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ABSTRACT

The research was developed to identify the challenges and prospects of the Tamale

Metropolitan Health Insurance Scheme to improve sustainability. The study focused on a

case study and descriptive cross - sectional in design aimed at eliciting information about

perceptions community members, the health facility, and the scheme about premium levels,

benefit package, quality of service, funding, dependency of exempted registrants on the

scheme. The study employed questionnaires administered to households, health facilities

and scheme managers. The study revealed that, the Tamale Metropolitan Health Insurance

Scheme had tremendous prospects given the availability of technical support, quality of care

at some facilities, solidarity that exists in communities, development partners and

government commitment to this scheme as well as increasing community recognition that

"the scheme is a convenient means to increasing access to health care. However, the scheme

is faced with some challenges. Inadequate staffs, political interference, poor coverage of

community members and abuse of the health insurance system by unscrupulous clients and

continuous link failure are potential threats and can hamper sustainability of the scheme.

The study on discovering these challenges had proposed comprehensive recommendations

all geared towards helping stakeholders to overcome the aforementioned challenges of the

scheme. It therefore recommended among others that they should be increase publicity in

the rural communities, increase community participation; scheme officials should practise

good professional ethics, prompt settlement of claims by the NHIA, and also the scheme

should devise a more efficient way of printing I D cards to avoid delays.
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CHAPTER ONE

INTRODUCTION

1.1 Background to the Study

In many European countries, social health insurance is one of the principal methods of health

financing and has a long history (Carrin, G. & James, C. 2004). In Central and Eastern

European countries, social health insurance has recently been developed as part of the economic

transition and health sector reforms. Most of the Eastern European countries in transition are

eager to replace their National Health Insurance Service that has been dominant in the past with

national health insurance schemes (Berman, 1998). The Czech Republic and Hungary for

instance established National Health Insurance in 1992 and 1993 respectively. Poland

promulgated National Health Insurance Law in 1997, which was not implemented by 1998

(Berman, 1999). Bulgaria on the other hand is facing problems with lack of political consensus

on the direction of health financing reforms (Balabanova and McKee; 2004). However, there is

some evidence that, large scale implementation of health insurance scheme is a complex task,

and in some instances, perpetuates the very iniquities it is intended to correct (Berman, 1998).

In Sub-Saharan Africa, the countries implementing National Health Insurance include Kenya,

Tanzania, Nigeria and Ghana. Zimbabwe and South Africa have been debating health insurance

policy for a while now. Most of the Countries that started implementation are even still in

infantile stages of design and redesign and going through very preliminary experiences.

Countries contemplating health insurance must know that social health insurance is no quick fix

solution to the financial and access problems facing health care systems (Jacobs, R. &
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Goddard, M. 2002). Jacobs's noted that to some extent health insurance in the developed

countries including Germany were unplanned. The evolution of the system in Germany owed

much to the pattern of industrialisation, the growing influence of organized labour and the

development of Germany as a united but decentralized country. These are not common features

of sub-Saharan African countries.

Kenya has the oldest health insurance scheme in Sub - Saharan Africa. It was launched in 1965

as the National Hospital Insurance Fund. Eligibility was limited and compulsory for formal

sector workers earning a certain amount per month. Contributions were made through a

percentage of the salary of the formal sector employees. The deductions started at a minimum of

2% of an employee's salary. Non salaries persons can join the scheme on voluntary basis. The

fund did not make provision for financially disadvantaged groups. The benefit package was

limited to in - patient medical care and did not include hostel services. The policy was

considered inadequate as it excluded the majority of the population (Ngilu, 2004).

Tanzania is one of the poorest countries in the world, with more than half of the population

living on less than $0.70 a day and health care expenditure per capita estimated at $8.00 per year

(Shiner; 2003). Shiner notes that donors fund nearly 50% of its total health care spending and

this reduces the autonomy of government of Tanzania in formulating health policy. According

to Shiner, Tanzanian's health sector reforms must be viewed in the wider context of shifting

opinion among influential bilateral and multilateral donors. In Tanzania national health

insurance officially started in 2001. It is compulsory for formal sectors. Employers pay 3% of

the employee's salary to the scheme. It covers the spouse of the employee and up to four other

2
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dependants and entitlement stops three months after retirement. The benefit packages included

inpatient and outpatient care of a fixed predetermined amount. Payment is only made for cost

incurred on generic drugs on a national drug list and basic diagnostic test (Shiner, 2003). The

insurance system as it operates in Tanzania effectively limits coverage to formal sector workers

and their dependents, a minority of the population. Systems of this nature discriminate between

the population groups according to their socio-economic standing and can only undermine

principles of equity in health care provision and are a threat to national cohesion and solidarity.

Nigeria chose a staggered approach to implementation starting with public sector and private

sector formal employees who constitute about 40% of the populations. It is estimated that

currently, the scheme covers only 10% of the Nigerian population of 120 million (Arodiogbu,

2005). Public and private sector workers are required to pay 15% of their salaries to National

Health Insurance Council. Each Employee also contributes 10% of his or her salary to the

council. Employees and their dependants (maximum of four children under age eighteen) are

entitled to both inpatient and outpatient care. Others of unknown or non-fixed income categories

can voluntarily join the scheme through Health Maintenance Organisations. The unemployed,

the aged and the disabled are exempted from paying premiums. A scheme member can receive

care in any part of the country on providing an identification card (Arodiogbu, 200.5). According

to (DFID) (2004) National Health Insurance was launched in Nigeria in 1999 after being on the

drawing board since 1962. After the launch, the scheme met stiff opposition and could not be

implemented until 2005. The labour union of Nigeria, health care providers and the population

in general did not trust the intentions of the Government in establishing the scheme. The distrust

was based on the fact that Nigerians had had bad experiences of poor and fraudulent

3
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management of insurance schemes by government officials. The main obligations of the

Nigerian scheme are to ensure that every citizen had access to good health care services,

families are protected from financial hardships of huge medical bills and that health care cost is

equitably distributed among different income groups of the population (DFID 2004).

"

Ghana's National Health Insurance became a law in August 2003. The law puts in place a

national health insurance system that aims at enabling residents of Ghana to obtain essential

health care services without having to pay for services on demand. The law states in part that it

is: To secure the provision of basic health care services to put in place a body to register, license

and regulate health insurance scheme; and monitor health care providers operating under health

insurance scheme; to establish a national Health Insurance Fund that will provide a subsidy to

licensed district mutual health insurance scheme; to impose a health insurance levy and provide

for purposes connected with these (GaG; 2003). The passing of the insurance law was against

the background that the government funded about 80% of the public health services bill through

taxation and donor funding and the rest from user fees, which was unsustainable as levels of

poverty dwindled tax base. This was also compounded with diminished foreign aid which

further reduced the capacity of the vulnerable in the society to have access to health care

services (GaG, 2003).

The Ghana National Health Insurance Scheme (GNHIS) as observed by Kutzin (2001) indicated

that, the four key functions of an insurance scheme are revenue collection; the poolingof fund;

the accumulation of prepaid health revenues on behalf of a population; the purchasing of

services is the transfer of pooled resources to the service providers on behalf of the population

4
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for which the funds are pooled, and the services, which include type of providers, and the

service they offer. In line with Ghana's scheme, the functions are re-categorized as population

coverage, revenue collection and benefit package, purchasing and scheme management. The

Ghana scheme envisions that five years after the passing of the law (by 2008), every resident of

Ghana shall belong to the health insurance scheme that adequately covers him or her to receive

essential health care services. The law therefore stipulates the establishment of a Mutual Health

Insurance Scheme (MHIS) in each one of the then 136 districts of Ghana. It is the responsibility

of the local government to promote the setting up of the schemes through the District Assembly.

Ghana's approach to universal coverage, within five years of national health insurance is

different from what has happened in Kenya, Nigeria, Tanzania and Europe. Only 27 countries in

the world have established the principle of universal coverage using social health insurance by

2004. Among these 27 countries, it took an average of forty years to achieve universal coverage.

These countries include Australia, Belgium, Costa Rica, Germany, Israel, Japan, Republic of

Korea and Luxembourg. Kenya also had the benefit of operating a National Hospital Insurance

Found for forty years before attempting to obtain universal coverage. They have all gathered

useful experience and enhanced their capacity to formulate and implement a policy for universal

coverage.r Ghana does not have the same experience. Theirs is from two private hospitals -

based schemes and a few mutual health organizations which have been in effective existence

and operation for less than ten year (Carrin & James 2004) ..

5
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.1.2 Problem Statement

To improve on the health service delivery is a collective responsibility of both the government

and the governed. In the light of this, the failure of the free medical system under Nkrumah's

government was partly blamed on the low-participation by the end-user. In recognition of that

fact and its consequences on the health service delivery system, the end-user was required to

pay money at point of service delivery which came to be known as "Cash and Carry system"

(National Health Insurance Policy Framework for Ghana, 2004). This payment system

compounded the utilization problem by creating a financial barrier to health care access

especially for the poor. It is estimated that out of the 18% of the popu lation who require health

care at a time only 20% of them are able to access it, implying that about 80% of Ghanaians

who need health care could not afford (National Health Insurance Policy Framework for Ghana,

2004).

From the point of observation the NHIS in Ghana and for that matter Tamale Metropolis is

bedeviled with several challenges and this development has affected various health providers'

ability to increase clients' patronage as well as providing quality health service in the

Metropolis.

According to the Tamale Metropol itan Health Directorate (2010), about 34 per cent of all people

who attended the health facilities in the Metropolis were anaemic and 28 per cent of general

hospital attendants could not register for the NHIS due to poverty. Anecdotal evidence further

points to the fact that people who live in the deprived or rural areas in the Metropolis still

constitute about 10 per cent of all clients in the scheme within the Metropolis. It was further

6
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reported that over 50 per cent of all the children who were under the age of 18 and the aged

population (60 plus) who sought medical treatment in some of the health facilities in the

Metropolis do not have the scheme's original 10 cards. This presupposes that they might have

been delays in producing these cards and some of these people might have not been genuinely

registered members of the scheme.

Furthermore, there was also the growing perception that the quality of services that were being

rendered by health facilities in the Metropolis were very poor due to unqualified personnel who

man these health facilities and the delay from the government and the National Insurance

Authority in reimbursing such health centres of their claims. In order to contribute to

understanding and solving these problems an empirical research is necessary to investigate into

the challenges and prospects of the Tamale Mutual Health Insurance Scheme.

1.3 Research Questions

The main research question is to determine the main operational challenges of the Tamale

Mutual Health Insurance Scheme, and the extent to which these challenges are being managed

to make the scheme more efficient.

The specific research questions are asfollows:

1. What factors militate against the enrolment of people into the scheme?

2. What are the strengths, weaknesses, threats and opportunities of the scheme?

3. What are the critical factors that can enhance the sustainability of the scheme?

4. What are the resource capacities of health providers?

7
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5. What are the clients' levels of satisfaction of the MHIS?

1.4. Research Objectives

The main research objective of the study is to assess the main operational challenges of the

Tamale Mutual Health Insurance Scheme, and to what extent are they being managed to make

the scheme more efficient?

1.4.1 Specific Objectives

I. To examine the factors that militates against the registration of people into the scheme.

2. To analyse the strength, weaknesses, threats and opportunities of the scheme.

3. To determine the critical factors that can enhance the sustainability of the scheme.

4. To examine the resource capacity of health providers.

5. To determine the clients' level of satisfaction of the MHIS.

1.5 Significance of the Study

The significance research is to unearth the challenges and prospects of the Tamale Mutual

Health Insurance Scheme and also to make recommendations to stakeholders so as to improve

the operation of the scheme with an ultimate goal of enhancing its'performance. In the policy

direction, the implication of this study will also be evident by the outcome of work done in

order that necessary measures will be put in place to bring about total transformation in the

scheme's operations and to enhance its efficiency and effectiveness in the delivery of quality

health services to the people of Ghana. The output of this research, apart from adding up to

knowledge, will also provide information for the effective implementation and management and

8
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hence the sustainability of Health Insurance Schemes in Ghana. The findings may have broader

implication, particularly for other Municipalities and Districts in the Regions that are

implementing the National Health Insurance Scheme.

1.6 Scope of the Study

The geographic scope of this research study was co-terminus to the Tamale Metropolis. The

study focused on assessing the prospects and challenges of the Tamale Mutual Health Insurance

Scheme, and also examined the critical factors which affected enrollment of people into the

scheme.

1.7 Limitation of the Study

This sub- section discusses some fundamental challenges the researcher faced during the period

of the research. These are discussed below.

The selection of respondents to answer questionnaire was a challenge because respondents had

to be sorted according to membership of the Health Insurance Scheme, gender and age. Local

informants had to be selected at random. The study randomly selected respondents who might

not understand the researcher's' language. Again, financial resource had been the biggest

challenge to the study especially movement from one community to the other for collecting data

which has to do with transport. Also buying of materials to enrich the research has been a

challenge. Despite this challenge, an effort was made to ensure quality outcome such as buying

of research materials on credit.
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Inadequate sources of secondary data, there were few libraries in Tamale Metropolis which

were not equipped with the requisite literature to carry out this study. This compelled the

researcher to travel to other places for literature. Furthermore, another problem was getting

respondents to respond to questions in relation to the study due to their busy schedule. The

researcher had difficulty of organising focused group discussions and interviews with officials

of the health insurance scheme that who had in-depth knowledge concerning health insurance

within the study area. The study area was large and some parts were widely dispersed which

necessitated the use of a means of transport to reach respondents especially in rural

communities. A related challenge was that large parts of the interviews and focus group

discussions were carried out in the rainy season which made organisation of meeting difficult. In

many instances the researcher had to rearrange meetings and interviews with respondents due to

their busy time schedule in the farms.

1.8 Organisaton ofthe Report

The study was organized and presented in five chapters. Chapter looked at background to study,

research questions, objectives, rationale and scope of the study. Chapter two examined the

views and findings of some writers on the various concepts of the subject and gaps in some

, theories and concepts were identified, amendments dorre and acknowledgements made. Chapter

three contains the profile of the study area and methodology employed in carrying out the

investigation. In this chapter, the research design including the various research approaches,

methods of data collection, sampling techniques and analysis used are outlined.

Chapter four contains details of the main findings and discussions of the research. Here, field

findings to the research questions of the thesis are discussed in details and in broad context with
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existing views and concepts through the support of secondary data. Tables, figures and other

illustrations were used to make the data presentation and analysis easier, so as to enhance

clearer and better understanding of the issues investigated. Chapter five constituted the

summary of the key findings, suggested recommendations and conclusion of the study for

policy- makers, research organizations, and non-governmental organizations and development

partner

U D S
'~GQl..FY Oil BUU..;Alt J.
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CHAPTER TWO

LITERA TURE REVIEW

This aspect of the chapter presents information on the key concepts of the study topic. These are

evolution of health insurance in African countries, evolution of health insurance in Ghana,

Theoretical framework ofNHIS, Health Insurance Act 2003, Conceptual Issues and Framework

and lastly, Empirical Studies on MHIS/CBHIS.

2.0 Evolution of Health Insurance in African Countries

Formal health insurance schemes emerged only recently In African countries. Historically,

Africans relied on informal, kinship, and other communal networks and associations for mutual

support and solidarity during illness, bereavement, and other contingencies. At independence

formal health care systems in African countries favored privileged elites and urban residents

because they were intended to serve the Europeans and their immediate dependents and

employees (Yudkin, 1999).

Independent African countries extended the reach of their formal health care systems with

sizeable investments in 'health care, training indigenous health personnel, and strategies to

redress the inequalities of the colonial era. In fact, most African countries embraced the primary

healthcare strategy outlined at the historic Alma Ala Conference in 1978 that emphasized

community-based care and resolved that comprehensive health care was a basic right of citizens

and a responsibility of government. Thus, most countries provided 'free' and publicly-funded

health care with virtually no out-of-pocket payments. These efforts were quite successful in
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increasing not only the numbers of health professionals employed in the public sector and the

health care infrastructure, but also extended care to areas and populations previously without

access. In Tanzania, for example, the government succeeded in expanding access to health care

nationwide to the extent that by 1977 more than three-quarters of Tanzanians lived within 5 km

of a health care facility (Yudkin, 1999). Amidst rapid population growth and economic decline,

such free universal health care systems quickly became unsustainable (Criel, 1998).

During the OPEC oil crisis of the 1970s most African governments were compelled to reduce

their budget allocations to social services, including health. The worsening economic

circumstances of the 1980s compounded the problems and forced most African countries to seek

financial assistance, in the form of loans and grants, from international financial institutions

such as the World Bank and the IMF. As a major funding conditionality, these governments

were required to switch from their socialist-based development policies toward open-market

reforms under the Structural Adjustment Programs (Removal of government subsidies and

imposition of user-fees for social services such as education and health care became common

requirements by the early 1990s (Mensah, 2008a). Suddenly, out-of-pocket payment for health

care services, which used to be the exception in the early post-independence years in Africa,

became the rule (Mensah, 2006).

Available studies suggest that the system, which came to be known as cash and carry, had

disastrous results; health indicators plummeted as health care became less accessible. life

expectancy at birth was 45 years in 1970, increased to 49.2 years in the late 1980s but fell to 47

years by the late 1990s and early 2000s. The deteriorating health indicators were greeted with
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unanimous uproar-UNICEF, for one, called for adjustment with a human face, while the ILO

advocated decent work arrangements under economic reform (Mensah, 2008c). Similarly, the

United Nations, the G8 countries, the African Union, and WHO joined the deafening chorus

advocating increased Funding for healthcare in Africa. National health insurance schemes

emerged as a solution to the crisis of health care funding in African countries. In fact, many

African countries (e.g., Rwanda, Tanzania, Kenya,Nigeria) are experimenting with a variety of

comprehensive, social health insurance schemes that combine private and public-funding

arrangements in creative ways (Mensah and Oppong 2007).

In line with the above discussion, though it is a laudable initiative that most developing

countries are embracing different health insurance systems in a bid to overcome the difficulties

in health care financing in their respective countries. However this development must be done

not in a rush, but rather in a more vibrant and careful manner taking into consideration the

different geopolitical, economic and cultural differences in these countries pilot schemes should

be established as basis to unearth the challenges of policy before full scale implementation.

2.1 Evolution of Healthcare Financing in Ghana

Ghana, originally known as the Gold Coast, was a British colony for approximately one hundred

years before independence in 1957. British rule brought modern or western health systems into

the country. The country's health system at the time of the Gold Coast was described as

focusing on hospital- based clinical care, initially serving expatriate Civil Servants and

merchants and most facilities were concentrated in port towns and cities (Dovlo, 1996: I).
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At independence, Ghana provided free health care service to its population through public health

facilities. This could not be sustainable in the light of the needs of other sectors of the economy,

and government was compelled to find alternatives to this financing mechanism. As a result, in

the 1970s, nominal fees were introduced, which later proved insufficient to meet the needs of

the health sector. By the middle of the 1980s, full cost recovery for drugs, known as 'cash and

carry' was introduced (Agyepong and Agyei, 2008: 13). However, 'cash and carry' decreased

access to healthcare, particularly among the poor, resulting in a decline in utilization of basic

health services. As a way of mitigating the effect of out-of-pocket payment for healthcare, the

government came out with an exemptions policy. The policy exempted disease specific service.

However, 'a significant number of clients who qualified for exemptions continued to face

barriers in accessing basic healthcare. 'In some hospitals, for instance, decision-making was

decentralized and exemptions practices were inconsistent, so that exemptions would be granted

for some but not all services' (Agyepong and Agyei, 2008: 13).

