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ABSTRACT

The Ghana Health Insurance Scheme is a great attempt by the government of Ghana to make

access to health care affordable at least for vulnerable populations in the country. Since its

inception there has been higher patronage of health facilities resulting in pressure on the

limited facilities. Most often the management of in-patients is called to question.

Access to in-patient care arguably, is also influenced by the religious beliefs of patients.

Patients from certain religious denominations tend to shy away from being admitted into a

health facility. Significant is also the manner in which the time spent by patients before

reporting to the facility. This is informed by the response of patients to early reporting.

Normally, one will expect to see more in-patients in areas where there is the culture of early

reporting than areas where patients delay in reporting to hospitals.

This study used bi-varient and multi-varient analyses of qualitative and quantitative data

collected using structured and semi-structured interviews and questionnaires to present a

clearer picture on how health insurance is promoting or impeding on the quality of care for

in-patients, using the Regional Hospital, Wa as a case study.

The main findings of the study are that health insurance efficiency or inefficiency has great

influence on the number of patients accepting and rejecting admission at the hospital; there is

a significant relationship between early reporting at OPD and reduction in the utilization of

in-patient health care in the hospital; and culture and religion have very little influence on in-

patient care in the hospital.

The study makes recommendations for effective c.ommunication both at the Regional

Hospital and the Health Insurance Office and strong engagement of religious and traditional

authorities to reduce cultural and religious effects on access to in-patient care.
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CHAPTER ONE

1.0 BACKGROUND OF THE STUDY

1.1 Introduction

In the twenty first century, one of the greatest challenges faced by countries around the globe

is health care financing. With rapid growth in population and rising cost of medical

technology, most countries face the prospects of rising health care expenditure. Governments

of developed and developing countries are searching for reforms to curtail these rising cost

pressures without dramatically compromising standards in health care access and quality

(Integrated Social Development Centre - ISODEC, 2001).

Health care financing is therefore clearly an issue every society that has some form of health

needs should consider. The way in which a health services is financed has significant

implications on the way health systems are run, the quality and scope of care it provides. This

is therefore the fundamental issue in health services delivery. Unfortunately, the state of

health sector financing has frequently been presented in the form of its most obvious problem

- pervasive under funding and insufficient financial resources to provide pertinent services for

every one who needs it.

According to Bannett and Ngalande-Banda (1994), under financing of health systems and

health care is a recognised global problem especially in the developing world. They attributed

this to the global economic crisis and the subsequent restructuring measures adopted by most

countries especially those in sub-Saharan Africa in the early 1980s. With severe shortage of

foreign exchange to buy imports and competing claims on shrinking government budgets,

health sector worldwide faced tremendous resource cuts (Goodman and Waddington, 1993).

1
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It began to be clear that in many African countries, already fragile health services were

crumbling. Insufficient quantities of drugs and supplies reaching the places needing them,

deteriorating health infrastructure and poor motivation for health staff and subsequent poor

quality of health care became common features on many health services (Lee, 2001).

In Ghana whiles government has remained the backbone of health care delivery and

financing systems, the economic difficulties the country experienced in the eighties and

nineties, have led to a reduction in resource allocation to health sector almost by fifty per cent

(50%). This has had a direct impact on the ability of the Ministry of Health to run an efficient

and effective health services (Ministry Of Health-MOH, 2007).

The introduction of user fees in the health sector in the 1980s was consequent to the

recognition by Ghana Government that exclusive reliance on tax-based and donor aid

financing of health care was no more feasible or sustainable. By introducing user fees it was

hoped that part of the recurrent cost of providing health services that would be recovered

would be used to further extend health care to those in poor and deprived communities and

improve logistics availability. This strategy may have achieved some minimal level of

success. User fees unfortunately have their limitations (Waddington and Enyimayew, 1990).

In view of this, it has become imperative than ever to ease the burden of health spending on

Ghanaians in general and the rural poor in particular. It is for this reason that Health

Insurance has been introduced in Ghana (Gockel, 2006).

1.2 Problem Statement

The introduction of the National Health Insurance (NHI) in 2003 by an Act of Parliament Act

650 was borne out of a search for a lasting solution to the challenges of health care financing

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

especially the poor and the vulnerable in society (MOH, 2004).

2
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It is an undeniable fact that financial access to health services is a major determinant of

utilization and a basic goal of any health insurance scheme. According to Sikosana et al

(1997) the main objectives in implementing health insurance are to increase revenue, reduce

financial barriers to care, improve efficiency of resource allocation and use.

After having successfully implemented and operationalized National Health Insurance

Schemes in Ghana and for that matter in the Wa Municipality for the past Six (6) years, many

more people especially the poor are still challenged in access to in-patient care in health

facilities (Bannet, 2006). Though several studies have been conducted on the impact of

insurance schemes on access to health care by earlier researchers, (Reich, 1994; Walt, 1995;

Twumasi, 2001; Singleton, 2006; MOH, 2008; NHIA, 2010) studies on access to in-patient

care appears to b inadequately researched. It is to this end that this study has been designed.

1.3 Research Questions

1.3.1 Main Research Question
Does health insurance ensure greater in-patient access to health care services in the Wa

Regional Hospital?

1.3.2 Sub-Research Questions

• Do cultural/religious beliefs of clients inhibit access to in-patient health care in the

Wa Regional Hospital?

• How do the operations of the Wa Regional Hospital and health insurance unit in the

hospital enhance or impede clients' access to in-patient health care?

• Has early reporting at Out Patient Department led to a reduction in the utilization of

in-patient health care in the Wa Regional Hospital?

3
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• What can be done to ensure greater utilization of in-patient health care in the WA

Regional Hospital?

1.4 Research Objectives

1.4.1 Main Research Objective

To investigate whether health insurance in any way induces greater in-patient access to health

care services in the Regional Hospital.

1.4.2 Specific Objectives

The specific objectives of the study are to:

• find out whether cultural/religious beliefs of clients impede access to in-patient health

care in the Regional Hospital.

• examine how the operations of the Regional Hospital and Health Insurance Unit in the

hospital enhance or impede client access to the in-patient health care.

• ascertain whether early reporting to Out Patient Department has led to a reduction in

the utilization of in-patient health care in the Regional Hospital.

• Recommend measures to ensure greater utilization of in-patient health care in the

Regional Hospital.

I
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1.5 Significance of the Study

Financing Health Care cost is a universal problem for both developed and developing

countries. There are many health financing methods that can be used to ensure access to

health care especially for the rural poor. These methods range from tax funded "Free Health

Care" earmarked tax funded, out of pocket payment "Cash and Carry" and Heath Insurance.

Ghana for that matter has gone through these systems in its quest to make health care

accessible to all in the country (Ghana Medical Association - Annual General Meeting,

2006).

Despite the introduction of the Health Insurance System in the Wa Municipality a lot more

people do not have access to health care especially in-patient health care in the Regional

Hospital. In this light, the study is intended to bring to bear the possible reasons for the poor

access to in-patient health care by insured and uninsured clients in the Regional Hospital.

Further, the study would be useful to both the management of the scheme and the Regional

Hospital for planning purposes especially towards increasing access to health care among

insured and uninsured clients.

Finally, the findings may not be a panacea to ensuring increased access to in-patients health

care by both insured and uninsured clients but can spark up further discussions on health care

reforms towards finding answers to the problems.

5
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1.6 Scope of the Study

The study focused on health insurance and in-patient access to health care in the Regional

Hospital in Wa from the perspective of management and staff of the hospital. Opinions on the

study were taken from the Medical Director, Health Services Administrator, Deputy Director

of Nursing Services, Nurses in charge of the wards and the Officer in charge of the health

insurance unit in the hospital.

1.7 Definition of Terms

Health Insurance

Health Insurance irrespective of the type is aimed at risk pooling and ameliorating financial

barriers to accessing health care. Health Insurance is virtually the only practical instrument

governments can use to get out expensive business of providing across board subsidies for

I
health care, there by releasing funds for public health programmes and primary services that

benefit the poor (Shaw and Griff, 1995).

Access to Health Care

Access to health care IS a significant factor that contributes to a healthy population.

