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‘WO parties for a period of time. Ghana since 2003

been impl ' |
has mpiementing a National Health Insurance Scheme. Currently, the NHIS is

cing financial inability j
facing Sustainability issues. The scheme is heavily indebted to the service

roviders on average of : :
p g 7 months claims reimbursement with some service providers

resorting to chargin oL
g gIng unapproved fees in cash and occasional denial of services to the
scheme members.

‘unding to the ~ :

Funding ¢ scheme has remained unchanged over the years despite evidence
suggesting otherwise. In the absence of political will to take necessary far reaching
decisions, 1t has become critical to review the operations of the scheme to determine

what can be done to improve its financial sustainability. The NHIS laws, operational

data and relevant documentations were reviewed

Fifteen key informants were interviewed for the study. It was found out that the
revised NHIS law, Act 852 has exposed the NHIS to extreme financial burden
relative to Act 650, membership improvement drive were focused mainly on
enrolling persons in the exempt categories, delays in claims reimbursement to service
providers and perceived low quality of services offered to scheme members has
created enabling grounds for perpetuating frauds and abuses against the scheme and

weak implementation of some policies in the health sector has not been supportive of

the NHIS cost containment measures.

The study recommended to the NHIS to engaged its stakeholders to reviews the
provisions on exemption, the Ministry of health to provide and ensure enabling

policy environment and the government of Ghana to make additional budgetary

allocation to support persons exempted from premium payment.
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CHAPTER 1

LLOINTRODUCTION

1.1 Background Information

Health Insurance is a f;
formal contractual arrangement between the insurer and the

insured to the effect that the Insurer provides cover for part or all healthcare cost of
the insured as agreed between the two parties for a period of time. According to
Doetinchem et al (2010), Social Health Insurance (SHI) is one of the possible
organizational mechanisms for raising and pooling funds to finance health services,

: Y W1 2 o 1 -
along with tax-financing, private health Insurance community insurance, and others.

Ghana since independence has tried various health [inancing models. The National
Health Service (NHS) post independence provided free health services to all
Ghanaians and was financed through budgetary allocation as documented by Owusu-
Sekyere and Bagah (2014). The sustainability of the NHS was therefore linked to the
continuous economic fortunes of the nation. As economic fortunes declined with

associated budgetary constraints, NHS sustainability was threatened and it was short-

lived.

In 1971, user fees were introduced for hospital procedures and overhead cost thereby
ending free health service delivery. As economic conditions continued to worsen
coupled with political instability, budgetary allocation to the health sector declined.
Consequently full cost recovery was introduced when government gradually

withdrew subsidies including those in the health sector dwindled in early 1980s

(Owusu-Sekyere and Bagah, 2014). Although exemptions policies were implemented




healthcare (Asenso-Oky
“OKyere et ; -
FETe et al, 1997). The current National Health Insurance

C ) nSUId I(:(" . & » O ( ks \ - ac r S || "

% '
Nkoranza in 1992 and Dangme West in 1993 (Arhin-Tenkorang, 2001).

By the year 2001, CHISs also called Mutual Health Organizations (MHO) became
popular especially in Brong Ahafo and Eastern regions mainly because they hosted
the initial pilots and are home to many Catholic Mission Hospitals (the designers of
the Nkoranza pilot).  With support from health development partners and the
Christian Health Association of Ghana, the Ministry of Health (MOH) developed
training manuals to guide the running of the MHOs and actively promote the
establishment and growth of many more MHOs. While the MOH was promoting the
MHOs in the districts, it was also working on a legislative document — National

Health Insurance Law - to create government sponsored District Mutual Health

Organizations.

National Health Insurance Act, 2003(Act 650) was passed and it mandated all
residents (excluding those in the military and police service) to enroll with the
government District Mutual Health Insurance Schemes. The new health insurance
Act passed in 2012 (Health Insurance Act, Act 852) seek to consolidate the District

Mutual Health Insurance Schemes (DMHIS) into National Health Insurance Scheme

reduce

(NHIS), remove administrative bottlenecks, introduce transparency,




opportunities for Corruption and

=4Mming of the system, and make room for more

effective governance of (he schemes (NHJA 2015)

Ghana since 2003 has heen |
v 'mplcmcmmg a National Health Insurance Scheme

(NHIS) - a social health in< . :
‘ msurance - to provide financial protection for all and toward

ensuring universal health coua . . —
th coverage. The scheme is funded mainly from indirect

taxation, social security T |
urity fund, contributjon from members and budgetary allocations

¢ scheme has a benc o .
L @ benefi Package that is generally thought to be generous and covers

services at all leve Vil ang .
oeel levels of the Ghanaian health care system. Over a decade of the

introduction of the NHIS, the scheme seems to be having sustainability issues

requiring interventions to save it from collapse

1.2 Problem Statement

Currently, the NHIS has reached a stage where the cost of providing health care for
subscribers 1s growing faster than its annual financial resource. This has placed the
scheme under severe financial pressure. In a recent statement to the Parliament of
Ghana, the honorable Minister of Health stated that NHIS has consequently
experienced persistent annual deficits since 2009 and therefore heavily drawn on its
investment cover from about 9 months in 2008 to less than one month in 2015. The
scheme 1s heavily indebted to the service providers on average of 7 months claims

reimbursement resulting in occasional denial of services to its members. Some

service providers have also resorted to charging unapproved fees in cash to enable

them continue operations since their funds were locked up with the scheme.




The funding sources - indira |
- > - Indirect laxation, social securits fund. contribution lrom

members and budgetary allocat; : ‘
getary allocations - for the NHIS have remained unchanged since

its inception in 2005
p 05; although there are overwhelmingly evidence supporting the

need to review the fundi vhans ~
nding mechanisms of the scheme. Since the NHIS is one of the

best social and pro- T | |
Pro=poor intervention in recent times in Ghana. issues surrounding 1ts

operations are highly political and the prospects of making some objectives

specially increasing lum payme |
esp y Increasing premium payment (o the non exempt category are less likely at

this time. In the absence of political will (o take necessary far reaching decisions, it

has become critical to review the operations of the scheme to determine what can be

done in the interim to improve its financial sustainability.

1.3 Rationale of the Study

Ghana's NHIS like any other SHI is a reliable means of raising and pooling resources
to finance the health care system and also provide financial risk protection to
significant proportion of the population towards the future attainment of universal
health coverage. The NHIS at the moment is threatened and its financial
sustainability is at stake. It has been in financial deficit since 2009, indebted to

service providers for over 7 months and has investment cover of less than | month.

The collapse of the Ghana NHIS would put many people within the vulnerable
population at a risk of experiencing catastrophic healthcare expenses. Currently, the
NHIS provides free cover for some categories of the population considered
vulnerable and the collapse of the scheme would expose them to high healthcare
expenses. It is therefore very important and urgent 10 assess the operation of the

NHIS and make recommendations on interim measures to strengthen the financial




position of the scheme. while
hile long term measures requiring political will are being

considered.

|.4 Conceptual Framework for NHIS Financial Sustainability

L) t,,,lh:..i.;.!.:.]&;j_f}ﬁ!;! sustainab U, ity
-
\\
.
&
>
E 3
-E > —
S 2 0
V) - E Q
Q ™ S
A v o= 0 Q
L 8 8 E m >
= -
g 3 T 5% B z 2 |
u ]
= > £ 38 E S 0w 3 ¥ o a
e = = @ Q0 m oL O
cma 8 (a0 Q S Vi e N e = [
=2 © 7T c . ® 3 ® L © ~ C
S o - h ©
N &5 e e 9 ¢ O = 2
=5 8 & % = O < ¢ > 2 2 c |
=\§g8 - T T & R 5 - 8 |
S £ T v = c £ 2 o °T O |
< 25 £ 8§ "R & 2 S 58 |
o 0 EEd e i
B 9 = O Cu D g & g v
8 0 35 6 2 % 4 @ 2 o038 o |
& ‘= a = w w»n © 0 2 = ,
v 9 L =y
w > 2 = Q S = |
w O O = o Qo D] 8
5 @& &x @© v O Q g 3
o © v QO Q |
S € @ 2 ¥ ¥ ¥ v U W |
e 2 ¢ 2 . W > > W |
e o e ® O 0O
- — — (o] — e G
s AT o = 0 Q O
S £E =2 E E EE G
1 | ] | 1 4 ' m

———

Good Political Commitment, Legal and Policy Environment

Figure I-1, Framework for Financial Sustainability

This framework for financial sustainability recognized four groups of factors;

enabling environment, Revenue Mobilization, Cost and Expenditure and

Membership Coverage. A strong foundation with appropriate political commitment




and support in a favorable legal

and Fo p— : -
policy environment is required to efiective

manage other factors .
~ b l() - - <
altain  financia] sustainability, To attain a financial

sustainability, efforts aj
Js S aimed PG - '
al revenue mobilization must be strengthen and inclusive

- - I ¢
PoOpulation. Again. there must be conscious effort at increasing

membership to pool and balance
P alance risks. Factors likely to increase cost must be kept at

minimum and efficient.

