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EXECUTIVE SUMMARY

1.0 BACKGROUND

Since 2003 the Government of Ghana has adopted the Ghana Poverty Reduction Strategy
(GPRS) as its medium term national development policy framework. The first medium term
development strategy, the Ghana Poverty Reduction Strategy (GPRS 1) was formulated in
2002 and implemented over the period 2003 — 2005, while the Growth and Poverty
Reduction Strategy (GPRS 1I), a successor to the GPRS | was formulated in 2005, to be
implemented over the period 2006 — 2009.

In order to track progress towards implementation, a comprehensive Monitoring and
Evaluation (M&E) plan was prepared as part of the GPRS process. The aim is to facilitate the
tracking of progress of policy implementation and effectiveness as well as identifying
bottlenecks associated with implementation of the Strategy for early resolution.

The M&E arrangement for the GPRS involves four main components:

e Annual monitoring of progress towards implementation using a set of agreed
indicators, and measuring progress against target;

e Conduct of participatory monitoring and evaluation (PM&E) to obtain feedback from
citizens at the grassroots about the extent to which the key objectives of the GPRS
are being met from their perspective;

e Conduct of thematic studies (i.e. PSIAs) to understand the intended and unintended
consequences of policy interventions and/or policy reforms on the well-being of
stakeholders; and

e Conduct of evaluation of the GPRS to determine the relevance, efficiency,
effectiveness, impact and sustainability of a programme or project outlined under the
GPRS.

The National Citizens’ Assessment survey which is a Participatory Monitoring and
Evaluation framework is usually undertaken to complement the quantitative data obtained
from the Ministries, Departments and Agencies (MDAs) and the Metropolitan, Municipal,
and District Assemblies (MMDAS) in assessing the impact of key GPRS policies, and also to
provide an opportunity for citizens to participate in the monitoring and evaluation process of
the GPRS. Indeed a key part of assessing the effect of GPRS policies is to find out from
citizens whether they have experienced improvement in their lives with respect to specific
policy objectives of the GPRS I1.

So far, two Citizens’ Assessment Surveys have been conducted in 2004 and 2005. The 2005
Citizens” Assessment Survey was the last for the GPRS | (2003 — 2005) period, while the
2008 Citizens” Assessment Survey is the first to be conducted under the GPRS Il. The scope
of the 2008 Citizens’ Assessment Survey is limited to the National Health Insurance Scheme
(NHIS), which is a key health sector initiative to support the GPRS Il policy objective of
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ensuring sustainable financial arrangements that protects the poor. The objective is to
ascertain from the citizens whether the NHIS is providing an affordable health care financing
arrangement as envisaged under the GPRS I1.

2.0 OBJECTIVES

Thus the key objectives of the study included:
obtaining feedback from citizens about how the NHIS is performing from their own
perspectives;
determining whether the NHIS is achieving its goal of ensuring equitable access to
quality basic health care for all residents (including the vulnerable and excluded); and
gaining insight into how to bridge the equity gap in access to quality health care
services.

The exercise employed both qualitative and quantitative approaches, with the view to
ensuring that the quantitative results complemented and enriched the qualitative work. The
qualitative work involved an extensive survey of a representative sample of citizens across
the country, using the sampling frame that was used for the fifth round of the Ghana Living
Standards Survey (GLSS5) in 2005/2006 and involving interviews of about 2,000 households
in Ghana.

3.0 KEY FINDINGS

The survey shows an increasing level of registration under the scheme with a total
subscription increasing from a low of 1,797,140 in 2005 to 12, 518,560 in 2008, though
significant variations in registration exist across geographical and socio-economic groups.

The assessment reveals substantial positive effects of the scheme on several aspects of health
care delivery in Ghana. For example, the proportion of those who consult skilled health care
providers for general health conditions has risen from 45% to about 62% between 2005 and
2008, during the implementation of the scheme. Babies delivered with the assistance of
skilled personnel have also improved remarkably. Data from MICS 2006 show that just about
50% of babies delivered in Ghana at that time were assisted by skilled personnel but the
results from this survey showed a higher percentage of about 72%. This suggests that the
scheme has significantly improved access to health care by pregnant women or women in
labour, with positive implication for maternal mortality and complications associated with
child birth.

The greatest expectation of Ghanaians about the NHIS is to reduce the burden of health care
cost on households. The result of the survey suggests that households registered with the
NHIS benefit in terms of out-of-pocket (OOP) expenditure reductions at health care facilities
than those who were not registered. The burden of the cost of health care on the household is



very high when the individuals are not registered with the NHIS, and poorer households who
are not insured suffer even more and would find it more difficult to access health care.

Other findings from the survey suggest that respondents were generally satisfied with the
performance of the NHIS, with 59.8% of all households who are insured indicating they are
satisfied and a further 31.7% indicating that they are very satisfied. This result implies that
households in Ghana are satisfed with the performance of the scheme.

4.0 RECOMMENDATIONS

The assessment indicates that, although more than half of Ghanaians are enrolled in the
scheme, a large portion of the population remains uninsured. Forty-one percent (41%) of
households did not register any member at all. Analysis of the NHIS subscription by socio-
economic groups reveal that about 7 out of 10 people in the lowest socio-economic group
have not registered with the scheme. The need for further improvement in the exemption
policy is necessary to adequately serve the health needs of the poor.

Also women who benefit from the free medical care policy for pregnant women should be
encouraged to subscribe to the scheme even after delivery. This should be done alongside an
intensive education on family planning practices as this will significantly reduce overuse and
overburdening of the free maternal care policy.

The NHIS policy exempts children under 18 years old, indigents, pensioners under the
SSNIT Scheme and the aged (70+) from the payment of premiums under the scheme.
However, for children under the age of 18 to benefit from the scheme, their parents or proven
single parent (guardian as the case may be) must have registered with the scheme. This must
have contributed to the exclusion of 43.5% of children from the scheme even though the
exemption policy covers them. Suggestions made to decouple the exemption of children
under 18 years old and the registration of their parents should be studied carefully. The
initiative appears to be attractive if linked to school attendance but at the same time it can
serve as a disincentive to the registration of parents if care is not taken to provide
complementary policy that will offset the possible negative effect of the decoupling on
parents registration.

Close to a third of the formal sector workers are not covered by the NHIS even though
majority of them (SSNIT contributors) are supposed to be under Premium Exempted
Membership. Several reasons account for this. The key ones include the length of time it
takes to have a registration process to be completed, apparent lack of interest in the scheme as
a result of lack of information, among others. The scheme should endeavour to strengthen
communication mechanisms and enrol more people from this group. Recent interventions to
offer schemes that appear to be more attractive to high income groups (top-up schemes)
should be fully supported.



There is a high indication from the assessment that with the introduction of NHIS, more
pressure will be put on existing health care facilities as a result of increased use by insured
individuals. It is argued in this report that this can negatively affect the quality of health care
services if the increase is not matched by corresponding increases in personnel and
infrastructure. The Ministry of Health and Ghana Health Service are therefore encouraged to
pay more attention to expansion of existing health facilities, increase recruitment, and
redistribute health personnel to understaffed and overburdened areas.

An area, which strongly threatens the sustainability of the NHIS relates to the processing and
administration of claims. Delays in processing, submission and vetting of claims appear to be
very problematic. The scheme should continue the search for an effective way to address this
issue since it appears to be the number one cause that affects citizens’ perception on quality
of care received by NHIS members.
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CHAPTER ONE
INTRODUCTION

1.1 BACKGROUND

Since 2003 the Government of Ghana has adopted the Ghana Poverty Reduction Strategy
(GPRS 1) and the Growth and Poverty Reduction Strategy (GPRS II) as its medium term
national development policy frameworks. The first medium term development strategy
(GPRS 1) was formulated in 2002 and implemented over the period 2003 — 2005, while the
GPRS I, a successor to the GPRS | was formulated in 2005, to be implemented over the
period 2006 — 20009.

In order to track progress towards implementation, a comprehensive Monitoring and
Evaluation (M&E) plan was prepared as part of the GPRS process. The aim is to facilitate the
tracking of progress of policy implementation and effectiveness as well as identifying
bottlenecks associated with implementation of the Strategy for early resolution.

The M&E arrangement for the GPRS involves four main components:

e Annual monitoring of progress towards implementation using a set of agreed
indicators, and measuring progress against target;

e Conduct of participatory monitoring and evaluation (PM&E) to obtain feedback from
citizens at the grassroots about the extent to which the key objectives of the GPRS
are being met from their perspective;

e Conduct of thematic studies (i.e. PSIAs) to understand the intended and unintended
consequences of policy interventions and/or policy reforms on the well-being of
stakeholders; and

e Conduct of evaluation of the GPRS to determine the relevance, efficiency,
effectiveness, impact and sustainability of a programme or project outlined under the
GPRS.

The National Citizens’ Assessment survey which is a Participatory Monitoring and
Evaluation framework is usually undertaken to complement the quantitative data obtained
from the Ministries, Departments and Agencies (MDASs) and the Metropolitan, Municipal,
and District Assemblies (MMDAS) in assessing the impact of key GPRS policies, and also to
provide an opportunity for citizens to participate in the monitoring and evaluation process of
the GPRS. Indeed a key part of assessing the effect of GPRS policies is to find out from
citizens whether they have experienced improvement in their lives with respect to specific
policy objectives of the GPRS II.

So far, two Citizens’ Assessment Surveys have been conducted in 2004 and 2005. The 2005
Citizens” Assessment Survey was the last for the GPRS | (2003 — 2005) period, while the
2008 Citizens’ Assessment Survey is the first to be conducted under the GPRS Il. The scope
of the 2008 Citizens’ Assessment Survey is limited to the National Health Insurance Scheme
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(NHIS), which is a key health sector initiative to support the GPRS Il policy objective of
ensuring sustainable financial arrangements that protects the poor. The objective is to
ascertain from the Citizens’ whether the NHIS is providing an “affordable health care
financing arrangement that protects” the poor as envisaged under the GPRS II. This policy is
also key to Ghana’s attainment of the gender and health related Millennium Development
Goals (MDGs) 3, 4,5 & 6.

1.2 OVERVIEW OF THE NHIS POLICY

The development of the human resources of the country has been identified as one of the key
priorities of government. Under the Ghana Poverty Reduction Strategy (GPRS I: 2003 - 2005), a
number of measures were initiated in the medium term to enhance access to, and delivery of
health services. Considerable investments were made in the provision of health care facilities,
with positive outturn in a number of health indicators. However by the end of the
implementation of GPRS 1, a significant proportion of people still did not have adequate
access to quality health services with regional and socio-economic disparities. These
variations in health status were attributed, in part, to geographical barriers, financial barriers,
service delivery constraints and broad socio-cultural barriers, including gender.

The “Cash and Carry System” of paying for health care at the point of service was observed
as a key financial barrier to health care access for the poor. To remove the financial barrier to
health services and ensure affordable and sustainable health care arrangement for the poor,
the government initiated the National Health Insurance Scheme in 2003 aimed at abolishing
the “Cash and Carry System” and limiting out of pocket cash payment at the point of service
delivery.