Measuring accessibility to health care therefore contributes to wider understanding of the

performance of health systems within and between countries, which facilitate the

development of evidence, based health policies. Accessibility to health care is concerned with

the ability of a population to obtain a specified set of health care services (Ebenezer, 2005).

In-Patient Health Care

In-Patient here refers to a person or persons on admission in the Regional Hospital for the

purpose of seeking health care services or finding health care solutions to their health

problems.

6
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1.8 Limitations of the Study

This study is limited in the following ways.

Geographical coverage: The study was conducted in the Upper West Regional Hospital in

Wa. The other eight (8) districts where there are district hospitals and health centres were left

out; hence findings in the Regional Hospital would not give a clear picture of the Region's

situation.

Scope: The study was based on in-patients access to health care by both insured and

uninsured clients in the Upper West Regional Hospital in Wa. The Islamic Hospital and

other clinics in the Municipality that could help explain the possible reasons for the poor

client access to in-patient health care in the study area were also left out. Thus, the Regional

Hospital alone was used to study in-patient access to healthcare by people in the Municipality

although Islamic Hospital and other Clinics offer In-patient Service.

Concept: This study was also limited to the concept of Health Insurance and Four theories

explaining Ghana's adoption of health insurance in 2003. Other theories suchlas World Polity

Theory and Class-Coalition Thesis that could explain the adoption of health insurance in

Ghana were not considered.

1.9 Organization of the Report

The report on this study is organized as follows:

Chapter one consists of an introduction to the study, problem statement, research questions

and objectives, significance of the study, scope of the study, definition of terms as it pertains

to this study, study area, limitations to the study and chapter organization.

7
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Chapter two deals with the conceptual and theoretical framework of the study. The

conceptual framework centred on the concept of Health Insurance while the theoretical

framework dealt with some theories explaining Ghana's adoption of Health Insurance.

Chapter three looks at the methodology of the study. Methods and procedures used in the

study are discussed under this chapter.

/ Chapter four contains presentation of analysed data and findings. Data collected from the

field are presented and discussed in this chapter.

Chapter five consists of discussions on analysed data, conclusion and recommendations.

8
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CHAPTER TWO

LITERA TURE REVIEW

2.0 Introduction

Literature review is essential in such work in the sense that it gives a panoramic view of the

terrain in which a particular research traverses. Its ultimate goal is to bring the reader up to

date with current literature on a topic and forms the basis for another goal, such as future

research that may be needed in the area. Consequently, it helps the researcher to appreciate a

particular study with respect to existing knowledge and views. It is in this connection that an

overview of relevant literature on the subject matter is carried out.

This chapter is put into two separate parts. The first part is on the conceptual framework.

The second part centres on the theoretical framework of the study.

2.1 Conceptual Framework

The framework looks at the overview of health insurance and also provides a conceptual

meaning to health insurance as it pertains to this study.

2.1.1 Overview of Health insurance

Financing Health care is a universal problem for both developed and developing countries.

There are many health financing methods that can be used to pay for health cost. These

methods range from tax funded "Free Health Care", earmarked tax funded, out of pocket

payment "Cash and Carry", Health Insurance (Social, Commercial or a combination of both).

A choice of anyone method of health financing over the other would depend on the

economic environment of the nation concerned. Combining two or more funding options has

also been used by nations to achieve health financing access (Ghana Medical Association-

Annual General Meeting, 2006).

L
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The industrialised world has long adopted one form of health insurance or the other to

remove the burden of direct payment for health care which is often on a continuous increase

(Obuobi, 1983). A survey conducted by International Labour Organization (ILO) in 1990 in

Africa revealed that the total population insured ranged from 0.01 % in Ethiopia to 11.4% in

Kenya.

Concern remains widespread, however, that the introduction of user fees in government

operated facilities or costly membership in health insurance plans could deny the poorest

people access to modem health services. Household surveys conducted by the World Bank

show that one - third to one - half of those who fall ill do not seek care at modem health

facilities but rather draw on home remedies, locally purchased drugs, or traditional healers.

Poverty head count ratio at $1.25 a day as a percentage of population in Sub-Saharan Africa

is 47.5%, the highest in the world In Africa (World Bank, 2008), therefore, the ability to pay

for essential health care is clearly of immense importance, pushing households to use coping

strategies such as reducing consumption including consumption of basic necessities, selling

assets and borrowing (McIntyre et al., 2005).

Health Care financing has gone through a checked history in Ghana. Immediately after

Independence, financing of health services was entirely through tax revenue. In 1985, the

government introduced the user fees for all medical conditions except certain specified

communicable diseases because the sustainability of the then financing became questionable

as the economy began to show signs of decline (Agyepong et al 2007: 154; Ghana Health

service and Abt Associates, Inc 2009: 1; World Bank 2007).

The introduction of the user fees further resulted in the first observed decline in utilization of

health services in the country. In spite of this, the government went ahead to institute full

10
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cost recovery for drugs as a way of generating revenue to address to shortage of drugs, hence

the "Cash and Carry" system (Pro MHI Africa, 2010).

The implementation of the "Cash and Carry" compounded the utilization problem by creating

a financial barrier to health care access. It is estimated that out of the 18% of the population

who required health care at any given time, only 20% of them were able to access it.

Implying that about 80% of Ghanaians who needed care could not afford it (HIM, 2002). The

government noting the problems associated with the "Cash and Carry" system stated its

intention to abolish this system and instead go in for the health insurance system.

It is important to note that abolishing the "Cash and Carry" system takes cognizance of the

fact that up take of health insurance is dependent on the willingness of individual to subscribe

to it and attractiveness of the benefit package. Thus, the National Health Insurance System

came into being because the then "Cash and Carry" system which made it compulsory for

everybody to pay money immediately before and after treatment in hospitals/clinics was seen

not within the means of most Ghanaians (Singleton 2006).

With the passage of the National Health Insurance Act 650 of 2003 into law by the

parliament of Ghana, saw the full commencement of the system in March 2005 (Singleton,

2006).

2.1.2 Health Insurance
Health Insurance is essentially a method for financing or paying for the cost of health care. It

entails the spreading of the risk of incurring health care cost over a group of individuals. The

larger the number, the lower the risk, the individual who belongs to a health insurance

scheme contributes regularly into a fund irrespective of whether or not he/she is sick. At the

time of sickness of any such individual contributor, the cost of health care is borne by the

scheme with treatment from the fund.

11
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This means, the individual members of the scheme are collectively sharing the burden of the

cost and risk of ill - health among themselves. The advantage of health insurance is that, the

individuals' access to health care is independent of his ability to payout of his pocket at the

time of illness (Vondee, 2007).

2.1.2 1 Forms of Health Insurance

The main categories for the funding of health services are: Government Finance through Tax;

Social Insurance; Mutual Insurance; Private Insurance; Direct Payment for Services by

Patients.

With the exception of the last option, the other systems all provide an element of insurance.

Services are provided on the basis of right derived from past contributions. There is therefore

an element of protection from the risk of ill health. Such systems provide an element of
I

mutual support. Those of higher risk and those on lower incomes are supported in part by

people with higher incomes and low risk. Given the correlation between low incomes and

high risk of ill health, there is a case for providing this support.

Government Tax - funded systems pay for health services out of general government

revenue. A social health insurance policy refers to one whose basic for contribution is the

payroll. The contributor pays a percentage of his payroll earnings into a fund with an extra

percentage coming from the employer or even government. It is a not-for-profit scheme.

Contributions are based on ability to pay and access to health services depends on need.

Mutual Health Insurance Plans are also not - for- profit schemes, and have a strong

community focus and ownership. Contributions to the scheme are community - rated and the

risk is shared across the pool of individuals.

12
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Private Medical Insurance Plans however base contributions on the risk of individuals

incurring health care cost; i.e. risk - related premiums are charged. Those with higher risk

pay more. It is operated for profit and ownership of the scheme is by the company and

shareholders of the company.

It is worthy of note that even under health insurance, services would still have to be paid for

just that, beneficiaries would no longer have to pay out- of-their pockets for the required

service at the time of illness. They have already prepaid against the possibility of ill - health

by contributing to an insurance fund.

Direct payment by patients involves neither insurance nor mutual support. Patients are

charged according to set tariff for the services they use.