1.5 Research Questions

The study seeks to answer the follow Ing:

[. What are the T -
re the weaknesses inherent In the NHIS law which imposes financial

burden on the scheme?

o

‘hy i “ :
Why is NHIS not able to attract the w orking class and non-exempt category

to register as members?

3. Are there fraud and abuses perpetuated against the scheme resulting in high
expenditure?

4. For the next five years, what measures can be adopted by the NHIS to

strengthen its financial position?

1.6 General Objective

The general objective of the study was to assess the current operations of the NHIS

and make recommendations to help strengthen its financial sustainability.

1.7 Specific Objectives

| To determine weaknesses inherent in the NHIS law which imposes financial

burden on the scheme.




(g

T'o determine
¢ re , X \ § .
asons why the NHIS failed to attract the w orking class and
n - "‘ » ~ '
ofi-eXempt category to register as members?
3. Todetermine if
fraud and abuses are been perpetuated against the scheme

4. To determine pos ~ :
possible Cosl-saving measures to strengthen the financial

position of the scheme

5. Tom - ’ ' ' inabili
ake recommendations to improve the financial sustainability of the

NHIS

1.8 Scope of Study

The scope of this study does not include economic analysis and estimation of
financial viability of the national health insurance scheme. The study was limited to
the operational issues and how some of these practices are affecting the financial
sustainability of the scheme. Data on enrollment, revenue sources and expenditure

were reviewed. In-depth interviews were done to determine the reasons for the

current challenges of the scheme and measures to mitigate the challenges.

1.9 Organization of Report

The report is organized in 6 chapters. Chapter 1 provides background to the study,
defines the problem and explained the rationale for the study. C hapter 2 reviewed the

relevant literatures of the subject matter while chapter 3 outlined various methods

and procedures employed to execute the study. Chapter 4 and 5 covered the results

and discussions of the results respectively. Conclusions and recommendations of the

study are covered in chapter 6 of the report.




CHAPTER 2

2.0 LITERATURE REVIEW

2.1 Global Healthcare Financing

All" governments have the difficylt task and challenge of dealing with how to

generate financial resources, ensure proper allocation and use of such resources in

their health system to Improve health outcomes. The desire to attain universal health

coverage and commitments to achieve the just ended Millennium Development

Goals have forced many countries to consider reliable sources of financing

healthcare. Wang et al (2012) documented that globally, health insurance has been
considered and promoted as the major financing mechanism to improve access to
health services and provide financial risk protection especially for the poor. It is also

widely acknowledged that despite the benefits of health insurance, the journey to

implement it 1s challenging, long and risky.

Over the past hundred and fifty years, many high-income countries, as well as some
middle-income ones, have achieved universal coverage by introducing a variety of

financial risk pooling systems, most of which include tax-based financing and/ or

social health insurance schemes. Despite the knowledge of and existence of these

financing mechanism in low income countries, their population coverage (breath) and

service coverage (depth) are usually limited. In earlier study, Wang and Pielemeier
(2012) noted that unlike in high and some middle-income countries, the majority of
people in low and middle income countries are self-employed, work in the informal

sector. or are unemployed, making the formal economic sector simply too small for

tax-based financing or SHI to cover the entire population.




Those attempts to e
: Cncouraoee . - | , ‘
age developing countries to adopt health insurance as a

sustainable means of fi ' .
I financing healthcare based their position on the successes Of

health insurance ; ! .
Implementation in the developed countries. Countries like the

United Ki , -
nite ingdom, Germany, Denmark, Switzerland. Japan, South Korea and

Singapore have show : : . .
gap hown that health Insurance is effective means to achieve universal

health coverag . . . |
ge. South Korean has scaled up its social health insurance scheme

ond th al se ; : - : i
bey e formal sector employees to include those in the low income population.

2.2 Health Insurance

Health Insurance is a formal contractual arrangement between the insurer and the
insured to the effect that the insurer provides cover for part or all healthcare cost of
the insured as agreed between the two parties for a period of time. According to
investopedia.com, health insurance "is a type of insurance coverage that pays for
medical and surgical expenses that are incurred by the insured. Health insurance can
either reimburse the insured for expenses incurred from illness or injury or pay the
care provider directly”. Health insurance operation is based on principle of mutual
solidarity, risk pooling and sharing with various mechanisms to pool resources
(funds). Depending on mechanism for raising funds, ownership and the target

beneficiaries, five (5) main types of health insurance can be distinguished.

2.2.1 Types of Health Insurance

Five (5) main types health insurance are distinguished here based on funding

mechanism, ownership and target beneficiaries.

i National Health Insurance Scheme (NHIS); is owned and managed by the

sovernment or delegated government agency with funding from tax or special




levies. It is us \ - '
S usually compulsory for all residents and may limit service

providers to public health facilities,

1. Soci - " . SHIS); |
i cial Health Insurance Scheme or Compulsory Health Insurance (SHIS); 1s

ene ' ' - ' |
generally owned by (he government, financed through social security

contributions of employees most often from both public and private sector
with employees as larget beneficiaries,

. Community-based Health Insurance Sc

Scheme (C/MHIS): is formed by v

neme or Mutual Health Insurance

oluntary affiliations by community

members and mainly funded from their contributions and sometimes with

funding support from central government. The scheme is collectively ownec

by the members, however some countries provide administrative, technica

and financial supports from government for community schemes.

iv. Private Health Insurance Scheme - for profit (PHIS): this is a privately owned

scheme with intention to make profit with funding from investor (s) and

premium paid by members. Premium payment is based on ones risk profile

and actuarial estimates and usually target the segment of the population in

middle and high income group. The last mechanism of funding healthcare

cost 1s through:

v.  Free medical care for the population; a government policy to provide free
healthcare to its citizens. This is mainly {inanced through tax and can take the

form of universal free healthcare or targeted at some segment of the

population.

2.3 Ghana's National Health Insurance Scheme

Following the successful design and implementation of Community-Based Health
Insurance Schemes (CBHIS) in Ghana, the National Health Insurance Scheme was
established in 2003 with passage of the National Health Insurance Act, 2003 (Act
650). This Act provided for three types of health insurance schemes to be establish

and operated in Ghana; District Mutual Health Insurance Schemes (DMHIS). Private

10 H I1n-
“ARy




Commercial Health [ns
nsurancc h Y -1 kY . .
Schemes (PCHIS), and Private Mutual Health

[nsurance Schemes (PMH]S)

The 258 CBHISs in existence nri .
1 eXistence prior to the passing of the law were integrated into 110

DMHISs largely facilitated by an enabling provision in Act 650; thus the Act

required every Distri , i .
‘ Yy District Assembly to identify promoters to initiate action for the

registration of the s o
: he scheme as 2 company limited by guarantee under the Companies

Code 1963 (Act 179) for the relevant district within sixty days of the coming into

force of this Act or within such further period as the Council may direct”. With this

legal environment and a strong political will, structures were quickly put in place for

the full takeoff of the district schemes

There were technical and managerial training support for the districts based on
manuals produced by the ministry of health. board members and key administrative

staff were appointed (mainly through the local assemblies) and contractual

arrangement with health service providers in the districts were all made. The then
National Health Insurance Council (NHIC) - established by Act 650 - was
responsible for the implementation of health insurance policy in Ghana. The council
registered, licensed and regulated for all the district mutual health schemes. The
council was also responsible for granting of accreditation to healthcare providers and
monitoring of their performance as well as in consultation with various schemes

determine premium to be paid by subscribers to the schemes.

One other important function of the Council was the management of monies accruing
from the National Health Insurance Fund (NHIF) - a fund established by Act 650 "to

provide finance to subsidize the cost of provision of healthcare services to members

11




of district mutual health ins :
mnsurance schemes licensed by the Council”. Amaong others,

the Council provides rein:
% . Cl S < M & ad '
nsurance, determines the extent of subsidies to support

various district schemes ap - .
d set aside monies for the healthcare cost of the indigents.