This situation continued until 1985 when the Government was compelled under International

Monetary Fund (IMF) conditionality and Structural Adjustment Programme (SAP) prescriptions

to introduce user fees for a'i1 medical conditions except certain specified communicable diseases

and selected vulnerable groups such as the under-fives, elderly and antenatal services for

pregnant women. However the exemption policy was poorly implemented due to poorly defined

guidelines and mechanisms to adequately identify eligible beneficiaries and to prevent possible

financial leakages. Consequently, in the ensuing years, the standard of health care provision fell

drastically. There was acute shortage of essential drugs in all public health facilities. Most

15

www.udsspace.uds.edu.gh 

 

 

 

 



importantly, the introduction of user fees resulted in the first observed declines in utilisation

rates in public health facilities across the country. In spite of this, the government went ahead to

institute full cost recovery for drugs as a way of generating revenue to address the shortage of

drugs. The payment mechanism put in place was termed 'Cash and Carry', and its

implementation further compounded the utilization problem by creating a financial barrier to

health care access especially for the pOOL Thus, the current attempts by government to introduce

the National Health Insurance (NHI) in Ghana is partly in response to the demands of the Ghana

Poverty Reduction Strategy (GPRS) and the Health Sector Five Year Programme of Work,

2002-2006, to ensure the delivery of accessible, affordable and good quality health care to all

Ghanaians especially the poor and most vulnerable in society (Ministry of Health 2004a).

The policy was thus borne out of the search for a lasting solution to the challenges of out-of-

pocket payment for health care at the point of service delivery, which poses a financial barrier to

health care access in the country. Indeed, it is estimated that out of eighteen percent (18%) of

the population who require health care at any given time, only twenty percent (20%) of them are

able to access it. In essence therefore, about eighty percent (80%) of people living in Ghana who

need health care cannot afford to pay out-of-pocket at the point of service use (Ministry of

Health 2004a).

Contributing to the debates surrounding the effects of user fees on service utilisation, Nyonator

and Kutzin (1999) have also observed that while the upper and middle income persons are better

off under a user fee regime because they have access to care that they perceive to be of good

quality because of the fee system, the poor are all excluded from using health facilities by
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formal and informal charges (Nyonator & Kutzin 1999). Thus, the benefits of user fees have

been extensively challenged, particularly with respect to equity in access to health care (Gilson

1998; Creese 1991). This often results in delays in seeking health care, non-compliance to

treatment, and consequently premature death especially amongst the poor (Ministry of Health

2004a).

2.2 Theoretical Framework

As to the legitimacy of a research it is important that the topic of investigation and the problem

are derived from a theory or model. A theoretical framework forms a point of reference against

which new empirical findings can be analyzed and discussed. In line with this, the study made

use of the expected utility and consumer theories which focused on the assumption that people

are risk averse and make choices between taking a risk that has different implications on wealth.

At the time of insurance choice, households are uncertain whether they will be ill or not. On this

note two main theories are discussed in this context. These are the expected utility and

consumer theories respectively and are discussed below.

o

2.2.1 Expected Utility Theory
o

Accordingto this theory, insurance demand is a choice between an uncertain loss that occurs

with a probability when uninsured and a certain loss like paying a premium (Manning and

Marquis, 1999). The theory assumes that people are risk averse and make choices between

taking a risk that has different implications on wealth. At the time of insurance choice,

households are uncertain whether they will be ill or not, and of the related financial

consequences. Insurance reduces this uncertainty. Explaining this further, Hsiao et al.
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(2006: 1238) argued that 'the choice of rural residents to join or not join a community base

health insurance is a discrete decision process consistent with qualitative choice model' and that

the farmers' choice of joining a community-based health insurance scheme in rural China was

grounded in the comparison of the expected utility of having health insurance versus having

none.' Despite these criticisms, expected utility is most commonly used in models of decision

making under risk. (Marquis and Holmer, 1996). The expected utility theory emphasizes choice

between paying a premium at a rate, given income level and be certain about benefits in the

form of access to health care.

Although the researcher to some extent agreed with the theory, it has failed to pin point some

essential factors like consumers income level, high premium rate, the quality of health service,

publicity and education which have the capacity to influence the decision of the individual to

enroll with a particular health insurance scheme or not. Also decision to join an insurance

scheme is a long term investment; consumer's stereotypes about the operations of insurance

schemes can be corrected through intensive publicities and education.

2.2.2 Consumer Theory

This theory assumes that consumers who are perfectly informed maximize their utility as a

function of consuming various goods, given relative prices, their income and preferences.

According to Begg et al. (2000), 'changes in prices and income influence how much of different

goods rational consumers will buy'. They argue that 'health insurance is expected to be a

normal good with a positive income elasticity of demand, implying that the people are less

likely to insure, given a lower price'. They further maintain that 'a price increase of a substitute
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for insurance- such as user -fees is expected to raise the insurance demand, as is a decrease in

insurance prem iurn' .

In the researcher's View, consumers' reaction to the price changes depends upon their

socioeconomic status since the rich, in particular, are likely to be insensitive to price changes,

provided they are still getting quality health care they expect at that exorbitant price. Also the

decision to join an insurance scheme may depend on how promising the change will be over the

old one (out -of pocket) and the general perceptions of the consumers.

2.3 Health Insurance Act 2003 (Act 650)-Ghana

The National Health Insurance Act (Act 650) is an act of parliament passed in August

2003(Constitution of Ghana). It seeks to secure health care services to all persons resident in the

country through MHOs and Private Commercial Insurance Schemes. It establishes a body

(National Health Insurance Council) whose mandate is to register, license and regulate Health

Insurance Scheme, as well as accredit and monitor health care providers. The act also

establishes a health insurance levy, and a health insurance fund that will provide subsidy to

licensed District MHOs. Sources of income to the levy will be, two and half percent calculated

on every supply of goods and services, everyimported goods and supply of any imported

material.

Additionally, the National Health Insurance Scheme (NHIS) in Ghana as established by the

National Health Insurance Act, 2003 (Act 650) and National Health Insurance Regulations,

2004 (L.L 1809) seeks to improving financial access of Ghanaians, especially the poor and the
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vulnerable, to quality basic health care services and to limit out-of-pocket payments at the point

of service delivery.

2.3.1 National Health Insurance Policy Framework in Ghana

In 2001, Ghana, a low-income developing country in sub- Saharan Africa, embarked on a

process of developing and implementing policy and accompanying programmes for a National

Health Insurance Scheme (NHIS) to replace out-of pocket fees at point of service use as a more

equitable and propoor health financing policy. As of December 2006,38% of the approximately

21 million populations had registered in the NHIS. Twenty-one per cent (21 %) had been issued

with 10 cards and were effectively protected from out-of-pocket fees at point of service use by

the NHIS (NHIC 2007).

Government policy objectives in setting up a NHIS are stated in the national health insurance

policy framework for Ghana (MOH 2002, 2004) as:

"Ultimately, the vision of government in instituting a health insurance scheme ... is to assure

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

essential healthcare. The policy objective is "within the next five years, every resident of Ghana

shall belong 'to a health insurance scheme that adequately covers hini'or her against the need to

payout of pocket at the point of service use in order to obtain access to a defined package of

acceptable quality of health service".

In August 2003, the Ghanaian Government embarked on a health reforms that sought to

eliminate user fees in favour of a National Health Insurance Scheme (NHIS). Within two years,
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over a third of the country had enrolled in this scheme - an unprecedented accomplishment on

the African continent. At the same time, the NHIS was plagued by design flaws and questions of

sustainability. As other African countries look to develop their own social insurance system

(Wagstaff 2007), the question of how to replicate Ghana's successes without adopting its

failures is of critical importance.

So far, policymakers and analysts have focused most of their attention on the technical design of

the NHIS. Far less attention has been paid to the process by which the technical design came to

be. Political scientists have long argued that the formation of successful public policy

fundamentally depends on the political environment as well as the checks and balances that hold

this environment together (Brinkerhoff 2004). While elements of governance, such as

accountability and transparency, are often acknowledged by public health researchers as

important factors in the design of health policy, few studies have focused on elucidating these

issues further (Brinkerhoff and Bossert 2008).

Based on the analytical framework of Grindle and Thomas (1991), the agenda-setting

circumstances of Ghana's NHIS reform were such that there was a strong perception of a crisis

and a need for change among political as well as technical and bureaucratic decision makers and

civil society. The arenas of conflict were in the public domain, with policy and programme

implementation decisions often highly and immediately visible and constantly under public

scrutiny. There was strong pressure for the reforms and the stakes were high. High-level

decision makers including the president and his cabinet were concerned about getting national

health insurance to work in Ghana, and made this clear in public statements. For the ruling
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government, the high stakes were related in part to the need to demonstrate effective

performance on a major and popular election promise within the 4 years before another election

was due. For the political minority in opposition, despite being perceived as a potential threat to

the programme by the majority, it appeared to be important to be seen publicly as fighting for

appropriate policy and programme decision-making and implementation arrangements for a

successful NHIS rather than as against the concept of an NHIS Grindle and Thomas (1991)
~-

2.4 Conceptual Issues on MHIS and Framework

This section discusses important health insurance concepts such as the Itemized fee for service,

Diagnosis Related Groupings, Capitation, Determining Premium Rates, Willingness and Ability

to pay, Preferred Provider Organisations and others. As indicated by Irene & Ben (2012: 6)

there are basically three methods of provider payment mechanisms namely itemized fee for

service, DRG and Capitation payments, further details are discussed below.

2.4. I Itemized Fee for Service

In an itemized fee for service provider payment method, the provider typically lists the different

services that they have provided for the client and the cost of each service and requests

payment. To use an illustration from day to day llfe, it is rather like picking up the items you

want from a supermarket shelf and then going to the payment counter for the individual cost of

each item to be entered into the cash register and added up so that you pay your final bill. The

difference between purchasing health care services by fee for service and purchasing items in

the supermarket is that because of the specialized knowledge of the health service provider,
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which the client or patient often does not share, the service provider chooses the "items" for the

client.

The advantage of the itemized fee for service payment method is that the provider has no

incentive to leave anything off the "shopping list". Whatever they think the client needs will go

into the list of items supplied - unless the client does not have the ability to pay. The

disadvantage of itemized fee for service is that because, the provider is also often the "owner" of

the shop and also the one choosing the items to be purchased for the client; it is possible for the

provider to provide unnecessary services, medicines and diagnostics to maximize profit Irene &

Ben (2012: 6).

Experience allover the world shows that fee for service payment methods can lead to very rapid

inflation of costs and threaten the sustainability of health insurance. Countries such as Germany

that use Fee for Service successfully in their health insurance scheme, often devise very

complicated methods to counteract this tendency and control cost inflation.

At the start of the National Health Insurance Scheme implementation Ghana was using itemized

fee for service 'to pay for everything including medicines. In 2007/08 the system was reformed

to use a diagnostic related groupings payment for service, but medicines continued to be paid

for by itemized fees for each medicine supplied ((Irene & Ben, 2012: 6). As indicated from the

above discussion, it can be deduced that the itemize fee service can be inflated by the provider

to cheat clients, hence there is the need for various claims Managers of the health insurance

schemes to work in close collaboration with the monitoring and evaluation units to check on the
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activities of health providers to prevent them from the possibility of inflating service charges to

the detriments of clients (ibid).

2.4.2 Diagnosis Related Groupings (DRG)

DRG payment method, related diagnoses are grouped together and the average cost of

treatment in that group determined. Providers are paid this average cost according to the

diagnosis they give their client. Many developed countries e.g. USA and U.K, use DRG as part

of their payment systems. Currently Ghana uses the DRG system to pay for services to insured

clients while continuing to pay for medicines by an itemized fee for each medicine supplied.

Under the Ghana DRG system providers have to fill claims forms for reimbursement after

providing the services. The claims made by the providers are checked (vetted) for accuracy and

genuineness by the schemes and the NHIA before payment. The process is administratively

complicated and makes a heavy demand on the time of both provider and scheme staff and the

NHIA.

The DRG payment method also still holds some incentives for cost escalation though what is

known as "creeping". This is observed all over the world where DRG is used and is not unique

to anyone country. In "creeping" the provider may deliberately give a diagnosis that attracts a

higher fee e.g. instead of diagnosing simple malaria they diagnose complicated malaria.

Generally however cost inflation under a DRG payment system is less than under an itemized

fee for service system. Under the Ghana DRG system medicines at all levels continue to be paid

for by an itemized fee for medicine payment method and the potential of major cost escalation

remains strong (Irene, Ben 2012: 6)
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As observed from the above, initiative taken by unscrupulous health providers to wrongly

diagnose diseases with the intention of maximising profit has the tendency to make the schemes

lose their credibility before clients which can affects the prospects and sustainability of the

NHIS. In this connection, continuous monitoring and supervision should be carried out to ensure

that patients undergo the right diagnoses (Irene & Ben, 2012: 6).

2.4.3 Capitation Payment

Capitation is a provider payment method in which providers are paid, typically in advance, a

pre-determined fixed rate to provide a defined set of services for each individual enrolled with

the provider for a fixed period of time. The amount paid to the provider is irrespective of

whether that person would seek care or not during the designated period. The fixed amount is

typically expressed on a Per Member per Month (PMPM) basis. The member refers to active

NHIS subscribers assigned to the accredited providers. Under this payment system, the member

or subscriber selects a preferred primary provider (PPP) to provide all the services under the

capitation basket in exchange for the capitation rate. The capitation basket refers to the services

and medicines that are to be paid for by the per capita rate. The total capitation amount is

transferred to the provider at the beginning of the service period. The amount is calculated based

on the total number of active members who have selected a given provider .Capitation is a well

established provider payment method in several countries - high as well as middle income - and

Ghana, in introducing capitation is walking a tried and tested road that many other 'countries

have already successfully walked. The British National Health Service has used capitation for

decades (Irene & Ben, 2012: 6).
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The British system has become more complicated over time with several generations of reform

but the basic principle is one of capitation. Thailand which is lauded internationally as a middle

income country that now successfully covers virtually all its citizens with health insurance, uses

capitation as the base of its provider payment system and reserves methods such as DRG for the

higher referral level. Chile and Estonia are other examples of middle income countries using

capitation as one of their provider payment methods; and that have been successful in attaining

universal or near universal coverage with health insurance. Despite the advantages associated

with this system of payment mechanism as a means of achieving universal coverage as indicated

by health experts (Irene & Ben, 2012: 6).

From the above assessment, it can be deduced that there are basically three methods of payment

system under the NHIS, the researcher believed that this method of payment mechanisms has

the tendency to generate different forms of incentives packages to the provider which can

have an unfavorable impact not only on the financial operations and sustainability of schemes,

but even more broadly on national health policy goals of quality health care, efficiency,

accessibility and prospects of the schemes. It is therefore expedient on government to institute

stringent mechanism of preventing service providers from manipulating the system to their

advantage.

2.4.4 Determining Premium Rates

Atim (2000:77) identified three parameters (services covered by the MHO) for calculating

premium rates. These include hospital admissions, outpatient visits, and normal deliveries. He

also identified the MHO's cost as including administration, training and transport cost. Other

26

www.udsspace.uds.edu.gh 

 

 

 

 



costs are cost per hospital day, cost per delivery, and cost per outpatient visit. He pointed out

that, this approach of estimating premium rates requires some estimated figures for annual

number of hospital admissions, deliveries, and outpatient visits per 100 members. These

numbers are multiplied by the prices agreed on with the providers, then divided by the number

of members.

Atim (2000:77) proposed the use of the willingness to pay (WTP) approach to facilitate, the

estimation of premiums. It was asserted that, the midpoint of the range of prices offered to

respondents (bidding game approach) might be the average cost of providing the service. But

whilst recognizing that this provides a line between cost and demand, the cost may not be

equated to the consumer's value of the service offered. Typically, the Community asked Health

Insurance charges a flat premium per capita. This means that, the premiums are community -

rated rather than based on individual health risk assessment. The Nkroranza and the West Gonja

Schemes in the Brong Ahafo and Northern Regions respectively operate the community-rated

premium system. This system takes into account the ability of the community members to

purchase health insurance. Thus, the premiums are not subjected to rigorous calculations as

pertains in private-for -profit health insurance schemes. One weakness of community rating is

that, it discourages those of low risk from purchasing health insurance while making it mote

attractive to high - risk individuals (Criel and Kegels, 1997:656).

The researcher is at variance with Atim's (2000) proposition of using hospital admissions,

outpatient visits, and normal deliveries. Again identifying the MHO's cost as including

administration, training and transport cost, other costs are cost per hospital day, cost per
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delivery, and cost per outpatient visit, if implemented by government would worsened the

poverty situation, the government can institute an alternative cost effective measure which is

patient friendly like Russel (1995) Willingness to Pay approach to facilitate the estimation of

premiums.

2.4.5 Willingness and Ability to Pay (WTP)

The willingness and ability to pay for health care relates to demand dimension insurance

parameters. The economic phenomenon determining what product or service and how much of

it can be demanded at any given time is the interaction of the forces of demand and supply.

However, social services such as health which is so expensive to provide and even much more

expensive to purchase by individuals will require special handling taking into account the

financial vulnerability of majority of the people especially those in rural communities. If the

price of health care is pegged beyond the reach of the ordinary person, it is likely to affect its

consumption and for that matter utilization rates leading to inefficient and low revenue

mobilization. This situation would in turn affect the provision of health care itself. Russell, et

al (1995: p. 95) identified two main ways of assessing how much people are willing and able to

pay for health:

..

./ By observing and modeling past health care utilization, expenditure, and responsiveness to

price or; and

./ By asking people directly how much they would be willing and are able to pay for a

particular health care service or product.
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v" The first method (observing) will obtain information about the money people are currently

spending on health care. This will inform decision makers about the potential market in

which they are operating. But observing how much they will be willing to pay in the

future may be inappropriate for the following reasons:

I. A market for the health service may not previously have existed because health care has

been provided free or because a new service is being introduced to an area;

2. The price paid by patients in the past may not reflect the maximum amount they are

willing to pay, which may be greater; and

3. Willingness to pay for a service is related to particular situation and non-price factors, so

that patients may be willing to pay a certain price to one provider but may not be willing

to pay the same price to a different provider. For example, women might pay traditional

midwives or missions' hospitals for delivery services, but might not be willing to pay at

the government hospitals because of the particular quality of care received, the

accessibility of the government hospital, or because of lack of trust in the staff at the

government hospital.

The second method, in theory, overcomes these problems by asking people directly the

maximum amount-of money they are willing and able to pay for a specified health service. It

assumes from the beginning that people have had no previous experience of buying health

service, which is going to be put on the market, and instead ask people their willingness to pay

on the basis of their expectations.
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../ The method circumvents the absence of markets for the public good by presenting

consumers with hypothetical markets in which they have the hypothetical situation to

purchase the service in question; and

../ Because the elicited WTP values are contingent upon the particular hypothetical market

described to the respondent, this approach came to be called the Contingent Valuation

Method (Russell, et ai, 1995).

Though, Russell, et ai, (1995) proposition of the ability to pay as a parameter for determination

of premium rate is good and propoor. He however failed to mention the fact that Health is an

essential commodity and every individual pays much attention to his or her health needs and

may therefore be willing to pay a high premium in order to procure efficient health service. Also

the magnitude of a person's sickness and the quality of service the client is sure to receive from

any given health facility will largely determine his willingness and the amount to pay towards

his health needs. This was further emphasized by Abel-Smith (1994), that the magnitude of

illness and how much of health people care will need and the implications of this determines

their financial abilities.

2.4.6 Preferred Provider Organization (PPO)

This is a scheme where clients have a limited number of doctors and hospitals to choose from.

When a client uses these providers (called network providers), most of the bills are covered.

Considering the above analysis, It can be deduced that the Mandatory Health Insurance where

there is legal requirement for certain groups or the entire population is similar to Social Health

Insurance in the sense that it is generally used by certain groups which are legally required to be
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part of the scheme and where only those who make contributions are entitled to benefit the

scheme, in contrast to the Private Voluntary Employment based Scheme is limited to private

firms to provide health care needs to their employees (Atim 2000).

It is the view of the researcher that considering the various types of Health Insurance, a

developing country like Ghana should intensify the implementation of the National Health

Insurance since among the types is pro-poor policy looking at the poverty situation. The

researcher is also of the view that the government can incorporate the Private Voluntary

Employment Based Scheme into the National Health Insurance Scheme to cater for the private

firms.

2.4.7 Categorisation of Premium Charges of MHIS

In terms of premium levels and benefit package, it is anticipated that every person living in

Ghana will contribute in accordance with the principle of ability to pay, in order to enjoy a

package of health services covering over 95 percent of diseases afflicting Ghanaians. Therefore

there will be differential contribution levels as a way of incorporating a cross-subsidisation

-mechanism into the contribution levels, thus making the .•rich pay more than the less privileged.

