household surveys were used to answer the remaining five objectives of the insurers’ perspective 

of the project.  
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Sixteen (16) NHIS district schemes were purposively selected for the project. In each 

Region, eight district schemes with the same or almost same characteristics such as Total 

Population, NHIS enrolment coverage, total number of accredited health centres/clinics and urban 

or rural categorization were selected for the project. Sixty-four (64) primary health care facilities 

(Government Health Centres and Private Clinics), thirty-two (32) from each Region were also 

selected for the project. In each district, four health centres/clinics with the same or almost same 

characteristic in terms of NHIS accreditation scored marks (i.e. urban/rural, private/public, range 

of services, staffing, environmental and infrastructure, basic equipment, organization and 

management, safety and quality management and out-patients care) were selected. Appendixes 1 

and 2 presents the selected health facilities and districts in the two project Regions. 

The PhD candidate designed the research methodology for the qualitative and quantitative 

studies, developed the qualitative and quantitative data collection instruments, conducted the 

baseline and endline surveys and implemented the community intervention. He conducted the data 

analysis and drafted the manuscript of the publications in this Thesis. 

 

OVERVIEW OF THESIS CHAPTERS 

The above objectives or research questions were pursued through the publication of 

scientific papers which form the content of this thesis and is structured as follows: 

Chapter Two presents a comparison of the explanatory models to illness and healthcare 

quality by clients, providers and insurer by using the qualitative data from the three sub-studies of 

the COHEISiON Project conceptual framework (CPI). 
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Chapter Three discusses the exemption policy in the NHIS law and analyses the baseline 

survey data to ascertain whether the premium exemption policy serves as an enabler to NHIS 

enrolment and healthcare utilization by the elderly. 

Chapter Four presents a comparison of the perceived quality of healthcare by clients with 

medical technical quality by providers using the baseline survey data and the safe care essentials 

assessment data of provider quality. The chapter further discusses the implications of the 

differences between perceived quality and medical technical quality for a sustainable NHIS. 

Chapter Five analyses the quantitative data from the baseline survey to explore the effect 

of health insurance status on the perception of non-technical quality of healthcare by clients and 

its implication on policy measures aimed at increasing health insurance enrolment. 

Chapter Six discusses the problem of adverse selection and uses NHIS administrative 

enrolment and utilization data from 2008-2013 to ascertain whether the utilization of healthcare 

services and the frequency of use by the insured influence their renewal decisions and whether the 

problem of adverse selection exists in the NHIS. 

Chapter Seven compares the differences in the determinants of NHIS enrolment among 

adults in two Regions (GAR and WR) that are geographically similar but socio-economically 

different. The chapter specifically assesses the differences in determinants of NHIS enrolment 

between the two Regions.  The total urban samples and the rural samples were used to deepen the 

understanding of the different factors that influence the decision to enrol in the NHIS in the 10 

Regions in Ghana. It is expected that such knowledge will help policy makers decide on the best 

strategies to adopt to increase health insurance enrolment in the current era of NHIS reforms. 
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Chapter Eight describes the design and implementations steps of the community 

engagement intervention and evaluates its impact on perception of healthcare quality, health 

insurance enrolment and health care utilisation.  

The thesis ends with a summary of the main findings from the seven chapters (2-8) and 

provides conclusions and policy recommendations in Chapter Nine. 
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Appendix 1: Selected Districts and Health Facilities in the Greater Accra Region 

FACILITY INTERVENTION REGION DISTRICT 

Mercy Clinic C GAR Ablekuma 

Nightingale Clinic E2 GAR Ablekuma 

Elshaddai Clinic E2 GAR Ablekuma 

St Glorias C GAR Ablekuma 

Anton Medicare C GAR Ayawaso 

Ghana Post Clinic E2 GAR Ayawaso 

St Andrews E2+E1 GAR Ayawaso 

Nima Government Hospital C GAR Ayawaso 

Samsam Clinic E2 GAR Ga West 

Bortianor Health Centre C GAR Ga West 

St Moses E2 GAR Ga West 

Oduman  C GAR Ga West 

Mother of God Clinic E2 GAR Tema  

Port Medical Clinic E2 GAR Tema  

Bernice Clinic C GAR Tema  

Ghana Ports and Harbours C GAR Tema  

Cocoa Clinic C GAR Okaikoi 

Opmann Clinic E2 GAR Okaikoi 

Midway Clinic C GAR Okaikoi 

Citadel Clinic E2 GAR Okaikoi 

Osudoku Health Centre E2+E1 GAR Dangme West 

Valley View C GAR Dangme West 

Prampram Health Centre E2 GAR Dangme West 

St Andrews Catholic Clinic C GAR Dangme West 

Ada Health Centre E2+E1 GAR Dangme East 

Pediatokorpe Health Centre E2 GAR Dangme East 

Bornikorpe health centre C GAR Dangme East 

Sege Health Centre C GAR Dangme East 

Teshi Community Clinic  E2 GAR Kpeshi 

GAK Clinic C GAR Kpeshi 

Ayifua Clinic E2 GAR Kpeshi 

Oak Clinic C GAR Kpeshi 

E1= Engagement Intervention  E2 =Light Engagement Intervention  C= control    
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Appendix 2: Selected Districts and Health Facilities in the Western Region 

FACILITY INTERVENTION REGION DISTRICT 

Church of Pentecost Clinic E2 WR Bia  

Presbyterian Health Centre C WR Bia  

Essam Health Centre C WR Bia  

Angel Memorial Catholic Health Centre E2 WR Bia  

St Edward Clinic E2 WR Amenfi East 

Oppong Valley Health Centre C WR Amenfi East 

Wassa Saa Health Centre E2 WR Amenfi East 

Agona Amenfi Clinic C WR Amenfi East 

Wassa Nkran SDA Clinic C WR Wassa West 

Hill Top Clinic E2 WR Wassa West 

Redeemer Clinic E2 WR Wassa West 

Amenfi Memorial Clinic C WR Wassa West 

Dohamm Clinic E2 WR Takoradi 

New Takoradi Health Centre E2 WR Takoradi 

St Helier Clinic C WR Takoradi 

Danvic Clinic C WR Takoradi 

Holy Child Health Centre Fijai E2+E1 WR Sekondi  

Vil Clinic  E2 WR Sekondi  

Egam Clinic C WR Sekondi  

Stratford Clinic C WR Sekondi  

Tikobo No. 2 Clinic E2 WR Jomoro  

Tikobo No.1 Clinic C WR Jomoro  

Elubo Health Centre C WR Jomoro  

Our Lady of Fatima Clinic E2+E1 WR Jomoro  

St Thereasas Health Centre E2 WR Amanfiman  

Asankran Bremang health centre C WR Amanfiman  

Manso Amenfi health centre C WR Amanfiman  

Wesley Clinic E2 WR Amanfiman  

Apowa Health Centre C WR Ahantaman 

Holy Child Health Centre Egyam  E2 WR Ahantaman 

Agona Health Centre E2+E1 WR Ahantaman 

Princess Town Health Centre C WR Ahantaman 

E1= Intensive Engagement Intervention; E2 =Light Engagement Intervention; C= control    
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ABSTRACT  

Background 

People’s beliefs about illness, the personal, social and economic meaning they attach to 

health problems, and the expectations of treatment and risk reduction are believed to be 

fundamental in explaining health seeking behaviour. Explanatory models (EMs) to a large extent 

determine people’s perceptions of, expectations of and responses to health problems. 

  

Objective 

We compared the EMs of healthcare clients, healthcare providers and the health insurer 

regarding illness, the need for, the quality of, and the control over healthcare and health insurance 

services with the aim to identify discrepancies in EMs that contribute to barriers to enrol in health 

insurance. 

 

Methods 

We used qualitative data from clients, providers and insurer interviews from the 

COHEISION project in Ghana (2011) to compare the EMs. All interviews were recorded and 

transcribed verbatim. Data was/were coded, categorized and analysed using N-Vivo 9 to interpret 

their meaning and form well-founded conclusions. 

 

Results  

We found disparities between the studied EMs of clients, healthcare providers and the 

health insurer, which led to misconceptions and mistrust. We argue that these disparities influence 

clients’ decisions to enrol in insurance and to access health care. Our findings increase our 
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understanding of clients’ behaviour and decision making with respect to health care and health 

insurance.  

Conclusion 

This increased understanding of clients, providers and insurers EM can guide policy 

makers and managers to improve the effectiveness of communication and training in healthcare 

and health insurance services.  

Key words: Explanatory Models, Health communication, Trust, Health Insurance, Ghana 
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BACKGROUND 

In many low-income countries’ health insurance is being introduced to increase access to 

health care, in particular for the vulnerable and poor population. This is expected to provide poor 

households with risk protection. In countries with unfavourable health indicators, health insurance 

has been instrumental in improving this situation [1-3]. The challenges in reaching out to the full 

population have been demonstrated by different studies [4, 5]. A wide range of barriers have been 

found to influence enrolment in health insurance, such as cost, distance to the facility, quality of 

care, and timing of premium payment [6-11]. It is also believed that socio-cultural factors such as 

local beliefs and social norms play a significant role in access to care and medical adherence [12, 

13]. We argue that exploration of Explanatory Models (EMs) – a concept from medical 

anthropology – relating to illness, the need for, quality of, and control over healthcare and health 

insurance services might not only help to explain people’s utilization of healthcare services but 

also of health insurance services. The EM concept and our reasons for adopting it to explain client 

behaviour is presented in the Explanatory Models section of this paper.  

Our study context is Ghana, where the government introduced a National Health Insurance 

Scheme (NHIS) in 2003. This mandatory scheme was to replace the ‘fee for service’ system and 

ensure better access to quality health care for all citizens in Ghana. Considerable progress has been 

made and in 2013, at its ten-year anniversary, 34% of the population (over 8.5 million people) was 

actively using the scheme. This also means that a large segment of Ghana’s population is not 

benefiting from the scheme and is paying out-of-pocket for services at the point of care. Several 

studies have identified a variety of factors, such as low education, financial barriers or poor quality 

of services, as responsible for this low enrolment coverage [14-16]. The NHIS is keen to obtain 
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better insights into factors influencing participation in the scheme, with specific interest in aspects 

at the interface between service providers and clients [16].  

This paper presents findings on data collected in 2011 in two socio-demographically 

distinct Regions in Ghana: the Greater Accra and the Western Regions. We compare EMs of clients 

with EMs of healthcare providers and of the NHIS staff, with the aim to identify discrepancies in 

EMs that contribute to barriers to enrol in health insurance. We reason that mismatches or conflicts 

in EMs can contribute to discrepancies in expectations and to miscommunications, consequently 

reducing the clients’ interest and trust in the services. In various studies, trust is found to affect 

participation in insurance schemes [17, 18]. There can be mismatches in EMs between clients and 

NHIS staff with direct consequences for trust in the scheme. Likewise, mismatches between the 

EMs of clients and the EMs of health providers providing the NHIS healthcare services can have 

consequences for the clients’ interest in both utilizing healthcare services and enrolling in the 

scheme. Finally, we also reason that a mismatch between the EMs of a healthcare provider and the 

NHIS may further affect trust of clients in the scheme. Once differences in EMs have been made 

explicit, this will allow for the negotiation of best solutions to reduce these and implement 

improvements that increase interest in utilization of services.    

 

EXPLANATORY MODELS 

The notions of people’s beliefs about illness, the personal, social and economic meaning 

they attach to health problems, and the expectations of treatment and risk reduction are believed 

to be fundamental in explaining health seeking behaviour. Kleinman introduces EMs as being ‘the 

notions about an episode of illness and its treatment that are employed by all those engaged in the 
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clinical process’ (Kleinman 1978, p 88 – see Chapters Two and Three).  He points at the 

differences in EMs between healthcare experts (the bio-medical trained doctor) and patients.  

Brodwin (1998) suggests that different EMs are affected by a number of macro and micro 

level factors [19]. At the macro level, there are the bureaucratic and economic rules and the systems 

of the healthcare system [12, 20, 21]. For example, healthcare workers base their EMs on their 

acquired insights and knowledge obtained during professional training and instruction and on the 

protocols at their workplace. Their concept of illness is found to relate to the bio-medical definition 

of disease, determining this as a problem of the organ itself [22]. This contrasts with the term 

illness in the patient’s EM, which is a more subjective response of an individual and of those 

around him to his being unwell. These are based on people’s broad understanding and personal 

beliefs of illness, suffering and the expectations of treatment and risk reduction. At the micro level, 

it is the face-to-face interaction at the point of service that affects the EMs. Inability to decode 

each other’s verbal and non-verbal language may easily cause conversational asymmetry that again 

can lead to mistakes in service provision and reduce reciprocal trust, as revealed in various studies 

[23, 24]. If a health worker elicits the client’s EM, he acquires insight in the beliefs the client holds 

about his illness, the personal and social meaning he attaches to his illness, and the expectations 

about what will happen. This insight is expected to facilitate bridging the gap between EMs and to 

build trust.  

According to Kleinman (1978), a medical consultation can be seen as a transaction 

between client and professional EMs [20]. These transactions are featured not only by differences 

in EMs but also by differences in power (such as social class, professional knowledge, ethnicity, 

gender) and trade-offs (what do I get out of this interaction). For example, our study results in 

Ghana reveal that clients bearing a NHIS insurance card do perceive services provided to them 
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(insured) to be poorer than services to clients who can afford to pay cash or to those who are 

acquainted with the staff. We found various studies looking at viewpoints of either patients or 

healthcare providers, while few studies have looked at the intersection between patients and 

healthcare providers [13, 20, 23]. In many of these studies effective communication is mentioned 

as a key problem and is believed to risk non-adherence to treatment and low trust. No study has 

been conducted comparing the EMs of three stakeholders: clients, healthcare providers and the 

health insurer. We expect the EMs of the health insurer to differ from both the clients’ and the 

healthcare providers because of the different social role, professional training, and institutional 

context. Comparisons of clients’ EMs with those of the healthcare providers and the health insurer 

will enable us to identify discrepancies that influence enrolment in the NHIS. Once differences 

have been made explicit, it will make it possible to negotiate best solutions to reduce these. 

 

METHOD AND DATA  

We aim to explore EMs and identify overlaps and disparities. We used qualitative data 

from client interviews. In addition, we used qualitative data from two other sub-studies as part of 

our broader study1, looking at perceptions of healthcare staff (public and private) and of the health 

insurance provider respectively. Although the topic guides used for clients, healthcare providers 

and health insurance provider were not completely identical, we defined EMs for our comparison 

based on Kleinman’s theory of EMs and common inductive themes discussed by all stakeholders 

[20]. These are described in Table 1.  

 

                                                 
1 The study ‘Towards a client-oriented health insurance scheme in Ghana’ started in 2011 and comprises three sub-

studies focusing on perspectives of respectively clients, healthcare providers and the health insurance scheme. The 

three sub-studies were conducted by three, closely collaborating PhD researchers (Fenenga (clients); Kaba-Alhassan 

(healthcare providers); Duku (health insurance scheme).   
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Table 1: Common themes in data of clients, healthcare providers and health insurance 

Perspectives (EMs) of 

 Illness and disease (meaning, cause, severity) 

 Need for healthcare services and health insurance services (cultural, 

belief, awareness, value, severity, financial ability, efficacy)  

 ‘Quality’ of healthcare services and health insurance services 

(definition, expectation, experience, sustainability) 

 Respective roles in healthcare and health insurance services to attain 

quality services (traditions, expectation, level of influence, power 

relations) 

 

To obtain an in-depth understanding of the perceptions of clients, healthcare providers and 

health insurance staff, a participatory action approach (PAA) was employed, using a combination 

of qualitative methods to elicit the views and opinions of participants to be heard in their own 

environment and to allow for triangulation and comparison of data.  Figure 1 presents the client-

healthcare provider-insurer EM tripod. 

 

Figure 1: Client-Provider-Insurance EMs 

 

The PAA was chosen for its specific features of awareness raising, exchange of views and 

mutual learning among participants. We recorded clients’ perspectives through twenty Focus 

Group Discussions (FGD), with on average nine participants per group, eighteen Individual Health 

Clients’s EM

Health 
Insurer's EM

Healthcare 
Provider's EM



64 

 

Histories, three key informant interviews and four informal interviews among communities in the 

two study Regions. Clients’ interviews were conducted in local languages, using predefined, 

translated topic guides. For the providers’ perspective, a total of twenty-two in-depth personal 

interviews (IDIs) were conducted. Four of the interviews were at the regional level involving 

Directors of Services. The remaining eighteen interviews involved facility level health personnel 

(nurses, medical assistants, pharmacists, lab technicians and midwives). For the insurer’s 

perspective, sixteen IDIs were conducted in the two Regions. Four of the interviews were 

conducted at the National Health Insurance Authority (NHIA) headquarters in Accra, involving 

departmental directors and senior officers. Six of the interviews were conducted at the regional 

offices of the NHIA, involving regional managers and monitoring and evaluation officers. The 

remaining six interviews were conducted at the district scheme offices of the NHIA involving 

district scheme managers, public relations officers and claims officers. Topic guides were pre-

tested.  

All interviews were recorded and transcribed verbatim. Data was/were coded, categorized 

and analysed using N-Vivo 9 to interpret their meaning and form well-founded conclusions. 

Findings were validated and triangulated through two workshops organized for purposively 

selected clients, healthcare providers and health insurance staff in both study Regions. After 

validation in respective stakeholder groups, results were presented by the stakeholders themselves 

to the other two respective stakeholder groups, allowing sensitization and mutual learning, while 

identifying similarities and differences in EMs relating to illness, need for, quality of, and control 

over healthcare and health insurance services. Based on the discussion, suggestions for solutions 

to overcome the disparities were sought from the participants and these were incorporated in the 

design of an intervention. 
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RESULTS  

Here we are presenting the findings of our study that have been validated by participants, 

comparing the EMs of respective stakeholder groups that relate to illness, need for, quality of and 

control over healthcare and health insurance services (Table 1). These were collected in the 

Western Region (WR) and the Greater Accra Region (GAR), our study area. Table 2 summarizes 

these findings.  

 

Perspectives of Healthcare Client 

Illness  

In Ghana the popular-natural perspective of the clients features different worlds of 

causation: the individual (that matches with biomedical model); the natural (excessive cold, heat, 

pollution); the social (witchcraft), the supernatural world (gods, spirits or ancestors), or a 

combination of these. Their logic, the way they look at illness, shows a variety. ‘You see, diseases 

can be grouped into two, the physical and the spiritual. So if you go to hospital and it [ref. the 

illness] does not stop, it means it is spiritual so you should go to prayer camp’ (female, GAR). ‘… 

There are some illnesses that are said to be caused by harm afflicted on you spiritually….you have 

to remove the harm or curse before doing something else’ (female WR). The believed cause of 

illness determines to a large extent the drive and place to seek care. Others conceptualize illness 

as physiological factors: ‘For me, I am pregnant. If anything happens to me, my mother told, I 

should go to the hospital’ (female WR). These quotes show that the influence of beliefs of close 

relatives on clients’ perception of illness and health seeking behaviour are strong in both Regions.   

Need for health care and health insurance 

First ‘emergency’ care traditionally is sought from home.  ‘When …someone is sick, I first 
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break leaves, cook it and drink it….. If the sickness is not getting better, then you bring it [the 

sickness] to the hospital’ (female WR). Religion is fundamental in many Ghanaian EMs. Seeking 

a cure to relieve suffering and removing the harm or curse in prayer camps is common practice. 

Also, practical factors determine the drive for seeking health care: ‘When I have no money and I 

am sick, I go to the drug-shop. I can tell him that I have three Ghana Cedis. He would look for 

drugs of low cost. So I decide the cost that I can afford’ (male GAR). Others prefer visiting the 

professionally trained doctor, who uses medical instruments to diagnose a sickness and prescribes 

the right medicine. Personal relationships influence seeking health care: ‘I know the doctor. He 

was with me at senior school so.…..I know he will take care of me fine. So relationship also counts’ 

(female GAR).  

Initiated in 2003, everyone knows the NHIS and has some level of understanding of the 

concept.  ‘An illness can occur to you any time. With the insurance you have already paid so when 

I fall ill I can go to hospital and access care. That motivated me to do it’ (female WR). People 

appreciate NHIS’s effort to meet their needs. ‘Last time someone came to talk extensively about 

insurance they made clear that even at the local drug shop they made agreements so that if the 

drug is covered.., people can be served here’ (female GAR). We found clients had strong feelings 

about traditional care currently falling outside the scope of the insurance package. ‘All we are 

saying is that he [herbalist] is someone who has being helping us a lot here. I will appreciate if 

they could give him 'woolo ko'[referring to certificate/license] so that he can look at us’ (female 

GAR). In both Regions we found that clients experience barriers to enrol in the scheme due to slow 

administrative procedures (enrolment/renewal) and poor quality of the benefit package at the 

health facility.      
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Quality of health care and health insurance 

Quality health care through the eyes of clients focusses on comforting the ill body and 

mind. ‘When the illness is serious, like my illness ….., I would like a nurse around to hold me, put 

me on a bed and ask me exactly what’s wrong with me and knows what drugs to give me. That is 

what I expect’ (female WR). Inter-relational aspects of quality (respect, responsiveness) are 

generally valued more than the biomedical aspect. ‘At times you are there, the nurses don’t pay 

any attention to you. They don’t bother. That is one issue that worries us a lot’ (male GAR). For 

some, quality also relates to adequately trained staff, diagnostics and quick services. Our data 

reveals that people typically find that this is offered by private healthcare providers, a reason for 

many clients to prefer private clinics above public. Quality health insurance services means an 

easy registration and renewal process, accessible inquiry facilities and a comprehensive insurance 

package. Quality in health insurance is also determined by opinions of close relations, just like in 

health care: ‘Why I realized that it was not good?...most of my siblings and friends that have 

insurance looked disappointed’ (Male GAR). 

Control over healthcare and health insurance services   

In Ghana’s health system, clients perceive their position as the ‘receiver of’ care, 

‘undergoing’ the services, while the doctor decides and provides. Most clients feel uncomfortable 

asking questions about or commenting on treatment, fearing negative consequences, though they 

are conscious about their rights to get quality care. ‘Where can we go? To the police?’ (Male WR). 

They observe considerable differences in how facility heads manage their operations: ‘As for the 

private clinics, supervision is good and very intense, more than at government.’ A common 

complaint concerns the differences in treatments between the non-insured and the insured, with 

poor treatment for insured. Clients stress that ‘government’ and NHIS should keep their promise 
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to provide quality services to all people. The NHIS needs to continue offering transparent 

information while supervising facilities to ascertain non-discriminating services for insured and 

non-insured.  

 

Perspectives of the healthcare provider 

Illness versus disease 

Healthcare provider perspectives on disease are largely informed by their predominant 

professional training in the ‘germ theory’ where there is always a cause-effect’ principle. A client 

with a health problem is mainly assumed to be sick due to a biological cause. This notion is directly 

associated with the providers’ logic and handling of clients in the service delivery process (See 

also Chapter Two, Kleinman’s three health sectors) [20]. Health providers’ emphasis on ‘disease’ 

rather than ‘illness’ was summarized by a deputy director of health in GAR ‘…..it encompasses 

the availability of right equipment, functional [medical] equipment...... and our responsiveness to 

emergencies’. A nurse in a private hospital in GAR indicated health care entails ‘……following 

the due processes…….to ensure patients get well without medical complications, making sure the 

client gets well by treating a particular infection…..’ The ‘illness’ notion is overshadowed by the 

‘disease’ notion of clinical care, which is also reflected in the providers’ definition of quality health 

care. The social and psychological aspects of the reporting case often receive minimal attention if 

any at all.  

Need for (professional) health care and health insurance  

Based on their bio-medical view of disease, providers stress the importance of clients 

reporting without delay, to allow early diagnoses and treatment. Data revealed a general ‘blame 

game’ where healthcare providers attribute undesired treatment outcomes to late reporting and 



69 

 

non-adherence to treatment regimen and review dates. A pharmacist in GAR explained ‘these 

people [clients] will never come on time…..they first go in cycles to prayer camps……..before 

coming to hospital in bad state’. Asked why providers think clients adopt this health seeking 

behaviour, none of the health professionals identified a possible lapse on their side. The problem 

was mainly seen to be a ‘bad behaviour of clients’ as mentioned by a nurse in WR.  

On the need for health insurance, the majority of the health staff acknowledged the 

importance of health insurance to clients: ‘….the NHIS, in particular, has come to help the poor 

people……especially those who cannot afford’ (Lab technician GAR). A deputy director of 

pharmaceutical services in GAR indicated ‘….it improves accessibility and choice by the 

client…..it makes people have value for their money…….’ A few health workers had some 

reservations on the benefits of the NHIS but added there is no other option since ‘it is a government 

policy (Nurse Assistant in WR). A nurse in GAR remarked ‘…the NHIS is helping the patients and 

not the hospitals……due to late payment of claims by the insurance people…..’  

Quality of healthcare services and health insurance services  

Healthcare providers’ perception of healthcare quality is predominantly influenced by 

medical technical ascriptions of what constitutes quality. A deputy director of pharmaceutical 

services in GAR indicated that ‘quality encompasses quality medicine, good storage of medicine 

and quality dispensing…..’ A deputy director of nursing services in GAR stated that ‘quality health 

care entails providing services that are aimed at achieving our goal…abiding by the protocol or 

the guidelines that are available’. Responses from national, regional and health facilities were 

consistently emphasizing medical-technical dimensions over inter-relational components of 

quality care and indicating health facilities were performing well in these technical areas. Only a 

few healthcare professionals understood quality care to include tailor-made services that aim to 



70 

 

satisfy the patient, as a health administrator in GAR said: ‘quality care includes the attitude of staff 

towards clients’. He admitted his hospital (like other health facilities) has paid much attention to 

this, largely due to limited or no active participation of clients and community groups in quality 

improvement efforts.  

Control over health care and health insurance 

Healthcare providers (especially clinical staff) perceive their role in the service delivery 

process mainly as trained professionals responsible for disease management. Those in private 

facilities consider satisfying patients to attract better patronage as another key responsibility. 

‘When the clients are happy, they [clients] will always come……and this helps the clinic…’ (Nurse 

in Greater Accra). A few of the providers also mentioned patient education on rights and 

responsibilities as their role in contributing to quality healthcare delivery. Their role in health 

insurance promotion only came up during an interview with one director in the Western Region 

and another in Greater Accra, where they mentioned unprofessional practices such as false claims, 

provider-induced demand, and avoidance of poly-pharmacy as critical areas in which providers 

could help sustain the NHIS. Health professionals also indicated that because of the generous 

nature of the NHIS, (without co-payment for some exceeded visits and services) the majority of 

clients take advantage of and abuse the system. ‘……..some patients even attend the clinic and 

take medicines and give to their relatives and friends who are not insured….’ (Lab Technician in 

GAR). A pharmacist also bemoaned the way patients frivolously visit the out-patient department 

because they have an insurance card. ‘Patients just come to hospital with the least thing…..a small 

headache…..’  

 



71 

 

Perspectives of the health insurer (NHIS) 

Illness versus disease 

NHIS staff perceives the causes of disease from a socio-economic and the bio-medical 

perspective. They perceive disease as a financial risk for clients losing income. Their objective 

states ‘this initiative by the government is to secure financial risk protection against the costs of 

healthcare services for all residents in Ghana’ [14]. Treatment of diseases through the 

administration of drugs is associated with financial cost. The NHIS benefits package covers 95% 

of diseases, based on the bio-medical diagnosis and treatment. Not included are traditional care 

and other forms of spiritual treatments. 

Need for healthcare and health insurance services  

Based on their socio-economic and bio-medical perspective of disease, NHIS staff believe 

that once an individual falls ill, the need to access quality bio-medical care is crucial. The scheme 

is perceived as very important, in particular for the poor and vulnerable, since health insurance 

coverage protects clients against catastrophic healthcare expenditure and loss of income, hence 

improving access to health care. Early and effective treatment will control the costs of health care 

and prevent clients’ loss of income.  

Quality of healthcare services and health insurance services  

The National Health Insurance Authority perceives the quality of healthcare services to 

clients from both medical-technical and interpersonal perspectives. They defined the determinants 

of healthcare quality as appropriate diagnostic processes and procedures, dispensing of quality 

drugs, fair queuing system, short waiting times, friendly attitude of staff and accurate and timely 

claims processing. However, emphasis was placed on the technical quality of care through 

effective diagnosis and treatment since in their view the outcome of the treatment is paramount. 
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They indicated that the healthcare providers are therefore monitored against these technical quality 

determinants: ‘The right calibre of people should be there to deliver service. They should be able 

to provide both clinical and diagnostic services where necessary. The issue of waiting period 

should be reduced so that clients will not waste too much time at facility. There should also be 

right attitude of staff to clients’ (Scheme Manager, WR).  

They, however, perceive the quality of NHIS services to be based entirely on managerial, 

technical criteria. They define the determinants of NHIS quality services as the ease of registration 

and registration time, waiting period to acquire NHIS card and the availability of information on 

the importance and convenience of the NHIS at the time of registration. ‘When we talk of the 

quality of services, one is the time, that is the period of time the person spends when he comes to 

register, and then the promptness with which we are able to address the concerns of the person’ 

(monitoring & evaluation officer GAR). They also mentioned information dissemination on the 

NHIS benefits package, drugs list and accredited facilities and pharmacies in the catchment areas 

of registered clients as a core component of their mandate. 

Control over health care and health insurance 

The NHIA believes that their role in health service delivery lies in the area of accreditation 

of health providers, prompt payment of claims to providers, monitoring of the quality of provider 

services and providing feedback on results of the monitoring process. ‘We go into their services 

such as right machines or equipment, labs, sanitation is good, how they receive patients and 

whether their waiting area is quality’ (Regional Manager, WR). They indicated that they have 

performed quite well in the accreditation process. The NHIA inspects, assesses, approves and 

accredits healthcare providers through the application of an accreditation tool to provide healthcare 

services to clients of the NHIS. Currently 3,828 healthcare providers are accredited to provide 
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healthcare services under the NHIS. Initially, provisional accreditation was given to all public 

health facilities and eventually, inspection and accreditation with grading of the facilities were 

done. They further indicated that their role in health insurance uptake involves ensuring that there 

is on average a waiting period of thirty minutes for registration and of three months for acquiring 

a NHIS ID card in most districts. However, they did admit some areas of concern such as 

inadequate information on the NHIS benefit package at the registration point, long waiting periods 

of over four months to receive ID cards in some districts and poor attitudes of some staff towards 

clients. 

The NHIS staff also held the view that healthcare providers and clients have equally 

important roles to play to ensure the effective and efficient functioning of the health insurance 

scheme. They indicated that healthcare providers have to ensure that NHIS card bearers are 

provided with the right information about the benefit package, are treated and given the appropriate 

drugs on the NHIS drugs list, without having to make any co-payments for the treatment. They 

also expect healthcare providers to fill in their claims form appropriately and file their claims on 

time to avoid any delays in the payment of reimbursements. They further indicated that they expect 

clients to show great interest in the NHIS by enrolling and renewing their membership in the NHIS 

on time and encouraging their friends and family members to also enrol. They also mentioned that 

abiding by the gate-keeping system is an important role that clients have to adhere to to ensure that 

they get the greatest benefit out of the schemes, since jumping the gate-keeping system to higher 

level facilities will mean clients will have to pay out of pocket for their treatment even though they 

are enrolled. 
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DISCUSSION  

Differences in perspectives between patients and their doctor have been described 

previously in various scientific studies [12, 20, 23, 24]. One prevailing conclusion of these studies 

is the importance of effective communication to bridge differences in perspectives, leading to a 

chain of events such as patient trust and adherence [24; p.236]. In an effort to reduce barriers to 

enrolment in the NHIS and enhance access to quality healthcare in Ghana, this study explores the 

difference between four EMs of three stakeholder groups: clients, healthcare providers and NHIS: 

illness; need for; quality of; and control over healthcare and health insurance services. Figure 2 

presents the key disparities and convergences of the EMs, including macro scale and micro scale 

factors.   

When analysing the data, we found people’s view on ‘need for services’ logically following 

their perceptions on ‘illness/disease’. Hence, we combined ‘illness’ and ‘need for services’ in one 

diagram.  

Diagram 1: Illness – Need for Service 

Clients use different worlds (Physiological vrs Spiritual) to understand their sickness, often 

conceptualizing it based on non-physiological factors. In contrast, healthcare providers 

predominantly use the biomedical model to explain disease. While the ‘individual’s world’ 

matches with the biomedical model, the other worlds do diverge. The generally poor practice of 

patient-provider dialogue easily leads to misinterpretation of client behaviour such as late 

attendance or non-adherence to treatment. Likewise, it explains why clients are often unhappy 

because they received little information about the diagnosis or about the prescription and use of 

drugs.  
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Figure 2: Explanatory Model Comparisons 

 

   

 

 

 

 

 

 

 

Diagram 1: Illness – Need for service    Diagram 2: Quality of service       

 

 

 

 

   

 

 

 

      Diagram 3: Control over service 
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This asymmetric information can explain the persistent dependency position and limited 

influence (power) of clients in the tripod. Showing more understanding of the client’s views and 

using a language that is more consonant with the client, such as used by traditional healers and the 

local drug shop owner, will enhance trust.  
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Table 2: Comparing Explanatory Models 

Note: HC = Health Care; HCS = Health Care Services; HIS = Health Insurance Services; NHIS = National Health 

Insurance Scheme; HCP = Health Care Providers 

Perspectives (EMs) 

Topics Clients Healthcare providers Health Insurance 

staff 
1)Illness –disease 

(meaning, cause, 

severity)  

 

 

Popular perspective. Socio- cultural 

concept. Application of different 

worlds of causation with preference 

for the supernatural world  

Views influenced by opinions of close 

relations. 

Scientific professional perspective. 

Biomedical model (Scientific evidence-based 

disorder). Views influenced by professional 

training and guidelines and regulations at 

workplace. Hardly attention for 

Social/psychological aspects.   

Socio-economic 

professional perspective 

and bio-medical model. 

Views influenced by 

professional training and 

business model of 

insurance 

2)Need for HCS 

(belief, efficacy, 

severity, financial 

ability)  

 

 

Causation determines drive to seek 

relief/ remove harm. Can be formal or 

informal care. Beliefs vary, and so do 

level of trust in caregivers and health 

seeking pathways.  Also, practical 

factors play role like distance, timing 

and available funds. Trust in opinions 

of close relations 

Biomed perspective based on Western 

values- Need for early diagnosing and 

treatment. Blame-game: delays in access, 

compliance treatment, provider loyalty, poor 

functional outcome. Challenge to take 

socially assigned responsibility due to lack of 

understanding of ‘illness’  

From biomed perspective 

and socio-economic 

perspective: loss of 

income. Early and effective 

treatment reduces costs 

3)Need for HIS 

(culture, aware-ness, 

value, financial 

ability, sustainability)  

 

 

Traditionally strong informal support 

structure. Changing socio-economic 

context: increased individualism and 

self-reliance. NHIS information 

/service desk key. Some NHIS- 

managerial constraints + individual 

financial limitations hamper 

(re)enrolment.  

Increased access to, and choice of services. 

Reduces financial risks, especially for the 

poor. 

 

NHIS seen as very useful for clients, but not 

for HCP (late reimbursements)   

 

Driven by main, 

contractual goal of NHIS. 

Health system 

development: marketing 

view. 

4)Quality of HCS 

(definition, 

expectation, 

experience, 

sustainability)  

 

 

Mainly holistic view: physical and 

mental well-being. Vulnerable 

position makes inter-relational aspects 

valued higher than biomedical. 

Gender differences in definition 

quality. More trust in quality service 

by private providers.  

Driven by biomedical perspective and 

controlled by bio-medical guidelines. 

Awareness on importance inter-relational 

aspects. Constraints  

Quality seen from NHIS 

goal and financial 

sustainability perspective. 

Poor quality is thus 

concern. Contractual 

agreement with providers. 

Challenges 

5)Quality of HIS 

(definition, 

expectation, 

experience, 

sustainability)  

 

 

 

Relatively new concept, no 

comparability. Experience should 

meet expectations (based on 

information and first experience, incl. 

that of social networks) and be reliable 

over time: Reveals to be a problem. 

Formal + informal networks influence 

opinions.  

Knowledge, expectations, experience: effect 

on own functioning as HCP 

Poor quality is a concern: 

seen from NHIS goal and 

financial sustainability 

perspective. System in 

development 

Roles in HC & HIS to 

attain quality services 

(traditions, 

expectation, level of 

influence, power 

relations) 

 

Culture of receiving: provider in 

control. Often enforced by mismatch 

information, leading to dependent 

position with low influence (power). 

Consciousness for fairness and rights 

on quality care. Government/NHIS 

responsible for enforcement 

regulations 

Expert role in healthcare. (Knowledge = 

power). For private facilities also: satisfy 

clients to get business.  Control of services by 

own managers and medical boards to support 

sustainability of NHIS (false claims, 

provider-induced demand, avoidance of poly-

pharmacy. No role seen for clients other than 

they should avoid frivolous use of services  

Shared responsibility: 

NHIS, Ministry of Health, 

Ghana Health Services, and 

Ministry of Finance.  

Role clients: early 
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Our analysis suggests that the socio-economic view of the health insurer is a better match 

for the client’s EM. Reducing the risks of catastrophic health expenditure is a major concern for 

especially poor and vulnerable people.  

 

However, the mismatch in intercultural communication does also exist in the relationship 

between clients and insurer. This explains clients’ call for healers to be acknowledged and 

contracted by the insurance. Mentioned divergences can be reduced through improving 

communication, education, and information sharing. This will limit a distorted interpretation of 

each other’s EM and will help lift barriers to enrolment. These communication skills could be 

emphasized in the professional training of health staff. 

 

Diagram 2: Quality of Service 

In the analyses of EMs on quality of services we identified an entrenched position by 

healthcare and health insurance providers, emphasizing medical-technical quality and centred on 

the availability of good equipment and medicines and adherence to protocols as more important 

than clients’ perceived quality of care. Recognition of inter-relational quality aspects as part of the 

client’s holistic view will influence the experience and satisfaction of clients in particular, which 

is important for enhancing utilization and enrolment. Another divergence relates to non-

discriminating services (i.e., prescription of generic versus brand drugs, unexplained 

differentiation in waiting queues for insured and non-insured). Without providing adequate 

education to clients (and providers) on the quality of generic drugs, insurance clients may feel 

misled by the NHIS information. On the other hand, frivolous utilization of services or over-

consumption (or over-prescription) of drugs is perceived by providers and NHIS as undermining 
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quality care. Education and appropriate management arrangements can help reduce these 

divergences of EMs. 

 

Diagram 3: Control Over Service 

Control of services shows fewer divergences in the three EMs, though trust in the scheme 

is being compromised by imbalanced power positions and by management and implementation 

challenges (such as slow processing of ID cards for enrolment and renewal, delays in 

reimbursements). The traditional power dynamic between clients and healthcare providers has 

changed with the introduction of the insurance as a third actor with considerable (financial) power. 

This explains some of the critical comments of healthcare providers about the management of the 

NHIS regarding prices of drugs and reimbursements of claims. These reimbursements are guided 

by the Ghana Diagnostic Related Grouping list, introduced by the NHIA in 2008. Clients expect 

the NHIS to establish instant insurance services and control of quality healthcare services. 

Healthcare providers find themselves capable of providing the correct treatments to clients, on the 

condition of timely reimbursements of claims by the NHIS.   

Based on the three diagrams we argue that clients’ current ‘passive receiving’ role can be 

altered into that of active participant if appropriate information and communication is provided. 

Clients can be encouraged to monitor services. Such a feedback mechanism would enhance 

communication between the three stakeholders and contribute to eliminating disparities in EMs. 

A participatory action ‘MyCare’, a monitoring tool, was developed and tested as part of this 

research. The intervention uses aspects of the three diagrams. It stimulates clients to provide 

feedback on services in their own words, based on their EMs.  An important component of MyCare 
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is the stakeholder2 dialogues, aimed at enhancing reflection and mutual understanding among the 

stakeholders with respect to their respective priorities and needs (e.g., attitude of staff, 

transparency in information, and adherence to treatment). This is expected to improve relationships 

and trust and can potentially shift power relations.    

Implications: Our study suggests that important differences between the EMs (relating to 

illness, the need for, quality of, and control over healthcare and health insurance services) of 

clients, healthcare providers and NHIS exist that lead to differences in interpretation, expectations, 

and behaviour. By making these different EMs explicit and analysing them, we improve the 

understanding of the different EMs. It emphasizes the strong interdependency of actors in the 

client-provider-insurer tripod and the consequent need to involve all stakeholders in a 

comprehensive approach to eliminate disparities and raise the quality of services. This will then 

lead to client confidence and satisfaction in services, in turn stimulating enrolment and retention 

in the insurance scheme and access to healthcare. 

 

 

 

 

  

                                                 
2 Stakeholders are the clients, healthcare providers and health insurance provider 



80 

 

REFERENCES  

1. Lu J. R. & Hsiao W. C. Does Universal Health Insurance make Health Care Unaffordable: 

Lessons from Taiwan. Health Affairs, 2003; 22 (3): 77-88 

2. Xu K., Evans D. B., Kawabata K., Zeramdini R., Klavus J., Murray C. J. L. Household 

catastrophic health expenditures: a multi-country analysis. The Lancet, 2003; Vol 362: 111-

117   

3. Werned W. Micro-insurance in Bangladesh: Risk Protection for the Poor? Journal of Health 

Population and Nutrition. 2009; 27(40): 563-573. 

4. Asante F and Aikins M. Does the NHIS cover the poor? Accra DANIDA working paper, 2008. 

5. Jehu-Appiah C., Aryeetey G., Agyepong I., Spaan E., Baltussen R. "Equity aspects of the 

National Health Insurance Scheme in Ghana: Who is enrolling, who is not and why?" Social 

Science & Medicine. 2011; 72: 157 -165. 

6. Osei-Akoto I. Demand for voluntary health insurance by the poor in developing countries: 

evidence from rural Ghana. CEA 37th Annual Meeting. Carleton University, Ottawa, Canada. 

2003. 

7. Jutting J. Do community-based health insurance schemes improve poor people’s access to 

health care? Evidence from rural Senegal. World Development, 2004; 32(2): 273 - 288. 

8. Kamuzora P and Gilson L (2007). Factors influencing implementation of the community health 

fund in Tanzania. Health Policy and Plannin, 2007; 22: 95 - 102. 

9. Nketiah-Amponsah E. Demand for Health Insurance Among Women in Ghana: Cross 

Sectional Evidence. International Research Journal of Finance and Economics ISSN 1450-

2887, 2009; 33: 13. 



81 

 

10. Mensah J. An Evaluation of the Ghana National Health Insurance Scheme in the Context of 

the Health MDG's. GDN Working Paper Series. Washington, Global Development Network: 

69. 2010. 

11. Sarpong N., Loag W., Fobil J., Meyer C. G., Adu Sarkodie Y., May J., Schwarz N. G.  

National health insurance coverage and socio-economic status in a rural district of Ghana. 

Tropical Medicine and International Health, 2010; 15(2): 191–197. 

12. Vaughn L. M., Jacquez F., Baker R. C. Cultural Health Attributions, Beliefs and Practise: 

effects on Healthcare and Medical Education. The Open Medical Education Journal, 2009; 2: 

64-74. 

13. Horowitz C., Rein S., Leventhal H. Patient knowledge and beliefs about the care of heart 

failure: a story of maladies, misconceptions and mishaps. Social Science & Medicine, 2004; 

58: 631-643. 

14. NHIA. National health insurance Authority Annual report. Accra. 2010 

15. Aryeetey G., Jehu-Appiah C., Spaan E., Agyepong I., Baltussen R. Cost, Equity, Efficiency 

and Feasibility of identifying the poor in Ghana’s National Health Insurance Scheme: 

Empirical Analysis of Various Strategies. Tropical Medicine and International Health, 2011; 

17(1): 43-51. 

16. Jehu-Appiah C., Aryeetey G., Agyepong I., Spaan E., Baltussen R. Household perceptions and 

their implications for enrolment in the NHIS in Ghana. Health Policy and Planning, 2011; 1-

12. 

17. Donfuet H., Essombe E., Mahieu P., Malin E. Social capital and willingness-to-pay for 

community-based health insurance in rural Cameroon. Global Journal of Health Science, 2011; 

3 (1): 142-149. 



82 

 

18. Zhang L., Wang H., Wang L., Hsiao W. Social capital and farmer's willingness -to-join a newly 

established community-based health insurance scheme in rural China. Health Policy, 2006; 76: 

233-242 

19. Brodwin P. On the Rationality of Decision-Making Studies -Part 1: Decision Models of 

Treatment Choice. Medical Anthropology Quarterly, 1998; 12 (3): 319-340. 

20. Kleinman A. Concepts and model for the comparison of medical systems as cultural systems. 

Social Science & Medicine, 1978; 12: 85-93. 

21. Bakeera S. Community perceptions and factors influencing utilization of health services in 

Uganda. International Journal for Equity in Health, 2009; 1-12  

22. Helman, C. Culture Health and illness. UK, Hodder Education Companion. 2007. 

23. Schouten B. C., L. Meeuwesen L. Cultural Differences in Medical Communication: a review 

of the literature. Patient Education and Counselling, 2006; 64: 21-34. 

24. Haidet P., O'Malley P., Kimberly J., Barbara F., Sharf C., Alicia P., Gladney D., Greisinger A, 

Street Jr R. Characterizing explanatory models of illness in healthcare: development and 

validation of the CONNECT instrument. Patient Education and Counselling, 2008; 73(2008): 

232-239. 