The implementation of he ' .
P of health insurance in Ghana under Act 650 was not without

challenges. The o ,
g ¢ first challenge the Council faced was the huge task of providing

regulatory and supervisorv 't '
o ) pervisory functions over 110 new individual companies - district

individual contracts with healtheare providers and their sister schemes to attend to

their clients. Healthcare providers also faced the challenge of preparing and
submitting claims to various schemes. To address some of these challenges In
managing the district mutual health insurance schemes under the Ghana National

Health Insurance, the National Health Insurance Act. 2003 (Act 650) was revised in

2012 leading to the passage of National Health Insurance Act. 2012 (Act 852).

According to the National Health Insurance Authority (NHIA), the new law, (Act
852) has replaced Act 650 in October 2012 to consolidate the NHIS, remove
administrative bottlenecks, introduce transparency, reduce opportunities for
corruption and gaming of the system, and make for more effective governance of the
schemes". Act 852 replaced the NHIC with NHIA, consolidated all the existing
DMHISs into "a nationwide health insurance scheme to be known as the National
Health Insurance Scheme" and unlike Act 650, members of the Armed Forces of
Ghana and the Ghana Police Services were not explicitly excluded from registering

as members of the scheme.

12




2.3.1 Membership and coverage
Membership of the NHIS i by re

gistration and mandatory for all residents of (Ghana

d employers are under |e ioat; '
an pPlo) under legal obligation (o ensure that their employees are registered

with the NHIS. Act 852 (2012) €Xempted certain categories of persons from payment

ntributi *mi : :
of contributions or premium to he registered as members of the schemes; those

exempted include: a child (thus persons below 18 vears); a person in need of ante-
natal, delivery and post-natal healthcare sen Ices; a person with mental disorder; a
person classified by the Minister responsible for Social Welfare as an indigent;
categories of differently-abled persons determined by the Minister responsible for
Social Welfare; pensioners of the Social Security and National Insurance Trust;

contributors to the Social Security and National Insurance Trust: a person above

seventy' years of age; and other categories prescribed by the Minister for Health.

Active membership of the NHIS has gradually increased over the years. It increased
from 8.3 million active members in 2011 to 11.1 million in 2015, representing a
national population coverage of 33% and 40% respectively. In assessing the health
sector performance for 2014, Ministry of Health (2015) found that majority - two
third - of active members of the scheme belong to the exempt categories and
therefore do not pay premiums to the scheme. This position was affirmed by the
NHIA to the effect that "these exempt categories account for close to 69% of
registered members of the scheme, and as a consequence only an estimated 31% of

members pay contributions, contributions which are also not fixed at actuarially

determined rates".




Allers (2012) fo \ g i
' ) lound that, lack of detailed information on the NHIS, long waiting

eriods for NHIS memberc . < i3 .
P 1embers at healtheare facilities and out of pocket payments lor

medication were so o N : . - \
ome of the reason for which people were not registering for the

NHIS. For many s workers . . .
y of the workers Interviewed, they felt that there was little point 1n

oining the NHIS . | |
Joming S, because the drugs covered by the NHIS are often inadequate and

they stull have to pay extra for medication.

For the absence of appropriate 'means test' for the identification of the poor, targeting
and enrolling the poor has been a challenge. The NHIA therefore has to use existing

pro-poor and social interventions programmes as a proxy to identify the poor for free

registration onto the scheme. Some of these programmes includes:

|. Beneficiaries of the Livelihood Empowerment Against Poverty (LEAP), 2.
Children in orphanages across the country, 3. Children who are blind, deaf and
dump in special schools and in the community, 4. Mentally retarded and mentally ill
patients within mental homes and in the community who can be reached, 5. Persons

currently receiving financial support from recognized institutions such as the District

Assemblies and NGOs due to extreme poverty, 6. Mothers with twins and triplets
within the communities and are begging to feed them, 7. People Living with
HIV/AIDS who are poor and do not have any source of income, 8. Persons being
treated for Tuberculosis on Directly Observed Therapy (DOTs) strategy and do not
have any source of income, 9. Prisoners who are reported poor by the Prison
Officers, 10. Children who are receiving free school uniforms and 11. Children
benefiting from the School Feeding Programme as reported in NHIA (2013) annual

report.

2.3.2 Funding Sources

Act 852 (2012) provided for how the NHIF can be spent and this includes, payment

of healthcare costs of members, approved administrative expenses relating to the

14




running of the sche ST ;o .
£ 1¢Me and to facilitate provision or access to healthcare services. It

further limits expenditure
Xpenditure ) e Les e e
penditure to not more than 10% annual funding amount on activities

other than paym . - ,
payment for healthcare cost and approved administrative expenses. The

sources of money to the NHIF provided for under section 41 of the Act are:

National Health Insurance Levy (NHIL) - 2.5% Value Added Tax:

o 2.5 : . s B —
/0 percentage points of each person’s 18.5% contribution to SSNII

pension fund:

o Such moneys that may be allocated to the Fund by Parliament;

o Grants, donation, gifts and any other voluntary contributions made to the
fund,

0

Money that accrues to the Fund from Investments made by the Authority

o Fees charged by the Authority in the performance of its functions:

o Contributions made by members of the Scheme: and

o Moneys accrued under section 198 of the Insurance Act. 2006 (Act 724).

Over the years, monies accruing from the NHIL have been the main source of
funding to the scheme averaging about 70% of total annual funding amount for the
NHIF. SSNIT contributions and premium income (contributions from members)
constituted on average 18.5% and 4% respectively. While both the NHIL and SSNIT
contributions showed increase in their proportional contribution to the fund, premium

income has decline from 4.5% in 2011 to 3.4% in 2014 (Otoo, 2016).

Some stakeholders have expressed concerns about who pays for persons exempted
from membership contributions. Over 60% active members of the NHIS falls within

this category and that deprived the NHIS a lot of revenue in membership

contribution.
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On achieving univers; - : |
g universal healthcare coverage, oxfam (2013) maintained that countries

must raise suffici ic fi
icient public funds to cover the healthcare costs of those who cannot

afford to contribute especially ; . . - -
bute especially in developing countries, even in European countries

with well-e IS : .
stablished health insurance systems, governments inject general revenues
into the sy OV i3
ystem 1o ensure coverage for those who are too poor to pay. There are
examples where central governments set aside additional funds to pay on behall of

non contributing members, for example Thomson et al (2010) found the following:

Czech Republic; the Czech government pays about €300 per year per person on

behalf of non-contributing beneficiaries (about 5 million people).

Germany, Since 2008 the central government in Germany has made transfers to the

national health insurance fund. These amounted to €2.5 billion in 2008 and €4

billion in 2009. From 2010 the government contribution is to increase by €1.5 billion

per year until it reaches €14 billion in 2012. The increase in government revenue

flowing into the health fund is intended to lead to a reduction in the health insurance

contribution rate and lower non-wage labour costs. Although the transfers are

nominally linked to financing coverage of children, there is no legal basis for this

and no specific formula in place.

Hungary, the government has made contributions on behalf of non contributing
beneficiaries, including pensioners and children, since 2000, but the calculation of
the amount is not as transparent as in the Czech Republic or Slovakia. In response 1o
the current economic crisis, there will be a reduction in the payroll tax
rate in 2010 (three percentage points from the employers’ share) and an increase in

government transfers (o make up for the gap.
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Slovakia, the governme .. it
sovernment pays on behalf of non-active people (about 3 million

’0 )[(’ F)'2 ’ Y o wd ' Vs . '
people). ror 2010 the amount is 4.78% of the average wage in 2008, equal 1o €35

per person per month.

2.4.3 Expenditure by the NHIS

Utilization of health services has steadily increased since 2005 and the OPD per
capita has more than doubled at 1.15 by 2014. About 90% of total out patients
attendants are beneficiaries of the NHIS relative to about 38% population coverage
of the scheme. This could be interpreted to mean that about 90% of health service
utilization in Ghana occurs among NHIS members and a reflection of moral hazards,
adverse selection and higher risk selection attributes of the scheme (MOH, 2015).
Health service utilization by members of the scheme increased in absolute terms
from about 600,000 in 2005 to 29.6 million out-patient visits in 2014 and from about

29,000 to over 1.6 million hospital admissions during the same period.