Hence, whilst employees in the formal sector will be covered by taking two-and-half percent

(2.5%) of their Social Security and National Insurance Trust (SSNIT) Fund, those in the

informal sector are expected to contribute a minimum of seventy-two thousand cedis per adult

per annum. Adults who are poor will pay ¢72,OOO ($8) per adult per annum, ¢ 180,000 ($20) per

adult for middle income and ¢480,OOO ($53) per adult for the rich and the very rich. The

National Health Insurance Fund will pay on behalf of the indigent. In this context, the indigent
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refers to the core poor, who are considered unemployed and receive no consistent financial

support from identifiable sources (Ministry of Health 2004a). A summary of contributions

payable by identifiable social groupings in the informal sector is presented in Table2.1.

Table 2:1 Contributions Payable by Social Groupings in the Informal Sector

Name of group Who they are Annual minimum
contributions (G H)

Core poor Adults who are unemployed and do not receive Free
any identifiable and constant support from
elsewhere for survival

Very poor Adults who are unemployed but receive
identifiable and consistent financial support from
sources of low income

Adults who are employed but receive low returns GH 7.2
Poor for their efforts and are unable to meet their basic

needs
Middle income Adults who are employed and able to meet their GH¢ ]8.00

basic needs
Rich Adults who are able to meet their basic needs and

some of their wants

Adults who are able to meet their basic needs and GH¢ 47.7
Very rich most of their wants
Source: MOH, 2004a

According to the researcher, the assertion that premium contribution is established based on the

ability to pay is not convincing. The question asked was under what criteria were premium

calculated to suit the' income levels of the various categories of the population, were the inputs

of the people taken into consideration in arriving at these differential premium levels. It will not

be a matter of surprise to know that a large proportion of the rich and middle income classes are

not card bearing members of any registered scheme even though they pay their monthly dues

through compulsory deductions. In the light of this development policy makers should involve
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people at all levels to make substantial inputs into the operations of the health insurance scheme

in other to nurture in them the spirit of ownership of these schemes.

2.4.8 Community Participation, Involvement and Perception on NHIS

Community involvement in needs assessment; leadership, management and resource

mobilization can facilitate education and sensitization of members in order to promote health

behaviour and the use of preventive services, as the members share a common interest in

keeping the health care cost low. Participation is very important in community health financing

schemes (Gilson, 1998). On perception, the demand for health insurance is a crucial factor if the

benefits expected form DMHIS are to be realized. The demand of households for health

insurance depends not only on the quality of care offered by the health provider, on the premium

and benefit package, but also on socio economic and cultural characteristics of households and

communities (Creese and Bennett, 1997).

It is the view of the researcher that some concept of Mutual Health Insurance can be

incorporated into the National Health Insurance Scheme especially the elements of community

participation which gives prominence to the local people in the management process.

2.4.9 Conceptual Framework of MHIS

This section provides the conceptual framework of the study. According to Shields and Tajalli

(2006, p.313), the conceptual framework of a research study presents the researchers own

prescription of methodology to an idea. They go further to reiterate that, conceptual frameworks

provide transitional suppositions that have the prospective of linking all aspects of an inquest,
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these include the problem discussion and statement as well as the purpose, the analysis of

literature, the methods used, the collection of data and the final analysis of the data gathered. In

sum, Shields and Tajalli belief that the conceptual framework of any study works like a map,

chart or a compass that give lucidity and rationality to empirical inquisition. Figure 2.2 below

shows the Conceptual framework of Tamale mutual health insurance scheme.
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Figure 2.2 Conceptual Framework of Tamale Mutual Health Insurance Scheme

Impact (5)
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Source: Author's Construct, January 2013

35

Inputs (2)

-Scheme design and

insurance market risk

-Publicity of the scheme

operation

-Community and client

patronage

-Identifying indigents

-Monitoring and

evaluation

-Modification of scheme

operation

IGrowth (3)

-Maturation '"

-Stagnation

-Termination

-Sustainabil ity

)

www.udsspace.uds.edu.gh 

 

 

 

 



The conceptual frame work in figure 2.2 above shows the relationship between the various

factors that may affect the growth and sustainability of the scheme. The above framework

demonstrates that the combination of resources and activities, will result in the growth and

increase in the output levels (increase in clients patronage, accessible health service and

increased enrollment) of the scheme. Additionally, various activities employed by management

such as efficient scheme design and insurance market risk, publicity, monitoring and evaluation

and modification of the scheme's operations will increase growth and output levels. Also these

activities if not well implemented can affect the growth of schemes negatively. This

development will eventually lead to a positive outcome as depicted in the diagramme such as

improvement in health service delivery, increase in health status, and increase in client's

patronage and increase in the standard of living of the people.

From the above analysis of the conceptual framework in figure 2.2, it is clear that some of the

strategies if incorporated into the National Health Insurance Scheme will enhance the progress

and sustainability of the scheme. Again, from the analysis despite the challenges of the National

Health Insurance Scheme it remains the best system of financing health care compared to the

Cash and Carry System which is not propoor.

.,

2.5 Empirical Studies on Prospects and Challenges of NHIS/CBHIS

This section discusses the empirical studies in relation to the prospect and challenges of

community based insurance schemes as well as the National Health Insurance in some

communities in Senegal and Ghana in respect of the piloted Nkuranza Community Based Health

Insurance Scheme.
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2.5.1 Empirical Studies on the Prospects ojNH1S/CBHIS

There is growing evidence that user fee revenues were not translating into the provision of

quality health care, and were negatively affecting the overall welfare levels, and exposed the

lack of risk-sharing within health systems in low income countries. In response, International

Agencies such as the WHO (2000) have stated that they consider prepayment schemes,

including mandatory health insurance, to be the 'best' form of health financing. The report of

the Commission on Macroeconomics and Health advised governments in low-income countries

to promote community-financing schemes, in order to facilitate risk-pooling amongst poor

households (Sachs, 2001).

The role of the NHIS has changed significantly over the past four years. Its original intention

was to replace user fees and so reduce financial barriers to health care, inequity and health-

related poverty. This is now changing, with a greater proportion of health care being funded

through the NHIS channel. While user fees only constituted around 12-14% of the overall

resource envelope in the first half of the decade, the NHIS is now estimated to contribute 41%

of overall revenue (according to the Medium Term Expenditure Framework for 2009).

Health insurance schemes are an increasingly recognized factor as a tool to finance health care

provision in low income countries (WHO 2000). Given the high latent demand from people for

health care services of a good quality and the extreme under-utilization of health services in

several countries, it has been argued that social health insurance may improve the access to
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health care of acceptable quality. Whereas alternative forms of health care financing and cost

recovery strategies like user fees have been criticized by many authors (e.g. Gilson 1998), the

Option of insurance seems to be a promising alternative as it is a possibility to pool risks,

thereby transferring, unforeseeable health care costs to fixed premiums (Griffin 1992).

The current attempts by the government of Ghana to introduce and maintain the National

Health Insurance (NHI) was partly in response to the demands of the Ghana Poverty Reduction

Strategy (GPRS) and the Health Sector Five Year Programme of Work, 2002-2006, to ensure

the delivery of accessible, affordable and good quality health care to all Ghanaians especially

the poor and most vulnerable in society (Ministry of Health 2004a). The policy is thus borne out

of the search for a lasting solution to the challenges of out-of-pocket payment for health care at

the point of service delivery, which poses a financial barrier to health care access in the country.

Indeed, it is estimated that out of the (18%) of the population who require health care at any

given time, only (20%) of them are able to access it (Ministry Of Health 2004a). In essence

therefore, about eighty percent (80%) of people living in Ghana who need health care cannot

afford to pay out-of-pocket at the point of service use.

Contributing to the debates surrounding the effects of user fees on service utilization, Nyonator

and Kutzin (1999) have also observed that while the upper and middle income persons are better

off under a user fee regime because they have access to care that they perceive to be of good

quality because of the fee system, the poor are all excluded from using health facilities by

formal and informal charges (Nyonator & Kutzin 1999). Thus, the benefits of user fees have
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'}"
been extensively challenged, particularly with respect to equity in access to health care (Gilson

1998; Creese 1991).

This often results in delays In seeking health care, non-compliance to treatment, and

consequently premature death especially amongst the poor (Ministry of Health 2004a).

Ultimately therefore, the enactment of the national health insurance act (act 650) in 2003 was

basically a response to the adverse equity impact of user fees. Hence, the vision of government

in instituting a national health insurance scheme in the country is to assure equitable and

universal access for all residents of Ghana to an acceptable quality package of essential health

care. In sum, the policy objective is that, "within the next five years, every resident of Ghana

shall belong to a health insurance scheme that adequately covers him or her against the need to

pay out-of-pocket at the point of service use in order to obtain access to a defined package of

acceptable quality of health services" (Ministry of Health 2004a).

Evaluative studies undertaken by Atim and Madjeguene in 2000 on the Nkoranza Community

Health Insurance Scheme indicated that, after eight years, the scheme survived essentially on its

own resources (i.e., premium income) and has made quality health care affordable for a high

percentage of vulnerable households in the district. Moreover, by its mere survival, it has proved

skeptics wrong and became an example to all other communities wishing to begin similar

initiatives. Its success has also brought fame to the district.

In contrast to what the above authors have said about the ability of health insurance scheme to

increase access to health care, the researcher disagreed because they have failed to recognize
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that increased funding without good management practices and increased participation of the

grass root through intensive publicity, it will be difficult to achieve the increased access to

health care and its associated attainment of universal coverage.

2.5.2 Empirical Studies on the Challenges of NHIS/CBHIS

Jutting (2001) in a study of community schemes in Senegal also noted that community health

schemes offer financial protection to those otherwise excluded, but he also noted that the

poorest of the poor are usually not covered. Such findings raise questions as to the extent to

which national or social health insurance can be efficiently and effectively ran to provide

adequate health care cover for all segments of the population and especially for the poorest and

most vulnerable.

Thus, from the outset, the NHI policy was committed to achieving universal coverage with dual

extension, using a combined approach of social health insurance and community-based

prepayment mechanisms to cover both the formal and informal sectors. Nevertheless, the key

challenges for pursuing universal coverage include the fact that the informal sector constitutes

70 per cent of the population, of which 40 per cent are estimated to be poor. Additional to this,

is thechallenge which relates to the willingness to contributesubstantial general tax revenue to

the health sector. And of course, as indicated earlier, the other critical challenge is the issue of

likely opposition from the existing community-based schemes, and the fact that government is

confronted squarely with a choice of the trade-off between developing flexible through the

existing community-based schemes in order to accommodate individual community needs on

the one hand, and developing in a uniform way through the social health insurance approach on
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the other hand, which makes integration into a mandatory health Insurance system easier

(Ministry of Health 2004a).

According to MOH (2009), health facilities now earn more than 80 per cent of their Internally

Generated Fund from insured clients. This makes insurance the main source of funds for health

facilities. Government funding of health facilities especially hospitals has decreased over the

period. Thus long delays in reimbursement of health facilities for services rendered to insured

clients by the various district schemes is therefore affecting the ability of health facilities to

procure drugs and supplies. This is bound to have a huge impact on the quality of care offered

by the health facilities. Delays in reimbursement have resulted from a number of factors among

which are increases in the client base of various district schemes resulting in an increase in the

number of forms that needs to be submitted each month by the facilities, delays in submission of

claims by the facilities results in delays in vetting by the schemes and this coupled with lack of

funds at the District, impedes the settlement of claims.

In August 2009, the National Health Insurance Authority started accrediting facilities to

provide service to its clients'; Facilities were required to apply to be accredited. As at the end of

the year 2009 not more than 30 per cent of health facilities have been accredited. The process of

accreditation is ongoing. Plans were initiated during the year to move towards electronic

processing of claims. An electronic system for insured clients' verification was installed in some

facilities. However there have been problems with its operations, especially in the bigger

facilities where the one point source of client identification has resulted in long waiting periods

for clients and have been abandoned by some facilities (MOH 2009).
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The NHIS in Ghana between the periods 2003-2005 was plagued by design flaws and questions

of sustainability. As other African countries look to develop their own social insurance systems.

The study also indicated that stakeholders with politically different viewpoints were

marginalized while party loyalists were empowered, leaving the process vulnerable to rent-

seeking behaviour. Thus, this study argues that the political nature of health reform requires

strong institutional mechanisms to safeguard transparency and accountability throughout the

policy development process. Countries and their development partners must incorporate

governance-related activities into their long-term health sector development plans to maximise

the impact of publ ic health pol icy (Wagstaff 2007).

A study of the Nkuraza Health Insurance Scheme by Atim and Majeguene in 2000 revealed

that, the scheme's population coverage, at 30 percent, remains disappointingly low. Moreover,

annual registration figures show no tendency towards an increase in population coverage. The

researcher found that the principal reasons behind the low population coverage of the scheme

include, an inappropriate registration period, widespread misconceptions in the community

about the scheme (reflecting a sense of lack of ownership), and massive adverse selection (i.e.,

tendency to enroll only the most vulnerablemembers of the family). Though the district has

high levels of poverty, this was not seen as a major factor behind the poor registration figures.

A study conducted by SEND GHANA in 2010, covering all the ten (10) regions of the country

indicated that, not all subscribers of the NHIS are able to access health services after completing

the recommended waiting period due to delays in the issuance of TO cards and other forms of
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identification to members. For example, about 27 per cent of registered members cannot access

health care under the scheme in the Northern Region. Almost 34 per cent of subscribers in the

Upper West Region had not received their ID cards making them unable to access health

services. In the Greater Accra Region, 13 per cent of the total membership of the five schemes

surveyed could not access health care under the scheme because of delays in the issuance of ID

cards.( Send Ghana, 2010).

.,
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CHAPTER THREE

METHOD OLOGY

This chapter discusses the profile of the study area and methodology. It comprises the research

design, details of sampling, sources of data as well as methods of data collection and analysis.

3.1 Profile of the Study Area

This section captures the location and size, population structure, socio-economic conditions and

cultural characteristics of the study area.

3.1.1 Location and Size

Tamale Metropolis is the fourth largest city in Ghana. The Metropolis is located at the centre of

the Northern Region, sharing boundaries with SavulugulNanton District to the North, Tolon-

Kumbungu District to the West, Central Gonja to the South and Yendi Municipality to the East.

It is approximately 922 sq. Ian, constituting about 13 per cent of the total landmass of the

Northern Region. The metropolis is also the capital of the Region. Fig.l. Below is the Map of

Tamale Metropolis showing the nine (9) study communities within the three sub metropolises
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Source: Regional Town and Country Planning Office Tamale.

3.1.2 Population Structure

The 2010 population Census put the population of Tamale at total of (371,351) comprising of

(50.1%) males and (49.9%) females. The population had been projected to be approximately

396.731 with a population growth rate of 3.5 per cent. The population of Tamale is

characterized by a large proportion of children (less than 15 years) estimated to be about 49.2

per cent and a sizable proportion of elderly persons (above 64 years) estimated at 9.4 per cent.

The economically active group (between ]5 to 64 years) stands at 41.4 per cent estimated.

3.1.3 Socio-Economic Conditions

Economic activities in the Metropolis revolve around farming and trading, with 60 per cent of

the labour force in the Metropolis engaged in farming. They dominantly produce cereals and
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yam. Other agricultural activities include agro processing, marketing of farm produce and

animal rearing. Sections of the people are engaged in petty trading while others are into Small

and Medium scale enterprises.

3.1.4 Ethnicity and Culture

Apart from urban Tamale where there is ethnic diversity, almost all persons in the peri- urban

areas are Oagombas. Even in urban Tamale the Oagombas constitute about 80 per cent of the

total population. The Oagombas were mostly African traditionalists before the advent of

Christianity and Islamic religions. As a result of the influence of these religions, the people of

the metropolis are largely Muslims and Christians with a sizable number of people still

practicing the African traditional religion. Major traditional Authorities in the metropolis

include the Gukpe-Naa, Sagnar-Naa, Banvim-Lana, ChogoIgu-Naa and the Oakpema. The

traditional festivals of the people are the fire and the Yam festivals.

3.2 Research Design

The study design employed in this research was descriptive and cross-sectional in which both

qualitative and quantitative data collection methods were used. It sought to draw a picture of

what happened, or of how things are proceeding, or of what a situation or a person or event is

(or was) like, or means, or of how things are related to each other (Punch, 2004:38). It is a

descriptive cross sectional study in the sense that, data was systematically collected at a point in

time, analyzed and presented to give a clear picture about the state of the Tamale Metropolitan

Health Insurance Scheme.
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3.2.1 Reasons/or the use of Qualitative Data

Qualitative research is appropriate for this study because not much research has been done

regarding the challenges and prospects of the Tamale MHIS. As Strauss and Corbin (1990)

state, qualitative methods are useful to unveil knowledge and to facilitate our understanding on

phenomenon that little is known about.

3.2.2 Reasons/or the use of Quantitative Data

Quantitative data were generated through the use of questionnaire survey where a wide range of

questions were asked. The responses were later quantified through the use of SPSS. This helped

the researcher to empirically validate the responses of the people (beneficiaries), the providers

and the scheme officials during interviews and focus group discussions.

3.2.3 Study Variables

The variables in this study as outlined in the main objectives are presented below:

./ Enrollment level of clients .

./ Sustainability of the scheme

./ Perceptions and level of knowledge of service providers .

./ Challenges and prospects of the scheme .

./ Strengths, weaknesses, opportunities and threats of the scheme .

./ Infrastructure, equipment and level of client's satisfaction
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3.3 Sources of Data

This section of the chapter presents the types of data used for the study, the sources of the data

and the various methods used in the collection of the data. Data were collected mainly from two

main sources namely secondary and primary. The next subsection highlights the secondary

sources of data.

3.3.1 Secondary Sources

Secondary data was obtained from books, articles, newspapers, and internet sources, Aside that,

census reports from Ghana Statistical Service, Medium Term Development Plans and District

Profiles were equally sources of data gathered. Other measurements as captured by existing

documents such as the MHA and Ministry of Health Directorate reports that were deemed

relevant for some purposes in this work were used. Information was sought from government

agencies that were linked to the subject matter which were the Metropolitan Health Insurance

Office and the Metropolitan Assembly. Also, earlier works done that provide the required

information on the subject matter were reviewed. Some of the secondary data collected

included profile of the study area, map of the study area and other relevant information. Having

outlined the sources of secondary data collected for the study, the next section discusses into

-, detail how the primary data were collected.

3.3.2 Collection of Primary Data

This section of the study captures sample cases, sample frame, sample size determination and

sampling procedure. The section further indicates the tools and techniques that were used In

collecting data for analysis.
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3.3.3 Sample Frame and Sample Size Determination

Neuman (2000) defines a research population as the specific pool of cases, individuals or

group(s) of individuals which the researcher wishes to investigate. In the light of the above

definition, the sample cases and frame for the research include three (3) public hospitals and

eight (8) accredited private health faci Iities, metropol itan health insurance scheme (1), sixteen

(16) accredited chemical stores and pharmaceuticals, 156,350 registered members and an

unspecified number of non registered members.

3.3.4 Sample She

This section presents information on how sampling was carried out. According to Dooley

(2007), sampling involves the selection of a section of a population to support a study.

Specifically, the section discusses the sample frame, sample size determination and the

sampling techniques used for the study. In research the rationale is to make generalization or to

draw inferences based on samples, about the parameters of population from which the samples

are taken (Yen, 1993). Hence, Miller (1991) concurred that the researcher needs to select only

few items from the universe for the study purpose. It further argued that a study based on a

representative sample is often better than one based on a larger sample or interviewing larger

number of 'people saying same the thing. The size of a sample slrould neither be excessively

large, nor too small. It should be optimal. This however, according to Karma (1999) should be

at the discretion of the researcher. While deciding on the size of a sample, the researcher must

determine the desired precision and also an acceptable confidence level for the' estimates

(Saunders et. ai, 1997)
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A total number of one hundred and fifty SIX thousand five hundred and thirty (156,530)

registered members were obtained from Tamale Metropolitan Health Insurance Office

(TMHIS). This represented the sample frame of the insured. Furthermore, the mathematical

method used to determine the sample size of the survey is shown below.

Formula: 0= N

1+N(a)2

Where n =Sample Size.

a =Margin of error (which is 0.08 with confidence level of92%).