Figure 2.1: Basic Concept of Scheme Design

Administration

Clients Providers

Source: GDI-MHIS-GHS, 2004

Figure 2.1 shows the design of the health insurance concept in Ghana and that any effective

design and implementation of a health insurance scheme in the country must clearly address

the areas and issues related to the three essential components of the insurance scheme

13
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(Administration, Clients, and Providers). By that any scheme set up and does not address the

issues related to these three core components is incomplete.

The administrative component of the health insurance concept in Ghana is a government-run

or public insurance or any private fund in which there is a formal pool of funds held by this

government insurance organisation or a private institution as a third party on behalf of

consumers of health care or clients as provided for in figure 2.1. Clients pay premiums to the

administration of the health insurance company or the third party who reimburses health care

providers, hospitals, clinic, maternity homes and Community based Health Planning and

Services (CHPS) for providing health services to these insured clients. These providers must

be accredited by a regulating body after a careful assessment (Vogel, 2008). In Ghana, the

said regulatory body under the concept of health insurance is the National Health Insurance

Council.

Figure 2.2: Specific Ghanaian Concept

Administration

• Governing Body
• Scheme Manager

Clients

Source: GDI-MHIS-GHS, 2004
14
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Figure 2.2 introduces a regulatory component of this basic design in the form of the National

Health Insurance Council (NHIC). The NHIC relates to all three components of the scheme

and its function is to assure the regulatory and supportive environment that will allow the

proper development of health insurance as a financial mechanism in Ghana.

2.1.2.2 Health Insurance Environment

The framework for Health Insurance in Ghana is stipulated by the National Health Insurance

Act, 2003 (Act 650). The health insurance act permits the establishment and operation at

three types of health insurance schemes in the country namely: District Mutual health

Insurance Scheme (DMHIS); Private Commercial Health Insurance Schemes; Private Mutual

Health Insurance Schemes.

2.1.2.2.1 District Mutual Health Insurance Scheme

It is a scheme that should be established in every district of the country for residents of the

district, and is to be operated exclusively for the benefit of the members. The schemes shall

be provided with subsidy from the National Health Insurance Fund.

The members are required to pay contributions determined by the scheme; however,

exemptions must be granted to indigents, pensioners of social security and National Insurance

Trust Fund (SSNIT Fund), and SSNIT contributors w.hose monthly contributions amount to

or exceed the minimum monthly contribution required under the District Mutual Health

Insurance Scheme (DMHIS). Membership is to take effect within six (6) months from the

date of enrolment of the applicant upon the payment of the initial contribution.L
A member of a DMHIS who moves to reside in an area other than the area where the scheme

on which the member is enrolled is entitled to have the membership transferred to the

DMHIS in the new area of residence.

15
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2.1.2.2.2 Private Commercial Health Insurance Scheme

A Private Commercial Health Insurance Scheme (PCHIS) is regarded as a Limited Liability

Company under the companies' code and considered a business venture. It is required as a

condition for registration and licensing to deposit with the Bank of Ghana, a sum of money as

security for its members, which shall be maintained throughout the period that the business is

carried on. Some provisions relating to the Insurance Law of 1989, also apply to this scheme.

2.1.2.2.3 Private Mutual Health Insurance Scheme

Any group of persons resident in the country may form and operate a Private Mutual Health

Insurance Scheme (DMHIS), which must operate exclusively for the benefit of the members.

There are general provisions which apply to all schemes. For instance, every scheme must

have a governing body and a scheme manager. Also, every scheme must provide its

members with at least minimum prescribed health care benefits and provide members with

identity cards.

The regulatory body, National Health Insurance Council (NHIC), must see to it that health

care providers put in place programmes review and technology assessment to ensure that:

• The health care delivered is of reasonably good quality and standard

• Basic health care services are of standards that are uniform throughout the country

• The use of medical technology and equipment are consistent with actual need and

standards of medical practice and ethics.

• Drugs and medication used for the provision of health care in the country are those

included in the National Health Insurance Drug List of the Ministry of Health.
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Thus, health insurance is one of general methods that the government of Ghana is adapting to

finance health care in the county. The District Mutual Health Insurance Scheme (DMHIS) is

the focal point of the Ghana health insurance bill (NHIS, 2003: II. 29.1 and II. 31) as in

(GeckeI2004).

The central goal of the District Mutual Health Insurance Scheme is to provide basic health

care coverage for all Ghanaians, regardless of their ability to pay. By this, the law makes it

compulsory for all Ghanaians to join a health insurance scheme in Ghana.

2.1.2.3 Health Insurance Fund

Act 650 established a National Health Insurance Fund with the objective of providing finance

to subsidise the cost of provision of healthcare services to members of the DMHIS, part of

which is to be set aside for the healthcare cost of indigents.

The main sources of money for the Funds are the National Health Insurance Levy and the

2Yz% of each person' 17 Yz % contribution to SSNIT.

As of 2001, over 100 District Mutual Health Insurance Schemes (DMHIS) have been

established in Ghana since. Some of the schemes are operating efficiently and paying claims

for services rendered to their members, while others are plagued with range of services and

inadequate trained human resources to manage the schemes. Three private schemes are

operational in Ghana, namely the GLICO Health Plan, operated by Gemini Life Insurance

Company (GLICO), Nationwide Mutual insurance, operated by Vanguard Assurance

Company and Medical Express Scheme (MED-X).

In terms, whiles the premiums of the Private Schemes are actuarially determined, that for the

DHMIS is fixed at a minimum of ¢72,000 old Ghana Cedis (Vondee, 2007).
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It is observed however that, there is no clear scientific or actuarial basis for rhich premiums

have been determined for the DMHIS. As a result, a fund has been created to provide
I

substantial subsidy to support the schemes.

As indicated above, it appears that the premium is related to the kind of benefits that are

provided by the schemes. The sustainability of the schemes would therefore depend on

appropriate premiums being charged as well as efficient claims and other administrative

expenses.

Health insurance is insurance that pays for medical expenses. It is sometimes used more

broadly to include insurance covering disability or long-term nursing or custodial care needs.

It may be provided through a government-sponsored social insurance program, or from

private insurance companies. It may be purchased on a group basis (e.g., by a firm to cover

its employees) or purchased by individual consumers. In each case, the covered groups or

individuals pay premiums or taxes to help protect themselves from high or unexpected

healthcare expenses. Similar benefits in paying for medical expenses may also be provided

through social welfare programs funded by the government.

In this study health insurance is considered a formal pool of funds held by a third party or by

a provider in the case of a health maintenance organization which relies on prepayment by its

insurers that pay for the health care cost of the membership of the pool.

2.2 Theoretical Framework

This study made reference to some theories advanced in favour of or being the concept of

health insurance even though they do not address many of the circumstances unique to

developing nations, such as the greater limitations on resources for social services and the

importance of foreign aid to finance these services.
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2.2.1 Systems/Structuralist Approach

The systems/structuralist approach highlights industrialization and capitalist development as

the leading cases of welfare state formation (Esping - Anderson 1990: 13 - 4; Quadagno

1987: 112) as cited in Singleton,( 2006).

The systems/structuralist approach is on the premise that once a level of industrialization has

been attained the social structures from pre-industrial society such as the family and the

church will be rendered incapable of providing the services they once contributed to society's

well-being. Thus, the state must provide this function, which it is able to do as a result of the

national and efficient bureaucratization that is said to develop along side industry (Chabot

2001)

Despite the apparent logic of this theory, it has been invalidated by further research. Collier

and Mesick's (1975) as cited in Singleton,( 2006) comparative study of 59 nations revealed a

certain level of modernization, which is operationalized as industrialization, may be a

prerequisite for welfare state development, it cannot be seen as the sole determinant of

welfare state formation. Instead the study argues for a mode of hierarchical diffusion in

which countries imitate states that are at a higher level of development.

However, it is a very general theory and does not enumerate the specific causal forces

involved in creating a welfare state. Thus, while it is useful as a framework in the Ghanaian

case, it contributes little to an understanding of why Ghana adopted the National health

Insurance Act in 2003.

2.2.2 Institutional Approach

The institutional approach is premised on the belief that "the economy must be embedded in

social communities in order for it (human society) to survive" (Esping - Anderson 1990: 15)

as cited in Singleton,( 2006). This theoretical framework sees citizenship, as evidenced by
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the presence of social rights, to be a step in the process of nation building. A variation of the

institutional approach argues that "Small, open economics that are particularly vulnerable to

international markets" are more likely to develop welfare states (Chawla 2006).