Expenditure on claims has grown rapidly, reflecting relative growth in utilization and
increasing cost of service delivery. A total of GH¢ 7.60 million that was paid in
claims to healthcare providers in 2005 has increased substantially to GH¢l1,077
million in 2014 thereby exposing the scheme to financially stressful situations
(NHIA, 2015). Though, most (about 75.6%) of the scheme’s revenue are spent on
payment of claims to healthcare providers, a sizeable amount goes into its operations;

production of identification cards, support to the MOH and other administrative

expenses (MOH, 2015).
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Drug cost and prescribing practices also constitute substantial portion of the

scheme’s expenditure on claims and it is estimated tha drugs and pharmaceuticals
, R AL . ] . '

takes up to 40% of total claims reimbursements. The NHIS itself has identified the

-~

need to contain escalating cost of drugs and improving rational use of drugs as one of

the efficiency measures (NHIA, 2015).

2.4 Financial Sustainability of Health Insurance Schemes

Ensuring universal access to good quality healthcare remains a major concern for
most governments and health systems globally. According to Thomson et al, 2009 on
addressing financial sustainability in health systems, they observed that the concept
of financial sustainability has many facets, however, the concept is primarily a
question of ability to pay more for health. They explained that "if governments can
generate additional resources to finance health, and if the welfare gains derived from
higher spending on health outweigh the opportunity costs of not spending those
resources on other things, then societies may well choose to devote more resources to
health in order to sustain these greater welfare gains". They recommended that
attempts to enhance value by doing more with the resources being devoted to health

care ought to be the first choice for government towards financial sustainability.

In related work on responding to financial sustainability of Estonia’s health system,
Thomson et al (2010), recommended four major policy options; broaden the public
revenue base. improve financial protection by curbing out-of-pocket, continue to
improve health system performance through better resource allocation and
purchasing and maintain strong governance of the health system. Without a better

understanding of what is meant by financial sustainability and importantly, without
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explicitly linking the issue 1o questions such as willingness to pay for healthcare, the

value of the benefits gained from health spending and how to improve the

performance of the health system. policy responses to sustainability concerns may be

misdirected and yield unintended consequences.

Dr. Odame (2013) on sustainability of recurrent expenditure on public social welfare
programs: expenditure analysis of the Free Maternal Care Programme of the Ghana
NHIS found that 62% of all claim the free maternal care programme was for
antenatal care with 60% of claims was from regional specialist hospital. He further
found that in 2009, FMCP expenditure was 23% of the total NHIS claims

expenditure at a time when the NHIA expenditure exceeded income in 2009,

resulting in a deficit.



3.1 Research Methods and Design
The study was a qualitatiy Iy usi -
) qualitative study using key informant interviews and a desk review

of existing relevant literature and official documentation from the NHIA.

3.2 Data Collection Technique and Tool

A total of 15 key informants were interviewed for the study using an interview guide

eloped » of thi - :
developed for the purpose of this study. All interview sections were taped and
transcribed. The number of key informant interviewed was stopped after the 15"

respondents since interview sections were no more yielding news responses, thus

when a point of saturation was reached.

3.3 Study Population
The study population included persons with insights into the operations of the NHIS.
Key informants interviewed included officials of the Ministry of Health, staff of the

NHIA, healthcare providers including nurses, and pharmacists, members of the

scheme and managers of health facilities.

3.4 Study Variables
The variables of the studied were;:

1. legal and policy weaknesses exposing the scheme to high spending

2 Reasons for non enrollment
3. Extent of fraud
4. Mitigation measures to be adopted L & id i

20 -




3.5 Pre-testing

[he interview guide for the kev inf
S the Key Informant INerviews were '
> Were pre-tested among 2 key

informants from the NHIA and the

Mini: | ' :
IStry of Health. The lindings were used to

efine the interview guide before |
r guide before (he main data collection was ciivied Gt
. 'S c ( .

3.6 Data Handling

All data collected were checked for canc:
checked for consistency and relevance to the study variables.

All the audio tapes were transcribed into Microsoft word document
ent.

3.7 Data Analysis

Data analysis codes were generated based on major themes from the study variables.

The transcribed documents were fed into MAXQDA version 12.0 for analysis

3.8 Ethical Considerations

This study did not pose any serious threat to the key informants, however ethical
clearance was granted for this study by the Ensign College's Ethics Committee prior
to the data collection. Again, measures were put in place to ensure privacy and

confidentiality of data collected especially personal identifiers of the key informants.

3.9 Assumptions

Assumptions were that key informants would not open up and honestly respond to
questions asked them because they may not want to be recorded on tape. This was
avoided. The rational of the study was explained to the key informants, they pre-
informed of the need to record the interview section and their written consent were

obtained. Efforts were made to ensure that key informants' names or any identifiers

mentioned on tape.




CHAPTER 4

4.0 RESULTS

4.1 Background Information of Key Informants

In all, 15 key informants aged from 29 Years 1o 57 years (ay erage age of 45.5 years)

were interviewed. Together, they had 87 years ol experience in dealing with Ghana's

health insurances. Nine of the key informants were around at the time the NHIS was

established and had played various roles leading to its establishment. The educational

qualifications of the key informants ranged from 1% degree to doctorial degree in

various professional disciplines: Nursing, Pharmacy, Biostatistics. Legal, Public

Health, Health Economics and Health Policy and Planning.

Most of the key informants were involved with the NHIS at various segments of the
healthcare system; 1 International Development Expert, 2 Health Insurance
Administrators, 1 Regional Director of Health Services. 2 District Director of Health
Services, 2 Medical Superintendents, 1 Senior Pharmacist, 1 Nurse in-charge, 2
Health Economics, 2 Principal Physician Assistants, 1 Principal Health Planner and |

Student.

One out of the 15 kev informants was a female and 7 of them were active card

holders of the NHIS at the time of the interview.
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1.2 Operational information
>, ‘ N\ i1 A} . . .
[his secuon examined the operational data Ot the NHIS 10 explore the trends of

~ ) - 1 . ¥ g LIS
membership enroliment, funding sources, healthcare utilization and expenditure

y : I \kmh.r('"p (‘(’\"n"\" (‘f\'lll.\‘

The propartion of population who hold NHIS active membership card in 2015 was
40%. Total active membership increased from 10,545.428 in 2014 to 11,058,783 in

2015 representing an increase of 4.9%. Over the years, proportion of persons
exempted from premium payment accounted for over 60% active card holders of the
NHIS. Out of the total 513,355 members enrolled in 2015, 476,458 (92.8%) were In
the exempt category and therefore did not paid premium. A detailed review of the

NHIS membership data showed 65.7% of all active members in the exempt category

in 2015 were children below 18 years. Table 4-1 below shows the trend in the

proportion of population covered and proportion of NHIS members exempted from

premium payment.

Table 4-1. Trend of population coverage and proportion of active members in the exemplt categories

Year =—> 2011 2012 2013 2014 2015

Total Population (million) 253 259 26.6 273 27.6

No. of Active members (million) 8.3 8.6 9.8 103 11.1
_No. Exempt members (million) 5.3 5.5 6.1 6.7 14

34% 37% 38%  40%

_Proportion of population Insured 33%

Proportion of Insured Exempted 63% 63% 63% __66% 67%

Sowrce. MOH. Preliminary Holistic Assessment Report, 2016




4.2.2 NHIS funding sources

Over the years, the National lealth Insurance Levy (NHIL) has been the m

din source

of funding to the NHIS with averaoce i ‘
crage annual contribution of about 73% to the NHIF.

The share of reve - >d fre '
['he sha cnue generated from premium has been consistently marginal at

i e B e s | |
4.5% n 2011 declining to 3.2% in 2014. The share of premium out of the total

funding to the scheme has increased from 329 in 2014 to 3.8% in 2015 following

B o T in 9
upward premium review in 2015. Table 4-2, below shows the contribution of various

funding sources to the NHIS.