N=Sample Frame (156,530).

Note: The margin of error depends on the assumed confidence level of the study.

By substituting 156,530 and 0.08 into the formula:

0= 156,53011+ 156,530 (0.08)2

0=156

Therefore, the sample size for the insured respondents for the survey was one hundred and fifty

six (156). This was to ensure that the sample mean was closer to the population mean and

minimise errors. It is however important to note that the sample size depended on financial

resources and the stipulated period of the study. In the light of this, the distributioriof the

sample size in the study area was considered critical to the study. The sample size for the

uninsured was thirty (30), this sample size was arrived at base on the researcher pragmatic

decision; Government hospitals were three (3) and private accredited hospitals and clinics were

four (4). The rest include chemical and pharmaceutical shops ten (10) and the MIHS one (1).
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Table 3.1 below gives the summary of the sample frame and size for the various Categories of

the target population with respect to the study.

Table 3.1 Sampling Frame for various Categories of the Target Population of the Study

Category Sampling Frame Sampling Size

Insured Respondents 156,530 156

Uninsured Respondents Unknown 30

Hospitals( government)
,.,

3.)

Private accredited clinics and 8 4

hospitals

Chemical and pharmaceuticals 16 10

Shops

Scheme (MHIS) I 1

Total 204

Source: Author's construct

3.3.5 Sampling Techniques/Procedure

Sampling is a relevant activity in social research.""1t is a process of selecting a portion of a

population or universe as representative of that population or universe" (Osuala, 2007: 114). As

a result, the following sampling techniques were employed to select the respondents for the

study these were: cluster, simple random, purposive and accidental sampling.

51

www.udsspace.uds.edu.gh 

 

 

 

 



3.3.6 Zoning the Study area and Selection of Communities:

Cluster sampling was used to zone the study area into three (3) using cluster sampling namely,

Tamale Central, North and South Sub-Metropolis respectively. This method was employed

because the study area is large and to ensure that communities in the three (3) Sub- Metropolises

are given equal opportunities of selection for the study. This is shown in the table 3.2 below.

Table 3.2: Sub-Metropolises and Selected Communities of Study

Sub-Metro Selected Communities No. of Questionnaires

Central Sakasaka, Aboabu, Choggu , 52

North Kalpohin ,Kanvili ,Gumani

52

South Vitting , Nyohine, Lamashegu, 52

Total 9 156

Source: Author's Construct, March, 2012.

Again, data of registered members of the MHIS for each community could not be obtained. As a

result the researcher found it imperative to employ a pragmatic approach by dividing the 156

questionnaires ~qually among the three Sub-Metropolises namely Tamale Central, Tamale

South and Tamale North respectively. This is illustrated in Table 3.2 above.
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3.3.7 Selection of Study Communities

After zoning the study area into three (3) sub Metropolises using cluster sampling, the

researcher then employed simple random sampling to select three (3) communities each from

the three Sub- Metropolises totaling nine (9) communities as shown in Table 3.3 above. The

researcher picked a piece of paper and wrote the names of the various communities under each

Sub- Metropolises. These names were put in three (3) separate boxes according to the three Sub-

Metropolises namely, Tamale Central, North and South respectively. Three (3) communities

were randomly selected from each of these Sub- Metropolises totaling nine communities which

were considered for the study. This method was to ensure that these communities are given

equal opportunities of selection for the research.

3.3.8 Selection of Respondents (Insured and Uninsured) at the Household Level

Accidental sampling was successfully employed in the selection of respondents for survey

interviews at the household level. Registered members of the scheme were accidentally sampled

and questionnaires were then used to elicit varying information in relation to the operations of

the Tamale Mutual Health Insurance Scheme. The rationale for using this method was that many

of the households in the communities were not registered members of the MHIS as revealed by

the preliminary field visit and the pre-testing of questionnaires. This motivated the irse of

accidental sampling, because it was more convenient for the study. Hence the first respondent

to be contacted if he or she is a registered member of the scheme was selected and interviewed,

and if the first registered member was not ready, the next available person was interviewed.
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Again, purposive sampling was employed in the selection of uninsured members of the scheme

for questionnaire interview. Thirty (30) non registered members were purposively sampled and

interviewed during the survey. The justification for using this technique was that the study

wanted to know why they were not registered members of the scheme and what could possibly

be done to encourage more people to join the Scheme.

3.3.9 Selection of Respondents in the Scheme for Interviews

Additionally, the study employed purposive sampling to select people who had much

knowledge about the Tamale Mutual Health Insurance Scheme and were well equipped with

information concerning the operations of the scheme. This method guided the researcher to

purposively sample and interview some personnel of the Scheme, which included the Scheme

Manager, Public Relations Officer, Monitoring and Evaluation and the Claims Officials. A lot

of data were collected from these officials through interview. Information collected through this

technique included the challenges of the scheme, sources of funds, level of clients' patronage,

strengths, weaknesses, opportunities and threats to the Scheme.

3.3.10 Selection of Accredited Chemical (Drugs) Stores

" In the preliminary field visit it was revealed that some of the chemical stores have stopped

providing services under the national health insurance scheme. The researcher purposively

sampled ten (10) accredited Chemical stores for questionnaire administration. However, those

Chemical stores which had withdrawn their services from the national health insurance scheme

were captured during face to face interviews and FGD. Table 3.1 shows the sampled chemical

stores and pharmaceuticals in the metropolis.
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Table 3.3: Sample Frame for Accredited Chemical Stores and Pharmacies

Name location Number of questionnaires

P k Gumbilla Moshie Zongo 1

Opac chemist Sabongida 1

Siava pharmacy Agric 1

Ricky pharmacy Bank of Ghana St 1

Ethical pharmaceuticals Opposite Garba lodge 1

Dukuluku Pharmcy Central Market 1

Dokoloku Chemical Store Central market 1

Yaa- Salam Drug Store Lamasheigu 1

Hajia Zarah Drug Store Aboabo 1

Mumuni Sumani Chemical Sakasaka 1

store

Total 10

Source: Author's Construct, March, 2012.

This section of the report discusses the various tools and techniques employed in the field in
"~ ~,

collecting varying data for the research; these are preliminary field visit, face to face interviews,

questionnaires and focus group discussions. These are further discussed below.

Bailey et al (1999) stated that since validity is an essential element, the researcher should

attempt to accurately represent findings. According to Patton (2002), this depends on credibility,

which can be enhanced through triangulation of data. To this end, different data sources were
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employed. by the researcher to check consistency of what people say and thus the necessity to

expand the data pool to include three different groups of participants-focus group, individuals

and key informants.

3.3.11 Preliminary Field Visit

Preliminary field visits were carried out prior to data collection. This involved observation and

partial scouting of the study area to have first hand information on certain key issues that were

critical to the success of the study. The preliminary field visits were carried out prior to actual

data collection exercise. The visits covered all the (9) sampled communities in the Metropolis.

The preliminary field visits were useful given the fact that it enabled the identification of

accredited health providers, observation of people's general attitudes towards the MHIS, the

challenges confronting the scheme in serving the people as well as the challenges people go

through during registration and renewals of I D cards.

3.3.12 Face to Face Interviews

In using the unstructured interview approach, also known as the in-depth interview, a

framework was developed to guide the interview process. The rationale for using this approach

was to enable the researcher engage ~ith respondents, scheme and service providers to elicit '::l

wide range of information concerning the MHIS. This approach also allows the respondents to

freely express their opinions. This therefore, supports Yin's (1993) view that a good interview

is the one in which the interviewee takes over the control of the interview situation and talks

freely. This method was adopted to complement the results of the questionnaire survey.
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3.3.13 Focus Group Discussion/ (FGDs)

Focus Group Discussions were used to explore clients and health provider's knowledge on the

challenges, threats, potentials and opportunities of the scheme, the scheme's performance and

client levels of satisfaction. This is yet another method that was adopted to complement the

results of the questionnaire survey. Certain salient thematic areas of the study such as the

scheme operational challenges, client's perceptions, general knowledge about the scheme and

clients level of participation and acceptance was obtained through focus group discussions with

clients at the community level. Two (2) focus group discussions were organised in each of the

three clustered areas of the Metropolises namely; Tamale North, South and Central respectively.

A group of between six and ten people which were made up of men, women, aged (60 plus) and

uninsured were involved in the discussions. The rationale was to have varying responses and

also allow the researcher to access more information regarding the aforementioned themes.

3.3.14 Questionnaire Design

In this study, questionnaires were carefully prepared for the primary data collection. The

questionnaire was designed in line with the objectives of the study. It has five sections namely A

to E. Section A was to give a general background of respondents (sex, age and education) as

-'well as their socio-economic characteristics. B was to provide information on the effectiveness

of service of the scheme and general satisfaction of clients. Section C was designed to gather

information on the sustainability of the scheme. Section D was to elicit data on the challenges of

the scheme and suggested recommendations on how to address these challenges, and lastly,

section E was specifically designed for non registered members only. Furthermore, the study
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)-
designed separate questionnaires for management of the MHIS and service providers In line

with the objectives of the study as stated in chapter one of the research.

3.3.15 Questionnaire Administration

For the purpose of this research, a questionnaire was considered appropriate as data gathering

instrument. Denzin and Lincoln (2002) postulate that there are specific benefits of utilising

questionnaires. These include, relatively low cost per questionnaire, structured information is

obtained through the questionnaire and few open questions making analysis of data relatively

straightforward. Questionnaires give respondents extended time to formulate accurate responses,

make data collection easier and therefore produce quick results.

For the purpose of this study, the data gathering instruments utilized include a questionnaire for

registered and non registered members of the scheme, questionnaire for management of the

scheme and health providers as set out by De Beer (1987). In the light of this, the household

heads in such identifiable units were selected to respond to the questionnaires. However, in

situations where the head was not a registered member of the scheme, anybody aged 18 years

and above and insured was qualified to respond. Such a person however had the free hand to

seek some responses or clarifications from other members of the household who might have

been part of the processes of participation. The choice of using the questionnaire was to confirm

whatever results or responses given under interviews and focus group discussions held with

various categories of respondents.
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Also the use of the questionnaire enabled the researcher had one on one contact and elicite a

wide range of information concerning the operation of the scheme. Hence, a total of 156 self-

administered questionnaires were used to elicit information from registered respondents while

thirty questionnaires were used on non registered members, ten additional questionnaires were

used on accredited chemical and pharmaceutical stores, four on accredited private clinics, three

on public health centres and one on management of the Tamale MHIS. In all a total of (204)

questionnaires were used.

3.3.16 Training of Research Assistants and Pilot Study

The research assistants were taken through a two-day interactive training. The training focused

on the research protocol and objectives, community entry skills, interviewing, note-taking and

transcription skills. The research assistants were also taken through the research instruments to

enable them have a common understanding of the questions so as to ensure standardisation in

the way the questions should be asked. The structured questionnaires were piloted with five

participants who were eligible to be recruited in the study. This process allowed for any

ambiguous questions to be clarified and also gave the investigator an idea of the average length

of time it would take for a questionnaire to be administered, as well as improve the reliability of
•

the study instruments. The participants In the pilot also gave their opinion on whether or not the"

length of time is reasonable as well as on the user friendliness and applicability of the

questionnaire.
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3.3.17 Ethical Consideration

Every study carried out in a community must adhere to values and traditions of the study area.

In this respect, permission was obtained from the Regional Health and Metropolitan Health

Directorates and the Regional and District Hospitals and Health Centers in the study area. In

addition, at the community level, chiefs and opinion leaders were briefed on the rationale behind

the study. They were made to understand that participation is voluntary with no inducements,

and that they have the right to withdraw from the study at any time, and that refusal to

participate in the study will not in any way affect them. Findings of the study were disseminated

to all stakeholders, including all the health facilities who participated in the study, the National

Health Insurance Authority, as well as private accredited hospitals.

3.3.18 Pre- Testing

A pre-test was conducted In Lamasheigu, a suburb of the Tamale Metropolis. This was to

enable the interviewer to know the technicalities involved in administering the questionnaires,

proper arrangement of questions, knowing how to ask questions to facilitate interviewee

understanding and knowing the average time taken to complete a questionnaire.

3::3.19 Field Editing

The investigator personally undertook field editing and made spot checks during the data

collection process. During this process, missing data were identified and the research assistants

were required to go back and collect the missing data.
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3.3.20 Pre-Coding of Questionnaires

All the closed-ended questions in the questionnaire were pre-coded whilst the open-ended

questions were coded after reviewing the responses and developing a coding manual. This

enhanced the capture of data using the SPSS.

3.4 Data Analysis and Management

Given the methods of data collection such as questionnaire surveys, interviews, focus group

discussions and key informant interviews, both quantitative and qualitative data were collected.

As a result, quantitative and qualitative analyses were carried out accordingly. Karma (1999)

referred to data analysis as the computation of certain measures along with searching for

patterns of relationship that exist among data-groups. In analyzing data in general, Yin (1993)

also agrees that a number of closely related operations are performed with the purpose of

summarizing the data collected and organizing them in such a manner that they answer the

research question. The data analysis employed both qualitative (descriptive) and quantitative

(SPSS) approaches to examine key issues at stake.

3.4.1 Quantitative Data Analysis

In the light of the above, qualitative data analysis was made at the same time during the data

collection process and after the overall data was collected. Statistical Package for the Social

Scientist (SPSS) version 17 was utilised to analyse and present the data in this research, with

frequency tables and graphical illustrations to provide information on key demographic

variables in this study.
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3.4.2 Qualitative Data Analysis

The qualitative data generated from interviews, key informant interviews and focus group

discussions were analyzed by grouping the data generated into thematic areas that are relevant

to the assessment of the prospects and challenges of the health insurance scheme. Thus,

information generated in this case was grouped based on similarities and dissimilarities. The

output was screened and synthesized to be incorporated into the analysis. Specifically, narrative

analysis was adopted to analyze the qualitative data gathered from the field survey.

The following measures were adopted to ensure quality:

y A pilot study was done and relevant amendments made to the questionnaires before data

collection.

y The two research assistants who were involved in the data collection had previous

experience in data collection methods, and were fluent In Dagbani. They were also

trained prior to embarking on the field work.

y The investigator personally supervised the field work, undertook spot checks and also

carried out field editing of the data.

Y In transcribing the FGDs, attention was paid to details and contextual relevance, whilst

double entry of the quantitative data was carried out.

3.5 Summary

Data were collected from two main sources namely secondary and primary. Field investigation,

questionnaire survey and face to face interview were employed to gather primary data. The

sampling techniques used were cluster sampling, simple random sampling, accidental sampling
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and purposive sampling. Data were analysed both quantitatively and qualitative using tables, bar

graphs and pie charts as well as narrative and descriptive statements.
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CHAPTER FOUR

RESULTS AND ANALYSIS

This chapter presents the results and analysis of the data obtained in line with the objectives of

the study. Some of the issues discussed include Enrollment and Registration of Community

Members, state of enrolment of the MHIS, sustainability, challenges and prospects as well as the

strengths, weaknesses, opportunities and threats of the scheme.

4.1 What factors militate against the enrolment of people into the scheme?

The variables discussed under this section included sex, age, education, occupation and their

influence on enrolment of community members into the MHIS. These are discussed in detail

below:

4.1.1 Age and Sex Characteristics

The ages of respondents were put into cohorts as follows 18-30, 31-45, 46-59 and 60 years and

above. The number of respondents in the first cohort (18-30) was 39.7 per cent, as against 36.5

per cent in the second cohort (31-45), while the age group (46-59) and the aged (60 plus) were

15.4 percent and 8.3 per cent respectively. The people who constituted the active age groups (18

-30), (31-45) and (46-59) recorded high enrollments as shown by the figures 39.7 per cent, 36.5

per cent and 15.4 percent respectively. This is because many of the people iri'the active age

groups were into commercial activities such as backyard gardening, charcoal burning, Shea nut

picking and were able to raise money to enrol.

However, many of the people who were above 60 years were not engaged in any economic

activity or venture which could raise them money to enrol with the scheme. This resulted in the
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low enrollment of the aged population. Similarly, despite the availability of free registration of

indigents (60 years and above) into the MHIS, a probe by the researcher to ascertain why the

low enrollment level for the aged (60 years and above) revealed that the MHIS selectively

allows for free registration because this package (free registration) puts some huge financial

burden on the scheme.

From the field survey out of the 156 registered members of the MHIS, it was revealed that

46.25 per cent were males as against 53.8 per cent were females. This implied that the number

of females insured under the MHIS in the Metropolis is more than males. From the researcher's

view point, women are more vulnerable to diseases than their male counterparts. This is likely to

influence women to develop a positive attitude towards enrollment with the mutual health

insurance scheme than their male counterparts.

4.1.2 Educational Status of the Respondent and Enrolment

The pie chart below gives an illustration in percentage terms of the influence of education on

enrolment of people into the MHIS.

--,
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Figure 4.1: Pie Chart showing the influence of Education on Enrolment

Arabic
Education
12%

Source: Field Survey July, (2012)

From the pie chart in Figure 4.1 above, 57 per cent of the insured respondents (registered

members) interviewed had formal education and 43 per cent received other forms of education

namely Arabic Education 12 per cent and Non Formal Education 22 per cent, 9.0 per cent

received No Education. People with Formal Education recorded a high patronage for the MHIS

because of their better understanding of the issues surrounding the benefit package of the MHIS.

Similarly, many of the respondents who had formal education were Government employees

whose registration with the scheme was automatic (from SSNIT contributions). These findings

are in line with Creese and Bennett's (1997) view that the demand of households for health
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insurance depends not only on the quality of care offered by the health provider, the premium

and benefit package, but also on socio-economic and cultural characteristics of households in

the communities. The high enrolment level in the formal sector implies that, formal education

plays a very important role in the determination of an individual's insurance decision.

Also, the low level of enrolment from informal education, (Arabic Education, Non Formal and

No Education) which constituted 43 per cent was attributed to the poor understanding of the

benefit package as well as the prospects of MHIS. Again some people in this bracket are

unemployed and therefore do not have the money to pay for registration.

4.1.3 State of Enrollment of the MHIS

Data from the MHIS office showed the trend of coverage of the various categories of clients

of the scheme for the year 2010 to 2012. This is illustrated in the bar graph in figure 4.2 below.
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Figure 4.2: Coverage of Community Members by the Tamale MIllS Scheme 2010-2012.

INFORMAL %

61.6 %
.50% .Series3

AGED 70+ YEARS %

CHILDREN UNDER 18 YEARS %

.Series2
FORMAL {SSNIT}%

.Seriesl

0% 10% 20% 30% 40% 50% 60% 70%

Source: MHIS office Tamale (MIS office) July, (2012).

From the bar graph above, in 20]0 the number of people who enrolled with the MHIS in the

informal sector was 32.7 per cent. This dropped to 30.7 per cent in 2011, and in 2012, the level

of enrollment further dropped to 30 per cent. The reasons for the increase in enrollment in the

year 2010 was attributed to the fact that the scheme had an effective educational campaign

programme. Furthermore, people were attracted to enroll because of the quality of health

services provided at the beginning of operation of the scheme (Right from the commencement

of the scheme in 2008). However, the decline in enrollment in 2011 and 2012 was due to the

fact that the scheme relaxed on its public education and sensitisation campaign activities. Also,

many of the people who enrolled in 2010 were assisted by some family members and

philanthropist and therefore upon expiration of their MHIS cards, they were unable to- renew

their membership in 2011 and 2012 due to lack of financial resources (money) attributed to

unemployment.
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Again, in 2010, the number of people who enrolled from the formal sector (SSNIT contributors)

with the scheme was 14.9 per cent. The enrolment level further dropped significantly to 4.4 per

cent in 2011 and continued to decline to 2.9 per cent in 2012. The reason for high enrollment

level in 20 I0 was that the formal sector constitutes mainly literates (people who have

acquired formal education) who had a better understanding of the benefits of the Mutual Health

Insurance package and its associated prospects right from the commencement of the scheme.

Furhtermore, people under the formal sector are government employees whose contributions to

the scheme is automatic (SSNIT contributors). However, there was a drop in enrollment of

people under the formal sector in 2011 to 2012.