The National Health Insurance Act, 2003 (Act 650) established the National Health Insurance
Scheme (NHIS) with the aim of increasing access to health care and improving the quality of
basic health care services for all citizens, especially the poor and vulnerable. The law
establishing the scheme allows for the concurrently operation of District-Wide (Public)
Mutual Health Insurance schemes, Private Mutual Health Insurance schemes and Private
Commercial Health Insurance schemes. However the schemes would only financially support
District-Wide (public) Mutual Health Insurance Schemes. The initially defined benefit
package under the scheme includes inpatient hospital care, outpatient care at primary and
secondary levels, and emergency and transfer services. Each district mutual health insurance
scheme also uses its discretion to determine additional benefits a scheme could provide.

! MDG 3: Promote Gender Equality and Empower Women
MDG 4: Reduce Child Mortality
MDG 5: Reduce Maternal Mortality
MDG 6: HIV/AIDS, Malaria and Other diseases
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It is envisaged under the GPRS Il that access to quality health care will improve with the
establishment of affordable health care financing arrangement, while creating the necessary
environment for the attainment of the health MDGs namely, the reduction in child and
maternal mortality, and the combating of HIV/AIDS, malaria and other diseases.
Additionally, improving the health status of especially women and children will contribute
significantly to the reduction of extreme poverty.

The NHIS is financed mainly through taxes on selected goods and services, retention on
workers’ Social Security and National Insurance Trust contribution and premium payment
through membership registration. The NHIS Act, 2003 (Act 650) imposed a 2.5% VAT levy
on selected goods and services in the country to finance the scheme, in addition to 2.5% of
workers contribution to the Social Security and National Insurance Trust (SSNIT) which is
deducted at source as their contributions to the scheme. Thus all SSNIT contributors are
exempted from paying a premium, though they are required to register in order to benefit
from the scheme. On the other hand, all informal sector workers are required to pay a
premium, based on the income level of subscribers, in order to have access to basic health
services under the NHIS.2

A portion of total mobilised funds for the scheme is repackaged as an ‘exemption fund’ and
channelled through district implementing bodies to cater for the poor and vulnerable groups
as defined under the scheme. Due to anticipated teething problems related to adverse and risk
selection issues, and also due to low incomes, the framework innovatively established this
fund to provide buffer for district mutual health insurance schemes licensed under the NHIS
Act and to subsidize the cost of providing health care services to the exempted group®. The
fund implicitly subsidises families by exempting children (under 18 years of age), whose
parents fully pay their annual premiums.

Generally, the introduction of contributory health insurance has implications for tax burden
on low income groups, labor market costs, and even international competitiveness. Literature
from developing countries has demonstrated that voluntary health insurance is associated
with both benefits and risks. Notably, it is an area where market imperfections are
particularly acute and where some of the negative features can have a particularly adverse
impact on both patients (adverse selection) and the health system (fragmentation in financing
and cost escalation). Therefore, a better understanding of these aspects of NHIS for different

Identification of poor people continues to be a major challenge for managers of the scheme due to
lack of information on incomes for informal sector workers.

Even though the NHIS Act allows for other types of schemes like private mutual schemes and
private-for-profit insurance companies, it is believed that the district schemes will be more poor-
inclusive.



income groups in Ghana will allow policy makers to introduce mitigating policies to deal
with their effects.

Level of subscription

The 2008 NHIS progress report indicates that the number of people registered under the
NHIS has increased from 1,797,140 in 2005 to 12,518,560 as at end of 2008, representing
about 61.3% of the country’s population. According to the report, about 30% of the current
subscribers to the scheme are from the informal sector, and the SSNIT contributors to the
scheme constitute about 7%. Overall, the vulnerable group including pregnant women,
children, the aged (70 and above) and indigents constitute 63.2% of the total number of
people registered under the scheme (Table 1.1).

Table 1.1: Distribution of NHIS membership by categories
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The total number of out-patient department (OPD) claims on the scheme has increased from
2,951,484 in 2005 to 8,915,172 by the end of December 2008, while in-patient services
claims also increased from 167,607 in 2005 to 821,765 in December 2008 (Figure 1.1).
Premium collected from the informal sector, which constitutes 30% of registered members,
accounted for only 12.1% of total claims payment for 2008 (Table 1.2). This suggests that the
scheme relies largely on transfers from central government in the form of subsidy, which has
so far risen from GH¢7.7 million to GH¢108 million between 2005 and 2007 (NHIA
Operations Report, 2008).

* Informal refers to contributors who paid for the premium themselves but not by SSNIT or institution
4



Figure 1.1: Out-patient and In-patient Claims on the Scheme, 2005 - 2008
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Table 1.2: Regional Distribution of NHIS Coverage and Utilization of Health Care Services
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Overall, 1,551 private health care providers, including pharmacies and maternity homes, have
been accredited to provide services under the NHIS to make the service more and easily
accessible to beneficiaries. In consultation with other stakeholders, the National Health
Insurance Authority has developed a new comprehensive medicine list and the minimum
benefit package covers about 95% of all diseases in Ghana (Appendix 1).



1.3 THE OBJECTIVE OF 2008 CITIZENS” ASSESSMENT SURVEY

The goal of this study is to ascertain from the citizens’ perspective whether NHIS provides
effective health care financing arrangements for the poor. Thus the broad objectives of this
survey are to:

obtain feedback from citizens about how the NHIS is performing from the perspective
of local communities;

determine whether the NHIS is achieving its goal of ensuring equitable access to
quality basic health care for all residents (including vulnerable and excluded); and
gain insight into how to bridge the equity gap in access to quality health care services.

Specifically, the study provides evidence on level of subscription of NHIS by different socio-
economic groups in Ghana and analyzes the effects of NHIS on the following:

financial protection against the cost of illness;

access by households to affordable health care (availability and quality of inputs and
services, households explicit and implicit costs for health care services, utilization,
etc);

behaviour of health workers and health seekers;

incidence of ailment or injury; and

issues related to the process of registration and after registration.

Further details on the above issues discussed as part of the study include the following:

publicity/coverage of the NHIS and how it is understood by beneficiaries and
prospective beneficiaries

how card holding NHIS members perceive benefits from membership
reasons for not registering with NHIS

NHIS members’ willingness to renew registration

how long it takes to receive membership

socio-economic status of people enrolled in the NHIS

payment of premium (too high, too low, affordable)

kind of health service providers beneficiaries would prefer
(private/government/orthodox/traditionalist)

quality of services provided (waiting time, staff attitude, availability of health personnel
- doctor, nurse, pharmacist, paramedics, etc.)

quality of services compared to other alternative financing arrangements
quality of OPD and inpatient services

adequacy of drug list coverage

specialist treatments and referrals



Table 1.3: Matrix of Survey Objectives

SPECIFIC SURVEY ISSUE

BROAD SURVEY OBJECTIVE

Whether the NHIS is
performing well from
the perspective of
local communities

Whether the NHIS is achieving its
goal of ensuring equitable access
to quality basic health care for all
residents (including vulnerable and
excluded) in Ghana

Whether the NHIS is
bridging the equity gap
in access to quality
health care services

« Financial protection against the cost of illness X
e Access by households to affordable health care (availability and quality of X X X
inputs and services, households’ explicit and implicit costs for health care
services, utilization, etc)
» Behaviour of health workers and health seekers X
< Incidence of ailment or injury (within the last four weeks) X X
« Issues related to the process of registration and after registration X
Further details on above issues to be discussed as part of the survey include the
following:
e Publicity/coverage of the NHIS and how it is understood by beneficiaries and X
prospective beneficiaries
e Card holding NHIS members perception of benefits from membership X X
e Reasons for not registering with NHIS X X
* NHIS members willingness to renew registration X X
* How long it takes to receive membership card X X
e Level of premium (too high, too low, affordable) X X
< Kind of health service providers beneficiaries would prefer X
(private/government/orthodox/traditionalist)
* Quality of services provided (waiting time, staff attitude, availability of health X X
personnel - doctor, nurse, pharmacist, paramedics, etc.)
* Quality of services compared to other alternative financing arrangements X X
e Quality of OPD and inpatient services X
« Adequacy of drug list coverage X X
» Specialist treatments and referrals X




CHAPTER TWO
METHODOLOGY

2.1 INTRODUCTION

The study used both qualitative and quantitative approaches to address the issues identified.
In this way the quantitative results were complemented by the qualitative work.

The study involved an extensive survey of a representative sample of citizens across the
country, based on the sampling frame used for the fifth round of the Ghana Living Standards
Survey (GLSS5, 2005/06). The exercise was undertaken by the National Development
Planning Commission (NDPC) in collaboration with Ghana Statistical Service (GSS), Ghana
Health Service (GHS), Ministry of Health (MOH), National Health Insurance Authority
(NHIA), various District Mutual Health Schemes (DHMS) and health care providers, among
others.

2.2 SAMPLING DESIGN AND SAMPLING METHOD

To achieve the objectives of Citizens’ Assessment of the National Health Insurance Scheme
(NHIS), nationally representative sample surveys of households and health facilities, exit
interviews at hospital facilities, and interviews of selected health care providers and NHIS
managers were conducted throughout the country. The units of analyses were mainly
households that dwell in living quarters, and patients that were polled at the health care
facilities.

2.2.1 Household survey

Sampling frame and sampling units

The updated list of Enumeration Areas (EAs) of the 2000 Ghana Population and Housing
Census constituted the sampling frame for the household survey. The primary sampling units
(PSUs) were the EAs, since they are the smallest well-defined geographical units for which
population and household data are available. The EAs are also identifiable on maps.
Households within the EAs constituted the secondary sampling units (SSUs).

Stratification

The frame for the household survey was stratified based on the administrative region and type
of locality of residence, in order to increase precision and reliability of the estimates. The
broad ecological zones, (coastal, forest and savannah) were implicit in the stratification. The
first level of stratification corresponded to the ten administrative regions. Within each region,
the EAs were further stratified into urban and rural localities of residence. The sampling was
carried out independently within each regional stratum.

Stratification ensures that the sample is well spread out among the relevant sub-groups (eg;
region, urban/rural, ecological zone). Since sampling is carried out separately within each
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stratum, it is possible to ensure that there are sufficient sampling units in each subgroup to
allow meaningful analysis. Stratification also reduces sampling error, since the sampling
error depends on the variance within the strata and not between. The geographic ordering of
the EAs within each stratum, which was developed during the pre-census cartographic work,
also provided further implicit stratification.

Sample size and allocation

The number and allocation of sample EAs for the survey depend on a number of factors,
including the type of estimates to be obtained, the level of precision required, as well as,
availability of resources, time and operational constraints. Sampling errors and non-sampling
errors were taken into account. For purposes of quality assurance there was the need for the
sample size to be operationally manageable for all survey activities.

After careful consideration of options and also based on experience, time and resources
available, a sample size of about 2000 households was deemed adequate to ensure that there
are sufficient sampling units available for meaningful analysis and inferences about the
population, at the regional and national levels within a margin of error of plus or minus 2.5%.