Table 4-2. Sources of funding (million cedi) to the National Health Insurance Fund. 2011 to 2015

_Year NHIL SSNIT  Premiums  Interest Other  TOTAL % Premium
2011 44996 107.61 27.54 50.92 0.78 616 .81 45%
2012  573.36 141.76 28.56 29.07 11.72 784.47 3 6%
2013 650.2 180.49 30.58 42.25 12.7 916.22 33%
2014  756.73 223.57 33.61 22.58 8.3 1044.79 32%
2015 908.6 283.27 48.07 16.13 4.83 12609 3.8%

Source. MOH, Preliminary Holistic Assessment Report, 2016

4.2.3 NHIS Expenditure

Expenditure on claims reimbursement increased from GH(1,202.61 million in 2014 to
GH(1.277.32 million in 2015 representing an increase of 6.3%. Claims payment accounted
for 76.1% of total expenditure in 2015 while about 24% was spent on administrative and

operational activities as detailed in Table 4-3 below and Figure 4-1, shows the trend in

claims payment from 2005 to 2014.
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, 4-3 Trend VHIS Expe ¢
I;’HLJ-_;—I 9 LA ’_"/_"ur;rmlml&hult edi), 201110 2015

Vear ==> 2011

Year 2012 2013 2014 2015
Claims 348.71 6162] 78226 1,000 9T
Admin. and log support 17.2 28 {3 S (4 | |

- J 5.72 771

Support to MOH 147.33 74 67 31,11 15.65 132}
Operation 36.75 61.85 150.9] 150.25% 169 08
NHIS 1D card expenses 9.62 20.05 27.69 69.69 4

. : 6 1.16
IDA project (WB) 3.29 907 () 0

()

Loan payment 0 0 0 73.61 54.43
TOTAL 762.9 810.68 997.0] 1,202.61 1.277.32
% expenditure on_claims 71.9 76 78.5 69.5 76.1

Source. MOH, Preliminary Hollistic Assessment Report, 2016

Figure 4-1, Trend of Claims Payment, 2005 to 2014 i
Million Cedi
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7187,
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4 2.4 Trend in health service utjljzqy,
zation

Health service utilization b .
the i
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p Crcdsc rom

600.000 Out-Patient Department (¢ -
partment (OPD) visits in 2005 10 29.64 mill
- million visits in 2014,

~oure 4-2, below ¢ &
Figur clow shows the trend in Opp ISits from 2005 1o 2
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Figure 4-2, Trend of OPD Visits 2005 to 2014
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Figure 4-1, Trend of Health Service Utilization by NHIS Members, 2005 to 2014
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4.4 Results of Key Informants Interviews

0 X F -

lating NHIS law : L
relating | W and operationa] policies, ii) why NHIS is not able to attract

otential members to p |
p EeNcrate more revenue, iii) issues impacting negatively on

expenditure and 1v) possible mitigation measures

4.4.1 Legal provisions and policy decisions

The key imformant interviews, that some provisions in the NHIS law and subsequent

policies have exposed the scheme o excessive financial burden. Section 29 of Act
8§52 which provides for persons exempted from premium payment was perceived 1o
have burned the scheme. As a result, some questioned the rationale or objectives for
establishing the scheme. Again, some policy decisions relating to the kind of
diseases, conditions or services to be included in the benefit packages were also seen
to be exposing the scheme to excessive financial risk. Table 4-4, shows some key

informants' perceptions on what is not been done right with the NHIS.

Table 4-4, what is not been done right with the NHIS?

Revisit the objective | Review Exempt Category ' Fund management Review Benefit
of the scheme and expenses package
- The main issue isto | - “The exemption is 100 - | think that the - If we add Malaria
determine exactly large. It's too huge. It will | management of the to a benefit
what we want as a collapse the scheme.™ funds 1s also a factor package, exactly
country? what do we want?
- It is too much. IU's a huge
challenge for the NHIS, so | - “The problem with - "improve on the
- “I think having one | they should reduce the the NHIS is benefit package and
scheme that covers exemption categories - mismanagement of the | ask them to pay
both public and funds. That is really more”
private facilities is - It's impossible to have all | w hat is crippling and
wrong” these categories of people | crushing the NHIS™ - "It should not only
exempted in one scheme be seen as a cheap
thing"
- Why are we - “We actually have the - *] think they are not
exempting all these mindset that people are  spending pmgcrl) on
categories of people? | poor bul it is not true.” the core duty”
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> Me shi
4.4.2 Membership and revenye mobilization

The NHIS can onl
0 “ - .
Y pool resources better if it can improve on its membership

coverage, especially those |
’ w5 0 e non-exempt category. Key informants sighted lack

of confidence or trust in the NHIS

lack of education, delays and inconvenient

registration processe : ' :
g P S coupled with misconceptions and negative experiences at the

health facilities as some of the reasons why the NHIS is not able to attract more

premium paying people. Table 4-5, below shows key informants opinions on why the

NHIS is not able to attract premium paying members

Table 4-5, why the scheme fails to attract the working class and non -exempt people?

No confidence or

trust in the scheme

- probably they don't have trust in terms of the delivery of the scheme

- It has to do with some of the misconceptions about insurance

Benefit does not

meet expectations

- because it doesn’t satisfy their requirements; if I have to register for the

scheme only to be treating malaria etc, it's not what I am interested in

Delays and

registration

process

- it’s not about the premium. It’s about the cumbersome process 1o getting

registered
- the inconvenience of the registration process

- even for SSNIT contributors, membership is not automatic. You have 1o go

to the registration stations

Extra payments al
point of service/

copayment

- Sometimes you go to the facility and even for some of the drugs, you'll

have to pay

- they go to the hospital they still have to pay for their drugs

_ As it stands now it will continue to happen (illegal copayment charges by
providers)

- because t people are registered and when they go 10 the facilities, they still

have to pay for certain things

Lack of public
awareness/

education

- The only challenge is about education and sensitization of the population

- It boils down to people being adequately sensitized to know that the scheme
is running property
- The NHIS should engage the public and let subscribers know their

entitlements

- first the people

second. the benefit package

should know the advantages of Health Insurance and
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Perceived low ple don’ see any better service fro facilitie | ‘ ?
T om facilities registered under health

quality services -
- People think

: j InNk when w

and negative ¢n we say | —’ | |
21€ DAVING fr : y NHIS pays for generic drugs; it means that they

experience at paying lor inferior drugs
- because (

e o s0 - |
health facility M€ negalive experiences Lhey might have had at some health

facilities they don’t renew their membership
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There have been co
neerns about coverage for the poor and its financial implication

for the scheme. In response to who should pay for the poor, the key informants

maintained that Ghana as a county does not have a clear definition for the poor and
lack the ability to target them appropriately. Additional funding by government to
pay the premium for the poor and support from relatives were suggested as sources
of funding to support the poor. Table 4-6, shows key informants' comments on who

should pay for the poor.

Table 4-6, Who should pay for the poor?

- It is not true that you can't even know who is poor. Do it at community level
Definition of who | - the poor have to be really well defined

is poor and how to | - The difficulty we have is determining who is poor? Who determines who is

identify the poor poor?
- what is our definition of poverty or poor?

“There are still local initiatives where people do things which will marvel you

Let them pay in - But we know very well. how people can begin to help, in the local system

kind or relatives - When a family member is sick everybody contributes, why can't they

contribute to insured themselves?

- I feel government should handle that aspect. That is why you have social

Government protection policies like the Livelihood Empowerment Against Poverty (LEAP)

through Social - Do the free registration for them but not the scheme registering them freely,

Wellare so government should step in and take it up

- A separate institution should register them other than the health insurance.

_if it comes out clearly that these peoples are poor. fine, then the scheme

Pay from NHIF should be able to absorb these people
e is based on the VAT, the poor can benefit

- if the insuranc
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4.4.3 Leakages, fraud and Abyses

There was a widely held belje
clief among the key informants about the pervasiveness of

fraud and abuses against '
g the scheme by all three major stakeholders of the scheme.

Although, this 1is cclusiy 3
g not exclusive to Ghana's health Insurance scheme, the key

informants w |
in ¢re concerned about lack of efforts to deal with it Table 4-7, below

shows key informants' '
y nis’ comments in response to whether there are leakages, fraud and

abuses that impact on the finances of the scheme

Table 4-7, Are there leakages, fraud and abuses against the scheme?