A probe by the researcher revealed that some formal sector workers had difficulty enrolling

with the scheme because, many of them could not provide the scheme with the requisite SSNIT

particulars. For example, valid SSNIT identification numbers (Active SSNIT numbers) which

made it difficult for them to register with the scheme as SSNIT contributors. Additionally, the

scheme officials revealed that many insured formal sector workers whose registration expired

refused to renew their 1.0 cards largely because some of the formal sector workers saw health

insurance only as a reactive measure in times of ill health rather than a proactive measure

against unforseen contingencies (ill health).

Further probe from some formal sector respondents indicated that the MHIS has not met their

expectations in providing quality and affordable health care, some formal sector workers

therefore decided to patronise private health facilities in the Metropolis. According to a male

formal sector respondent "MHIS has lost its credibility as an alternate health policy to the
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cash and carry, it is cheap but ineffective because drugs provided cannot cure our sickness. "

This is in line with the arguments advanced by Cameron et al. (1988) which stated that 'since

there are uncertainties about health insurance, choice is not made based on utility alone but on

consumers' expectations about factors such as their health status and quality of service given by

providers.

Furthermore, in 20 I0, enrollment of children below 18 years was 44.1 per cent, this increased

significantly to 61.6 per cent in 20 II but eventually dropped to 55.5 per cent in 2012. This

implied that the increase in the enrolment of chidren below 18 years in 2011 can be directly

linked to the increase in enrolment of their parents in 2010 in the formal and informal

sectors. This is because parents usually insure with their chlidren and as many parents register

with the MHIS. It means that there will be an increase in enrollment of children under 18 years.

Also, many parents at the beginning saw the MHIS as an alternative health measure capable of

providing quality and affordable health care for them and their children. This notion

influenced their decision to enrol.

However, the subsequent drop in enrolment in 2012 in the formal and informal sectors has

directly affected the enrolrirent of children below 18 years in 2012. This was as a result of the

fact that the enrollment of children under 18 years was directly linked to the membership of

their parents to the MHIS. Lastly, many parents both in the formal and informal sectors

refused to renew their membership with the MHIS due to poor health service delivery and rather

decided to patronise private health facilities which according to them, was a better health care

alternative to the MHIS. This decision IS In line with the expected utility theory which
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emphasizes choice between paying a premium at a rate, given income level, and be certain about

benefits in the form of access to health care (Marquis and Holmer, 1996).

Finally, the percentage of the aged people (70 plus) enroled in 20 I0 was 8.2 percent. This

dropped to 4.3 per cent in 2011, and increased slightly to 5.6 per cent in 2012. The reason

behind the high enrolment of 8.2 per cent in 2010 was due to the free registration package for

the indigents which initially proved to be effective by the MHIS. However, the decline in the

number of registrants in this age category ( 70 years plus) in 2011 was due to the inability of

the scheme to continue registering the indigents free. According to the Public Relations Officer

(PRO) of the Tamale Metropolitan Health Insurance Scheme, the free registration of the

indigent population of the Metropolis brought some huge financial burden on the scheme and

put its sustainability and viability in danger. Generally, the level of coverage of the MHIS in

the Tamale Metropolis has been very low. This is basically as a result of poor publicity and

education coupled with the inability of the scheme to provide quality and affordable health

care to meet the expectations of clients. This desuaded many people from joining it.

4.1.4 Premium and Enrolment (Perspective of the Uninsured)

In an interview with a group of uninsured, o~er 80 per cent of them indicated that the main

reason why they were not able to join the Mutual Health Insurance Scheme was their inability

to pay the premium of GH¢7.20. This was because the rate was high and unaffordable. Other

cited reasons included political affiliation, superstition, skepticism and disinterestedness, lack of

adequate information and poor service management. These developments forced some of them

to resort to other alternate sources of health care such as herbalist. One of the respondents said;
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'1have not enroled alright but frankly speaking, the premium, as it stands now is not within my

reach' (A non-enroled respondent).

The study further revealed that, 41.7 percent of respondents were of the view that the

premium level was affordable while 58.3 per cent indicated that the premium level charged by

the scheme was not affordable. The reasons given by respondents were poverty, lack of

economic or job opportunities making it difficult for them to raise income to register. This

situation might have contributed to the low patronage for the scheme.

4.1.5 Premium Charges of the MH1S

The premuim charged by the MHIS is a key factor influencing individual's decisions whether

to enrol or not. In this connection the study considered it expedient to hear the views of clients

as regards the affordability of MHI premium. Again, 42 percent of them indicated that the

premium charged by the MHIS was affordable as againts 58.3 per cent of them who said the

premium charged was not affordable. This means that, though the scheme has not increased

premium charges for the past four years, yet many community members still cannot afford to

pay the GH GH¢7.20 . Investigations revealed that the few who struggle to pay their premiums

failed to"renew their membership when their cards expired. The reason behind this could be

linked to the high rate of unemployment among the youth coupled with the fact that the Region

is among the poorest in the country.
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4.1.6 Determination oJMHIS's Premium

The essence of this was to ascertain whether clients have a stake in the determination of

premium by way of making inputs. The researcher asked a question. Do you make inputs into

the process oj determining MHIS premium?

The results gathered from the survey revealed that 10 per cent of respondents agreed that they

were given the chance to make inputs into the determination of MHIS premium while 90 per

cent indicated that they were not allowed to make inputs. This implies that to some extent, the

views of the people were largely not sought in the determination of the MHI premium. This has

largely dissuaded many people from joining the scheme because of the perception that the

scheme charged high premium and therefore was not affordable to the people. This finding

however, contradicts the assertion of Begg et al. (2000), who are of the view that 'changes in

prices and income influence how much of different goods rational consumers will buy'. They

argue that 'health insurance is expected to be a normal good with a positive income elasticity of

demand, implying that the people are less likely to insure, given a low price'.

4. 1.7 Uninsured Knowledge oj MHIS Premium Charges

The study considered it imperative to empirically ascertain the level of knowledge or'awareness

of the uninsured (non registered respondents) about the premium charges of the MHIS. The

results gathered from the field showed that 20.0 per cent of respondents were aware of how

much was charged as premium by the scheme, while 80.0 per cent said they did not know how

much the premium of the scheme was. From the results gathered it could be deduced that not

much publicity and education was given to the people concerning the MHI premium charges.
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Many community members assumed that the premium charge was too high and refused to

register with the scheme.

4.2 What are the Strengths, Weaknesses, Threats and Opportunities of the Scheme?

This section discusses the strengths, weaknesses, opportunities, threats and constraints of the

scheme, and assesses the challenges of the MHIS from the perspectives of the scheme

management and health providers.

4.2.1 Strengths of the Scheme

An interview with the scheme manager and other officials revealed that the scheme had some

strengths. These were its ability to pay providers quickly, fast processing of membership cards,

quality staff and portabilty. Management further indicated that the scheme relies on the above

in providing quality and affordable health service to its members. However, on the contrary data

from stakeholders, which included insured, uninsured and service providers, revealed that the

quality of health care services provided under MHrS lived much to be desired and need much

improvement.

4.2.1.1 Training and Development of MH1S Staff'>

Training is an important strategy that enhances performance. According to the Public Relations

Officer (PRO) of the Scheme, the scheme intermittently organised training workshops for staff

in and outside the Metropolis. Some of the workshops were organised by nongovernmental

organisations to give staff the requisite skills of the profession. For instance, scheme

management revealed that the staff undertook a training workshop in July, 2012. The training
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was In the area of public procurement, production of 10 cards, financial management and

publicity. All were organised by the Danish International Development Agency (DANIDA) and

National Health Insurance Authority (NHIA). The training had helped improve the skills and

knowledge of management of the National Health Insurance Scheme. Further probe indicated

that the scheme a organised series of manpower training periodically in an interval of four (4)

months to improve upon the quality of its staff to enable them serve clients effectively.

4.2.1.2. Assessing the Availability of Logistics of the Scheme

According to the scheme's management the following logistics shown In Table 4.5 were

available to the scheme.

Table 4.1 Type of Equipment, number available, number required and Backlog.

Equipment Type Existing! Available No. Required Backlog

Vehicles 2 5 3

Motor bikes 3 6 3

Bicycles - 10 10

Digital Camera I 8 7
" "

Computers 8 12 6

Printers 2 5 3

Photocopiers 2 5 3

Office Air Conditioners 3 5 2

Telephone 4 5 I

Source: Field Survey MHI Office Tamale, august (2012).
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From table 4.5 above it can be deduced that the scheme had some logistics like vehicles, motor

bikes, printers, computers and a digital camera which enabled them to carry out their work.

However, despite the existence of these logistics, the scheme is faced with inadequate supply of

facilities and logistics as shown in the table. This according to management has largely affected

the efficient operations of the scheme in the provision of quality health services to the people.

4.2.2 Weaknesses of the scheme

In a further engagement with management, the following were mentioned as the key weaknesses

of the scheme: Frequent internet network failures, inadequate funds, inadequate staffing,

inadequate logistics; and inadequate training workshops. It was admitted by scheme officials

that these weaknesses have continued to affect the performance of the scheme in the processing

of its data, put an additional pressure on processing of 10 cards and also making publicity of the

scheme's benefit packages to clients' slow.

4.2.3 Threats to the Scheme

The following were established as threats to the scheme as far as its operation is concerned.

These were persistent interference in its operation by some community members who called

themselves "foot soldiers"; p'olitical interference; and abuse of the scheme by some

unscrupulous clients and staff of the MHIS. This development according to them had made

working with the scheme risky. An official of the scheme quotes a client as follows "The next

time I come here and my card is not ready you will never work here again". When asked how

these threats affected the performance of the scheme, it was indicated by the public relations

officer (PRO) that it slows down their performance and makes them not to concentrate fully on
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the job. In most situations it kills their initiative because some innovative measures suggested by

staff that could have enhanced the performance of their work were being resisted by politicians

and foot soldiers, said a Female staff of the Scheme.

Table 4.2: Summary ofthe SWOT of the MHIS

Strengths Threats

2. Good relations Inadequate technical
with providers Staff and logistics

l.Qualified Staff

3. Portability
(Accessing health
care outside a
registered scheme)

4.Prompt processing
ofID cards

Weaknesses

Inadequate
funds

Opportunities

Existence of Interference by
development partners community members
and Government
commitment

Interference
politicians
Interference
foot soldiers

byAvailability of radio
stations and vehicles
to reach and educate
members.

from

Interference
foot soldiers

fromFrequent
failures

net work Availability of many
Health facilities

Delays in processing
of ID cards

5. Training of Inadequate funds
Personnel/Staff
Source: Field Survey, July, (2012).

of Cost escalation
and providers

byLarge pool
supporting staff
service personnel
Existence of donors
likeDANIDA

Interference by
politicians and
Community Members
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4.2.4. Opportunities of the Scheme

In an interview with scheme officials the following were mentioned as the opportunities of the

MHIS in the Metropolis:

~ Existence of development partners and government's commitment to support the

scheme. The presence of other development partners such as the civil society

Organizations, Information Services Department, National Commission for Civic

Education (NCCE) and the central government were of benefit to the scheme in its

operations.

~ Availability of many health facilities and chemical stores. Several pharmaceutical and

chemical stores operate in the Metropolis and enhance easy access to drugs by clients;

and

~ Large pool of supporting staff and service personnel. The scheme is endowed with

supporting staff from the National Service Secretariat and graduates from tertiary

institutions on attachment.

4.3 What are the critical factors that can enhance Sustainability of the Scheme?

This section discusses the sustainability of the MHIS in the Tamale Metropolis under the

following headings; the structure and the human resource capacity, sources of fund and

performance; clients' views on sustainability; community participation; provider'S view of

sustainability and the level of clients' participation in the scheme.
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4.3.1. Structure and Human Resource Capacity of Tamale MHIS

To protect contributions of households and facilitate access to quality health care by

contributors, the chairmen or secretaries of all Community Health Insurance Committees came

together to form a nine member District Health Insurance Assembly (DHIA) (MOH, 2004). This

is the highest decision-making body on Health Insurance in the District. The District Health

Insurance Assembly (DHIA) is charged with the responsibility of preparing a constitution to

provide general policy guidelines for the operation of Health Insurance in the District. This body

also appoints a 15 member Board of Trustees also known as the "Governing Body", which, in

turn, appoints a management team to handle the day to day administration of the scheme.

The study revealed that the structure of the Tamale Mutual Health Insurance Scheme is

basically made up of the Board of Directors, the permanent working staff of the scheme,

comprising the Operations or Scheme Manager; line Managers for Claims, Management

Information System, Accounts, Public relations, two Data Entry Clerks and two Claims

Assistants. Other categories are the Beneficiaries or Community members. This is illustrated in

figure 4.3 below.
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Figure 4.3 Structure of the Tamale Mutual Health Insurance Scheme

Board of Directors

Schemel Operations Manager

I I
Public Relations Claims Officer MIS Officer Accounts

Officer

Officer

I Claims Assistants I I Data Entry Clerks I

I Beneficiaries

Source: Author's Construct, March, 2013

" From the structure in figure 4.3, the Board of Directors is at the top management level. The

Board of Directors is charged with the duty and responsibility of making decisions and

formulating policies concerning the operations of the scheme. The next on the hierarchy is the

Scheme Manager who is the administrative head. The Scheme Manager is assisted by four line

managers in charge of special operational units or areas. These are the Public Relations, Claims

Officer, Management Information System and Accounts Officers respectively. Below these
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offices (Claims and MIS) are two Claims Assistants and two data Entry Clerks who worked

directly under the offices of the Claims Manager and Management Information System Manager

respectively. At the bottom of the structure are Beneficiaries (Community Members) who are

the final consumers of the scheme's services.

The scheme was officially supposed to have (25) members but in an interview with the scheme

manager, he indicated that the scheme has only nine permanent working staff and six supporting

staff, comprising four service personnel and two others who were on working attachment with

the scheme. The staff situation of the scheme was inadequate thereby creating a weak scheme

based services to clients.

4.3.2. Sources of Funding of the Scheme

An intrview with the Public Relation Officer of the Tamale MHIS revealed that the main

sources of funds for the scheme were from central government subventions, SSNIT

contributions of clients from the formal sector, registration of new members and renewals of

cards by members. Despite these sources of funds as indicated by the management of the MHIS,

the scheme was confronted with serious financial problems; as a result it was difficult for the

scheme to carry (Jut its activities of providing quality health services to its members. The study

further revealed that the scheme's low financial standing had made it difficult for it to pay its

supporting staff including national service personnel who worked in areas such as the

accounts, claims offices and renewals of 1.0 Cards.
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4.3.3 Clients' Views on Sustainability of the Scheme

A focus group discussion held with eight respodents revealed that despite the scheme's

numerous problems, it is sustainable owing to the following factors:

~ Accountability on the part of management: According to some discussants, even though

the scheme was still bedevilled with corruption, there was relative improvement as

compared to when the scheme was newly established. To them, the creation of the audit

unit and the monitoring and evaluation department served as a check on the activities of

corrupt officials and the health insurance board of directors;

~ Monitoring and evaluation: Some insured members indicated that, the implementation

of the monitoring and evaluation units had helped streamline the operations of the

scheme and made officials more responsible and accountable;

~ Improvement in staff and client relation: Some respondents said that, as a result of

recent changes in the management of the scheme, there was an improvement in the

relationship between the officials of the scheme and community members, and if this

should continue, it may go a long way to sustain the scheme; and

~ low premium: Some clients were of the view that if premium levels still remained the

same a for long time it will encourage more people to enrol. '"

Figure 4.5 below presents the views of the 156 respondents (insured clients) in the study area.

They responded to the question as to whether the Mutual Health Insurance Scheme is or was

sustainable?
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Figure 4:4 Pie Chart Showing the Percentage Responses of Insured Respondents on the

Sustainability of the Tamale MHIS.

_Yes _ No

Source: Field survey July, (2012).

From the interviews, 69.0 percent of insured clients indicated that the scheme was sustainable,

while 31 per cent disagreed. The reasons given for their disagreement as regards the

sustainabilty of the scheme include; political interference in the operation of the scheme;

incompetence of staff and poor services delivery; delays and misplacements of I.D cards of new

registrants; corruption; mismanagement; and unfriendly attitude of some MHIS officials

towards clients.
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4.3.4. Providers Perspective on Scheme Sustainability

In a group discussion with health providers comprising (nurses, senior medical officers and

ward assistants), over 60 per cent of them were of the view that the MHIS could be

sustainable due to the following reasons.

~ Constant sources of funding. According to the Health providers interviewed, the scheme

is sustainable because it has continuous financial support from donors.

~ Regulatory body to oversee the operations of the scheme at the local level. Some

respondents were of the view that, the activities of the board of directors should include

routine checks on the scheme's operations in order to make it sustainable.

~ There should be a legislative instrument to back its operations. Some providers indicated

that the enactment of a legislative instrument will legitimize the operation of the scheme

and enhance its sustainabiliy;

~ Donor funding and support. Some respondents said if the scheme receives adequate

financial support for its operations, this will make it meet its financial obligations.

~ Presence of competent staff. Other respondents were of the view that, the scheme must

be endowed with competent staff capable of sustaining its activities.

Eventhougth, somehealth providers were optimistic about the sustainability of the scheme due

to the above mentioned reasons they did indicate that there were some challenges. These

challenges were political interferance, nepotism on the part of community members solely

owning and controlling the affairs of the scheme, as well as corrupt and incompetent "Officials.
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4.3.5. Scheme's Performance

The performance of the scheme was paramount in its vision of providing affordable and quality

health care to the people. In furtherance of this, the study assessed the performance of the

scheme by eliciting the views of insured clients in the study area. The bar chart below shows the

results gathered on the performance of the MHIS in the Tamale Metropolis.

Figure 4:5 Bar Graph Showing Percentage Rating of the Performance of the MIllS

Bad

42.3

Satisfactory ExcellentGood V.Good

Source: Field Survey July, (2012).

From the bar chart in figure 4.5, 34.6 percent of the respondents indicated that the performance

of the scheme was bad, 42.3 said it was satisfactory, 11.5 per cent were of the view that the

performance was good, and finally 3.8 per cent said it was excellent. This suggests that the

scheme needed to uplift its performance as greater proportions of its clients have complained

about the unfriendly attitude of some of its officials and health providers. They further
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expressed dissatisfaction with the increasing interference of politicians and foot- soldiers, as the

main reasons why the scheme was under performing.

4.3.6. Clients level a/participation in MHIS

The degree of sustainability of every project or programme largely depends on the level of

participation in terms of decision making. In this respect, the research considered it extremely

necessary to elicit information as to whether clients were given room to air their views or

grievances with regard to the operations of the scheme. The results gathered from the survey

showed that 25.5 per cent of clients interviewed said they were given the chance to air their

views in matters concerning the operations of the scheme while 74.5 per cent said they were not

satisfied with the chance given them to contribute ideas to the scheme's operations. This implies

that clients who are the final beneficiaries of the scheme's services are largely not allowed to

participate in terms of decision making concerning the operations of the scheme. This has the

tendency to affect the sustainability and prospects of the scheme. This findings is in

consonance with (Gilson, 1998) position in chapter two of the study (literature review) which

revealed that participation is very important in community health financing schemes.

"11.3. 7. Scheme and Community Education

According to the scheme manager, educational campaigns were carried out in the communities

to ensure that everybody is enroled under MHIS. This was carried out in the rural areas where

people were made to understand that the scheme was community based and jointly owned by

the people and the central government. Hence, its survival largely depended on their level of

participation and commitment.
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Additionally, intensive education was done at various places such as festival grounds, churches,

mosques and at durbar grounds for people to know that the scheme belongs to the people and

therefore all and sundry should join it for their own future development. It was further

mentioned by management that community leaders were periodically appointed to serve on the

scheme's board at the local level. This was to enable them contribute their quota in terms of

decisions and ideas in sharpening the activities of the scheme.

Despite all these campaigns by management, many people in the Metropolis are yet to be

covered. Some people had very little idea about how the MHIS works and held negative

perceptions about the operations of the scheme. This could be as a result of the weak

relationships between the people and the MHIS, providers.

4.3.8 Reasons for Uninsured not joining the MHIS

A focus group discussion with ten uninsured community members to elicit information why

they did not register with the MHIS revealed the following; Misconception about the

implementation of the scheme; getting the I.D cards after registration was frustrating, poor

quality service by the scheme and community members' inability to pay the MHIS premium

charges.