This tendency to develop, welfare states results from these vulnerable nations attempting to

protect their citizens from outside and thus uncontrollable, shifts in the economic climate by

ensuring their citizens basic needs will be met (Katzenstein 1985: 54) as in Singleton, (2006).

While the Ghanaian economy can justly be described as a small; open economy that is

particularly vulnerable to international markets this was true for two decades before a new

healthcare system was adopted. Furthermore, Katzenstein's analysis is only inclusive of

European nations, and thus applying his explanations to the Ghanaian experience must be

done with caution.

2.2.3 State - Centred Approach

The state - centred approach holds that the "state is not merely a passive instrument through

which various interest groups can press their demands; it is rather a major force which

provides the basis for social legislation" (Lee and Mills 2005).

The theory is premised upon three basic components. The first is the importance of

bureaucracy in producing policy and more particularly, the influence civil servants can exert

in promoting specific pieces of legislation. The second aspect is an acknowledgement of the

historical/nature of policy formation, or in other words, an understanding of how former

state actions have shaped current and future policies. The final foundational piece upon which

this theory is based is the ways in which the timing of democratization and bureaucratization

influence the timing of various welfare initiatives. Following the reasoning of this approach,

one would expect to find that there were key figures whose promotion ensured that the NHI

Act would be passed into law.

20

www.udsspace.uds.edu.gh 

 

 

 

 



Furthermore, the emergence of vanous state structures and of bureaucratization and

democratization should provide the foundation upon which a climate was formed in which

such legislation could be enacted. However, research thus far has found neither a prominent

promotional figure within the government nor a clear case for historical developments in state

structures that would lead to such a shift in health care policy.

2.2.4. Development Theory
Each of these theories would greatly benefit from being placed within the context of the

development theory teamwork. There have been numerous theories relating to development

that have been put forth over the years, including modernization theory and the theory of

underdevelopment, both of which can be applied to Ghana's health care history.

Modernization theory posits that developing nations need only to adopt the policies of

developed nation in order to achieve success. In relation to health care, the modernization

theory sees limited resources and the existence of traditional beliefs to be the key issues that

need to be overcome (Quaye 1991:304).

The theory fails to take into account issues of international economic relations that prevent

many developing nations such as Ghana from having the ability to adequately carryout this

plan. The theory's relevance to discussions of the Ghanaian health system can be seen in

analyses of the "cash and carry" system, which in many ways attempted to follow western

models of medicine, especially in terms of technology and the use of a free market system of

health care provision.

Mensah (2006) argues that the theory of underdevelopment provides a much more useful

frame work with which to analyse the health care problems that have affected Ghana over the

years. This theory understands underdevelopment as an active process and not just a state or

set of circumstances. Through this perspective, a health care system is not perceived as
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"merely a set of tools and technologies, "but is seen to be a part of the broader social context.

Thus, a healthcare system developed with this theory in mind will focus on the broader

economic conditions and relations that have created the specific health problems within a

population and seek to address these issues. If this understanding of how developing nations

such as Ghana interact with more developed nations is applied to the previously discussed

theories, these theories become much more effective in explaining the adoption of the NHI

Scheme.

2.3. Summary

Literature review in essence is aimed at highlighting some theories and concepts inherent in

the study. The theoretical framework used for this study centred on some theories explaining

Ghana's adoption of national health insurance. They include; systems/stucturalist Approach,
......,. ...-

Institutional Approach, State- Centred Approach and Development Theory. All four theories

are very useful in understanding issues related to the adoption of Ghana's National Health

Insurance. The concept of Ghana's National Health Insurance and how it came into existence

in Ghana is also captured strongly under the conceptual framework of this study. The

methodology section under this study would be the main issue in the next chapter.
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CHAPTER THREE

3.0 METHODOLOGY

To enable an evaluation of gathered material and the results of this dissertation, this chapter

presents the methodology used. The working process has been described and the choices

made. The theories used will be presented as well as how they coincide with the purpose.

Moreover, a discussion about the collected data and how it has affected the study will be

presented.

3.1 The Study Area

Location and Size

The Wa Municipal is the only Municipality out of the nine assemblies in the Upper West

Region and happens to be the capital city of the Region.

The Municipality lies within latitudes 1°40'N to 2° 45'N and longitudes 9° 32 to 10° 20'W. It

also has a landmass area of approximately 23, 474 square kilometres, which is about 6.4% of

Region's landmass. It shares boundaries with Nadowli District to the North, Wa East District

to the East as well as Wa West to the West and South. It has 73 main communities that have

been further grouped into five (5) Area/Town Councils for effective decentralized

administration that ensures that politicalJeconomic decisions are brought close to the people.

These 73 communities have further been grouped into 18 Electoral areas.

Population Size

According to the 2000 Population and Housing Census (PHC), Wa Municipality has a total

population of 98,675 (Ghana Statistical Service, 2002). The growth rates, of the Municipality

vary between the rural (2.7%) and the urban (4%). The municipality, like the country as a

whole, has a very youthful population with the 0 - 14 numbering about 47,544constituting
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approximately 41.72% of the total with the aged (65 and above) numbering 15,999 i.e.

14.04% of the total. These two age groups (0 - 14 and 65 and above) essentially constitute

the dependent population. The economically active population is 50,411 (and these are within

the 15 - 65 group) accounting for 44.24% of the population of the municipality. The

dependency ratio in the municipality is therefore approximately 1:1.3. By implication, every

economically active adult has one and more mouths to feed. This is illustrated on the figure

3.1 below.

Figure 3.1: Age Structure of Population

l
Percent, 0-14,
41.72,42%

Percent, 15-64,
44.24,44% 0-14

15-64

065+

Source: Wa Municipal Health Insurance Scheme, 2008

Ethnic Composition

Like all municipalities in the country, Wa has a heterogeneous ethnicity with the major ethnic

groups being Waala and Dagaaba and the minority being Sissala, Brefour, and others.

Two dominant religions prevail in the Wa Municipality - Islam and Christianity. There is no

noticeable inter - religious conflict. However, differences exist over religious doctrine in
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some of the Islamic sectors but these do not constitute threat to stability III the Wa

Municipality.

Economic Activities

The economy of the Wa Municipality is dominated by agriculture. This is followed by

commerce and industry. Commerce and industry predominate in the Wa Township whilst

agriculture is practiced in the rural communities within the Municipality. Industry is still at

the pre - industrial stage characterized by family ownership and sole proprietorship. Wa

remains the commercial centre of the entire region as well as towns like Tumu, Sawla and

Bole in the North Western comer of the Northern Region

With the exception of Wa, the remaining settlements are predominantly rural, 80% of the

people are engaged in subsistence farming and small scale livestock and poultry rearing.

Agricultural production is mainly rain-fed during a short spell of rainy season (May -

October) followed by a prolonged dry season.

Commercial and industrial activities like shea-butter extraction, local soap manufacturing,

pito brewing, cloth weaving, dress/smock-making, carpentry, masonry etc. are on small scale

and mainly done around Wa. The formal sector offers employment for public/civil servants,

teachers, nurses etc. Construction and hostel/hotel services are other sources of economic

activities for a few. The unemployment rate especially among the youth is unacceptably high

and this accounts for a lot of out-migration to the commercial towns in the south. There is

high poverty rate in the municipality, at the individual, household and community levels.

There are low job market/employable skillslincome ventures. Wa and some of the

communities are connected to the National Electricity grid. Telephone facility is very good

including four mobile network systems. On transportation, the Municipality has good road
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network and virtually all the Wa town roads have been tarred. There is a central transport

station in the Wa Town but the vehicles that convey goods and services are old. Internal

circulation is mainly by motorbikes, bicycles, private saloon cars and a few commercial taxis

(MMTDP,2006-09).

Health Care

Almost the entire population (95%) has access to a health facility within 8 kilometres radius.

The health status of the Wa Municipality is said to be among the worse in the country and

this correlates positively with the poverty rate of 86% and the low literacy rate of 23%

(MHD, 2008). The disease burden in the municipality is high and on the top of this are

preventable ones such as malaria, acute eye infection and diarrhoea.