- Client<?
Clients? Oh! Plenty. They can move from one facility to another
Fraud and abuse by | - Within a week, someone can go to about three places to collect more

scheme members drugs

- because it is free, you know, people are really are abusing it

- Some of the NHIS officers are in connivance with facility managers

because they al :
Fraud and abuse by se they also get their cut

scheme staff - "the leakages are too many, if you look at the membership coverage

that we have, | personally don’t think we should be paying that much

for claims”

- Certainly, on daily basis in the workplace, it happens
- Sometimes people are billed for medicines they are not supposed to

pay

Fraud and abuse by . , ,
- the providers, you know this fellow is not sick, yet you have fired a

service providers
whole battery of medicines because you want more revenue

- Even health professionals ..... they sometimes use other client’s

medical records to get medications

_Provider cheats, the scheme cheats and the client cheats. Everybody

is cheating

_ As for the abuses, it's occurring throughout; from the administration

General fraud .
to the providers

- As for fraud and abuses, there’s more than enough evidence

_ There is fraud everywhere, from the top to the bottom




4.4.4 Mitigation measures

[n this section, Key informants we .
) nants were asked if they think the introduction of mitigation

sures In Ta - ,
mea ble 4-7 below would make an impact on the finances of the NHIS.

Table 4-8, what mitigation measur
| es can be adopted to i
0 improve finances’

-if ther Istic. | |

o ate realistic. if you give somebody so small that he has to squeeze
within, then certainly you are sure quality will be compromised
Capitation | - So the two payment methods running parallel to each other is not the best

- | think basically capitation will do a lot to help improve the system because, a

lot of people are abusing the system

- I will encourage copayment at a certain level and that level will be just bcyondq
- primary care

- Already co-payment is taking place but that is not preventing the abuse

- there should rather be a ceiling after which for which patients will now put

Copayment .
their healthcare cost on the insurance; e.g. NHIS will only come in if your bill

is above GHC50.00
- without copayment the insurance will .. every insurance will collapse, because

especially in developing countries, the premium is low

- that is the policy so they have to enforce it
Enforce - maybe 10 out of 1,000 patients should filter to the teaching hospital
Gate keeper | - resource the rural facilities. attention must be given to the facilities so that

most of the people will be seen at the smaller primary care facilities

_when we define what primary health care service 1S

Limit - that is quite something that I think if the insurance should really take a look at

benefit to as it's saving cost to them. It also building the system because just with the

example of the Malaria, 1t's the same treatment that will be given

primary
level - the secondary and tertiary level, should move away from primary care
services. That is why the second tier is very important
- you need people of a1l class on the scheme, so a 2nd tier scheme will let
people register
_ The scheme should be able to create different levels to attract everybody
Two tier . , | §
_ there should be opportunity for people to subscribe 10 secondary insurance
subseription Jould be seen to be encouraging that

packages - additional tier - NHIA S

_ this tier, the benefit package <hould be limited to catastrophic conditions

of the middle-class.

because that is the interest
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CHAPTER 5

5.0 DISCUSSION

5.1 Legal and Policy Issues

Unlike the national health insurance act, 2003 (Act 650), the national health

insurance act, 2012 (Act 852) appeared to have exposed the health insurance to much

financial burden relative to the category of persons exempted from premium

payment. Nine categories of persons have been exempted from premium payment

and these include:

d.

b.

E.

Provision for exemption in Act 650, W
stated that "Notwithstanding
exemptions of ce
Subsection 4 and 5 furthe

under SSNIT respectively.

identification and registration of ind

>~ 0. S

a child (thus persons below 18 years);

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

a person with mental disorder,

a person classified by the Minister responsible for Social Welfare as an
indigent;

categories of differently-abled  persons determined by the Minister

responsible for Social Welfare,

pensioners of the Social Security and National Insurance Trust;

contributors to the Social Security and National Insurance Trusl;

a person above seventy' years of age;

and other categories prescribed by the Minister for Health

as contained in section 34 subsection 3 which

subsection (1), Regulations shall prescribe for

rain categories of persons from the payment of contributions”.

r specifically exempted only contributors {0 and pensioners

Section 38 made provision for determination,

gents and nandated the Minister of finance in
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consultation with the NHIC to "determ:
IC 1o "determine at least six months in advance the Budget

for the support of indigents".

» exemption policy as | :
The p policy as in the old Insurance law was more flexible and could be
expanded in a gradual m '
p g | manner dependmg on the financial strength of the scheme.
ike the curr tem
Unlike urrent system where the NHIS takes on the full burden of processing,

registration and provision of benefits for the exempt categories, the previous act
ensured that the Minister of finance made specific budget allocation to support the

indigents.

Following the passage of Act 852, in 2012, the scheme's focus has shifted to
registering more persons in the exempt categories especially, the indigents.
Proportion of active members who were indigents increased from 1.4% (2011 and
2012) to 11.2% and 14.5% in 2014 while proportion active members who were non-

exempt declined from around 33% in 2013 to 29% in 2014.

Many people who are sympathetic to the NHIS's financial situation felt the current
exemption policy of the scheme ought to be reviewed to reduce the burden on the
«cheme. Two of such feelings were expressed by a senior official of the Ministry of

Health and a Regional Director of Health Services who have both had in-depth

experiences with health insurance implementation in Ghana respectively:

"The exemption is too large. It’s 100 huge. It will collapse the scheme You are exempting

children under eighteen years, you are exempling older people, then there is nobody

left".
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nh.' - - -
ow if we talk about pr
regnant wome
shant-women, fine, because we want them to come and have

cervices so that we can
reduce '
(e maternal murm/it)' So p('n/)/c who are above sevenl)
¢ ¢ seveniy

(70) or so, what is the reason why we ar
J (7 ’ ) 1 ¢
exempting them? Less than eighteen (18), why

are we exempting all those people? §
se people? So I think it's 100 wide. If you want 1o exempt

children, why not bring it down to five (5) years?"

some would further argue that the exemptions should be targeted at the vulnerable
rather than the current general exemptions for the various categories. It cannot be the
case that all children under 18 years are from such economic background such that
they cannot afford premium. Similarly, a significant proportion of various categorics
<hould be able to pay their own premium which would go further to strengthen the

finances of the scheme.

Policy decisions that are exerting a financial burden on the scheme include 1ssues
relating to the benefit package, non enforcement of some key provisions and
branding of the scheme to earn the trust and confidence of the scheme. Stakeholders
believed that policy decisions should <eek to achieve the goal for which the health

neurance was established; some have questioned the decision not 10 Increase

premium until recently, NHIF support to the Ministry of Health budget and the

increasing exemptions. There ought to be case by case assessment for need for every

item included in the benefit package and each item should either pass cosl

effectiveness test or specifically targeted at public or social intervention. Below was

how a Regional Director of Health Services put it;

" if 1 have GHC100 000.00. where do I put it? Do [ use it to treat children with
hypertension? Buf if a disease

malaria or use it for 10 managing directors who have

pass nothing, and il 's included just for emotion sake, you will have a problem”
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a country where laws a |
In nd regulations are not enforced or are difficult to enforce, it

vould be ractically | .
\ P Y 1mpossible to EXpect people to respect policy directives

«pecially on gate keepi
esp y 2 ¢ping when there are no Incentives to do so. Although, the

reimburs | ' i
current ement policy seeks to discourage secondary, tertiary and teaching

hospitals from attending to primary care services, they rather shift the burden to the
beneficiaries of the scheme by demanding out-of-pocket payments for services

already covered. Some hospital have gone further to establish in-house retail
pharmacies to sell medicines not stocked in the hospital pharmacy. All these

contribute to lack of confidence and trust in the NHIS.

5.2 Membership and Revenue Mobilization

Revenue from premium payment would be the surest means for the NHIS to improve
s finances. The NHIL and SSNIT contributions would not change significantly
anytime soon and prospects of generating enough from these sources are linked to the
growth of the economy. Ghana has had experience with tax based health financing

and how it could not last following decline in the economic performance of the

country immediately after independence.

Currently, it appears the NHIS under estimated how premium revenue could

significantly influence its finances. There have been more efforts aimed at registering

those in the exempt categories than registering the premium paying members. Again,

for some reasons, the NHIS has not been able to attract premium paying members.

Some of these reasons include lack of confidence or trust in the scheme, poor public

misconceptions about the scheme, delays and difficulty with registration processes,

negative experiences with healthcare providers and general lack of public education.
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istent threats in th 1a by -
pers ¢ media by the S€rvice providers to the effect that if NHIS
at if N

iled to pay them on i , -
fa P me, they would withdraw services There are also issu
. sues

relating to the quality of services covered by the NHIS which are largels idered
' considere

to be inferior especially the notion that the NHIS only covers inferior medici
icines -

isconception 1s |
misconcep argely caused by healthcare providers who in attempts to make

> money misi ient
more y sinform the patients. There are serious issues that have to be

addressed through proper public education and engagement

Registered members of the NHIS are poorly informed and lack knowledge about
what is covered or not covered in the benefit package and are therefore at the mercy
of healthcare providers to inform them at the point of healthcare access. Some
providers are believed to be charging double for their services; they would inform the
patient that a service or medicine is not covered. They would request out-of-pocket
payment from the patient and also bill the NHIS. Act 852, section 30 subsection 2
sought address this challenge and empower NHIS members, but its implementation
has not fully started yet. It required of the NHIA to provide all relevant information

at the point of registration, thus;

"The Authority shall provide information al the point of member registration, about

the benefits package, 1 ghts and responsibilities of members and complaints and

dispute resolution mechanisms under the Scheme”.