Sample selection

The household sample survey was based on a two-stage stratified nationally representative
sample of households. At the first stage of sampling, 200 EAs (PSUs) were selected using
systematic random sampling with probability proportional to size (PPS) method.
Determination of the sampling rates by size of strata used proportional allocation based on
each region’s share of the 2007 estimated national population, and was weighted by the share
of the population registered with the National Health Insurance Scheme (NHIS) in each
region (Table 2.1).

Table 2.1: Distribution of 2007 Estimated Population, NHIS Registration Coverage & Allocation of

PSUs by Region

Share of Allocation

2007 Share of total of PSUs

Region Est. pop pop registered Registered pop registered (EAS)
Western 2042753 0.49 1000949 0.10 21
Central 1687311 0.57 961767 0.10 20
G. Accra 3576312 0.24 858315 0.09 18
Volta 1636462 0.32 523668 0.05 11
Eastern 2274453 0.51 1159971 0.12 24
Ashanti 3924925 0.51 2001712 0.21 41
Brong Ahafo 1968205 0.72 1417108 0.15 29
Northern 1790417 0.58 1038442 0.11 21
Upper East 963448 0.47 452821 0.05 9
Upper West 561866 0.47 264077 0.03 5
Total 20426152 9678829 1.00 199*

Source: 2008 NDPC PM&E Survey
*The survey team could not work in one EA because of operational difficulties



The selection of EAs (PSUs) was accomplished by carrying out the sampling operation
independently within each stratum (region). The selection procedure for PSUs within each
stratum was achieved by ordering the complete list of EAs by population size and
systematically selecting the required number of units within each stratum.

At the second stage, 10 households were selected systematically separately for each EA to
produce a total of 2,000 households nationwide. Additional three supplementary households
were selected for each EA as reserve for possible replacement for missing households. A total
of 1,988 households participated in the survey yielding 99.4% response rate for the household
survey. The survey team could not work in one EA because of operational difficulties.

2.2.2 Patient exit poll and other interviews

In addition, 1,000 patients were randomly polled from 100 NHIS accredited health facilities.
The health facilities were selected from districts that had earlier been selected for the
household survey. A sample of health care providers and all scheme managers in the selected
districts were also interviewed. A relatively lower response rate of 92% was achieved for the
exit interview, compared to the household level interviews (99.4%), because of poor timing
of visits to health care facilities.

2.3 SURVEY INSTRUMENTS

The main instrument for the survey was the household questionnaire which covered a wide
range of topics including, the demographic characteristics, economic activity, and history of
household ailments during the last 4 weeks, deliveries, chronic health conditions, health
consultations and visits to health facilities, payment of medical expenses, health insurance,
household assets and housing conditions. There was also a patient exit poll questionnaire and
supplementary questionnaires, one each, for health providers and health insurance scheme
managers. Both the exit and household questionnaires have sections on the performance of
the scheme, as perceived by citizens of the country (Appendix 3). All the instruments were
administered through face-to face interviews.

2.4 DATA COLLECTION
2.4.1 Field organization

Seven teams were formed for the data collection exercise. Each team comprised one
supervisor, 3 interviewers and one driver. Each team was provided with one 4x4 vehicle to
ease movement in the field. On average, each team was assigned 280 households, 145 patient
exit poll interviews, 13 health providers and 8 scheme managers. Fieldwork for the entire
survey lasted about four weeks.
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2.4.2 Training

An intensive training workshop on the Citizens” Assessment of the NHIS survey instruments
was organized for 30 experienced field personnel. The participants were taken through the
following:
e explanations on the survey methodology;
e the use of Enumerated Area maps in the field for identification of households using
pre-selected list of the sample elements;
« the structure and content of the survey instruments;
e Dbasic concepts, definitions and instructions on how to complete the scanable
questionnaires and
e simulation trials and mock interviews

After the training, twenty-eight participants (including 7 supervisors) were selected to
participate in a two-day pre-test of the survey instruments. The choice of field personnel for
the pre-test was such that all the supervisors and at least two potential interviewers from each
team were involved in the exercise.

2.4.3 Fieldwork

Data collection for the survey was carried out between the 5" and 29" November 2008. For
quality control, scheduled and random field monitoring visits were made by senior personnel
of the project to check on the logistics, quality and progress of the data collection exercise.

2.5 EDITING, DATA CAPTURE AND DATA PROCESSING

Manual checking and editing of the field returns, as well as, post-coding of open-ended
questions had to be carried out before the completed questionnaires were dispatched for data
entry and processing.

The questionnaires were scanned using high speed scanners and verification of the scanned
data was achieved by using the Formic Software.

Welfare measure

The study used an index that was derived from multi-dimensional aspects of welfare. A
wealth quintile was constructed using information on household ownership of a number of
consumer items, ranging from a television set to a bicycle or car, as well as dwelling
characteristics, such as source of drinking water, sanitation facilities, and type of material
used for flooring. Each asset was assigned a weight (standardized factor score) generated
through principal components analysis. A number of studies have applied this method in low-
income countries (Houweling et al., 2003; Montgomery et al., 2000; Sahn and Stifel, 2000;
World Bank, 2004) and there are indications that it provides a wealth measure that is at least
as good as a consumption measure (Filmer and Pritchett, 1999).
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CHAPTER THREE
CHARACTERISTICS OF SURVEY RESPONDENTS

3.1 HOUSEHOLD SURVEY

The survey covered the entire country, with all the ten (10) regions divided into enumeration
areas (EAs) and shared between locality of residence (rural and urban). The unit of analysis
was the household, and a total of 1,988 households were interviewed from 199 EAs (110
from rural areas and 89 from urban areas). The total number of respondents was 8,644 of
which 56.7% were adults and 43.3% were children under 18 years old. Rural respondents
constituted the bulk accounting for 56%, while 44% were drawn from urban areas. Table 3.1
shows the regional distribution of the EAs and households covered in the survey.

Table 3.1: Regional distribution of EAs, households and individuals covered by the survey
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The survey results indicate the numerical dominance of female and adult population, who
constituted 51.3% and 56.7% respectively. This pattern observed in the survey is consistent
with the population characteristics shown and documented in the 2000 population and
housing census. The female population of Ghana is known to be a little above 51% with a
pyramidal structure indicating a broad based youthful population of about 40%. This trend
remains the same in all the regions with the exception of Brong Ahafo, Upper East and Upper
West where the share of female was lower than 50%.
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The rural-urban distribution of the population is generally similar to the pattern of regional
distribution and also not different from the national statistics from the GSS. From the survey,
close to 53% of the population in urban areas, compared to 50% of rural dwellers are all
females. A little more than 39% of the residents in urban areas are under 18 years and more
than 45% of the rural population are under 18 years.

The characteristics of the respondents in terms of the sector in which they are employed, is
largely consistent with the result of the GLSS 5 in which majority of Ghanaian is believed to
be employed in the informal sector. The result of this survey indicates that more than 78% of
respondents are employed in the informal sector, with Ashanti Region having the highest
proportion of people employed in the informal sector (88.8%), followed by the Northern
(86.9%), Volta (83.1%), Central (81%), and Eastern (79%) regions in that order (Figure 3.1).
The share of rural respondents who were in the informal sector was observed to be relatively
higher than the urban respondents, as more than 86% of the rural population are employed in
the informal sector compared to 68% of urban dwellers.

From the survey results less than 5% of the respondents indicated they were unemployed
during the last 7 days, with the unemployment rate being higher in the northern regions
except the Upper West Region where the proportion of respondents who indicated they were
unemployed was lower than national average of 4.7%.

Figure 3.1: Percent employed in the formal and informal sectors in Ghana
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3.2 PATIENT EXIT SURVEY

Besides the household interviews, patient exit polls were conducted in all ten regions. In this
method outpatients leaving health facilities were approached and interviewed. Health
facilities visited include Community-based Health Planning and Services (CHPS) units,
health clinics, health centres, district hospitals, and regional hospitals (Figure 3.2). Majority
of the respondents use health centres, district hospitals and health clinics. The proportion of
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households who indicated they use health centres constituted about 34%, compared those
who use regional hospitals (5%) and CHPS (3.5%).

Figure 3.2: Type of health care facility visited
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The CHPS initiative was introduced in the late 1990s to enhance access to health care in
Ghana, particularly for communities in remote areas. Under this initiative, community health
nurses served as community resident health care providers. An evaluation of the pilot CHPS
project found that the number of health service encounters within the community increased
eight-fold and improved immunisation coverage (Mclintyre, 2007). While this did well in
addressing physical access constraints, financial access remained a serious problem.

Figure 3.3 presents the distribution of the survey respondents for the exit poll, the respondent
in this instance may be either the patient or a caretaker. In all 920 individuals were
interviewed, out of which 70% were patients and 30% were caretakers. The polls result
indicates that more people use health facilities in the urban areas (77.4%) than in the rural
areas (22.6%). This may be attributed to the general concentration of health facilities in urban
areas than in rural areas.

The exit poll also revealed a larger female population (65%) than males (35%) using health
facilities. Majority of the people (83.3%) interviewed in the exit poll were in the active age
group of 18 — 69 years (Figure 3.3). Only about 6% of respondents were aged 70 years and
above and just a little over 10% were aged 18 years and below. The large percentage of active
labour force visiting the facilities raises the issue of high economic cost of illness. Several
studies have suggested that where the incidence of illness is high on the active labour force of
a country the burden on the economy can be high and may be severe for a household if
uninsured (Asfaw, 2003; and Osei-Akoto, 2004).
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Figure 3.3: Distribution of people using health facilities (%)
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3.3 HEALTH CARE PROVIDERS’ SURVEY

A total of 87 interviews were conducted with providers of health care services during the
survey (Table 3.2). The objective of this interview was to gather information on the use of
health facilities by NHIS card holders and non-card holders. It also helped to gain insight into
some of the challenges faced by health care providers following the implementation of the
national health insurance scheme, with the view to finding ways to improve the smooth

operation of the scheme.

Table 3.2: Number of officials interviewed from health care facilities by region

Region Medical Medical ~ Midwife ~ Administr Nurse  Dispensary Other
Director/Officer ~ Assistants ator Technician
Gt. Accra 3 2 - 2 - - 2
Central 1 2 - 1 1 - 2
Western 1 3 - 3 3 - -
Ashanti 5 2 3 - 1 - 3
Eastern 1 3 2 1 2 - 1
Brong Ahafo 1 2 1 - 2 - 1
Volta 1 3 2 - 3 - 1
Northern 2 1 2 - 3 1 1
Upper east - 3 - 1 1 - -
Upper west 1 - 2 - - - 1
Total 16 22 12 8 16 1 12

Source: 2008 NDPC PM&E Survey

Out of the 87 officials interviewed 16 were medical officers, 22 medical assistants, 12
midwives, 8 administrators, 16 nurses and 1 a pharmacy technician (Table 3.2). The
interviews were conducted in 83 health care facilities across the country, of which 75 were
accredited, while the remaining were still in the process of securing their accreditation.
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3.4 SURVEY OF MUTUAL HEALTH ORGANIZATIONS (MHOS)

The operation of the national health insurance scheme at the district level falls within the
mandate of the various district-wide schemes established in the ten regions of Ghana. They
are responsible for educating the public on the benefits of the scheme, registration and
renewal of membership, collection of premium, management of claims and ensuring the
sustainability of the scheme.