::.

The health status of the Municipal populace is among the worst in the country. It is

compounded by high poverty (86%) and low literacy (23%) levels. There is high burden of

preventable diseases - Trachoma, Filariasis and Guinea Worm are endemic in most

communities.
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Figure 3.2: Map ofWa Municipal Showing Sub-District Boundaries
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3.1 Study Design

The design used for the study was descriptive survey. A descriptive survey is basically a

design that aims at finding out the existing situation of a particular phenomenon of concern.

In descriptive research, the events or conditions either already exist or have occurred and the

researcher mainly selects the relevant variables for an analysis of their relationship (Best and

James 1993(. A survey type is a systematic attempt to collect information from members of

L
an identifiable population. It can be sample surveyor census survey.

In view of Twumasi (2001), the rational for descriptive survey may be seen as:

::

(i) It tells what a situation is in a systematic manner

(ii) It involves the collection of accurate data for the purpose of determining the correct
nature of the subject of the study.

(iii) It uses logical methods for inductive-deductive reasoning to arrive at generalisations.
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The descriptive survey follows specific procedures and makes possible interpretation of data

collected. Here, research questions are raised and answered in a descriptive way. Any other

person, therefore, can follow the same procedure and come out with the same results.

The descriptive survey mmmuses personality values, beliefs and predisposition of the

researcher since there are laid down procedures to follow. It also provides the researcher with

an instrument (questionnaire), which is easier for the collection of data for the study

(Twumasi, 2001).

Not withstanding these strengths, descriptive survey has its own weaknesses. Firstly, it

cannot establish cause and effect relationships. Secondly, it is not sufficiently comprehensive

to provide exhaustive answers. The researcher cannot deduce conclusively the cause of the

phenomena or predict what the future phenomena will be. More so, descriptive survey is

costly when considered in terms of time and money when the target population is scattered

(Dann, 2006)

3.2 Restatement of Major Research Question

The study looked at the influence of the health insurance on access to in-patient services at

the Regional Hospital, Wa. The major question that this study sought to answer was whether

health insurance has led to greater access to hospital in-patient services for those who

subscribe to the scheme.

3.3 Data Type

In this study, both primary and secondary data were used. Primary data here formed the data

collected from the field. Secondary data on the other hand is data from reports of events and

other investigation contained in books, articles and journals. The Internet in recent times is a

very useful tool for sourcing secondary data. There are a number of limitations associated
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with the collection and use of secondary data. First, it may be expensive to collect. N some

case the researcher would have to purchase the material that contained the secondary data.

Secondly, persons in the possession of secondary data may be unwilling or reluctant to share

data with researcher (Oredein, 2004). The study therefore, implored in-depth data sourcing

largely from online libraries and other online academic portals to over the above challenges.

3.4 Data Collection Methods

In social research, data are collected from the social world. The researcher develops field

strategies to enable him or her to find answers to the research questions. To get answers to the

questions, he or she must go to the field. Many methods are used in social research to collect

data. It is however important to note that the selection of a particular method to collect data

must be decided upon in the light of ones problem (Twumasi, 2001).

3.4.1 Individual Interviews

Personal interviews survey is a procedure which normally requires the interviewer to ask

prepared questions and record the respondents or interviewees answers after the potential

interviewee might have been located (Oredein, 2004).

According to Moser and Kalton (2007), survey interview is a conversation between

interviewer and respondents with the aim of eliciting certain information from the

respondent.

The individual interviewed was highly structured, with specific questions that were asked of

all respondents. This method was used because some of the respondents were illiterates and

some were also literates. However, some of the literates could not read and write well.
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The individual interview has its own weaknesses of being time consuming. There is also

perceived exposure or vulnerability as well as general resistance to being interviewed or a

"quite-life" response on the part of the respondents.

3.4.2 Questionnaire

As a method for data collection, the questionnaire method is an efficient way to collect

statistically quantitative information. It is an efficient method in the sense that many

respondents can be reached within a short space of time (Twumasi, 2001).

This tool in the form of structured questions was used to collect data from respondents. The

questionnaire tool in line with the use of interviews was employed in gathering data in order

to minimise the short falls each method poses.

The questionnaire used was structured into two main parts. Part I was based on the personal

information of the respondents; the community of the respondents, sex, age, religion,

ethnicity, education level, occupation, income level and level of expenditure on health. The

Part II of the questionnaire targeted issues around in-patient services and the how culture,

religion, education and early reporting relate to that. This section of the questionnaire also

asked questions around the challenges of in-patient service and health insurance and the

challenges clients go through in accessing in-patient care.

3.5 Population and Sample Procedure

The study population was people who access health care at the Upper West Regional

Hospital. This included residents and non-residents of Wa Municipal, also including -both

insured and non-insured clients.

The sample frame was sixty (60) clients who visited the Wa Regional Hospital on the 14thof

October 2010 between the hours of 8:00 am to 10:00 am out of which twenty-four (24)
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respondents selected. The sampling procedure is explained below. The reason for choosing

this particular time was to capture early reporting patients and late reporting as well. The

morning session get patients who have delay for the condition to advance before they are

rushed to the hospital. It also gets early reporting patients who have just developed the

condition the previous night. Importantly though, is that the morning session is the period of

the day when medical doctors are at post and all patients who really want to be attended to by

medical doctors visit the hospital around the morning session. The choice of the date

Thursday 14th October 2011 was by random and is not informed by any factors or variables

of statistical value.

3.5.1 Sample Procedure for Individual Interviews

Purposive sampling technique was employed in the selection of respondents. The researcher

adhering to the study objectives selected respondents who can provide answers to the

research questions.

According to Sotirios (2005), purposive sampling is the type in which the researcher(s)

purposely choose subjects in the opinion that are relevant to the research topic. The choice of

the respondents is guided by the judgement of the investigator.

In the view of Oredein (2004), purposive sampling involves selecting specific elements,

which satisfy some predetermined criteria. The criteria to be used are usually a matter of the

researcher's judgement. The researcher exercises this judgement in relation to what he thinks

will constitute a representative sample with respect to the research purpose.

3.6 Indicators

Indicators for this study were derived from the research questions and the literature review.

The assumption here is that higher utilization was an indicator of better accessibility.

31

www.udsspace.uds.edu.gh 

 

 

 

 



Also it is noted that concerns of access and equity are often linked and that barriers in access

to health care often have equity implications. However, because equity in access is difficult to

observe and measure (Mcpake and Kutzin, 1997), it is proxied in this study by utilization

differences between population groups and communities.

3.7 Utilization Analysis

The analysis conducted on in-patient utilization data of insured and non insured population

and other population groups at the hospital. Also historical data on membership and coverage

of the insurance scheme was also used. This established the utilization patterns and the

reasons for those patterns.

Access here would be measured by the degree of utilization of the Regional Hospital's in-

patient services. Aggregated and dis-aggregated utilization of in-patient services by insured

and non-insured clients and their socio-economic characteristics was determined and

analysed.

Caution was however exercised in the use of aggregate utilization indicators since they can

hide offsetting utilization patterns. Also observed changes in utilization which might have

been occasioned by other factors apart from the influence of the scheme was noted.

3.8 Data Analysis

The process of data analysis is a continuous one. At every stage questions relating to the

study objectives were asked to ascertain meaningful answers Twumasi, (200 1).

Both qualitative (descriptive) and quantitative (percentages) approaches were employed in

analysing the data. In the quantitative analysis, simple quantitative operations from

questionnaires were tabulated and processed using the Statistical Package for Service

Solution (SPSS) tool.
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3.9 Summary

The chapter indicates all the study methods and procedures that were employed to gather data

from respondents. Also it described how respondents particularly using purposive sampling.

The study methods and procedures that were considered include; interviews, questionnaires

and purposive sampling procedure.

Data analysis which is yet another important aspect of this study constituted the main issue in

the next chapter.
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CHAPTER FOUR

! 4.0 DATA PRESENTATION AND ANALYSIS

4.1 Introduction

This chapter focuses on the presentation and analysis of the data collected from the field.

Interviews, questionnaires and purposive sampling procedure were employed in collecting

data and the selection of respondents for the study.