83 

 

CHAPTER THREE    
The Impact of premium exemption policy on health insurance 

enrolment and healthcare utilization of the aged: A regression 

discontinuity approach 
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ABSTRACT 

Background 

This study focusses on Ghana, one of the few Sub-Saharan African (SSA) countries that 

passed a National Policy on Aging in 2010 and one of the first SSA countries that launched a 

National Health Insurance Scheme (NHIS) (NHIS Act 650, 2003) with the aim to improve access 

to quality healthcare for all citizens as a means of poverty reduction. 

 

Objective 

This paper assesses whether the premium exemption policy under the NHIS that grants 

non-payments of annual health insurance premium for 70+ aged people ensures their enrolment 

into the NHIS and increases access to healthcare.  

 

Methods 

This paper reports analysis of 4,214 individuals aged 18 years and above from the 

COHEISION Project baseline household survey. We assessed differences in NHIS enrolment 

coverage and utilisation among the aged (70+) and lower age group (less than 70 years).  

 

Results 

I found that only 62.8% of the 70+ age group have NHIS coverage. The exemption policy 

resulted in a 13.0 percentage points increase in the probability of enrolment for the aged (70+ year) 

for the 50+ years sample. The exemption policy also increased the probability of healthcare 

utilisation of the aged by 6.1 percentage points. Thus, utilization of healthcare by the aged also 

showed a positive increase after age 70. 
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Conclusion 

I conclude that although the NHIS premium exemption policy has improved NHIS 

enrolment and increased access to healthcare by the elderly and serves as an important contribution 

to a better healthcare for all agenda, enrolment is still not 100% of the aged. There are however 

gaps in communication about the exemption policy and the NHIS benefit package that must be 

addressed. 

Key words:  Ghana, aging population, health insurance, determinants of enrolment, health policy.  
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INTRODUCTION 

Worldwide, socio-economic developments result in positive and improved health 

outcomes; more children survive, fertility falls, and longevity increases, reinforcing development 

[1]. However, of the 42 major countries in Sub-Sahara Africa (SSA), only four are upper-middle 

income economies and six are middle-lower-income countries. Also, the impact of the HIV/AIDS 

epidemic is still visible in the demographic pyramid of the Region. In spite of these facts, many 

parts of Africa are steadily aging as life expectancy increases and fertility is on the decline.  It is 

estimated that by 2050, most countries in Africa would have doubled their aging population [2]. 

Therefore, the debate on health policies focussing on aging people in Africa has intensified, 

with respect to their vulnerability to chronic diseases and their limited access to health services. 

As people, women, in particular3, live longer; they risk experiencing chronic illness, which 

increases their needs for healthcare. Across the world, health insurance is understood as a health 

policy that serves to protect households from the direct financial consequences of healthcare and 

therefore as a way of poverty alleviation [3-5]. In a study conducted by the World Health 

Organisation in Ghana, India and Tanzania on global aging and adult health, it was found that 11% 

of the population in Ghana was aged 50 years and older in 2005 [6]. Seven years later, in 2012, 

this percentage has increased slightly to 11.7%. Life expectancy at birth has also increased from 

an average 59.5 years in 2008 to 61.4 years in 2012 [7]. Considering these trends, it is important 

to understand the health situation of older people. Kowal (??) mentions recent studies which show 

that the effects of healthy life-styles on subsequent disability among older people are large and 

positive, particularly regular exercise and the absence of smoking [6]. In general, expected health 

                                                 
3 in Ghana the difference in life expectancy between men and women is about 5 years 
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patterns have a gender dimension - better health for men than for women, and a socioeconomic 

dimension - better health for individuals with higher education and higher income levels. 

Older people are more prone to chronic diseases (the United Nations use the term ‘non-

communicable diseases’) such as heart disease, stroke, visual impairment, hearing loss and 

dementia, which lead to reduce capacity to earn an income. Besides that, there is a need for other 

types of treatments and health staff equipped with knowledge in geriatrics. It is also evident that 

uninsured older people may be particularly at risk of adverse health outcomes. In short, the 

demographic shift poses challenges to the country’s health system, which is insufficiently adapted 

to the needs of the aged [8-14].  

Our study focusses on Ghana, one of the few Sub-Saharan African countries that received 

cabinet approval for a National Policy on Aging in 2010. This policy captures the social welfare, 

health and human rights among other privileges of older people in society. Since 2013, the Global 

Age Watch Index (GAWI) has been publishing income and health situation of older people in 96 

countries. Ghana ranks 81 on GAWI and 77 on the specific health status. In general, African 

countries have low GAWI values which reflect the low priority given to aging issues on domestic 

policy agendas in most African countries [15].  

Ghana is also one of the first SSA countries that launched a National Health Insurance 

Scheme (NHIS Act 650, 2003), with the aim to improve access to quality healthcare for all citizens 

including the most vulnerable.  By 2011 the cumulative uptake in Ghana’s NHIS was close to 70% 

of the population. However, active users of the insurance reached just 33% [16]. Empirical 

evidence shows regional differences in enrolment, and enrolment among the poor is low [4, 17-

19]. Lagomarsino et al., analysed nine low-income and lower-middle-income countries in Africa 

and Asia that have implemented national health insurance reforms designed to move towards 
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universal health coverage of which Ghana was one [20]. They identified some common patterns, 

such as use of tax revenues to subsidize target populations, steps towards broader risk pools and 

emphasis on the purchase of services through the demand side financing mechanisms. They noted 

substantial variations in format and direction. 

The premium exemption policy under the NHIS refers to the categories of persons who do 

not have to pay the annual insurance premiums by virtue of their age, type of care needed, being 

indigent, being Social Security and National Insurance Trust4 (SSNIT) Pensioner or SSNIT 

contributor for formal sector employees. The exemption policy of the NHIS provides exemptions 

on premium payment for 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. Although all these groups are exempted 

from premium payment, only the pregnant women, LEAP beneficiaries and indigents are 

exempted from payment of processing fees as well. The others have to pay a small processing fee 

before they are enrolled under the NHIS. The exemption policy was implemented to encourage 

vulnerable groups to enrol and renew their licence. However, retention is a main concern to the 

NHIS. All over the world, health insurance exemptions are inherently difficult to design and 

implement, and only a few countries have successfully implemented effective exemption 

mechanisms [21]. The success of such exemption mechanisms to a very large extent depends upon 

the context specific issues of the design and implementation of the whole social health insurance 

financing mechanism. Successful exemption policies received high priority from both politicians 

and technocrats, had clear guidelines and eligibility criteria, effectively communicated to health 

                                                 
4 Formal workers (civil servants, other government workers and workers in large registered private) contribute to the 

SSNIT fund and are therefore exempted from premium contributions 
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workers and the general population and ensured that non-poor groups did not abuse the policy [21-

27].  

As the fertility transition advances and the population in Ghana is aging, the health sector 

must anticipate the changing demand for healthcare. The purpose of our study is to explore whether 

the NHIS exemption policy actually increases enrolment for the elderly significantly and whether 

this results in an increase in their utilization of healthcare. We hypothesize that the 70+ age group 

who benefit from the NHIS exemption policy have significantly higher enrolment coverage than 

other age groups. We further hypothesize that there is a significantly positive relationship between 

the insured in the 70+ age group and health services utilization.  

 

DATA AND METHODS 

This study uses primary data from the ‘Towards a client-oriented health insurance system 

in Ghana project’ (COHEiSION project).  Both qualitative and quantitative methodologies were 

employed in the data collection in 2011 and 2012. The qualitative method preceded the quantitative 

method. For the qualitative method, individual in-depth interviews and focus group discussions 

were conducted among 22 healthcare providers, 16 NHIS staff and 223 clients at the national, 

regional, district and community levels of the health insurance and healthcare delivery system to 

identify the barriers to enrolment in the NHIS in the Western and the Greater Accra Regions in 

Ghana. The qualitative findings were used to obtain an emic perspective (a native point of view) 

of people’s opinions. This allowed a better understanding of their behaviour and decision-making 

in the local context. In addition, qualitative data informed and grounded the questions in the 

household survey questionnaire and helped the interpretation of the quantitative findings.  For the 

quantitative method, data was/were collected from 1,920 randomly selected households living 
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within a 10 kilometres (km) radius of 64 selected primary healthcare facilities in the two project 

Regions. Respondents were sampled through a multistage sampling strategy where the 64 clusters 

of primary healthcare facilities were first selected on the basis of their ownership (public/private), 

location (rural/urban) and NHIS accreditation quality scores. Subsequently, 30 households were 

randomly sampled from within a radius of 10 km around each selected primary healthcare facility. 

In total, data on 7,097 individuals dwelling in the sampled households involving their socio-

demographics, social capital and social schemas, employment status, health status and healthcare 

utilization behaviour, NHIS enrolment status, perceived quality of health care services, perceived 

quality of NHIS services, consumption expenditure patterns and dwelling characteristics were 

collected. This paper provides analysis of 4,214 individuals aged 18 years and above from the 

household survey.   

 

EMPIRICAL ESTIMATION 

To study the differences in enrolment and some demographic characteristics of interest in 

our sample of 4,214 individuals of 18 years and above, I performed bivariate cross-tabulations 

between socio-demographic characteristics and enrolment status for individuals in the 18-49 age 

group, the 50-59 age group, the 60-69 age group and the 70+ age grous. To test for our hypothesis, 

I employed a multivariate ordinary least square (OLS) regression analyses on the sample of 

individuals who were 50 years and above. In the first multivariate regression estimation, current 

enrolment in any health insurance scheme5 was the dependent variables of interest. This was 

measured with a dichotomous variable that is equal to 1 if the individual is currently enrolled in 

                                                 
5 Besides the NHIS, Ghana has few smaller private health insurance schemes, counting for 0,1 % of the health insurance 

population in the country.  
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any type of health insurance at the time of interview and 0 if otherwise. The 70+ age-group was 

our main independent variable of interest. The 70+ age group was measured with a dichotomous 

variable that is equal to 1 if the individual is 70 years or above and 0 if otherwise. 

Healthcare utilisation was the dependent variable of interest in the second multivariate 

regression estimation. This was measured with a dichotomous variable that is equal to 1 if the 

individual visited a health facility for healthcare services at least once in the last 6 months prior to 

the survey and 0 if otherwise. The 70+ age group, as described above, was again the independent 

variable of interest in this estimation. I controlled for sex, marital status, self-assessed health status, 

membership of community association or network, a continuous variable for age and wealth 

quintiles in the estimation. Wealth quintiles were computed from annual household food and non-

food consumption expenditure. All statistical analyses were performed using STATA version 12.0. 

 

RESULTS AND DISCUSSION 

The main objective of Ghana’s NHIS exemption policy for the aged is to increase access 

to insurance and provide free healthcare for people above 70 years of age. This paper presents and 

discusses scientific evidence of the effect of the policy on insurance enrolment and utilization of 

healthcare by older people. Some recommendations for health policy are also provided. 

 

Demographic characteristics and current health insurance enrolment 

Table 1 presents the demographic characteristics of respondents in the four age groups.  

Females were in the majority in all age groups. Most of the respondents in the 70+ age group 

(51.3%) were widow(er)s. The 70+ age group utilises health services more than all the other age 
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groups. Approximately 47.7% and 9.1% utilised health services between 1-5 and 6-10 times 

respectively in the past 6 months prior to the survey.  

There was very little difference in the proportion of respondents in the five wealth quintiles 

for all the four age groups. However, across all age groups there were more respondents in the 

richest quintile than in the poorest quintile. This could be because the wealth quintiles were 

constructs from computing of annual household food and non-food consumption expenditures and 

then constructed into five equal expenditure grouping from the lowest to the highest expenditure. 

These annual expenditures were then replicated for each household member. This resulted in a 

situation where the percentage of respondents that fall in the highest wealth quintile came to be 

more than those in the lowest wealth quintile in all the age groups.  

Whilst the majority of the 70+ (62.8%) age group that was currently enrolled in health 

insurance, only 38.6% of the 18-49 age group had insurance enrolment. Of the exempted (90.4%) 

aged 70+, the majority (97.4%) were exempted from premium payment through the 70 years and 

above exemption category and the rest through SSNIT exemption category (Table 1).  

The bivariate analysis of some demographic characteristics and current health insurance 

status in the four age groups are presented in Table 2. There was no statistically significant 

difference between the insurance status of males and females in the 70+ age group, but that of the 

18-49 age group was statistically significant at a 5% level (p-value=0.00). I found more males 

(67.1%) were enrolled in the 70+ age group than females (59.7%), as compared to more females 

(43.5%) in the 18-49 age group than males (32.2%). The gender differences in enrolment are 

significant in the age group 18-49 but not in older age groups (Table 2). This might be explained 

by the reproductive age of women and the exemption from payment of premium and registration 

fee by pregnant women in this group. Several studies have shown an increase in enrolment by 
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women because of the introduction of premium and registration fee exemption policy for pregnant 

women [28, 29].  

Similarly, the effect of social capital, which according to various researchers [30, 31] is 

positively associated with utilization of healthcare services and the use of the community-based 

insurance scheme, shows a significant positive association with enrolment in the age group 18-49. 

It however gets less strong after 50 years. This could be explained by older people becoming less 

mobile with age and engage less in group and network activities. This reduced the correlation 

between social capital in the community and older people’s decision to enrol in the scheme. A 

further exploration and understanding of the type and density of the networks for older people in 

this context could help to determine how certain social relations can overcome existing enrolment 

barriers. 

I also found that 68.4% of the insured in the 70+ age category utilized health care services 

between 1-5 times in the last six months prior to the survey as compared to 48.2% of the 18-49 

age category. Similarly, 66.7% of the 70+ age category was found to utilize health care services 

between 6-10 times in the last six months as compared to 64.3% in the 18-49 age group. I, however, 

found the difference between the insurance status and the different categories of health services 

utilization rates to be statistically significant at the 1% confidence level for the 18-49 age category 

(p-value=0.00) but statistically insignificant even at the 10% confidence level for the 70+ age 

category as shown in Table 2. 
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Table 1: Characteristics of respondents in four age groups 

Source: COHEiSION Project baseline survey of Total N= 4,214 individuals aged 18 years and older 

Variable 18-49 Age Group 50-59 Age Group 60-69 Age Group  70+ Age Group 

    N=3,281 N=451 N=283 N=199 

Sex        

  Male 42.9% 46.1% 49.8% 42..3% 

  Female 57.1% 53.9% 50.2% 57.3% 

Marital Status        

  Never Married 42.8% 4.3% 4.6% 3.5% 

  Married 42.5% 70.7% 58.9% 33.2% 

  Divorced/Separated 6.3% 12.2% 10.6% 9.6% 

  Widow(er) 1.6% 10.4% 25.2% 51.3% 

  Living Together 6.9% 2.2% 0.7% 2.5% 

Wealth Quintile        

  Poorest 15.6% 17.5% 15.3% 16.2% 

  Poor 17.9% 16.2% 16.4% 15.7% 

  Average  19.1% 20.0% 21.2% 22.2% 

  Rich 22.6% 21.6% 25.2% 23.2% 

  Richest 24.9% 24.7% 21.9% 22.7% 

Health Status        

  Poor Health 2.1% 4.3% 11.4% 15.7% 

  Average Health 6.3% 12.3% 16.4% 30.9% 

  Good Health 91.6% 83.4% 72.2% 53.3% 

Health Care Utilization (last 6 months)      

  Utilization 0 71.9% 65.6% 56.5% 42.7% 

  Utilization 1 - 5 26.6% 31.9% 40.6% 47.7% 

  Utilization 6 - 10 0.9% 2.0% 1.8% 9.1% 

  Utilization >10 0.3% 0.4% 1.1% 0.5% 

Health Insurance Enrolment      

  Currently insured 38.6% 44.8% 51.9% 62.8% 

  Currently not insured 51.4% 55.2% 48.1% 37.2% 

Currently Uninsured     

  Previously insured 30.9% 34.5% 40.4% 51.4% 

  Never insured 69.1% 65.5% 59.6% 48.6% 

Premium Exemption        

  Exempted 22.7% 19.8% 75.5% 90.4% 

  Not Exempted 77.3% 80.2% 24.5% 9.6% 

Reason for Exemption        

  Aged 70+ 0.0% 0.0% 0.0% 97.4% 

  Under 18 years 13.5% 0.0% 0.0% 0.0% 

  Pregnant Woman 28.9% 0.0% 0.0% 0.0% 

  SSNIT Contributor 57.1% 97.5% 100.0% 2.6% 

  Indigent 0.7% 2.5% 0.0% 0.0% 
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Table 2: Bivariate Analysis of Demographic Characteristics of Interest and Current Health Insurance Enrolment 

Variable 18-49 Age Group 50-59 Age Group 60-69 Age Group  70+ Age Group     

    Mean  Uninsured Insured 

χ p-

value Mean Uninsured Insured 

χ p-

value Mean Uninsured Insured 

χ p-

value Mean Uninsured Insured 

χ p-

value 

Sex                        

  Male 42.9% 67.8% 32.2% 0.000 46.1% 56.7% 43.3% 0.459 50.2% 47.9% 52.1% 0.947 42.7% 32.9% 67.1% 0.228 

  Female 57.1% 56.5% 43.5%   53.9% 53.9% 46.1%   49.8% 48.2% 51.8%   57.3% 40.4% 59.7%   

 Total  61.4% 38.6%   55.2% 44.8%   48.1% 51.9%   37.2% 62.8%  

Membership of Networks                 

 Member 25.5% 52.5% 47.5% 0.000 30.4% 51.8% 48.2% 0.467 27.9% 37.9% 62.0% 0.460 26.6% 45.3% 54.7% 0.187 

 Non-member 74.5% 64.3% 35.7%  69.6% 56.7% 43.3%  72.1% 51.9% 48.0%  73.4% 34.3% 65.7%  

 Total  61.3% 38.7%   55.2% 44.8%   48.1% 51.9%   37.2% 62.8%  

Health Care Utilization in last 6 months                     

  Utilization 0 71.9% 65.1% 34.9% 0.000 65.6% 59.8% 40.2% 0.059 56.5% 56.3% 43.8% 0.024 42.7% 44.7% 55.3% 0.234 

  Utilization 1 – 5 26.6% 51.8% 48.2%   31.9% 47.2% 52.8%   40.6% 38.3% 61.7%   47.7% 31.6% 68.4%   

  Utilization 6 – 10 0.9% 35.7% 64.3%   2.0% 33.3% 66.7%   1.8% 20.0% 80.0%   9.1% 33.3% 66.7%   

  Utilization >10 0.3% 100.0% 0.0%   0.4% 50.0% 50.0%   1.1% 33.3% 66.7%   0.5% 0.0% 100.0%   

 Total  61.3% 38.7%   55.2% 44.8%   48.1% 51.9%   37.2% 62.8%  

Premium Exemption                        

  Exempted 22.7% 1.4% 98.6% 0.000 19.8% 0.0% 100.0%   75.5% 0.0% 100.0%   90.4% 0.0% 100.0%   

  Not Exempted 77.3% 0.0% 100.0%   80.2% 0.0% 100.0%   24.5% 0.0% 100.0%   9.6% 0.0% 100.0%   

 Total  0.3% 99.7%   0.0% 100.0%   0.0% 100.0%   0.0% 100.0%  

Reason for Exemption                        

  Aged 70+    0.000 0.0% 0.0% 0.0%   0.0% 0.0% 0.0%   97.4% 0.0% 100.0%   

  Under 18 years 13.5% 10.3% 89.7%   0.0% 0.0% 0.0%   0.0% 0.0% 0.0%   0.0% 0.0%   0.0   

  Pregnant Woman 28.9% 0.0% 0.0%   0.0% 0.0% 0.0%   0.0% 0.0% 0.0%   0.0% 0.0%   0.0   

  SSNIT Contributor 57.1% 0.0% 0.0%   97.5% 0.0% 100.0%   100.0% 0.0% 100.0%   2.6% 0.0% 100.0%   

  Indigent 0.7% 0.0% 0.0%   2.5% 0.0% 100.0%   0.0% 0.0% 0.0%   0.0% 0.0%   0.0   

 Total  1.4% 98.6%   0.0% 100.0%   0.0% 100.0%   0.0% 100.0%  

Source: COHEiSION Project baseline survey of Total N=4,214 individuals aged 18 years and above  
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Reasons for not enrolling in health insurance scheme 

Table 3 presents reasons for not enrolling in health insurance per age category. We found 

evidence which suggest that the level of awareness about the exemption policy in the 70+ age 

group was very high. Only a small percentage (2.9%) of the uninsured in the 70+ age group 

indicated they have never heard of the NHIS, while 8.6% indicates they cannot afford the premium. 

I also found that 45.7% of the uninsured in the 70+ age group indicated they have no confidence 

in the NHIS scheme. According to Fenenga et al. [32], low confidence is partly based on disparities 

in explanatory models between healthcare clients and healthcare providers. Their socio-cultural 

beliefs and notions on illness, the need for care, the quality of healthcare and health insurance 

services differ, easily leading to miscommunication, misunderstanding and low trust. In the older 

age groups, traditional cultural beliefs can be stronger and disparities between their explanatory 

models and those of professionals more pronounced. Further studies into low confidence levels 

among this age group can help to explain and resolve this barrier. 

 

Table 3: Reasons for Never Enrolling in any Health Insurance Scheme  

Variable 

18-49 Age 

Group 

50-59 Age 

Group 

60-69 Age 

Group 

70+ Age 

Group 

  Never Enrolled Never Enrolled Never Enrolled Never Enrolled 

 (N=1,344) (N=154) (N=75) (N=35) 

Cannot afford premium 37.30% 38.30% 45.30% 8.60% 

Never heard of the NHIS 0.70% 0.00% 0.00% 2.90% 

Covered by employer 3.20% 1.90% 2.70% 8.60% 

Mostly healthy, do not need the NHIS 23.70% 22.70% 17.30% 14.30% 

No scheme in my area 0.70% 0.70% 0.00% 0.00% 

No confidence in the scheme 20.10% 20.80% 30.70% 45.70% 

Registration point too far 2.80% 1.30% 1.30% 0.00% 

Have private health insurance 0.20% 0.00% 0.00% 0.00% 

Other reasons 11.40% 14.30% 2.70% 20.00% 

Source: COHEiSION Project baseline survey of Total N=4,214 individuals aged 18 years and older. 
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Barriers, such as ‘never heard about the NHIS’ or ‘cannot afford premium’ could be 

explained as inadequate information on the exemption policy and the NHIS in general. Previous 

experience of poor quality, health staffs favouring uninsured or inconsistencies in provided benefit 

package were found to reduce people’s interest in services [33]. Also, other studies have pointed 

to these and a variety of other barriers to enrolment [18, 28, 34].  

 

Effect of Exemption Policy on Health Insurance Enrolment 

The results of the OLS regression estimation of the effect of the premium exemption policy 

on health insurance enrolment and healthcare utilisation of older people for the 50+ years samples 

are presented in columns 1 and 2 of Table 4. 

Table 4: Effect of 70+ Exemption Policy on Enrolment and Utilisation 
                                     Enrolment                                    Utilisation 

 (N=892) (N=871) (N=892) (N=871 

 (1) (2) (3) (4) 

Age Group (Below 70 Years)     

 70+ Years 0.130* (0.069) 0.130* (0.070) 0.072 (0.070) 0.061 (0.068) 

Age 0.004 (0.003) 0.003 (0.003) 0.007** (0.003) 0.004 (0.003) 

Sex (Male)     

 Female  0.021 (0.037)  0.054 (0.036) 

Marital Status (Never Married)     

 Married  0.177** (0.074)  -0.064 (0078) 

 Divorced/Separated  0.182** (0.086)  0.017 (0.091) 

 Widow(-er)  0.091 (0.082)  -0.073 (0.086) 

 Living Together  0.224 (0.146)  -0.351*** (0.105 

Health Status (Bad Health)     

 Average Health  -0.131** (0.066)  -0.168*** (0.064) 

 Good Health  -0.256 *** (0.058)  -0.394*** (0.055) 

Group/Association (Member)     

 Not Member  -0.021 (0.038)  0.046 (0.037) 

Wealth Quintile (Poorest)     

 Poor  0.050 (0.050)  -0.025 (0.049) 

 Average  -0.014 (0.052)  -0.041 (0.051) 

 Rich  0.025 (0.052)  -0.070 (0.051) 

 Richest  0.111** (0.051)  -0.011 (0.049) 

 Constant 0.256 (0.183) 0.297 (0.219)  0.517** (0.216) 

Source: COHEiSION Project baseline survey. Columns (1) & (2) presents the coefficients of the OLS regression 

estimation of the effect of the exemption policy on insurance enrolment of the 50 years & above sample without & 
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with controls respectively; Column (3) & (4) also presents the coefficient of the OLS regression estimation of the 

effect of the exemption policy on healthcare utilisation of the 50 years & above sample without & with controls 

respectively.  

Note: SSNIT Pensioners between 60-69 years were dropped from this analysis; *P<0.10; **P<0.05; ***P<0.01.   

 

 The probability of enrolling in health insurance was found to be significantly higher in the 

aged (70+ years) than the younger age group (Below 70 years). The probability of enrolment by 

70+ age group was 13.0 percentage points significantly higher than the younger ones for both the 

estimation without and with controls (Column 1 & 2 of Table 4).  

To further explain the regression estimations, a graph of the percentage enrolment at each 

age, with age for respondents aged 50 years and above was plotted as shown in Figure 1. To do 

this, a variable called percentage enrolled by age was constructed by dividing the total number of 

respondents enrolled in the NHIS at each age by the total number of respondents at each age and 

multiplying it by 100.  From Figure 1, there is a sharp increase in the percentage of respondents 

enrolled after 70 years when the percentage enrolled was plotted against age with a linear fit, and 

a vertical line at age 70 to indicate the cut-off point. 
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Figure 1: Effect of NHIS Exemption Policy on Health Insurance Enrolment by the Elderly 

 
 

The probability of enrolment of females was also found to be 2.1 percentage points higher 

than males. This finding was however statistically insignificant at the 90% confidence interval. 

The probability of enrolment of the married and divorced/separated were 17.7 and 18.2 percentage 

points respectively and significantly higher than the never married. Similarly, the probability of 

enrolment of widows and partners living together were 9.1 and 22.4 percentage points respectively 

higher than the never married but this finding was statistically insignificant at the 90% confidence 

interval. The probability of enrolment of individuals of good and average self-reported health 

status were found to be 25.6 and 13.1 percentage points respectively and significantly lower than 

those of bad self-reported health status (column 2 of Table 4).  
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It was further found that the probability of enrolment of people who do not belong to any 

community groups or association was 2.1 percentage points lower than those who belong to a 

community group or association. The probability of individuals in the richest quintile enrolling 

was 11.1 percentage points significantly higher than those in the poorest quintile. (column 2 of 

Table 4). 

 

Effect of Exemption Policy on Healthcare Utilisation by the Elderly 

Columns 3 and 4 of Table 4 presents the results of the OLS regression estimations of the 

effect of premium exemption policy on healthcare utilisation of older people for 50+ years 

samples. The probability of utilising healthcare services at least once in the 6 months prior to the 

survey was found to be 7.2 and 6.1 percentage points higher for the 70+ years group than the 

younger age group (Below 70 years) for the estimation without and with controls respectively. 

This finding was however statistically insignificant at the 90% confidence interval (Columns 3 & 

4 of Table 4).   

This finding is further explained by plotting a graph of the percentage healthcare utilisation 

at each age, with age for respondents aged 50 years and above as shown in Figure 2. To do this, a 

variable called percentage healthcare utilisation by age was constructed by dividing the total 

number of respondents utilising healthcare services at least once in the last 6 months prior to the 

survey at each age by the total number of respondents at each age and multiplying it by 100. From 

Figure 2, there is a very sharp increase in the percentage of respondents utilising healthcare 

services after 70 years when percentage healthcare utilisation was plotted against age with a linear 

fit and a vertical line at 70 years to indicate the cut-off point. 
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Figure 2: Effect of Exemption policy on Healthcare Utilisation by the Elderly 

 
 

The probability of females utilising healthcare services was also found to be 5.4 percentage 

points higher than among males, although this finding was statistically insignificant at the 90% 

confidence interval. The probability of people living together as partners utilising healthcare 

services was found to be 35.1 percentage points significantly lower than those who have never 

married. However, the probability of those who are divorced/separated utilising healthcare services 

was found to be higher than those who have never married even though this finding was 

statistically insignificant.  The probability of individuals of good and average self-reported health 

status utilising healthcare services were 39.4 and 16.8 percentage points respectively and 

significantly higher than those of bad self-reported health.  
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The probability of utilising healthcare services by all the other categories of wealth status 

were found to be generally lower than the poorest, these findings were statistically significant 

(column 4 of Table 4).   

 

CONCLUSION AND POLICY IMPLICATIONS 

Conclusions 

By assessing the enrolment coverage among the elderly (70+ years) in the National Health 

Insurance Scheme in Ghana, a significant increase in the probability of enrolment was found. 

Compared to the younger age group (below 70 years) this probability was 13.0 percentage points 

higher. For healthcare utilisation, although statistically insignificant, the probability of the 70+ age 

group utilising healthcare services was 6.1 percentage points higher in the last 6 months prior to 

the survey than the lower age group.  

The research started with the theoretical assumption that premium exemption would lead 

to almost full enrolment and therefore almost maximum access to healthcare. The results suggest 

that although the NHIS exemption policy has helped improve enrolment for the elderly, it has not 

led to full insurance coverage of all the elderly as only 62.8% of them had insurance coverage. The 

result also indicates lack of confidence in NHIS as one of the major reasons why some of the 

elderly have never enrolled. This is because they do not have adequate information on the benefit 

package and the exemption policy under the NHIS. They often complain that what is promised in 

the benefit package is different from what is offered at the health facilities [32]. 

I conclude that the NHIS premium exemption policy has led to increased NHIS enrolment 

and increased access to healthcare services by the elderly (70+ years) but has not led to full 

enrolment (100%) of the elderly. This paper therefore serves as an important contribution to a 
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better healthcare for all agenda of the Ghana government. I further conclude that there are some 

gaps in communication as far as awareness and understanding of the exemption policy is 

concerned. Further investigation is necessary to contextualize these findings to determine 

appropriate policies to address the specific enrolment and healthcare needs of the rapidly aging 

Ghanaian population. Further research is also required to differentiate the effect of the premium 

exemption policy on health insurance enrolment and healthcare utilisation of the different 

categories of exemption beneficiaries under the NHIS.  

 

Policy Implications 

In terms of policy, the following are recommended for policy improvements. 

1. First, some older people still considered participating in the NHIS too costly. This might 

be due to the registration fees, which is determined by the District Scheme offices of the 

NHIS and vary across the districts in the country. This fee must be paid by all age groups. 

This might still constitute a financial barrier for those older people not in the indigents 

group. It is recommended that the exempted groups should also be exempted from payment 

of registration fees. 

2. Secondly, by far, the largest proportion (45%) of uninsured older people in the 70+ age 

group mentioned “have no confidence in the NHIS’’ as the reason for not enrolling. This 

could be a result of a combination of factors related to the services of the NHIS and health 

providers as well as poor communication. Other studies have indicated these as barriers to 

enrolment [18, 28]. I recommend that more emphasis be laid on effective communication 

that targets older people with messages tailored to their level of education and 

understanding. 
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3. Finally, responses such as ‘never heard about the NHIS’ or ‘cannot afford premium’ could 

be because of inadequate information on the exemption policy or the NHIS. To ensure the 

success of the exemption policy there is the need for a second look at the communication 

strategy to include technological and innovative approaches such as text messages and 

voice messages through mobile phone networks to reach the exempted groups particularly 

the elderly with messages and information about the exemption and NHIS benefit package. 

 

Study limitations 

The NHIS exemption policy includes several groups benefitting from reduced or no 

payment of insurance premium. Whereas these groups are well defined, some groups apparently 

overlap. One can be the formally employed and pregnant, rightfully benefitting from exemption in 

both categories. These limitations must be taken into consideration when generalising the findings 

from this study. 
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ABSTRACT 

Background 

Quality care in health facilities is critical for a sustainable health insurance system because 

of its influence on clients’ decisions to participate in health insurance and utilize health services. 

Exploration of the different dimensions of healthcare quality and their associations will help 

determine more effective quality improvement interventions and health insurance sustainability 

strategies, especially in resource constrained countries in Africa where universal access to good 

quality care remains a challenge.  

 

Objective 

To examine the differences in perceptions of clients and health staff on quality healthcare 

and determine if these perceptions are associated with technical quality proxies in health facilities. 

Implications of the findings for a sustainable National Health Insurance Scheme (NHIS) in Ghana 

are also discussed. 

 

Methods  

This is a cross-sectional study in two southern Regions in Ghana involving 64 primary 

health facilities: 1,903 households and 324 health staff. Data collection lasted from March to June 

2012. A Wilcoxon-Mann-Whitney test was performed to determine differences in client and health 

staff perceptions of quality healthcare. Spearman’s rank correlation test was used to ascertain 

associations between perceived and technical quality care proxies in health facilities, and ordered 

logistic regression was employed to predict the determinants of client and staff-perceived quality 

healthcare. 
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Results 

Negative association was found between technical quality and client-perceived quality care 

(coef. = -0.0991, p<0.0001). Significant staff-client perception differences were found in all 

healthcare quality proxies, suggesting some level of unbalanced commitment to quality 

improvement and potential information asymmetry between clients and service providers. Overall, 

the findings suggest that increased efforts towards 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. 

 

Conclusion 

There is the need to intensify client education and to get a balanced commitment to 

technical and perceived quality improvement efforts. This will help enhance client confidence in 

Ghana’s healthcare system, stimulate active participation in the national health insurance, increase 

healthcare utilization and ultimately improve public health outcomes. 

 

Key words: Ghana, health staff, client-perceived quality, technical quality, health facilities, health 

insurance. 
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INTRODUCTION 

Low adherence to quality care practices in health facilities remains one of the reasons why 

many low and middle-income countries (LMICs) in Africa are unable to meet the targets of the 

health-related Millennium Development Goals (MDGs) [1]. Although quality in healthcare 

delivery has been examined from different perspectives in the past [2,3,4] it was not until the last 

two decades that the topic gained prominence as a means to enhance effectiveness and 

accountability in health systems, especially in Africa [5]. Adherence to quality healthcare practices 

remains low in many LMICs, largely due to financial, logistical and human resource constraints. 

Moreover, available community resources and potentials are often inadequately harnessed to 

support central governments’ efforts. 

Quality healthcare is often categorized into technical and perceived [2], with the former 

referring to structured processes and professionally defined practices and protocols of care while 

the latter focusses on perceptions, experiences and satisfaction with the service delivery processes 

[2,6]. The Institute of Medicine (IOM) in the United States of America (USA) proposed six 

attributes of quality healthcare indicating that healthcare should be client-centred, timely, 

effective, efficient, safe and equitable [7]. 

Within the Ghanaian context, quality in healthcare has been investigated from different 

dimensions in the recent past [8–11] and continues to draw attention of researchers and the 

Institutional Care Division (ICD) of the Ghana Health Service (GHS) [12] because of the 

increasing relevance of quality care in health insurance sustainability and population health 

outcomes [13]. Particularly the introduction of the National Health Insurance Scheme (NHIS) in 

Ghana barely a decade ago poses substantial challenge to healthcare facilities to maintain 

acceptable healthcare quality standards. Moreover, empirical evidence of low patient satisfaction 
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with health service quality [8–11] coupled with minimal gains in health outcome indicators have 

put healthcare quality at the centre of Ghana’s healthcare system. 

Many scientific studies on quality care in Ghana either investigate quality healthcare solely 

from the medical technical or client-perceived perspectives without comparing the two 

dimensions, particularly in the context of accredited health facilities. For instance, studies by 

Turkson [11] and Atinga et al. [8–10] on quality healthcare in Ghana did not compare perceptions 

of patients and health staff with patient safety and risk reduction efforts in the pertinent health 

facilities. Other previous studies on quality healthcare in Ghana [14–16] and some African 

countries [5,17,18,19] largely focussed on client perception/satisfaction variables to ‘measure’ 

quality healthcare. 

While acknowledging the importance of client-perceived quality healthcare in quality 

improvement plans [17,19,20], it is important to recognize that mainly relying on this quality 

dimension might not adequately define the whole concept of quality healthcare and should not be 

used alone as proxy for overall quality, safety and effectiveness of a healthcare system [21]. 

Likewise, relying mainly on technical quality assessment outcomes without taking into 

account the experiences and views of clients might not enhance quality from the perspective of 

clients which is needed to increase health service utilization and health insurance uptake and 

coverage. 

Verifying perceived quality care with technical healthcare quality standards offers 

researchers and health policy makers the opportunity to identify expectations of clients and 

healthcare providers to determine more holistic quality improvement interventions. 

Even though there are limitations associated with using client satisfaction surveys to 

“measure” quality healthcare, adequate triangulation of perceived and technical quality assessment 
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methods could prove useful in determination of quality care situations in healthcare facilities. For 

instance, there are objectivity and reliability concerns when researchers exclusively depend on 

client perceptions to ascertain quality of healthcare in health facilities because of potential client 

intimidation arising from interviews conducted within health facility environs [5,6,21,22]. The 

tendency for clients to respond favourably to questions on quality healthcare dimensions could be 

high but not necessarily reflect their experiences and judgment of the quality situation. Robyn et 

al [23] found that even though insured clients in Burkina Faso rated quality healthcare dimensions 

high, these clients actually received lesser technical quality care in terms of physical examinations 

and adherence to other standard protocols by health personnel. 

Favourable responses by clients in many instances could be attributed to the fact that most 

clients, especially in rural Africa, have limited knowledge of what constitutes quality healthcare, 

or they simply do not have enough health facility alternatives to compare quality standards. In 

addition, perceptions of clients on quality healthcare are often influenced by attributes such as 

gender, age, cultural orientation, religion, geographic location (rural or urban) and income levels 

[5,6,8–11,15]. These attributes, if not appropriately adjusted for, could skew responses and 

possibly misinform researchers’ conclusions. In view of these limitations, a comparison of 

client/staff- perceived quality care with technical quality proxies (also referred to as patient safety 

and risk status in this paper) could offer a better understanding of the quality situation in pertinent 

healthcare facilities. 

This study is motivated by the existing limitations in the literature, especially on Ghana 

where the introduction of the National Health Insurance Scheme (NHIS) and its accreditation 

system has increased the need for a multi-faceted approach to healthcare quality improvement, 

especially in accredited primary health facilities which constitute over 70% of the 3,575 health 
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facilities accredited by the NHIA as at 2012. Understanding views of clients and health providers 

on quality care and comparing these views with the technical quality care situation in particular 

health facilities will offer policy makers and health managers the opportunity to address existing 

gaps in the service delivery process and promote client trust in the healthcare system and the NHIS. 

Applying triangulated approaches in investigating healthcare quality, as demonstrated in 

Dalinjong and Laar [13], De Man et al [24], Borgermans et al [25], Ackermann et al [26] and Drain 

[27], will help health managers do adequate introspection and at the same time understand clients’ 

expectations which are needed to design appropriate client-centred healthcare quality 

improvement interventions. This paper sought to ascertain the perceptions of clients and health 

staff on quality healthcare services in accredited primary health facilities and how these 

perceptions correlate with patient safety and risk status (technical quality) in these facilities. The 

expectation is that a comprehensive exploration of healthcare quality will help attain healthcare 

systems that are client-centred yet timely, effective, efficient, safe and equitable in resource poor 

settings in Africa. 

The following research questions are addressed in the paper: i) Are there differences in 

perceptions of clients and health staff on quality health service delivery in accredited health 

facilities? If so what are these differences? ii) Do client and provider perceptions of service quality 

correlate with an objective assessment of patient safety and risk status (technical quality) in 

sampled NHIS-accredited facilities in Ghana? 
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MATERIALS AND METHODS 

Study design and data collection 

This paper reports on findings of a baseline study which is part of a Randomized Control 

Trial (RCT) project initiated in 2011 aimed at improving (re)enrolment rates in Ghana’s NHIS 

through client-centred quality healthcare (see Alhassan et al, [28]). The baseline study design 

included household and health facility level surveys conducted in the catchment area of 64 sampled 

NHIS-accredited clinics/health centres. In addition, clinic staff interviews were conducted 

alongside patient safety and risk status assessment in these same health facilities. The patient safety 

and risk reduction indicators were used as proxies for technical quality. The term ‘technical 

quality’ is thus used to represent findings of the patient safety and risk reduction assessments. 

Study sites and context 

There are over 5,000 private and public healthcare facilities serving an estimated 

population of 26.9 million people in 10 administrative Regions in Ghana. Out of this number, 

3,575 have been accredited (licensed) to render services to NHIS subscribers [29]. 

This study was conducted in the Greater Accra and Western Regions located in the 

southern part of Ghana. The Greater Accra Region (GAR) is predominantly urban and 

cosmopolitan with close to four million people and 416 NHIS-accredited healthcare facilities. The 

Western Region (WR) is largely rural with a population of a little over two million people and 438 

NHIS-accredited health facilities [29]. Out of the estimated 8.9 million active membership in 

Ghana’s NHIS in 2012, 13.5% and 10.1% of them were resident in GAR and WR respectively 

[29]. There are 144 NHIA district offices; out of this number, 10 are in GAR and 15 in WR. The 

NHIA district offices do not represent administrative districts since not all administrative districts 

necessarily have an NHIA district office. 
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Sampling procedure   

The sampling procedure was a mixed-methods approach using probability and non-

probability sampling techniques at the district, health facility, health staff and household levels. 

Sampling NHIS districts.  

A total of 16 NHIS district offices, eight in each Region, were purposively sampled for the 

study and used as proxies for administrative districts. All the district offices eligible for selection 

into the study had one NHIS district office serving the population. A principal component analysis 

(PCA) was used to select the NHIS districts and health facilities to ensure comparability. The PCA 

was used to generate scores for the district offices and catchment area using (i) the district 

population, (ii) enrolment rate, (iii) number of NHIS-accredited facilities per 1,000 population and 

(iv) number of non-accredited facilities per 1,000 population. Based on these parameters, eight 

NHIS district offices with same or almost same PCA scores were purposively sampled from each 

Region for inclusion in the study. 

Sampling health facilities 

At the district level, NHIS accreditation data on all primary health facilities in the 16 

sampled districts was/were used to generate PCA scores. Next, in each district four health facilities 

with the same or almost the same scores were sampled to ensure that the facilities were 

comparable. Per this criterion, a total of 64 health facilities (32 in each Region) were sampled. The 

32 facilities from each Region represented approximately 28% of accredited primary health 

facilities in the Western and Greater Accra Regions as at 2012. Only NHIS-accredited health 

facilities were purposively sampled for the study because of the primary focus on healthcare 

quality in the context of the NHIS. 
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Sampling households 

The catchment area of the sampled health facilities was chosen as the preferred option for 

sampling the households. Thereafter, between three and five enumeration areas (EAs) were 

identified within a 10km radius of the catchment area of each health facility with the help of the 

Ghana Statistical Service (GSS). The sampling of households was done within a 10km radius of 

the 64 sampled health facilities to ensure that clients’ responses were relevant to the quality of 

services rendered in these pertinent health facilities. During the interviews, respondents were asked 

if they have accessed their nearest health facility for health services in the past six months. This 

formed part of the criteria for proceeding to ask questions related to their experiences with the 

quality of health services. All residential buildings within the selected EAs were listed, followed 

by a random sampling of 30 residential buildings from the selected EAs. The random sampling of 

these residential buildings was such that the number selected from each EA has a probability 

proportional to the number of buildings listed in that EA. Per this criterion 30 households were 

randomly sampled, one from each of the selected residential buildings. The number of households 

within each residential building was identified based on the study’s definition of household. 

Household is operationally defined to consist of a person or group related or unrelated, who live 

together in the same housing unit, and share the same housekeeping and cooking arrangements. 

The housing unit acknowledges one adult male or female as the head of the household and are 

considered as one unit. 

Sampling health staff 

At the health facility level, clinical (n = 272) and support staff (n = 52) with at least six 

months working experience were randomly sampled from the 64 facilities. To prevent potential 

skewed responses, at most one respondent from each available professional category was randomly 
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sampled and interviewed. The categories of clinical health personnel involved in the study include: 

medical doctors, medical assistants, professional nurses, nurse-assistants, pharmacists, 

pharmacist-assistants, midwives, laboratory technologists and laboratory technicians. The support 

staff include health service administrators, accounting staff, secretaries, receptionists, NHIS 

contact persons and medical records officers. 

 

Instruments of data collection 

Three main instruments were used for the primary data collection, namely the SafeCare 

Essentials tool to ‘measure’ technical quality of care, a health facility staff questionnaire to 

ascertain staff perceptions of quality and a household questionnaire to determine client perceptions 

of the quality of health care. The SafeCare Essentials tool used to assess patient safety and risk 

reduction efforts in the selected facilities is provided by the SafeCare Initiative, a collaboration of 

the PharmAccess Foundation, the Council for Health Services Accreditation of Southern Africa 

(COHSASA), and the Joint Commission International (JCI). The tool is designed to identify the 

capability of a facility to move slowly or more rapidly towards higher levels of clinical quality and 

safer patient care according to staff efforts [30]. 