This section of the report assesses the performance of 58 schemes nationwide selected for the
study. The report, among others, discusses accreditation of facilities, registration by various
categories of members as well as the challenges the MHOs face in running their schemes.

Table 3.3 shows the regional disaggregation of the schemes visited, with Ashanti region
having the highest number of schemes (11) followed by Western and Northern regions (7
each). As shown in Table 3.3, most scheme managers (approximately 75%), were interviewed
nationwide for information relating to the coverage of the selected schemes, the categories of
registered members of the scheme and the challenges facing the schemes. With the exception
of the Brong Ahafo Region, most of the respondents were scheme managers. The information
gathered from the schemes thus have a high level of reliability and could confidently be used
for assessing the performance of the selected schemes and subsequently as basis for
influencing public policy.

Table 3.3: Type of staff interviewed from District MHOs

SCHEME PRO MIS CLAIMS MARKETIN Total Number of
Region MANAGER MANAGER  MANAGER G OFFICER schemes visited
GREATER ACCRA 4 1 - - 5
BRONG AHAFO 1 3 - 1 5
WESTERN 6 1 - - 7
ASHANTI 9 2 - 11
EASTERN 4 1 1 - 6
VOLTA 6 0 - - 6
UPPER EAST 2 0 - 1 3
UPPER WEST 2 1 - - 3
NORTHERN 6 0 1 - 7
CENTRAL 4 0 - 1 5
TOTAL 44 9 2 2 1 58

Source: 2008 NDPC PM&E Survey

Nearly 61% of the schemes visited commenced operations in 2004 and 2005 following the
passage of the National Health Insurance Scheme Act, 2003 (Act 650); while about 28%
started their operations in 2008 (Table 3.4).
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Table 3.4: Year of commencement of operation by selected schemes

Year of Commencement of MHO

Regions 2002 2003 2004 2005 2006 2007 2008  Total
GREATER ACCRA 2 1 2 5
BRONG AHAFO 1 3 1 5
WESTERN 2 1 1 3 7
ASHANTI 1 5 3 2 11
EASTERN 1 2 3 6
VOLTA 4 0 2 6
UPPER EAST 1 0 2 3
UPPER WEST 2 1 0 3
NORTHERN* 2 2 1 1 6
CENTRAL 0 3 2 0 5
TOTAL 1 1 22 13 3 1 16 57

Source: 2008 NDPC PM&E Survey
* One scheme from the Northern Region did not provide the year of commencement of operations

The estimated total catchment area population of the schemes visited is 8,869,915, with the
total number of accredited facilities of these schemes being 1,672. The regional
disaggregation of the catchment population as against accredited facilities is shown in Table
3.5. Though the Greater Accra Region recorded the highest catchment population, it recorded
second in total facilities accredited after Ashanti Region, which has the second highest
catchment population. Table 3.5 shows no apparent direct correlation between size of
catchment population and facilities accredited.

Table 3.5: Catchment Population and Facilities Accredited by Selected Schemes

Catchment population Number of Facilities
Regions of scheme Accredited
GREATER ACCRA 2,059,208 266
BRONG AHAFO 167,025 71
WESTERN 984,606 204
ASHANTI 2,008,176 534
EASTERN 753,198 158
VOLTA 909,487 138
UPPER EAST 476,050 53
UPPER WEST 307,029 69
NORTHERN 765,707 81
CENTRAL 439,429 98
TOTAL 8,869,915+ 1,672

Source: 2008 NDPC PM&E Survey
*Five schemes did not provide information on catchment population
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CHAPTER FOUR
DEMAND FOR NATIONAL HEALTH INSURANCE

4.1 INTRODUCTION

This section discusses two aspects of demand for National Health Insurance in Ghana. The
overall level of subscription by individuals across various localities, and subscription by
households in different socio-economic groups are analysed. Issues of registration and
renewal, the relationship between demand and operational challenges are also discussed.

4.2 OVERALL LEVEL OF SUBSCRIPTION TO THE NHIS

Analysis of the household data suggest that at the time of the survey more than half of the
Ghanaian population (55.6%) had registered with the National Health Insurance Scheme®.
Out of this, 47.9% were valid card bearing members of the NHIS, and 7.7% had registered
but were yet to receive their valid NHIS cards (Figure 4.1).

Figure 4.1: NHIS Membership Status of Individuals, 2008
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Source: 2008 NDPC PM&E Survey

Also, one-third (33%) of households in the survey had fully registered all their members,
while about a quarter (25.9%) had registered some members of their households. More

® This is less than the figure provided by the NHIA (see section 1.2). The difference may be attributable to the
population size NHIA used for computing the percentage registered under the scheme. While the NHIA used
the 2000 population census estimate as the base population without adjusting for the annual growth rate of the
population, this survey assumes the current population size.
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importantly nearly 41% of the population had no household member registered under the
scheme (Figure 4.2). The scheme encourages complete registration of household members in
order to pool health risk even at the household level. However, the results indicate that more
effort has to be made to reduce the possible high level of selection of individuals into the
scheme. There is the likelihood that “high” risk groups could be selected into the scheme
given that there is a problem of information asymmetry in developing countries including
Ghana.
Figure 4.2: NHIS Membership Status of Households, 2008
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4.3 LOCALITY OF RESIDENCE AND NHIS MEMBERSHIP

The result from the household survey shows that the proportions of the population in the
Upper West, Volta, Western, Upper East and the Eastern regions who hold valid NHIS cards
were higher than the national average (Table 4.1). While the proportions of the population
who hold valid cards in Central, Northern, Greater Accra and Ashanti Regions were less than
the national average. The Central Region had the lowest proportion of the population with
valid cards. On the other hand, the Northern Region has the highest proportion of people who
though registered had no valid NIHS cards (16.3%), followed by Ashanti (11.9%) and Brong
Ahafo (10.5%) Regions in that order, whiles the Upper East Region has the least (1.3%).
However institutional data from NHIA records and also from data on 58 schemes covered as
part of this survey suggest that Ashanti, Brong Ahafo and the Northern Regions have the bulk
of the population registered under the NHIS nationwide.

Significant proportion of individuals interviewed has not yet registered with the NHIS. This
is particularly high for Greater Accra and Central regions where more than half of the
population are still not registered under the scheme.
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The survey shows that in general, the proportion of individuals registered under the scheme is
higher in the urban than in the rural areas. The level of registration is about 10% more in
urban areas than in rural areas (Table 4.1).

Table 4.1: NHIS membership status of individuals by locality of residence (%)
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4.4 DEMOGRAPHIC STATUS AND NHIS MEMBERSHIP

The NHIS policy does not provide any risk base screening for registration and award of
benefits to individuals. However, the data shows differences in demographic status and NHIS
membership status. This may however be due to the exemptions in the scheme that is based
on age and poverty status. This section looks at NHIS membership according to age, sex, and
marital status.

The survey results show that more females have registered with the NHIS than males. For
example close to 50% of females are NHIS subscribers with valid membership cards as
compared to 45.9% of males that hold valid membership cards.

The NHIS policy categorizes age distribution of membership into three groups: Below 18
years; 18 — 69 years; and 70 years and above. Although children below 18 years are not
required to pay premium, they can only benefit if their parents have registered with the
scheme. Invariably the registration of a child is dependent on the registration of an adult
parent. From the survey, 46.7% of persons aged 18 — 69 registered with the NHIS are valid
card holders, while nearly the same proportion (46.3%) from this group are not registered
with the scheme. This may have led to the exclusion of 43.5% of children from the scheme
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(Figure 4.3), which constitute a major challenge for policy in terms of ensuring that children
enjoy the full benefit of the scheme irrespective of parent’s registration status.

On the other hand about two-thirds (64.6%) of persons aged 70 years and above are
registered members of NHIS with valid cards, while only 23.5% are not registered. Though
the proportion of the aged who are not registered under the scheme is relatively lower than
the children (under 18 years), as well as the adult (between 18 and 69 years), it still
constitutes a social protection challenge that requires intervention. Linking this to the
identification criteria for benefits under the LEAP intervention could be one of the possible
ways of addressing this situation.

Figure 4.3: Individual membership of NHIS by age group (%)
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In terms of relationship to the household heads, a higher proportion of female spouses
(51.9%) of the male household heads was observed to have registered with NHIS and had
valid ID cards, compared to 47.5% of the male household heads and 47.3% of other
household members who had registered and had a valid ID card. On the other hand more
widows (55.7%) and married people (49.8%) were found to have registered with the scheme
with valid cards than those who were single or were engaged in a loose union (34.1%). These
observations are positive indications of the key outcomes of the scheme as it seems to
provide affordable health care financing arrangement that protects the poor and the
vulnerable including children, women and widows.

Analysis of the household data by the number of children in the household shows that, the
smaller the number of children in the household, the more likely is it for all members to be
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registered under the scheme. Among households where there are no children at all, 35.4%
have registered all their members under the scheme, while 33.3% of households with 1-3
children have registered all household members under the scheme. On the other hand only
28.2% of households with more than 3 children have registered all their members under the
NHIS (Figure 4.4). This is quite surprising and need further investigation, since the
expectation is that once the scheme caters for all children in a family, parents will take
advantage of it and register all their children for them to benefit from the government’s
subsidization policy. A number of reasons may account for this trend including poor incomes
of households and possible misinformation or misunderstanding at the local level on the
number of children who qualify to benefit from the scheme in the event of parent registration.
The impression is created among the populace that the scheme provides for up to only three
children for each household to benefit from the child exemption policy, and this may have
accounted for the trend observed above.

The above observation is further strengthened by the evidence that suggests that, as the size
of the household increases, there more likely households will register some and not all of its
members. For those households who indicated they had no child, 17.2% indicated they have
registered some of their household members, while 28.5% and 31.8% of those with 1-3
children and more than 3 children respectively, indicated they have registered some of their
household members. This should be of concern to the scheme because of the likelihood of
selecting “high” risk individuals, especially in the informal sector where membership is all
voluntary.

Figure 4.4: Proportion of Households Registered under the NHIS by Size of Household (%)
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Also the high percentage of non-insured households among households without children
suggests that the proposition to decouple children from parents for purpose of enjoying
exemption under the scheme could be a disincentive for registration. This however needs
further investigation before the policy initiative on decoupling of children from parents is
implemented.

4.5 EDUCATIONAL STATUS AND NHIS REGISTRATION
4.5.1 School Attendance and NHIS Membership

One of the options suggested under the proposed policy to decouple children exemption from
parental status is to link school attendance (UNDP, 2007) with children registration. It is
believed this, in addition to other ongoing interventions including the Capitation Grant, and
the School Feeding Programme, may encourage parents or guardians to enroll their children
in school. Results from the household survey show that a higher proportion of children who
attend school have registered with the scheme (51.3%) and hold valid cards, compared to
33% of those who are not attending school. This has a direct relationship with the socio-
economic status of a child’s parent, as discussed under the “NHIS Registration and Socio-
economic Groups” later in this report. The discussion clearly shows that, insurance under the
scheme is perfectly linked to the socio-economic status of households, and therefore
improving the socio-economic potentials of households has the higher potential of increasing
registration under the scheme.