4.2 Socio-Demographic Characteristics of Respondents

Figure 4.1 Sex Distribution of Respondents

Source: Field Survey, October, 2010

Figure 4.1 shows the sex distribution of respondents in the study. Out of a total of 24

respondents, eight respondents representing 33.3% were males. The other 16 representing

66.7% of total respondents were females. It suggests here that, female respondents were twice

that of their male counterparts and for that matter were in the majority.
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Figure 4.2 Ethnic Statuses of Respondents

Frafra, 1

Sisaala,
2

Wala, 2

Dagaaba,19

Source: Field Survey, October, 2010

Figure 4.2 indicates the ethnic status of respondents. The reason for studying this variable is

that the local language respondents speak especially nurses in charge of the wards play a

major role in communicating with clients where majority are illiterates. Statistics here show

that, 19 respondents representing 79.2% of total respondents were Dagaabas. Two

respondents each representing 8.3% of total respondents were Wala and Sissala respectively.

The remaining one respondent representing 4.2% of total respondents was a Frafra. By that,

the local dialects of respondents did not pose challenges to clients in accessing in-patient

health care since majority of the respondents were from the Region and for that matter spoke

the common local language most clients speak.
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Figure 4.3 Educational Statuses of Respondents

Frequency, Masters,
2,8%

Masters
I
~~---

Source: Field Survey, October, 2010
::

From figure 4.3, one could see that 8.3% of respondents hold their Masters Degree. This

category of respondents was the medical director and the health services administrator of the

hospital. One respondent representing 4.2% of total respondents and happened to be the

officer in charge of the health insurance unit in the hospital had a diploma certificate in

marketing. The other 21 respondents representing 87.5% of total respondents had training in

general nursing. These respondents were the deputy. director of nursing services and the

nurses in charge of the wards in the hospital. The data shown here suggest that all

respondents had the requisite qualification to manage their various units and ensure efficient

health care delivery to in-patients in the hospital.
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4.3 Respondents' Opinions on the level of Access to In-patient Health Care

This section of the study sought the opinions of respondents on the level of client access to

in-patient health care in the Regional Hospital. The opinions of respondents on client access

to in-patient health care in the Regional Hospital are presented in table 4.4.

Figure 4.4 Opinions on Client access to in-patient health care

Frequency,
verage,18

Frequency,
Low, 2

Frequency,
High, 4

Source: Field Survey, October, 2010

Figure 4.4 indicates the opinions of respondents on the level of client access to in-patient

health care in the Regional Hospital. From the above statistics, four opinions representing

16.7% of total opinions showed that client access to in-patient health care was high. Eighteen

opinions representing 75% of total opinions maintained that access was average. The rest of

the two opinions representing 8.3% of total opinions indicated that access was low. By that,

majority of the opinions shared reveal that client access to in-patient health care in the

Regional Hospital was said to be on the average. This further suggests that, client access to

in-patient health care in the Regional Hospital can not be described as entirely good. On the

whole, client access to in-patient health care in the hospital can be said to be on the high side.
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4.4 Influence of cultural/religious beliefs on access to health care

This part of the study sought the opinions of respondents on whether the cultural or religious

beliefs of clients influence their access to in-patient health care in the hospital. Respondents

were to state whether the cultural or religious beliefs of clients influence their access to in-

patient health care in the hospital or not.

Figure 4.5 Influence of cultural/religious beliefs on access to health care
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From the statistics presented in figure 4.5, it shows that two respondents representing 8.3% of

total number of respondents agreed that the cultural or religious beliefs of clients play some

role in their access to in-patient health care in the hospital. They mentioned the traditionalists

and Jehovah Witness believers as examples of people who some times refuse access to in-

patient health care due to their religious beliefs. Twenty two respondents representing 91.7%

of total number of respondents disagreed that the cultural or religious beliefs of clients play

any role in their access to in-patient health care in the hospital. In all, respondents who
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maintained that there was no significant relationship between clients' cultural or religious

beliefs and their access to in-patient health care in the hospital were in the majority. This

suggests that, despite the overwhelming support for no significant relationship between

clients cultural or religious beliefs and their access to in-patient health care, it is important to

acknowledge that some responses indicated that there was a relationship, hence the need for

the hospital authorities to consider cultural or religious factors when planning in-patient

health care of clients.

4.5 Opinions on the Operations of the Regional Hospital and Health Insurance Scheme
!

This section of the study also required that respondents indicate their opinions on the

operations of the Regional Hospital and the health insurance unit in the hospital. This was to

enable the study examine how the operations of the hospital and the health insurance unit in

the hospital impede or promote access to in-patient health care. The opinions of respondents

are captured by three graphs. Figure 4.5.1 pulled together the opinions of respondents on the

state of facilities and availability of drugs and equipment, as well as the relative cost in

accessing in-patient care. Figure 4.5.2 brought together the thinking of respondents on issues

around level of training of the professionals I the hospital, the attitude of ward attendants and

average length of time of admission. Figure 4.5.3 concentrated on the Health Insurance

Scheme. Respondents gave their opinions on the on the space at for health insurance a the

hospital (OPD), the attitude of the insurance staff and the length of time spent in processing

clients information before access to health services at the hospital as well as the extend to

which essential drugs are covered by health insurance.
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Figure 4.5.1 Drug, Equipment and facilities Availability, and In-Patient Cost
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In figure 4.5.1 above, more than 50% of respondents agree in all the four issues under review.

On the issues of facilities/wards not being adequate, 14 persons (58%) agree, on drugs

availability 20 persons (83%) agree that drugs are not adequate. Again, 20 persons (83%)

agree there is limited equipment in the regions. Therefore, the rating of 14 persons (58%) that

access to in-patient health care is not out of place. There is that relation between the

availability of drugs, equipment and space for in-patient care and the total cost associated

with it. The scarcity of the three elements presents high cost of access to in-patent care and

adequacy of them usually presents relatively lower cost of in-patient services. Vondee (2007)

supports this assertion.
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Figure 4.5.2 Professionalism of Health Staff at Hospital and Admission Time
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Figure 4.5.2 show that all respondents (100%) disagree on the issue that there are no trained

professionals in the Wa Regional Hospital. However, all respondents (100%) agree that ward

attendance has poor attitude towards clients and 17 respondents (70.8%) agree that admission

time is usually too long. This concludes that though personnel in the hospital and the wards

are trained, they put up poor attitude towards patients on admission, thereby prolonging the

length of time patients are on admission notwithstanding the limited space challenge

expressed by respondents in figure 4.5.1.
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Figure 4.5.3 Working Space, Drug List and Professionalism of Insurance Staff at Hospital
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Figure 4.5.3 indicates that all respondents (100%) agree that the space for the operation of

health insurance at the Wa Regional Hospital is too small, 12 respondents forming 50% agree

that health insurance staff at the hospital exhibits poor attitude towards clients and their work,

while 13 respondents (54.3%) of respondents agree that there is delay in the processing of

clients' information for access to health care at the hospital. In addition, 58.3% agree that the

current health insurance drug list does not include essential drugs.

4.6 Early Reporting at Out Patient Department and Reduction in Utilization of In-
patient Health Care in the Regional Hospital

This component of the study sought the opinions of respondents on the relationship between

early reporting of clients at out patient department and the reduction in the utilization of in-

patient health care in the regional hospital. The opinions of respondents on the relationship

between early reporting at Out Patient Department (OPD) and reduction in utilization of in-

patient health care are presented in table 4.2.
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Table 4.1 Opinions on Early Reporting at OPD and Reduction in Utilization of In-

Patient Health Care in the Regional Hospital

Response Frequency Per cent

Yes 18 75

No 6 25

Total 24 100

Source: Field Survey, October 2010

Table 4.1 shows the opinions of respondents on the relationship between early reporting at

OPD and reduction in the utilization of in-patient health care. The statistics presented here

indicate that 18 respondents representing 75% of total respondents maintained that there is a

significant relationship between early reporting at OPD and a reduction in the utilization of

in-patient health care in the hospital. The rest of the six respondents accounting for 25% of

total number of respondents revealed that there is no significant relationship between the two

variables. This shows that, early reporting at OPD accounted partly for the decline in client

access to in-patient health care in the regional hospital in that majority of the respondents

agreed that there is a significant relationship between the two variables.