The SafeCare Essentials tool comprised 41 assessment criteria categorized into five risk 

areas. The five primary risk areas are: leadership and accountability (seven criteria); competent 

and capable workforce (seven criteria); safe environment for staff and patients (10 criteria); clinical 

care of patients (10 criteria), and improvement of quality and safety (seven criteria). Each 

assessment criterion is scored on a four-point scale (0–3) called ‘Levels of Effort’. High levels 

depict better efforts by staff of pertinent health facility towards enhancing patient safety and 

reducing risk (i.e proxy technical quality care). 
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During implementation of the SafeCare Essentials tool, a health facility is scored Zero (0) 

for a particular quality criterion if the desired quality improvement activity is absent or there is 

mostly ad hoc activity related to risk reduction. One (1) is scored when the structure of a more 

uniform risk-reduction activity begins to emerge in the pertinent health facility. Two (2) is scored 

when there are processes in place for consistent and effective risk-reduction in the health facility. 

Three (3) is scored when there are data to confirm successful risk-reduction strategies and 

continuous improvement. Personal digital assistant (PDA) devices were used by two trained 

research assistants to do double scoring per healthcare facility. The two research assistants later 

reconciled scores after every assessment. The assessments were done objectively using a 

combination of direct observations, interviews with health managers, inspection and verification 

from administrative records (excluding patient medical records). 

The SafeCare Essentials tool is deemed appropriate for the Ghanaian and African context 

because it had been used in over 2,000 health facilities in Ghana, Nigeria, South Africa, Kenya, 

Mozambique and Namibia prior to its adoption in this study [30]. 

For the purposes of our analysis, mean percentage (%) scores were computed for each of 

the sampled health facilities based on their scores on the 41 assessment criteria. For every health 

facility, the mean % scores were computed by summing all applicable criteria scores (0–3) under 

each risk area divided by the total expected scores per risk area and multiplied by 100. High mean 

% scores thus depict better levels of effort towards patient safety and quality by staff and vice 

versa. To attain the overall ‘technical quality’ scores per health facility, the mean scores in the five 

primary risk areas were summed. In view of this scoring design, the risk assessment scores on each 

of the 64 sampled health facilities were used as proxy indicators for technical quality care. 
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The household and health facility staff questionnaires explored respondents’ socio-

demographic characteristics, employment status of household heads, professional category, 

insurance enrolment status and perceptions on quality of healthcare services in the nearest NHIS-

accredited health facility. 

Household heads and health staff were asked triangulated questions on perceptions of 

healthcare quality by ranking their levels of satisfaction with service quality in the following areas: 

avenues/places for complaint lodging; process of lodging complaint; compassion and 

supportiveness of health staff; respectfulness of health staff; equal treatment of insured and 

uninsured patients; adequacy of consulting rooms and medical equipment; access to all prescribed 

drugs at the facility; overall satisfaction with health services provided by facility; information 

provided by facility; sufficiency of medical staff, and overall waiting time at the facility. 

The household questions on the various healthcare quality proxies were on a five-point 

Likert scale from 1 = ‘Very dissatisfactory’ to 5 = ‘Very satisfactory’ while the health facility staff 

questions were on a 4-point Likert scale from 1 = ‘Very dissatisfactory’ to 4 = ‘Very satisfactory’. 

Different measurement scales were used because the surveys for clients and staff were conducted 

separately though concurrently. Though there is no explicit scientific opinion on this approach, 

intuitively it was meant to promote reliability in responses under the circumstances. The scale 

reliability for the 12 Likert scale items was checked and Cronbach’s alpha found to be 0.86 and 

0.70 for household and health staff responses respectively which are within the 0.70– 1.00 rule of 

thumb [31,32]. 

The data collection tools were piloted in one conveniently sampled district in the Greater 

Accra Region. The aim of the pilot was to help enhance the scientific rigor, feasibility and value 

of the full-scale study. 
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Ethical considerations 

Ethical clearance for the study was obtained from the Ghana Health Service (GHS) Ethical 

Review Committee (ERC) [clearance numbers: GHS-ERC: 18/5/11and GHS-ERC 08/5/11]. 

Informed consent was also obtained from individual respondents in the communities and health 

facilities. All literate respondents provided written informed consent while illiterate respondents 

thumb-printed the informed consent form before participating in the study. 

For the purposes of clarity, this RCT was not a clinical trial because randomization into 

control and intervention groups was not done at the human subjects’ levels but at health facilities 

level. Health staff who by chance worked in intervention or control facilities were randomly 

sampled and interviewed. Similarly, household heads who by chance lived around the catchment 

area of intervention or control facilities were randomly interviewed. This study design did not 

demand a trial registration according to the ethical review protocols of the Ghana Health Service 

Ethical Review Committee. The health facilities were randomly assigned based on parameters 

such as outpatient and inpatient attendance, accreditation grade score, ownership and location 

(rural or urban). 

 

Statistical analysis 

The data sets were analysed with Stata statistical software (version 12.0) after data cleaning 

and coding to anonymize responses. To ensure internal validity, all questions were informed by 

research objectives and reviewed literature. The household and health provider data sets were 

merged into a single data set to enable comparison and cross tabulation of variables of interest. 

Wilcoxon-Mann Whitney test was used to test the null hypothesis that perceptions of clients and 

health staff on the 12 service quality dimensions are not significantly different. Summary statistics 
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(mean) were used to ascertain the average responses of staff and clients on the Likert scales [6,24] 

while descriptive statistics were performed on socio-demographic characteristics of clients and 

health staff. 

Iterated principal factor (ipf) analysis was used to categorize the 12 perceived/non-

technical quality care dimensions into three main factors namely: ‘Complaint lodging, handling 

and feedback’; ‘Respect, compassion and supportiveness of staff’ and ‘Adequacy of information 

provision, staff and services’. Because the outcome variable of interest is in ordinal scale, ordered 

logistic regression analysis was performed to ascertain whether or not patient safety and risk status 

(technical quality) significantly predicts client and health staff-perceived quality care. The 

outcome variables were measured by computing the average perception for a health facility by 

staff and clients based on the 12 quality care proxies. Control variables included in the regression 

models were respondents’ age, gender, marital status, religion, level of education, income levels 

(households only), and professional category (health staff only). Health facility ownership, rural-

urban location and region were also controlled for in the regression model. 

Multi-collinearity diagnostics were conducted on all explanatory variables of interest prior 

to their inclusion in the regression model and none had a variance inflation factor (VIF) above 10.0 

[32]. The Likert scale responses used to fit the ordered logistic regression model fulfilled the 

proportional odds assumption following the Brant test [33]. Marginal effects of the explanatory 

variables in the regression model were also computed. The computation of marginal effects is one 

way to measure the effects of independent variables on a dependent variable. The marginal effect 

of an independent variable measures its impact of change on the expected change in the dependent 

variable, especially when the change in the independent variable is infinitely small or merely 

marginal [34]. 



125 

 

RESULTS 

Socio-demographic characteristics of clients and health staff 

Out of the 1,920 household questionnaires administered, a total of 1,903 household heads 

completely responded, representing a return rate of 99%. Out of the 333 health staff questionnaires 

administered, 324 were retrieved with complete responses representing a 97% return rate. The 

average number of household heads interviewed within the catchment area of a health facility was 

30 and the average number of staff respondents per health facility was five (5). 

The average age for interviewed household heads was 45 years (SD = 15); 53% of them 

were married and 64% were males. A little over 50% of household heads had a maximum of basic 

education, and 37% of them were insured; urban dwelling household heads constituted 50% of 

respondents, and 89% mentioned Christianity as their religion. At the health staff level, the average 

age of respondents was 39 years (SD = 14); 43% were married and 33% were males; 14% of the 

health staff had basic education qualification, and 63% had tertiary education. The majority of 

health staff (72%) were insured and 44% of them worked in urban areas; Christianity was 

mentioned by 96% of the staff as their religion (see Table 1). 

Clinical staff (n = 272) dominated the sample of health staff, consisting of medical doctors 

(n = 12), medical assistants (n = 13), midwives (n = 45), nursing staff (n = 138), pharmacy staff (n 

= 36) and laboratory staff (n = 28). Non-clinical staff (n = 52) comprised of accounting staff (n = 

2), an administrator, NHIS contact persons/claims officers (n = 43), receptionists (n = 2), medical 

records officers (n = 3) and a secretary. 

Differences in client and staff perceptions of quality of health services 

The results showed significant perception differences on the selected healthcare quality 

indicators by clients and health staff. Overall, health staff perceived many of the quality care 
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indicators to be satisfactory in the NHIS-accredited health facilities, in contrast to clients 

(p<0.0001). Wider staff-client perception gaps/differences were observed in the areas of 

‘satisfaction with health services provision by health staff’ (staff mean = 3.62; client mean = 1.95, 

p<0.0001); ‘information to clients by health facility’ (staff mean = 2.07; client mean = 3.68, 

p<0.0001) (see Table 2). 

Table 1: Socio-demographic characteristics of household heads and health staff 

Characteristics Summary Statistics 

 Client (n=1,903) Health Staff (n=324) p-value 

Age (Mean, SD) 45 (15) 39 (14) 0.0000b 

 % %  

Males  64% 33% 0.077 

Educational Qualification    

         Basic  54% 14% 0.001* 

         Secondary  15% 23%  

         Tertiary   17% 63%  

         Uneducated  14% 0%  

Clinical health staff++  NA 84% NA 

Married respondents  53% 43% 0.822 

Employed respondents  86% 100% 0.537 

Christian respondents  89% 96% 0.064 

Location    

        Rural 50% 56% 0.000** 

        Urban  50% 44%  

Region    

Greater Accra  50% 55% 0.000** 

Western 50% 45%  

Currently insureda   37% 72% 0.716 

Currently uninsured 53% 28%  

Source: COHEiSION Project Household and Health Facility Surveys (March, 2012) 

aThese include those insured with the NHIS and other forms of private health insurance schemes;  

++Clinical staff includes medical staff who have direct contact with patients (e.g. medical doctors, nursing personnel, pharmacy 

personnel, medical assistants and laboratory personnel. Non-clinical staffs are the support staff who do not have direct contact with 

patients (e.g. administrators, accountants, laborers and receptionists).  

Legend: NA = Not Applicable 

bt-test statistically significant (p,0.0001); Pearson Chi-square test statistically significant *p<0.05; **p<0.001 

 



127 

 

Other perceptions gaps were on ‘compassion and supportiveness of health personnel’ (staff 

mean = 3.31; client mean = 1.90, p<0.0001); ‘respectfulness of doctors/medical assistants/nurses’ 

(staff mean = 3.24; client mean = 1.91, p<0.0001); “equal treatment for insured and uninsured 

patients” (staff mean = 1.24; client mean = 2.48, p<0.0001), and ‘overall waiting time at the health 

facility’ (staff mean = 3.24; client mean = 2.14, p<0.0001). While staff appeared to express 

satisfaction with many of these quality care markers, clients seemed to be disappointed (see Table 

2). 

Table 2: Differences in client and health staff perceptions of quality healthcare 

Quality care proxies Mean Ratings   Wilcoxon test  

 Health staff  Client  Mean Diff.  z-stat p-value  

Complaint lodging, handling and feedback  Mean b Mean      

Avenues for complaint in health facility  3.57  2.49 1.09  33.5 0.0000a  

Satisfaction with place/desk for lodging complaints  3.66 2.68 0.98  35.3 0.0000a  

Process of lodging complaint at the health facility  3.61 2.73 0.88  33.0 0.0000a  

Respect, compassion and supportiveness of health staff  Mean Mean      

Compassion and supportiveness of health personnel  3.31 1.90 1.41  30.4 0.0000a  

Respectfulness of doctors/medical assistants/nurses  3.24 1.91 1.34  -37.8 0.0000a  

Equal treatment for insured and uninsured patients  1.24 2.48 -1.24  16.4 0.0000a  

Adequacy of information provision, staff and services Mean Mean      

Adequacy of consulting rooms and medical equipment  2.74 2.32 0.41  24.5 0.0000a  

Access to all prescribed drugs from the facility  3.00 2.38 0.62  36.7 0.0000a  

Satisfaction with health services provided by health staff 3.62 1.95 1.66  37.4 0.0000a  

Information provided by the health facility  2.07 3.68 -1.61  22.3 0.0000a  

Sufficiency of good Docs. /Med. Assistants/Nurses  2.63 2.11 0.52  34.3 0.0000a  

Overall waiting time at the health facility  3.24  2.14 1.11  37.3 0.0000a  

Source: WOTRO-COHEiSION Project Household and Health Facility Surveys (March 2012)  

a Wilcoxon-Mann Whitney test statistically significant (p<0.0001) 

b Means values are based on average rated satisfaction rankings of clients (likert scale of 1-5) and health staff (likert scale of 1-4) 

per health facility. High values suggest better satisfaction with particular quality of care component while lower values depict least 

satisfaction with quality of health services. Comparison for differences between staff and clients’ responses was done using the 

Wilcoxon-Mann Whitney test. 
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Technical quality care in sampled health facilities 

All 64 sampled health facilities were assessed using the SafeCare Essentials tool, 

representing 100% participation. The results indicate that technical healthcare quality in the 64 

sampled health facilities was generally low with an overall average score of 1.07 (SD = 0.22) out 

of the ideal score of 3.00 (see Table 3). The majority of the health facilities scored particularly low 

marks in the areas of ‘clinical outcomes monitoring’ (mean = 0.08, SD = 0.27), ‘availability and 

use of clinical guidelines’ (mean = 0.23, SD = 0.56), ‘correct identification of patients’ (mean = 

0.19, SD = 0.59), ‘communication among healthcare providers (mean = 0.39, SD = 0.73)’, 

‘availability of policies and procedures for high risk patients (mean = 0.50, SD = 0.82)’, ‘presence 

of fire safety programme’ (mean = 0.47, SD = 0.50), and ‘appropriateness of surgical services 

(mean = 0.53, SD = 0.69)’. 

Areas where most health facilities demonstrated comparatively better performance towards 

technical quality care improvement were: ‘leadership and accountability responsibilities’ (mean = 

1.91, SD = 0.39), ‘commitment to patients and family rights (mean = 0.89, SD = 0.31)’, and ‘proper 

disposal of infectious waste (mean = 0.91, SD = 0.40)’ (see Table 3). 

 

Association between perceived and technical quality care in health facilities 

Results of a Spearman’s correlation test (Table 4) showed that client perception of 

healthcare quality correlates negatively with technical quality care proxies (coef. = -0.0991, 

p<0.0001). In contrast, a strong positive correlation was observed between staff perception of 

healthcare quality and technical quality (coef. = 0.4600, p<0.0001). Likewise, client-perceived 

quality positively correlated with staff-perceived quality (coef. = 0.1054; p<0.0001) (see Table 4). 

 

http://journals.plos.org/plosone/article?id=10.1371/journal.pone.0140109#pone-0140109-t003
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Factors associated with client and staff perception of healthcare quality 

Ordered logistic regression results further confirmed that technical quality care in health 

facilities negatively correlated with client perception of service quality but positively correlated 

with staff-perceived quality care (p<0.05) (see Table 5). The results show that for one unit increase 

in technical quality score, we expect a 0.018 decrease in the log odds of client perceiving quality 

care as very satisfactory, holding other variables constant (p<0.05). In the case of health care 

providers, a unit increase in technical quality score is expected to increase the log odds of staff 

perceiving quality care as very satisfactory by 0.11, holding other variables constant (p<0.0001). 

The change in probability for one instant change in technical quality score and clients’ age is 

almost 0.0 percentage point (p<0.05). The change in probability for a public facility relative to a 

private was 0.49 percentage point, while that for rural against urban was 0.095 percentage 

point (p<0.05). In terms of wealth quintiles of clients, the change in probability for one unit 

increase in wealth appeared to reduce the marginal percentage points on clients’ responses 

(see Table 5) (p<0.05).  
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Table 3: Average Score per Technical Quality Care Proxy (n=64)  

Risk Assessment areas (technical quality proxies) Meanf Std. Dev. Min. Max. 

Leadership process and accountability      

1.Leadership and accountability responsibilities are defined  1.91 0.39 0 3 

2.Leadership for quality and patient safety  1.67 0.47 1 2 

3.Day to day planning is collaborative  1.42 0.64 0 2 

4.Clinical and managerial contracts are effectively managed  1.53 0.67 0 2 

5.Compliance with all laws and regulations related to the clinic  0.88 0.63 0 2 

6.Clear commitment to patient and family rights  1.89 0.31 1 2 

7.Policies and procedures for high-risk procedures and patients  0.50 0.82 0 3 

Competent and capable workforce      

8.All staff have personal files and job descriptions  1.70 0.49 1 3 

9.The credentials for physicians are reviewed  1.28 0.45 1 2 

10.The credentials for nurses and other health professionals are reviewed  1.39 0.61 0 2 

11.Staff members are oriented to their jobs  0.94 0.43 0 2 

12.Patient care staff are trained in resuscitative techniques  1.20 0.41 1 2 

13.Staff are educated on infection prevention and control  1.23 0.43 1 2 

14.Communication among those caring for the patients  0.39 0.73 0 2 

Safe environment for staff and patients      

15.Regular maintenance for buildings  0.81 0.50 0 2 

16.Control of hazardous materials  0.91 0.39 0 2 

17.There is a fire safety programme  0.47 0.50 0 1 

18.Biomedical equipment is maintained in a safe condition  1.52 0.62 0 2 

19.Stable water and electricity sources are available  0.80 0.69 0 2 

20.Reduction of health care-associated infections through proper hand hygiene  1.00 0.78 0 3 

21.Barrier techniques are used  1.61 0.52 0 2 

22.Proper disposal of sharps and needles  1.30 0.52 0 2 

23.Proper disposal of infectious waste  1.91 0.40 0 2 

24.Appropriate sterilization and cleaning procedures are used 0.73 0.57 0 2 

Clinical care of patients      

25.Correct patient identification  0.19 0.59 0 3 

26.Patient education about high risk procedures and informed consent  1.41 0.68 0 2 

27.Medical and nursing assessments for all patients  0.61 0.70 0 2 

28.Laboratory services are available and reliable  1.53 0.50 1 2 

29.Diagnostic imaging services available, safe and reliable  1.39 0.52 0 2 

30.Anesthesia and sedation are used appropriately  1.22 0.52 0 2 

31.Surgical services are appropriate to patients needs 0.53 0.69 0 2 

32.Medication use is safely managed  1.06 0.66 0 2 

33.Patients are educated to participate in their care 1.06 0.43 0 2 

34.Care that is planned and provided is written down in a patient record  1.41 0.64 0 3 

Improvement of quality and safety      

35.There is a process for collecting and reviewing events that are unexpected and/potentially harmful to 

patients  1.05 0.33 0 2 

36.High-risk processes are high-risk patients are monitored  1.19 0.43 0 2 

37.Patient experience is monitored  1.09 0.46 0 2 

38.There is a complaint process 1.02 0.42 0 2 

39.Clinical guidelines and pathways are available and used  0.23 0.56 0 2 

40Staff understand how to improve processes  1.00 0.71 0 2 

41.Clinical outcomes are monitored  0.08 0.27 0 1 

Overall average technical quality care e 1.07 0.22 0.63 1.58 
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Source: COHEiSION Project Household and Health Facility Surveys (March, 2012) 

eOverall average technical quality care score computed by summing quality scores of all 64 facilities divided by the 

41 quality care criteria.  

fMean scores depict the levels of efforts demonstrated by health facilities per each risk area from 0-3 where high 

values suggest better performance towards patient safety and risk reduction and vice versa. Zero (0) is cored when the 

desired quality improvement activity in a clinic is absent or there is mostly ad hoc activity related to risk reduction. 

One (1) is scored when the structure of more uniform risk-reduction activity begins to emerge in a clinic. Two (2) is 

scored when there are processes in place for consistent and effective risk-reduction. Three (3) is scored when there 

are data to confirm successful risk-reduction strategies and continuous improvement. 

 

Analysis of the staff data showed that the change in probability for one unit increase in 

technical quality is approximately 0 percentage points, while that for rural against urban location 

of staff was 0.04 percentage point (p<0.05). Clients who were in rural areas and found in relatively 

lower wealth quintiles appeared to have better perceptions of healthcare quality than those located 

in urban areas and higher wealth quintiles (p<0.0001). Increasing client age did not seem to favour 

perceptions on healthcare quality (p<0.05). Health staff working in rural clinics/health centres also 

appeared to have more negative perspectives of healthcare quality than their counterparts in urban 

health facilities (p<0.0001). 

Table 4: Association between perceived and technical quality care 

Source: COHEiSION Project Household and Clinic Surveys (March 2012) 

d eStaff and client perceived quality care were measured by computing the average perception for health facility by 

staff and clients using the 12 quality care proxies presented in Table 2. 

**Spearman correlation coefficient statistically significant (p<0.001) 

 

Quality dimensions Client-perceived qualityd  Staff-perceived qualitye  Technical quality  

Client-perceived quality  1.0000   

Staff-perceived quality  0.1054** 1.0000  

Technical quality  -0.0991** 0.4600** 1.0000 
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Table 5: Bivariate Analysis of predictors of client and staff perceived quality care with Marginal 

effects 

Model 1 Dependent variable: Overall client-perceived quality 

Independent variables Coef.  Std. Err Marginal Effect (95% Conf.     Int.) 

Technical quality  -0.0018*  0.005 0.0002 -0.028 -0.007 

Age (Mean=45 year) -0.006* 0.003 0.0000 -0.011 0.000 

Females 1.0 1.0 1.0 1.0  

      Males 0.014 0.097 -0.0005 -0.176 0.204 

Not Married 1.0 1.0 1.0 1.0  

      Married -0.138 0.092 -0.0002 -0.317 0.042 

Other Religion 1.0 1.0 1.0 1.0  

      Christian religion  -0.141 0.127 0.0017 -0.391 0.109 

Educated 1.0 1.0 1.0 1.0  

      No formal education  -0.056 0.125 0.0008 -0.301 0.189 

Public facility 1.0 1.0 1.0 1.0  

      Private facility  -0.353** 0.100  0.0041 -0.549 -0.158 

Urban location 1.0 1.0 1.0 1.0  

      Rural location  0.684** 0.980 -0.0096 0.492 0.876 

Wealth quintile 1 1.0 1.0 1.0 1.0  

      Wealth quintile 2 0.420** 0.118 -0.0078 0.188 0.651 

      Wealth quintile 3 0.496** 0.127 -0.0089 0.247 0.746 

      Wealth quintile 4 0.980** 0.130 -0.0143 0.724 1.236 

      Wealth quintile 5 0.915** 0.134 -0.0137 0.652 1.177 

Obs. 1,903     

Pseudo R2 0.0106     

Log Likelihood -7496.86     

Prob>Chi2 0.0000     

Model 2 Dependent variable: Overall staff-perceived quality 

Independent variables Coef.  Std. Err Marginal Effect (95% Conf.     Int.) 
Technical quality  0.11**  0.013 -0.0002 0.085 0.137 

Age (Mean=39 year) -0.00  0.008 -0.0000 -0.016 0.015 

Females 1.0 1.0 1.0 1.0  

      Males 0.19  0.222 -0.0005 -0.248 0.624 

Not Married 1.0 1.0 1.0 1.0  

      Married -0.29  0.224 -3.3706 -0.725 0.151 

Other Religion 1.0 1.0 1.0 1.0  

      Christian religion  -0.30  0.499 -0.0023 -1.278 0.677 

Other qualification 1.0 1.0 1.0 1.0  

      Tertiary education  0.34  0.209 -0.0002 -0.071 0.748 

Clinical staff 1.0 1.0 1.0 1.0  

      Non-clinical staff -0.22 0.285  0.0006 -0.776 0.340 

Public facility 1.0 1.0 1.0 1.0  

      Private facility  0.57*  0.226 -0.0025 0.123 1.010 

Urban location 1.0 1.0 1.0 1.0  

      Rural location  -0.97**  0.225  0.0004 -1.412 -0.529 

Obs. 324     

Pseudo R2 0.0276     

Log Likelihood -938.32     

Source: COHEiSION Project Household and Clinic Surveys (March, 2012) 

*p<0.05; **p<0.001 

Note: Pseudo R2= 0.0070; Log Likelihood= -7267.9081; Prob > chi2= 0.0000; CE=Coefficient 
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DISCUSSION 

The study found that health staff’s perception of service quality correlates positively with 

technical quality. However, clients’ perceptions of service quality were negatively associated with 

technical quality in sampled health facilities. Staff and clients were found to have different 

perceptions of what constitutes healthcare quality. Overall, health staff perceived the quality of 

services they render to clients as satisfactory contrary to perceptions of clients who perceived the 

quality of services to be dissatisfactory. The low patient satisfaction levels with health service 

quality is consistent with findings of previous patient satisfaction surveys on Ghana 

[5,9,14,15,35,36]. 

These findings suggest there is room for improvement in quality of health service delivery, 

particularly from the client’s perspective. Intensifying efforts towards meeting expectations of 

clients while maintaining technical quality requirements will likely lead to higher client trust and 

confidence in service providers which is a good recipe for higher health insurance uptake, retention 

and utilization of safer healthcare services. The differences in perceptions of clients and staff could 

be attributed to a number of factors which include respondents’ understanding of the healthcare 

quality issues at stake. The relatively higher satisfaction ratings by health staff on many of the 

quality healthcare proxies could be attributed to tendency of health staff to give more favourable 

answers to portray ‘a good name’ for their facilities or perhaps health staff were complacent of 

their efforts towards quality service delivery. Information asymmetry between the health staff and 

clients also possibly explains the differences in perceptions on service quality. For instance, even 

though complaint systems might exist in health facilities, if clients are not adequately informed on 

how to use them, client perceptions will remain low. Parasuraman et al [3] describe this missing 

link as a quality care gap between clients’ expectations and perceptions of health providers on 
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what clients expect. Effective bottom-up communication system between clients and service 

providers could help bridge this gap. 

Routine community engagement sessions involving staff and clients on the components of 

healthcare quality could help improve the staff-client perception differences. These platforms will 

help educate participants on their rights and responsibilities and offer health providers the 

opportunity to improve on client-perceived quality care gaps. Clients should also be educated on 

the dynamics of healthcare delivery and the need for realistic expectations/demands cognizant of 

the available human and material resource capacity of health facilities. 

Unbalanced commitments towards technical and perceived quality care improvement 

could be another reason for the negative association between technical and client-perceived quality 

care dimensions. Healthcare facilities which do not recognize clients have concerns with human 

relations of staff could lead them to perpetually render services that do not satisfy clients’ needs 

even though adherence to professional practices (technical quality) might be adequate. 

This gap could be addressed by stepping up client-centred care and community engagement 

interventions in the service delivery process. De Man et al [24] made a similar proposal when they 

found that perspectives of staff and clients differed significantly on many quality care markers. 

The technical quality assessment findings show low performance of sampled health 

facilities on many of the technical quality care criteria. The results showed that none of the mean 

scores attained by the health facilities were up to the 3.0 ideal score. This implies that the majority 

of the health facilities did not have uniform processes in place for consistent and effective patient 

safety. The results also suggest that many of the health facilities did not have data to confirm 

successful risk-reduction strategies and continuous improvement. All in all, the low mean scores 
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depict potentially widespread ad hoc processes and activities related to risk reduction and patient 

safety (technical quality care). 

These findings underscore the need for the National Health Insurance Authority (NHIA) 

to intensify routine post accreditation monitoring system that integrates non-technical quality care 

indicators into the mainstream monitoring tools to help promote client-centred quality care 

improvement while maintaining medical technical quality care standards. This approach could 

help enhance client trust and confidence in NHIS-accredited health facilities and contribute 

towards sustaining the NHIS. 

The negative correlation between client-perceived quality care and technical quality in 

health facilities implies that improvement in technical quality per se will not necessarily 

correspond with increased client satisfaction with quality of health services. Robyn et al [23] made 

similar observations in a study in Burkina Faso where highly rated client satisfaction scores 

correlated negatively with adherence to technical quality care practices. Balanced commitment to 

both perceived and technical components of healthcare quality thus appears to be a better strategy 

towards holistic healthcare quality improvement. 

Besides, the above posits, perhaps, the negative association between technical and client-

perceived quality care is due to the fact that the SafeCare Essentials tool by design has no 

informative value on client experiences and perception of service quality since it was mainly 

developed to measure technical components of healthcare. The tool does not take into account 

client-perceived quality care. 

Even though intuitively one would expect that high efforts towards technical quality care 

translate into higher client-perceived quality, it is not always the case because of information 

asymmetry. For instance, some clients will likely describe good quality care to be prescription of 
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large quantities of drugs and injections per outpatient visit, but this would constitute irrational use 

of drugs or polypharmacy in medical practice. Moreover, health staff may be perceived as 

unfriendly and/or disrespectful towards patients but professionally more competent than 

colleagues perceived to be friendly or respectful. Health illiteracy on the part of clients, especially 

in many developing countries potentially misinforms clients in their interpretation of what 

constitutes good healthcare quality [37]. 

In sum, these findings highlight the need for health managers and policy makers to balance 

efforts towards technical quality improvement with functional quality dimensions such as attitudes 

of staff, timeliness of care and client support systems which clients perceive as important indicators 

of quality healthcare. This balanced approach can be achieved by incorporating functional quality 

dimensions into mainstream official quality monitoring and evaluation frameworks. 

While acknowledging the importance of technical quality care standards, there is also the tendency 

for it to be over emphasized by health managers and policy makers to the neglect of non-technical 

quality care dimensions which do not often take much resources and efforts to improve. Intensified 

patient education, engagement and patient-friendly quality improvement interventions could help 

bridge these quality care gaps. 

 

LIMITATIONS 

The authors acknowledge some limitations associated with this study. First, the study was 

conducted in two (2) out of ten (10) Regions in Ghana, thus the sample might not be representative 

of the Ghanaian population. Respondents’ experiences of service quality could differ significantly 

in other regions of Ghana. Moreover, the outlier districts (in terms of remoteness and the PCA 

criteria), as well as outlier health facilities (in terms of accreditation scores and other PCA criteria) 
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had less probability of being selected. In view of this limitation in sampling, the results could be 

influenced by the cadre of districts and health facilities sampled. 

Secondly, only primary healthcare facilities (mostly located in rural areas) were sampled 

for the study implying that the findings might not reflect conditions in higher level facilities often 

located in better endowed urban areas. 

Finally, the SafeCare Essentials criteria applied in this study were used as proxies of 

technical quality care. Detailed technical quality care assessment was not done due to limited time 

and resources available to the researchers. Nonetheless, the tool remains relevant to the Ghanaian 

healthcare system because it gives a snapshot of the healthcare quality challenges confronting 

health facilities. Moreover, implementation of the tool in Ghana and other African countries such 

as Tanzania, Nigeria, Mozambique, Namibia and Kenya gives credence to its relevance and 

appropriateness for this study. In light this, the tool is proposed to the National Health Insurance 

Authority (NHIA) for possible adoption as an NHIA rapid pre-accreditation tool for public and 

private facilities to help enhance performance of health facilities during accreditation. 

 

POLICY RECOMMENDATIONS 

Based on the findings of the study the following recommendations are proposed: 

1. The Ghana Health Service (GHS)/Ministry of Health (MoH) should initiate discussions on a 

possible staff appraisal system that incorporates feedback on staff performance from clients or 

organized community-based groups/associations. This could help make health staff more 

accountable to clients and promote client-centred quality care delivery. The feasibility of this 

initiative should however be piloted and be mindful of the mobile nature of clients and staff. 
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2. Communities should be empowered through active engagement in routine assessment of the 

quality of services rendered by health facilities and reward systems given to facilities that are 

perceived by the community to be client-centred. This could encourage healthy competition 

among facilities and promote a balanced approach to quality improvement. 

3. The NHIA should decentralize and effectively monitor its post accreditation monitoring for 

NHIS-accredited health facilities to ensure quality standards are maintained after accreditation. 

District level NHIA offices should be well resourced to undertake these monitoring activities 

more frequently and effectively. 

4. Finally, the NHIA should initiate policy dialogues and stakeholder consultations on possibly 

integrating non-technical quality care dimensions into its post accreditation monitoring 

framework health facilities. This will help motivate facilities to prioritize client-centered 

quality services. 

 

CONCLUSION 

Quality of healthcare as perceived by clients and per the SafeCare Essentials assessment is 

low in most of the sampled NHIS-accredited health facilities in Ghana. Contrary to clients, it 

appeared health staff perceive the quality care situation to be good, evident in their higher 

satisfaction ratings on quality care markers. These differences are indicative of a possible 

communication gap and information asymmetry between clients and service providers. There is 

the need for quality improvement efforts that prioritize client-centred quality, especially in primary 

healthcare facilities which constitute over 70% of the over 3,000 NHIS-accredited health facilities 

in Ghana. This type of health facilities provides basic primary healthcare services which is critical 

to sustain the gatekeeper system under the NHIS. A client-centred approach will help improve the 
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existing information asymmetry between clients and service providers on what constitutes quality 

care and mitigate unrealistic expectations from clients. Clients’ measures of quality healthcare 

usually hinge on interpersonal and non-technical quality indicators that health providers might 

overlook. While acknowledging the importance of medical technical quality in health service 

delivery, balancing it with client-perceived quality will prove beneficial towards enhancing client 

confidence and trust in the healthcare system which is essential for a viable health insurance system 

in Ghana and Africa at large. 
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ABSTRACT 

Background  

Utilization of healthcare in Ghana’s novel National Health Insurance Scheme (NHIS) has 

been increasing since inception with associated high claims bill which threatens the scheme’s 

financial sustainability.  

 

Objective 

This paper investigates the presence of adverse selection by assessing the effect of 

healthcare utilization and frequency of use on NHIS renewal. 

 

Method  

Enrolment and utilization data from 2008 to 2013 in two regions in Ghana was analysed. 

Pearson Chi-square test was performed to test if the proportion of insured who utilize healthcare 

was higher among those who renew membership compared to drop-outs. Logistic regressions were 

estimated to examine the relationship between healthcare utilization and frequency of use in 

previous year and NHIS renewal in current year. 

 

Results  

We found evidence suggestive of the presence of adverse selection in the NHIS. The 

majority of insured who utilized healthcare renewed their membership whiles most of those who 

did not utilize healthcare dropped out. The likelihood of renewal was significantly higher for those 

who utilize healthcare than those who did not and also higher for those who make more health 

facility visits. 
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Conclusion  

The 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. Policy makers should 

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

enrolled; and sustainable ways of increasing revenue whiles ensuring that the societal objectives 

of the scheme are not compromised. 

Keywords: Health Insurance, Healthcare Utilization, Enrolment, Adverse Selection, Ghana 
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INTRODUCTION 

Most low and middle-income countries have been facing challenges of raising revenues for 

financing essential healthcare services. Over the past two to three decades, many Sub-Saharan 

African (SSA) countries have found it increasingly difficult to mobilize sufficient funds for 

financing health care particularly for the poor and vulnerable in society. The WHO in 2005 passed 

a resolution to support any of its member states, especially low-income countries, which develop 

strategies to mobilize more resources for healthcare through risk pooling to improve access to 

healthcare for the poor and deliver quality healthcare [1]. Some SSA countries responded to this 

call by focussing on social health insurance (SHI) schemes, and since then interest in SHI has 

gained strength in SSA as shown by efforts in Kenya, Lesotho, Nigeria, Rwanda, South Africa, 

Swaziland, Tanzania, Uganda, Zambia, Zimbabwe and Ghana in implementing SHI schemes. 

Available empirical evidence indicates that these SHI schemes have provided financial protection 

to the poor and vulnerable in terms of reducing out-of-pocket expenditures and also in improving 

utilization of both inpatient and outpatient care [2, 3]. Most of these SHI schemes are, however, 

facing challenges such as low enrolment coverages, poor quality of healthcare services, inefficient 

provider payment mechanisms, high claims bill, moral hazards and adverse selections which have 

the potential of eroding the gains made [2, 3]. The need to critically investigate these challenges, 

is more relevant now than ever. This chapter focusses on adverse selection in particular. 

In 2004, Ghana started full implementation of the National Health Insurance Scheme 

(NHIS). The NHIS was established with the aim of making quality healthcare accessible and 

affordable to all people living in Ghana, particularly the poor and vulnerable. To protect vulnerable 

populations, the NHIS has an exemption policy that exempts children under 18 years, elderly aged 

70 years and above, Social Security and National Insurance Trust (SSNIT) contributors and 
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pensioners, pregnant women, indigents and Livelihood Empowerment Against Poverty (LEAP) 

beneficiaries from payment of the annual premium. After a decade of NHIS implementation, 

available statistics indicate that the scheme has made some progress towards this aim. Active 

membership increased from 1,348,160 in 2005 to 10,638,119 in 2009. Active membership, 

however, decreased to 8,163,714 in 2010 and increased to 8,885,757 in 2012, an increase of 8% 

over the 2011 figure of 8,227,823 and representing 35% of the Ghanaian population [4].  

Out-patients visit covered by the NHIS increased over forty-fold from 0.6 million visits in 

2005 to 16.9 million visits in 2010 and to 25.5 million visits in 2011. It, however, decreased slightly 

to 23.9 million visits in 2012. In-patient utilization under the NHIS also increased more than thirty-

fold from 28,906 admissions in 2005 to 724,440 admissions in 2010 and to 1,451,596 admissions 

in 2011. In-patient utilization, however, decreased to 1,428.192 admissions in 2012. These 

increases in out-patients and in-patient’s utilization rates were accompanied by increases in the 

claims bill over the same period. Claims bill increased from GH₵7.60 million in 2005 to 

GH₵616.47 million in 2012 representing 78.2% of the total NHIS expenditure of GH₵788.32 

million as against total revenue of GH₵773.83 million resulting in a net operating deficit of 14.49 

million for 2012 which is financed through borrowing from banks [4]. This high claim bill that 

threatens the future financial sustainability of the scheme is expected to rise even further in the 

coming years. The National Health Insurance Authority (NHIA) attributes the high claims bill to 

increasing number of active members and moral hazard associated with insurance schemes. To 

contain the increasing claims bill, the NHIA in 2012 strengthened the clinical and Internal Audit 

Division, linked treatments to diagnosis, piloted a new prescription form with the intention to 

deploy it across the country, established Claims Processing Centres and introduced capitation as 
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an additional provider payment mechanism [4]. These measures were put in place to reduce 

inefficiencies and fraud associated with claims processing and the insurance system as a whole. 

Recent empirical studies have established a positive relationship between health insurance 

coverage and increased utilization of healthcare services. These studies indicate that health 

insurance reduces out-of-pocket expenditure and increases access and utilization of formal 

healthcare, particularly for those in the poorest wealth quintile who need healthcare most [5-7]. 

Although by design the NHIS is supposed to be mandatory for all people living in Ghana, in 

practice it is voluntary because there is no legal enforcement, making the scheme susceptible to 

adverse selection. The NHIS law stipulates that the premium of scheme members shall be 

determined by the NHIA board in consultation with the Minister of health and take into account 

the social nature of the scheme (Section 28 sub-section 3, NHIS Act 852) [8]. However, the 

premium for each district is set based on the socio-economic characteristics of that district without 

due consideration to the risk levels such that both high and low risk individuals are offered the 

same premium. While formal sector employees who are SSNIT contributors are exempted from 

the premium and therefore pay only a small registration fee to enrol, informal sector employees 

pay the premium plus the registration fees. Thus, the premium paid by low risk individuals may 

exceed the actuarially fair levels for their risk status while that paid by high risk individuals may 

be lower than the fair levels for their risk status. Although the funding arrangements under the 

NHIS is such that all residents in Ghana who consume Value Added Tax (VAT) taxable goods 

and services make a 2.5% contribution of the value of the good or service consumed to the NHIS 

fund, and the government also allocates funds to the NHIS fund through parliament, one of the 

prominent challenges of the NHIS currently is the lack of funds which has resulted in the consistent 

indebtedness to health care providers.  
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The steep increase in the out-patient and in-patient utilization rates with its associated 

increase in claim bills are suggestive of the presence of adverse selection in the NHIS. Adverse 

selection is the situation where individuals with known underlying health conditions and high 

expected propensity of healthcare usage are more likely to self-select into insurance schemes [9].  

This paper seeks to ascertain the presence of adverse selection in the NHIS. The NHIS enrolment 

and utilization data from 2008 to 2013 in the Greater Accra and Western Regions of Ghana was 

used to establish the relationship between utilization of healthcare services by NHIS subscribers 

and renewal of membership in subsequent years. That is, once individuals enrol, does utilization 

of health services have any effect on their decision to renew membership? Thus far there is paucity 

of studies that use actuarial data to establish the prevalence of adverse selection in Ghana’s NHIS. 

The paper fills this gap in the literature and also contributes to the literature on social health 

insurance in resource constraint countries.  

The rest of the paper is organised as follows. We review empirical literature on the effect 

of health insurance uptake on healthcare utilisation and the problem of adverse selection. This is 

followed by a discussion of the conceptual framework for the paper. A description of the data and 

statistical methods employed for the analysis is then presented, followed by the presentation of 

results of the statistical analyses.  The results are then discussed with some conclusions and policy 

recommendations. 

 

LITERATURE REVIEW 

Theoretically, insurance coverage is expected to affect individuals’ behaviour through 

several distinct mechanisms. The first is what is known in the economic literature as the moral 
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hazard problem, where insurance coverage makes individuals feel safe and adopt more risky 

behaviours and lifestyles with associated increase in healthcare utilization. The second is when 

insurance coverage makes orthodox medical treatment cheaper for rational decision makers than 

other forms of treatment and hence changes the choices they normally would have made in the 

event of health problems towards increased utilization of orthodox healthcare services [9-11]. 

Third, is the problem of adverse selection, which is the tendency of individuals to avoid taking up 

health insurance unless they are sure of an underlying health problem with a high propensity of 

healthcare utilization. This results in the situation where only the sick end up enrolling in health 

insurance with its consequences on increased utilization and cost [12]. Finally, individuals would 

want to make use of health services as a way of recovering part of the insurance premium paid. 

This behaviour has been well explained in models of loss aversion by Kahnemann and Tversky 

[13]. 

Empirically, several studies have been conducted in developed economies to assess the 

effect of insurance uptake on healthcare utilization behaviour through any of the mechanisms 

described above [14-17]. The evidence from these studies are that health insurance coverage leads 

to increased healthcare utilization. In the developing world, some studies have also been conducted 

that provide empirical evidence of a positive relationship between insured status and increased 

healthcare utilization [2, 3, 16-19]. In Ghana specifically, a number of studies have been conducted 

that provide evidence of a positive relationship between insurance coverage and increased 

healthcare utilization [7, 11, 20]. The missing link, however, in the Ghanaian context is whether 

increased healthcare use once enrolled has an effect on the decision to renew enrolment and 

suggestive of the presence of adverse selection.  
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Adverse selection has been extensively studied in developed countries with a focus on 

employer and government insurance schemes [9, 21-26]. In the developing world, the phenomenon 

of adverse selection has been studied with mixed findings. While some of these studies [25, 27, 

28] found evidence of the presence of adverse selection, others [28-31] found no evidence of the 

presence of adverse selection in the schemes they investigated. In Ghana, since the implementation 

of the NHIS in 2005, to the best of our knowledge, only two studies have examined the problem 

of adverse selection. Rajkotia and Frick [32] tested for the presence of adverse selection in the 

NHIS in Nkoronza district in the Brong Ahafo Region in Ghana after the district scheme 

introduced a premium waiver for all children less than 18 years in exchange for full household 

enrolment as a way of discouraging households from selectively enrolling their sickest (high-risk) 

members. They found that household enrolment positively correlated with the number of children 

in the household and the odds and intensity of outpatient use by children. They concluded that a 

child premium waiver is an important incentive for household enrolment and provided evidence 

suggestive that adverse selection had effectively been contained but not eliminated. Another study 

by Amponsah [33] tested for the presence of adverse selection, moral hazard, and income effect in 

the NHIS. He found that after controlling for selection bias, the likelihood of purchasing health 

insurance increases with health risk, which is evident of adverse selection.  

Although these studies provide empirical evidence of the presence of adverse selection in 

health insurance in Ghana, they used datasets that span one and two periods of time respectively. 

Whiles Rajkotia & Frick [32] used the enrolment and claims database of Nkoronsa district NHIS 

from August 2005 to July 2006, Amponsah [33] used the Ghana Living Standards Survey (GLSS) 

waves IV and V, conducted by the Ghana Statistical Service (GSS) in 1998/99 and 2005/06. The 

current study uses routine enrolment and utilization database of the NHIS from two Regions in 



154 

 

Ghana that spans a period of six years from 2008 to 2013 to assess healthcare utilization by insured 

clients and its effect on renewal of insurance membership and ascertain the presence of adverse 

selection in the NHIS.  

 

CONCEPTUAL FRAMEWORK 

Rational, risk averse individuals are expected to enrol in the NHIS to protect themselves 

from catastrophic health expenditure in the event of ill health. However, once enrolled, there is the 

likelihood for high risk individuals to utilise health services more than low risk individuals due to 

the underlying poor health conditions. Over time, low-risk individuals who enrol but make little 

or no use of health services may drop out of the insurance scheme because they feel they are not 

benefiting from the premium paid, leaving only high-risk individuals in the insurance pool which 

may lead to the problem of adverse selection and its associated high claims bill. The expectation 

is that healthcare utilisation of insured in a particular year will be positively associated with the 

renewal decision in the following year. Thus, enrolled individuals who utilize healthcare in the 

previous year will renew their membership in current year if adverse selection is present in the 

NHIS.  