4.5.2 Adult Literacy and NHIS Membership

Analysis of the data suggests that registration with the NHIS for adults 18 years and above
was related to their level of literacy. Respondents who were literate were more likely to be
registered with the NHIS than those who were illiterate. Nearly 52% of those who were
literate were registered under the scheme with valid cards, while only 39.9% of those who
were illiterate were registered with valid cards. Also the proportion of the illiterates who were
not registered with the NHIS is over 10% higher than that of the literate group.

Similarly the proportion of adults who have completed secondary or higher education and
have registered with the NHIS with valid cards (61.8%) is higher than the proportion for
those who have completed MSLC/JSS (46.9%) and those who completed Primary School
(38.8%).

This knowledge about the subscribers offers useful information in designing communication
tools and strategy that serve the needs of the target population. It also helps in effectively
targeting interventions aimed at encouraging more people to subscribe to the scheme. The
indication is that educational campaigns on NHIS should aim at communication channels that
are more appealing to many Ghanaians who are not literate or do not have formal education.
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4.6 SOCIO-ECONOMIC STATUS AND NHIS MEMBERSHIP
4.6.1 Sector of employment and NHIS membership

The NHIS policy on premium and membership differ with respect to the sector of
employment of an individual. Formal sector workers under SSNIT pension scheme are
generally mandated to join the NHIS, whereas membership for the informal sectors workers
is voluntary. Subscriptions for workers who are members of the SSNIT pension scheme are
taken at source so that they only have to pay registration fees to have valid cards and benefit
from the NHIS. The expectation therefore, is that a greater proportion of formal sector
workers should be having valid NHIS cards as compared to the workers in the informal
sector. This is because more of the workers in the formal sector contribute to the SSNIT
scheme.

There is an implicit cross-subsidy from the formal sector to the informal sector because
premium level for the formal sector is higher than the informal sector due to the relative
difficulties in determining the true incomes of informal sector subscribers in order to index
their contributions to income. The informal sector premium payment is virtually at a fix rate
irrespective of income status. The survey results however, indicate that a relatively large
proportion of formal sector workers (32.3%) still do not hold valid NHIS cards (Figure 4.5).
A situation that has been attributed to an inherent high transaction cost associated with
registering with the scheme and the fact that some of the formal sector workers have
alternative arrangements for financing their health care needs (including various work place
schemes). This suggests a clear need to intensify recent efforts to offer schemes that appear to
be more attractive to high income groups.

Figure 4.5: Individual Membership of NHIS by Sector of Employment (%)
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This notwithstanding, the proportion of formal sector workers who are registered under the
scheme is higher (62.2%) than the proportion of informal sector workers that are registered
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(41.7%). This is generally consistent with the data from NHIA which suggest that nearly 30%
of those registered under the scheme are in the informal sector. Given that less than 10% of
the labour force is engaged in the formal sector, the scheme’s sustainability with regards to
contribution from beneficiaries depends largely on getting more informal sector workers to
subscribe to the scheme.

4.6.2 Socio-economic Group and NHIS Membership

Registration of individual household members under the NHIS was also matched with socio-
economic groups® of households and the results suggest that, as the socio-economic status of
households improves, the chance that they will register with NHIS increases. The lowest 20%
of the index of socio-economic status has the lowest proportion registered under the NHIS
(28.7%) with valid cards while the upper 20% has the highest proportion (63.9%) of
individuals registered under the NHIS (Figure 4.6). Between the lowest 20% and the upper-
most 20%, the proportion of individuals registered under the NHIS increases with increasing
quintiles.

Figure 4.6: Individual NHIS Membership by Socio-economic Group (%)
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® Welfare measure: The study used an index that was derived from multi-dimensional aspects of
welfare. A wealth quintile was constructed using information on household ownership of a number
of consumer items, ranging from a television set to a bicycle or car, as well as dwelling
characteristics, such as source of drinking water, sanitation facilities, and type of material used for
flooring. Each asset was assigned a weight (standardized factor score) generated through principal
components analysis. A number of studies has applied this method in low-income countries (GSS:
2003 & 2006, Montgomery et al., 2000; Sahn and Stifel, 2003) and there are indications that it
provides a wealth measure that is at least as good as a consumption measure (Filmer and Pritchett,
2001).
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Similarly a positive relationship exists between the socio-economic group and the number of
household members that are registered at any given time. The proportion of households that
indicated they have registered all their members under the scheme increases with increases in
socio-economic status. Nearly 17% of households in the lowest 20% of the index of socio-
economic status indicated they have registered all their members under the scheme, while
45.6% of the uppermost 20% of the index of socio-economic status indicated they have
registered all their members under the scheme (Figure 4.7). This suggests that it is possible to
further charge different premiums for different socio-economic groups. Indeed the scheme
makes room for the exemption of indigents from paying premium and as indicated by the
records of NHIA, only 2.4% of the current membership of the scheme are indigents. There
are clear difficulties in identifying the vulnerable and excluded group and for the policy to
fully benefit the poorest of the poor, it is important to review the targeting mechanism to
make it more effective.

Figure 4.7: Household NHIS Membership by Socio-economic Group (%)
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4.7 REASONS FOR NON-REGISTRATION UNDER THE NHIS

The result of both the exit interviews and household surveys were consistent with the reasons
offered for non-registration under the NHIS. About 41.1% of households have none of their
members covered by the NHIS, while 25.9% have only insured some of their members.

A number of reasons were given by households with regard to why they have not registered
under the scheme, including the inability to afford the premium. On average, 77% of
individuals who have not registered with the scheme attribute their non-registration status to
affordability issues. The proportion is even higher among the rural dwellers (85%) than urban
dwellers (64.5%) (Table 4.2). Other reasons include no need for the scheme (6.6%) and lack
of trust in the organizers (4.4%). Although all households cited high premium as the main
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reason for non-registration, there are significant differences between the reasons cited by
poor households and those cited by non-poor households (Table 4.3). For poor households
the main reason is attributed to affordability of premium (91%) but for non-poor households,
the NHIS does not serve their health insurance needs (31.5%). This indicates the need for
alternative arrangements that can serve as top-up schemes for non-poor households.

Responses offered by exit interviewees, who were not registered with the scheme were not
different from those provided by the household interviews. In general, a higher proportion of
the exit interviewees ascribe similar reasons such as inability to afford premium (59.3%) and
no need for health insurance (13.7%) for their non-registration. The proportion of exit
interviewees who cannot afford to pay the premiums is again higher in the rural (85.0%)
areas than in the urban areas (48.6%).

Table 4.2: Reasons why an individual is not registered under the NHIS by locality of residence
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Table 4.3: Reasons for non-registration under NHIS by Socio-economic Group (% of non-registered
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4.8 REASONS FOR NOT HOLDING NHIS CARDS OR NOT RENEWING CARDS

In order to appreciate some of the operational challenges associated with the implementation
of the National Health Insurance Scheme the survey sought to assess the proportion of
households who were not NHIS card holders and what had accounted for the situation. The
analysis of the data suggests that about 8.7% of all households in the survey had no NHIS
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card either as a result of non-renewal of registration after expiration or they have registered
but were yet to receive their NHIS card.

Those who had not renewed their registration after its expiration constitutes 36.3% of all
households with no NHIS card, while 30.8% of individuals in this category indicated they
have registered and paid fully for their premiums but were yet to receive their cards at the
time of the survey. Also 23.9% have registered and paid fully for their premiums but were in
the waiting period. The waiting period is the time between registration and receipt of valid
NHIS membership card (normally not more than six months). This is to prevent people from
joining a scheme only when they are ill. The waiting period is only for initial registrants or
first time contributors to the scheme and those who do not renew their registration on time
after expiration.

Table 4.4: Reasons why a registered NHIS member is not holding a valid card by locality of residence
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Similarly 5.3% of those interviewed in the exit poll had no valid NHIS cards due to similar
reasons in the household survey. Nearly 32.7% of those interviewed in the exit poll who did
not have a valid NHIS card had registered and were in a waiting period, while 24.5% had
registered and paid fully the premium but were yet to receive NHIS card. Those who had not
renewed NHIS card after it expired constitute 20.4%.

Nearly 50% of those in the household survey who had not renewed their registration after it
expired cited high premium charges as the reason for non-renewal, while about 33% have not
renewed their registration, either because they did not fall sick to benefit from the previous
registration (17.7%) or the waiting time to get a card is too long (15%) (Table 4.5).

Most of the respondents in the lower 20% income group identified high premium charges as
the main reason for not renewing, while those in the upper income group cited both long
waiting period and high premium as the main reasons for non-renewal (Table 4.6).
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Table 4.5: Reasons why an individual’s NHIS card is not renewed by locality of residence
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Table 4.6: Reasons for non- renewal of cards (% of those with expired cards)
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CHAPTER FIVE
EFFECTS OF THE NHIS ON ACCESS TO HEALTH CARE

5.1 INTRODUCTION

This section examines the effects of the NHIS on access to health care. Specifically the
section seeks to find out whether access to health care has improved since the introduction of
the national health insurance scheme using the following indicators:
« Reporting of ailment or injury to health facilities;
« Type of health professional consulted for general health care;
< Type of health professional consulted for deliveries in the last 12 months;
= Financial protection against the costs of treatment for general health conditions;
« Financial protection against the costs of treatment for deliveries in the last 12 months;
and
= Financial protection against the costs of treatment for chronic health conditions during
the last 12 months.

5.2 REPORTING OF AILMENTS AND INJURIES

In order to understand how the NHIS has improved access to health care by reporting ailment
or injury to health facility, respondents were required to indicate whether they have self-
reported any ailment or injury to a health facility, the number of days of school/job lost due to
illness, and the associated visits to a health facility within the last 4 weeks. Table 5.1 shows
that households insured with valid NHIS cards made the highest number of reports (14.2%)
with ailment in the last 4 weeks, followed by those registered but without valid cards (13.3%)
and lastly by those who have not registered at all (9.8%).

Table 5.1: Effects of NHIS on Incidence of Ailments/Injuries (within last 4 weeks)

Percent No. days of job/school No. of visits in 4

NHIS status reporting lost due to illness weeks
Insured (with valid card) 14.2 3.63 1.65
Registered (no valid card) 13.3 3.62 1.39
Not-registered 9.8 478 1.52
Total 12.2 4.0 1.6

Source: 2008 NDPC PM&E Survey

While the difference between those registered with valid cards and those registered without
valid cards does not seem significant, the difference between the two groups on one hand and
those who have not registered, is quite significant. The implication is that many of the cases
reported by the NHIS members with valid cards might not have been reported if they had not
registered. People with valid cards made the greatest number of visits to health care facilities
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(an average of 1.7 visits), compared to those who have not registered with an average of 1.4
visits to health care facilities. This suggests that the NHIS has improved people’s access to
health care; hence the need to enhance efforts to get the rest of the population to register with
the scheme.