4.7 Improving Greater Utilization of In-patient Health Care in the Regional Hospital

This last aspect of the study collated the opinions of respondents on the various ways by

which client access to in-patient health care can be improved from the current situation where

factors like the cultural or religious beliefs of clients, gaps in the operations of the hospital

and health insurance unit in the hospital and early reporting at OPD are found to be some

reasons for the decline in access to in-patient health care in the regional hospital. The

opinions of respondents on how access to in-patient health care in the regional hospital can be

improved are presented below:
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On the issue of how increased in early reporting is reducing the utilisation of in-patient care,

respondents expressed three varied opinions on how in-patient care can be increased even

with the increase in early reporting.

1. Almost 70% of respondents maintained that in-patient health care is sought only

when the Out-Patient Department cannot handle the situation as indicated by table 4.2

below. Therefore, to improve access to in-patient services, health workers have to

increase efforts at sensitizing the general public on the importance of in-patient care.

Through that clients will appreciate the fact that in-patient care is not provided only

when OPD cannot handle the case.

Table 4.2 When do you seek in-patient care?

Reasons Frequency Percentage

When Very Sick 17 70.83

Others 5 29.17

Source: FIeld Survey, October 2010

2. About 80% of respondents maintained that early reporting to OPD is as a result of the

introduction of the National Health Insurance as shown below in Figure 4.7. People

who are subscribers to the scheme walk into the OPD at the least suspicion of ill-

health. Understandably, as many more people walk into the OPD, the number that will

!
access in-patient care will increase. However, as a result of the qelay in clients'

I

passing through the health insurance department of the hospital, many people are not

able to get through to the in-patient care unit. Respondents strongly suggest for

improvement in the operations of the health insurance department at the hospital so

that clients documents can be processed faster for them to access care.
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Table 4.6 Do You Report Early to Hospital Because of Health Insurance?
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3. Also 58% of respondents indicated figure 4.5.2, that the hospital does not have the

capacity to accept all clients who are wiling and supposed to accept in-patent care.

They suggested for increased capacity of the hospital to take care of many in-patients.

From the study, there exist a very small number of people (8.3% of respondents) who

indicated that religious and cultural beliefs compel them to reject in-patient care.

Respondents generally indicated that for the hospital to achieve full access to in-patient care,

those class of people as the traditionalist and other Christian denominations such the Johovah

Witness should be targeted in public sensitisation messaging and public relations operations.

Respondents also suggested that, the hospital management should assess the gaps in the

operations of the hospital and the national health insurance department in the hospital and

steps taken to address the identified gaps. They believe in-patient care utilisation will increase

significantly if that is done.
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4.8 Summary

Statistics from the study shows 8.3% of total number of respondents agreed that the cultural

or religious beliefs of clients play some role in their access to in-patient health care in the

hospital. Key examples of such clients are the traditionalists and Jehovah Witness believers.

while 91.7% of total number of respondents disagreed that the cultural or religious beliefs of

clients play any role in their access to in-patient health care in the hospital.

Also, 14.8% of total number of opinions strongly agreed that some operations of the regional

hospital played a significant role in impeding clients from accessing in-patient health care in

the hospital. 47.7% of total number of opinions agreed that some of the operations of the

regional hospital were a factor impeding client access to in-patient health care whiles 37.5%

of total opinions disagreed that some operations of the hospital impeded client access to in-

patient health care in the regional hospital.

Furthermore, the study showed that 75% of total respondents maintained that there is a

significant relationship between early reporting at OPD and a reduction in the utilization of

in-patient health care in the hospital. 25% of total number of respondents revealed that there

is no significant relationship between the two variables.
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CHAPTER FIVE

5.0 STUDY FINDINGS, CONCLUSION AND RECOMMENDATION

5.1 Introduction
This final chapter of the study report presents a summary of the major findings and

discussion of results. It draws relevant conclusions and makes recommendations aimed at

improving access of insured clients to in-patient care. This chapter is essential in making

meaning to the research by presenting practical ways of utilising the research findings for the

improvement of health care financing by health insurance schemes and the provision of

quality health care by health care providers.

5.2 Discussion Around Findings and Conclusion

Normally, the force of attraction to health facilities and services is the level of satisfaction

that people get by consuming that service or attending the facility. The declining utilisation of

in-patient care has been assessed and some significant findings have emerged. Important

among them are:

1. The influence of culture and religion

2. The influence of health insurance

3. The influence of early reporting to OPD

5.2.1 The influence of Religion and Culture on In-Patient Service Utilisation
The research made very significant statistics on how religion influences people accepting in-

patient services. Out of the number of respondents contacted on the issues, 91.7% of them did

not recognise the influence of religion and culture on adherence to in-patient services ..This

shows a clear opportunity for the management of the hospital to plan on how to increase in-

patient attendance having in mind of the little influence of culture and religion. However, it is

equally significant to understand that about 8.3% of the respondents agree that culture and
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religion influence in-patient attendance. In the research, respondents cited traditionalists and

Johovah witness as some group of people that do not accept in-patient services.

Twumasi (2006) supported this view in a statement that the influence of religion and culture

on the utilisation of health care is constantly diminishing due to the belief in the germ theory

and the efficacy of orthodox medicine.

This view was again confirmed by Singleton (2006) where he stated that cultural and

religious factors are becoming less significant in present day when determine the factors that

influence an individual's health seeking behaviour. This he attributes to the influence of

education.

The study reveals that 8.3% of the study population in-patient health seeking behaviour is

influenced by their cultural and religious beliefs; this finding is supported by Twumai (2006)

and Singleton (2006).

5.2.2 The Influence of Early Reporting to OPD on In-Patient Attendance
The study reveals the relationship between the length of time spent at the health insurance

department at the hospital and the level of access to in-patient. A well efficient and effective

health insurance department will process clients faster and allow many to have access to

services including in-patient care. On the other hand, a health insurance department that is

infective and inefficient, many clients will be denied access to services in that the processing

of clients will be slow and just a few clients will be processed to access services. From the

study, 90% of the respondents suggest that there is the need to improve effectiveness and

efficiency at the health insurance unit at the hospital if in-patient care is to be increased.

This finding is similar to that of Shaw and Griffin (2001) when they observe that well-

managed health facilities are a linchpin of successful and efficient health insurance units with

well-defined procedures for clients to readily accept both in-patient and it-patient services.

They concluded that to foster early reporting at health facilities by insured clients requires
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implementing effective and efficient insurance cards at the facility level and ready renewal

and issuance of cards at the health insurance departments. In their view, unless the procedures

are in place to facilitate early reporting and access to in-patient care at the hospitals, they will

never reach their full potential.

However, 10% of the respondents stated that the severity of their health condition influence

their early reporting, a view supported by Donald (2004) when he stated that one's condition

of health would determine how early or late he or she reports to a hospital or a clinic.

5.2.3 The Influence of Early Reporting to OPD on In-Patient Attendance

The study revealed that 75% of total respondents maintained that there 'is a significant

relationship between early reporting at OPD and a reduction in the utilization of in-patient

health care in the hospital and 25% of respondents suggested that there was no relationship.

This indicates the information gap between the hospital and the public on the relevance of in-

patient care. Majority think that when there is early reporting, there is no need for in-patient

care, but that could be misleading since in-patient care is not just for people who report late to

a facility. It is important to partly agree that when patients report early to OPD, the sickness

is usually at the mild state and that is easily handled by the OPD, whereas late reporting is

likely to present a complicated form of the disorder, hence requires in-patient care.

However, there is limited information on the relevance of in-patient care. Clients do not fuller

appreciate the importance of the service; hence do not access in-patient care.

This finding is supported by Voodee (2007), when he reported that there IS a positive

correlation between early reporting at Out-Patient Departments and a reduction in the

utilisation of in-patient services. In the view of Voodee (2007) when people seek early

treatment as out-patients, they are likely to be cure of their condition and hence a reduction in

the utilisation of in-patient services.
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Brain (200 1), is also of the view that most clients who utilise health facilities do not

appreciate in-patient care and will usually demand from a health care provider, either a doctor

or a medical assistant not to admit him or her as an in-patient. This view has \been confirmed

by this study.