Further discussions revealed that people were not attracted to enrol into the scheme due to the

following reasons: People perceived the scheme to be a political institution which had no future.

Others saw it to be exploitative which contravenes early health policies such as "the free health

system" and "the cash and carry systems".
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Community members also believe that the quality of service received under the MHIS was

relatively poor as compared to "the cash and carry" system. According to them, relatives and

friends who enrolled under the scheme did not enjoy any improved heath delivery services as

compared to when they were under the "cash and carry". The reasons given were low quality

drugs, inability of the scheme to include some key diseases such as HIV Aids in its benefit

package and too much political control of the scheme at the community, regional and national

level so

Additionally, six (6) insured people did not know the exact amount the MHIS charges as

premium. Others perceived the scheme belonged to some "class" of people. That is the rich and

well educated in the society. According to one of the respondents, "1 refused to insure because

of my inability to speak English and 1am also a poor woman. "

4.3.9 Attracting Non Registered Members to Enroll in the Scheme

The survival of the MHIS hinges on its ability to canvass for more membership and also

generate enough financial resources to improve upon its service delivery to the people. The

study empirically assessed the changes non registered members wanted to see before they get

enroled. Data was gathered under the 'following headings. No politicization of the scheme '"

reduced premium below GH ¢7.20p, improvement in quality health care and finally increased

community participation and accountability of the scheme. These are shown in table 4.3.
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Table: 4.3 Changes expected by Uninsured Members before they join the MHIS.

Category Frequency Percentage

No politization 8 26.7

Reduce premium below GH 4 13.3

¢7.20

Improvement In quality health 8 26.7

care

Increased community 10 'l'l 'l.).) ..)

participation and accountability

of the scheme

Total 30 100

Source: Field Survey July, (2012).

Results from the table above show that 26.7 per cent of the respondents indicated that in order

for people to be encouraged to join the scheme, the scheme should operate as an independent

institution devoid of political interference. This will bring in some effectiveness and efficiency

in terms of service delivery. Also, 26.7 per cent indicated that the scheme should improve upon

it~' poor service delivery. Again 33.3 per cent said the '~cheme should increase community

participation and accountability. Finally, 13.3 per cent held the view that the premium should be

reduced below the current charge ofGH ¢7.20.

4,3, J 0 Strategies to Improve Scheme's Sustainability (Providers Perspective)
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An interview with some health providers revealed that several measures were put in place to

improve upon the scheme's sustainability. These were as follows:

Adherence to MHIS regulations; some respodents said the scheme must operate within the

framework of the MHI's regulation, the scheme should ensure that all activities of its staff are

in accordance with the ethics and requirements of the institution, validation of clients status

before service delivery. Others were of the view that the status of clients should continuously

be checked or validated through a data base system to avoid insurance risk.

Provision of services to clients under minimum benefit package; The benefit package of the

scheme is made realistic and affordable to avoid bankruptcy of the scheme. Help in educating

clients to enroll with the scheme. Finally, there was conscious efforts by providers to educate

clients of the benefit package so as to encourage more people in the Metroplis to register; and

provision of separate office (units) for MHIS in hospitals. Special division was created in many

health centres to primarily handle health insurance cases. Electronic data proccesing to

enhance the processing of I.D cards. Despite all these strategies, the situation on the ground had

not improved. This is because patients still had difficulty in accessing quality health care under

the MHIS.

4.4 What is the Resource Capacity of Health Providers and Clients level of Satisfaction of

the Scheme?

This section assesses the strengths of service providers, Assessing the Capacity of Resources at

the Tamale Teaching Hospital, Providers views of the availiability offacilities/equipment in the
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Hospitals, Mechanisms for Improving Quality Health Care and improving client level of

satisfaction in the health centres.

4.4.1 Strengths of Health Providers

Separate interviews with Management of Seventh Day Adventist, Tamale Central and

Tamale Teaching Hospitals respectively in the Metropolis show the following as their

strengths:

./ Existence of referal centres for emergency cases .

./ Existence of specialists for consultations of various kinds of diseases .

./ Existence of competent human resouce base which provides quality health services .

./ Availabilty of ambulance services which transported patients from places to the facilities .

./ Existence of antenatal care units which examines pregnant women and nursing mothers .

./ Availabilty of X- Rays / Scanner which scans patients diagnosing various ailments .

./ Availability of laboratory and blood banks

./ Availability of dispensary units to provide drugs to patients .

./ A valability of Motuary for preservation of dead bodies .

./ Availability of a mobile clinic, providing outreach health care services in rural communities.

The study found that even though some health providers had adequate facilities which enabled

them to provide quality health services to the people of the Metroplis, a visit to two privately

accredited health faclities Hajj Adam and Sakinah clinics management indicated that their

inability to meet the health needs of patients in the delivery of quality health care was because

they lacked some medical facilities like blood banks, X-ray machines and ambulance services.
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According to them, the absence of these facilities made it difficult for them to handle complex

medical cases.

4.4.2 Assessing the Capacity of Resources at the Tamale Teaching Hospital

Table 4.4 below shows the resources, quantity required, number of resources available and

shortage or gaps created in the supply of these resources at the Tamale Teaching Hospital.

Table 4.4: Resources, Quantity Required, Number Of Resources Available and Backlog of

the Tamale Teaching Hospital.

Resources Required Number % Available Deficit % Backlog

Capacity Available

Beds 1000 364 36.4 636 63.6

Abulances 10 3 30 7 70

Wards 22 14 63 8 37

Nurses 300 161 53.7 139 46.3

Doctors 70 28 40 42 60

Source: Tamale Teaching Hospital (statistic unit), September, 2012.

From Table 4.7. Data gathered from the Tamale Teaching Hospital indicated that there were

364 beds at the facility, which constituted 34.6 per cent as against an expected capacity of 1000.

This means that there was a shortage of 636 beds which constituted 63.6 per cent.

Additionally, the hospital has three ambulances which is 30 per cent whiles the expected

number of ambulances at the facility was 10. This created a shortage of seven ambulances
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which constituted 70 per cent. Again the number of nurses was 161 which is 53.7 per cent

while the expected number of nurses was supposed to have been 300, leading to a shortage of

139 which constituted 46.3 per cent. Also, an interview with the public relations officer of

the facility confirmed that the facility had inadequate human resources like doctors, nurses and

other medical personnel which has negatively affected the delivery of health services to the

people of the Metropolis.

From the above analysis, it can be deduced that the inadequate number of resources negatively

affected the ability of some of the health facilities in the Metropolis to provide quality health

care to people under the MHIS.

4.4.3 Providers views of the availiability of Facilities/Equipment in the Hospitals

The provision of quality healthcare is crucial for the sustenance of health care delivery and for

that matter the service providers have a central role to play in health delivery but their desire to

do better is undermined as said by Donaldson and Kararen (1993). The study shows the

availability or otherwise of the following facilities at the Tamale West Hospital.
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Table 4.5 below shows FacilitieslEquipment in the Tamale West Hospital

Facility/Equipment Number available Number required

Investigation equipment 2 5

Operation theatre I ".)

Consulting room 2 5

Casualty ward I ".)

X-Ray machine "- .)

Patients admission wards 4 7

Source: Tamale West Hospital statistics unit.

An interview with a cross section of health providers ( doctors, medical assistants, nurses, ward

assistants, and the administrators) at the Tamale West Hospital showed the existence of the

following facilities/equipment in the health hospital. These included investigation equipment,

operation theatres, consultation rooms, casualty wards, admission wards, X-Ray machines,

tertiary health care delivery, computers, air conditioners and others. Though the health

personnel indicated the existence of these facilities, they equally admitted that they were not

enough and some were also in a very deplorable state. According to the health providers, some

wards had few numbers of beds compelling p~tients to lie on matresses on the floor.

Furthermore, separate interviews held with the PRO's of Sakinnah and Hajj Adam centres,

both private accredited clinics in the Metropolis, revealed that they had inadequate basic

facilities like seating places, beds, laboratories, ambulance services, toilet facilities and wash
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rooms that could really meet the growing number of patients who seek medical care in these

health facilities resulting in overcrouding at the Out- Patient Department and in-patient wards.

4.4.4 Mechanisms for Improving Quality Health Care

The following strategies were adopted by Fulera Maternity and clinic, Sakina clinic, SDA and

Tamale West Hopitals (Old Hospital) to improve upon quality health care to people in the

Metropolis .

./' Regular meetings by requisite staff to plan for quality services. Medical staff

occasionally meet at the facility level to discuss ways of improving services and also

find solutions to recurring problems .

./' Increased sanitation fees on clients' bills to finance sanitation services. Special fees

were levied on clients' to help improve upon sanitation at the various health centres .

./' Emphasizing clients' cleanliness in and around the health facility through regular

education of clients to practice good hygine and help keep the facility clean .

./' Client satifaction surveys. Occasional surveys to ascertain clients' levels of satisfaction .

./' Establishing quality assurance team for monitoring. Continuous monitoring of the

various facilities to ensure that the facilities operated wihin stipulated standards and

' .. regular sensitisation of staff to provide quality services to clients. Staff at the facilities

levels were oriented to serve clients professionally devoid of intimidation.

The study ascertained that despite the implementation of some of the above strategies by

health providers, there were serious challenges in some of the facilities which indicated that

most of the above strategies were not successfully implemented.
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4.4.5 Providers and Community Education

An interview with a group of respondents in some facilities revealed that health providers and

public education on the scheme was not given due attention. In their view, most of the training

workshops and sensitization fora particularly in the health sector are often targeted at senior

staff to the exclusion of middle and lower level personnel. They mentioned in particular that

record clerks and the out-patient department (OPO) staff who constitute the front desk personnel

have neither received any formal training nor orientation on health insurance. This often results

In conflicts between staff and insured patients who report to health facilities for care. Such

disagreements and conflicts often arose over the payment for OPO card and other preliminary

fees which were charged prior to consultation, examination and medication.

4.4.6 Assessing Clients level of Satisfaction in the Health Centres

In assessing the level of satisfaction of existing facilities by clients, the results revealed that

37.5 per cent of the respondents indicated they were satisfied with the number of

facilities/equipment available at the health centres as against 62.5 per cent who said they were

not satisfied. The respondents gave the following reasons for their disatisfaction over the

number of facilities/equipment in some of the health facilities. These include insufficient beds

to serve patients on admission, inadequate doctors and nurses, poor dispensary=services to

patients, lack of wheel chairs, lack of mobile beds, inadequate toilet facilities and wash rooms.

As indicated by a female respondent. " I was admitted. When I asked where was my bed, a

nurse replied, all the beds were occupied, you can go home and bring one ".
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4.4.7 Insurance Status of Community Members

The insurance status denotes respondents who have either enroled as card bearing members or

have not registered with the scheme at all. An interview with a group of respondents showed

that over 80 per cent of them were not card bearing members of the scheme. Also communities

far away from the Metropolis such as Kanvilli, Gumani and Nyohine had very few registered

members. The study found that people had virtually no education about the benefits asssociated

with joining the MHIS. This situation can negatively affect the sustainability of the scheme

since the survival of the scheme depends heavily on the financial contributions made by

registered members.

4.4.8 Assessing Clients Satisfaction of MHIS

A focus group discussion held with 15 community members showed that they were dissatisfied

with the scheme's operations. The reasons given include longer hours spent in the collection of

folders at the health insurance sections in the hospitals, less attention to MHIS patients by health

personnel and many drugs not captured in the drug list by the MHIS. This problem according to

clients had made the MHIS not attractive to many people in the Metropolis, and had seriously

affected enrolment levels. As stated by one nursing mother" I was left lying helpless in the ward

sujfering and going through serious pains "without treatment because my husband could not

validate my health insurance card due to link failure ".

Additionally, an interview in nine purposively sampled communities of the Metropolis revealed

that, 49 per cent of the respondents were satisfied with the operation of the Mutual Health

Insurance Scheme. The reasons given by the respondents for their satisfaction with the operation
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of the scheme include rapid and cheap service delivery, assurance of treatment at the health

facilities any time they visited the hospital. Also 50.6 per cent of the respondent indicated that

they were not satisfied with the performance of the scheme. According to them it was as a result

of the varying degree of challenges they faced in patronizing the scheme, which include delays

in registration and renewals of 1.0 cards, high premium charges and administrative

incompetence resulting in data not properly captured which affected client's ability to receive

health services. This confirms the finding of a study conducted by SEND GHANA in 20 I0

across the country. The findings revealed that not all subscribers of the NHIS were able to

access health services after completing the recommended waiting period due to delays in the

issuance of TO cards and other forms of identification to members.

Accordingly, about 27 per cent of registered members could not access health care under the

scheme in the Northern Region. Almost 34 per cent of subscribers in the Upper West Region

had not received their 10 cards making them unable to access health services. In the Greater

Accra Region, 13 per cent of the total membership of the five schemes surveyed could not

access health care under the scheme because of delays in the issuance of 10 cards (SEND

Ghana, 2010).

4.4.9 Assessing Providers' Satisfaction of the MHIS

Assessment of providers level of satisfaction with the MHIS showed that 37.5 per cent of

providers were satisfied with the level of performance of the scheme while 62.5 per cent were

not. Their reasons included delays in the payment of clients, political interferance, inadequate
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monitoring of officials, poor supervision of the scheme's activities and finally poor relationship

among stakeholders.

4.10 Strategies put in place by MHIS to increase Enrolment

./ The scheme manager of the Tamale MHIS indicated that the following strategies were

put in place by the scheme to encourage people to register with the scheme:

./ By organising educational programmes in English ,Dagbani and other local languages

for people to be educated on the need to be part of the scheme;

./ Education of the people through community durbars;

./ Identifying people who are indigents for free coverage;

v Encouraged pregnant women to register for free; and

./ Special mass registration of people in rural areas.

The study found that, notwithstanding the above strategies, the scheme had not been able to

increase coverage especially in the remote and rural areas of the Metropolis. This was largely

due to poor publicity and education, poor implementation of some of its programmes and

strategies such as the free registration of indigents and also the inability of the scheme to

encourage many pregnant \\}omen in the rural areas to register free.

4.S.What are the Challenges and Prospects of the Mutual Health Insurance Scheme?

This section discusses the challenges of the Mutual Health Insurance Scheme. Challenges facing

providers and clients under the scheme, and the strategies put in place by the scheme to reduce

health insurance market risks.
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4.5.1 Challenges faced by Clients under the MHIS

The mutual health insurance was bedeviled with many problems as mentioned by a cross section

of respondents (Insured, uninsured and service providers). Among these problems mentioned

were corruption, inadequate staff, persistent link failures, incompetent personnel and the

inability of the scheme to cover all drugs. Some clients were of the view that the attitudes of

some personnel of the scheme were very bad and made the scheme unattractive. Others

indicated that the scheme's officials mainly belong to a particular political party and therefore

biased toward clients who were not members of their favoured party.

An insured woman indicated "1spent hours trying to meet the scheme manager but to no avail,

this was difficult because 'foot soldiers "kept coming making it extremely difficult for me".

From this point of view it can be said that politisation of the activities of the scheme was not

only from the outside (Community members) but also from within and has a tendency of

making a good number of people lose trust in the operation of the scheme and affects its

sustainability.

Furthermore, many respondents in the study area had indicated that they faced several

challenges accessing the scheme. These challenges as indicated by the respondents included

long waiting period, inability to trace lD cards, delays in getting the original or national scheme

lD Cards, long queues in hospitals and inability of health providers to photocopy clients ID

cards before service delivery. This resulted in long queues and administrative abuse by MHlS

officials. Many clients were of the view that the responsibility of validating Health Insurance ID

cards should be the responsibility of the scheme and health providers. They were unhappy with
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the way health providers do ask them at even odd hours to go and photocopy their 10 cards

before they were given treatment. Others complained that when issued a temporary 10 card, it

took about two to three months before they got the original or national ID card. Sometimes, how

to trace and get these cards becomes the sole responsibility of the clients. Additionally many

have expressed disappointment as regards the behavior of some personnel of the scheme for

doing what they term as "Who you know" which in other circles is termed "favoritism"

Results gathered from the field survey revealed the following: 75 Per cent of clients were of the

view that they had problems accessing the MHIS as against 25 per cent of clients who said they

had no problem accessing the scheme. From the point of analysis it can be concluded that the

MHIS had not satisfied a good number of its clients by proving to be a credible institution

serving its people dispassionately and devoid of politics. Many clients expressed much worry

and were anticipating a change in the activities of the scheme. The MHIS by law is expected to

operate as a non partisan institution in the provision of quality and affordable health service to

its people.

4.5.2. Operational Challenges of the Scheme (Clients perspective)

In a focus group discussion with ten (10) respondents comprisingeight men and two (2) women

and some opinion leaders in three (3) communities in each of the Sub Metropolises within the

study area, several issues were raised as possible operational challenges confronting the MHIS.

Below are the challenges.
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Majority of the respondents had acknowledged the issue of long waiting period, presence of

unidentified personnel with no technical knowledge as a key operational challenge confronting

the scheme. All the sampled respondents admitted that the scheme has inadequate facilities and

logistics which posed many difficulties to clients in accessing the scheme. As indicated "With

my condition, when I went to renew my card there were no chairs for me to sit" said an insured

pregnant woman. Some equally complained of not getting enough and quality drugs in the

hospitals. According to them dispensary officials do sell drugs to patients at the point of

collection (drugs), claiming that they are of high quality and would better treat their sickness

than those covered under NHIS.

4.5.3 Strategies to Reduce Health Insurance Market Risks

The management of the mutual health insurance scheme had instituted some measures to ensure

that unscrupulous clients did not abuse the MHIS which has the tendency of causing huge

financial losses and thereby affecting its prospects and sustainability. These are illustrated In

table 4.6 below.
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Table 4.6: Measures to Reduce Health Insurance Market Risks

Risk targeted Measures Employed

Observe waiting period, household registration, and education.

Adverse Selection

Moral Hazard Standard treatment guidelines, health insurance drug list, waiting period,

sickness covered by NHI ACT

Use of laminated 10 cards, use of expired dates, computerized systems,

Fraud vetting of clients.

Cost escalation Vetting of claims, uniform benefit package, occasional review of

premium, drug list, mandatory referrals.

Source: Field survey, July (2012).

The scheme, according to management, instituted strict mechanisms of controlling claims by

examining the prices of services against what has been approved by the NHIC standard

guidelines, checking mistakes in calculations and removing names of expired members from

claims forms and others.

4.5.4 Challenges faced by Health Care Providers in Serving the MHIS

The following were mentioned as the key challenges Health Providers face in working to serve

clients under the MHIS. Firstly, there has been an increase in work load puting substantial

pressure on the existing few facilities in the hospitals. Secondly, inadequate supply of patient

beds in the health facilities especially the three main government hospitals were inadequate
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resulting in some patients lying on the floor in wards. Thirdly was delays in the payment of

claims. This according to service providers affected their ability to supply patients with the

needed drugs. Fourthly, the inability of the scheme to settle bills promptly made it difficult for

providers to procure quality drugs from pharmaceutical companies. For instance, some

providers indicated that they stopped serving under the MHIS due to its delays in settling

claims on time making them insolvent. The owner of one of the biggest drug stores (Ricky) in

the Metropolis declared " I stopped serving MHIS because, how can my suppliers give me a

maximum of two weeks to settle my debts while MHIS wants to use six months to pay me. What

is then the benefit of serving them, when I continue to make no gain in the contract ".

Since the inception of the MHIS very little had been done by most health facilities in the

Metroplis to up-date their facilities to meet the standards set by the National Health Insurance

Authority. A visit to some selected health centres revealed that most of these health centres

facilities were obsolete and in a very deplorable state. It further cast doubts as to whether really,

some of these health centres were being scrutinised before they were given the chance of

serving under the MHIS.

Fifthly, it hlme to the notice of the researcher in the discusions ~ith management that there

was no effective communication and collaboration between the scheme and the various health

providers in solving the major problems confronting the MHIS. What was noticed was that they

operated independently and addressed issues at their own levels but not as a team

(Stakeholders). This has resulted in the poor delivery of health services making clients to

patronise other health facilities like the private clinics and herbal centres for treatment which
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they believed were relatively better in the provision of quality and affordable health serveices.