Willingness to renew NHIS membership depends on several factors one of which is the 

prior knowledge of health status. Health status will influence NHIS renewal such that those in 

good health are unlikely to renew while those of poor health are most likely to renew. Healthcare 

utilization was used as a proxy to measure health status, where health facility visits in a particular 

year for curative services and reimbursed by the NHIS is taken as relatively poor health status 

(risky) and no health facility visit is taken as relatively good health status (no-risk) [32]. Secondly, 

the intensity of health services usage once enrolled will influence NHIS renewal such that those 
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who visited a health facility once (high-risk) or more than once (very high-risk) are more likely to 

renew their membership while those who did not visit a health facility (low-risk) may drop out 

[32].  The effect of healthcare utilization on the renewal decision is illustrated in Figure 1. 

Figure 1: Conceptual framework of effect of healthcare utilization on Insurance renewal  

              Outcome 1 

 

 

 

 

         Outcome 2 

  

                           Most likely outcome           

                           Unlikely outcome 

From figure 1, we hypothesize that enrolling in the NHIS and utilizing healthcare (at least 

once a year) would most likely lead to renewal of NHIS membership in the following year 

(Outcome 1). We further hypothesize that enrolling in the NHIS and not utilizing healthcare in that 

year would most likely lead to drop out of the NHIS. The presence of adverse selection will be 

evident, if over time, the same individuals who enrol and utilize healthcare are the ones who renew 

membership. 
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METHODS 

Data 

This study is part of a larger research, called the Client-Oriented Health Insurance System 

in Ghana (COHEiSION) Project which is funded by the Netherlands Ministry of Foreign Affairs 

and the Science for Global Development (WOTRO), under the Global Health Policy and Systems 

Research (GHPHSR) programme. The study was conducted in the Greater Accra and Western 

Regions in Ghana. The Greater Accra Region with the capital city of Ghana, Accra, has a largely 

urban population of about 4 million accounting for 16.3% of the national population. The Western 

Region has a predominantly rural population of about 2 million representing 9.6% of the national 

population [34]. These two regions provided the rural/urban balance for the Project in terms of 

population and socio-economic activities. Only the NHIS enrolment and utilization data for 

Greater Accra and Western regions were released to the COHEiSION Project for this paper, 

because the NHIA data availability policy does not allow the release of patient level data of more 

than two Regions to third parties.  

The enrolment data consisted of individuals enrolled in the NHIS in these two Regions 

from 2008 to 2013, and the utilization data consisted of NHIS subscribers who visited accredited 

health facilities at least once in these two Regions from 2008 to 2012. These two data sets 

contained information on unique NHIS member identification (ID) number, name of subscriber, 

date of birth, sex, scheme code, community code, community name, phone number, first enrolment 

date, enrolment end date, premium exemption category, dates of healthcare service usage, total 

cost per healthcare usage and utilized services claims date.  

Stata version 12.1 was used to set the data up for analysis. The enrolment and utilization 

data were separated into the specific years (2008, 2009, 2010, 2011, 2012 and 2013). The 
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enrolment data were then cleaned by dropping all duplicate observations for the specific years 

since no individual is expected to register more than once in a specific year in the NHIS data. Thus, 

for each year, using the NHIS ID number as the unique identifier, any individual whose NHIS ID 

and name appears more than once, was treated as a duplicated registration. The duplicates were 

therefore dropped, leaving only one NHIS ID and name for that individual in the data. For the 

utilization data, since an individual can make more than one health facility visit in a particular 

year, it contained a lot of duplicate observations. A utilization rate variable that counted the number 

of times an individual visited a health facility in a particular year was generated. After generating 

this variable, all duplicate observations were dropped to obtain the number of individuals who 

visited health facilities in a particular year with their corresponding rates of utilization captured by 

the utilization rate variable. 

The enrolment data of a particular year were then merged with the utilization data of the 

same year for all the years using their unique NHIS membership identification numbers. 

Individuals in the enrolment data that matched with their membership identification numbers in 

the utilization data constituted those who visited health facilities in that particular year and those 

that did not match constituted those who were insured but did not make any health facility visit. A 

utilization variable was generated using the match code obtained from the strata merging 

command. This dichotomous variable was assigned a value of 1 if the individual visited a health 

facility in that year and 0 if otherwise. To obtain the NHIS renewal in subsequent years, the data 

obtained after merging the enrolment and utilization data for a particular year was merged with the 

enrolment data of the following year (e.g. merged 2008 enrolment and utilization data will be 

merged with 2009 enrolment data). This was done for all the years in the data set. A complete 

match was not obtained since not all insured individuals in a particular year renewed their 
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membership the following year. Individuals in a particular year whose membership numbers 

matched their membership numbers in the following year’s enrolment data constituted renewals, 

and those that did not match constituted those who did not renew. A renewal variable was then 

generated using the match code obtained from the strata merging command. This dichotomous 

variable was equal to 1 if the individual renewed membership and 0 if otherwise. Other variables 

in the data such as sex and region of residence were also dichotomized before analysis. 

The analyses contained in this paper are, however, subject to the following limitations in 

the data. The paper assumes that enrolment in the NHIS begins in January of any particular year 

and ends in December of that same year. Utilization of healthcare in a particular year was therefore 

taken as any health facility visit from the 1st January to 31st December of the same year. However, 

in reality, this may not be the case since an individual who enrols in the NHIS in May 2008 will 

have membership valid up until April 2009 and will have to renew his membership in May 2009. 

For the purposes of the analysis in this paper, this individual is deemed to have enrolled in 2008, 

but if he/she does not visit a health facility between May 2008 and December 2008 but visits a 

health facility in February 2009, it is assumed he/she did not utilize healthcare during the 2008 

enrolment period. If he/she renews his membership in May 2009 and does not utilize healthcare 

for the rest of 2009, his February 2009 health facility visit is taken as healthcare utilization for the 

2009 enrolment period. Any inferences made from the findings in this paper should therefore be 

done with caution taking into consideration the above limitation. Nevertheless, these limitations 

by no means invalidate the findings from this paper. 
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Statistical Analysis 

The percentage of NHIS enrolment over the six years period was assessed for males and 

females and for five age groups: (children under one year, children 1-17 years, adults 18-39, ageing 

adults 40-59 years and the elderly above 60 years) and for the different enrolment categories to 

understand the pattern of enrolment among the premium paying members and dependents for the 

different age groups and among exempted categories. The proportion of insured utilizing 

healthcare services over the same period was also examined. A Pearson chi-square test was 

performed to test if the proportion of insured utilizing healthcare at different frequencies in a 

particular year and if renewing membership in the following year is significantly different from 

those utilizing healthcare at different frequencies and dropping out.  

Finally, logistic regressions were estimated to examine the relationship between healthcare 

utilization in previous year and NHIS renewal in current year. Two components of healthcare 

utilization: health facility visit/s irrespective of the number and the number of health facility visits 

conditioned on a particular year’s utilization were used. The first logistic regression estimation 

assessed the relationship between NHIS renewal in current year and health facility visit in previous 

year. The second logistic regression estimation assessed the relationship between NHIS renewal 

in current year and the number of healthcare facility visits in the previous year. These estimations 

were run for all the years. A positive relationship in both estimations will suggest the presence of 

adverse selection in the NHIS. Thus, individuals who utilize healthcare services most are more 

likely to renew their NHIS membership in subsequent years. 
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RESULTS   

Demographic Characteristics and NHIS Enrolment 

Table 1 summarizes the demographic characteristics and NHIS enrolment of subscribers. 

Out of the total number of enrolees in the two regions, the percentage living in the Greater Accra 

Region was higher (more than 53%) than the percentage living in the Western Region (less than 

43%) for all the years (2008-2013).  

 Table 1: Demographic and Exemption Characteristics of NHIS Enrolees 

Source: NHIA Enrolment Data from 2008 – 2013. Note: Standard deviation in parenthesis 

 Year 

 Characteristics 

2008 

(N=939559) 

2009 

(N=1045072) 

2010 

(N=1384588) 

2011 

(N=1753000) 

2012 

(N=2079141) 

2013 

(N=2207459) 

Demographic        

 Females (%) 57.82 58.68 58.96 59.04 59.05 58.24 

Mean Age (years) 24.10 (19.73) 27.07 (20.04) 26.31 (20.35) 25.53 (20.19) 24.74 (20.20) 24.04 (20.06) 

Greater Accra Region (%) 57.38 60.71 53.84 58.38 57.87 57.06 

Western Region (%) 42.62 39.29 46.16 41.62 42.13 42.94 

NHIS Enrolment       
Total Number Insured 939559 1045072 1384588 1753000 2079141 2207459 

Number New Registrants  876655 1007219 1120036 1267786 1321657 

Number Renewals  168417 377369 632964 811355 885802 

Percentage New Registrants  83.89 72.75 63.89 60.98 59.87 

Percentage Renewals  17.92 36.11 45.71 46.28 42.60 

NHIS Enrolment by Age       

Babies Under Age One yr (%) 4.53 0.80 0.98 1.36 2.02 2.20 

Children 1-17 yrs. (%) 39.66 38.65 41.40 42.32 43.45 46.00 

Adults 18-39 yrs. (%) 29.78 36.36 33.65 33.64 32.45 30.86 

Ageing Adults 40-59 yrs. (%) 13.08 15.70 15.55 14.91 14.45 13.91 

Elderly Above 60 yrs. (%) 12.95 8.48 8.42 7.76 7.63 7.03 

NHIS Enrolment by Category       

Informal Employees (%) 33.29 35.33 36.47 37.77 36.81 32.96 

Children under 18 Years (%) 42.02 37.49 40.88 42.37 44.61 43.52 

70 Years & Above (%) 4.05 4.89 4.68 4.03 3.58 3.14 

SSNIT Contributors (%) 15.29 12.95 11.48 10.55 9.64 9.97 

SSNIT Pensioner (%) 0.52 0.52 0.43 0.35 0.29 0.26 

Indigent (%) 4.61 8.47 5.60 4.30 4.39 9.62 

Pregnant Woman (%) 0.20 0.33 0.44 0.61 0.66 0.51 

LEAP (%) 0.10 0.01 0.02 0.01 0.02 0.02 
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The NHIS has a relatively youthful membership (least mean age of 24 years for 2008 & 2013) 

with a higher proportion of them (least 58% for 2008) being females in all the years. NHIS 

coverage for the two Regions saw a steady increase from 939,559 members in 2008 to 2,207,459 

in 2013 representing a 2.35-fold increase of the 2008 figure as compared to the national coverage 

that saw an increase from 9,914,256 members in 2008 to 10,145,196 members in 2013 representing 

a 1.02-fold increase of the 2008 figure. The percentage of insured renewing their membership in 

the two regions increased from 17.92% in 2009 to 36.11% in 2010. The percentage renewals 

continued to increase steadily to 45.71% in 2011 and increased even further to 46.28% in 2012. 

The percentage renewal however dropped to 42.60% in 2013 as compared to the national estimates 

which increased from some 43.65% renewals in 2010 to 75.41% renewals in 2013 [35-37]. This 

seemingly low percentage renewals could be attributed to the way the data were set up. As stated 

in the limitations in the data above, for the analyses in this chapter, enrolment in a particular year 

is taken from January to December. However, in reality, an individual can enrol in November 2008 

and his/her enrolment is supposed to be valid for 12 months until December 2009 and is expected 

to be renewed in January 2010. So, the 2009 percentage renewal in the data was particularly low 

(17.92%) probably because the majority of insured joined the NHIS at the later part of 2008 (e.g. 

November or December 2008) and therefore was valid for 12 months. So, if they forget to renew 

their membership on time before the end of December 2009, the data setup will not capture them 

and that will mean they did not renew in 2009 although they may renew in early part of 2010. If 

they renew in 2010, the data setup will consider them as new registrants in 2010. Similar reason 

can be given for drop in percentage renewal (42.60%) for the year 2013. 

In terms of age strata, children between the ages of 1-17 and young adults between the ages 

of 18-39 formed majority of enrolees for all the years in the two regions. For enrolment categories, 
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children under 18 years exemption category (least 37% for 2009 and highest 45% for 2012) formed 

the majority of enrolees in all the years over the six-year (2008-2013) period. This is quite similar 

to the national estimates where the children in the under 18 years exemptions category have always 

constituted the highest proportion of enrolees from 49.4% in 2009 to 46.5% in 2013 [35-37].  

 

Healthcare Utilization 

The healthcare utilization pattern of the insured are summarized in Table 2 and Figure 2. 

Health facility visits increased from 12,270 in 2008 involving 8,261 individuals to 168,602 in 2010 

involving 108,124 individuals. The utilization rate, however, declined to 75,633 visits in 2011 

involving 50,731 individuals and dropped even further to 8,870 visits in 2012 involving 7,476 

individuals (Table 2). The percentage of insured utilizing healthcare also increased from 0.9% in 

2008 to 7.8% in 2010. It then dropped to 2.9% in 2011 and dropped even further to 0.4% in 2012 

(Figure 2).  

Thus, the percentage of insured utilizing healthcare was generally low (<8% for all the 

years) and particularly low for 2008 and 2012 (0.88% and 0.35% respectively). This low utilization 

rate portrayed by the data could in part be attributed to the same issues of how the data were set 

up as it pertains to the percentage renewal described above. So, individuals who enrol in a 

particular year say 2008 and their validity period extends to 2009 but did not visit a health facility 

in 2008 is deemed not to have utilize healthcare in his enrolment year 2008. However, if this 

individual makes a health facility visit in 2009 at the time that his membership is still valid, this 

2009 visit is captured in the data as utilization 2009. The extremely low utilization rate of 8,870 

visits in 2012 for the two project regions is similar to the low utilization rate observed nationally 

by the NHIA in 2012. The national NHIS utilization rate reduced from the 2011 rate of 25,486,081 
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visits to 23,875,182 visits in 2012 [4]. The NHIA attributed this reduction to the fact that they 

started instituting measures such as the mass roll-out of authentication machines in hospitals and 

establishment of claims processing centres to prevent client shopping and to strengthen clinical 

audits and vetting of claims respectively in 2011. These measures, they believe, resulted in the 

reduction in the utilization rate observed in 2012 [4].  

In terms of frequency of healthcare utilization, the mean annual number of health facility 

visits was less than 2 in all the years. The year 2008 recorded the lowest of 1.13 with a standard 

deviation of 0.42 visits whiles the highest of 1.56 with a standard deviation of 1.20 visits was 

recorded in 2010. The majority of insured (lowest 70% in 2010 and highest 89% in 2008) who 

utilized healthcare in each year made only one health facility visit, while a small proportion (least 

0.01% in 2008 and 2012 and highest 1.99% in 2011) made more than five health facility visits. 

The lowest mean annual cost of health facility visit was GH₵13.84 ($8.36) in 2011 with a standard 

deviation of GH₵19.15 ($11.56) and the highest of GH₵18.83 ($4.92) in 2009 with a standard 

deviation of GH₵52.57 ($36.21) (Table 2). 
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Table 2: Healthcare Utilization 

Source: NHIA Utilization Data from 2008 – 2012. Note: Standard deviation in parenthesis  

 

 

 

 

 

  
Year 

  2008 2009 2010 2011 2012 

 
Enrolment Utilization Enrolment Utilization Enrolment Utilization Enrolment Utilization Enrolment Utilization 

Utilization           

Total Number Insured 939559 
 

1045072 
 

1384588 
 

1753000 
 

2079141 
 

Total Count of Service Utilization 
 

12270 
 

66089 
 

168602 
 

75633 
 

8870 

Number of Individuals Utilizing Services 
 

8261 
 

48431 
 

108124 
 

50731 
 

7476 

Percentage of Insured Utilizing Services 
 

0.88 
 

4.63 
 

7.81 
 

2.89 
 

0.35 

Frequency of Health Services Utilization 
          

Percentage with one visit 
 

89.30 
 

79.07 
 

70.00 
 

74.62 
 

84.83 

Percentage with two visits 
 

8.84 
 

15.11 
 

18.06 
 

15.05 
 

12.32 

Percentage with three visits 
 

1.45 
 

3.89 
 

6.06 
 

4.96 
 

2.33 

Percentage with four visits 
 

0.29 
 

1.23 
 

2.64 
 

2.18 
 

0.43 

Percentage with five visits 
 

0.11 
 

0.42 
 

1.33 
 

1.19 
 

0.08 

Percentage with more than five visits 
 

0.01 
 

0.29 
 

1.92 
 

1.99 
 

0.01 

Mean annual number of visits 
 

1.13 (0.42) 
 

1.30 (0.71) 
 

1.56 (1.20) 
 

1.49 (1.17) 
 

1.19 (0.49) 

Mean annual cost of Utilization (GHC) 
 

16.74 (37.66) 
 

18.83 (52.57) 
 

17.56 (31.52) 
 

13.84 (19.15) 
 

17.04 (26.17) 
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Figure 2: Percentage of Enrolled Utilizing Services per Year 

 

Effect of Healthcare Utilization on NHIS Renewals 

Table 3 presents the results of the Pearson chi-square test on healthcare utilization and 

frequency of use and NHIS renewals. Generally, the proportion of insured that utilized healthcare 

and renewed NHIS membership (lowest 43% in 2009 and highest 60% in 2010) was found to be 

statistically significantly (p-value=0.000) higher than the proportion that did not utilize healthcare 

(lowest 18% in 2009 and highest 46% in 2012) and renewed their membership. Similarly, the 

proportion of insured that did not utilize healthcare and dropped-out of the NHIS (lowest 54% in 

2012 and highest 82% in 2009) was also found to be statistically significantly higher than the 

proportion that utilized healthcare and dropped-out (lowest 40% in 2010 and highest 57% in 2009). 

The proportion of insured that utilized healthcare and renewed their NHIS membership increases 

with increasing frequency of health facility visits. A higher proportion of those that made four 

health facility visits renewed their membership than those that made two health facility visits. For 

those who made four health facility visits, 63%, 74%, 60%, 60% and 34% renewed their NHIS 
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membership in the years 2009, 2010, 2011 and 2012 respectively as compared to 44%, 62%, 57% 

56% and 46% for those who made two health facility visits in the years 2009, 2010, 2011 and 2012 

respectively and renewed their NHIS membership. 
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Table 3: Healthcare Utilization and NHIS Renewals 

Source: NHIA Enrolment Data from 2008 – 2013; NHIA Utilization Data from 2008 – 2012; Note: Absolute figures in parenthesis; *** p<0.001 

 

 

 

 

 

 
NHIS Renewal Status 

 2009 (N=943350) 2010 (N=1059921) 2011 (N=1411972) 2012 (1767073) 2013 (N=2081945) 

Previous Years 

Utilization 

Dropout 

(%) 

Renew 

(%) 

P-

Val. 

Dropout 

(%) 

Renew 

(%) 

P-

Val. 

Dropout 

(%) 

Renew 

(%) 

P-

Val. 

Dropout 

(%) 

Renew 

(%) 

P-

Val. 

Dropout 

(%) 

Renew 

(%) 

P-

Val. 

Utilization                

Utilized Service 57.20 42.80 *** 39.89 60.11 *** 43.34 56.66 *** 42.59 57.41 *** 49.29 50.71 *** 

Did Not Utilize  82.13 17.87  64.71 35.29  55.23 44.77  54.05 45.95  57.43 42.57  

Total  81.91 18.09  63.58 36.42  54.32 45.68  53.73 46.27  57.40 42.60  

Frequency                 

No Visit 82.13 17.87 *** 64.71 35.29 *** 55.23 44.77 *** 54.05 45.95 *** 57.43 42.57 *** 

one visit 57.35 42.65 
 

40.99 59.01 
 

43.88 56.12 
 

42.80 57.20 
 

48.27 51.73 
 

two visits 55.75 44.25 
 

37.56 62.44 
 

42.77 57.23 
 

43.70 56.30 
 

53.64 46.36 
 

three visits 60.00 40.30 
 

33.62 66.38 
 

42.19 57.81 
 

41.99 58.01 
 

59.77 40.23 
 

four visits 37.50 62.50 
 

25.92 74.08 
 

40.29 59.71 
 

39.91 60.09 
 

65.63 34.38 
 

five visits 55.56 44.44 
 

27.23 72.77 
 

40.93 59.07 
 

37.02 62.98 
 

66.67 33.33 
 

> five visits 100.00 0.00 
 

22.86 77.14 
 

38.55 61.45 
 

34.09 65.91 
 

100.00 0.00 
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Looking at the results for 2009 gives the impression that both hypotheses do not hold 

because in 2009, the majority (57.2%) of those who utilized healthcare services in 2008 dropped 

out of the NHIS. Again, more of those who did not make health facility visits dropped out and 

more of those who made higher facility visits, except four visits, dropped out than those that 

renewed. Similarly, in 2013, although more of those who utilized healthcare (50.7%) renewed their 

membership of the NHIS, increasing frequency of visits led to increasing percentage of dropout as 

compared to renewal, suggesting that our second hypothesis also does not hold. These departures 

for trends observed for the other years (2010, 2011 & 2012) may be partly due to the data set-up 

and data quality issues explained earlier and due to deaths. For the years 2009 and 2013, there was 

a 100% drop out respectively for those who made more than five health facility visits. Ideally, such 

high facility visits are expected to result in almost 100% renewals. A close examination of the 

absolute figures indicates that only single individuals were involved respectively. These 

individuals might have died from chronic medical conditions that compelled them to make such 

high health facility visits and were therefore not alive to renew their membership. The NHIS 

routine data, however, does not capture such drop-outs due to death. 

Table 4 presents the logistic regression estimates of the effect of health facility visit on 

NHIS renewal. Generally, the insured who visited a health facility in a particular year were found 

to be significantly more likely (odds ratio= 1.75, 2.71, 1.85, 1.89, & 2.07 for the years 2009, 2010, 

2011, 2012 & 2013 respectively) to renew their NHIS membership the following year than those 

who did not visit a health facility. Females were more likely than men to enrol in the NHIS in 2010 

& 2011(odds ration=1.04 & 1.03) respectively but were less likely to enrol than men in 2009, 2012 

and 2013 (odds ration=0.99, 0.98 & 0.97) respectively.  Children under one year, the 70+ year 

exemption group, SSNIT pensioners, SSNIT contributors, pregnant women and people living in 
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the Greater Accra Region were also found to be more likely at varying extents to renew NHIS 

membership. All these findings were statistically significant at the 95% confidence level. 

Finally, Table 5 presents the logistic regression estimates of the effect of frequency of 

health facility visits on NHIS renewal. We found that those who utilized healthcare most are more 

likely to renew their NHIS membership than those who do not utilize healthcare. Increases in the 

frequency of healthcare usage were accompanied by corresponding statistically significant 

increases in the likelihood of NHIS renewal for the years 2010, 2011 and 2012. However, only 

one visit (1.68) and two visits (1.61) for 2009; and for 2013 only one visit (2.14), two visits (1.76) 

and three visits (1.65) respectively had statistically significant likelihood of renewal in the NHIS 

(see Table 5).  
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Table 4: Effect of Previous Years Healthcare Utilization on NHIS Renewal  

 

 

 

 

 

 

 

 

Source: NHIS Enrolment and Utilization Data for the years 2008 – 2013 

Note: Odds ratio are reported with reference Categories; Healthcare Utilization (Did not utilized healthcare in previous year); Sex (Female); Age 

Group (Under 18 Years); Premium Exemption (Not Exempted). Note: * p<0.05; ** p<0.01; *** p<0.001;  

 

 

 

                                                                  Year 

  
2009 2010 2011 2012 2013 

  Odds Odds Odds Odds Odds 

Healthcare Utilization Utilized Healthcare in Previous Year 1.76*** 2.68*** 1.83*** 1.89*** 2.03*** 

Sex Male 0.97*** 1.04*** 1.03*** 0.97*** 0.96*** 

Age Group Age 20-29 1.24*** 0.44*** 0.50*** 0.57*** 0.59*** 

 
Age 30-39 1.52*** 0.75*** 0.80*** 0.87*** 0.92*** 

 
Age 40-49 1.73*** 1.06*** 1.10*** 1.18*** 1.25*** 

 Age 50-59 2.02*** 1.29*** 1.34*** 1.45*** 1.51*** 

 
Age 60+ 0.75*** 1.52*** 1.49*** 1.61*** 1.54*** 

Premium Exemption Exempted 1.65*** 0.97*** 1.16*** 1.39*** 1.49*** 

Region Greater Accra 1.41*** 0.89*** 1.14*** 0.87*** 0.62*** 

 
Constant 0.11*** 0.66*** 0.75*** 0.79*** 0.79*** 

 
Number of observations 939442 1044772 1384505 1752943 2079028 
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Table 5: Effect of Number of Health Facility Visits on NHIS Renewal 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: NHIS Enrolment and Utilization Data for the years 2008 – 2013.  

Note: Odds ratio are reported with reference Categories, Healthcare Utilization (Did not utilized healthcare in previous year); Sex (Female); Age 

Group (Under 18 Years); Premium Exemptions (Not Exempted). Note: * p<0.05; ** p<0.01; *** p<0.000 

 

  
Years 

  
 

 

 
2009 2010 2011 2012 2013 

  Odds Odds Odds Odds Odds 

Healthcare Utilization One Visit 1.77*** 2.55*** 1.82*** 1.90*** 2.10*** 

 Two visits 1.69*** 2.94*** 1.86*** 1.80*** 1.69*** 

 Three Visits 1.31 3.56*** 1.86*** 1.82*** 1.54 

 Four Visits 2.15 4.86*** 1.89*** 1.93*** 0.92 

 Five Visits 1.28 4.84*** 1.89*** 1.83*** 0.69 

 More than Five Visits  6.63*** 1.64*** 1.98***  

Sex Male  0.97** 1.04*** 1.03*** 0.97*** 0.96*** 

Age Group Age 20-29 1.24*** 0.44*** 0.50*** 0.57*** 0.59*** 

 Age 30-39 1.52*** 0.75*** 0.80*** 0.87*** 0.92*** 

 Age 40-49 1.74*** 1.06** 1.10*** 1.18*** 1.25*** 

 Age 50-59 2.02*** 1.29*** 1.34*** 1.45*** 1.51*** 

 Age 60+ 0.75*** 1.52*** 1.49*** 1.61*** 1.54 

Premium Exemption  Exempted 1.65*** 0.97*** 1.16*** 1.39*** 149*** 

Region Greater Accra 1.41*** 0.89*** 1.14*** 0.87*** 0.62*** 

 Constant 0.11*** 0.66*** 0.75*** 0.79*** 0.79*** 

 Number of observations 939311 1044772 1384505 1752943 1965648 
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DISCUSSION  

The results from the enrolment and utilization pattern suggest that just as the enrolment 

coverage has been increasing over the years since the inception of the NHIS, so has the total count 

of health facility visits as well as the number of individuals making those visits. However, the 

proportion of insured who utilized healthcare in any given year over the six years period never 

exceeded 8%. If this is the case, why then is the NHIS claims bill outstripping its revenue?  

According to the NHIS, the claims bill increased from 183.01 million Ghana Cedis in 2008 

to 548.71 million Ghana Cedis in 2011 representing 88.82% of total revenue from all sources for 

2011 and increased even further in 2012 to 616.47 million Ghana Cedis representing 79.66% of 

the total NHIS revenue from all sources for that year [37]. This means that although a very small 

proportion of the insured in any given year utilize healthcare, the claims bill from this utilization 

is always in excess of 80% of NHIS revenue. While acknowledging that excessive utilization by 

the insured is a cost-driver, it may also be that false claims and fraud perpetuated by some NHIS 

staff in collusion with healthcare providers, as reported by the NHIS [38], may also be responsible 

for the high unsustainable claims bill which threatens the future of the scheme. 

The chi-square test results also suggest that over the years, the majority of insured who do 

not utilize healthcare drop out of the scheme while those who utilize healthcare renew their 

membership. An even higher proportion of the insured who makes more health facility visits in 

any particular year renew their membership as compared to those who do not utilize healthcare in 

that year. Again, the likelihood of renewal was higher for those who utilize healthcare than those 

who do not and also higher for those who make more health facility visits than those who do not. 

This is suggestive of the presence of adverse selection in the NHIS. This finding is in line with 

Cutler’s assertion that ‘almost all health insurance systems where individuals are allowed choice 
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of insurance have experienced adverse selection’ [39]. The possible explanation for this 

phenomenon is that once people enrol and utilize healthcare, those with underlying medical 

conditions (high risk individuals) become aware of their conditions and the need for future 

healthcare consumption. Even those who are not insured but realize they have chronic conditions 

and cannot afford out-of-pocket payment for their frequent healthcare consumption, enrol in the 

NHIS with the expectation that they will be able to access healthcare with their NHIS card at the 

next visit within the three months period.  Since the NHIS annual premium is set without 

consideration to health risk levels, high risk and low risk individuals pay the same amount of 

premium. This makes it expedient for high risk individuals with knowledge of their underlying 

health conditions to enrol/renew their membership to avoid paying out-of-pocket the high costs of 

healthcare any time they visit a health facility. On the other hand, low risk individuals who do not 

utilize healthcare feel they are not making use of the premium paid and therefore drop out of the 

NHIS thereby creating a situation where most of those who utilize healthcare renew their 

membership while those who do not utilize healthcare drop-out.  

These findings are consistent with findings by Rajkotia and Frick [32] and Amponsah [33] 

that provide evidence of the presence of adverse selection in the NHIS. It is further in line with the 

conclusion by Rajkotia and Frick [32] that the design of the NHIS to offer premium exemptions 

to children, the aged 70+ years, pregnant women and vulnerable groups such as indigents and 

LEAP beneficiaries in a way has largely contained but not eliminated adverse selection. The 

granting of exemptions was partly to contain adverse selection by ensuring that both high and low 

risk individuals are enrolled. There is evidence that adverse selection can be contained this way 

and this has been demonstrated in a study in micro insurance in China by Wang et al. [27]. They 

found that offering household enrolment reduces adverse selection by bringing into the insurance 
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pool those low risk members of the household who would not otherwise enrol if the insurance 

were offered at the individual level. However, this aim of containing adverse selection in the NHIS 

has not been fully achieved, because although by design the NHIS is mandatory for all people 

living in Ghana, in practice it is voluntary because there is no legal enforcement, making it possible 

for low risk individuals to opt out, leaving high risk individuals mostly, from the exemption 

groups, in the insurance pool. Other studies from community-based health insurance schemes in 

Africa by Atim [40] and Diop [41] also point to similar conclusions. 

Although the NHIA in recent times have consistently expressed concern about the ever-

increasing claims bill and its effect on the future financial sustainability of the scheme, there has 

been very little research to date on NHIS enrolment with a representative data to ascertain whether 

utilization of healthcare by the insured has any effect on renewals and whether the problem of 

adverse selection exists in the NHIS.  This paper provides evidence, suggestive of the presence of 

adverse selection in the NHIS. There is, therefore, the need for policy makers to put in place 

measures to enforce the mandatory enrolment by all people living in Ghana to contain adverse 

selection. 

 

CONCLUSION 

Our analysis of the effect of previous utilization of healthcare and frequency of usage by 

the insured on the decision to renew membership using NHIS routine data (2008 – 2013) provides 

evidence of the presence of adverse selection in Ghana’s NHIS. Only a very small proportion of 

the insured in any given year utilize healthcare. The proportion of the insured that makes more 

health facility visits in any particular year and renews their membership was also found to be 

higher than those who do not utilize healthcare and renew their membership. The likelihood of 
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renewal was found to be higher for those who utilize healthcare than those who do not, and also 

higher for those who make more health facility visits than those who do not. While this may 

suggest the presence of adverse selection in the NHIS, false claims and fraud perpetuated by some 

NHIS staff in collusion with healthcare providers is partly responsible for the unsustainable NHIS 

claims bill. 

The existence of adverse selection, corruption and fraud in the NHIS claims processes has 

the potential of creating financial sustainability problems in the scheme. High risk individuals who 

self-select into the scheme demand more healthcare services and hence increase the claims bill. 

Corruption and fraud add to the sustainability problem by bloating the claims bill. Policy makers 

should adopt more pragmatic ways of encouraging low risk individuals to remain enrolled in the 

NHIS by enforcing a mandatory enrolment and find sustainable ways of increasing the revenue 

base of the scheme. The NHIA should consider a nationwide roll-out of client biometric 

authentication machines and pursue ICT based claims submission and processing to eliminate 

corruption and fraud in the system. We suggest that effective mechanisms 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. We further 

recommend an upward review of the VAT component to the NHIS fund, special NHIS  ‘Sin Tax’ 

to be charged on luxurious goods and services such as cigarettes and alcohol and communication, 

a ‘Talk’ tax in the telecommunication sector to increase the revenue base of the scheme. 
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ABSTRACT  

Background 

Enrolment in most social health insurance schemes in Sub-Saharan Africa remains low 

even though premiums are highly subsidized. In Ghana, as of December 2013, active membership 

in the National Health Insurance Scheme (NHIS) was 38% of the population. Perceptions about 

healthcare quality have been identified as one of the factors that inform people’s decision to enrol 

in the scheme. 

 

Objective 

This study provides an alternative explanation for the low enrolment in the NHIS by 

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

quality of healthcare. It further explores the association between insurance status and perception 

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

quality.  

 

Methods 

Data from a survey of 1,903 households living in the catchment area of 64 health centres 

were used for the analysis. Two sample independent t-tests were employed to compare the average 

perceptions of the insured and uninsured on seven indicators of non-technical quality of healthcare. 

A generalized ordered logit regression, controlling for socio-economic characteristics and 

clustering at the health facility level, tested the association between insurance status and perceived 

quality of healthcare.  
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Results 

The perceptions of the insured were significantly more negative than the uninsured and 

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

insured was associated with a significantly lower of perception of healthcare quality. Thus, once 

people are insured, they tend to perceive the quality of healthcare as poor compared to those 

without insurance. This study demonstrated that health insurance status matters in the perceptions 

of healthcare quality. 

 

Conclusion 

Perceptions of healthcare quality may be shaped by individual experiences at the health 

facilities, where the insured and uninsured may be treated differently. Health insurance then 

becomes less attractive due to the poor perception of the healthcare quality provided to individuals 

with insurance, resulting in low demand for health insurance in Ghana. Policy makers should 

consider redesigning, reorganizing, and reengineering the National Health Insurance Scheme to 

ensure the provision of better-quality healthcare for both the insured and uninsured. 

 

Keywords: Social Health Insurance, Health Insurance Enrolment; Client Perceptions, Quality of 

Healthcare, Ghana 

 

 

 

 

 



185 

 

BACKGROUND 

Healthcare financing in Sub-Saharan Africa (SSA) is a grim scenario. SSA comprises 12% 

of the world’s population and 22% of the total global disease burden, [1] yet accounts for only 1% 

of the world’s health expenditures and 2% of the global workforce in healthcare. With low per 

capita income, limited domestic revenue mobilization, and ineffective health systems, countries in 

SSA are ill-prepared to effectively address health financing problems [2]. Governments in most 

SSA countries are not the sole financiers of healthcare. In these cases, more than half of the health 

expenditure is financed through out-of-pocket payments, which places financial burdens on 

households and serve as a barrier to healthcare access [3, 4].  

Countries in SSA, such as South Africa, Gabon, Mali, Senegal, Uganda, Tanzania, Nigeria, 

and Ghana have taken steps towards universal coverage by adopting risk pooling systems to 

provide financial protection, particularly to the poor and vulnerable in their societies [5-9]. These 

risk-pooling systems are either small, community-based health insurance (CBHI) schemes or 

social health insurance (SHI) schemes. The CBHI schemes are often voluntary and limited in 

geographic scope to a few rural communities with small numbers of enrolees as well as limited 

benefit coverage. The SHI schemes, on the other hand, have a wide scope, covering all regions in 

a country with subsidized premiums, government funding, and exemption policies. In some SHI 

schemes, enrolment is mandatory by law but voluntary in practice, as in Ghana. The benefit 

package covers quite comprehensive outpatient and inpatient healthcare services and medications 

[10, 11]. Surprisingly, enrolment in most of these SHI schemes remains low even though premiums 

are highly subsidized. In Ghana, as of December 2013, active membership in its National Health 

Insurance Scheme (NHIS) was 38% of the population [12]. People’s perception about the NHIS 
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and healthcare quality has been identified as one of the factors that inform their decision to enrol 

or drop out of the scheme [13,14].  

Prior economic literature has stipulated that the demand for health insurance is dependent 

on the quality of healthcare and assumes that quality is a constant, independent of health insurance 

status [15, 16]. The evidence on the relationship between health insurance enrolment and perceived 

quality of healthcare is very limited. Jehu-Appiah et al [14] found that the perceptions related to 

providers, schemes and community attributes play an important role at varying extents in 

household decisions to voluntarily enrol and remain enrolled in insurance schemes.  A systematic 

review by Spaan et al. [17] of the impact of health insurance in Africa and Asia, concluded that 

there is a weakly positive effect of SHI and CBHI on quality of healthcare and that the effect of 

health insurance on quality of healthcare is woefully under-researched. However, recent qualitative 

evidence suggests that perceived quality of healthcare is not the same across insured and uninsured 

patients [18, 19]. A recent study by Robyn et al. [20] has also indicated that perceived quality of 

healthcare may be dependent on health insurance status, although they used a small sample of 398 

patients to assess the effect of insurance status on perceptions of technical quality and overall 

patient satisfaction. 

This study builds on the work of Robyn et al. [20] to offer an explanation for the low 

demand for health insurance enrolment in Ghana, examining a larger sample and focussing on 

non-technical quality of care indicators (‘soft’ dimensions of quality), such as information 

provision, complaint lodging, and waiting times, instead of medical technical quality. The focus 

on non-technical quality of care stems from three main reasons. First, the NHIS accreditation 

process pays attention to medical technical quality and not non-technical quality. Second, the 

normative perspective of quality suggests that clients’ perceptions of quality are inherently 
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meaningful and should be the primary focus of attention for quality assessments within healthcare 

systems. Finally, clients’ perceptions affect outcomes such as a health plan or a health provider 

choice, adherence to medical advice, complaints, and grievances; as well as health outcomes, 

which are all powerful drivers important to stakeholders in the health sector [21-23].   

We argue that enrolment levels in Ghana are low because there is a perception that service 

quality is lower for people with health insurance compared to those who make out-of-pocket 

payments. This study assesses whether the perceptions on healthcare quality depend on health 

insurance status by analysing cross-sectional household survey data of a random sample 

representative of 16 districts in two Regions in Ghana. The survey included 1,903 household heads. 

Two-sample independent t-tests were used to compare the average perceptions of quality per health 

facility between insured and uninsured respondents. A generalized ordered logit regression, 

controlling for socio-economic characteristics and clustering at health facility level, was done to 

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

 

THE HEALTH SYSTEM AND NHIS FINANCING IN GHANA 

The responsibility of the Ministry of Health in Ghana is to provide policy guidance, 

regulations, and strategic direction to service providers, regulatory bodies, and the National Health 

Insurance Authority (NHIA) [24, 25]. The service providers include Ghana Health Service 

(responsible for service delivery in all public health facilities), non-governmental organizations 

(e.g., Christian Health Association of Ghana), and private providers. There are, however, more 

private health facilities in the urban areas as compared to the rural areas and vice versa. The quality 

of healthcare in private health facilities is generally purported to be higher than in public ones, 
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while the public facilities are often regarded as providing equitable healthcare.  For this reason, 

the rich who can afford out-of-pocket payments and private health insurance often patronize 

private facilities while the poor, mostly in rural areas, patronize public facilities [26]. The NHIA 

and other regulatory bodies (e.g., the. Medical & Dental Council) assess and regulate standards of 

service quality. The NHIA accreditation process assesses the technical quality of the health 

facilities before their accreditation to provide healthcare services. These technical assessments 

focus on medical technical quality with no attention to non-technical quality indicators such as 

interpersonal relations, queuing systems, complaints, and waiting times [25].  

The NHIS was established in 2004 to ensure equitable financial access to and acceptable 

quality of essential healthcare benefits for all residents in Ghana. The scheme is financed mainly 

through the National Health Insurance Fund (NHIF). The NHIF monies come from 2.5% of the 

17.5% value-added tax (VAT), 2.5% of the 17.5% Social Security and National Insurance Trust 

(SSNIT), contributions from formal sector employees, accruals to the fund from investments of 

the NHIA Council, and member contributions from premium payments. The annual premium is 

set at the NHIS district office level with approval from the NHIS council and is dependent on the 

poverty and economic activity levels of the districts. The average annual premium is about GH₵25 

($13.14 at an exchange rate of GH₵1=$1.87 as at December 2012). The Government of Ghana 

also allocates funds to the NHIF through parliament and other donor funds [27-30, 24]. The NHIS 

has a broad benefit package, covering 95% of the burden of diseases in Ghana. The NHIS covers 

out-patient services (consultation including reviews for general and specialist outpatient 

consultations); in-patient services (general and specialist in-patient care); maternity care (including 

antenatal care, normal or assisted deliveries); eye care (refraction, visual fields, A-scan, 

keratometry) and oral health (pain relief, drainage, tooth extraction, dental restoration, fillings and 
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temporary dressing).  It provides premium exemptions for the elderly (70 years and above), SSNIT 

pensioners, children below 18 years, indigents, pregnant women, and Livelihood Empowerment 

Against Poverty (LEAP) beneficiaries [11]. Nevertheless, the NHIS claims account for only 16% 

of total healthcare expenditure and 30% of public health expenditure, while out-of-pocket spending 

accounts for 37% of total health spending. This exceeds the World Health Organization (WHO) 

suggested threshold of 15-20% for out-of-pocket expenditure for adequate financial protection 

[25]. 

At the inception of the NHIS, the payment of healthcare providers was by itemized fee-

for-service. However, in 2008, the NHIA reformed the provider payment mechanism and 

introduced the Ghana Diagnostic Related Groupings (G-DRGs) for services and fee-for-service 

for medicines at all levels of service delivery. The NHIS financing arrangement is such that NHIS 

district offices sign purchasing contracts with accredited healthcare providers. These contracts 

stipulate the prescription of generic drugs for the treatment of specific medical conditions, and 

healthcare providers are to submit claims for services rendered to insured clients to the NHIS 

district offices for reimbursement.  

 

CONCEPTUAL FRAMEWORK 

People’s perception of healthcare quality is the outcome of an evaluation process where 

expectations are compared to actual experiences and realities of care received [31, 32]. Individuals 

enrol in health insurance because they expect financial protection from excessive out-of-pocket 

payments for the provision of quality healthcare. The consensus among researchers is that positive 

perceptions of healthcare quality lead to increased client satisfaction and the acknowledgment of 
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value and trust in the healthcare provider [32, 16, 15, 33, 34]. This ultimately affects individuals’ 

demand for healthcare and hence, health insurance.  

The utilization of healthcare is found to be sensitive to quality of care such that households 

limit their demand when services are of poor quality [35-37] and others bypass low quality health 

facilities in search of high-quality ones [38-41]. The generally accepted interpretation that 

perception of high-quality healthcare influences healthcare utilization and insurance enrolment 

assumes that perceptions are independent of insurance status, as shown in the ‘likely pathways’ in 

Fig. 1 and ignores a potential dependent effect in the other direction; that is, once insured, people 

may perceive their healthcare quality as poor depending on the service delivery processes they go 

through. 

Figure 1: Conceptual framework of independence of quality perception on Insurance status 
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This may be due to dissatisfaction with the service delivery processes as well as with poor 

technical quality of care provided to the insured. The insured are reported to indicate lower 

perceived quality of care than the uninsured in recent studies [18, 19]. This paper argues that 

perception on healthcare quality may be dependent on health insurance status as shown in the 
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likely pathways in Fig. 2 below.  Hence, ‘enrolment status (insured or uninsured) can influence 

the direction (low or high) of quality perception’. 

Figure 2: Conceptual framework of dependence of quality perceptions on insurance status  
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If the insured perceive the quality of the health care they receive to be low, how does that 

influence their health insurance renewal decisions? This study contributes to the sparse evidence 

in the literature on the dependence of perceived quality of healthcare on health insurance status. 
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in Ghana (COHEiSION) Project. The aim of the research is to identify the main perceived barriers 

to (re)-enrol in the NHIS, and to design, implement, and evaluate the most effective intervention 

that can address them. The research was conducted in the Greater Accra and Western Regions of 
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balance in terms of health insurance enrolment coverage and socio-economic setting. However, 
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due to resource and time constraints, these two southern Regions were selected.  These Regions 

are situated along the Eastern and Western coast of Ghana, respectively, with a contrasting 

difference in urban and rural populations. The Greater Accra Region with Accra, the capital city 

of Ghana, has a largely urban population of about four million, accounting for 16.3% of the 

national population. The Western Region has a predominantly rural population of about two 

million, representing 9.6% of the national population [42]. These two regions were purposively 

selected to provide the rural/urban balance which was of interest to the Project.  

 

Sampling Procedure and Data Collection 

This study analyses data that are representative of 64 communities in 16 districts from the 

baseline survey of the research project based on a three-stage stratified sampling procedure. At the 

first stage, 16 districts were purposively selected from the two regions, eight in each region. The 

second stage involved the purposive selection of 64 primary healthcare facilities (government 

health centres and private clinics), four in each of the 16 districts. At the third stage, enumeration 

area (EA) maps were used to list all residential buildings within a 10-km radius of the catchment 

area of each selected health facility. Simple random sampling was then used to sample 30 

households from the catchment area of each of the 64 health facilities to obtain a total sample of 

1,920 households.  

A baseline household survey was conducted from March to April 2012. The survey used a 

paper based structured questionnaire, which was translated into the two local languages (Ga and 

Fante) of the project Regions. The questionnaire was administered to household heads by 

experienced and trained interviewers. The survey collected information on socio-demographics, 

employment status, consumption expenditure patterns, health status, healthcare utilization 
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behaviour, dwelling characteristics, NHIS enrolment status, and perceptions of non-technical 

quality of healthcare.  