5.3 Recommendations

Based on the issues that emerged from the research, four main recommendations have been

made to two main public institutions to find ways to increase access to in-patient care and

services:

1. Upper West Regional Hospital

2. The Municipal Health Insurance Scheme

5.3.1 Recommendations to the Upper West Regional Hospital 1

The statistics of the research indicate three main areas that the regional hospital will need to
t

work on to increase access to in-patient care.

Firstly, the Public Relations Unit will have to be supported to develop and roll out public

education programmes on the importance of in-patient access. The education could be done

using the most effective tools such as the radio. Within the population that the facility serves,

there are two radio stations, Radio Progress and Radio Upper West, which cover the entire

population. Community sensitization sessions could also be used in communities where such

sessions can easily be organised. Flyers and posters could also be used in letting clients know

the relevance of in-patient care. It is recommended that a number of the modes of

communication be used concurrently in order to meet the different classes of clients.

Secondly, management of the hospital will have to conduct intensive engagement with the

leadership of groups of people who do not adhere to in-patient care for reasons of religion

and culture. The Jahovah Witness group and other traditional leadership should be met to
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ensure there is some understanding by both sides on why their members should access in-

patient care.

Thirdly, management should support and foster strong collaboration with the health insurance

unit to speed up processing of clients documents for many clients to access care and services

at both OPD and In-Patient Departments. The personnel should be given orientation on

clients handling and computer applications used in processing clients' documents.

Fourthly, the National Health Insurance Authority (NHIA) should conduct regular monitoring

and supervision visits to the health facilities to ensure compliance to the standards set up

prior to the accreditation of these facilities particularly the regional hospital, Wa

Fifthly, it is also recommended that the National Health Insurance Authority should front

load the regional hospital to upgrade its infrastructural base to bring about expanded

infrastructure to increase health access to insured clients.

5.3.2 Recommendations to the Regional Health Insurance Unit

Access to services requires detail history taking, adherence to the principles of training, detail

diagnostic investigation and availability of space to reduce waiting time. The regional health

insurance unit therefore has to improve infrastructure to keep up with the growing numbers of

clients. That apart, strong collaboration with the hospital should be established to conduct

training for personnel particularly clinicians on the management of patients, infants and

customer care and also monitor activities at the unit. When clinicians are up to duty in

establishing clinical diagnosis, history taking and diagnosis treatment match, and many more

people will have access to services and care and that will also increase the level of access to

in-patient care and services.
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It is hoped that when these recommendations are implemented, there will be an increase in

the access to in-patient care and services and that will greatly improve the health outcomes

and status of the people in the Region and the nation as a whole.

It is also recommended that further research be conducted in this area on a wider scope which

shall include the private hospitals and clinics
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APPENDIXES

APPENDIX A: QUESTIONNAIRE TOOL FOR CLIENTS OF THE REGIONAL
HOSPITAL, WA

UNIVERSITY FOR DEVELOPMENT STUDIES

FACULTY OF PLANNING AND LAND MANAGEMENT

GRADUATE SCHOOL - WA

HEALTH INSURANCE AND ACCESS TO IN-PATIENT HEALTH CARE IN THE REGIONAL

HOSPITAL, WA.

QUESTIONNAIRE TOOL FOR CLIENTS OF THE REGIONAL HOSPITAL, WA

The essence of this study is to obtain a better insight into in-patient access to health care in the

regional hospital, Wa, given that the hospital has been accredited since the inception of health

insurance in 2004.

This study is also carried out in partial fulfilment for the award of an M.sc degree in

Development management.

It is worth mentioning that any information when provided would remain confidential and

would be used for academic reporting.

Thank you for accepting to participate in this study.
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PART I

PERSONAL INFORMATION

The following questions are about you and your responses would help in understanding more

about in-patient access to health care in the Regional Hospital by clients in the Wa Municipality

Please tick [JJ in the spaces provided

1. Community of Respondent: .

2. Sex: Male []

3. Age: 15-30 []

Female []

31-50 [] 51 and above []

4. Religion: Christianity [ ] Muslim [] Traditional [ ]

Others, specify .

5. Ethnicity: Dagaaba [] Waala [] Birifour [] Sisaala []

Others, specify .

6. Education: Pre-School [ ] Primary School [ ] IHS []

SHS[] Vocational/Technical []

Tertiary [ ] Others, specify .

7. Occupation: Formal Sector [] Farming [] Trading []

Agro-processing [ ] Craft [] Others, specify .

8. Average monthly income: Below GH¢ 10 []

GH¢ 11- GH¢ 50 []

GH¢51-GH¢100[]

Above GH¢100 []
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10. Monthly expenditure on health:

Below GH¢ 10 []

GH¢ 11 - GH¢ 50 []

GH¢ 51 - GH¢ 100 []

Above GH¢100 []

Below GH¢ 10 []

GH¢ 11 - GH¢ 50 []

GH¢ 51- GH¢ 100 []

Above GH¢100 []

9. Monthly expenditure:

Part II

Health insurance and in-patient access to healthcare

11. What is your general impression about the level of access to in-patient health care in the

Regional Hospital by clients?

High []

Average []

Low []

High stands for very strong impression

Average stands for strong impression

Low stands for weak impression
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12. Does your cultural/religious beliefs play any role in accessing in-patient health care in

the Regional Hospital

Yes []

No[]

If yes, go to question 13. Ifno, go to question 14

13. How does one's culture/religious beliefs impede or enhance access to in-patient health

care.?

14. How many times have you accessed health care in the Regional Hospital in the last one

year?

Once [] Twice [] Three times [] Four times []

Five times [ ] Others, specify .

15. If you accessed health care in the Regional Hospital, in which category did you fall?

Out patient [ ]

In-patient []

Others, specify .

16. Did you encounter any problems at the time of accessing in-patient health care?

Yes []

No[]

If yes, go to question 17. If no, go to question 24

Please check the under listed problems that apply

17. Facilities (wards) were not clean []
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18. No trained health professionals []

19. Too expensive to access health care []

20. No drugs []

21. Poor attitude of hospital staff [ ]

22. Admission time too long []

23. Others, specify .

24. Have you ever contacted the health insurance unit in the Regional Hospital for

processing of your details to allow you access?

Yes []

No []

If yes, go to question 25. Ifno go to question 26

25. Did you encounter any problems in doing so?

Yes []

No[]

What problems did you encounter? Check all that apply

26. Facility too small []

27. Poor attitude of service provider []

28. Delay in processing details []

29. Non coverage of essential drugs under the scheme []

30. Others, please specify .
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31. Do early reporting at Out Patient Department (OPD) lead to reduction in the utilization

of in-patient health care in the Regional Hospital

Yes []

No[]

If yes, go to question 32. If no, go to question 33

32. How many times in the last one year have you reported at the OPD

Once [ ]

Twice []

Three times [ ]

Four times []

Five times [ ]

Others, specify .

33. In any of these times, did you get admitted

Yes []

No[]

If yes, go to question 34. !f no, go to question 35

34. Was it as a result of late reporting at the OPD?

Yes []

No []

35. Can the current operational systems of the Regional Hospital and health insurance unit

guarantee greater in-patient access to health care by clients?

Yes []
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No []

36. Give reasons for your answer to question 35

37. If your answer to Q 35 is no, suggest possible ways of improving in-patient access to

health care by clients.
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APPENDIX B: INDIVIDUAL INTERVIEW CHECKLIST
The essence of this study is to obtain a better insight into in-patient access to health care in the

Regional Hospital, Wa, given that the hospital has been accredited since the inception of health

insurance in 2004. This discussion is to gather data to further understand the topic and expand

the discussions in my thesis for the awards of a post-graduate degree.

• Self Introduction

• What do you consider to be the key factors affecting patients adherence or not

adherence to admission

• How does the available facilities and equipment in the Wa Regional Hospital support in

patient services

• What is the staffing situation in the Wa Regional Hospital and how does that affect in-

patient and out-patient services

• Doe s religion and or culture or both affect acceptance to in-patient health care

• How does health insurance improve or impedes access to health care

• What changes will you want to see in the Wa Regional Hospital and Health Insurance

Scheme, and how will you want the changes to happen to increase access to in-patient

services.

Thank You Very Much!

• ....'J )1 J_

\1 \
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