On the average the number of days of school/job lost due to illness is highest among those
who have not registered (4.8 days) as compared to days lost by the insured population (3.6
days). This means that those who have not registered had little or perhaps no medical care
and as a result had the longest period of recuperation. The implication of this finding is that
productive hours lost during ailment can be significantly reduced when more people are
registered under the health insurance scheme.

5.3 THE NHIS AND ACCESS TO HEALTH CARE

This section examines the effect of the implementation of the national health insurance
scheme on access to specific aspects of health care provided by health care facilities. Here,
the analysis seeks to establish whether NHIS registered members get the opportunity to see
skilled health care providers when they report at health facilities more than those that are not
registered. Moreover, we will find out how this type of access differs across regions, among
various types of residents and socio-economic status of households.

5.3.1 Health Care Providers Consulted for General Health Care

The results on the type of health care personnel consulted by respondents suggest that people
in the Greater Accra Region consulted doctors/ medical assistants more than all the other
regions, while Upper West had the least number of people who consult doctors/ medical
assistant (Table 5.2). The results somewhat reflect the distribution of high quality medical
professionals in the various regions. It is therefore not surprising that a lot of the respondents
in the relatively more endowed regions such as Greater Accra and Ashanti had the
opportunity to consult high quality professionals. The distribution among rural and urban
residents clearly underpins the fact that people in the urban areas have access to high quality
facilities and for that matter, high quality health care.

The type of medical personnel beneficiaries visited for consultation within the last 4 weeks is
summarized in Table 5.3. The results show that being an NHIS card bearer improves the
chances of seeing high quality health professionals. While as much as 71.9% of those who
are registered with valid cards consulted doctors/medical assistants, just about 40% of those
registered without cards and those who are not registered at all consulted doctors/medical
assistants. Moreover, a relatively high proportion of those who have registered but do not
have valid cards (41.6%) and those who have not registered (39%) consult drugstores/TBAS
as compared to a smaller percentage (10.5%) who have valid cards but consulted drugstores
or TBA. Those with valid cards who consult drugstores/TBA may do so because of the nature
of their illness and not necessarily because they face unusual barriers to access to health care.
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Table 5.2: Health Care Providers Consulted for General Health Care within 4 Weeks

Drug
Doctor/Medical Nurse/ Store/

Assistant Midwife TBA/Other None Total
Region of residence
Western 65.0 0.0 35.0 0.0 100
Central 61.2 5.5 20.0 13.3 100
G. Accra 72.0 3.7 20.6 3.7 100
Volta 56.0 27.1 11.0 6.0 100
Eastern 54.3 15.8 28.0 19 100
Ashanti 64.4 8.8 25.2 15 100
Brong Ahafo 48.9 24.3 25.4 1.4 100
Northern 56.1 9.2 22.3 12.4 100
Upper East 46.1 7.0 19.7 27.2 100
Upper West 24.8 47.9 17.5 9.9 100
Locality of residence
Urban 66.9 75 23.6 2.0 100
Rural 50.5 18.1 23.1 8.3 100
Socio-economic group
Lower 20% 44.2 15.9 27.4 12.5 100
Next 20% 48.0 16.6 28.2 7.2 100
Next 20% 61.5 17.7 16.8 4.0 100
Next 20% 58.6 12.9 25.9 2.7 100
Upper 20% 76.9 4.7 17.2 13 100
Total 57.6 13.6 23.3 5.6 100

Source: 2008 NDPC PM&E Survey

Table 5.3: NHIS Membership Status and Health Care Providers Consulted for General Health Care

within 4 Weeks

Doctor/Medical Nurse/  Drug Store/

Assistant Midwife  TBA/Other None Total
NHIS Status
Insured (with valid card) 71.9 15.3 105 23 100
Registered (no valid card) 41.3 145 41.6 26 100
Not-registered 39.0 10.6 39.0 11.4 100
Main source of payment
Household 40.8 13.4 45.2 0.6 100
NHIS 82.4 16.7 0.9 0.0 100
Other 73.0 8.8 18.2 0.0 100
Total 61.9 14.6 23.3 0.3 100

Source: 2008 NDPC PM&E Survey

The NHIS status of respondents and type of health personnel they consult is fully supported
by the finding on who bears the cost of general health care against the type of health
personnel they consult. More than 80% of those whose medical bills are paid by the NHIS
consult doctors/medical assistants as compared to 40% of those whose bills are paid by
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households. The national average for those who consult doctors or medical assistants is about
61.9%. This is much higher than the average observed in 2005/2006 (which is about 45%),
when the implementation of the scheme had just begun across the country (GSS, 2007). It can
therefore be said that the NHIS has improved the access of households to quality health care
providers’.

5.3.2 Health Care Providers Consulted for Deliveries within Last 12 Months

This section examines access to health care at child birth. The main issues examined here are
the type of facilities in which such deliveries take place and who pays for the cost of health
care provided. The aim is to find out whether households registered with the NHIS have
better access to good health facilities for deliveries than households who are not registered.

Analysis of the place of delivery by region of residence shows that in Greater Accra Region,
all deliveries reported in the survey took place in a health facility (Table 5.4). The next region
which recorded the highest deliveries in health facilities is the Upper West Region, followed
by Western Region and then Central Region. The region which recorded the lowest deliveries
in health facilities is Upper East region, followed by the Eastern Region and then the
Northern Region.

In terms of locality of residence, the urban residents had more deliveries of babies in health
care facilities than rural residents. Close to 90.6% of urban dwellers deliver in health care
facilities, compared to about 56.7% of rural dwellers. While urban dwellers who deliver
babies at home account for only 7.2% of households, rural dwellers who deliver at home
account for more than three times this figure (24.4%). This difference may also be explained
by the fact that the urban dwellers have relatively easy access to health facilities because
there are more health facilities in urban areas than there are in rural areas. Moreover, given
that the educational background of urban residents is generally higher than that of rural
dwellers they are much more aware of the risks associated with delivery outside an approved
health facility.

The likelihood of a household having babies delivered in a hospital facility is high when the
socio-economic status of the household is high. It is evident from Table 5.4 that the number
of deliveries in health facilities increases as one moves from the lower 20% quintile of
households to the upper 20% quintile of households based on their socio-economic status.
The reason for this is not difficult to find. Households with high socio-economic background

" This is a fairly reasonable measure of effect in the absence of well designed randomized control

study to measure the objective. A quasi-experimental assessment using instrumental variable
estimation yields similar patterns of effects (Osei-Akoto et al., 2009).
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can afford to have delivery in health facilities whether members of the households are all
registered with the NHIS or not.

The findings also indicate that the NHIS has a significant influence on the use of different
types of facilities for deliveries. Generally a higher proportion of people with NHIS valid
cards receive formal medical attention for deliveries than those without NHIS valid cards and
as a result a higher proportion of their medical bills are covered by NHIS. For example, about
93.4% of the NHIS card holders who were due for child delivery were assisted by skilled
medical professional, compared to 45.3% of those who are non-NHIS card holders (Table
5.5).

Table 5.4: Place of Delivery by Locality of Residence and Socio-economic Groups

Health

facility Home Other Total
Region of residence
Western 81.7 4.8 135 100
Central 79.8 13.5 6.7 100
G. Accra 100.0 0.0 0.0 100
Volta 70.5 17.8 11.7 100
Eastern 52.4 15.2 324 100
Ashanti 71.4 15.5 13.1 100
Brong Ahafo 63.8 25.1 11.1 100
Northern 54.2 43.3 2.6 100
Upper East 51.7 48.4 0.0 100
Upper West 82.2 8.9 8.9 100
Locality of residence
Urban 90.6 7.2 2.2 100
Rural 56.7 24.4 18.9 100
Socio-economic group
Lower 20% 42.2 37.6 20.1 100
Next 20% 62.7 26.2 11.2 100
Next 20% 67.4 14.9 17.7 100
Next 20% 94.9 0.0 51 100
Upper 20% 92.4 2.1 55 100
Total 70.1 17.6 12.3 100

Source: 2008 NDPC PM&E Survey

Statistics from the 2006 Multiple Indicator Cluster Survey (MICS 2006) in Ghana show that
just about 50% of births delivered in Ghana in 2006 were assisted by skilled personnel and
about the same percentage took place at health care facilities. The results from this citizens’
assessment survey therefore suggest that NHIS has significantly improved access to health
care by pregnant women or women in labour. The implication is that the scheme can help
reduce mortality and complications associated with child birth if more of child deliveries take
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place in health facilities. Thus one significant way to improve households’ access to safe
delivery is to encourage them to register and become members of NHIS even after delivery.

Table 5.5: NHIS Status and Assistance at Delivery
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5.4 FINANCIAL PROTECTION AGAINST THE COST OF HEALTH CARE

This section looks at the economic burden of health care in general and examines the role of
insurance schemes in the process of accessing health care for general health conditions within
the last four weeks preceding the survey.

5.4.1 Economic Burden of Seeking Health Care

The greatest expectation of Ghanaians about the NHIS is to reduce the burden of health care
cost on households. The preceding discussions have established that access and use of health
care facilities have increased with NHIS membership. The data shows that households
registered with the NHIS benefit in terms of out-of-pocket (OOP) expenditures at health care
facilities compared to those that are not registered (Table 5.6).

From Table 5.6 it can be seen that less than 30% of persons who hold valid NHIS cards spend
cash at health facilities. This is far less than the 90% of persons who are not registered with
the scheme. Persons with NHIS valid cards may incur OOP because of two things: (i) illness
that is not covered by the scheme (even though by regulation about 95% of all conditions are
covered); (ii) illness may involve other medications that are not covered by the scheme.
Despite this individual MHOs have operational challenges that tend to serve as barriers to
beneficiaries to getting the needed assistance. Members of the scheme may also use facilities
that are not accredited out of convenience.
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Table 5.6: Costs of Seeking Health Care during the Last 4 Weeks
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Another important observation from the study deals with the difference between the cost of
treatment of diseases/ailment for households which are not NHIS subscribers and those that
are NHIS subscribers. The cost of treatment for individuals under the NHIS was estimated to
be GH¢20 while cost of treatment borne by individuals who are not insured was estimated at
GHC¢15. It is likely that people with valid NHIS card use high quality health care unlike those
who do not belong to the scheme who may use low quality health care due to lower cost.
However it is important to caution against the possible abuse of the scheme and “overuse” of
services, in order not to deplete the scheme’s resources. The NHIS managers need to be
encouraged to thoroughly review claims to avoid possible provider induced claims.