 

Measurement of Variables  

The dependent variables of interest were perceptions of healthcare quality. These were 

measured by asking household heads to rate on a five-point Likert scale (1=very dissatisfied; 2= 

dissatisfied; 3= neutral; 4=satisfied; 5=very satisfied or 1=strongly disagree; 2=disagree; 

3=neutral; 4=agree; 5=strongly agree) their satisfaction or agreement with seven perception 

questions about the non-technical quality of NHIS-accredited primary healthcare facilities. For 

each respondent, an overall healthcare quality index was calculated as an average score of the 

seven perceptions of quality indicators. The distribution of the average scores was fit into five 

quintiles to create a five-level ordinal scale for the overall healthcare quality index. The seven 

quality indicators were (1) satisfaction with service provision; (2) satisfaction with process of 

lodging a complaint; (3) satisfaction with information provision; (4) satisfaction with waiting time; 

(5) agreement with the statement that all prescribed drugs were received from the facility; (6) 

agreement with the statement that health personnel treated patients with insurance cards equally to 

those without cards and; (7) agreement with the statement that there was a fair queuing system at 

the health facility. 

The key independent variable of interest was insurance status. This variable was measured 

by asking respondents to indicate Yes=1, if they were currently insured in any health insurance 

scheme, and No=2, if not. The currently insured are respondents who had valid health insurance 

cards at the time of the survey and the currently uninsured are those who did not. The currently 

uninsured were further required to indicate Yes=1, if they were previously insured in any health 
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insurance scheme and No=2, if they had never been insured in any health insurance scheme. The 

previously insured are respondents who had insurance cards, but which were not valid at the time 

of the survey because they had refused to enrol in the year 2012, while the never insured are those 

who had never enrolled in any health insurance before.  Respondents’ socio-demographic 

characteristics were also captured by asking them to state their age, sex, marital status, religion, 

level of complete education, size of household, rural or urban nature of locality, employment 

status, self-assessed health status, and weekly consumption expenditure. 

 

Ethical Considerations 

Ethical clearance for the research was obtained from the Ghana Health Service (GHS) 

Ethical Review Committee (ERC) with ethical clearance number: GHS-ERC: 08/5/11. The ethical 

clearance approved for informed consent to be obtained from the household heads. Literate 

respondents provided written informed consent, while illiterate respondents thumb-printed the 

informed consent form read to them in their local language before participating in the study. Data 

were also analysed anonymously.   

 

Statistical Analysis 

All statistical analyses were performed with Stata software version 12.1. First, the averages 

of the respondents’ demographic and socio-economic statistics were calculated. The statistical 

differences in these descriptive statistics between the insured and uninsured, and between the 

previously insured and never insured were calculated using a two-sample independent t-test.   

Two-sample independent t-tests were then used to test the hypothesis that there is no 

difference in the perception on healthcare quality between the insured and uninsured; or between 
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the previously insured and never insured. Given the ordinal five-level categories of the dependent 

variables, ordinal logistic regression (proportional odds/parallel-lines model) would have been a 

simple straightforward, intuitive, and easy to interpret method to estimate the effect of insurance 

status on perception of non-technical quality of healthcare. However, the main problem with the 

parallel-lines model is that the proportional odds assumption is often violated. To ascertain this, 

we used the brant command in stata, which does both a global test of whether the independent 

variables violate the proportional odds assumptions as well as a test of whether any of the 

independent variables separately violate the assumptions. We obtained significant test statistics for 

both the model estimation as well as some of the independent variables, an indication that the 

proportional odds assumptions of the model had been violated. To address this problem, we 

employed the less restrictive generalized ordered logit model (partial proportional odds model), 

which relaxes the proportional odds assumption and allows the effect of the independent variables 

to vary with the point at which the categories of the dependent variable are dichotomized. The 

standard formula for the predicted probability in the partial proportional odds model is denoted as:   

 

𝑃(𝑌𝑖 < 𝑗) =
exp (𝛼𝑗 + 𝑋1𝑖𝛽1 + 𝑋2𝑖𝛽2 + 𝑋3𝑖𝛽3𝑗) 

1+{ 𝑒𝑥𝑝(𝛼𝑗 + 𝑋1𝑖𝛽1 + 𝑋2𝑖𝛽2 + 𝑋3𝑖𝛽3𝑗)}
 , 𝑗 = 1,2, . . . . , M − 1  (1) 

 

where Y is the ordinal dependent variable and M is the number of categories of the ordinal 

dependent variable [43]. The regression estimation was done for the seven indicators of healthcare 

quality and the overall quality index as well as controlling for key demographic and socio-

economic variables [20]. 

The key independent variable (explanatory variable) of interest in the regression estimation 

is health insurance status. This variable was coded with a dichotomous response, equal to 1 if the 
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respondent is currently insured, and 0 if currently uninsured, or equal to 1 if the respondent was 

never insured, and 0 if previously insured. The demographic variables used in the regression 

estimation as controls were age (continuous), gender (male = 0, female = 1), married or not (not 

married = 0, married = 1), religion, (Other religion = 0, Christian = 1), residential zone (rural = 0, 

urban = 1), number of people in the household (continuous), and number of health facility visits 

(continuous). Other socio-economic variables included as controls were level of completed 

education (below primary level = 0, primary education and above = 1) and employment status 

(unemployed = 0, employed = 1).  

 

RESULTS  

Descriptive Characteristics and Health Insurance Enrolment   

Of the 1,920 households sampled, the baseline survey interviewed 1,903 household heads 

(948 in the Western region and 955 in the Greater Accra region), representing a 99.1% interview 

consent rate; 17 household heads declined to participate in the survey.  

The descriptive characteristics of respondents and the differences in these characteristics 

between the currently insured and currently uninsured and between the previously insured and 

never insured are presented in Table 1. Approximately 40% of the respondents were enrolled in 

health insurance at the time of the survey, and of the uninsured, approximately 70% had never 

been insured in any health insurance scheme. 

The average age of respondents was approximately 45 years with 36.4% being female. 

Slightly more than half (52.9%) were married with the majority of them (88.6%) being Christian. 

About half (50.2%) of the respondents lived in rural communities with an average household size 

of approximately four people. The currently insured were older (48 years), with slightly more 
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females (37%) and more married (56.1%) respondents, equally likely to live in rural (50.2%) or 

urban communities, and more likely to have a household close to the average size (3.9) compared 

to the currently uninsured. These differences in the demographic characteristics between the 

currently insured and currently uninsured were statistically significant at the 95% confidence level 

except for the percentage of females and the percentage living in rural communities. Similarly, the 

previously insured were significantly more likely to have higher averages and proportions in these 

demographic characteristics than the never insured, except for the married percentage and 

percentage living in rural communities (See Panel A of Table 1).  

Most (73.2%) of the respondents had completed a primary or above level of education with 

the majority (86.3%) gainfully employed. The average annual household consumption expenditure 

was GH₵3,685.40 ($2,538.61) in 2012. Although the currently insured (76.6%) were significantly 

more likely to have completed a primary or above level of education, the currently uninsured 

(88.3%) were more likely to be gainfully employed and were also more likely to spend more 

(GH₵3,847.30 or $2,650.13) on household consumption. Except for the annual household 

consumption expenditure, these differences between the currently insured and currently uninsured 

were statistically significant at the 95% confidence level. The previously insured, however, were 

less likely to have higher averages and proportions in these socio-economic characteristics than 

the never insured, except for the percentage with primary or above level of education where both 

the previously insured and never insured were equal (see Panel B of Table 1). 

A high proportion (84.6%) of respondents indicated that they were in good health; in the 

six months prior to the household survey, the average number of illnesses was 1.1 and the average 

number of health facility visits was 0.8. The currently insured (78.7%) were significantly less 

likely to report being in good health; they were significantly more likely (1.3 times) to report being 
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ill and more likely (1.1 times) to visit a health facility. The previously insured (87.2%) were, again, 

less likely to report being in good health but equally likely (0.9 times) to report being ill and more 

likely (0.6 times) to visit a health facility compared to the never insured (see Panel C of Table 1). 

1 
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Table 1: Descriptive Characteristics and Health Insurance Enrolment of Respondents 

Source: COHEiSION Project baseline survey (March 2012), N=1,903 household heads. Note: Standard errors are robust and corrected for clustering at the health 

facility level. *: p<0.10, **: p<0.05, ***: p<0.01 

 

  

Total 

Obs. Mean 

Std. 

Error 

Currently 

Insured 

Currently 

Uninsured Diff. 

p-value 

(t-test) 

Previously 

Insured 

Never 

Insured 

Diff. p-value 

(t-test) 

A. Demographics Average Age (Years) 1903 44.6 0.53 48.4 42.2 6.2 0.000 45.3 40.9 4.4 0.000 

 % Females 1903 36.4 1.35 37.1 35.9 1.1 0.619 45.7 31.7 14.0 0.000 

 % Married 1900 52.9 1.47 56.1 50.8 5.3 0.032 50.4 50.9 0.5 0.887 

 
% Christian 1903 88.6 1.03 90.9 87.0 3.9 0.010 90.2 85.7 4.6 0.019 

 
% Living in Rural Communities 1903 50.2 6.33 50.2 50.2 0.0 0.994 45.7 52.1 -6.4 0.136 

 
Average Household size 1903 3.7 0.07 3.9 3.7 0.2 0.070 3.8 3.6 0.2 0.149 

B. Socio-economic % Primary education and above 1895 73.2 1.64 76.6 70.9 5.6 0.013 70.9 70.9 0.0 0.996 

 
% Employed  1903 86.3 1.10 83.3 88.3 -5.0 0.011 86.8 88.9 2.1 0.268 

 
Average Annual Household Expense 1867 3685.4 393.4 3432.7 3847.3 -414.6 0.450 3103.2 4169.6 1066.4 0.216 

C. Health % Good health status 1885 84.6 1.09 78.7 88.5 -9.7 0.000 87.2 88.9 1.7 0.411 

 Average number of Illness  1903 1.1 0.04 1.3 0.9 0.4 0.000 0.9 0.9 0.0 0.290 

 Average number of health facility visits 1812 0.8 0.06 1.1 0.5 0.6 0.000 0.6 0.5 0.1 0.000 

D. Insurance % Currently Insured 1903 39.6 1.6         

 
% Never Insured among currently uninsured 1149 69.7 1.8         
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Perception of non-technical quality of healthcare 

Generally, the average perception of healthcare quality among the respondents was 

relatively low, with the highest average perception approximately three on the scale (equivalent to 

neutral on the five-point Likert scale) for the ‘process of lodging complaints at the health facility’.  

The currently uninsured perceived the quality of healthcare to be better than the currently insured 

on all seven quality indicators. The average perception of the currently uninsured (2.09, p-

value=0.000; 2.81, p-value=0.018; 2.21, p-value=0.000; 2.36, p-value=0.000; 2.48; 2.59, p-

value=0.000; 2.08, p-value=0.000, and 2.33, p-value=0.000) was significantly higher than that of 

the currently insured on: services provided; process of lodging complaints; information provision; 

waiting time; availability of prescribed drugs; equal treatment of insured and uninsured patients; 

fair queuing system; and, overall average perception index, respectively. 

Similarly, when the currently uninsured were disaggregated into the previously insured and 

never insured, the perceptions of the never insured (2.15, p-value=0.000; 2.85, p-value=0.351; 

2.26, p-value=0.005; 2.64, p-value=0.033; 2.08, p-value=0.824 and 2.36, p-value=0.023) were 

found to be higher than the previously insured on: services provided; process of lodging 

complaints; information provision; waiting time; equal treatment of insured and uninsured 

patients; fair queuing system; and, overall average perception index, respectively.  

Table 2 presents the differences in the average perceptions on healthcare quality between 

the currently insured and currently uninsured, and between the previously insured and never 

insured. 
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Table 2: Differences between the Insured and Uninsured in the Average Perception of Quality of 64 Health Facilities 

Source: COHEiSION Project baseline survey (March 2012), N=1,903 household heads. Note: Standard errors are robust and corrected for clustering at the health facility level.  

*: p<0.10, **: p<0.05, ***: p<0.01 

 

Total 

Obs. Mean 

Std. 

Error 

Currently 

Insured 

Currently 

Uninsured Diff. 

P-val.  (t-

test) 

Previously 

Insured 

Never 

Insured Diff. 

P-val.      

(t-test) 

How satisfied are you with the services provided by the health facility? 1869 1.99 0.02 1.84 2.09 0.24 0.000 1.94 2.15 -0.21 0.000 

How satisfied are you with the process of lodging complaint at the facility? 1866 2.78 0.02 2.73 2.81 0.08 0.018 2.78 2.85 -0.04 0.351 

How satisfied are you with the information provided by the health facility? 1874 2.11 0.02 1.95 2.21 0.26 0.000 2.09 2.26 -0.16 0.005 

How satisfied are you with the waiting time at the facility? 1789 2.27 0.02 2.14 2.36 0.23 0.000 2.26 2.40 -0.14 0.042 

I received all prescribed drugs from the facility 1879 2.41 0.03 2.31 2.48 0.17 0.006 2.50 2.47 0.03 0.721 

Health personnel treats patients with insurance cards in an equal way as 

patients without cards 1884 2.50 0.03 2.24 2.59 0.22 0.000 2.46 2.64 -0.18 0.033 

There is a fair queuing system at the health facility. 1884 2.01 0.02 1.90 2.08 0.18 0.000 2.07 2.08 -0.01 0.824 

Overall Average Perception 1886 2.26 0.02 2.14 2.33 0.19 0.000 2.25 2.36 -0.11 0.023 
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However, for the perception on availability of prescribed drugs at the health facility (2.5, p-

value=0.721), the perceptions of the previously insured were higher than those of the never 

insured, but the difference was statistically insignificant at the 95% confidence level.   

  

Effect of current insurance status on perceived quality of healthcare  

Table 3 presents the results of the generalized logit regression estimation of the effect of 

current health insurance status on the perception of healthcare quality. Only the odds estimate of 

the independent variable of interest (insurance status) and the constant are reported for the various 

ratings of quality perceptions. The entire result is however presented in Appendix 1. The ordered 

log odds estimate in the ‘strongly disagree’ or ‘very dissatisfied’ panel indicates that the odds of 

the currently insured to be relatively positive in their average perceptions of healthcare quality is 

0.264 lower compared to the uninsured. Similarly, the odds of the currently insured to be relatively 

positive in their perceptions of the seven indicators of healthcare quality are 0.467; 0.294; 0.485; 

0.451; 0.150; 0.346 & 0.285) lower for perceptions on service provision, complaint lodging, 

information provision, waiting time, prescribed drugs, equal treatment of insured and uninsured, 

and queuing system respectively, then the currently uninsured. This can be seen from the negative 

currently insured coefficients for the strongly disagree and very dissatisfied panel in Table 3.  
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Table 3: Effect of Currently Insured Status on Perceived Quality of Healthcare 

  

Average 

Perception 

Service 

Provision 

Complaint 

Lodging 

Information 

Provision 

Waiting 

Time 

Prescribed 

Drugs 

Equal 

Treatment 

Queuing 

System 

Strongly Disagree or 

Very Dissatisfied 

Insured -0.264* -0.467*** -0.294** -0.485*** -0.451*** -0.150 -0.346*** -0.285** 

 
(0.154) (0.122) (0.117) (0.124) (0.128) (0.107) (0.121) (0.112) 

 
_cons 1.950*** 0.708*** 2.569*** 1.341*** 1.346*** 1.376*** 1.047*** 0.823*** 

  
(0.262) (0.262) (0.408) (0.275) (0.269) (0.292) (0.274) (0.258) 

Disagree or 

Dissatisfied 

Insured -0.705*** -0.731*** -0.294** -0.755*** -0.531*** -0.451*** -0.445*** -0.518*** 

 
(0.131) (0.145) (0.117) (0.140) (0.112) (0.108) (0.105) (0.124) 

 
_cons -0.103 -0.800*** 1.751*** -0.408 0.132 0.395 0.116 -0.529** 

  
(0.272) (0.252) (0.396) (0.258) (0.262) (0.277) (0.272) (0.269) 

Neutral Insured -0.088 -0.136 -0.294** -0.248 -0.173 -0.100 -0.172 0.024 

  
(0.190) (0.186) (0.117) (0.176) (0.145) (0.111) (0.124) (0.175) 

 
_cons -2.495*** -2.299*** -2.488*** -2.289*** -1.683*** -0.697** -1.376*** -1.960*** 

  
(0.315) (0.298) (0.364) (0.327) (0.268) (0.308) (0.294) (0.302) 

Agree or Satisfied Insured 
     

-0.069 -0.262 -0.118 

      
(0.166) (0.161) (0.282) 

 
_cons 

     
-1.747*** -2.147*** -2.547*** 

       
(0.309) (0.320) (0.329) 

 

No. of 

Obs. 1785 1768 1765 1774 1694 1778 1783 1783 

Source: COHEiSION Project baseline survey (March 2012), N=1,903 household heads. Note: Standard errors in parenthesis are 

robust and corrected for clustering at the health facility level. *: p<0.10, **: p<0.05, ***: p<0.01.  

 

The odds of the currently insured to be relatively positive in their average perceptions of 

healthcare quality in the ‘disagree’ or ‘dissatisfied’ panel were also 0.705 lower than the currently 

uninsured   Similarly, for the seven indicators of healthcare quality, the odds of the currently 

insured were 0.731, 0.294, 0.755, 0.531, 0.451, 0.445 & 0.518 lower for perceptions on service 

provision, complaint lodging, information provision, waiting time, prescribed drugs, equal 

treatment, and queuing system respectively than the currently uninsured (see the negative insured 

coefficients in the disagree and dissatisfied panel of Table 3).  

Although the odds of the currently insured to be relatively positive of their average 

perceptions and the seven indicators of healthcare quality in the ‘neutral’ panel were generally 



204 

 

lower than the currently uninsured; it was only the results of perception on complaint lodging 

(0.294) that was statistically significant (see the negative insured coefficients in the neutral panel 

of Table 3). The odds of the currently insured to be relatively positive about their perceptions on 

prescribed drugs (0.069) were also found to be lower than the currently uninsured on equal 

treatment (0.262), and queuing system (0.118) in the ‘agree’ or ‘satisfied’ panel. These findings 

were, however, statistically insignificant. However, in terms of magnitude, the effect of insurance 

status was less extreme at the lower levels of the perceived healthcare quality categories. Thus, as 

one moves from disagree or dissatisfied to strongly disagree or very dissatisfied, the odds of the 

currently insured being in that category increases in magnitude. 

We also found that the odds of married respondents were lower than never married 

respondents to strongly disagree, very dissatisfied, disagree or dissatisfied of healthcare quality, 

whereas the odds of those who made health facility visits and those with primary level education 

or above to strongly disagree, very dissatisfied, disagree, and dissatisfied with the perception of 

healthcare quality were higher than those who did not make any health facility visit or had no 

formal education.  

 

Effect of Previous Insurance Status on Perceived Quality of Healthcare  

Table 4 presents the generalized ordered logit regression estimation of the effect of never 

insured status on the perception on healthcare quality. Again, only the odds estimate of the 

independent variable of interest and the constant are reported for the various ratings of quality 

perceptions and the entire results presented in Appendix 2. The results show that although the odds 

of the never insured to be relatively positive about their average perceptions of healthcare quality 

were higher (0.245) than the previously insured in the ‘strongly disagree’ or ‘very dissatisfied’ and 
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‘disagree’ or ‘dissatisfied’ panel, these findings were statistically insignificant. The odds of the 

never insured to be relatively positive of perceptions on service provision (0.330), information 

provision (0.294), and equal treatment (0.418) were however significantly higher than the 

previously insured in the ‘strongly disagree’ or ‘very dissatisfied’ panel (see the positive never 

insured coefficients in the ‘strongly agree’ or ‘strongly dissatisfied’ panel in Table 4).  

 

Table 4: Association of Never Insured Status on Perceived Quality of Healthcare 

  

Average 

Perception 

Service 

Provision 

Complain

t Lodging 

Informatio

n Provision 

Waiting 

Time 

Prescribed 

Drugs 

Equal 

Treatment 

Queuing 

System 

Strongly Disagree or 

Very Dissatisfied 

Never insured 0.245 0.330** 0.026 0.294* 0.215 0.078 0.418** 0.038 

 
(0.153) (0.164) (0.174) (0.157) (0.150) (0.153) (0.171) (0.143) 

 
_cons 1.919*** 0.312 3.032*** 1.183*** 1.664*** 1.106** 0.385 1.030*** 

  
(0.448) (0.387) (0.546) (0.428) (0.417) (0.463) (0.407) (0.386) 

Disagree or 

Dissatisfied 

Never insured 0.245 0.709*** 0.026 0.556*** 0.215 0.129 0.451*** 0.319* 

  
(0.153) (0.174) (0.174) (0.142) (0.150) (0.156) (0.161) (0.182) 

 
_cons -0.173 -1.485*** 2.040*** -0.730* 0.362 0.177 -0.384 -0.652 

  
(0.474) (0.414) (0.543) (0.392) (0.420) (0.413) (0.406) (0.407) 

Neutral Never insured 0.245 0.132 0.026 -0.159 0.215 -0.277* 0.060 -0.370 

  
(0.153) (0.219) (0.174) (0.234) (0.150) (0.159) (0.174) (0.248) 

 
_cons -2.569*** -2.688*** -1.871*** -2.134*** -1.605*** -0.295 -1.793*** -1.620*** 

  
(0.499) (0.476) (0.514) (0.498) (0.433) (0.414) (0.436) (0.444) 

Agree or Satisfied Never insured 
     

-0.633*** -0.002 -0.586 

      
(0.230) (0.230) (0.383) 

 
_cons 

     
-0.618 -2.308*** -2.348*** 

       
(0.594) (0.520) (0.575) 

 
No. of Obs. 1085 1074 1070 1080 1036 1079 1084 1083 

Source: COHEiSION Project baseline survey (March 2012), N=1,903 household heads. Note: Standard errors in 

parenthesis are robust and corrected for clustering at the health facility level. *: p<0.10, **: p<0.05, ***: p<0.01  

 

The odds of the never insured were also higher than the previously insured to be relatively 

positive of their perception on service provision (0.709), information provision (0.556), equal 

treatment (0.451), and queuing system (0.319) in the ‘disagree or dissatisfied’ panel (see the 
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positive never insured coefficients in the ‘disagree’ or ‘dissatisfied’ panel in Table 4). In terms of 

magnitude, the never insured effect was more extreme at lower levels of the perceived healthcare 

quality ratings. This means that as one moves from ‘disagree’ or ‘dissatisfied’ to ‘strongly 

disagree’ or ‘very dissatisfied’, the odds of the never insured being in that category reduces in 

magnitude. 

The odds of the never insured were, however, found to be higher than the previously 

insured to be relatively positive in their average perception, perception on service provision, 

complaint lodging, waiting time, and equal treatment, but lower than the previously insured to be 

relatively positive of their perception on information provision and prescribed drugs in the  

‘neutral’ panel. However, these findings were statistically insignificant (see the positive and 

negative never insured coefficients in the neutral panel in Table 4). The odds of the never insured 

to be relatively positive of their perception on prescribed drugs (0.633) in the ‘agree’ or ‘satisfied’ 

panel were significantly lower than the previously insured, as shown in the negative never insured 

coefficient of the ‘agree’ or ‘satisfied’ panel in Table 4. 

 

DISCUSSION 

Perception of Non-Technical Quality of Healthcare  

We found that within the NHIS in Ghana, there were significant differences between the 

currently insured and currently uninsured; and between the previously insured and never insured 

for most of the seven indicators of perceived quality of healthcare. Although the perceptions of 

both the currently insured and currently uninsured were generally low, the perceptions of the 

currently insured were significantly lower than those of the currently uninsured. However, the 

perceptions of the never insured were significantly better than the previously insured. The 
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differences in the service delivery processes at the health facility for the insured and uninsured 

might be the reason for this difference in the perceived quality of healthcare between the currently 

insured and currently uninsured and between the never insured and previously insured. This 

difference in the service delivery process is a consequence of the introduction of health insurance 

in Ghana. Thus, the experiences of the insured at the healthcare facilities have a negative influence 

on their perceptions of healthcare quality compared to the uninsured. This finding is consistent 

with findings by Fenenga et al. [18] that insured clients in Ghana express dissatisfaction with long 

waiting times, inadequate information provision, unfair queuing systems, poor staff attitudes, and 

poor quality of drugs at accredited health facilities. Clearly, dissatisfaction with the care delivery 

processes for insured clients have a negative effect on their perceptions of the quality of healthcare. 

 

Effect of Insurance Status on Perception of Healthcare Quality   

Health insurance enrolment has had a significant negative effect on the perception on 

healthcare quality. The regression estimation indicates that being currently insured is associated 

with a significantly lower perception on healthcare quality. When the currently uninsured were 

disaggregated into never insured and previously insured, being never insured was associated with 

a significantly higher perception of most of the healthcare quality indicators. This means that once 

people are insured, they tend to perceive the quality of healthcare to be poor compared to those 

uninsured, whereas those who have never been insured before tend to perceive the quality of 

healthcare as better than those who once had health insurance and dropped it. This finding is, 

however, in contrast with that of Robyn et al. [20] who found that both the insured and uninsured 

in the Nouna District of Burkina Faso gave high ratings for quality of healthcare delivery. 
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A plausible explanation for this could be that under the NHIS, insured clients actually 

receive lower levels of actual quality due to the differences in the healthcare delivery process for 

the insured and uninsured at the health facilities. The service delivery processes of NHIS 

accredited health providers are such that they have to process claim forms for consultation, 

diagnosis, and drugs for insured clients. However, for the uninsured, providers only have to 

provide care and collect cash. Therefore, the uninsured are kept in a different queue, quickly seen 

at the out-patients’ department for consultation and at the pharmacy for drugs, whereas the insured 

spend long hours in queues to go through the NHIS process for receiving healthcare. The 

uninsured, therefore, do not experience the long waiting times that the insured experience. This 

coupled with the long delays, in excess of over six months, in NHIS reimbursement, creates a 

situation where healthcare providers have no incentive to invest in the provision of quality services 

for insured clients when they can provide services to uninsured clients and receive cash 

immediately. This translates into the uninsured being satisfied with the waiting times, and the 

insured feeling they spend long hours in queues at the health facilities, as found in this study, and 

also documented by Fenenga et al. [18].  

The NHIS purchasing contracts with accredited providers specify the prescription of 

generic drugs for insured clients. Thus, providers who dispense branded drugs are not reimbursed. 

This, in addition to the delays in the reimbursement of claims, serves as a further disincentive for 

providers to stock generic drugs. Insured clients are asked to buy generic drugs from outside the 

facility, whilst uninsured clients pay cash for branded drugs at prevailing market prices at the 

health facilities. Insured clients interpret their prescriptions of generic drugs and branded drugs for 

the uninsured as discriminatory, as documented by Jehu-Appiah et al. [33] and Fenenga et al. [18]. 

These differences in the healthcare delivery process for the insured and uninsured might represent 
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a lower level of actual quality to insured clients, which translates into their negative perceptions 

of healthcare quality as found in this study.  

 

CONCLUSION 

This study demonstrated that health insurance status matters in the perception of the non-

technical quality of healthcare in Ghana. The findings suggest that people’s perceptions of 

healthcare quality may be shaped by their actual experiences at the health facilities, and these 

experiences differ depending on their insurance status. The insured who experience long delays 

and are served with generic drugs due to the different services delivery process they go through 

perceive the quality of care they receive to be low while the uninsured, who pay cash for branded 

drugs and spend less time, perceive the quality of the care they receive to be relatively higher. The 

implication is that enrolment levels in the NHIS are low because service quality is perceived to be 

lower for people with health insurance compared to those who make out-of-pocket payments. The 

insured who are dissatisfied with the quality of care may drop out because they think they are 

better off opting for out-of-pocket payments, while others may renew because they believe the 

financial protection of not having to make out-of-pocket payments over-rides the low quality of 

care. Therefore, it is important that policy makers consider redesigning, reorganizing, and 

reengineering the NHIS, particularly the provider payment mechanism, to ensure the provision of 

quality healthcare services for all. 

The authors acknowledge some limitations that might have affected the results. The sample 

for the study was drawn from two of the 10 regions in Ghana. The sample size might therefore not 

be representative of the Ghanaian population. The survey questionnaire was translated from 

English to the two main local languages (Ga and Fante) of the study Regions for the respondents 
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in the rural communities to understand and could, therefore, have been affected by interviewer 

bias. The discernment of the questions could lose their actual meaning in the process. The 

perceptions of respondents may differ significantly in the other Regions of the country due to 

differences in the number of public and private health facilities in these other Regions. The two 

groups (insured and uninsured) were significantly different in terms of age, marital status, religion, 

educational level, employment status, and health status, which were controlled for in the analysis. 

It is possible that these two groups also differ on other unobserved factors, which could not be 

controlled for in the analysis, and therefore, the observed effect of insurance status on perceived 

quality of healthcare could be the result of systematic differences between the two groups or other 

unobserved factors. These limitations notwithstanding, the findings from this study remain 

relevant to the NHIS, the Ghana Health Service, and other countries implementing social health 

insurance schemes for the provision of quality healthcare services to the insured and uninsured 

and the sustainability of such schemes. 
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Appendix 1: Effect of Currently Insured Status on Perceived Quality of Healthcare 

  

Average 

Perception 

Service 

Provision 

Complaint 

Lodging 

Information 

Provision 

Waiting 

Time 

Prescribed 

Drugs 

Equal 

Treatment 

Queuing 

System 

Strongly 

Disagree or 

Very 

Dissatisfied 

Insured -0.264* -0.467*** -0.294** -0.485*** -0.451*** -0.150 -0.346*** -0.285** 

 (0.154) (0.122) (0.117) (0.124) (0.128) (0.107) (0.121) (0.112) 

Age -0.006 0.003 -0.002 -0.003 -0.002 -0.009** -0.002 -0.004 

 (0.004) (0.004) (0.004) (0.004) (0.004) (0.003) (0.004) (0.004) 

 Female -0.075 -0.241** -0.018 -0.099 0.161 -0.043 -0.036 0.081 

  (0.119) (0.103) (0.132) (0.114) (0.122) (0.107) (0.105) (0.120) 

 Married -0.191* -0.492*** -0.115 -0.348*** -0.124 -0.088 -0.201* -0.203* 

  (0.108) (0.102) (0.119) (0.097) (0.101) (0.099) (0.119) (0.122) 

 Christian 0.113 0.056 0.049 0.142 -0.227 -0.109 0.180 -0.112 

  (0.142) (0.148) (0.184) (0.136) (0.139) (0.147) (0.129) (0.135) 

 Household size -0.026 0.010 -0.011 -0.017 0.019 0.032 -0.017 0.016 

  (0.025) (0.027) (0.031) (0.028) (0.027) (0.028) (0.026) (0.029) 

 Rural 0.133 -0.130 -0.136 -0.029 -0.260 -0.095 0.117 -0.093 

  (0.229) (0.134) (0.150) (0.131) (0.174) (0.174) (0.157) (0.155) 

 Facility visits 0.056** 0.036 0.051** 0.013 0.009 -0.025 -0.002 -0.000 

  (0.024) (0.037) (0.025) (0.027) (0.031) (0.027) (0.026) (0.031) 

 Primary Edu. plus 0.375*** 0.318*** 0.093 0.330*** 0.337*** 0.242** 0.309*** 0.360*** 

  (0.115) (0.116) (0.232) (0.117) (0.117) (0.103) (0.099) (0.115) 

 Work -0.059 0.172 0.016 -0.027 -0.033 -0.146 -0.106 -0.019 

  (0.146) (0.139) (0.175) (0.137) (0.138) (0.128) (0.128) (0.146) 

 _cons 1.950*** 0.708*** 2.569*** 1.341*** 1.346*** 1.376*** 1.047*** 0.823*** 

  (0.262) (0.262) (0.408) (0.275) (0.269) (0.292) (0.274) (0.258) 

Disagree or 

Dissatisfied 

Insured -0.705*** -0.731*** -0.294** -0.755*** -0.531*** -0.451*** -0.445*** -0.518*** 

 (0.131) (0.145) (0.117) (0.140) (0.112) (0.108) (0.105) (0.124) 
Age -0.006 0.003 -0.002 -0.003 -0.002 -0.009** -0.002 -0.004 

  (0.004) (0.004) (0.004) (0.004) (0.004) (0.003) (0.004) (0.004) 

 Female -0.075 -0.241** -0.018 -0.099 0.161 -0.043 -0.036 -0.275* 

  (0.119) (0.103) (0.132) (0.114) (0.122) (0.107) (0.105) (0.163) 

 Married -0.191* -0.492*** -0.115 -0.348*** -0.124 -0.088 -0.201* -0.203* 

  (0.108) (0.102) (0.119) (0.097) (0.101) (0.099) (0.119) (0.122) 

 Christian 0.113 0.056 0.049 0.142 -0.227 -0.109 0.180 -0.112 

  (0.142) (0.148) (0.184) (0.136) (0.139) (0.147) (0.129) (0.135) 

 Household Size -0.026 -0.102*** -0.011 -0.090*** -0.045* -0.009 -0.051* -0.091*** 

  (0.025) (0.036) (0.031) (0.031) (0.026) (0.030) (0.027) (0.030) 

 Rural -0.267 -0.130 -0.136 -0.029 -0.260 -0.387** -0.099 -0.093 

  (0.167) (0.134) (0.150) (0.131) (0.174) (0.165) (0.142) (0.155) 

 No. Facility Visit 0.056** -0.005 0.051** 0.013 -0.042* 0.028 -0.002 0.041 

  (0.024) (0.034) (0.025) (0.027) (0.024) (0.027) (0.026) (0.027) 

 Primary Edu. Plus 0.375*** 0.318*** -0.162 0.330*** 0.337*** 0.242** 0.309*** 0.360*** 

  (0.115) (0.116) (0.152) (0.117) (0.117) (0.103) (0.099) (0.115) 

 Work -0.059 0.172 0.016 -0.027 -0.033 -0.146 -0.106 -0.019 

  (0.146) (0.139) (0.175) (0.137) (0.138) (0.128) (0.128) (0.146) 

 _cons -0.103 -0.800*** 1.751*** -0.408 0.132 0.395 0.116 -0.529** 

  (0.272) (0.252) (0.396) (0.258) (0.262) (0.277) (0.272) (0.269) 

Neutral Insured -0.088 -0.136 -0.294** -0.248 -0.173 -0.100 -0.172 0.024 

  (0.190) (0.186) (0.117) (0.176) (0.145) (0.111) (0.124) (0.175) 

 Age -0.006 0.003 -0.002 -0.003 -0.002 -0.009** -0.002 -0.004 

  (0.004) (0.004) (0.004) (0.004) (0.004) (0.003) (0.004) (0.004) 

 Female -0.075 -0.241** -0.018 -0.099 0.161 -0.043 -0.036 -0.130 

  (0.119) (0.103) (0.132) (0.114) (0.122) (0.107) (0.105) (0.223) 

 Married -0.191* -0.492*** -0.115 -0.348*** -0.124 -0.088 -0.201* -0.203* 

  (0.108) (0.102) (0.119) (0.097) (0.101) (0.099) (0.119) (0.122) 

 Christian 0.113 0.056 0.049 0.142 -0.227 -0.109 0.180 -0.112 

  (0.142) (0.148) (0.184) (0.136) (0.139) (0.147) (0.129) (0.135) 

 Household Size -0.026 -0.033 -0.011 0.007 0.067** 0.062** 0.056** -0.019 

  (0.025) (0.042) (0.031) (0.045) (0.031) (0.028) (0.025) (0.034) 

 Rural -0.815*** -0.130 -0.136 -0.029 -0.260 -0.278 -0.047 -0.093 

  (0.308) (0.134) (0.150) (0.131) (0.174) (0.199) (0.177) (0.155) 

 No. of Facility visits 0.056** 0.030 0.051** 0.013 0.123*** 0.102*** -0.002 0.069*** 

  (0.024) (0.030) (0.025) (0.027) (0.029) (0.025) (0.026) (0.026) 

 Primary Edu. Plus 0.375*** 0.318*** 0.460* 0.330*** 0.337*** 0.242** 0.309*** 0.360*** 

  (0.115) (0.116) (0.236) (0.117) (0.117) (0.103) (0.099) (0.115) 

 Work -0.059 0.172 0.016 -0.027 -0.033 -0.146 -0.106 -0.019 



218 

 

  (0.146) (0.139) (0.175) (0.137) (0.138) (0.128) (0.128) (0.146) 

 _cons -2.495*** -2.299*** -2.488*** -2.289*** -1.683*** -0.697** -1.376*** -1.960*** 

  (0.315) (0.298) (0.364) (0.327) (0.268) (0.308) (0.294) (0.302) 

Agree or 

Satisfied 
Insured      -0.069 -0.262 -0.118 

      (0.166) (0.161) (0.282) 

 Age      -0.009** -0.002 -0.004 

       (0.003) (0.004) (0.004) 

 Female      -0.043 -0.036 -0.349 

       (0.107) (0.105) (0.285) 

 Married      -0.088 -0.201* -0.203* 

       (0.099) (0.119) (0.122) 

 Christian      -0.109 0.180 -0.112 

       (0.147) (0.129) (0.135) 

 Household Size      -0.011 0.026 -0.087 

       (0.051) (0.037) (0.070) 

 Rural      -0.584** -0.466** -0.093 

       (0.241) (0.233) (0.155) 

 No. Facility Visit      0.067** -0.002 0.081*** 

       (0.032) (0.026) (0.027) 

 Primary Edu. plus      0.242** 0.309*** 0.360*** 

       (0.103) (0.099) (0.115) 

 Work      -0.146 -0.106 -0.019 

       (0.128) (0.128) (0.146) 

 _cons      -1.747*** -2.147*** -2.547*** 

       (0.309) (0.320) (0.329) 

 No. of Obs. 1785 1768 1765 1774 1694 1778 1783 1783 

Source: COHEiSION Project baseline survey (March 2012), N=1,903 household heads. Note: Standard errors in parenthesis are 

robust and corrected for clustering at the health facility level. *: p<0.10, **: p<0.05, ***: p<0.01. 
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Appendix 2: Association of Never Insured Status on Perceived Quality of Healthcare 

  

Average 

Perception 

Service 

Provisio

n 

Complaint 

Lodging 

Information 

Provision 

Waiting 

Time 

Prescribed 

Drugs 

Equal 

Treatment 

Queuing 

System 

Strongly 

Disagree or 

Very 

Dissatisfied 

Never insured 0.245 0.330** 0.026 0.294* 0.215 0.078 0.418** 0.038 

 (0.153) (0.164) (0.174) (0.157) (0.150) (0.153) (0.171) (0.143) 
Age -0.002 0.012** -0.002 -0.001 -0.003 -0.003 0.001 -0.001 

 (0.006) (0.005) (0.006) (0.005) (0.005) (0.005) (0.005) (0.005) 

 Female 0.085 -0.105 -0.030 -0.036 0.257* -0.115 -0.009 -0.033 

  (0.143) (0.134) (0.156) (0.131) (0.138) (0.150) (0.120) (0.164) 

 Married -0.313*** -0.591*** -0.128 -0.466*** -0.151 -0.247** -0.158 -0.391*** 

  (0.118) (0.120) (0.143) (0.104) (0.135) (0.100) (0.153) (0.139) 

 Christian -0.060 -0.057 -0.131 0.141 -0.335* -0.196 0.208 -0.192 

  (0.180) (0.184) (0.203) (0.185) (0.193) (0.184) (0.184) (0.169) 

 Household Size -0.050* -0.019 -0.038 -0.015 -0.040 0.012 -0.034 -0.020 

  (0.027) (0.037) (0.040) (0.035) (0.035) (0.032) (0.032) (0.035) 

 Rural 0.199 -0.041 -0.013 0.050 -0.162 -0.065 0.088 -0.131 

  (0.268) (0.142) (0.170) (0.145) (0.179) (0.186) (0.153) (0.176) 

 No. Facility Visit 0.056* -0.015 0.048 -0.002 0.015 0.070** 0.011 0.030 

  (0.033) (0.030) (0.039) (0.042) (0.045) (0.029) (0.032) (0.048) 

 Primary Edu. plus 0.366** 0.361*** -0.079 0.239 0.405*** 0.269** 0.197 0.360*** 

  (0.143) (0.137) (0.178) (0.150) (0.153) (0.128) (0.132) (0.136) 

 Work -0.127 0.149 -0.104 -0.065 -0.272 0.023 0.255 -0.032 

  (0.223) (0.200) (0.250) (0.211) (0.183) (0.183) (0.226) (0.208) 

 _cons 1.919*** 0.312 3.032*** 1.183*** 1.664*** 1.106** 0.385 1.030*** 

  (0.448) (0.387) (0.546) (0.428) (0.417) (0.463) (0.407) (0.386) 

Disagree or 

Dissatisfied Never insured 0.245 0.709*** 0.026 0.556*** 0.215 0.129 0.451*** 0.319* 

  (0.153) (0.174) (0.174) (0.142) (0.150) (0.156) (0.161) (0.182) 

 Age -0.002 0.012** -0.002 -0.001 -0.003 -0.004 0.001 -0.001 

  (0.006) (0.005) (0.006) (0.005) (0.005) (0.006) (0.005) (0.005) 

 Female 0.085 -0.105 -0.030 -0.036 0.257* 0.094 -0.009 -0.033 

  (0.143) (0.134) (0.156) (0.131) (0.138) (0.142) (0.120) (0.164) 

 Married -0.313*** -0.591*** -0.128 -0.466*** -0.151 -0.247** -0.158 -0.391*** 

  (0.118) (0.120) (0.143) (0.104) (0.135) (0.100) (0.153) (0.139) 

 Christian -0.060 -0.057 -0.131 0.141 -0.335* -0.196 0.208 -0.192 

  (0.180) (0.184) (0.203) (0.185) (0.193) (0.184) (0.184) (0.169) 

 Household Size -0.050* -0.144*** -0.038 -0.101*** -0.078** -0.038 -0.064** -0.126*** 

  (0.027) (0.039) (0.040) (0.033) (0.031) (0.033) (0.032) (0.034) 

 Rural -0.154 -0.041 -0.013 0.050 -0.162 -0.510*** 0.088 -0.131 

  (0.186) (0.142) (0.170) (0.145) (0.179) (0.174) (0.153) (0.176) 

 No. Facility Visit 0.056* -0.015 0.048 -0.002 -0.083** 0.070** 0.011 0.030 

  (0.033) (0.030) (0.039) (0.042) (0.037) (0.029) (0.032) (0.048) 

 Primary Edu. plus 0.366** 0.361*** -0.079 0.239 0.405*** 0.269** 0.197 0.360*** 

  (0.143) (0.137) (0.178) (0.150) (0.153) (0.128) (0.132) (0.136) 

 Work -0.127 0.149 -0.104 -0.065 -0.272 0.023 -0.094 -0.032 

  (0.223) (0.200) (0.250) (0.211) (0.183) (0.183) (0.197) (0.208) 

 _cons -0.173 -1.485*** 2.040*** -0.730* 0.362 0.177 -0.384 -0.652 

  (0.474) (0.414) (0.543) (0.392) (0.420) (0.413) (0.406) (0.407) 

Neutral Never insured 0.245 0.132 0.026 -0.159 0.215 -0.277* 0.060 -0.370 

  (0.153) (0.219) (0.174) (0.234) (0.150) (0.159) (0.174) (0.248) 

 Age -0.002 0.012** -0.002 -0.001 -0.003 -0.017*** 0.001 -0.001 

  (0.006) (0.005) (0.006) (0.005) (0.005) (0.006) (0.005) (0.005) 

 Female 0.085 -0.105 -0.030 -0.036 0.257* 0.106 -0.009 -0.033 

  (0.143) (0.134) (0.156) (0.131) (0.138) (0.161) (0.120) (0.164) 

 Married -0.313*** -0.591*** -0.128 -0.466*** -0.151 -0.247** -0.158 -0.391*** 

  (0.118) (0.120) (0.143) (0.104) (0.135) (0.100) (0.153) (0.139) 

 Christian -0.060 -0.057 -0.131 0.141 -0.335* -0.196 0.208 -0.192 

  (0.180) (0.184) (0.203) (0.185) (0.193) (0.184) (0.184) (0.169) 

 Household Size -0.050* -0.034 -0.038 0.002 0.057 0.097*** 0.040 -0.031 

  (0.027) (0.056) (0.040) (0.048) (0.036) (0.036) (0.034) (0.041) 

 Rural -0.705** -0.041 -0.013 0.050 -0.162 -0.432* 0.088 -0.131 

  (0.319) (0.142) (0.170) (0.145) (0.179) (0.228) (0.153) (0.176) 

 No. Facility Visit 0.056* -0.015 0.048 -0.002 0.148*** 0.070** 0.011 0.030 

  (0.033) (0.030) (0.039) (0.042) (0.034) (0.029) (0.032) (0.048) 

 Primary Edu. plus 0.366** 0.361*** -0.079 0.239 0.405*** 0.269** 0.197 0.360*** 
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  (0.143) (0.137) (0.178) (0.150) (0.153) (0.128) (0.132) (0.136) 

 Work -0.127 0.149 -0.104 -0.065 -0.272 0.023 0.143 -0.032 

  (0.223) (0.200) (0.250) (0.211) (0.183) (0.183) (0.205) (0.208) 

 _cons -2.569*** -2.688*** -1.871*** -2.134*** 

-

1.605*** -0.295 -1.793*** -1.620*** 

  (0.499) (0.476) (0.514) (0.498) (0.433) (0.414) (0.436) (0.444) 

Agree or 

Satisfied 

Never insured      -0.633*** -0.002 -0.586 

      (0.230) (0.230) (0.383) 

 Age      -0.030*** 0.001 -0.001 

       (0.011) (0.005) (0.005) 

 Female      -0.366 -0.009 -0.033 

       (0.279) (0.120) (0.164) 

 Married      -0.247** -0.158 -0.391*** 

       (0.100) (0.153) (0.139) 

 Christian      -0.196 0.208 -0.192 

       (0.184) (0.184) (0.169) 

 Household Size      0.054 0.012 -0.033 

       (0.060) (0.045) (0.082) 

 Rural      -0.624** 0.088 -0.131 

       (0.279) (0.153) (0.176) 

 No. Facility Visit      0.070** 0.011 0.030 

       (0.029) (0.032) (0.048) 

 Primary Edu. plus      0.269** 0.197 0.360*** 

       (0.128) (0.132) (0.136) 

 Work      0.023 -0.329 -0.032 

       (0.183) (0.286) (0.208) 

 _cons      -0.618 -2.308*** -2.348*** 

       (0.594) (0.520) (0.575) 

 No. of Obs. 1085 1074 1070 1080 1036 1079 1084 1083 

Source: COHEiSION Project baseline survey (March 2012), N=1,903 household heads. Note: Standard errors in parenthesis are 

robust and corrected for clustering at the health facility level. *: p<0.10, **: p<0.05, ***: p<0.01  
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ABSTRACT 

Background 

Ghana’s National Health Insurance Scheme (NHIS) has achieved varying levels of 

enrolment within the 10 Regions of Ghana with different rural-urban populations with associated 

income inequalities. This study sought to investigate the differences in the determinants of 

enrolment between the Greater Accra (GAR) and Western (WR) regions of Ghana to inform the 

NHIS reforms. 