All these affect people’s confidence in the scheme and their decision to subscribe as

members of the scheme. The concemns aboul the coverage for the poor and 1ts

financial implication for the scheme is real especially 1n the Ghanaian context with
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- ited data to properl e
[im1 properly target the poor. Definition of who qualified to be classified
e classified as

or and lack of appropri

0O Ppropriate means of assessment further worsen the situation. It is
ohly possible for | :

hlghl) D the poor to be overestimated in these context and hence the need

operly define ane
to property the poor taking into consideration Ghanaian family support

systems and local initiatives. One reason why one can easily assume that many

pcoplc are poor 1Is the fact that there is limited data on individual or household

expenditure. Many individuals assumed to be poor makes huge expenses on non-

essentials.

it could be possible to safely provide insurance coverage for the poor if the poor IS
properly defined, in order to reach the actual poor in society. Some also argue that
existing social protection policies and agencies should be able to make provisions for
the payment of premium for the poor to free some funds for the NHIS. The
Livelihood Empowerment Against Poverty (LEAP) and Social Welfare Department,

both under the Ministry of Gender, Children and Social protection should be able 1o

take on this responsibility, rather than merely identifying them for the NHIS to

process, register and provide benefits for them.

the other hand could allocate and earmark a budget to support

Government on

premium payment for the poor as envisaged by the previous NHIS law and this

would not be unusual as is done in other countries. According 10 Thomson et al,

2010. Germany, Czech Republic, Hungary and Slovakia all set aside funds to pay on

behalf of non-contributing beneficiaries.
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5.3 Leakages, Frauds and Abuses

g

:xpenditure o Ims rej
Fxpend n claims reimbursement accounts f S N
S for over 75% of NHIS annual

expenses. Although, actiy ,
P 2 lve mcmbershlp coverage of the NHIS is around 40% of the

Ghanaian population, over 90 isi
o of OPD visits are occasioned by NHIS members.

This has raised concern
> among stakeholders about existence of fraud and abuses.

Children below the age of 18 account for over 40% of the NHIS membership and 1t 1S

pected that thos
exXp se beyond age S r would scarcely use health services which further

o to support the fac : :
g pp t that the NHIS is paying too much in claims reimbursement

probably due to fraud and abuses.

All key informants agreed that there are fraud and abuses perpetuated on the scheme
resulting in high expenditure. Below is how a Regional Director of Health Services
summed up this opinion:

' 1 . . . "
"Provider cheats, the scheme cheats and the client cheats. Everybody is cheating!

The healthcare providers were thought to be the main perpetuators of these negative
practices at times in active connivance of NHIS' staff to make claims on the scheme.
NHIS members on the other hand were accused of shopping for services, frivolous

and use of services to obtain medicines for non registered sick relatives.

There are very little incentives for people to do the right thing. Currently, the NHIS
eems to be interested in punishing healthcare providers for their mistakes. Health

service providers who make conscious efforts to ensure efficiency and satisfy their

clientele should be identified and recognized by the NHIS as summarized in the

following recommendation by a senior health economist.
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"There should be reward for effi
| Ci

‘ncy gains '
v ()r ) ) ) .
for providers of healthcare. Even

though, you have a contr .
¢ uract w d e
g aceriain ieve u/'

) p : t, (

abusers"”.

NHIS was accused of unilaterally deducting money from service providers for
genuine clerical errors on the part of the service providers and refusing to give them
B
opportunity to correct the errors and resubmit. In attempt to recover these charges
providers make up for the lost in subsequent claims. Again, delays in claims
eimbursement has provided the basis for healthcare providers to introduce
unapproved out-of-pocket payments and in the process double charging the scheme
and its members for the same service. Some providers were also of the view that

NHIS tariffs are unrealistic with less frequent opportunity to review them resulting in

providers under recovering for most of their services.

As a result, providers are tempted to do up coding for some services, ask the patients

to make up for the difference or double charge the scheme and patients. A Medical

Director of Health Services provided

Superintendent who also doubles as a District

the basis for some of these actions;

all been pushed 10 the wall to do that because if 1 go 1o supplier

is 1 do not pay, obviously s’he ca
en try to also credit for the next three

s and I'm still not paid

"Obviously, we have

A 1 credit items, Jor three mont!

e to supplier B and th

diting for nine good month

nnot give it 1o me

again so I then mov

months. So if I keep on cT¢

obviously I must find a way of sustaining the hospital”
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5.4 Mitigation measures

The finances of the NHIS would not improve dramatically in the next few years
without a major decision 1o review the funding sources and hence the need to adopt
come measures 1o mitigate the current financially stressful situation the scheme find
self. A mixed basket of mitigation measured were recommended by the key
formants as likely to impact on the finances of the scheme during the medium term.

These measures include adopting payment methods, review of benefit package and

enforcement of existing polices.

Firstly, the need to enforce the gate keeping policy has been identified on the grounds
that significant proportion (estimated at between 45% to 49%) of healthcare services
are provided at the secondary level and beyond with higher overhead cost. The
Ministry of Health ought to ensure that the referral policy is enforced. Consistent

with ensuring that the gate keeping policy works, it should be possible for the NHIS

(o limit some of the benefit package to the primary healthcare facilities.

There were mixed reactions (o scaling up capitation payment since Ghana has passed

the stage at which to troduce capitation method. Those against, argued that using

capitation alongside Diagnosis-Related Group (DRG) and Fee-for-Service (FES)

would only provide fertile grounds for provide to abuse the scheme. The prospects of

making higher income when providers up-code or move patients into in-patient care

to access DRG and FFS would be too tempting 10 resist.

Those in favour of capitation payment method argued that it would help providers

have seed money and minimize complaints about delayed payments, reduced
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«tatus of capitation payment method ongoing |

«cale-up to other regions; decisions to scale capitation payment to other regions

<hould be backed by demonstrated superior benefits to all three major stakeholders:

the scheme, the clients and the providers.

Most of the key informants generally believed introduction of co-payment would

lessen the financial burden of the scheme especially if it is targeted at certain services

and levels of healthcare facilities. They is evidence to support the fact that

copayment is currently ongoing in the healthcare facilities, although illegal and
unregulated. Introduction and regulation of copayment would be to the advantage of
all stakeholders, unlike what exists now where providers decide what to charge and

for which services.

Patients should be able to afford part of their medical bills once they can be assured
of quality healthcare. With the health seeking behaviour of most Ghanaians, where
the first attempt is to purchase medicine in a pharmacy, most patients end up
spending more on out of hospital treatment than they would have paid for
copayment. Again, with the notion that medicines covered by the NHIS are inferior,
some patients are willing to pay a little more to secure "quality" medicines as

captured in the comments of a senior medical officer and medical superintendent of a

municipal hospital.

" ..when you talk to the insurance clients when they come to the hospitals they

say doctor, if this medicine I good for me and it s not in the insurance, write

it for me 1I'll go and buy”
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their operations, unlike what pertains now where most facilities runs out of suppliers
especially essential medicines due to delayed reimbursement from the NHIS. It
would further ensure that the NHIS would not be burdened by the entire healthcare
cost of its members. Copayment would also ensure that NHIS members take keen

interest in the cost of their medical bills since they would be paying for a proportion
of their entire bill, they would ensure providers claim for only services the clients

actually used. It would further reduce abuses from the clients; healthcare facility

shopping and unnecessary service utilization would be cut to minimum.

The NHIS ought to be seen encouraging all class of persons to the scheme with
various packages to meet various classes of healthcare needs. There are certain
classes of income earners who do not see the current benefit package meeting their
healthcare need and therefore are not motivated to subscribe to the scheme. They are
also not able to purchase healthcare packages from the private for-profit health
insurance schemes probably because the profit driven and risk-based pricing nature

of such schemes makes it difficult for them to fit in there as well.