Overall, the average cost of deliveries estimated from the survey is GH¢31 per delivery
(Table 5.7). However, responses from NHIS card holders, show that it costs the scheme
nearly GH¢39.70 to take care of the cost of delivery per an individual, compare to GH¢27.32
by Non-NHIS card holders. This again raises concerns about possible over use and possible
provider inducement. It is however important to observe that individuals without NHIS cards
before the introduction of the exemption policy for maternal care were not using certain
health services because of the cost involved®,

¢ Differences revealed by controlled multivariate analysis show similar patterns, even though the

magnitude is less than what is reported here (Osei-Akoto et al., 2009).
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Table 5.7: Costs of deliveries and treatment for chronic health conditions (GH cedis) — last 12 months

Cost of treatment for chronic

Main source of payment Cost of deliveries health conditions
Household 27.32 75.41
NHIS 39.70 82.73
Other 34.22 123.30
Total 31.01 84.95

Source: 2008 NDPC PM&E Survey

5.4.2 NHIS and Payment for General Health Care within the Last 4 Weeks

Respondents were asked to state the main source of payment of costs of the health care they
accessed in the last 4 weeks. Figure 5.1 shows that the costs of health care accessed by 83.5%
of households that are not insured were borne mainly by households, whereas for households
with some members insured (partially insured) and for those with all members insured, only
33.1% and 29.7% respectively bore most of the costs. The implication is that the burden of
the cost of health care on households is very high when they are not insured with the NHIS.

Figure 5.1: Main Source of Payment of Costs of General Health Care
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By regional breakdown, the Central Region recorded the highest proportion of households
who bear most of the cost of health care themselves, followed by Greater Accra and then
Western Regions respectively (Table 5.8). The next region is Northern Region, then Volta
Region and Eastern Region, with the rest following in the order indicated in Table 5.8.
Relatively few people pay for their health care by other means (not specified). This result
may reflect both the level of membership of and level of usage of the NHIS in the various
regions. Based on this, it can be said that the level of usage of the scheme is lowest in the
Central and Greater Accra Regions.
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The proportion of rural people whose health care costs are borne by the NHIS is higher than
those in the urban areas even though uptake of the scheme is higher for urban households.
This is not surprising because for most rural areas available health care facilities with
qualified personnel are mostly public and accredited by the NHIS.

Table 5.8:  Main source of payment for costs of general health care by locality of residence (%)

Household NHIS Other Total
Region of residence
Western 54.4 37.0 8.6 100
Central 62.5 30.1 7.3 100
G. Accra 56.9 28.0 15.1 100
Volta 48.1 48.9 3.1 100
Eastern 46.7 51.2 2.2 100
Ashanti 45.2 46.1 8.6 100
Brong Ahafo 33.2 60.8 6.1 100
Northern 52.4 435 4.1 100
Upper East 39.3 49.4 11.3 100
Upper West 41.3 52.8 5.9 100
Locality of residence
Urban 49.0 42.5 8.5 100
Rural 47.0 47.6 5.4 100
Total 47.9 45.3 6.8 100

Source: 2008 NDPC PM&E Survey

The results also indicate that more people with lower socio-economic status have their health
care costs paid for by the NHIS than those with higher socio-economic status (Figure 5.2).
This is a positive development in view of the fact that the NHIS is expected to provide
affordable health care financing arrangement for the poor. More efforts should be made to get
more people in the lower socio-economic group to register with the scheme so that they can
equally benefit from the NHIS.

Figure 5.2: Main Source of Payment for Costs of General Health Care by Socio-Economic Group
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5.4.3 NHIS and Payment of Health Care Costs Chronic Conditions

Respondents were also asked to indicate who pays for the health care costs of people with
chronic health conditions such as hypertension, HIV/ AIDS, and diabetes. The results are
presented in Figure 5.3

The results show that 73.1% of households whose members are all insured under the NHIS
have most of their health care costs of chronic conditions paid for mainly by the NHIS, while
about the same proportion of households which do not have any member insured pay for the
health care accessed by members with chronic health conditions themselves. About 49.3% of
households which are partially insured pay for the health care cost of chronic disease
themselves, while for 41.8% of such households, the NHIS pay for most of their health care
costs associated which chronic conditions. It is somehow surprising to observe that close to
10% of households with no insured person had received support from the scheme during the
last 12 months. This is possible for households who have members that were insured and
benefited from the scheme but are no longer valid card holders.

Figure 5.3: Main source of payment for costs of chronic health conditions by household NHIS status
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The Greater Accra Region has the lowest proportion of people with chronic conditions whose
health care costs are borne mainly by the NHIS (15%), followed by the Greater Accra Region
(15.8%) and then Volta Region (27.2%) (Table 5.9). The results also show that more people
in the lower socio-economic status have their health care costs for chronic conditions paid for
by their households than those of higher socio-economic status.
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Table 5.9: Main source of payment for costs on chronic health conditions (%)

Household NHIS Other Total
Region of residence
Western 35.4 48.1 16.5 100
Central 24.3 51.0 24.7 100
G. Accra 52.5 15.0 325 100
Volta 72.8 27.2 0.0 100
Eastern 45.2 44.6 10.2 100
Ashanti 49.1 41.7 9.1 100
Brong Ahafo 39.0 50.3 10.7 100
Northern 82.1 15.8 2.1 100
Upper East 48.6 51.4 0.0 100
Upper West 53.9 375 8.6 100
Locality of residence
Urban 46.0 38.4 15.6 100
Rural 56.8 34.1 9.2 100
Socio-economic group
Lower 20% 61.1 24.6 144 100
Next 20% 52.9 323 14.8 100
Next 20% 52.3 425 5.3 100
Next 20% 50.4 38.4 11.2 100
Upper 20% 453 38.7 159 100
Total 51.3 36.3 12.4 100

Source: 2008 NDPC PM&E Survey
5.4.4 NHIS and Payment for Deliveries

Respondents were asked about the main source of payment for their costs delivery. The
responses are summarized in Figure 5.4. The results show that the majority of households
with no NHIS member bear most of the cost of delivery themselves while the costs of
delivery for majority of the households who either have some of the members insured or all
of the members insured are borne mainly by the NHIS. This suggests that membership of the
NHIS can improve the access of poor households to health facilities for delivery.

Figure 5.4: Main source of payment for costs of deliveries within the last 12 months
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CHAPTER SIX
CITIZENS’ PERCEPTIONS OF THE PERFORMANCE OF THE NHIS

6.1 INTRODUCTION

This section examines citizens’ understanding of how the scheme ought to run and whether or
not they are satisfied with the scheme as it is being implemented currently. It is not enough to
say the scheme is good, but it should be able to meet some aspirations of the subscribers in
order to merit the good descriptions it is seemingly enjoying. Therefore, specific issues such
as the level of awareness of Ghanaians about the scheme and whether the introduction of the
scheme has negatively affected the quality of health care services are reviewed.

6.2 PUBLICITY ON THE NHIS AND HOW IT IS UNDERSTOOD BY BENEFICIARIES
AND PROSPECTIVE BENEFICIARIES

The advancement of information technology together with its attendant proliferation of the
electronic and print media in recent times has facilitated the spread of information at a faster
rate than before. In the past, the visiting van of the Information Service Division (ISD) of the
Ministry of Information was the main source of information to communities. The study
therefore investigates whether these developments have had any positive impact on the
publicity of the NHIS.

The results show that radio is the main source of information on the NHIS. In fact, 67% of
households in Ghana indicate radio as the main medium through which they hear about the
scheme (Table 6.1). The next most important source is neighbours/friends which accounts for
11%, with newspapers rated as the least important source. Apart from Greater Accra where
2.2% of the respondents identified newspaper as the main source of information, none of the
regions identified newspapers as the main source of information. This is not surprising as the
literacy rate in Greater Accra is relatively high.

Table 6.1: Main Source of Information on NHIS Issues by Region of Residence (%)
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The ‘Assembly man’ was identified as a major source of information in Volta and Brong
Ahafo regions. In Western and Upper West Regions the ‘Unit Committee’ was a major
source of information on the NHIS.

Figure 6.1: Main source of information on NHIS by locality of residence (%)
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It is also evident from the study that radio remains the single most important source of
information on the NHIS in both rural and urban areas, recording 68.3% and 66.4%
respectively. Television, on the other hand, was a more important source in urban areas than
rural areas. This is basically due to the abundance of television sets in the urban areas as
compared to the rural areas of Ghana.

In terms of socio-economic status, radio continued to be the most important source of
information on NHIS across all socio-economic groups. While radio was observed to be
important among the middle income group, television appears to be an important source to
the upper income group as 23% of respondents in this group indicate television as the main
source of information on the NHIS. Also 23.7% of the lowest income group indicate
neighbours/friends as the main source of information on NHIS, while local associations or
community based organisations, assembly men and traditional leaders were important sources
of information in poor communities.
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Figure 6.2: Main source of information on NHIS by socio-economic group (%)
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6.3 KNOWLEDGE OF ISSUES ON NHIS

This section examines respondents knowledge on a number of issues relating to the NHIS,
including period of registration, level of premium paid, exemptions granted under the
scheme, renewal conditions, and waiting period to receive card. Also questions were asked
about the nature of health care services covered under the scheme, accredited providers in a
respondent’s locality and the procedure used to access benefit. The level of knowledge of
respondents on all these issues will determine the extent to which respondents’ decision to
join or not to join the NHIS is based on sound judgement, as well as the extent to which
beneficiaries can derive maximum benefit from the scheme.

Analysis of the data suggests that insured households have more knowledge of the NHIS than
households that are uninsured (Table 6.2). Thirty-eight percent (28%) of all insured and
39.4% of partially insured households indicated they have limited or no knowledge of the
NHIS, while more than half (60%) of the uninsured has limited or no knowledge of the
NHIS. The knowledge about period of registration, level of premium paid, exemptions
granted under the scheme, and renewal conditions was relatively high among the insured than
their knowledge on the nature of health care services covered under the scheme, waiting
period, accredited providers in a respondent’s locality and the procedure used to access
benefit.
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On regional basis, the Upper West Region appears to be the region where the highest
percentage of citizens had limited or no knowledge of NHIS issues. With respect to the
period of registration, 68.5% of the households interviewed from Upper West Region have
little or no knowledge, compared to 20.2% of respondents from Western Region where the
respondents appear to be more knowledgeable of NHIS issues than most regions in Ghana.

Table 6.2: Respondents’ knowledge of issues on NHIS (% with limited or no knowledge)
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The study shows that respondents from urban areas are more enlightened on NHIS issues
than their counterparts from the rural areas. This is basically due to the fact that most of the
main sources of publicity on the NHIS issues (i.e. radio and TV) are readily accessible in
urban areas than they are in rural areas.

On the basis of socio-economic status of respondents, Table 6.2 suggests that respondents
from the upper socio-economic group tend to have more knowledge on NHIS issues than
those in the lower socio-economic group. For instance, while only 19.2% of the respondents
in the upper socio-economic group indicated that they have little or no knowledge of period
of registration of the NHIS, 67.1% of the lowest socio-economic group indicated they have
little or no idea on this issue. In addition, those in the upper socio-economic group tend to
have more knowledge of a given NHIS issue than those in the lower socio-economic group.
For example, while 73.2% in the lowest socio-economic group say they have little knowledge
of the renewal conditions of the NHIS, only 22.3% in the upper socio-economic group
indicated they have little knowledge of the renewal conditions of the NHIS.
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6.4 PERCEPTIONS ON NHIS BENEFIT PACKAGE

As previously indicated, the NHIS benefit package covers about 95% of all diseases in
Ghana. Appendix 1 provides details on recommended benefit package for the district mutual
schemes. This implies that only 5% of the diseases of health conditions in Ghana are outside
the coverage of the scheme, notwithstanding the fact that some other health care services are
not covered by the scheme. This section takes a look at the perceptions of the respondents of
these additional health services that are not currently being provided by the scheme.