 

Method  

Data from 4,214 adults of 18 years and above from a household survey conducted in the 

two regions was analysed. A bivariate analysis (t-test for continuous and a Pearson chi-square for 

categorical) were performed to examine differences in respondents’ characteristics (socio-

economic and insurance enrolment) between the two Regions for the total, the urban and the rural 

samples. Logistic regression estimation was performed to identify the key determinants of 

enrolment and establish the differences in the determinants between the two Regions. 

 

Results 

Region of residence, sex, age, educational level, health status, wealth status and ownership 

of health facility were identified as key significant determinants of enrolment in both regions. 

Residents in the WR are more likely to enrol in the NHIS than those in the GAR. In terms of the 

mechanism of effect, health status and ownership of health facilities are the only determinants that 

differ in the mechanism of enrolment between the two Regions. Residents in urban WR with bad 

health status are more likely to enrol than those in the GAR. WR residents within the catchment 
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area of publicly owned health facilities are less likely to enrol than those within the catchment area 

of privately-owned health facilities in the GAR.  

 

Conclusion 

The mechanism of enrolment does not differ between the two Regions, but the socio-

economic and health systems characteristics are different which explains large parts of the 

differences in the NHIS enrolment between the ten Regions in Ghana. These regional intrinsic 

characteristics impact on the inhabitants’ ability to afford the insurance premium and hence the 

decision to enrol. Policymakers should determine the NHIS premium differently at the district and 

regional level based on socio-economic activities and income levels.  

 

Key words: Health Insurance, Determinants of Enrolment, Rural-urban, National Health 

Insurance Scheme, Ghana 
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BACKGROUND  

Health insurance has been recognized globally as one of the principal methods of financing 

healthcare to achieve universal coverage, particularly in low and middle-income countries. Many 

low and middle-income countries are currently exploring mechanisms for extending their health 

insurance schemes to specific groups and to eventually cover their entire populations [1, 2]. The 

2005 World Health Assembly resolution WHA 58.33 urged member states to ensure financial 

protection to all citizens, especially children and women of reproductive age and ‘to plan the 

transition to universal coverage of their citizens’ [2]. Given the high demand for healthcare 

services of appreciable quality and the extreme under-utilization of health services in several Sub-

Saharan African countries due to financial barriers, health insurance has been recommended as a 

promising alternative to other criticized financing systems like cost-recovery and user fees [2]. 

The expectation is that health insurance will improve access to quality healthcare through risk 

pooling of unforeseeable healthcare cost to fixed premiums [3]. In response to this call for 

developing countries to adopt healthcare financing mechanisms that remove financial accessibility 

barriers and strive towards the attainment of universal health coverage, Ghana implemented the 

National Health Insurance Scheme (NHIS) in 2004 to replace the ‘Cash and Carry’ system when 

patients have to pay out-of-pocket cash before receiving healthcare.  

The NHIS was established through an Act of parliament, Act 650 in 2003 as part of efforts 

to make the health goal within the Ghana Poverty Reduction Strategy (GPRS) achievable and to 

accomplish the targets set in the Health Sector Five-Year Programme of Work, 2002-2006 [4-6]. 

The vision of the NHIS was to ensure equitable access to acceptable quality package of essential 

healthcare to all residents of Ghana [4]. Act 650 was revised in 2012 and replaced with Act 852 to 

remove administrative bottlenecks, introduce transparency, and to reduce opportunities for 
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corruption and gaming of the NHIS system [7]. The scheme is financed mainly from the National 

Health Insurance Fund (NHIF). Cash inflow into the NHIF is from 2.5% of the 17.5% Value Added 

Tax (VAT), 2.5% of the 17.5% Social Security and National Insurance (SSNIT) contributions 

made by formal sector employees, member contributions from premium payments and monies that 

accrue to the fund from investments made by the NHIA Council. The Government of Ghana also 

allocated funds to the NHIF through parliament and other donor funds [4-6]. Membership of the 

NHIS involves payment of registration fee and insurance premium before an NHIS Identity Card 

is issued. Formal sector employees are exempted from payment of premium and therefore have to 

pay only the registration fee to enrol.  Informal sector workers have to pay the annual premium 

and registration fee (except those belonging to any of the exemption categories). Enrolment and 

financial contributions to the NHIS are legally mandatory by Act 852, but are in practice voluntary 

as there are no penalties for non-enrolment [7]. What actually pertains is that the mandatory 

enrolment and contribution only apply to formal sector employees who pay Social Security and 

National Insurance Trust (SSNIT) contributions. Informal sector workers who form the majority 

of the Ghanaian population have to voluntarily pay the registration fees and the premium to enrol 

in the NHIS. 

After more than a decade of implementation, the NHIS has made significant progress in 

extending health insurance to the people of Ghana. The active membership of the scheme increased 

from 1.3 million in 2005 to 10.15 million in 2013, representing 38% of the Ghanaian population 

[8]. There are, however, wide variations in enrolment coverage between the 10 regions with 

different rural and urban populations [8, 9]. The implementation of the NHIS has also seen a steady 

increase in outpatient utilization of healthcare services. Outpatients’ utilization increased from 

under five million in 2005 to approximately 24 million in 2012 [9]. 
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Ghana is considered as a rural country with approximately (49%) of the population living 

in rural areas with limited socio-economic opportunities [10]. Significant inequalities persist 

between the rural and urban areas in terms of availability of basic amenities and infrastructure such 

as water, sanitation and health facilities [10, 11]. In 2009, only about 10% of the urban population 

in Ghana lacked access to potable water as compared to 26% of the rural population. Whilst 18% 

of urban population had access to improved sanitation, only 7% of the rural population had 

improved sanitation [11]. Large income inequalities also exist between rural and urban populations 

in Ghana. The overall poverty rate per capita is 39% for rural areas and 10% for urban areas. The 

rural areas also have a severe poverty rate per capita of 25% as compared to 5% in urban areas 

[11]. Low productivity and poorly functioning markets for agricultural products have been cited 

as the main reason for the poverty gap between urban and rural Ghana [11]. The NHIS was 

therefore designed as a pro-poor initiative to ensure financial protection of the vulnerable in society 

including women and children in rural areas, with a graduation premium based on socio-economic 

status. However, in reality, premiums are generally flat rated at the district levels due to the general 

difficulty in classifying subscribers according to their relative socio-economic status [12].  

Several studies have examined the determinants of health insurance enrolment and 

identified economic factors, socio-demographic factors, place of residence, behavioural factors 

and household size as some of the important determinants. Income, employment, and wealth 

indexes are very important economic determinants of health insurance enrolment. Cameron et al 

[13], Asenso et al. [14], Sanhueza and Ruiz-Tagle [15] and Ying et al. [16], examined the 

relationship between income and health insurance. They all conclude that income predicts health 

insurance purchase. Economic theory shows that income has a fundamental influence on the 

decision to purchase health insurance as a ‘normal good’. Thus, higher income increases the 
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affordability of health insurance premium because at higher income, the opportunity cost of 

insurance purchase reduces [17, 18]. Other studies found that education and employment have 

direct positive correlation with health insurance enrolment [19 – 21]. 

Socio-demographic determinants of enrolment such as age, gender, education and marital 

status are often used to explain why some individuals may be employed, have high income and in 

high wealth index but still does not enrol in health insurance. Economic theory indicates that as 

individuals age, they experience depreciation in their health stock and tend to purchase health 

insurance as an investment in health to avoid catastrophic health expenditure in the event of ill 

health [22]. However, the empirical evidence on the effect of age on health insurance enrolment 

has presented inconsistent results. While Mwaura [23], Bhat and Jain [24], Kronick and Gilmer 

[25], Savage and Wright [26] and Ayitey et al. [27] found advanced age to increase the likelihood 

of health insurance enrolment, Ying et al [16], Jutting [25] and Brugiavini and Pace [29] found 

that being young increases the probability of health insurance enrolment. Other studies also found 

that higher level of education and being married also increases the likelihood of health insurance 

enrolment [14, 16, 23, 27, 29, 30]. A study by Muurinen [31] however reported a contrary finding 

that the highly educated are less likely to purchase health insurance and explained that highly 

educated people are likely to be healthier with low probability of risk, hence will have lower 

likelihood of health insurance enrolment. Studies by Butler [32] and Ayitey et al. [27] revealed 

that people who are employed and those in executive positions have a higher probability of health 

insurance enrolment. 

 The evidence on the effect of gender on health insurance enrolment has reported 

inconsistent findings. While Asenso et al [14] and Bourne and Kerr-Campbell [30] found that male 

headed households and being male increases the likelihood of health insurance enrolment, Ayitey 
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et al. [27], Jutting [28] and Mwaura [23] found that female headed households and females are 

more likely to enrol in health insurance. The literature is, however, emphatic that married couples 

are more likely to enrol in health insurance [27, 33]. Similarly, larger household sizes have been 

reported to significantly increase the probability of health insurance enrolment [27, 34-35]. 

Religion has also been reported as a significant predictor of health insurance enrolment [36]. 

Again, the empirical evidence on the effect of residential locality on health insurance 

enrolments has been inconsistent. While some studies found little or no difference in rural-urban 

health insurance enrolment [36, 37], others found residential remoteness (rural areas) to be a 

significant determinant of health insurance enrolment [38-44].  Yet, other studies also found urban 

locality of residence to be a significant determinant of health insurance enrolment [14, 17, 45 - 

49]. In terms of effect of health status and frequency of health facility visits on health insurance 

enrolment, the empirical evidence shows that individuals who are ill are more likely to enrol in 

health insurance and so are those who make more health facility visits [1, 27, 50]. 

From the evidence available in the literature, it can be deduced that the demographic 

characteristics of the inhabitants and the socio-economic differences that exist within the rural and 

urban areas and between the different regions of Ghana may be responsible for the observed 

differences in health insurance enrolment in the regions. Although several studies have been 

conducted to identify the determinants of health insurance enrolment in Ghana [12, 14, 20, 21, 27, 

29, 34, 36, 44], to the best of my knowledge, no study has specifically examined the differences 

in these determinants between rural and urban communities and between the different Regions of 

the country. This paper seeks to contribute to the broader understanding of determinants of health 

insurance enrolment in resource constraint settings. The paper compares the determinants of 

enrolment in two regions that are geographically similar but socio-economically different. The 
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paper specifically assesses the differences in determinants of NHIS enrolment between the two 

Regions for the total samples, the urban sample and finally the rural sample. This study will be 

relevant to policy makers as it will deepen their understanding of the factors that influence the 

decision to enrol in the NHIS differently in the different Regions. This knowledge is expected to 

help policy makers decide on the best strategies to adopt to increase health insurance enrolment in 

the current era of NHIS reforms.  

 

METHODS 

Study Settings 

This study uses data from the Client-oriented Health Insurance System in Ghana 

(COHEiSION) Project baseline survey that was conducted in the Greater Accra (GAR) and 

Western (WR) Regions of Ghana in April 2012. These two coastal regions have similarities and 

differences as far as rural and urban populations and socio-economic activities are concerned. 

Table 1 presents the differences and similarities between the Greater Accra and Western Regions. 

These two Regions were purposively selected to provide rural/urban as well as socio-economic 

differences that are of interest to the study and that allow the assessment of their impact on health 

insurance enrolment.  
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Table 1: Geographical and Socio-economic Comparison of Study Regions 

Description Greater Accra Region Western Region 

Topography Coastal region Coastal region 

Total Population 4,010,054 2,376,021 

Percentage rural Population 9.5% live in rural areas 57.6% live in rural areas 

Percentage urban population 90.5% live in urban areas 42.4% live in urban areas 

Jobs of inhabitants in Urban Areas Mainly engaged in white collar 

jobs (Government Ministries, 

Departments and Agencies; 

manufacturing and large-scale 

businesses) 

Few are engaged in white collar 

jobs. Mainly engaged in small 

scale businesses (retailing)  

Economic activities in rural areas Predominantly fishermen, 

farmers, small scale salt 

producers and some small-scale 

miners 

Predominantly fishermen, 

farmers, small scale salt 

producers and some small-scale 

miners 

Regional poverty incidence 12% 18% 

NHIS coverage 25.6% 32.2% 

Source: 2011 NHIA Annual Report [9]; 2010 Population and Housing Census [10] and Gender 

Inequalities in Rural Employment in Ghana: An Overview [11]. 

 

Data Source 

This study uses primary data from the baseline survey of COHEiSION project. Data were 

collected from 1,920 randomly selected households within a 10-kilometre radius of selected 

primary healthcare facilities in the two Regions. Respondents were sampled through a multistage 

sampling strategy. First 16 (8 in each region) districts with the same or almost same characteristics 

such as total population, NHIS enrolment coverage, total number of accredited health 

centres/clinics and urban or rural categorization were selected for the project. Sixty-four (32 in 
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each region) clusters of NHIS accredited primary healthcare facilities were then selected from the 

selected districts on the basis of their ownership (public/private), location (rural/urban) and NHIS 

accreditation quality scores. Subsequently, 30 households were randomly sampled from within a 

10-km radius of each selected primary healthcare facility. This sampling process ensured that a 

selected facility is the only primary healthcare facility within the 10km radius catchment area. It 

also satisfied the randomized controlled trial design of the COHEiSION project that required equal 

number of intervention and control health facilities. Respondents were contacted for the interview 

in April 2012. A semi-structured questionnaire was used to collect information on respondents’ 

socio-demographics, social capital and social schemas, employment status, health status and 

healthcare utilization behaviour, NHIS enrolment status, consumption expenditure patterns and 

dwelling characteristics. In total, data on 7,097 household members were generated from the 

survey. This paper analyses data on 4,214 individuals who were 18 years and above.  

 

Theoretical Framework 

The Expected Utility Theory of demand for Insurance under conditions of uncertainty and 

risk aversion by Von Neuman and Morgenstern contends that health insurance enrolment decision 

is one of a discrete choice to enrol or not [51]. The theory assumes that individuals are risk averse 

and make choices between taking risk with different implications on wealth. Thus, at the time of 

health insurance enrolment decision, individuals are uncertain about whether they will be ill or not 

and also of the financial implications should they become ill. Individuals enrol in health insurance 

to protect themselves from catastrophic health expenditures in the event of ill health. The 

expectation is that in the event of ill health, the cost of treatment will be covered by the health 

insurance and in most instances, this cost is more than the health insurance premium paid, 
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representing a gain.  The decision to enrol is therefore arrived at by comparing the expected utility 

with health insurance to expected utility without health insurance. Risk averse individuals prefer 

to pay a certain known amount as health insurance premium to uncertain amounts of the same 

expected utility in the event of ill health [52-54]. According to the expected utility theory, the 

demand for health insurance by risk averse individuals to avoid the risk of wealth loss should be 

higher than risk neutral individuals who are indifferent about health insurance enrolment and risk 

loving individuals who would not want to purchase health insurance [55, 56]. This paper will rely 

on the expected utility theory to understand the determinants of enrolment in the NHIS in Ghana. 

 

Empirical Model 

The focus of this study is to model the likelihood to enrolling in health insurance as a 

function of other explanatory variables. The logit model is employed in the empirical estimation. 

The maximum likelihood method is used to estimate the parameters [27]. The functional model 

for the determinants of health insurance enrolment can be formulated as follows: 

𝐻∗ = 𝑓(𝐷, 𝐿, 𝐼)            (1) 

Where, 

𝐻∗ = NHIS status of the individual 

D   = Demographic characteristics of the individual 

L   = Health status of the individual 

I   =   Individual’s income 

When the logit model is applied to equation (1), it can be expressed as: 

𝐿𝑜𝑔𝑖𝑡 (𝐻∗)  =  𝛽0  +  ∑ 𝛽𝑗
𝑘
𝑖,𝑗 =1 𝑋𝑖  +  𝜀𝑖𝑗      (2) 
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The assumption with the logit mode is that there is a continuous latent variable y* that 

determines enrolment in the NHIS. Thus, if y* is positive, then the individual will enrol in the 

NHIS and the observed binary outcome is one (1), otherwise the outcome is zero (0). The latent 

variable y* is therefore modelled by a linear regression function of the individual [27].  

Other demographic, socio-economic, health status characteristics of respondents and 

characteristics of the health facilities that empirical evidence suggest can influence health 

insurance enrolment were included in the estimation as explanatory variables. The explanatory 

variables included are age, gender, religion, marital status, household size, educational level, 

employment status, wealth status (a 5-quintile proxy measure for annual food and non-food 

household consumption expenditure per capita), health status, private/public health facility and 

time taken to move from home to the nearest health facility. The estimable equation is therefore 

formulated as: 

𝑁𝐻𝐼𝑆𝑠𝑡𝑎𝑡𝑢𝑠 = 𝛽0 +  𝛽1𝑓𝑒𝑚𝑎𝑙𝑒 + 𝛽2𝑎𝑔𝑒 + 𝛽3𝑛𝑒𝑣𝑒𝑟𝑚𝑎𝑟𝑟𝑖𝑒𝑑 + 𝛽4𝑜𝑡ℎ𝑒𝑟𝑟𝑒𝑙𝑖𝑔𝑖𝑜𝑛 +

𝛽5𝐻ℎ𝑠𝑖𝑧𝑒 + 𝛽6𝑛𝑜𝑓𝑜𝑟𝑚𝑎𝑙𝑒𝑑𝑢 + 𝛽7𝑢𝑛𝑒𝑚𝑝𝑙𝑜𝑦𝑒𝑑 + 𝛽8𝑝𝑜𝑜𝑟ℎ𝑒𝑎𝑙𝑡ℎ𝑠𝑡𝑎𝑡𝑢𝑠 +

𝛽9𝑝𝑜𝑜𝑟𝑒𝑠𝑡𝑤𝑒𝑎𝑙𝑡ℎ +  𝛽10𝑑𝑖𝑠𝑡𝑡𝑜𝑓𝑎𝑐𝑖𝑙𝑖𝑡𝑦 + 𝛽11𝑝𝑢𝑏𝑙𝑖𝑐   

    (4) 

Measurement of Variables 

Current enrolment in the NHIS is defined as the dependent variable of interest for this 

study. It assumes a value of 1 if the individual is currently enrolled in the scheme otherwise 0. The 

Ghana Statistical Service (GSS), 2010 Population and Housing Census classification of rural and 

urban areas was used to classify individuals as living in either rural or urban area [4]. According 

to this classification, five (Ablekuma, Ayawaso, Tema, Kpeshie and Okaikoi) out of the eight 

selected districts in the Greater Accra Region are urban districts and the remaining three (Dangme 
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East, Dangme West and Ga West) are rural districts. It also classified five (Bia, Amenfi East, 

Wassa West, Jomoro, and Ahantaman) out of the eight selected districts in the Western Region as 

rural and three (Amanfiman, Sekondi and Takoradi) as urban districts. Thus, individuals living in 

these districts were by extension classified as living in either a rural or urban area. 

Table 2 summarizes the dependent and independent variables used in the analysis and how 

they were measured. Estimating individuals’ income in developing countries is difficult and 

unreliable because most people are reluctant to disclose their true income. A five-quintile wealth 

status was therefore computed from household food and non-food consumption expenditure as a 

proxy for income levels and used in the regression estimation. Again, due to the inability of 

respondents to accurately determine the distance in kilometers from their home to the nearest 

primary healthcare facility, time taken in minutes to move from home to the nearest primary 

healthcare facility was used as a proxy to measure distance from home to health facility. 

 

Data Analysis  

In analysing the data, 4,214 adults for the age cohort of 18 years and above was used. First 

descriptive statistics was used to present respondents proportion/average demographic and socio-

economic characteristics in the two regions for the total, urban and rural samples. 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. Finally, logistic regression estimations were 

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

urban and rural sample. Respondents who were enrolled in private insurance schemes other than 
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the NHIS were not excluded from the regression estimation because they were very few less than 

0.02% of the sample. 

Table 2: Measurement of Variables 

 

 

 

 

 

 

Dependent Variable Operational Measurement 

Health insurance enrolment 

NHIS enrolment 

0=Uninsured and 1=Insured  

0=currently uninsured and 1=currently insured 

Key Independent Variable Operational Measurement 

Region of Residence 0=Greater Accra Region and 1=Western Region 

Rural-urban location 0=Urban and 1=Rural 

Type of health insurance 

enrolment 

0=Other insurance and 1=Enrolled in NHIS, conditional on being 

insured  

Age Continuous positive whole numbers in years 

Sex 0=Female and 1=Male 

Marital Status 1=Never married, 2=Married and 3= Divorced/Widowed 

Religion 0=Other religion and 1=Christian 

Household size Continuous positive whole numbers of the number of household 

members 

Educational Level  1=No education, 2=Basic education and 3=Secondary education 

and above 

Employment Status 0=Unemployed and 1=Employed 

Type of Employment 0=part-time employment and 1=Full-time employment, 

conditional on being employed 

Occupation 1=Farmer, 2=Artisan/Trader, 3=Labourer/Casual, 

Managerial/Professional, 5=Business Owner 

Annual Income Amount earned measured in Ghana Cedi 

Wealth Status 1=poorest; 2=poor; 3=average; 4=rich and 5=richest (per capita 

household food and non-food consumption expenditure) 

Frequency of health facility visits Continuous positive whole numbers of the number of health 

facility visits within the last 6 months prior to the survey 

Self-reported Health Status 1=Bad health, 2=Fair health and 3=Good Health 

Time taken from home to facility Continuous positive whole numbers of the time in minutes it 

takes to move by road from home to nearest health facility 

Ownership of Health Facility 0=Private and 1=Public 
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RESULTS 

Characteristics of Respondents 

Table 3 presents respondents’ demographic, socio-economic and health status 

characteristics by rural and urban areas in the total, GAR and WR samples. The average age in the 

total sample is 38 years. The average age in the GAR is slightly higher (39 years) than their WR 

(37 years) counterparts. Urban adults in the GAR are older (39 years) than urban adults in the WR 

(37 years). Similarly, rural adults in the GAR are older (38 years) than rural adults in the WR (36 

years). There are more females (56%) in the total sample than males. Similarly, there are more 

females than males in the GAR (57%) and WR (56%) respectively.  
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Table 3: Characteristics of Respondents by Rural and Urban Area in the Two Regions 

Source: COHEiSION Project Baseline Survey of 2012. GAR=Greater Accra Region; WR=Western region.  

    Total Sample (N=4214) Greater Accra Region (N=2187) Western Region (N=2027) 

    

Mean 

(N=4214) 

Urban 

(N=2171) 

Rural 

(N=2043) 

Mean 

(N=2187) 

Urban 

(N=1407) 

Rural 

(N=780) 

Mean 

(N=2027) 

Urban 

(N=764) 

Rural 

(N=1263) 

Mean Age 
 

37.74 38.61 36.81 38.61 39.26 37.98 36.59 37.43 36.09 

Sex (%) Female 56.29 56.06 56.53 56.65 56.15 57.56 55.90 55.89 55.90 

 Male 43.71 43.94 43.47 43.35 43.85 42.44 44.10 44.11 44.10 

Marital Status (%) Never Married 34.77 36.99 32.40 37.27 38.59 34.87 32.07 34.03 30.88 

 Married 45.80 44.45 47.23 43.26 42.08 45.38 48.54 48.82 48.38 

 Divorced 3.65 3.64 3.67 3.20 3.55 2.56 4.14 3.80 4.35 

 Separated  3.63 3.78 3.48 3.70 3.84 3.46 3.55 3.66 3.48 

 Widow/Widower 6.45 0.07 5.87 6.90 7.11 6.54 5.97 6.81 5.46 

 Living Together 5.70 4.15 7.34 5.67 4.83 7.18 5.72 2.88 7.44 

Religion (%) Other Religion 10.39 9.44 11.40 10.52 10.31 10.90 10.26 7.85 11.72 

 Christian 89.61 90.56 88.60 89.48 89.69 89.10 89.74 92.15 88.28 

Mean Household Size  4.5 4.4 4.6 4.4 4.3 4.5 4.6 4.4 4.7 

Educational Level (%) No Education 13.69 9.95 17.67 10.75 7.18 17.18 16.87 15.05 17.97 

 Basic Education 52.06 47.31 57.12 50.80 45.70 60.00 53.43 50.26 55.34 

 Secondary Educ. and above 34.24 42.75 25.21 38.45 47.12 22.82 29.70 34.69 26.68 

Employment (%) Not Employed 30.45 33.12 27.61 32.14 34.47 27.95 28.61 30.63 27.40 

 Employed 69.55 66.88 72.39 67.86 65.53 72.05 71.39 69.37 72.26 

Type of Employment (%) 

(N=2931) 
Part-time 

1.71 2.13 1.28 2.09 2.60 1.25 1.31 1.32 1.31 

 Full-Time 98.29 97.87 98.72 97.91 97.40 98.75 98.69 98.68 98.69 

Occupation (%) (N=1931) Farmer 18.85 10.22 27.34 8.41 3.44 16.76 29.40 22.01 33.63 

 Artisan/Trader 46.85 49.05 44.69 51.95 51.94 51.96 41.70 44.02 40.38 

 Labourer/Casual Worker 7.83 8.67 7.01 8.07 8.10 8.01 7.59 9.65 6.42 

 Managerial/Professional 18.46 22.41 14.57 20.79 24.20 15.08 16.10 19.35 14.27 

 Business Owner 8.01 9.68 6.28 10.78 12.32 8.19 5.20 5.02 5.31 

Wealth Status (%) Poorest 17.56 11.56 23.94 12.53 8.53 1974 22.99 17.15 26.52 

 Poor 17.13 15.02 19.38 15.96 14.14 19.23 18.40 16.62 19.48 

 Average 19.06 19.81 18.26 18.98 18.91 19.10 19.14 21.47 17.74 

 Rich 22.19 24.74 19.48 22.95 23.95 21.15 21.36 26.18 18.45 

 Richest 24.06 28.88 18.94 29.58 34.47 20.77 18.11 18.59 17.81 

Average Annual Income  2340.76 2470.33 2203.07 2470.33 2256.41 2413.73 2371.23 2864.29 2072.97 

Health Status (%) Bad Health 4.77 4.65 4.89 5.21 5.90 3.97 4.29 2.36 5.46 

 Fair Health 8.66 8.01 9.35 9.33 9.10 9.74 7.94 6.02 9.11 

 Good Health 86.57 87.33 85.76 85.46 85.00 86.28 87.77 91.62 85.43 

Ownership of Facility (%) Private 39.44 20.73 59.32 38.45 18.62 74.23 40.50 24.61 50.12 

 Public 60.56 79.27 40.68 61.55 81.38 25.77 59.50 75.39 49.88 

Time to Health Facility   12.43 12.64 12.19 12.64 10.46 12.63 13.75 16.68 11.92 
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There are more married respondents (46%) in the total sample, the GAR (43%) and WR 

(49%) respectively than the other categories of marital status. There are, however, more married 

couples in both urban (49%) and rural (48%) WR than in urban and rural GAR. The majority 

(90%) of respondents in the total sample, GAR (89%) and WR (90%) are Christians. There are, 

however, slightly more Christians in urban WR (92%) than urban GAR (90%); while rural GAR 

(89%) has more Christians than rural WR (88%).  

There are approximately 4.5 members per household in the total sample, 4.4 members in 

GAR and 4.6 members in WR respectively. Urban GAR and urban WR have the same household 

size of 4 members. The average household size in urban WR (4.4) is more than the average 

household size in urban GAR (4.3). Similarly, the average household size in rural WR (4.7) is 

more than the average household size in rural GAR (4.5). More than half of respondents in the 

total sample (52%), GAR (51%) and WR (53%) have completed basic level of education. The 

proportion of adults with basic level of education in urban GAR (46%) is less than their urban WR 

(50%) counterparts. The majority of respondents in the total sample (70%), GAR (68%) and WR 

(71%) are gainfully employed. Those employed in urban WR (69%) are more than those in urban 

GAR (66%). However, both rural GAR and rural WR have equal proportion of 72% employed 

adults.  Almost all (more than 98%) of the employed adults in the total sample, GAR and WR are 

in full-time employment. Of those employed, 47% in total, 52% in GAR and 42% in WR samples 

are artisans/traders. There are more traders/artisans in urban GAR (52%) than urban WR (44%). 

Similarly, there are more artisans/traders in rural GAR (52%) than rural WR (40%).  

The richest wealth quintile had the highest proportion of 24% of respondents in the total 

sample and 30% in GAR than other wealth quintile. However, in the WR, the highest proportion 

of 23% of respondents are in the poorest wealth quintile. The proportion of respondents in the 
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poorest wealth quintile in urban GAR (8%) is far smaller than their urban WR (17%) counterparts. 

Conversely, the proportion of respondents in the richest wealth quintile in rural GAR (34%) is 

much higher than their rural WR (18%) counterparts. The majority of respondents in the total 

sample (87%), GAR (85%) and WR (88%) indicated that they are of good health. The average 

annual income from all sources for respondents in the total sample is GH₵2,340.76, GAR 

(GH₵2,470.33) and WR (GH₵2,371.23).  Whilst average annual income level in urban WR 

(GH₵2,864.29) is higher than urban GAR (GH₵2,256.41), average annual income in rural GAR 

(GH₵2,413.73) is higher than their rural WR (GH₵2,072.97) counterparts. The proportion of 

urban respondents in WR (92%) with good health status is more than their urban GAR (85%) 

counterparts. Conversely, the proportion of respondents in rural GAR (86%) with good health 

status is more than their rural WR (85%) counterparts. Most (61%) of health facilities in the total 

sample, GAR (62%) and WR (60%) were public owned facilities. While urban GAR has more 

private (74%) than public (26%) health facilities, urban WR has approximately equal (50%) 

private and public health facilities. On the average, it takes approximately 12 minutes to move 

from home to the nearest health facility in the total sample, 13 minutes in GAR and 14 minutes in 

the WR. It takes less time to get to the health facility in urban GAR (10 minutes) than urban WR 

(17 minutes). However, it takes more time to get to the health facility in rural GAR (13 minutes) 

than in rural WR (12 minutes). 

 

Regional Differences in Characteristics by Rural and Urban Samples 

Table 4 presents the bivariate analysis of health insurance enrolment and other explanatory 

variables between the two regions for the total, urban and rural samples. The WR has a higher 

(46.9%) health insurance coverage than the GAR (36.1%) in the total sample. Health insurance 
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coverage in the urban sample is higher for WR (47.6%) than the GAR (36.9%). Similarly, in the 

rural sample, health insurance coverage is higher in the WR (46.6%) than the GAR (34.6%). These 

differences in insurance coverages are statistically significant at the 90% confidence interval.  In 

terms of type of health insurance, the WR (95.3%) has a higher NHIS coverage than the GAR 

(91.4%) in the total sample. The WR also has higher NHIS coverages for the urban (96.9%) and 

rural (94.2%) samples respectively.  

The average age of respondents in the GAR (39 years) is significantly higher than the WR 

(37 years) in the total sample. There is no statistically significant difference in the average age of 

respondents in the GAR and WR for the urban sample. The average age of respondents in the GAR 

was found to be statistically significantly higher (38 years) than the WR (36 years) for the rural 

sample. 

There are slightly more females in the GAR than the WR the in the total (56.7%), urban 

(56.2%) and rural (57.6%) samples respectively. There are more married respondents in the WR 

than the GAR, for the total (48.5%), urban (48.8%) and rural (48.4%) samples respectively as 

shown in Table 4.  

The proportion of respondents with basic level education is significantly higher in the WR 

(53.4%) than the GAR (50.8%) in the total sample.  Similarly, in the urban sample, the proportion 

of respondents with basic level education is higher in the WR (50.3%) than the GAR (45.7%). 

However, in the rural sample, the proportion of respondents with basic level education in the GAR 

(60.0%) was slightly higher than those in the WR (55.3%).  

In terms of health status, there is no statistically significant difference in the proportion of 

respondents in the different categories of health status between the GAR and WR for the total and 

rural samples. The GAR however, has higher proportions of bad (5.9%) and fair (9.1%) health 
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status categories than the WR in the urban sample.  The proportion of respondents in the richest 

wealth quintile is significantly higher in the GAR (29.6%) than the WR (18.1%) in the total sample.  

Similarly, the proportion of respondents in the richest wealth quintile is significantly higher in the 

GAR (34.5%) than the WR (18.6%) in the urban sample. There is, however, no statistically 

significant difference in wealth status categories between the GAR and WR in the rural sample. 

There are no statistically significant differences between the GAR and WR in terms of 

religion, employment, health facility ownership and average time to health facility either for the 

total, urban or rural samples. 
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Table 4: Bivariate of Health Insurance, Independent Variables by Regional & Rural/Urban  

   Total Sample (N=4214) Urban (N=2171) Rural (N=2043) 

   

GAR 

(N=2171) 

WR 

(N=2043) p-value 

GAR 

(N=1407) 

WR 

(N=764) P-value 

GAR 

(N=780) 

WR 

(N=1263) 

P-

value 

Health Insurance Enrolment          

 Uninsured (%) 63.88 53.03 0.000*** 63.04 52.36 0.004** 65.38 53.44 0.019* 

 Insured (%)6 36.12 46.97  36.96 47.64  34.62 46.56  
Type of Health Insurance           

 Other Health Insurance (%) 8.61 4.73 0.032* 9.04 3.02 0.024* 7.78 5.78 0.429 

 NHIS (%) 91.39 95.27  90.96 96.98  92.22 94.22  
Average Age 38.79 36.59 0.002** 39.26 37.43 0.078 37.97 36.09 0.051* 

Sex          

 Females (%) 56.65 55.90 0.601 56.15 55.89 0.892 57.56 55.90 0.446 

 Males (%) 43.35 44.10  43.85 44.11  42.44 44.10  
Marital Status          

 Never Married (%) 37.27 32.07 0.124 38.59 34.03 0.303 34.87 30.88 0.442 

 Married (%) 43.26 48.54  42.08 48.82  45.38 48.38  

 Divorced (%) 3.20 4.14  3.55 3.79  2.56 4.36  
 Separated 3.70 3.55  3.84 3.67  3.46 3.48  

 Widow/Widower 6.90 5.97  7.11 6.81  6.54 5.46  

 Living Together 5.67 5.72  4.83 2.88  7.44 7.44  

Religion          

 Other Religion (%) 10.52 10.26 0.889 10.31 7.85 0.260 10.90 11.72 0.786 

 Christian (%) 89.48 89.74  89.69 92.15  89.10 88.28  
Average Household Size 4.4 4.6 0.252 4.3 4.4 0.655 4.5 4.7 0.519 

Educational Level          

 No Education (%) 10.75 16.87 0.009** 7.17 15.05 0.006** 17.18 17.97 0.408 

 Basic Education (%) 50.80 53.43  45.70 50.26  60.00 55.34  

 

Secondary Edu. & above 

(%) 38.45 29.70  47.12 34.69  22.82 26.68  
Employment          
 Unemployed (%) 32.14 28.61 0.122 34.47 30.63 0.263 27.95 27.40 0.857 

 Employed (%) 67.86 71.39  65.53 69.37  72.05 72.60  
Health Status          

 Bad Health (%) 5.21 4.29 0.324 5.90 2.36 0.005** 3.97 5.46 0.493 

 Fair Health (%) 9.33 7.94  9.10 6.02  9.74 9.11  

 Good Health (%) 85.46 87.77  85.00 91.62  86.28 85.43  
Wealth Status           

 Poorest (%) 12.53 22.99 0.000*** 8.53 17.15 0.005** 19.74 26.52 0.482 

 Poor (%) 15.96 18.40  14.14 16.62  19.23 19.48  

 Average (%) 18.98 19.14  18.91 21.47  19.10 17.74  

 Rich (%) 22.95 21.36  23.95 26.18  21.15 18.45  

 Richest (%) 29.58 18.11  34.47 18.59  20.77 17.81  
Ownership of Facility          

 Private (%) 38.45 40.50 0.869 18.62 24.61 0.696 74.23 50.12 0.204 

 Public (%) 61.55 59.50  81.38 75.39  25.77 49.88  
Average Time to Health 

Facility 11.2 13.8 0.106 10.5 16.7 0.018* 12.6 11.9 0.761 

Source: COHEiSION Project Baseline Survey of 2012. For continuous variables, means are reported, and significant 

test is based on t-test whiles for categorical variables percentages are reported and significant test is based on Chi-

square test.; Note; * p< 0.05; ** p<0.01; ***p< 0.001 

                                                 
6 The insurance rates reported here a substantially higher than those reported by the NHIA in Table 1 due to annual 

increases since the NHIA reported figures are for year 2011 and the survey was conducted in 2012. 
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Determinants of Health Insurance Enrolment 

Table 5 presents the logistic regression estimations of the determinants of enrolment for 

the total, urban and rural samples. The results indicate that Region of residence, sex, age, 

educational level, health status, wealth status and ownership of nearest primary health facility are 

significant determinants of enrolment at varying extents for the total, urban and rural samples.  For 

the total sample, respondents living in the WR are 1.94 times significantly more likely to enrol 

than those living in the GAR. Similarly, in the urban samples, respondents living in the WR are 

2.16 times significantly more likely to enrol than those living in GAR. Although in the rural 

sample, respondents in the WR are 1.19 times more likely to enrol than those in the GAR, this 

finding is statistically insignificant. Females are significantly more likely to enrol than males in all 

the samples (total, urban and rural) These findings are consistent with findings by Mwaura [23], 

Ayitey et al. [27] and Jutting et al. [28].  

Age also impacts positively on health insurance enrolment. The results show that a 1-year 

increase in age significantly increases the odds of enrolment in the total, rural and urban samples. 

These findings are consistent with findings by Bhat and Jain [24]; Kronick and Gilmer [25]; 

Savage and Wright [26]; and Ayitey et al. [27].   

The results also show that an individual’s level of education influences the insurance 

enrolment decision. The highly educated (secondary level education and above) are significantly 

more likely to enrol than those with little or no education in the total and rural samples. For the 

total and rural samples, having secondary level education and above significantly increases the 

likelihood of enrolment by 1.59 times and 1.83 times respectively. For the urban sample, although 

the results show that secondary level education and above increases the odds of enrolment by 1.59 

times, this finding is statistically insignificant at the 90% confidence interval. These findings are 
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consistent with findings by Asenso Okyere et al. [14], Ayitey et al. [27] and Brugiavini and Pace 

[29]. 

In terms of health status, individuals of good self-reported health status are significantly 

less likely to enrol than those of bad self-reported health status in the total (OR=0.58) and urban 

(OR=0.43) samples. Although the rural (OR=0.78) sample had similar result, it is statistically 

insignificant. Ayitey et al. [27] reported similar findings of the effect of self-reported health status 

on NHIS enrolment. 
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Table 5: Determinants of Health Insurance Enrolment  

Source: COHEiSION Project Baseline Survey of 2012. Note: Adjusted odds ratio are reported with 

reference categories: Region (Western region); Age (1 year increase in age); Sex (Female); Marital status 

(Never Married); Religion (Other Religion); Household size (Increase of 1 person); Educational level (No 

Formal Education); Employment (Unemployed); Health Status (Bad Health Status); Wealth status 

(Poorest); Travel time (1 minute increase in travel time); Facility ownership (Private); Missing values are 

excluded from the analyses. Note: * p< 0.05; ** p<0.01; ***p< 0.001 

 

Independent Variables 

Adjusted Odds Ratio 

Total Sample Urban Sample Rural Sample 

(1) (2) (3) 

Region Western 1.94*** (1.73-2.19) 2.16*** (1.82-2.56) 1.19 (0.94-1.54) 

Sex Males 0.59*** (0.51-0.68) 0.65*** (0.53-0.81) 0.51*** (0.42-0.63) 

Age 
 

1.02*** (1.01-1.03) 1.02*** (1.01-1.03) 1.02*** (1.01-1.03) 

Marital Status Never Married 1.00 1.00 1.00 

 
Married/living together 1.19 (0.96-1.49) 1.03 (0.81-1.32) 1.38 (0.91-2.07) 

 
Divorced/Separated/Widow 0.83 (0.61-1.12) 0.74 (0.50-1.09) 0.86 (0.52-1.43) 

Religion Christian 1.08 (0.78-1.48) 1.19 (0.81-1.75) 0.92 (0.57-1.49) 

Household Size 
 

1.06 (0.99-1.12) 1.08 (1.00-1.17) 1.04 (0.95-1.14) 

Educational Level No Formal Education 1.00 1.00 1.00 

 Basic Education 1.07 (0.85-1.35) 1.26 (0.81-1.96) 0.99 (0.78-1.25) 

 
Secondary Edu. & Above 1.59*** (1.20-2.12) 1.59 (0.97-2.62) 1.83*** (1.29-2.59) 

Employment Employed 0.81 (0.67-0.99) 0.81 (0.61-1.08) 0.82 (0.61-1.10) 

Health Status Bad Health 1.00 1.00 1.00 

 Fair Health 0.77 (0.48-1.24) 0.62 (0.34-1.16) 0.92 (0.47-1.79) 

 
Good Health 0.58* (0.36-0.94) 0.43** (0.24-0.77) 0.78 (0.39-1.53) 

Wealth Status Poorest 1.00 1.00 1.00 

 Poor 1.18 (0.79-1.77) 1.29 (0.66-2.57) 1.06 (0.64-1.75) 

 
Average 1.23 (0.85-1.78) 1.03 (0.52-2.04) 1.45 (0.95-2.22) 

 
Rich 1.57* (1.04-2.38) 1.82 (0.88-3.76) 1.22 (0.75-1.99) 

 
Richest 1.93*** (1.33-2.81) 1.81* (0.91-3.59) 2.09*** (1.37-3.17) 

Travel time to Facility 0.99 (0.98-1.01) 0.99 (0.99-1.01) 0.99 (0.98-1.01) 

Facility Ownership  Public 0.84*** (0.76-0.93) 1.00 (0.88-1.14) 0.89 (0.79-1.02) 

Constant 
 

0.22*** (0.11-0.45) 0.19*** (0.07-0.47) 0.34** (0.13-0.87) 

Pseudo R-squared 
 

0.089 0.085 0.107 

No. of Observation   3974 2072 1902 
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The results further show that wealth status is a significant determinant of insurance 

enrolment. Respondents in the richest wealth quintile are 1.93, 1.81 and 2.09 times significantly 

more likely to enrol than those in the poorest wealth quintile for the total, urban and rural samples 

respectively. These findings are also consistent with findings by Ayitey et al. [27] and Fowler et 

al [50].  

The ownership of the nearest NHIS accredited primary healthcare facilities is another 

significant determinant of insurance enrolment. Individuals who live within the catchment area of 

publicly owned primary health facility are significantly less likely to enrol than those who live 

close to privately owned facilities for the total sample (OR=0.84).  

 

Differences in the Determinant of Health Insurance Enrolment between GAR and WR 

Table 6 presents the logistic regression estimations of the differences in the determinant of 

enrolment between the GAR and WR. To do this, interaction variables of the independent variables 

and regional dummy were added to the estimation to ascertain the differences in these determinants 

for the total, urban and rural samples. Respondents in the WR are 1.63 time more likely to enrol 

in the NHIS in the total sample than those in the GAR, conditional on all the other explanatory 

variables. However, in the rural and urban samples, respondents from the WR were less likely to 

enrol as compared to those in the GAR. These findings were, however, statistically insignificant. 

In terms of the differences in the mechanisms of the determinants of enrolment, not many 

significant differences were found between the GAR and the WR except in health status and health 

facility ownership. Respondents of bad self-reported health status in urban WR are 10.05 times 

significantly more likely to enrol than those of bad self-reported health status in the GAR. 
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Respondents who live within the catchment area of publicly owned health facilities in the Western 

Region are 0.48 times significantly less likely to enrol than those who live within the catchment 

area of publicly owned health facilities in the GAR. 