" Some people prefer to spend much money in private hospitals for quality drugs and better

health services than using the health insurance which they believed was cheap, but provides

poor quality health service" (Female nurse).

Sixthly, data gathered from the Finance Department of the Tamale Teaching Hospital revealed

the following payments made to the facility by the National Health Insurance Authorty (NHIA).

This shown in Table 4.7.

Table 4.7: illustrates Claims Payment made by the NHIA to the Tamale Teaching Hospital

Date of Claim Claims Date claims Claims Amount/

submmited by submitted/ received by received/Amount Rejected claims

TTH Amount TTH by NHIA

Janunary 406580.20 April 35829.6 482845.14

February 428609.25 June 381469.14 47140.11

March 394035.43 September 352117.10 41918.33

Total 1229225.88 769415.84 571903.58

'.•. "

Source: Tamale Teaching Hospital August,(2012).

From Table 4.7, in January, 2012 an amount of GH¢406580.20 was submitted to the NHIA as

claims for that month. Also, GH¢35829.6 was received in April, 2012 from the NHIA as

payment for January, 2012 and GH¢48284.14 was rejected. In April, 2012 an amount of GH
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¢428609.25 was submitted to NHIA as claims for Febuary, 2012. GH ¢381469.14 was received

as payment for Febuary, 2012 while GH ¢47140.11 was declared rejected claims. Furthermore,

GH ¢394 035.43 was submitted in June, 2012 as claims for March, 2012 an amount of GH

¢352117.10 was received in September, 2012 as payments for March, 2012 and GH ¢41918.33

was rejected .

./ Further probe to know why these amounts were rejected resulted in the following:

./ Wrong dating by health providers in filling claims forms;

./ Inconsistent figures on claim forms;

./ Omission of figures on claim forms;

./ Dispensation of unapproved drugs to patients;

./ Omission of clients membership numbers from claims forms;

./ Ommission of clients folder numbers;

./ No evidence of laboritory services attached to claim forms;

From the above payments, it could be deduced that the continuous delay in the settlement of

claims by the NHIA has impacted negatively on the performance of the health providers to

provide quality and affordable health care to the "people. These findings confirm the 2009

MOH's report in chapter two of the study which indicated that delays in reimbursement, delays

in vetting by the schemes and coupled with lack of funds at the District, impedes the settlement

of claims by MHIS.
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4.5.5 Benefit Package of the MHIS (Perspective of MIS)

The benefit package denotes the health sevices that are covered by the scheme. The benefit

package of the scheme as determ ined by the NH IC under Act 650 (2003) covers health services

rendered to both out-patients and in -patients. An interview with the Management Information

System Officer (MIS) of the scheme revealed that the following benefit packages were

provided by the scheme. 65 percent of diseases are covered by the MHIS; free registration of

pregnant women; special mass registrations in rural parts of the the metropolis among others.

The scheme in a move to encourage more people to registrater has covered about 65 per cent of

diseases as indicated by the MIS. The essence was to reach a large proportion of the population

especially those living in the remote rural areas. Further probing revealed that the scheme has

maintained its premium charges in line with the directives given by the NHIA for the past five

years to enable those within the low income brackets to register. The premium charges are

shown in table (4.8) below.
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Table 4.8 Benefit Package and Premium level of the MHIS

Benefit Packaze Yearse Premium Levels
Covers over 65% of 2009 GH ¢ 7.20
diseases

Outpatient Services 2010 GH ¢ 7.20
(

_~_-l

2011

~- ;:'-~;;;~:---:;;;;;~--L__ -=~ CJ-} po 7..20

~ttraction -- l__ -~_7'.:?__ l__ .,c-"'_'"..~·_""__r'" _J
Source: Field Survey July, (2012).

4.5.6 Benefit Package of the Scheme, perspective ofMHI Staff

In a focus group discussion with management of the scheme, the group indicated that the

scheme had a future considering the quality and affordable health care it provided to the

people in the Metropolis. According to them, the benefit package made available to members

of the scheme include the following:

First of all, over 65 per cent of disease conditions had been covered under the MHIS. These

include most of the diseases such as maleria, diarrheoa, all category of sicknesses related to

fever. For instance a good number of women can now seek antenatal and post natal care in the

rural communities. Secondly, the scheme also provided out- patient services to community
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members. Clients in the rural areas under primary health care were effectively reached by the

scheme especially those in remote and rural communities. This had made access to health

service cheaper and affordable than the "cash and carry system" Thirdly, In- patient services

were also provided to patients at the various accredited health centres in both rual and urban

communities of the Metropolis. This has made OPO and IPO utilisation to rise as patients

frequent the hospitals for medicare. Fourthly, the scheme had constantly maintained its

premium charges in line with the demands of the NHIA in a bid to package and attract many

more people.

Additional enquiries were made to ascertain whether these benefit packages really benefited

the people. It was established that though premium levels were considered low by the scheme

officials, a good number of people had not registered because they were unable to pay the GH¢

7.20 premium. Further probe as to what happened to these people revealed that the scheme's

officials were forced to register them as indigents (free). This implies that the scheme must

come out with realistic and affordable premium that can attract more people to register.

4.5.7 Benefit Package and Provider Payment Mechanism

~" With regard to which services were covered under the' scheme, the study remarkably found that

all the respondents rightly mentioned that both hospital and primary health care services were

covered including specific services such as deliveries and caesarean sections. In the view of the

respondents, such a comprehensive benefit package was no doubt relevant in addressing the

diverse health needs of people in the Metropolis which has both rural and urban populations.
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They however noted that, this calls for increased resource allocation to the health sector to

ensure that the right type of service is avai lable to meet each need.

With respect to how providers will be reimbursed for services rendered to scheme members,

very small numbers of respondents were conversant with the claims compilation, submission

and reimbursement process as stipulated in the Legislative Instrument (Ll1809). They explained

that bills for insured members are supposed to be compiled monthly and submitted to the district

scheme office by the second week of the ensuing month. The bills are then vetted by the claims

manager and other scheme staff, and subsequently, payment is made by cheque to the health

institution within two weeks.

Consequently, the study found that the provider-payment mechanism as described by the

respondents was a retrospective payment system, based on the itemised fee-for-service model.

Thus, as cited earlier in the literature review, this knowledge is useful in managing the potential

provider incentives including the tendency to provide too many unnecessary services which

were expensive and may be wasteful. On the other hand, such a payment system imposes a

greater documentation strain on the already overburdened health staff, as they would be required

to bill for and 'record every service performed so as not to lose revenue. Nevertheless,

knowledge about the type of provider payment mechanism in any kind of health Insurance

programme was extremely useful as a major instrument of cost containment.

4.5.8 Health Providers Payment Mechanisms

110

www.udsspace.uds.edu.gh 

 

 

 

 



According to management the scheme adopted the fee for service payment model of

reimbursement for paying providers as recommended by the NHI Act, Act 650. By this system,

service providers submitted claims forms of clients to the scheme. The scheme vets these forms

and responds to them by making payment within two (2) weeks on receipt of the forms. The

scheme manager indicated that the above payment method had the following advantages .

../ It encourages transparency and exposes fraud .

../ It leads to efficiency and lower cost of administration .

../ It brings about sustenance and improves provision of quality health service .

../ Easy to use with the installed MIS system .

../ Ability to sustain interest of health providers and scheme's operations.

The scheme management further indicated that the adoption of the above payment system was

associated with the following challenges .

../ Over prescription of drugs to increase the income of the service provider.

../ Prolonged admissions or unnecessary detentions in the health centers .

../ Encourages frequent visits to the health facility by clients, because providers are paid from

the contributions of insured clients.

The above discussions confirmed what was stated in chapter two (2) of this study by Irene et al

(2012), that the advantages of the itemised fee for service payment method are that the provider

has no incentive to leave anything off the shopping list? Whatever they think the client needs

will go into the list of items supplied - unless the client does not have the ability to pay. The

disadvantage of itemised fee for service is that because the provider is also often the owner of
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the shop and also the one choosing the items to be purchased for the client, it is possible for the

provider to provide unnecessary services, medicines and diagnostics to maximize profit".

4.5.9 Benefit Package of the Scheme Providers Views

According to the health poviders in the study area the scheme had improved upon the

condition of clients in the following ways:

./ It gives affordable and quality health care services to clients;

./ It salvages clients from the stress of cash;

./ The rest were covered over 65 per cent of diseases;

./ It gives free medical services to pregnant women and equal access to health facilities;

./ Free registration of the indigent population;

./ Mass registration of clients;

./ Expanding to cover more the diseases and drug list.

In observing the services of many health facilties in the study area, the aforementioned benefit

package have practically not been succesfully implemented, because many patients still

complain of delays, poor quality services, inability to validate I.D cards. Again many of these

"'facilities did not have adequate drugs. Patients wen!" often directed to pharmacy shops for

drugs who sometimes refuse them with the excuse that the scheme was not settling claims.

4.5.10 Measures used by Management to improve upon Scheme's Operation

./ The motive of every institution is to operate to the fullest realisation of its vision and

long run mission. An interview with scheme officials indicated that though the scheme
. .
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had chalked some successes in its operations over the years much needs to be done in a

bid to achieving its overall goal of providing affordable and quality health care. The

scheme had put in these measures below to improve upon its operations .

./' Creation of sub-registration offices in most parts of the Metropolis to enhance

distribution of cards to clients .

./' Stakeholder engagement with government, community members, providers and the

health insurance authority to work togther for the growth of the scheme .

./' In-service training and workshops to upgrade the skills of scheme officials to increase

their performance on the job .

./' Increased publicity and education during funerals, durbar grounds and festivals as well

as the intensification on generating funds internally.

4.5.11 Health Providers and Enrollment

Providers indicated that there were more people who still preferred the cash and carry which

they believed to be the best option for them. According to them the number of people joining

the scheme on daily basis is not encouraging and therefore the MHIS should develop

meaningful and attractive package in order to attract many people in the rural communities to

get them enrolled/'Additionally, many people who visited the hospitals fo? treatment still held

the belief that the "cash and carry," though more expensive in relative terms, offered patients

better attention and quality health care than the MHIS. Providers further mentioned that several

people in the formal sector who were automatic card bearing members still prefer the "cash and

carry" to the MHIS. The disadvantages of the MHIS out weight its benefits. As mentioned by

one community health worker, many of the rural people have the belief that they hardly fall sick
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and therefore see it as waste of resources enroling with the health insurance scheme. This is in

line with the findings of Hsiao et al. (2006: 1238) under the expected utility theory who argued

that 'the choice of rural residents to join or not to join a community based health insurance is a

discrete decision process consistent with qualitative choice model' and that the farmers' choice

of joining a community-based health insurance scheme in rural China was grounded in the

comparison of the expected utility of having health insurance versus having none.

Empirical data from the field survey confirmed the above qualitative findings. 61 percent of

health providers agreed that enrolment of people into the MHIS was increasing whiles 18.8

percent disagreed. This implies that there will be pressure on the few existing health facilities.

Hence more education and resources should be committed by the various stakeholders to

address these problems.

4.5.12 Non Registered Members views about the Benefits of the Scheme

According to the consumer theory, stated in chapter two of this study, household insurance

decision is determined not only by the price (premium) but also other important factors such as

information available about the insurance, income level and preferences of that household. A

group discussion with ten (10) non registered members in the study area revealed that 60 per"

cent (six out of the 10) of the uninsured people refused to register for the fact that they

received virtually no education about the benefits they will derive when they enroll into the

scheme. This development made most of them to prejudice the MHIS's activities. The other

Four (4) did not think it was beneficial to register with the scheme. In a related development,

survey figures of 30 non registered respondents revealed that 58 per cent were of the view that
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MHIS was not beneficial as againts 42 per cent who responded yes, meaning that the scheme

could be beneficial to them.

CHAPTER FIVE

SUMMARY, CONCLUSION AND RECOMMENDATIONS

This chapter presents the summary of key findings, conclusion and relevant recommendations

suggested by the study to overcome the key challenges identified of the MHIS. The summary of

the key findings is discussed below in line with the objective of the Study.

5.1 What factors militate against the Enrolment of People into the Scheme?

5.1.1 High Premium Level

Results gathered from the analysis revealed that the premium charged by the Mutual Health

Insurance Scheme was high; which rendered most community members especially the

unemployed unable to register. Some respondents indicated that they were registered members

of the scheme. However, upon the expiration of their I.D cards they were not able to renew their

membership. This finding is at variance with Act, 2003 (Act 650) and National Health Insurance

"Regulations, 2004 (L.l. 1809) which seeks to improving financial access of Ghanaians,

especially the poor and the vulnerable, to quality basic health care services and to limit out-of-

pocket payments at the point of service delivery.

5.1.2 High Illiteracy and Enrolment
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Findings from the study revealed that the main occupation of the people in the Metropolis was

peasant farming, thus suggesting that about 60 percent of the people were in the informal sector,

45 per cent of the people were illiterates with no formal education or completely without any

form of education (Arabic, non Formal education). This immensely affected people's

understanding of the MHIS benefits package. Moreover, the research further discovered that

most people in the rural communities misconstrued the rationale behind the implementation of

the Mutual Health Insurance Scheme due to illiteracy.

5.1.3 Poverty and Low Enrolment

It was revealed from the study that about 60 per cent of the people in the study area were not in

any viable economic activity which affected their abilities to register with the scheme. This

revelation confirms the findings of (Creese and Bennett, 1997) that the demand of households

for health insurance depends not only on the quality of care offered by the health provider, on

the premium and benefit package, but also on socio economic and cultural characteristics of

households and communities.

5.1.4 Dissatisfaction of the MHIS (Uninsured)

Results gathered from the field survey indicated that 31 percent were of'the view that the

scheme was not sustainable. Further interview with service providers revealed that the scheme's

sustenance is based on its ability to overcome challenges such as, delays in settlement of debts,

poor education and publicity, political interference and unprofessional conduct exhibited by

MHIS personnel in the process of discharging their duty.
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5.2 What are the Strength, Weaknesses, Threats and Opportunities of the Scheme?

5.2.1 Inadequate Human Resource

According to the Management though the scheme was officially supposed to have had twenty-

five (25) members, at the time of the study only nine personnel were permanent Staff and six (6)

supporting staff which four (4) were service personnel and the other two (2) on attachment. This

largely served as a hindrance in the scheme's bid to serve the people in the Metropolis.

5.2.2 Weaknesses of the Scheme

The study revealed the following as the key weaknesses of the scheme: Frequent network

failures, inadequate funds, inadequate staffing, inadequate logistics, and inadequate training

workshops. According to management these challenges have cumulatively affected the

scheme's ability to provide quality health services to the populace.

5.2.3 Poor Financial Resource

The study further revealed that the scheme's low financial standing had made it difficult for it

to pay its supporting staff including national service personnel who worked in areas such as the

accounts and claims offices and renewals of I.D Cards.

5.2.4 Political Interference

Another key finding pointed out in an interview with a group of respondents was that, there was

too much political interference in the operation of the scheme making it difficult for

management and staff to take decisions that could improve upon the challenges confronting the

scheme
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5.3 What are the critical factors that can enhance Sustainability of the Scheme?

5.3.1 Delays in the Payment/ Settlement of Claims

Another key problem the study discovered was delays in payment of claims by the scheme; over

40 per cent of health providers had expressed dissatisfaction over delays in the payment of

claims by the NHIA. Additionally, more than 15 per cent of chemical and pharmaceutical stores

in the Metropolis had withdrawn their services from the MHIS as a result of this problem;

5.3.2 Delays in accessing l.D Cards

The research indicated that procurement of the original 1.0 cards was always a problem

compelling people to wait for a long period, which made it difficult to access health care.

Clients were forced to go out of the hospitals for photocopies of their 1.0 cards which were time

consuming. This is fact confirms the findings made by SEND GHANA in 20 I0 that," not all

subscribers of the NHIS are able to access health services after completing the recommended

waiilng period due to delays in the issuance of 10 cards aird other forms of identification to

members."

5.3.3 Clients Awareness of Benefit Package

Assessment of Clients awareness of the scheme's benefit package as revealed by respondents

was that public awareness campaign progrmmes carried by scheme personnel and stakeholders
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were mostly concentrated in the urban communities of the Metropolis such as Aboabo, Gumbini

and Sakasaka, to the neglect of rural communities far away from the Metropolis. This has

rendered many people ignorant of the scheme's benefit package which discouraged them from

registering.

5.3.4 Low Quality Drugs

Findings from the field survey indicated that drugs supplied to clients are of low quality. Many

of the drugs prescribed by Doctors are often not in the drug list, hence compelling patients to

buy the drugs themselves outside the facilities. This makes patients reluctant to use the health

insurance in assessing health care. In a related development respondents indicated that

sometimes clients are asked to buy drugs believed to be of high quality based on the advice of

service providers to the neglect of drugs prescribed under health insurance.

5.4 What are the resource capacities of Health Providers and Clients level of Satisfaction

of the MHIS?

5.4.1 Inadequate Resources

Survey data from the Tamale Teaching Hospital indicated that on the average the nurse patient

ratio was 1:20, while the Doctor patient ratio was 1:33. The facility had only one (1) ambulance

instead of ten (10). This situation had negatively affected the abil ity of some health providers to

provide quality health service.

5.4.2 Clients Dissatisfaction of Services of MH1S

Survey results revealed 49 per cent of insured respondents were of the view that the operation

of the scheme lived much to be desired, several complains were received from clients which
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included over politicisation of the scheme's activities poor quality drugs, incompetence officials

and also delays in the acquisition of original 1.0 cards.

5.4.3 Providers Dissatisfaction of Services of MHIS

Findings revealed that 37.5 per cent service providers were satisfied with the level of

performance of the scheme while 62.5 per cent were not. Their reasons included delays in

payment of clients, political interferance, inadequate monitoring of officials, poor supervision

of the scheme's activities and finally poor relationship among stakeholders.

5.4.4 Poor Providers and Community Education

The study revealed that public education on the prospects of the scheme by service providers

has not been encouraging. Providers have restricted themselves in the provision of quality health

care and left the aspect of educational campaigns and sensitisation to the scheme to carry out

that function; this has immensely affected the growth of the scheme in the Metropolis.

5.4 Conclusion

This section deals with the conclusion of the study. The Tamale MHIS started operation on the

28th March, 2005. The scheme was established primarily to provide affordable health care to its

clients. From the study it is worth concluding that National/Mutual Health Insurance Scheme

presents tremendous prospects to increasing access to health care delivery in the Metropolis and

that the current performance of the scheme is due to the inadequate technical, logistics and

financial assistance they have received from the government and other development partners.
. . .

120

www.udsspace.uds.edu.gh 

 

 

 

 



Prospects exist for the future growth and development of the scheme. Some of these include the

existence of donor support, government commitment to the scheme, existence of solidarity

mechanisms among community members, quality care at some facilities and community

recognition that the health scheme is a convenient means to increasing access to quality and

affordable health care. However, had some challenges. These are:

~ Inadequate resources, both financial, human and logistics.

~ Too much political interference from the community level as well as the central

government.

~ Delays in the settlement of claims from the National Health Insurance Authority.

~ Unethical behaviours shown by the officials of the Scheme as well as service providers

in the process of providing quality health care.

~ Insurance risks, attempts made by unscrupulous clients to cheat the system by not paying

for their medical services.

~ Poor sensitisation campaigns carried out by the MHIS

~ High premium charges and high cost of renewals of I.D cards for Clients.

~ Persistent link failure from the scheme delays the processes clients go through In

assessing their ID cards.

5.6 Recommendations

The success of the Health Insurance scheme depends on the role played by the key stakeholders;

these are the MHIS, Service Providers, Government, Community Members and the Civil

Society Organisations. The following were recommended and if properly implemented could

increase the quality of health care in the Tamale Metropolis.
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5.6.1 Recommendation for Clients

5.6.1. I Community sensitisation

The scheme should as a matter of urgency collaborate with stakeholders and institutions such as

the Information Services Department, National Commission for Civic education, Non -

Governmental Organizations such as Care International and Action Aid Ghana to continuously

embark on a vigorous door to door campaign in the rural communities to educate people on the

prospects of the scheme and its associated benefits.