The survey results suggest that households are in favour of expanding the services covered
under scheme, including taking on more drugs that are not currently on the drug list. Overall
about 70% prefer that all drugs which are not on the NHIS drug list should be included, while
19.7% prefer that the services of the scheme should be expanded to cover free medical care
for all children under 18 years irrespective of parents registration or not. Indeed, 91.8% and
86.6% of the people interviewed in the Eastern Region and Ashanti Region respectively,
indicated they want additional drugs provided. Other services suggested by the respondents
include cancer treatment (11.4%), appliance and prostheses (8.7%), mortuary services
(8.2%), and HIV/AIDS anti-retroviral drugs (6.4%).

Table 6.3: Percent of Respondents Expressing the Need for Additional Services
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Further disaggregation of the data suggests that, majority of the respondents who prefer that
cancer treatment and free medical care for all children below eighteen years be added to the
services provided by the scheme were the uninsured households. Nearly 16% of the
uninsured households want cancer treatment included on the list of additional services
provided by the scheme, while 26% prefer free medical care for all children below eighteen
years (Figure 6.3).

This desire to see the services of the scheme expanded was further complemented by the
results of the exit poll, where nearly 25% of the respondents who have just visited a health
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facility for medical care or are taking care of relations who are insured with valid cards,
expressed the desire to see the services covered under the scheme expanded. Once again, the
main services suggested for addition to the current services offered by the scheme include the
expansion of the current drug list, free medical care for children under 18 years, cancer
treatment and appliance and prostheses (Figure 6.4).

Figure 6.3: Percent of respondents expressing the need for additional services — Household Interviews
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Figure 6.4: Percentage of respondents expressing the need for additional services — Exit Interviews
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Interviews with health care service providers confirm that provision of drugs by the scheme
remains a major challenge. The service providers’ concerns relate to the late reimbursement
of claims which in their view is crippling the operations of most health care facilities,
including their inability to procure drugs and other consumables for their daily operations.
The issue of claims is related to a number of operational and affordability concerns. Box 6.1
outlines some of the challenges enumerated by health care providers for redress.

Box 6.1: Concerns of health care providers on NHIS issues

Claims

Cost

Delays in reimbursement of claims

Lack of software to ease difficulty in processing claims

Complicated format for processing claims

Claims presented for payment are slashed substantially, especially for drugs

Lack of feedback to service providers with regards to vetting of claims and payments

Benefit package

Some essential drugs are not covered by NHIS

Prescribing according to NHIS drug list is too restrictive

High cost of treating ulcers e.g. buruli ulcer, not sufficiently covered by NHIS
Members do not know the drugs that are excluded from the benefit package

Terrible access roads and long distances to facilities as well as accredited drug stores

While the cost of drugs and non-drugs keep rising, tariffs are fixed
Tariffs are lower than actual costs e.g. laboratory services
Cannot afford to purchase druas outside the approved list

Source: 2008 NDPC PM&E Survey
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6.5 PERCEPTION OF THE EFFECTS OF NHIS ON QUALITY AND AFFORDABILITY OF
HEALTH CARE

There are some suggestions that the introduction of NHIS has the potential to compromise the
quality of health care received by patients due to the possible increases in number of people
who visit health facilities®. In order to understand how the introduction of NHIS has affected
the quality of health care delivery, this section assesses how the various components of health
care provision have changed, from the perspective of respondents, following the introduction
of the NHIS. Areas covered include cost of treatment, availability of nurses, availability and
quality of drugs, cleanliness of health facility, how staffs treat patients and emergency cases,
and the quality of in-patient care. Other areas are waiting time before and after consultations,
referrals for specialist treatment, availability of hospital beds, availability of laboratory
services, privacy from others during examination, and availability of other diagnostic
services.

Overall, the respondents ranked ‘low cost of treatment’ as the most important benefit they
have derived from the NHIS. More than 70% of the respondents from the household survey
and the exit poll indicated that the NHIS has afforded them the opportunity to receive
medical care at a relatively low cost. In fact, nearly 98% of insured households interviewed
from Upper West confirmed that the cost of treating an ailment is no more a problem (Table
6.4). This is an important observation in view of the fact that the NHIS is primarily aimed at
making health care more affordable, particularly for the poor. The only exception to this
finding is in the Western Region, where only 35.8% of the respondents indicated that cost of
treatment has become more bearable than before.

On the issues of availability of nurses and drugs, cleanliness of facility, and how patients are
treated by staff, about 40%-45% of the respondents indicated the quality has improved, while
less than 40% of the respondents in both the household survey and the exit polls indicated the
quality of the remaining components of health care provision has improved (Figure 6.5).

® See Section 5 for discussions on NHIS and the use of health care facilities

48



Figure 6.5: Households Assessment of Health Care Received after the Introduction of the NHIS
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Table 6.4:

Received before they joined the Scheme

Insured Households Indicating that Health Care Received now is better than Health Care
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In the case of socio-economic status, nearly 87% of the poorest 20% of households expressed
great satisfaction with the NHIS for providing them affordable health care financing
arrangement, compared to 75.9% of the upper 20% socio-economic group who indicated the
NHIS offers affordable health care financing arrangement (Figure 6.6). Although both groups
expressed a high degree of satisfaction, the NHIS serves the needs of the poor more, in spite
of the fact that a lot of the poor still remain outside the scheme because of what they perceive
as high premium charges. However, less than 50% of the respondents from the various
income groups were satisfied with the emergency services they receive under the NHIS.

Figure 6.6: Households Assessment of the Health Care Received before and after the Introduction of
NHIS by Socio-Economic Group
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In terms of availability of drugs at health care facilities, a significant proportion of the insured
households in Greater Accra Region and Central Region are of the view that drugs are now
more available than before, while a relatively small proportion of the insured households
from Western and Volta regions support this claim (Table 6.4). Apart from Volta Region
where an appreciable number of the insured households indicated that the health care services
they receive under the scheme with regards to types of drugs given, quality of drugs and
availability of drugs at health facilities have been worse, the responses from all other regions
on all selected aspects of health care are positive (Table 6.5).
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Table 6.5: Percent of insured households indicating that health care received now is worse than health
care received before they join the NHIS by region of residence
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On the issue of whether card holders are better off than non-card holders, the survey results
indicate that about half (50%) of the respondents in both the household survey and exit poll
perceive NHIS card-holders to receive better health care services than non-card holders,
while only about 20% think otherwise (Figure 6.7 and Table 6.6). The pattern is consistent
with what is observed when the data is disaggregated by location (i.e. urban and rural) and by
region (Appendix Tables 6.3 and 6.5). This generally implies that in the opinion of the
respondents, card holders are receiving better health care services than non-card holders
irrespective of the location or region they access the services under the scheme. However,
about a third of respondents are of the view that card bearers receive the same quality of
health care as non-card holders.

Figure 6.7: Views of Respondents on the Quality of Health Care Received by Card and Non-Card
Holders
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Table 6.6: Views of Respondents on the Quality of Health Care Received by Card and Non-Card

Holders
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6.6 PERCEPTION ON THE OVERALL PERFORMANCE OF NHIS

Overall, the performance of the NHIS has been rated high as a good social protection
intervention. The results of the survey suggest that nearly 92% of those insured with the
NHIS were either satisfied or very satisfied with the performance of the scheme, while 85.8%
of those who were partially insured indicated they were either satisfied or very satisfied with
the performance of the scheme. So far only 6.2% of the insured and 10.7% of the partially
insured indicated that they were either dissatisfied or very dissatisfied with the performance
of the scheme (Table 6.7).

The pattern at the regional level is similar to that at the national level. More than 76% of
respondents in each region were either satisfied or very satisfied with the performance of the
NHIS, except in Greater Accra Region where 58.8% indicated they were either satisfied or
very satisfied with the performance of the scheme. Accordingly, Greater Accra region
recorded the highest proportion of respondents (31.5%) who were either dissatisfied or very
dissatisfied with the performance of the scheme.

The level of satisfaction does not significantly vary with socio-economic status, as nearly

82% of the lowest 20% income group and 74.6% of the upper 20% income group were either
satisfied or very satisfied with performance of NHIS.
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Table 6.7: Overall level of satisfaction with the performance of NHIS
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When the respondents who indicated they were either satisfied/very satisfied with the NHIS
were requested to rank the aspect of the scheme which they were satisfied/very satisfied with,
publicity emerged as the most important issue. Nearly 84% of the respondents indicated they
were satisfied/very satisfied with publicity or the educational campaign of the scheme. Other
areas respondents who were fully or partially registered under the scheme indicated they were
satisfied/very satisfied with included registration of members (74.5%), accreditation of
providers (70.4%), provision of exemptions (69.6%), collection of premium (69.4%),
procedure to access benefits (68.9%) and renewal of membership (61.5%) (Table 6.8).

However, for those who were not registered with the scheme, premium collection and the
utilization of the scheme’s resources were major concerns, and may account for the reason
why they were not registered with the scheme. To some extent these reasons are corroborated
by responses from scheme managers (Box 6.2).
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Box 6.2: Key Issues Identified by Scheme Managers for Re-dress

Operational issues
Late renewal of membership
Inadequate logistics, staff and low motivation
Low monitoring of service providers by schemes
Abuse of scheme by members and foreigners
Delay in submission of claims by providers
High claims submitted by service providers
Non-compliance to the gate-keeper system
Untimely and inadequate releases of funds to schemes

Environment
Difficulty in accessing communities
High poverty level among members
High rate of illiteracy among scheme members
Inadequate health care facilities
Unfriendly attitude of service providers toward scheme members
Politicisation of scheme

Source: 2008 NDPC PM&E Survey

On regional basis, publicity of the NHIS remained the most important area of the NHIS that
respondents were satisfied with. Households from all the regions were of the view that
publicity about the scheme is high, with Ashanti Region topping the list with 92% and Upper
West Region being the least with 60.1%. More than 50% of the respondents from the
Western, Central, Eastern, Ashanti, Brong Ahafo, and Upper East Regions, were satisfied
with virtually all the aspects of the NHIS including registration of members, accreditation of
providers, provision of exemptions, collection of premium, procedure to access benefits and
renewal of membership. However, more than 50% of respondents from Volta, Upper West
and Northern Regions were dissatisfied with the performance of some aspects of the scheme
including collection of premium, provision of exemptions, renewal of membership,
accreditation of providers, procedure to access benefits and the utilization of the NHIS
resources.

More than 50% of respondents in the various socio-economic groups were satisfied with the
performance of all the aspects of the NHIS administration except the lowest 20% income
group who indicated that they were not happy with collection of premium, provision of
exemptions, renewal of membership, accreditation of providers, procedure to access benefits
and the utilization of the NHIS resources.
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Table 6.7: Overall Level of Satisfaction with the Performance of NHIS by Region of Residence and

other Socio-Economic Characteristics (in percent)
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