 

DISCUSSION  

The study assessed the differences in determinants of NHIS enrolment among adults in the 

GAR and the WR in Ghana. Very little differences were found in the mechanisms of determinants 

of enrolment between the two regions. The only differences are that respondents of bad self-

reported health status in urban WR are 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 are 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. These identified 

determinants, therefore, make big differences in the decision to enrol in health insurance in both 

regions.  
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Table 6: Determinants of Health Insurance Enrolment with Regional Dummy Interaction 

Source: COHEiSION Project Baseline Survey of 2012. Note: Adjusted odds ratio are reported with 

reference categories indicated with an OR=1.00. The independent variables are interacted with a region 

dummy (WR=Western Region). Note: * p< 0.05; ** p<0.01; ***p< 0.001 

 

Independent Variables 

Adjusted Odds Ratio 

Total Sample Urban Sample Rural Sample 

(1) (2) (3) 

Region Western 1.63 (0.47-5.63) 0.89 (0.15-5.45) 0.38 (0.05-2.87) 

Sex Males 0.64*** (0.52-0.79) 0.74* (0.57-0.97) 0.46*** (0.34-0.63) 

Age  1.02*** (1.01-1.03) 1.02*** (1.01-1.03) 1.01*** (1.00-1.03) 

Marital Status Never Married 1.02 1.00 1.00 

 Married/living together 1.27 (0.93-1.74) 1.14 (0.83-1.57) 1.60 (0.78-3.31) 

 Divorced/Separated/Widow 1.05 (0.67-1.64) 0.96 (0.61-1.51) 1.22 (0.43-3.52) 

Religion Christian 1.03 (0.78-1.48) 1.20 (0.68-2.12) 0.68 (0.30-1.54) 

Household Size  1.03 (0.97-1.64) 1.03 (0.94-1.13) 1.03 (0.93-1.15) 

Educational Level No Formal Education 1.00 1.00 1.00 

 Basic Education 0.89 (0.62-1.29) 0.93 (0.51-1.71) 0.89 (0.59-1.32) 

 Secondary Edu. & Above 1.47* (1.00-2.16) 1.37 (0.75-2.50) 2.07*** (1.34-3.18) 

Employment Employed 0.81 (0.61-1.08) 0.79 (0.55-1.13) 0.85 (0.49-1.45) 

Health Status Bad Health 1.00 1.00 1.00 

 Fair Health 0.90 (0.56-1.46) 0.85 (0.45-1.61) 1.10 (0.61-1.98) 

 Good Health 0.64* (0.38-1.06) 0.58 (0.32-1.08) 0.82 (0.34-1.98) 

Wealth Status Poorest 1.00 1.00 1.00 

 Poor 0.85 (0.47-1.55) 0.67 (0.29-1.53) 0.98 (0.39-2.49) 

 Average 1.05 (0.85-1.90) 0.66 (0.28-1.56) 1.75 (0.76-4.03) 

 Rich 1.29 (0.69-2.41) 1.17 (0.48-2.83) 1.04 (0.46-2.36) 

 Richest 1.62 (0.91-2.88) 1.13 (0.49-2.60) 2.55** (1.18-5.47) 

Travel time to Facility  1.01 (1.51-2.14) 1.00 (0.98-1.03) 1.01 (0.98-1.04) 

Ownership of Facility Public 1.79*** (1.51-2.14) 1.78*** (1.40-2.25) 0.48 (0.31-0.72) 

Sex WR X Males 0.83 (0.62-1.10) 0.66* (0.44-0.99) 1.18 (0.78-1.78) 

Age  1.01 (0.99-1.02) 1.02 (0.99-1.03) 1.01 (0.98-1.04) 

Marital Status WR X Never Married 1.61 (0.89-2.89) 2.26 (0.99-5.13) 1.67 (0.52-5.35) 

 WR X Married/living together 1.44 (0.93-1.16) 1.71 (0.85-3.44) 1.33 (0.65-2.74) 

 WR X Divorced/Separated/Widow 1.00 1.00 1.00 

Religion WR X Christian 1.11 (0.60-2.05) 0.90 (0.44-1.83) 1.54 (0.59-4.03) 

Household Size  1.04 (0.93-1.16) 1.11 (0.95-1.31) 1.00 (0.85-1.18) 

Educational Level WR X No Formal Education 0.90 (0.52-1.57) 0.70 (0.26-1.89) 1.24 (0.66-2.33) 

 WR X Basic Education 1.19 (0.76-1.16) 1.42 (0.73-2.74) 1.39 (0.71-2.71) 

 WR X Secondary Edu. & Above 1.00 1.00 1.00 

Employment WR X Employed 1.00 (0.67-1.49) 1.08 (0.59-1.96) 0.93 (0.49-1.78) 

Health Status WR X Bad Health 1.16 (0.42-3.23) 10.05* (0.96-105.15) 1.03 (0.29-3.55) 

 WR X Fair Health 0.82 (0.46-1.46) 0.93 (0.41-2.11) 0.82 (0.38-1.73) 

 WR X Good Health 1.00 1.00 1.00 

Wealth Status WR X Poorest 0.78 (0.37-1.65) 0.44 (0.12-1.59) 1.45 (0.57-3.65) 

 WR X Poor 1.35 (0.63-2.89) 1.65 (0.60-4.54) 1.59 (0.50-5.01) 

 WR X Average 1.01 (0.57-1.79) 0.98 (0.41-2.31) 1.03 (0.40-2.62) 

 WR X Rich 1.07 (0.58-1.98) 1.00 (0.42-2.41) 1.75 (0.71-4.33) 

 WR X Richest 1.00 1.00 1.00 

WR X Travel time to Facility 0.99 (0.96-1.01) 0.99 (0.97-1.02) 0.97 (0.94-0.99) 

Ownership of Facility WR X Public 0.48*** (0.39-0.61) 0.55 (0.39-0.76) 1.88 (1.21-2.93) 

Constant  0.15*** (0.06-0.37) 0.17** (0.05-0.59) 0.37 (0.09-1.52) 

Pseudo R-squared  0.0932 0.0961 0.1136 

No. of Observation   3974 2072 1902 
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Females are more likely to enrol compared to males. Similarly, both urban and rural 

females are more likely to enrol than males. This may be due to the Free Maternal Health Policy 

under the NHIS which offers premium exemption to expectant and nursing mothers, and therefore 

most females in the reproductive age-group might have enrolled under this exemption category. 

The likelihood of NHIS enrolment was also found to increase with age for the total sample and 

similarly for both the urban and rural areas. This positive relationship of increasing age with NHIS 

enrolment can be attributed to degeneration in health as people age and the need for increased 

healthcare utilization. Older people, therefore, prefer to make investment in their health through 

the purchase of health insurance. This finding is consistent with the findings of previous studies 

[20, 27, 36]. The increased likelihood of the aged to enrol in the NHIS can also be attributed to the 

exemptions of social security and national insurance trust pensioners (60+ years) and people aged 

70 years and above from premium payment under the NHIS exemption policy. Most of the aged, 

therefore, enrolled under this exemption category 

The findings also point to educational class dimensions in NHIS enrolment. The better 

educated in both regions are significantly more likely to enrol than the uneducated. This positive 

relationship between higher education and health insurance enrolment is because higher education 

makes people better understand and appreciate the insurance concept and its benefits to the 

household. People of good self-reported health status are less likely to enrol in the NHIS than those 

of bad self-reported health status. This suggest that people who are of poor health get to know of 

their underlying propensity for increased healthcare utilization. They therefore enrol in health 

insurance to protect themselves from catastrophic healthcare expenditure. Theoretical concepts 

such as adverse selection, risk aversion, affordability and trust which are beyond the scope of this 

study can help explain and put these findings into proper perspective. 
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Adults in the richest wealth quintile are significantly more likely to enrol in the NHIS than 

those in the poorest wealth quintile. This suggests that wealth status and therefore affordability of 

insurance premium is an important determinant of health insurance enrolment. The expectation is 

that with the pro-poor design of the NHIS and its extensive exemption policy that exempt premium 

payment for indigents, the poor in rural areas will enrol more than the rich. These findings further 

galvanize findings by earlier studies that poverty is a major barrier to NHIS enrolment and that the 

NHIS is not as pro-poor as envisaged [27].   

The ownership of the nearest primary health facility is another important determinant of 

NHIS enrolment. People who visit publicly owned health facilities in the total and rural samples 

are less likely to enrol in health insurance. However, in the urban areas, this is not the case, as 

those who visit publicly owned facilities are equally likely to enrol as those who visit privately 

owned facilities, although the result is statistically insignificant. A possible explanation to/for this 

could be about perceived poor quality of healthcare from these public facilities which influences 

peoples’ decision to enrol. This is because per the NHIS gate keeping system, card holders are 

expected to first visit a primary health facility when sick. If people perceive the quality of 

healthcare from their nearest primary health facility to be poor, chances are that it will discourage 

them from enrolling in the NHIS. The general perception however is that private facilities offer 

better quality of care than public facilities [43].  

 

CONCLUSION  

The study assessed the differences in determinants of NHIS enrolment among adults in the 

GAR and the WR in Ghana. The study found very little difference in the determinants of enrolment 

except for health status and health facility ownership. Residents in the WR were found to be more 
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likely to enrol in the NHIS than those in the GAR. Similar socio-economic and health systems 

determinants of health insurance enrolment were identified in both regions. These findings point 

to the importance of the identified socio-economic and health systems determinants in the 

enrolment decision and suggest that inequalities will exist in NHIS enrolment in favour of the 

wealthy, of communities with better socio-economic activities and of communities with health 

facilities that are perceived to provide better quality healthcare. This thus raises concerns as to 

whether the NHIS is truly as pro-poor as envisaged. 

The study contributes to the literature on the determinants of NHIS enrolment by 

identifying factors that might be responsible for the observed differences in the NHIS regional 

enrolment coverages in the ten Regions of Ghana. These 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 should serve as an important indicator to policymakers on the need to focus 

on regional specific geographic and proxy means targeting strategies aimed at identifying the poor 

in resource constraints communities for premium exemptions. The findings from this study 

indicate that the wealthy in both regions are more likely to enrol than the poor. To ensure that the 

poor from less economically endowed and resource constrained regions enrol in the NHIS, 

policymakers should use innovative approaches to determine the NHIS premium at the district or 

regional level based on socio-economic activities and income levels. Again, the findings indicate 

that the perceived quality of healthcare affects the decision to enrol such that individuals living in 

the catchment area of private facilities whose quality of care are perceived to be good are more 

likely to enrol in the NHIS. It is therefore recommended that policy makers should also consider 

introducing quality healthcare dimensions into provider payment mechanisms to rewards providers 
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who meet quality criteria as expressed by their clients. This will serve as an incentive for both 

public and private accredited healthcare providers to provide quality healthcare that attracts 

individuals to enrol in the NHIS. 

Finally, the findings of this study are subject to the following limitations. The analysis 

relied on self-reported measures such as health insurance enrolment status, patterns of enrolment 

and health status. Therefore, any systematic differences due to respondents reporting bias could 

affect the precision of the reported estimates. Although the study is primarily about enrolment in 

the NHIS, the data set included some individuals insured in private health insurance schemes. The 

study, however, did not exclude these individuals from the analysis due to their small sample size. 

These limitations, however, do not invalidate the entirety of the self-reported measures and the 

analysis of these measure which have been reported in this paper.  The findings of this study are 

limited to the Greater Accra and the Western Regions of Ghana, and therefore caution should be 

taken when generalizing the findings to other populations. 
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ABSTRACT 

Background 

Health insurance enrolment in many Sub-Saharan African countries is low, even with 

highly subsidized premiums and exemptions for vulnerable populations. This paper evaluates the 

impact of a community engagement intervention implemented in Ghana with the aim of improving 

clients’ perceptions on service quality and subsequently improving healthcare utilization and 

health insurance enrolment.  

Method  

We used a panel data set of 6,937 individuals from a randomized cluster-controlled trial 

conducted in 64 communities in two Regions in Ghana. A random half of communities received 

the intervention after a baseline survey in April 2012; the remaining communities served as 

controls. A follow-up survey was conducted in March 2014 to evaluate the intervention. Ordinary 

Least Squares regression estimations were used to measure the intervention’s impact on quality 

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

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

Results 

In the short term (12 months) the intervention did not produce any significant impact on 

perceptions of service quality, healthcare utilization or health insurance enrolment in the targeted 

population. It, however, reduced the frequency of illness by 13.8 percentage points, suggesting an 

overall improvement in health status.  
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Conclusion 

Community engagement has the potential to motivate service providers to improve quality 

of care. However, this may not lead to improved perception of service quality, increased healthcare 

utilization and increased health insurance enrolment in the short term. Still, engaging clients in 

community discussions on quality improvements can effectively enhance health insurance uptake 

in the long-term. Further long-term intervention is necessary to investigate its long-term effects. 
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INTRODUCTION 

Health insurance is generally believed to be one of the most effective mechanisms that 

provide financial protection to households in terms of access to healthcare services. Many Sub-

Saharan African countries are making progress towards universal health coverage through the 

establishment of social health insurance schemes [1]. However, the major challenge is that 

enrolment in health insurance in many of these countries are low. Ghana was among the first Sub-

Saharan African countries to pilot community-based health insurance in the 1990s and eventually 

implemented a National Health Insurance Scheme (NHIS) in 2004 with the aim of bringing people 

into formal financial risk pooling to achieve universal health coverage. The scheme provides 

coverage for outpatient and inpatient services and drugs for about 95% of the burden of disease in 

Ghana [2]. Even with premium exemptions for vulnerable populations and highly subsidized 

premiums, enrolment coverage in the NHIS in Ghana remains low at 38% of the population [2].  

Quality of healthcare services has been identified as one of the major barriers to healthcare 

utilization and health insurance enrolment [3-5]. Low perceptions of non-technical quality of 

healthcare has been particularly identified as largely responsible for the low enrolment coverage 

in the NHIS in Ghana [6-7]. Duku et al. found that NHIS clients perceive the non-technical quality 

of healthcare they receive to be low in terms of waiting times, information provision, staff attitude, 

availability of drugs, respectfulness and compassion of health staff [7]. Thus, NHIS clients believe 

they spend long hours at health facilities, they are disrespected, they don’t get the right information 

or the drugs that they need when they access care with their NHIS cards [6-7]. The issue then is 

not about the efficacy of the treatment (technical quality) but rather the circumstances and 

processes (non-technical quality) leading to the provision of healthcare. The question then arises 
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as to what policy makers should do to win people’s trust and confidence to improve voluntary 

enrolment into the NHIS.  

One approach that has been proven to lead to improved quality of social services such as 

education and healthcare quality is community engagement (CE) [8-11]. Community engagement 

in public health is defined by Morgan and Lifshay [10] as a dynamic collaborative relationship and 

dialogue between community members and local health professionals with varying degrees of 

community and higher-level health authorities’ involvement in decision-making and control. 

Normally, these individuals are affiliated by geographical proximity, special interests or similar 

situations in the planning, organizing and delivery of solutions to address public health issues 

affecting their wellbeing [10-12]. Doll (1974) emphasized the importance of clients’ perception of 

the quality of services and the need to provide client-centred services through CE and participation 

[12]. Several empirical studies have been conducted in the field of education on the impact of (CE) 

on the quality of education. Jimenez & Sawada [8] evaluated the effect of decentralizing 

educational responsibility to communities and schools on students learning outcomes in El 

Salvador. They found that, the programme did not adversely affect student achievement but it 

diminished student absences due to teacher-absences, which may have longer-tern effects on 

achievement.  Pradhan et al [11] studied the effect of community participation on learning 

outcomes in a large field experiment in public schools in Indonesia. They found that institutional 

reforms of electing school committee members combined with joint-planning meetings between 

the school committee and the village council were most effective at improving learning. Pandey 

et al [13] also evaluated the impact of a community-based information campaign on school 

performance from a cluster randomized control trial in three Indian states. They found that 

involving the community through joint planning and the dissemination of information about its 
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state mandated roles and responsibilities in the management of the schools had a significantly 

positive impact on the quality of reading, writing, mathematics and teacher efforts. Thus far, only 

Alhassan et al. [14] has assessed the effect of CE on healthcare quality. They assessed the effect 

of CE on patient’s safety and risk reduction (technical quality) in primary healthcare facilities in 

Ghana and concluded that CE in healthcare quality assessment is a feasible client-centred quality 

improvement option that should be discussed for possible scale-up in Ghana and other resource 

poor countries in Africa. Although community engagement is not a new concept in public health 

in Ghana [14-18], it is yet to be fully applied as a quality improvement strategy, particularly on 

perceptions of non-technical quality of healthcare and health insurance services. 

This paper evaluates the impact of a CE intervention on the perception of non-technical 

quality of healthcare and its follow-up effect on healthcare utilization and health insurance 

enrolment in Ghana. Our experiment randomly assigned half (32) of 64 selected health facilities 

in 16 districts in the Greater Accra and Western Region of Ghana into the CE intervention groups 

and the remaining half (32) into the control group. The non-technical quality of healthcare of the 

intervention facilities were assessed by four existing community groups or associations in the 

catchment community of each intervention facility. The findings of these quality assessments were 

reported to the management of the intervention facilities for them to address any non-technical 

quality gaps identified. These rounds of perceived quality assessment were done for/over almost 

one year and were based on the premise that involving clients in the assessment, monitoring, 

planning and delivery of healthcare and health insurance services is an important ingredient for an 

improved perception of service quality, increased healthcare utilization and health insurance 

enrolment. This is because engagement ensures better understanding of service delivery processes, 

builds risk awareness among clients and improves service quality [19-23]. Our main hypothesis is 
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that CE will significantly improve clients’ perceptions of non-technical quality of healthcare and 

health insurance services in facilities that receive the CE intervention than those who did not, 

controlling for all other confounding variables. We further hypothesise that improved perception 

of non-technical healthcare quality will lead to increased healthcare utilization and health 

insurance enrolment. We offer some policy recommendation for current reforms in the NHIS 

towards increasing voluntary enrolment in the scheme.  

 

METHODOLOGY 

Study Setting 

The study was conducted in the Greater Accra and the Western Regions of Ghana. These 

Regions are situated along the Eastern and Western coast of Ghana respectively with contrasting 

differences in rural and urban populations. The Greater Accra Region that includes the capital city 

of Ghana, has a largely urban population of about 4 million, accounting for 16.3% of the national 

population while the Western Region has a predominantly rural population of about two million 

representing 9.6% of the national population [24]. These two Regions were purposively selected 

to provide a rural/urban balance as well as a socio-economic structure representative of Ghana.  

 

Study Design 

The project was implemented within a Randomized Control Trial (RCT) design of 64 

NHIS-accredited clinics/health centres in the Greater Accra (n=32) and Western (n=32) Regions 

in Ghana. RCT is considered appropriate for this study because it is considered the most 
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scientifically rigorous methods of hypothesis testing and the gold standard trial for evaluating 

effectiveness of interventions while preventing selection bias [25].   

 

Sampling Procedure and Randomization 

Sampling was based on a three-stage stratified sampling procedure. At the first stage, 16 

NHIS districts offices (eight from each region) were sampled at random. Four (4) primary 

healthcare facilities around the catchment area of each of the NHIS district offices were also 

sampled at random to obtain a total of 64 healthcare facilities at the second stage. At the third 

stage, 30 households were randomly sampled from the catchment area of each of the selected 

health facilities to make a total sample of 1,920 households (see Appendix 1 for the sample size 

calculations).  

Random allocation of the health facilities into the intervention and control groups of the 

project was such that in each district, the names of all four health facilities were written on pieces 

of paper. Subsequently, for each district at a time, two ballots (representing health facilities) were 

randomly picked without replacement to receive the CE intervention. Thus, out of the 64 health 

facilities, 32 each were then randomly allocated into the control and intervention groups of the 

project.  

 

Data Collection 

Two rounds (baseline and follow-up) of household surveys were conducted before and 

after the CE intervention. Structured household questionnaires were developed to collect data on 
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demographic and socio-economic characteristics, health status and healthcare utilization, as well 

as health insurance enrolment of all household members at the baseline and follow-up surveys. In 

addition, household heads were interviewed on their perceptions of healthcare and NHIS service 

quality in both rounds of survey. The questionnaires were administered either in English or in one 

of the two local languages Fante and Ga of the Western and Greater Accra Regions respectively 

by experienced and trained interviewers who were fluent in English and the local languages.  

The baseline household survey collected data on all 1,920 households in 2012 prior to the 

start of the intervention. The follow-up survey was conducted in 2014 three months after the 

completion of the intervention among the same households who were interviewed at the baseline. 

 

Statistical Power and Representativeness of the Sample 

The sample size of 64 clinics is deemed representative because the number was determined by 

80% statistical power calculation needed to attain up to 1,920 households and over 9,000 

individuals around the catchment area of these 64 clinics [26]. This statistical power is required to 

determine true effect of implemented interventions and increase the probability that the study 

correctly rejects the null hypothesis (H0) that the CE interventions had no significant effect on any 

of the non-technical healthcare quality indicators. Moreover, the 64 facilities constitute about 5% 

of the approximately 1,180 accredited clinics/health centres in Ghana, while the 32 intervention 

facilities represent about 10% of the total number of accredited clinics/ health centres in each of 

the two study Regions. 
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Implementation of Community Engagement (CE) Interventions 

The CE intervention was implemented for about one year (June 2013 to March 2014) in 

the intervention communities. Two categories of CE interventions were implemented namely; 

Intensive Community Engagement (ICE), also called Mycare and Light Community Engagement 

(LCE). The ICE (Mycare) component engaged clients and relevant stakeholder in a participatory 

process with a focus on individual client’s assessment approach. The Mycare component is well 

described in Fenanga et al, [27]. The LCE components used existing community 

groups/associations to identify non-technical service quality gaps in healthcare facilities and NHIS 

district offices. Both categories of interventions were implemented concurrently. This paper 

specifically evaluates the LCE because the Mycare component was implemented in only six out 

of the 32 intervention facilities; moreover, in facilities where the Mycare was implemented, the 

LCE component was also implemented. Thus, the LCE is simply referred to in this paper as CE. 

 

Community Engagement Intervention Implementation Steps 

The implementation of CE involved five cyclical processes of healthcare facilities 

assessments and feedbacks as follows: 

Step 1: The first step involved the recruitment and training of 52 facilitators and 

identification of existing community groups/associations in the intervention communities. One 

facilitator was assigned to each of the of 52 community groups in the two study regions (26 in each 

region). Eligibility criteria for selection of community groups included: (i) documented evidence 

of routine meetings (at least four times a year), (ii) regular meeting venue, (iii) clear leadership 

structure, (iv) non-partisan and (v) active membership not less than an intuitive number of ten (10). 

These criteria were meant to ensure the groups are active in their activities and reasonably 
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represent a cross-section of community opinion. Where more than two community groups around 

the catchment area of a health facility met these eligibility criteria, simple random sampling was 

done to select two groups to control bias. Even though the types of community groups varied based 

on core activities, these features did not systematically relate to particular features of the sampled 

clinics. The five (5) eligibility criteria were used as the basis for selecting the community groups 

to avoid engaging groups that systematically share features with the clinics they assess. The 

community groups recruited comprised 22 religious/faith-based groups; eight traders’ groups, one 

widows’ group; three community volunteer groups, three musician groups; five artisans’ groups 

and 11 youth groups. Average group size during the assessment was 29 members (SD = 20). More 

than half of the groups were female dominated, 13 were male dominated; two were all males, five 

were all females, and one was a balanced group of both males and females. Approximately 56% 

of the groups were a combination of literates and illiterates; 23% were mainly literates, and 21% 

mainly illiterates. In terms of age, 65% of the groups had predominantly elderly members (31+ 

years) and 35% had predominantly youthful members (18–30 years). The details of the selected 

community groups/association characteristics can be found in Alhassan et al [14] 

Step 2: The second engagement step entailed a first round of community group assessments 

of healthcare quality based on group members’ most recent (at most six months) experience with 

the particular intervention health facility in their community. Healthcare quality proxies used to 

guide community members during assessment were: (1) staff attitude, (2 )punctuality to work, (3)  

client waiting time, (4)queuing system, (5)availability of drugs, (6)information provision to clients, 

(7) equal treatment for insured and uninsured clients, (8) complaint system for clients, (9) client-

provider communication, and (10) net promoter score (NPS). The NPS is an indicator used to 

determine the possibility of clients recommending the health facility to others (e.g. relative, friend 
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or co-worker) based on their personal experiences of the quality of health service delivery. The 

rating is done on a five-point Likert scale from 1 = ‘Very disappointing’ to 5 = ‘Very satisfactory’. 

During engagement sessions, group members rated performance of their nearest health facility on 

these non-technical quality of healthcare proxies on a five-point Likert scale from 1 = ‘Very 

disappointing’ to 5 = ‘Very Satisfactory’. The group assessments were conducted in the 

communities to avoid possible bias and client intimidation when done at the health facility. 

Anonymity of group members was assured by reporting group perception ratings without 

members’ personal details. The average meeting duration per group was 41 minutes (SD = 13.8) 

[14].  

Step 3: The third implementation step involved regional level validation and feedback 

sessions to disseminate the group assessment findings with facility heads, clients and NHIA 

representatives. This platform offered the service providers the opportunity to recognize and accept 

gaps in non-technical healthcare quality and agree on quality improvement plans with timelines 

and responsible persons.  

Step 4: During the fourth step, facilitators followed-up on the service providers (three 

months after validation and feedback sessions) to ascertain whether or not providers were 

implementing the agreed action plans towards quality improvement.  

Step 5: The last step rewarded best performing health facilities after a second round of 

community assessment (approximately six months after the first assessment). A citation plaque of 

honour and a token financial incentive of GHC 1,000.00 (Ghanaian Cedis), approximately 

US$ 280.0 was awarded to one best performing facility in a district, as adjudged by the community 

groups/associations to encourage competition among peers towards quality improvement. Figure 

1 presents the timelines of activities for the implementation of the intervention.  
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Six months after the implementation of the CE intervention, the follow-up household 

survey was conducted in the same households that were interviewed at baseline to assess whether 

the intervention helped to improve on perception of non-technical quality of healthcare services in 

the general community population. 

Figure 1: Timeline of Intervention Implementation Activities 

 

 

Ethical Review 

Ethical clearance for the study was obtained from the Ghana Health Service (GHS) Ethical 

Review Committee (ERC) [clearance numbers: GHS-ERC: 18/5/11 and GHS-ERC 08/5/11]. 

Informed consent was also obtained from individual respondents in the communities for the 

baseline and follow-up surveys and also from community group/association leadership for the CE 

assessments. Literate respondents provided written informed consent while illiterate respondents 

thumb-printed the informed consent form before participating in the study. 

 

Baseline household survey
Recruitment and training of 
facilitators

Identification of community 
groups/associations

1st round of provider/NHIS quality 
assessment by groups/associations

Joint stakeholder validation meeting 
and agreement on gaps to address

6 months to address gaps and 
assess progress

2nd round of provider/NHIS quality 
assessment bygroups/associations

Joint stakeholder meeting to award 
financial incentive to best performing 

facilities

3 months waiting period before 
follow-up survey

Endline household survey

Y1: Baseline survey
Y2: Endline survey

3-Dec-11 2-Dec-12 2-Dec-13 2-Dec-14
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Survey Response Rate 

Out of the sample of 1,920 households, 1,908 were interviewed at baseline involving 7,097 

individuals. 14 households in the intervention communities declined to participate in the baseline 

survey leaving 946 households representing a 98.5% response rate, involving 3,509 individuals. 

In the control communities, 2 additional households were sampled to bring the total households 

interviewed to 962, involving 3,588 individuals. During the follow-up survey, out of the 1,908 

households interviewed at the baseline, 1,439 representing a 75.4% overall tracking rate, involving 

5,451 individuals, were interviewed. This represents our balanced sample of individuals who 

participated in the baseline and the follow-up surveys. In the intervention communities at the 

follow-up, 230 households could either not be traced or declined to participate, leaving 716 

households (2,774 individuals). In the control communities, 239 households could either not be 

traced or declined to participate, leaving 723 households (2,677 individuals). However, 92 and 102 

additional households in the intervention and control communities respectively were sampled to 

bring the total number of households interviewed at follow-up to 1,633 (808 intervention and 825 

control) involving 3,273 and 3,588 individuals respectively and total individuals interviewed at 

follow-up to 6,481. Figure 2 below summarizes the number of households and individuals 

interviewed in the intervention and control areas at the baseline and follow-up surveys. 
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Figure 2: Participation in the 2012 and 2014 Surveys 

Intervention Communities      Control Communities 

 

 

   

  

 

 

  

 

 

 

 

  

 

Outcome Measures 

The main outcomes of interest are perceptions of non-technical quality of healthcare and 

NHIS services. Other outcomes of interest are frequency of reported illness, frequency of health 

facility visits and voluntary enrolment in the NHIS. The frequency reported illness was used as a 

proxy measure of client understanding of disease causation and prognosis and the adoption of 

behaviours that promotes good health and prevent illness. Frequency of health facility visits was 

also used as a proxy measure for healthcare utilization. Enrolment in the NHIS was measured at 

the individual level, as some households may choose to enrol only some family members. 

Sampling 

32 primary health facilities selected (Random) 

960 Households sampled (Random) 
 

 

Sampling 

32 primary health facilities selected (Random) 

960 Households Sampled (Random) 

14 households declined to participate 
 

 
2012 Baseline Survey 

946 Households interviewed  

 3,509 individuals involved 
 

 

2 additional households participated 
 

 
2012 Baseline Survey 

962 Households interviewed 

3,588 individuals involved 
 

 

 

2014 Follow-up Survey 

825 Households interviewed 

(723 followed + 102 added households) 

3,588 individuals involved 
 

 

 

2014 Follow-up Survey 

 808 Households interviewed 

(716 followed + 92 added households) 

3,273 individuals involved 
 

 

239 Households could not be traced/declined 

 
230 Households could not be traced/declined 
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Perception of non-technical quality of services was measured at the level of the household 

head. Respondents were to indicate their level of satisfaction or agreement on a Likert scale from 

1 representing strong disagreement/dissatisfaction to 5 representing strong agreement/satisfaction 

to statements about the quality of healthcare and NHIS services. Perception of healthcare quality 

was measured with 10 statements while NHIS service quality was measured with nine statements. 

These statements were subsequently summarized using factor analysis into four factor scores each, 

based on factor loadings and Cronbach’s alpha greater than 0.5. The four factors for perception on 

healthcare quality are: (1) Complaint lodging, handling and feedback; (2) Respect, compassion 

and friendliness of health staff; (3) Adequacy of Information provision and service delivery; and 

(4) Satisfaction with waiting time. The four factors for NHIS service quality are: (1) Information, 

service delivery and NHIS benefit; (2) ID card production and distribution; (3) Registration fee 

and annual premium; and (4) Office location and opening hours. A 5th factor score, ’Overall 

healthcare quality’ and ‘Overall NHIS service quality’, was computed as the average score of the 

four factor scores for healthcare and NHIS quality, respectively. Means were normalized at zero 

with standard deviation equal to one. Appendix 2 presents the underlying perception statements, 

factor loadings and Cronbach’s alphas of the factors [….].  

The frequency of illness was measured with a continuous variable indicating the number 

of times an individual reported ill within the six months prior to the survey. Frequency of 

(outpatient) health facility visits in the six months prior to the survey was also measured with a 

continuous variable indicating the number of visits to a modern orthodox healthcare provider 

(health centre/clinic, maternity home, private doctor/nurse practice or hospital). The frequency of 

health facility visits was unconditional on illness such that people who never reported ill were 

included with a zero (0) facility visit. 
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Enrolment in health insurance was defined as the voluntary payment of registration fee and 

premium to acquire insurance membership card for informal sector employees; the payment of 

registration fee to acquire health insurance membership card for formal sector employees or the 

issuance of a health insurance membership card to an individual under any of the categories of the 

NHIS premium exemption policy (children under 18 years, people 70 years and above, Social 

Security and National Insurance Trust (SSNIT) pensioners, pregnant women, Indigents and 

Livelihood Empowerment Against Poverty (LEAP) beneficiaries). Insurance enrolment was 

measured at the time of the interview with a dichotomous variable equal to 1 if the individual was 

insured and 0 if otherwise.  

 

Statistical Estimations 

The differences in the perception of non-technical quality of healthcare and NHIS services 

from the baseline to the follow-up between the intervention and control communities were 

predefined as the primary outcome to measure the impact of the intervention.  

The differences in frequency of illness, frequency of health facility visits and health 

insurance enrolment from the baseline to the follow-up between the intervention and control 

communities (Difference-in-Difference) were also pre-defined as the secondary outcomes to 

measure the impact of the intervention.  

Data was analysed using Stata (version 12.1). Bivariate analysis (Pearson Chi-square test 

for categorical variables and t-test for continuous variables) correcting for clustering at the health 

facility level was done first to compare the differences in respondents’ characteristics between the 

control and intervention communities at the baseline.  
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With the panel structure of the data, we estimated a series of ordinary least square (OLS) 

regression of the form: 

𝒀𝒊𝒈𝒕 = 𝜷𝒈 + 𝜷𝟐𝒕 + 𝜷𝟑(𝑱𝒈. 𝒕)
 
+ 𝜷𝒌𝑿𝒊𝒈𝒕 + 𝜺𝒊𝒈𝒕                               (1) 

Where 𝒀𝒊𝒈𝒕 is the outcome of interest (perception of healthcare and NHIS services quality, 

frequency of illness, healthcare utilization and health insurance enrolment) for individual i living 

in the catchment area of facility g at time t. 𝑱𝒈 is a dummy variable which equals 1 for the treatment 

group and 0 for the control group, t indexes time periods (1=post-treatment, 0=pre-treatment), 

𝑿𝒊𝒈𝒕  is a set of individual characteristics and 𝜺𝒊𝒈𝒕 is the error term. Thus, in equation (1), the 

treatment and control groups and the pre- and post-treatment periods are indicated with two 

dummies and then interacted. The interaction coefficient 𝜷𝟑 is the treatment effect. 

To evaluate the impact of the intervention on perceptions of healthcare and NHIS services 

quality, we performed an OLS regression for each quality variable on the unbalanced sample of 

household heads as well as on the balanced sample, with demographic and socio-economic 

controls and health facility fixed effects included.  

For the impact of community engagement on frequency of illness, health facility visits and 

health insurance enrolment, we started with a simple OLS regression without controls but with 

health facility fixed effects. We then added demographic and socio-economic controls to the 

specification. We evaluated the impact of the intervention on the sample of all household members 

as well as on the sample of household members who did not have health insurance at baseline. For 

both groups, we performed the regression estimations on the unbalanced sample and on the 

balanced sample. 
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RESULT 

Characteristics and Balance of the Baseline Sample 

The demographic characteristics of respondents at baseline are reported in Table 1 Panel 

A. The average age of respondents was 26 years with the majority (54%) being females and 51% 

living in rural communities. The average household consisted of five people, and most (89%) were 

Christians.  

Table 1 Panel B presents the socio-economic characteristics of respondents at baseline. On 

average, 49% had completed primary education or above, and 43% had been in gainful 

employment in the last 12 months. The average annual household expenditure was GH₵3,972.09.  

One third (31%) of respondents had been sick at least once, and 38% had visited a facility 

for healthcare services within the last six months prior to the baseline survey (Table 1 Panel C). 

Less than half (42%) of respondents were insured with the NHIS at the time of the baseline survey 

(Panel D of Table 1). 

Panels E and F of Table 1 present the average perceptions of household heads on the five 

indicators of healthcare quality and NHIS service quality, respectively. 

 

Differences between Intervention and Control Respondents at Baseline 

Table 1 Columns (6)-(7) compare respondent characteristics in the intervention and control 

communities at baseline. The differences were small and statistically insignificant. This 

underscores the fact that the randomization resulted in two comparable samples such that the 

control group represents an adequate counterfactual for the intervention group.  
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When looking only at the balanced sample, the differences in baseline characteristics 

between the intervention and control communities were also statistically insignificant (see 

Appendix 3). The attrition analysis further indicates that receiving the intervention did not 

significantly predict attrition (see Appendix 4). 
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Table 1: Comparison of the Intervention and Control Group at Baseline 

Source: COHEiSION Project data; Note: The Sample size for Panels E and F are small because the perception 

questions were posed to only household heads; P-values and standard errors are robust and corrected for clustering at 

the health facility level; The US Dollar Exchange rate as at 31st January 2017 was $1=GHS₵4.2; *: p<0.10, **: p<0.05, 

***: p<0.01 

 

 

 

 

  2012 Baseline Survey (N=6937) 

  # Observation Mean 
Std. 

Err. 
Intervention Control  Difference 

P-

value. 

 1 2 3 4 5 6 7 

Panel A. Demographic         

Average Age 6937 26.19 0.412 26.45 25.95 0.494 0.551 

% Females 6937 54.43 0.680 54.93 53.95 0.977 0.479 

% Living in Rural Communities 6937 50.97 6.381 51.85 50.13 1.721 0.893 

Average Household Size 6937 4.84 0.081 4.84 4.83 0.010 0.950 

% Christians 6937 89.48 0.991 89.23 89.71 -0.483 0.808 

Panel B. Socio-Economic               

% Primary Education & above 6937 48.97 1.583 49.71 48.26 1.449 0.650 

% Employed  6937 42.69 0.594 43.05 42.36 0.683 0.567 

Average Annual Household Expenditure 

(GH₵) † 
6803 

3972.

09 

446.8

0 
4581.10 3392.61 1188.49 0.191 

Panel C. Health Status and Healthcare 

Utilization  
              

% sick in last 6 months 6937 31.01 1.754 29.64 32.33 -2.696 0.443 

% visiting health facility in last 6 months 6937 38.47 1.835 38.88 38.08 0.795 0.829 

Panel D. Insurance Enrolment Rate               

% Currently Insured 6937 41.98 1.594 44.54 39.50 5.04 0.111 

Panel E. Household Head’s Perception of healthcare Quality (N=1908)         

Average perception on Overall Healthcare 

quality 
1908 0.000 0.028 0.007 -0.007 0.014 0.797 

Average perception on Complaint lodging, 

Handling & Feedback 
1849 0.000 0.037 0.022 -0.021 0.043 0.557 

Average Perception on Respect, 

Compassion & Friendliness 
1886 0.000 0.032 0.001 -0.001 0.001 0.983 

Average Perception on Information & 

Service delivery 
1868 0.000 0.029 -0.006 0.006 -0.012 0.845 

Average perception on Waiting time 1790 0.000 0.037 0.014 -0.014 0.028 0.710 

Panel F. Household Head’s Perception of NHIS Service Quality (N=1908)      

Average Perception on Overall NHIS 

Quality 
1908 0.000 0.017 -0.023 0.022 -0.045 0.179 

Average Perception on Information & 

Service provision 
1882 0.000 0.035 -0.049 0.048 -0.097 0.162 

Average Perception on ID card Production 

& Waiting time 
1880 0.000 0.026 -0.032 0.031 -0.063 0.229 

Average Perception on Registration fees & 

Annual Premium 
1887 0.000 0.029 -0.021 0.021 -0.042 0.470 

Average perception on Office Location & 

Opening Hours 
1883 0.000 0.032 0.009 -0.009 0.019 0.764 
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Impact of Community Engagement on Healthcare and NHIS Service Quality 

The impact of CE intervention on household heads’ perceptions of non-technical healthcare 

quality is presented in Table 2. The interventions did not have a significant impact on any of the 

five indicators of perception of healthcare quality, either for the full sample or the balanced sample. 

The impact of CE intervention on perceptions of NHIS service quality is also presented in Table 

3. Again, the intervention did not have a significant impact on any of the indicators of perception 

of NHIS service quality either for the full or the balanced sample.  

 

Impact of Community Engagement on Service Utilization and Health Insurance Enrolment 

          The impact of CE intervention on frequency of illness, frequency of health facility visits 

and health insurance enrolment are presented in Tables 4 (all household members) and 5 

(household members who were uninsured at baseline). The odd and even columns in Tables 4 and 

5 show estimates without and with socio-economic and demographic controls respectively. The 

estimations with socio-economic controls are thus robust. 

For all household members, the intervention resulted in a significant reduction in the 

frequency of illness of 12.4% without controls and 11.3% with controls in the full sample. For the 

balanced sample, the intervention resulted in a reduction in the frequency of illness of 14.8% 

without controls and 13.8% with controls respectively (Table 4 Columns (1)-(4)). The intervention, 

however, did not have any significant impact on the frequency of health facility visits, nor on 

health insurance enrolment, either for the full or the balanced samples (Table 4 Columns (5)-(12)). 

For the uninsured at baseline, the interventions resulted in a significant 8.2% and 5.4% reduction 

in the frequency of illness for the full and balanced samples estimations without controls 
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respectively. The results of the estimations with controls were, however, statistically insignificant 

either for the full or the balanced samples (Table 5 Columns (1)-(4)). Similarly, the intervention 

did not result in any significant increase in the frequency of health facility visits either for the full 

or the balanced samples (Table 5 Columns (5)-(8)). The intervention, however, resulted in a 7.5% 

significant increase in health insurance enrolment for the full sample estimation without controls. 

The intervention, however, did not have a significant impact on health insurance enrolment for the 

full estimation with controls and balanced samples estimations with and without controls (Table 5 

Columns (9)-(12)).  
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Table 2: Impact of Community Engagement on Household Heads’ Perception of Healthcare Quality 

 

 

 

 

 

 

 

 

Source: COHEiSION Project data; Note: Standard errors are in parenthesis; standard errors corrected for clustering at the health facility level; All equations include 

facility fixed effects and sex, religion, household size, employment status, educational level as control variables.; *: p<0.10, **: p<0.05, ***: p<0.01; FS=Full 

Sample; BS=Balanced Sample 

 

 

 

 

 

 

 

  

Overall Healthcare 

Quality 

Complaint Lodging 

& Feedback 

Respect & 

Friendliness of Staff 

Information & 

Service Delivery Waiting Time 

 
FS BS FS BS FS BS FS BS FS BS 

 1 2 3 4 5 6 7 8 9 10 

Time Period 0.027 0.013 0.043 0.028 0.024 0.019 0.023 0.000 0.016 0.005 

 
(0.075) (0.081) (0.100) (0.105) (0.079) (0.083) (0.073) (0.079) (0.094) (0.102) 

Impact of CE -0.039 -0.025 -0.077 -0.060 -0.030 -0.032 -0.028 -0.002 -0.026 -0.010 

 
(0.097) (0.104) (0.128) (0.137) (0.103) (0.111) (0.099) (0.105) (0.131) (0.139) 

Constant 0.039 -0.019 -0.125 -0.143* 0.281*** 0.191*** 0.057 0.007 -0.063 -0.132 

 
(0.044) (0.050) (0.082) (0.085) (0.053) (0.062) (0.063) (0.070) (0.065) (0.079) 

Observations 3515 2916 3456 2877 3493 2902 3475 2889 3397 2826 
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Table 3: Impact of Community Engagement on Household Heads’ Perception of NHIS Service Quality 

Source: COHEiSION Project data; Note: Standard errors are in parenthesis; standard errors corrected for clustering at the health facility level; All equations include 

facility fixed effects and sex, religion, household size, employment status, educational level as control variables.; *: p<0.10, **: p<0.05, ***: p<0.01; FS=Full 

Sample; BS=Balanced Sample. 