5.6.1.2 High Premium Level

Premium should be negotiated between the scheme and service provider(s) so as to make it

affordable to the large segment of the population. Clients should be given the chance to air their

views on premium determination and matters concerning the scheme. This will allow the MHIS

to charge realistic premiums acceptable to all stakeholders. Additionally, setting of premium

should be guided by cost - data analysis (cost of folders, stationery, photo copies) from the

health facilities, the broader socio-economic context of the country and the Metropolis in

particular.

5.6.1.3 Low Community Participation

Health Insurance should be fully participatory. This should be done with the involvement of all

stakeholders particularly, the beneficiaries. Initiators should therefore involve communities right
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from the design, formation and management of the scheme. The Scheme (MHIS) and Board of

Directors should encourage democratic participation through holding regular meetings the

community level structures to ensure that there is effective community involvement in the

process. Community members should show spirit of belongingness to the Scheme and help to

sustain its operations for their future benefit.

5.6.1.4 Clients' Awareness of Benefit Package

More to the above, the MHIS should embark on public education on a continual basis to win

and sustain the confidence and trust of the populace. It must be noted that trust and confidence

of the prospective beneficiaries is key and critical to the success of the insurance scheme, The

should MHIS work in close collaboration with the information services department, NCCE,

Metro Coordinating Council and other Civil Society Organisations to educate people on the

+ Benefit Package of the MHIS, the encourage them to register with the Scheme.

5.6.1.5 Low enrollment level

To increase enrollment, vigorous and sustained sensitization programmes is critical. In this

regard, Tamale Metropolitan Health Insurance Scheme needs to continuously market the

scheme through the use of posters, radio programmes, drama, community durbars and billboards

to increase awareness and enrollment level. Also, specially designed cinema health insurance

programmes can be shown in the form of a drama to people especially rural dwellers to

understand the advantages a person will get from enrolling with the scheme.

5.6.1.6 Unethical behaviour of Scheme Officials
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Tamale Mutual Health Insurance Scheme should embark on continuous training, monitoring

and evaluation to make its officials efficient, and also to appreciate the fact that they are

expected to exhibit a high degree of professionalism in their work. The unfriendly relationship

between scheme officials and clients will improve if this initiative is fully implemented.

5.6.2 Recommendation for Government

5.6.2.1 Inadequate Resource

There is a high potential managerial capacity existing In the Metropolis such as resource

persons with medical background, non-governmental organizations (NGO's) with the requisite

knowledge and resources which the scheme can take advantage of to improve upon its

efficiencies and effectiveness. Other international donor setups such as CARE International and

USAID are potential sources from which the scheme can rely on for support.

5.6.2.2 Negative Perceptions by Clients

More to the above, measures such as public education should be taken on a continual basis by

the NHIS to win and sustain the confidence and trust of the populace. It must be noted that trust

and confidence of the prospective beneficiaries is key and critical to the success of the insurance

scheme. It will also go a long way to eradicate the negative perceptions many people especially

the rural dwellers hold about the scheme.

5.6.2.3 Poor Portability

In respect of portability (ability of insured people to access health services outside one's

district), the NHIS should liaise with other sister schemes in the country to work and improve
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upon the continuous link failure; this when accomplished, will obviously enhance the portability

situation of the MHIS.

5.6.2.4 Poor Quality Drugs

The National Health Insurance Authority should periodically review its drug list to ensure that

more drugs are captured or recaptured into the drug list. This action will enable patients to get

the adequate drugs to cure their diseases. It will equally build the confidence of clients and stop

patients from buying drugs from their pockets.

5.6.2.5 High Poverty among Community Members

The high poverty and unemployment situation of the study area was discovered to be one of the

main challenges preventing many community members from enroling. In this respect, the

-+- Metropolitan Assembly should come out with a special benefit package out of the Poverty

Alleviation Fund to support youth groups in the rural communities to undertake viable small

scale business activities so as to support them raise incomes to register their households with the

MHIS. Civil Society Organizations operating in these communities should identify viable

economic enterprises to support rural households to enable them generate income to register.

The scheme should extend the indigent package to cover women and children who as a result of

poverty cannot register.

5.6.3 Recommendation for Service Providers

5.6.3.1 Service Dissatisfaction by Clients
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To address the problem of service dissatisfaction by clients, the scheme as well as providers

should jointly:

).> Institute a special unit in the various health centers for the renewal of LD cards;

).> Give scheme and health officials some professional orientation from time to time to

equip them with the needed skills to deal with clients;

).> Process LD cards quickly;

).> Establish collection points in various communities of the metropolis;

).> Set up a special unit to supervise the quality of drugs given to clients in the various

health facilities; and

).> Ensure that claims submitted to Premium level can still be reduced as a measure to

encourage more rural people within the low income base to join the scheme. This must

be done as an alternative measure rather than registering people free. For it can affect

the sustainability of the scheme and worsen its already existing financial problems.

5.6.3.2 Insurance Risk Abuse

Health care providers' staff should be trained on staff/patient relations especially, the licensed

chemical sellers. Such training can be organised annually by joint teams of National Health

Insurance Authority and management of the MHIS in Tamale Metropolis. In this way,

provider's staff will not only provide quality care but also help in checking fraud and abuse by

members.

5.6.3.4 Insufficient Funds
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There is the need for National Health Insurance staff to strengthen their managerial and

administrative capacity with training to improve upon record keeping, carry out regular

monitoring of quality care to members and their own activities to ensure sustainability of the

scheme. In this regard, National Health Insurance Scheme needs to take advantage of

government's financial and technical assistance and could also source assistance from

institutions that provide services such as DANIDA.

5.6.3.5 Poor Quality Service by Providers

There should be periodic/regular inspection by the monitoring and evaluation unit of National

Health Insurance Authority of the service providers to ensure that quality services are provided

to clients. Health care providers' staff needs to be trained on staff/ patient relations especially,

the licensed chemical sellers. Such training can be organised annually by joint teams of National

Health Insurance Authority and management of insurance. In this way, providers staff will not

only be providing quality care but also help in checking fraud and abuse by members. Health

insurance management needs to conduct consumer satisfaction surveys at least quarterly to

ensure that they provide the kinds of services their clients require.

In a related development, the government, nongovernmental organisations, philanthropists and

donor agencies should as a matter of urgency provide resources such as beds, ambulances,

wheel chairs to the health facilities which lack these facilities. The central governme-nt should

liaise with health institutions abroad to get more doctors to work in the rural health centres.

Appropriate measures should be put in place by the central government for Ghanaian

universities and teaching hospitals to be able to train more doctors,nurses and paramedics.
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5.6.3.6 Delays in the Settlement of Claims

Settlement of claims to accredited facilities should be computerized by the NHIA to speed up

the settlement of claims at the regional and district levels. This initiative if fully implemented

will improve the process of claims payments, and equip the service providers with adequate

financial resources to be able to procure and dispense quality drugs to respective patients in the

various health facilities.
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APPENDICES

APPENDIX I

QUESTIONNAIRE FOR MANAGEMENT OF THE MHIS

TOPIC: Assessing the Prospects and Challenges of the Tamale Mutual Health Insurance

Scheme.

Section A: Identification of Institution / Respondent

1. Position of the Respondent .

2. Sex of Respondent .. oo ••••••••••••••••••••••••••••••••••••••••••••• a) Male b) Female

3. Scheme location/metro/Regional.. .... 00 •••••••••••••••••••••••••••••••••••

Section B: Membership Status

LIs membership/ enrollment increasing? (Yes) (No)

2. If no, what factors accounts for the low membership.

(a) .

(b) .

(c) .

3. As an institution/a facility how would you encourage people to register with the scheme?

(a) .

(b) 00 •••••••••••••••••••••••••••••••••••••••••••

(c) .
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Section C: Assessing the Capacity or otherwise of the scheme

4. Do you think the scheme has some strength? If yes, what are they?

(a) .

(b) .

(c) .

5. How do these strengths improve the smooth operations of the scheme?

(a) .

(b) .

(c) .

6. Which ways can management use these strengths to improve upon the scheme's condition?

(a) oo •••••••••••••••••••••

b) .

(c) oo •••••••••••••• 00 •••••

7. Has the scheme any weaknesses? If yes, list them.

(a) 00 ••••••••••••••••••••••••••••••••••••••••••••

(b) .

(c) .

8>How do these weaknesses affect the scheme?

(a) .

(b) .

(c) .

9. What potentials are available to the scheme?

(a) .
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(b) .

(c) .

10. How do these potentials help the scheme in its operations?

(a) .

(b) .

(c) .

11. Has the scheme any constraints If yes, mention them.

(a) .

(b) .

(c) .

12. How do these constraints affect the sustenance of the scheme?

(a) .

(b) .

(c) .

13. Does the scheme face any threats since inception?

(a) .

(b) .

(c) o~ ••••••••••••••••••••••••••••••••••••••••••••••

14. How do these threats affect the activities of the scheme?

(a) .

(b) .

(c) .
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15. What do you think are the main challenges confronting the scheme?

(a) .

(b) .

(c) .

Section C: SustainabiJity of the scheme

16. Which of these factors influences the sustainability of the scheme?

a. Community participation ( )

)

)

)

b. High premium

c. Publicity

(

(

(d. Increased enrolment

17. Pleases Iist the benefit package and average cost of each benefit

Type of premium paidBenefit package

'..
18. Has benefit package changed over theperiod, 2006 to 2012?

19. If yes in Q17, what did you add or remove from the benefit package?

Additions .

Removal .

20. What do members say about your benefit package?

(a) Bad (b) Satisfactory (c) Good (d) very Good (e) Excellent
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21. How much do you collect as premium per individual?

(a) Formal (b) Informal (c) .

22. When is premium collected? .

23. Are all members able to pay the premium? .

24. If no what happens to such people? .

25. What do members say about your premium?

a. low ()

b. Too low ( )

c. Too high ( )

d. Too small ( )

e. Just okay ( )

26. Indicate your premium levels in the years below.

(a) 2008 .

(b) 2009 .

(c) 2010 .

(d) 2011 .

(e) 2012 .

27. Complete the membership table below

YEAR INFORMAL SSNIT Children 18 Aged 70 plus TOTAL

2010

2011

2012
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28. What are your sources of funds?

(a) .

(b) .

(c) .

29. How much money is realised in a month from these sources including contribution from

members?

(a) .

30. How much is spent on

(i) Health care GH .

(ii) Equipment and logistic GH .

(iii) Personal emoluments GH. .

31. What strategies are being adopted by your institution to improve upon the operation of the

scheme and make it stand the test of time?

(a) .

(b) .

(c) .

32. In your opinion, do JOu think the scheme is sustainable? If yes or no give reasons.

(a) .

(b) .

(c) .
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33. What resources are available in your institution in the provision of quality health care to the

people?

(a) .

(b) .

(c) .

34. What general mechanism can be adopted to improve service quality?

(a) .

(b) .

(c) .

Section D: Prospects and challenges:

35. What benefits have the scheme brought to the people in the delivery of health care?

(a) .

(b) .

(c) .

36. What is the way forward with regard to the scheme's future development?

(a) .

(b) .: .

(c) .

37. What are the challenges confronting the scheme in the Metropolis since inception?

(a) .

(b) .

(c) .
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38. How are these challenges affecting the schemes growth and in development?

(a) .

(b) .

(c) .

39. Fill in the following in the Table below. (Logistics)

Equipment type Existing No. required Backlog

Vehicle

Motorbike

Bicycles

Computers

Printers

Photocopiers

Telephone

Digital camera

Office

Air conditions
-" ",

Filing cabinets

Others
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APPENDIX 11

QUESTIONNAIRE FOR REGISTERED MEMBERS OF MHIS THE TAMALE

METROPOLIS (ages 18-70 years and above)

TOPIC: Assessing the Prospects and Challenges of the Tamale Mutual Health Insurance

Scheme.

SECTION A: Background Information of Respondent

Al. Sex of Respondent: a) Male b) Female

A2. Age of respondent. .

A3. Location of Area/Community of respondent. .

A4. Educational status of respondent (a) Formal education (b) Arabic education

(c) Non-formal education (d) No Education

AS. Occupation of respondent.. .

Section B: Effectiveness of Service and satisfaction

81. What is your health insurance status?

(a) Insured

(b)Uninsured

(c)lnsured but expired

( )
( )
(" )

B2. If insured, have you ever used the Health Insurance card to access your health needs in any

accredited health facility?

(a) Yes ( ) (b) No ( )

83. If yes in 82, were you satisfied with the services?

Yes ( ) No ( )
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B4. Ifno in B3, which aspects of the services were you not satisfied with?

(a) .

(b) .

(c) .

B5. How will you rate the services rendered to you by the scheme?

(a) satisfactory (b) unsatisfactory (c) moderate

B6. What do you think are the operational problems confronting the scheme?

(a) .

(b) .

(c) .

B7. Do you have challenges accessing the services of MHIS? (a) Yes (b) No

88. If yes in B7, mention the challenges generally you and your household face in using the

scheme?

(a) .

(b) .

(c) .

B9. What do you think can be done to solve the problems, mention them?
....

(a) oo •••••••••••••••••••••••••••••••••••••

(b) .

(c) .

BI0. In your opinion what do you think are the constraints of the scheme?

(a) .

(b) .
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(c) .

Section C: Sustainability

C I Which Category of member are you?

(a) formal (b) Informal (c) renew

C2. Do you think the MHIS is sustainable?

C3. If yes in C2, give reasons for your answer

(a) Yes (b) No

(a) .

(b) .

(c) .

C4. Ifno in C3, give reasons for your answer

CS. Are you satisfied with the services provided by MHIS? (a) Yes (b) No

C6. How will you rank the performance ofMHIS?

(a) Bad( b)satisfactory ( c) Good (d)very Good ( e)Excellent

C7. Is t1'lepremium affordable to clients? (a) Yes (b) No ....

C8. Are you given the chance to air your grievances regarding MHIS services? (a) Yes (b) No

C9. Do you make inputs into the process of determining MHIS premium? (a) Yes (b) No

CW. Do you think high premiums can affect the sustenance of the scheme? a) Yes b) No

148

www.udsspace.uds.edu.gh 

 

 

 

 



CII. What can be done to enhance the sustainability ofMHIS?

a) .

b) .

c) .

Section D: Challenges of MHIS

01. Which of the following is not a challenge facing the MHIS?

(a) High premium for clients,

(b) Delay in issuing ID cards,

(c) Administrative bureaucracy,

(d) Lack of community participation

(e) Corruption

(f) Others (specify) .

02. What do you think can be done to mitigate the challenges facing the MHIS?

a) .

b) .

c) .

D3. Suggest recommendations for enhancement of the MHIS

a) .

b) .

c) .
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Section E: for Non Registered Members Only.

E1. What do you know about the Mutual Health Insurance Scheme?

E2. Why are you not a member?

(a) .

(b) .

(c) oo ••••••••••••••••••••••••••••••••••••••••••••••••••

E3. Are you aware of how much an individual pay as premium? (a) Yes (b) No

E4. What premium level do you think will be affordable to you?

GH<C .

GHCC .

GH<C .

GH<C .

E5. What other changes do you expect to happen before you join the scheme?

a) No politicisation

b) premium reduce below GH <C8.00

c) improvement in quality care

d) services should be made free

E6. What do you like about the scheme?

(a) waiting period( a) drugs ( c) attitudes of staff ( d) treatment ( e) cost

E7. What don't you like about the scheme? '"

a) Waiting period (b) drugs (c) attitudes of staff (d) treatment (e) cost
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E8. Is the MHIS beneficial from your point of view? Yes ( ) No ( )

E9. If Yes or No, specify your reasons

(a) .

(b) .

(c) .
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APPENDIX HI

QUESTIONNAIRE FOR HEALTH PROVIDERS (Hospitals, clinics and pharmacies)

TOPIC: Assessing the Prospects and Challenges of the Tamale Mutual Health Insurance

Scheme.

Section A: Identification of Institution / Respondent

A 1. Location / community .

(a) Male b) Female

A2. Ownership (Government! private / mission / others .

A3. Name of institution .

Section B: Membership Status

B I. From your operation is membership/enrollment increasing? (Yes) (No)

B2. Ifno, what factor account for the low membership?

(a) .

(b) .

(c) .

B 3. As an institution/a facility how would you encourage people to register with the scheme?

(a) .

(b) .

(c) .

152

www.udsspace.uds.edu.gh 

 

 

 

 



Section C: Capacity Assessment.

C 1. What type of equipment do you need to have before given accreditation?

(a) 00 •••• 00

(b) .

(c) .

(d) .

C2. List the major facilities/ equipment that you have in this health centre?

(a) .

(b) .

(c) .

(d) .

C3. Are you satisfied with the quality and quantity of your equipment?

Yes ( ) No ( )

C4. If yes in C3, mention any five equipment that need replacement?

(a) .

(b) .

(c) .

(d) :~.

(e) .................................................•..........

CS. Is your facility accredited to operate under the MHIS?

Yes ( ) No ( )
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C6. If yes in C5, is your facility able to meet the demands of patients in their search for quality

health care?

Yes ( ) No ( )

C7. Mention three key strength of your facility in the delivery of health care to patients.

(a) .

(b) .

(c) .

Section D: Sustainability

D I. What strategies are being adopted by your institution to improve upon the operation of the

scheme and make it stand the test of time?

(a) .

(b) .

(c) .

02. In your opinion, do you think the scheme is sustainable and why?

(a) .

(b) .

(c) '-:- .

03. What resources are available in your institution in the provision of quality health care to the

people?

(a) .

(b) .

(c) .
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04. What general mechanisms can be adopted to improve service quality?

(a) .

(b) .

(c) .

Section E: Prospects and Challenges.

E I. What benefits have the scheme brought to the people so far?

(a) .

(b) .

E2. What is the way forward with regard to the scheme's future development?

(a) .

(b) .

(c) .

E3. What are the challenges confronting the scheme since inception?

(a) .

(b) .

(c) .

E4. How are these challenges affecting the schemes' growth now and in the future?

(a) '~ .

(b) .

(c) .

E5. List what you think are the three main problems facing the Mutual Health Insurance

Scheme.

(a) .
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(b) .

(c) .

E.6 what complains do you receive from the patients using the Health Insurance scheme.

(a) .

(b) .

(c) .

E7. What mechanisms have you put in place to overcome these complains from of patience

under MHIS?

(a) .

(b) .

(c) .

E8. What mechanisms have you put in place to overcome these complains from scheme

officials?

(a) .

(b) .

(c) .

E9. What are the challenges facing your institution in serving patients under the MHIS?

E I0. Do you have any threats confronting you in serving patients under the scheme? Yes ( )

No ( )

11. If yes in EI0, mention them.

(a) .

(b) .

(c) .
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E12. Give the claims payments/settlements made by NHIA to your facility for the past four

months.

100 ••••••.••••••••••••••••••...•••.•.•••••••.....

2 .

3 .

E13. Suggest three key recommendations which can enhance the operation of the MHIS?

(a) .

(b) .

(c) .
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APPEDIX tv

QUESTIONNAIRE FOR FOCUS GROUP DISCUSSION

1. Have you ever heard of the health insurance scheme?

YeslNo

2. If yes what is it?

3. Have you ever enroled with the scheme?

YeslNo

J

4. If yes give reasons .

If no, give reasons .

5. How is health insurance beneficial to you?

6. What unique thing has the group seen about health insurance?

7. Have the group ever encountered any challenge in accessing health care under health

insurance?

YeslNo

8. How many of your household are registered members of the scheme?

9. How many of your household are not registered members of the scheme?

10. What does the group identify as rri'ajor challenges of the scheme?

(a) .

(b) .

(c) .
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II. Are the group comfortable with the existing services of the scheme?

Yes ( )

No ( )

12. Have you ever benefited from any package from the Scheme's operation?

,
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APPENDIX V

AREAS WHERE FOCUS GROUP DICUSSION WERE HELD

I. AFA FUSEINI'S HOUSE - GUMANI

2. GUSHEI NAA PALACE- KANVILLI

3. MOPAGA HOUSE- SAKASAKA

4. DAMBUYILLI-LAMASHEIGU

5. NBA ZIBLIM'S HOUSE- GUMBINI
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