 

 

 

Overall Healthcare 

Quality 

Complaint Lodging 

& Feedback 

Respect & 

Friendliness of Staff 

Information & Service 

Delivery Waiting Time 

  FS BS FS BS FS BS FS BS FS BS 

 1 2 3 4 5 6 7 8 9 10 

Time Period 0.002 -0.018 0.012 -0.042 0.034 -0.004 -0.047 -0.004 0.010 -0.023 

 
(0.055) (0.053) (0.094) (0.094) (0.084) (0.084) (0.044) (0.041) (0.075) (0.076) 

Impact of CE 0.005 0.018 -0.011 0.048 -0.056 -0.032 0.098 0.035 -0.008 0.022 

 
(0.075) (0.075) (0.125) (0.126) (0.110) (0.109) (0.066) (0.064) (0.116) (0.120) 

Constant -0.030 -0.097* -0.001 -0.064 0.061 -0.001 0.002 -0.017 -0.180*** -0.303*** 

 
(0.041) (0.049) (0.068) (0.074) (0.046) (0.056) (0.074) (0.081) (0.063) (0.069) 

Observations 3515 2916 3489 2897 3487 2896 3494 2903 3490 2899 
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Table 4: Impact of Community Engagement on Household Members Health Status, Health Facility Visits and Health Insurance Enrolment 

Source: COHEiSION Project data; Note: Standard errors are in parenthesis; P-values and standard errors are robust and corrected for clustering at the health 

facility level; All equations include facility fixed effects and control variables for OLS estimation were sex, religion, household size, employment 

status, educational level; *: p<0.10, **: p<0.05, ***: p<0.01; FS=Full Sample; BS=Balanced Sample 

 

 

 

 

 

 

 

 

 

  Frequency of Illness Frequency of Health Facility Visit Health Insurance Enrolment 

 
FS BS FS BS FS BS 

 1 2 3 4 5 6 7 8 9 10 11 12 

Time Period 0.416*** 0.426*** 0.438*** 0.449*** -0.018 -0.015 0.002 0.005 -0.023 -0.022 -0.036 -0.034 

 
(0.036) (0.037) (0.042) (0.042) (0.032) (0.031) (0.036) (0.035) (0.026) (0.026) (0.027) (0.027) 

Impact of CE -0.124** -0.113** -0.148** -0.138** -0.062 -0.045 -0.080 -0.063 0.033 0.012 0.051 0.026 

 
(0.056) (0.056) (0.063) (0.062) (0.045) (0.045) (0.048) (0.048) (0.032) (0.032) (0.033) (0.033) 

Controls Included No Yes No Yes No Yes No Yes No Yes No Yes 

Constant 0.245*** 0.345*** 0.307*** 0.434*** 0.328*** 0.362*** 0.366*** 0.416*** 0.374*** 0.481*** 0.339*** 0.448*** 

 
(0.017) (0.043) (0.023) (0.052) (0.013) (0.053) (0.016) (0.052) (0.008) (0.038) (0.010) (0.044) 

Observations 13071 13071 10483 10483 13071 13071 10483 10483 13071 13071 10483 10483 
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Table 5: Impact of Community Engagement on Uninsured at Baseline’s Health Status, Health Facility Visits and Health Insurance Enrolment 

Source: COHEiSION Project data; Note: Standard errors are in parenthesis; P-values and standard errors are robust and corrected for clustering at the health 

facility level; All equations include facility fixed effects and control variables for OLS estimation were sex, religion, household size, employment 

status, educational level; *: p<0.10, **: p<0.05, ***: p<0.01; FS=Full Sample; BS=Balanced Sample 

 

  Frequency of Illness Frequency of Health Facility Visits Health Insurance Enrolment 

 
FS BS FS BS FS BS 

 1 2 3 4 5 6 7 8 9 10 11 12 

Time Period 0.414*** 0.421*** 0.387*** 0.393*** -0.026 -0.024 -0.017 -0.017 -0.053 -0.054 -0.061* -0.061* 

 
(0.052) (0.052) (0.052) (0.051) (0.045) (0.045) (0.054) (0.054) (0.033) (0.033) (0.036) (0.036) 

Impact of CE -0.082*** -0.075 -0.054** -0.045 -0.016 -0.001 -0.015 0.002 0.075* 0.058 0.064 0.043 

 
(0.070) (0.072) (0.075) (0.074) (0.061) (0.062) (0.073) (0.076) (0.044) (0.044) (0.049) (0.049) 

Controls Included No Yes No Yes No Yes No Yes No Yes No Yes 

Constant 0.229*** 0.328*** 0.191*** 0.276*** 0.312*** 0.331*** 0.265*** 0.251*** 0.369*** 0.486*** 0.377*** 0.503*** 

 
(0.019) (0.058) (0.021) (0.065) (0.017) (0.062) (0.019) (0.090) (0.012) (0.042) (0.013) (0.045) 

Observation 8106 8106 6218 6218 8106 8106 6218 6218 8106 8106 6218 6218 
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DISCUSSION  

Before the start of the intervention, the expectation was that community engagement would 

identify service delivery gaps in greater depth and detail, such that when these gaps were fed back 

to providers, it would stimulate a holistic appreciation of clients’ concerns. Providers were then 

expected to be motivated to implement efficient strategies towards the provision of client-centred 

quality services. This was expected to improve clients’ perception of the quality of services, visit 

health facilities early in times of ill health and enrol in health insurance to avoid out-of-pocket 

payments.  

Despite the prior expectations, the interventions did not result in significant improvements 

of client perceptions– neither in terms of quality of healthcare nor quality of health insurance 

services in the short term. The interventions, however, resulted in a 13.8 percentage points 

reduction in the frequency of illness. Although health facility visits did not change significantly, 

the consistently negative impact coefficients are suggestive of a decreasing trend in treatment 

areas. Impact on health insurance enrolment is not significant for the overall population as well as 

the uninsured at baseline.  

Several hypotheses might explain why CE failed to impact significantly on clients’ quality 

perceptions. On the one hand, it is possible that service providers indeed intended to implement 

strategies to improve quality. However, the intensity and degree of these improvement strategies 

may have been dependent on the availability of health system structures and funds. If healthcare 

and insurance providers lack financial resources to train staff on customer relations, for instance, 

then improvement in quality may be minimal and hence too limited to positively impact clients’ 
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perception of service quality. On the other hand, it could be that the intervention lacked proper 

incentives for healthcare and insurance providers, with no change in quality as a result.  

A third potential explanation is that quality did improve, but that the changes occurred in 

areas not picked up by our measurement instruments. This explanation is supported by findings of 

two studies published as part of the same COHEiSION research project.  Alhassan et al. [14] found 

that community engagement induced changes not so much in the quality domains, as addressed in 

the household survey, but rather in terms of staff motivation, cordiality and attitude towards clients. 

In addition, Fenenga et al [27] found that community engagement led to improved collaboration 

and communication among clients, healthcare providers and insurers. This explanation might 

hence account for at least part of the insignificant findings on quality perceptions, combined with 

the significant changes in health status among our population. 

The impact analysis indicates a systematic decrease in the reported frequency of illness in 

the treatment areas. This could be attributed to people seeking prompt and appropriate healthcare 

(either because they have become more appreciative of the quality of care, or because they are 

financially protected through insurance uptake) and – while at the health facility, they may have 

received additional preventive services or ensured that other health complaints were addressed. It 

is also possible that the intervention made people more aware of the risk of infections and illness 

and therefore invested more in preventive health and timely treatment to avoid more serious 

complications at a later stage.  

Despite the evidence being suggestive of improved health status among the treatment 

population, we do not find a significant change in health care utilization, neither among the total 

population nor among the uninsured at baseline. Perhaps poor quality of services is not the most 
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important barrier to healthcare utilization for most clients. Direct cost of care – particularly to the 

uninsured, as well as indirect cost of care such as transportation and opportunity, cost of time spent 

at the facility to both the insured and uninsured, have been documented in other studies as 

important barriers to healthcare utilization [28 - 32]. In addition, Duku et al. [7] found that the 

insured perceive service quality far more negative than the uninsured. If direct and indirect cost of 

care are unaffordable and the insured feel having an insurance card gets them poor quality, 

improving the quality of care alone may not be sufficient to increase healthcare utilization or health 

insurance enrolment.  

The lack of significant findings on utilization could also be due to two counterbalancing 

effects. On the one hand, improved health status due to earlier consultations may have decreased 

the need for health facility visits, while on the other hand, improved quality of care and financial 

protection may have led to a greater demand for care. Further research is necessary to further delve 

into these mechanisms. 

The results did not show a significant impact on insurance enrolment either for the overall 

population or the uninsured at baseline. This suggests poor quality of services is not the most 

important barrier to health insurance enrolment. However, the consistently positive impact 

coefficients suggest an increasing trend in enrolment in intervention communities. 

Despite the evidence suggestive of an increasing trend in enrolment, a substantial portion 

of the study population remained uninsured. A recent study Ayitey et al. [33] on insurance 

enrolment among Ghanaian adults revealed that socio-economic factors such as being employed 

or being in the higher income brackets significantly predict enrolment. Although there were some 
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moderate improvements in insurance service quality, they were apparently not sufficient to 

counteract other enrolment considerations.  

Other major barriers to NHIS enrolment have been documented to include delays in re-

imbursements and NHIS registration/renewal process, ID card production, stock-outs of drugs, 

inconvenience of NHIS office location and inadequate information on the benefit package [32 & 

34]. The problem of delayed reimbursement had become incessant during the period of the 

intervention with intermittent withdrawal of services by the Christian Health Association of Ghana 

(CHAG) during which insured clients were ‘compelled’ to pay out-of-pocket [35]. The fact that 

the intervention did not impact positively on perceptions of NHIS service quality suggests that 

many of the quality areas of concern to clients did not receive adequate attention or that 

improvements were too limited to strongly affect uptake. The lack of impact of the intervention 

may also be partly due to the short-term (12 months) implementation period. Further long-term 

implementation research is needed to establish its impact on healthcare utilization and health 

insurance enrolment. 

Finally, the project team could not fully control the enrolment activities conducted by the 

NHIS and other NGO’s in some of the project communities. In early 2014 – just about two weeks 

before the endline survey, the NHIA with the support of other NGO’s, embarked on an NHIS 

information and sensitization campaign, including free enrolment of poor and vulnerable people 

in three interventions and three control communities in the Western Region [35]. This activity, 

which educated people in both the treatment and the control communities and enrolled indigents 

and poor people for free might have suppressed the overall effect of the engagement intervention 

on insurance enrolment. However, excluding these six intervention and control communities from 

the analysis does not significantly affect the results.  
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CONCLUSION  

This paper evaluated the impact of community engagement on perception of non-technical 

quality of healthcare services, frequency of illness, healthcare utilization and health insurance 

enrolment in two Regions in Ghana. The interventions involved the use of community groups in 

the assessment of quality of care gaps and quality improvements of healthcare and health insurance 

services. We found that the interventions did not have a measurable impact on the perceptions of 

service quality. Neither did it have a significant impact on healthcare utilization and health 

insurance enrolment. It, however, reduced the frequency of illness among the population in 

treatment areas by 13.8 percentage points, suggesting an overall improvement in their health status.  

These findings presuppose that in the short term (12 months), community engagement may 

improve health-related behaviour and health outcomes, even if our survey instruments were not 

able to capture significant changes in clients’ perception of quality and health insurance enrolment. 

While this study provides an important starting point in understanding the impact of community 

engagement, further research is needed to broaden the understanding of the impact of community 

engagement through enhanced information provision, trust building and accountability, 

continuous stakeholder feedback systems, adequate provider incentives, improved provider efforts 

and provision of quality services in the long term.  The ease of implementation and the moderate 

cost associated with implementing community engagement makes it worthy of further long-term 

implementation study. 
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Appendix 1: Sample Size Determination  

The sample size for the household survey was calculated to detect a minimum effect size of 5.0 

percentage point on active enrolment in the NHIS. Active enrolment at baseline was 0.38 (38%) 

on average, with a standard deviation of 0.5 (50%). The inclusion of a baseline and an endline 

measurement of enrolment reduces the amount of residual variation. However, correlation 

between the baseline and endline outcomes was unknown at the start of the study. Based on 

the premise that people who enrol in the current year are most likely to enrol the following 

year, this correlation was assumed to be relatively high and set at 0.8. Further, the random 

assignment of the intervention at the health facility level introduces a cluster effect, increasing 

the required sample size. The intra-cluster correlation coefficient (rho) was assumed to be 

relatively low at 0.02. We calculated a sample of 30 households in the catchment area of each 

of the 64 health facilities for a total sample size of 1,920 households. This will be able to detect 

an effect of 5.0 percentage points at an intra-cluster correlation of 0.02, or an effect of 10 

percentages points when the intra-cluster correlation increases to 0.10.  
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Appendix 2: Perception Factors with their Factor Loadings and Cronbach’s alpha 

Healthcare Quality Score Factors Perception Statements 

Factor 

loadings 

Cronbach's 

Alpha (α) 

Complaint Lodging, Handling and Feedback How satisfied are you with the place/desk for lodging complaints at the facility? 0.87 0.92 

 How satisfied are you with the process of lodging complaint at the facility? 0.91  

 How satisfied are you with the complaint handling and feedback by the health facility? 0.87  
Respect, Compassion and Friendliness of health Staff The Docs./Med. Assistants/Nurses are compassionate and very supportive 0.81 0.77 

 The Docs./Med. Assistants/Nurses treat me respectfully 0.80  

 There is a well-organized and fair queuing system 0.53  

Adequacy of Information Provision and Service Delivery How satisfied are you with the services provided by the health facility? 0.51 0.82 

 How satisfied are you with the information provided by the health facility? 0.53  

Satisfaction with Waiting time I don’t have to wait for a long time to see a doctor/medical assistant 0.63 0.65 

 How satisfied are you with the waiting time at the facility? 0.63  

NHIS Quality Score Factors Perception Statements   

Information, Service Delivery and NHIS Benefit How satisfied are you with the services provided by the district NHIS office? 0.79 0.76 

 How satisfied are you with the information provided by the district NHIS office? 0.78  

 How satisfied are you about the benefit you derive from the NHIS? 0.53  

ID Card Production and Distribution The distribution of NHIS cards is convenient 0.49 0.53 

 How satisfied are you with the NHIS registration and renewal process? 0.49  

Registration Fees and Annual Premium The premium for the NHIS package is too high 0.79 0.85 

 The registration fee is too high 0.79  

Office Location and Opening Hours The district scheme office location is convenient 0.62 0.66 

 The district scheme office opening hours is convenient  0.62  
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Appendix 3: Comparison of the Intervention and Control Groups of the Balanced Sample at Baseline 

Source: COHEiSION Project data; Note: The Sample size for Panels E and F are small because the perception questions were posed to only 

the household heads instead of all members of the households; P-values and standard errors are robust and corrected for clustering at the 

health facility level; † The US Dollar Exchange rate as at 31st January 2017 was $1=GHS₵4.2; *: p<0.10, **: p<0.05, ***: p<0.01

  Balanced Sample at Baseline (N=5335) 

  Observation Mean Std. Err. Intervention Control Difference P-value 

Panel A. Demographic         

Average Age 5335 26.25 0.449 26.52 25.96 0.56 0.537 

% Females 5335 54.28 0.738 54.79 53.77 1.02 0.491 

% Living in Rural Communities 5335 53.36 6.448 55.12 51.57 3.55 0.784 

Average Household Size 5335 4.78 0.085 4.79 4.78 0.01 0.985 

% Christians 5335 89.47 1.037 89.35 89.59 -0.24 0.908 

Panel B. Socio-Economic               

% Primary Education & above 5335 49.07 1.668 50.26 47.86 2.39 0.473 

% Employed  5335 43.37 0.624 43.99 42.75 1.24 0.322 

Average Annual Household Expenditure (GH₵)† 5241 3917.10 539.73 4482.17 3348.36 1033.81 0.292 

Panel C. Healthcare Utilization Rate               

% sick in last 6 months 5335 30.55 1.785 29.18 3196 -2.78 0.435 

% visiting health facility in last 6 months 5335 39.25 2.019 39.24 39.27 -0.03 0.994 

Panel D. Insurance Enrolment Rate               

% Currently Insured 5335 41.74 1.644 44.25 39.19 5.06 0.125 

Panel E. Household Head’s Perception of Healthcare Quality (N=1908)      

Average perception on Overall Healthcare quality 1502 0.005 0.029 0.012 -0.003 0.015 0.805 

Average perception on Complaint lodging, Handling & 

Feedback 
1463 0.002 0.039 0.033 -0.029 0.063 0.418 

Average Perception on Respect, Compassion & 

Friendliness 
1488 0.003 0.034 -0.000 0.006 -0.006 0.921 

Average Perception on Information & Service delivery 1475 0.004 0.029 -0.011 0.019 -0.029 0.612 

Average perception on Waiting time 1412 0.009 0.041 0.027 -0.008 0.035 0.666 

Panel F. Household Head’s Perception of NHIS Service Quality (N=1908)    

Average Perception on Overall NHIS Quality 1502 -0.005 0.017 -0.027 0.018 -0.046 0.186 

Average Perception on Information & Service provision 1483 0.001 0.034 -0.059 0.062 -0.122* 0.075 

Average Perception on ID card Production & Waiting time 1482 0.002 0.026 -0.029 0.032 -0.061 0.237 

Average Perception on Registration fees & Annual 

Premium 
1489 -0.022 0.029 -0.031 0.013 -0.018 0.764 

Average perception on Office Location & Opening Hours 1485 -0.001 0.032 0.007 -0.009 0.016 0.804 
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Appendix 4: Correlates of Attrition for Descriptive Statistics 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: COHEiSION Project data; P-values are in parenthesis; P-values and standard errors are robust and 

corrected for clustering at the health facility level; *: p<0.10, **: p<0.05, ***: p<0.01. Model (1) is without 

treatment interaction and Model (2) is with treatment interaction 

An OLS regression correcting for socio-economic characteristics and clustering at the 

health facility level was done to predict the correlates of attrition.  

The dependent variable is a dummy which is equal to 1 if the individual dropped out at 

follow-up and 0 if otherwise. From the analysis, receiving the engagement intervention does not 

significantly predict attrition, neither do any of the descriptive characteristics significantly predict 

attrition (Column 1). Similarly, an interaction of individual characteristics with the treatment 

variable and controlling for descriptive characteristics did not significantly predict attrition 

(Column 2). 

 
Baseline Sample 

 (1) (2) 

Intervention -0.042 (0.298) 0.025 (0.821) 

Female 0.006 (0.515) 0.008 (0.569) 

Age 0.000 (0.502) 0.000 (0.867) 

Christian  0.009 (0.923) 0.013 (0.861) 

Household size  0.011 (0.140) 0.010 (0.416) 

Rural Community  -0.075 (0.064) -0.046 (0.491) 

Primary Education and above -0.005 (0.707) 0.009 (0.647) 

Worked -0.017 (0.252) -0.009 (0.679) 

Annual Household Income 0.000 (0.939)      0.000 (0.951) 

Intervention * Female  -0.004 (0.826) 

Intervention * Age  0.000 (0.698) 

Intervention * Christian  -0.033 (0.655) 

Intervention * Household size  0.002 (0.875) 

Intervention * Rural Community  -0.062 (0.435) 

Intervention * Primary Education and above  -0.031 (0.272) 

Intervention * Worked  -0.017 (0.552) 

Intervention * Annual Household Income  0.000 (0.959) 

Number of Observations 6803 6803 
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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 
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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 
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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.  
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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 
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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 



   

 

307 

 

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.  
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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 
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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 
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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.  
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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.  
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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. 

 

 

 

 

 

 



   

 

313 

 

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.  
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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 
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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 
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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 
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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.   
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NEDERLANDSE SAMENVATTING (SUMMARY IN DUTCH) 

Achtergrond 

  Het doel om een nationaal zorgverzekeringsstelsel (hierna, NHIS) tot stand te brengen om 

te zorgen dat alle inwoners van Ghana beschermd zijn tegen de financiële risico’s van out-of-

pocket gezondheidsuitgaven, is voor een groot deel behaald. Sinds 2005 is het stelsel volledig in 

werking, en sindsdien is de hoeveelheid actieve lidmaatschappen van de NHIS gestadig gestegen. 

Volgens het laatst beschikbare rapport had de NHIS 11,3 miljoen actieve leden, dat is 42% van 

Ghana’s geschatte populatie van 26,9 miljoen [1]. Elke dag registreren 40 000 mensen zich voor 

een lidmaatschap, of vernieuwen deze [2]. Deze stabiele stijging in actieve lidmaatschappen van 

de NHIS ging samen met een overeenkomstige stijging in out-patient en in-patient gebruik in 

geaccrediteerde gezondheidsvoorzieningen in het land. In 2015 werd gerapporteerd dat NHIS 

kaarthouders 31 miljoen keer gezondheidsvoorzieningen hebben bezocht, met een gemiddelde van 

85,000 gezondheidsvoorzieningen per dag. Dit is een indicatie dat door de NHIS de 

toegankelijkheid van de gezondheidszorg is verbeterd, door de financiële barrières in 

toegankelijkheid van zorg voor velen Ghanezen te reduceren. 

   

  Ondanks deze ontwikkelingen is de dekking van de NHIS nog steeds onder 50% van de 

Ghanese bevolking. Dit gaat gepaard met een toenemende verontrusting over een vermeende lage 

kwaliteit van zorg door geaccrediteerde voorzieningen, het niet beschikbaar zijn van algemene 

medicijnen in voorzieningen en een vertraging in de vergoedingen voor voorzieningen, en daarmee 

lijkt de duurzaamheid van de winst die gemaakt is onder vuur te liggen en er vertrouwens-en 

geloofwaardigheidsproblemen vanuit kaarthouders te ontstaan. De signalering van deze 

beginnersuitdagingen voor de NHIS toont de behoefte om te onderzoeken hoe erg het met deze 

uitdagingen is gesteld en om interventies te identificeren en testen die kunnen worden gebruikt om 

ze te verbeteren. In deze thesis worden daarom studies gepresenteerd die zijn gedaan om de link 

vast te stellen tussen de determinanten van zorgverzekeringregistratie, perceptie op kwaliteit van 

zorg en de keuze om een NHIS lidmaatschap te registreren of te vernieuwen, als deel van een 

groter onderzoeksproject waarin barrières voor registratie worden te geïdentificeerd en de meest 

effectieve interventies die deze barrières kunnen minimaliseren of wegnemen. De volgende sectie 

vat de belangrijkste bevindingen uit de gedane studies samen en beschrijft beleidsaanbevelingen 

voor de vooruitgang van de NHIS tijdens een tijd van herzieningen.  
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SAMENVATTING VAN DE STUDIES  

  Deze thesis bestaat uit zes (6) gepubliceerde en één (1) ongepubliceerde paper over de 

zorgverzekering, en een ongepubliceerde introductie en conclusie. De studies onderzochten het 

gedrag van cliënten, zorgverleners en de NHIS, en het effect hiervan op de registratie in het 

nationale zorgverzekeringsstelsel in Ghana. 

 

  In de introductie van dit proefschrift worden (Hoofdstuk Eén- ongepubliceerd) de 

uitdagingen van de NHIS in het begin van haar implementatie besproken. Deze uitdagingen omvat 

onder meer een significante stijging in de opkomst in zorginstellingen met weinig tot geen 

overeenkomstige stijging in infrastructuur, uitrusting en personeel. Dit resulteerde in een lagere 

kwaliteit van zorg omdat het weinige aanwezige personeel de hoeveelheid werk niet kon 

bijhouden. In de meeste zorgvoorzieningen werden lange wachttijden waargenomen waarin 

patiënten in lange rijen wachten om zorg te krijgen. Aan de kant van de verzekering was één van 

de grootste uitdagingen dat er een onvoldoende technische capaciteit van het personeel van de 

nationale zorgverzekeringsautoriteit (hierna, NHIA) aanwezig was om ID kaarten te produceren 

en distribueren, en zo een effectieve implementatie te bewerkstelligen, met name op district-level. 

Anderen uitdagingen waren: een te breed zorgpakket in de NHIS, te weinig controle en toezicht 

door de NHIA en grote vertragingen, van soms meer dan zes maanden, voordat de 

zorgvoorzieningen worden terugbetaald. Ook bleek dat de dekking van het zorgpakket van de 

NHIS te breed was, en de scholing over zowel het zorgpakket als het vrijstellingspakket niet 

afdoende was met te weinig betrokkenheid van de gemeenschap over levering van diensten van de 

NHIS. 

 

   Verder beschrijft Hoofdstuk Eén de context van de studie, de onderzoeksmethodologie; het 

ontwerp en implementatie van de community engagement interventie die is geïmplementeerd om 

de betrokkenheid van de gemeenschap en de participatie in de NHIS-diensten en zorgverlening te 

bevorderen. In totaal werden 52 gemeenschapsgroepen en verenigingen betrokken om de kwaliteit 

van zorg en NHIS diensten in 32 interventie voorzieningen te beoordelen, en de impact van deze 

beoordelingen werd geëvalueerd door de uitkomsten te vergelijken met 32 controle 

zorgvoorzieningen (zie Hoofdstuk 7). 
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  Hoofdstuk Twee gebruikt de kwalitatieve data die is verzameld door diepte-interviews 

met cliënten, zorgverleners en verzekeraars om de verklarende modellen van cliënten, 

zorgverleners en zorgverzekeraars (NHIS) over ziekte, de behoefte aan, de kwaliteit van, en de 

controle over zorg en zorgverzekeringsdiensten te vergelijken. Verklarende modellen (hierna, 

EMs) bepalen voor een groot deel iemands perceptie van, verwachting over en antwoord op 

gezondheidsproblemen. We vonden ongelijkheden tussen de verklarende modellen van cliënten, 

zorgverleners en zorgverzekeraar. Vaak leidde dit tot misconcepties en een gebrekkig vertrouwen 

in het verzekeringssysteem. Daarom beredeneerden wij dat de keuzes van cliënten om zorg te 

zoeken en zich te registeren voor de verzekering beïnvloed worden door deze verschillen in 

perceptie.  

 

  We concludeerden dat deze bevindingen onze kennis over het gedrag van cliënten en over 

keuzes met betrekking tot de oorzaak van ziekte, het zoeken van een zorgvoorziening en registratie 

in de zorgverzekering, verhoogt. Dit toegenomen begrip was de basis voor het design van de 

kwantitatieve vragenlijst voor de baseline en follow-up enquêtes van het onderzoeksproject om te 

onderzoeken hoe groot deze ongelijkheden zijn in de studiepopulatie en hoe ze het 

verzekeringssysteem beïnvloeden. Deze kennis kan daarnaast beleidsmakers en managers helpen 

hun communicatie en training in zorg en zorgverzekeringsdiensten effectiever te maken. 

  

   Hoofdstuk Drie bekijkt de effectiviteit van het premium-vrijstelling beleid van de NHIS 

waarin kinderen onder de 18, SSNIT medewerkers, SSNIT gepensioneerden (ouder dan 60), 

mensen boven de 70, indigents, zwangere vrouwen en ‘Livelihood Empowerment Against Poverty’ 

(LEAP) begunstigden, vrijgesteld worden van de jaarlijkse zorgpremie. Het hoofdstuk onderzocht 

specifiek of het premium-vrijstelling beleid de registratie voor de zorgverzekering stimuleert en of 

het de toegankelijkheid van zorg voor ouderen (70 jaar en ouder) verbetert.  

 

  Data van 4,214 individuen van 18 jaar en ouder uit de baseline-huishoudensenquête werden 

geanalyseerd. We vonden dat de waarschijnlijkheid van registratie significant hoger wordt met 

leeftijd. De ouderen (70+ groep) waren significant meer waarschijnlijk om zich te registeren voor 

de zorgverzekering dan de jongere leeftijdsgroep (onder de 70). We vonden ook een sterke stijging 
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in het percentage van respondenten die na hun 70e jaar zich registreren in de NHIS, vergeleken 

met het percentage dat zich registreert tussen 30-69 jaar. Het gebruik van zorgvoorzieningen liet 

ook een positieve significante stijging zijn naar leeftijd. We vonden een sterke stijging in het 

percentage respondenten die zorgvoorzieningen gebruiken boven de 70 jaar, vergeleken met 

degenen tussen 30-69 jaar. 

 

  Hieruit concludeerden we dat het premium-vrijstelling beleid van de NHIS geholpen heeft 

om registratie te bevorderen en toegankelijkheid van zorg te verbeteren voor ouderen. Dit is een 

belangrijke bijdrage voor de overheid, die een betere zorg voor iedereen op haar agenda heeft 

staan. Niettemin is registratie onder 70+ers nog steeds onder de 100%. Communicatie over het 

premium-vrijstelling beleid en het NHIS zorgpakket kan dus beter en moet worden aangepakt 

zodat het beleid zijn beoogde doel volledig haalt. 

  

  In Hoofdstuk Vier hebben we de verschillen in percepties van cliënten en zorgpersoneel 

op de kwaliteit van zorg onderzocht en gekeken of deze perceptie geassocieerd is met de technical 

quality proxies in gezondheidsvoorzieningen. We hebben Wilcoxon-Mann-Whitney testen gedaan 

en geordende logistische regressies voor 1,903 huishoudhoofden en 324 werknemers in de zorg 

om de verschillen tussen de perceptie van cliënt en zorgpersoneel op kwaliteit van zorg vast te 

stellen. We vonden dat zorgpersoneel de indicatoren over kwaliteit van zorg als bevredigend 

beoordeelden, terwijl cliënten hun teleurstelling over deze kwaliteitsindicatoren uitten. Dit verschil 

in perceptie tussen cliënt en personeel bleek significant voor alle kwaliteitsindicatoren, en met 

name met betrekking tot de ‘zachtere’ aspecten van kwaliteit zoals de houding van personeel en 

respectvol gedrag. Dit suggereert een disbalans in commitment voor een verhoging van kwaliteit 

en een eventueel een asymmetrie in informatie tussen cliënten en dienstverleners. Deze 

bevindingen opperen dat het verbeteren van alléén de medisch-technische kwaliteit niet per se zal 

leiden tot een verbeterde client-gepercipieerde kwaliteit van zorg en daarmee tot een bereidheid 

om zorgdiensten te gebruiken in NHIS-geaccrediteerde voorzieningen. We concludeerden dat er 

behoefte is om de training voor zorgpersoneel te intensifiëren en hierbij te focussen op zowel 

technische als gepercipieerde kwaliteitsindicatoren. Dit soort zaken zouden het vertrouwen van 

cliënten in de gezondheidszorg in Ghana  moeten verhogen en hun actieve participatie in de NHIS 

stimuleren.  
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  Hoofdstuk Vijf onderzocht of er sprake is van een adverse selectie in de NHIS door het 

effect van het gebruik en de mate van het gebruik van gezondheidsvoorzieningen op NHIS 

vernieuwing te onderzoeken. Hiervoor werden NHIS-registratie en gebruiksdata van 2008 tot 2013 

uit twee regio’s in Ghana geanalyseerd. Er werd een Pearson Chi-square test gedaan, om te 

onderzoeken of de proportie van verzekerden die in een bepaald jaar van zorg gebruik maakten en 

het jaar daarop hun lidmaatschap vernieuwden, significant verschilt van degenen die gebruik 

maakten van zorg en niet vernieuwen. Er werd gevonden dat de likelihood om de NHIS te 

vernieuwen significant hoger is onder degenen die gebruik maken van zorg, ten opzichte van 

degenen die dat niet doen en ook hoger voor degenen die gezondheidsvoorzieningen vaker 

bezoeken.  Deze bevindingen doen vermoeden dat er sprake is van een adverse selectie in de 

NHIS . We concludeerden dat de rekening van de NHIS claims hoog is omdat individuen met een 

hoog risico, who self-select into the scheme, gezondheidsvoorzieningen vaker bezoeken en dit leidt 

tot problemen voor de financiële haalbaarheid van de NHIS. We raden aan dat beleidsmakers op 

een pragmatische manier moeten zorgen dat de verplichte registratie wordt gehandhaafd zodat ook 

individuen met een laag-risico geregistreerd blijven; en duurzame manieren moeten vinden om 

winsten te verhogen zonder dat dit ten koste gaat aan de maatschappelijke focus die dit stelsel 

heeft.  

 

  In Hoofdstuk Zes gaven we een alternatieve verklaring voor de lage registratie in de NHIS 

door de verschillen in perceptie op niet-technische aspecten van kwaliteit van zorg tussen 

verzekerden en niet-verzekerden te analyseren. Verder bekeken we de associatie tussen 

verzekeringsstatus en de perceptie op kwaliteit van zorg om er zeker van te zijn dat de 

verzekeringsstatus een rol speelt in de perceptie op kwaliteit van zorg. Dus: beïnvloeden percepties 

op kwaliteit de status van registratie? En beïnvloedt vervolgens deze status van registratie de 

perceptie van kwaliteit van zorg? We hebben de data van de baseline enquête van 1,903 

huishoudens in een gebied met 64 gezondheidscentra geanalyseerd. Als eerste hebben we twee 

steekproef-onafhankelijke t-toetsen gedaan om de gemiddelde perceptie van verzekerden en niet 

verzekerden te vergelijken op zeven indicatoren van niet-technische aspecten van kwaliteit van 

zorg. Vervolgens hebben we een generalized ordered logit regression gedaan om de associatie 

tussen verzekeringsstatus en perceptie op kwaliteit van zorg te testen. 

We vonden dat de percepties van verzekerden significant negatiever waren dan van niet-
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verzekerden en degenen die eerder wel verzekerd waren, waren ook negatiever dan degenen die 

nooit verzekerd zijn geweest. Ook vonden we dat verzekerd zijn geassocieerd is met een significant 

lagere perceptie op de kwaliteit van zorg. Dus, na inschrijving in de zorgverzekering lijken mensen 

de kwaliteit van zorg als slechter te beschouwen, in vergelijking met degenen zonder verzekering. 

Onze bevindingen tonen dus aan dat verzekeringsstatus uitmaakt voor de perceptie op kwaliteit 

van zorg. Onze conclusie was dat percepties op zorg wellicht worden gevormd door individuele 

ervaringen in gezondheidsvoorzieningen, waar verzekerden en onverzekerden wellicht op een 

andere manier door de dienstverlening gaan. Zorgverzekeringen worden op deze manier minder 

aantrekkelijk door de slechte perceptie van de kwaliteit van de zorg, waardoor er een lagere vraag 

is naar de zorgverzekering. Beleidsmakers moeten daarom overwegen om de NHIS te hervormen, 

en te werken aan beleid waarin dezelfde level van hoge kwaliteit van zorg wordt gewaarborgd, 

ongeacht iemands verzekeringsstatus. 

 

  Hoofdstuk Zeven onderzocht de verschillen in determinanten van verzekeringsstatus 

tussen de regio’s Greater Accra Region (GAR) en Western Region (WR) in Ghana, om de redenen 

rondom de waargenomen verschillen in regionale dekking in NHIS-registratie beter te begrijpen 

en te waarderen. Gegevens van 4,214 volwassenen van 18 jaar en ouder uit het COHEiSION-

project werden geanalyseerd. Er werd een bivariate analyse (een t-test voor continue, en Peason 

Chi-square voor categorisch) uitgevoerd om de verschillen in kenmerken van de respondenten 

(sociaaleconomisch en verzekeringsregistratie) tussen de twee regio’s te onderzoeken voor de 

totale, urbane en rurale steekproeven. Vervolgens werden multivariate logistische regressie 

schattingen gemaakt om eventuele verschillen in de determinanten van registratie voor de totale, 

urbane en landelijke steekproeven te identificeren en vast te stellen. 

 

  Er werden zeer weinig verschillen gevonden tussen de mechanismen van de determinanten 

van inschrijvingen in de twee regio’s. De enige verschillen waren dat respondenten die zelf een 

slechte gezondheidsstatus rapporteerden in de urbane WR significant meer waarschijnlijk waren 

om zich te registeren dan degenen die zelf een slechte gezondheidsstatus rapporteerden in GAR 

en dat degenen die in het gebied rondom publieke gezondheidsvoorzieningen in WR wonen zich 

significant minder registreerden dan degenen die rondom de particuliere voorzieningen in de GAR 

wonen. In beide regio’s werden woongebied, geslacht, leeftijd, opleidingsniveau, 
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gezondheidsstatus, welvaartstatus en de eigendomsstatus van de gezondheidsvoorziening als 

significante determinanten van inschrijving in de ziektekostenverzekering geïdentificeerd. Dit 

betekent dat deze determinanten een groot verschil maken in de beslissing om zich voor de 

zorgverzekering in te schrijven, in beide regio’s. Deze bevindingen wijzen op het belang van socio-

economische en zorgsysteem-determinanten voor de beslissing om zich te registreren en 

suggereren dat er ongelijkheden bestaan ten gunste van welgestelde gemeenschappen met betere 

socio-economische omstandigheden en gemeenschappen met gezondheidsvoorzieningen waarvan 

wordt beschouwd dat ze betere kwaliteit zorg leveren. 

 

  Het kan zijn dat de geobserveerde regionale verschillen in de dekking van NHIS registratie 

in de tien regio’s een resultaat is van verschillen in socio-economische en gezondheidssysteem 

factoren, die een impact hebben op het vermogen van inwoners om de zorgpremie te betalen en de 

keuze om zich te registreren 

  

  Tot slot evalueert Hoofdstuk Acht de impact van de community engagement interventie, 

die is geïmplementeerd met als doel de perceptie van cliënten op de kwaliteit van dienstverlening 

te verbeteren en vervolgens het gebruik van de gezondheidszorg en de inschrijving in de 

zorgverzekering te verbeteren. We hebben gebruik gemaakt van paneldata met 6,937 individuen 

uit een cluster randomized controlled trial, die is uitgevoerd in 64 gemeenschappen in twee regio’s 

in Ghana. Een willekeurige helft van de gemeenschappen ontving de engagement interventie nadat 

de baseline enquête was afgenomen in april 2012, terwijl de andere helft als controlegroep diende. 

Een follow-up enquête werd in maart 2014 afgenomen, waarin de impact van de interventie werd 

geëvalueerd. We gebruikten ordinary least square schattingen om de impact van de interventies 

op de perceptie van kwaliteit, het gebruik van gezondheidszorg en inschrijving in de 

zorgverzekering voor volledige en de gebalanceerde steekproeven van alle leden van het 

huishouden en van degenen die op baseline niet verzekerd waren. De interventie had geen enkel 

significant positief effect op de perceptie van kwaliteit van dienstverlening. Ook had de interventie 

geen positief effect op het gebruik van zorg, of op het registreren voor de zorgverzekering op korte 

termijn (12 maanden). De frequentie van ziekte werd echter wel met 13,8 procent verminderd, wat 

wijst op een algemene verbetering van gezondheidsstatus. 
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   We hebben geconcludeerd dat het betrekken van de gemeenschap waarschijnlijk niet leidt 

tot de voordelen als een toegenomen gebruik van gezondheidszorg of registratie in 

zorgverzekering op de korte termijn. Om de effecten op lange termijn te onderzoeken, is meer 

onderzoek noodzakelijk. 

 

BELEIDSAANBEVELINGEN 

De volgende aanbevelingen onder vier (4) algemene kopjes worden gepresenteerd als 

beleidsoverwegingen, gebaseerd op de bevindingen van deze zes (6) gepubliceerde en één (1) 

ongepubliceerde studies:  

 

1. Verhoog het publieke begrip over een zorgverzekering als een systeem voor de 

financiering van de gezondheidszorg 

 

Het lijkt erop dat de aanvankelijke intensiteit waarmee informatie over de NHIS werd 

verstrekt aan het publiek bij de start in 2004 aanzienlijk is verminderd door de 

ontwikkelingen en de hervormingen van het stelsel in de afgelopen jaren. Uit de 

bevindingen van hoofdstukken 2, 3 en 7 blijkt dat er nog steeds lacunes bestaan in de 

informatie over de werking van de NHIS, het uitkeringspakket en de over de categorieën 

van vrijstellingen. Daarom is het noodzakelijk dat de NHIA effectieve en efficiënte 

strategieën ontwikkelt om informatie over deze belangrijke punten te verstrekken aan het 

publiek, en dan met name aan laaggeletterden in rurale gemeenschappen.  

Daarbij is er een noodzaak om de capaciteit van zorgverleners en NHIS personeel op het 

gebied van klantenservice te verhogen, om de effectiviteit en efficiëntie in communicatie 

en relaties met klanten te verbeteren.  

 

1. Verbeter de kwaliteit van zorg en van NHIS service en verhoog het publieke 

vertrouwen in de NHIS 

 

Uit de bevindingen van hoofdstuk 4, 5 en 6 van dit proefschrift kan worden gesteld dat de 

perceptie onder de meeste Ghanezen is dat NHIS-kaarthouders een lagere kwaliteit van 

zorg ontvangen dan degenen die zorg zelf betalen. Deze perceptie komt voort uit 
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regelmatige tekorten in de medicijnvoorraad en uit de vertragingen in terugbetalingen voor 

de voorzieningen door de NHIS, wat er vaak toe leidt dat sommige instellingen hun 

diensten dreigen in te trekken en/of cliënten met een zorgverzekering toch vragen zelf te 

betalen voor de medicijnen en diensten.  Deze perceptie is ook ontstaan door de lange 

wachttijden die verzekerden cliënten ervaren en doordat aan NHIS-kaarthouders generieke 

medicijnen worden voorgeschreven in tegenstelling tot de merk-medicijnen die worden 

voorgeschreven aan cliënten die hun zorg zelf betalen. Een innovatieve insteek, 

bijvoorbeeld SMS berichten en waarschuwingen over de vernieuwings-deadline en 

callcenters die kaarthouders kunnen bellen om klachten in te dienen of uitleg te vragen, 

moet worden overwogen bovenop andere mogelijkheden om klachten en feedback aan 

zorginstellingen en de regionale- of districtskantoren van de NHIS te ontvangen en aan te 

pakken. Daarbij is continue maatschappelijke betrokkenheid nodig om het publiek in te 

laten zien dat een generiek medicijn even effectief is als een merk-medicijn.  

 

2. Verbeter de dekking van NHIS registraties 

 

Hoewel de NHIS, via Act 852, die de totstandbrenging van de NHIS beschrijft, verplicht 

is voor iedereen die in Ghana woont, blijkt uit de bevindingen in hoofstuk 3, 5, en 7 dat 

de dekking van registraties in het stelsel onder de 45% is. Dit heeft een impact op het 

principe van kruissubsidie in een verzekering, waarin de rijken de armen subsidiëren, en 

de gezonde mensen de zieken. Het is daarom nodig om het verplichte element van de NHIS, 

zoals wordt voorgeschreven in de wet, te handhaven door het aantrekkelijk te maken om 

zich te registreren en sancties in te voeren voor mensen die zich niet registreren. Burgers 

kunnen worden gedwongen zich in te schrijven voor de NHIS door maatregelen als het 

eisen van een NHIS-registratie bij alle schoolinschrijvingen, de aanschaf en vernieuwing 

van een rijbewijs, de aanschaf en vernieuwing van een paspoort en andere relevante 

nationale documenten.  

 

3. Verzamel hulpbronnen voor de NHIS 

 

De toekomstige duurzaamheid van de NHIS hangt voor een groot deel af van de 
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beschikbaarheid van financiële middelen om de activiteiten van het stelsel te financieren. 

Daarom is het van belang dat de verplichte inschrijving in de NHIS wordt gehandhaafd om 

voldoende inkomsten te mobiliseren via premium van leden. Daarbij moeten er effectieve 

mechanismen worden gevonden om betrouwbare gegevens over het niveau van inkomen 

van Ghanezen te krijgen, met name van degenen in de informele sector, zodat de premie 

van de NHIS kan worden vastgesteld op basis van inkomensniveau. Beleidsmakers zouden 

een verhoging van 2,5% naar 3,5% van de NHIS-heffing in de BTW moeten overwegen, 

deze heffing bedraagt ongeveer 75% van de inkomsten van het stelsel. Om ervoor te zorgen 

dat deze fondsen direct beschikbaar zijn voor uitbetalingen van claims aan zorgverleners 

zou de Ghana Revenu Authority (GRA) de NHIS-heffing op een speciale NHIF-rekening 

moeten storten, zodat het niet wordt samengevoegd met alle andere inkomsten in het 

Consolidated Fund, met alle bijbehorende vertragingen terwijl ze direct beschikbaar aan 

de NHIA moeten zijn. Beleidsmakers zouden ook moeten overwegen om een speciale 

NHIS-belasting, “Sin Tax”, op luxegoederen te heffen en op producten als sigaretten, 

alcohol, juwelen en een communicatie-belasting, “Talk Tax”, op telefoongesprekken en 

internet data in de telecommunicatiesector. Deze speciale belastingen of heffingen zullen 

ervoor zorgen dat er genoeg inkomsten beschikbaar zijn voor een duurzame NHIS. 

4. Continue maatschappelijke betrokkenheid en verder onderzoek 

 

De bevindingen uit hoofdstuk 8 wijzen erop dat een continuïteit in maatschappelijke 

betrokkenheid zorgverleners kan helpen motiveren om een hoge kwaliteit van zorg te 

leveren. Daarbij moet de gemeenschap ook betrokken worden om input te leveren in de 

manier waarop zorg geleverd wordt en om te helpen bij de controle en supervisie van 

zorgverleners en NHIS-kantoren om ervoor te zorgen dat er rekening wordt gehouden met 

de zorgen en verwachtingen van de gemeenschap in deze processen. Er moeten effectieve 

monitoring- en supervisiesystem worden opgezet om ervoor te zorgen dat zorginstellingen 

over het benodigde personeel en apparatuur beschikken om een hoge kwaliteit van zorg te 

leveren. In hoofdstuk 8 werd ook gewezen op de noodzaak van verder onderzoek om een 

breder inzicht te krijgen in de belangrijkste belemmeringen voor het inschrijven in de 

zorgverzekering, voornamelijk in de belemmeringen die geassocieerd zijn met de kwaliteit 

van zorg. Toekomstig onderzoek zou zich moeten focussen op effectieve en efficiënte 
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strategieën die zowel de gepercipieerde als de technische kwaliteit van zorg kunnen 

verhogen. In deze richting zouden onderzoeken zich moeten richten op manieren van 

implementatie waarop betrokkenheid van de gemeenschap een impact kan hebben op 

zorggebruik en registratie in de zorgverzekering. Hoewel de bevinding in hoofdstuk 8 

suggereert dat de betrokkenheid van de gemeenschap misschien geen invloed hoeft te 

hebben op een gewenste verhoging in het aantal registraties in de zorgverzekering of in 

zorggebruik op korte termijn, maakt het gemak van implementatie en de gematigde kosten 

die gepaard gaan met een studie waarbij de gemeenschap wel wordt betrokken, het de 

moeite waard om verder onderzoek te doen naar implementatie op de lange termijn. 

 

Samenvattend heeft dit proefschrift een aantal beleidsaanbevelingen aangeboden om de NHIS te 

helpen versterken en haar toekomstige duurzaamheid te waarborgen. Echter, we zijn ons zeer 

bewust van het feit dat het aannemen van deze aanbevelingen afhangt van beleidsmakers en van 

politieke wil om ze te implementeren binnen de algemene beperkingen in middelen en 

concurrerende vraag naar de schaarse middelen vanuit alle sectoren van de Ghanese economie. 

Gelet op deze beperkingen kunnen deze aanbevelingen, met een effectieve betrokkenheid van 

stakeholders, helpen om, samen met discussies over de hervorming van de NHIS en dialoog over 

beleid, de NHIS positief vorm te geven om haar toekomstige duurzaamheid te garanderen en 

universele toegang tot gezondheidszorg van kwaliteit voor alle Ghanezen te waarborgen. 
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