One of the mitigation measures alluded to was introduction of additional tier with
enhanced benefit package for those who are willing to pay relatively high premiums
to take advantage of and join the scheme. It is believed that persons interested in this
kind of enhanced benefit package for extra premium would want to insure
themselves against rare medical conditions that could push them to catastrophic

healthcare expenditure. In this case, their use of health services would be less often

compared to those who subscribed to the general benefit package. This would afford

the scheme an opportunity to save moncy from one tier to support the other.

42




CHAPTER 6

6.0 CONCLUSION AND RECOMMENDATION

6.1 Conclusions

The NHIS has reache in its ;
d a stage in its implementation requiring critical review and
hold decisions to its viahilitv -
ensure its viability and financial sustainability. There is no point
> 3 5 - ‘ .
burdening the scheme to the extent that is cannot sustain its core mandate. In the light

of the evidence presented, the study concludes as follows:

The new NHIS law, Act 852 has exposed the NHIS to more burden than the scheme
can effectively sustain. The burden of sustaining all these categories of persons
exempted from premium payment solely on the NHIF 1s extreme. Again, institutions
responsible for social protection have somehow shifted their responsibilities to the

«cheme and in efforts to be seen as performing their duties end up pushing more

people onto the NHIS.

It can be deduced that efforts to increase membership coverage were mainly focused

on enrolling those in the exempt calcgory because they appeared easy 10 reache than

the premium paying members. which required more efforts. Again, the NHIS seemed

unconvinced that they could generale significant revenue from the informal sector or

the non-exempt category, hence relatively less effort to reach this group.

The NHIS by its actions and inactions has provided an enabling environment for

stakeholders to perpetuate fraud and abuses against the scheme. Delayed payments

and low tariffs only encourage healthcare providers Lo device means to achieve more
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revenue 10 recover cost. The inahil;
. 1he nab
ity of the providers to stock their facilities with

for some patients to |
shop for such services from one facility t !
y Lo another.

The NHIS would not be .
able to function at optimum if the whole health system 1s not

oreanized to functi :
E on as such. There some policy issues that needed to be

‘mplemented to support '
imp support the operations of the scheme and they are clearly beyond the
mandate of the NHIS. T Ini

an NHIS. The ministry of health should be seen to be playing such

leadership roles like enforcement of gate keeping or referral policy, ensuring proper

utilization of Internally Generated Fund (IGF) by the public health facilities and

introduction of unapproved charges and fees in health facilities.

6.2 Recommendations
The study recommend the following directed at managers of the NHIS, the Ministry

of health and the government of Ghana as follows.

6.2.1 The Managers of the NHIS;

| There is a need to engage all relevant stakeholders to review section 29 of Act

852 to properly target the exemption categories

2. Engage the government through the ministry of finance and ministry of

gender, children and social protection 10 consider making budgetary

allocation to support those exempted from premium payment

3. Review their position on oxtent to which income from premiums payment

could impact the financial strengths of the NHIS.

44




4. Ensurc adequate measur '
€S arc put in place to detect and deal with fraud and
| raud anc
abuses while also ensuri
uring that the scheme honors its responsibiliti both
ilities to bot
the healthcare providers and members
~ prepare and emplo '
5 D ploy adequate mechanisms to introduce targeted copayment
men

d additional ti Ipti i
an al tier subscription with enhanced benefit package in Its

operations

6.2.2 The Ministry of Health

1. The ministry of health should provide an enabling policy environment for the

NHIS to functional properly, including implementation and enforcement of

relevant policies

1 Ensure that public health facilities effectively use their 1GF t0 improve the

facilities and their services, stop charging unapproved fees and ensure

availability of essential supplies.

6.2.3 The Governmenl of Ghana

nt revenue collections systems 1O continually

1. Ensure effective and efficie

increase revenue from the NHIL

port persons exempted from
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APPENDICES
APPENDIX A, PARTICIPANT INFORMATION SHEET AND
CONSENT FORM

part 1: Participant Information

[ntroduction

My names are Nicholas Nyagblornu, a final year Master of Public Health student of
Ensign College of Public Health, Kpong. I am conducting a study to ;sscss the
operations of the National Health Insurance Scheme (NHIS) to determine what can
be done to make it financially sustainable. This participant information sheet
explains the study to you. Please take all the time you need to read it carefully. You
may ask me questions about anything you do not understand at any time. Your

participation is voluntary and you may quit at any time

Why you are being asked to participate
vou are being asked to take part in this study because you or your institution 18

considered a very important player in the operations and sustainability of the NHIS.

Procedures

[f you agree to grant me the interview, the interview will take 7 - 10 minutes. 1 will
be recording or taping the session because | don’t want {0 miss any of your

comments. Although, | will be taking some notes during the session, 1 can’t possibly

write fast enough to get it all down. Because we are on 1ape. please be sure L0 speak

up so that I do not miss your comments. The interview will only begin after you have

agreed to be interviewed and have signed the consent form.

Risk and Benefits

We anticipate minimal or no risk to you. There is no direct benefit to you for being
ovements in operations and

interviewed: however, study outcomes may lead to 1mpr

finances of the NHIS.




Confidentiality

All your responses will be k i
Kept confidential. This means that
| 1al your Interview

responses will only be shared with my supervi
r‘ = e | ’
pervisor (when necessary) and 1 will ensure

(hat any information | include i .
b de in my report does not identify you as the respond
emember, you do not : ' | espondent.
R ) have to talk about anything you do not want to and
. nd you may

prompt me to make comments off tape or end the interview at '
any time.

Voluntariness and Withdrawal

Your participation in the study is completely voluntary and you reserve the right not
to participatc. This 1s your right and the decision you take will not be disclfscd Lo
anyone. If you join the study. you can change your mind later. There will be no
negative consequences if you choose not to participate in the study. Please note
however, that some of the information that may have been obtained from you without

identifiers, before you chose to withdraw, may be used in analysis reports and

publications.

Cost/Compensation

your participation in this study will not lead to you incurring any monetary cost

during or after the study.

Who to contact

This study has been approved by the College's Ethics C ommittee. 1f you have any

concern about the conduct of this study, your welfare or your rights as a research

you wish to ask questions, oOr need further explanations later, you

participant oOr if
¢ Juliana Yartey Enos (0504229909) of the Ensign

may contact my supervisor, D

College of Public Health. Are there any questions about the forgoing?
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part 1. Consent Declaration

«J have read the information give
1 B Ay : given above, or the information b

me. 1 nave ziven a chance - above has been re
/ heen answered ce 10 ask questions concerning thi SR
ave e iswered 1o my sati as | s studv: auestions
z y satisfaction. I now voluntarily ag ;. guestions
Yy agree (o particip '
nate in this

study kmowing that 1 have the ri
S UL, E ¢ the rlghl to withdraw at .
consequences i any time without any

Name of participant

Signature of Participant

Date / /20

i W— W — pu—— -

Left thumbprint of participant

Name of witness

Signature of witness

Date /120

—‘—-—’

Name of investigator

Signature of investigator

Date /1720
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APPENDIX B, KEY INFORMANT INTERVIEW GUIDE

e

[nterview

Questions and Closing remarks

e O

Questions:
| What is not being

done right?

2 Why the scheme

fails to attract

potential members?

3. Support for the

poor and exempt

4 Leakages, fraud

2

L.

4.

The NHIS seem to be in financial difficulties! Is there
Sf)nlcthing you think is not being done right?
1.  Members registration
1. Revenue mobilization
Expenditure
Cost containment

1.
2

Why do you think both formal and informal sector

potential members are not interested in registering with
the scheme?

3. Who should pay for the poor to be enroll?

i, What is your opinion about the current exempl
categories”?

Are there leakages, fraud and abuses?

i Are there frauds by providers?
i Are there abuses or frivolous use by members?

iii. What do you think of the benefit package?

5. Without additional funding for the next 5 years, what
measures will you recommend the NHIS adopt to reduce

its expenditure?
i How do you think the adoption of the

impact on NHIS' expenditure?

following will

a. Copaymenl
b, Strict referral or gatekeeper S ystem
~  Restriction of members 10 primary and secondary

health facilities
d Implementation of capitation method of payment

e. Two tier scheme

and abuses
5. Cost-saving
measures 10
adopted
Closing
1. Additional
Comments
2. Next Steps

3. Thank you

Is there anything more you would like to add?

formation you and others gave me
he college 1n one month. I'll
at that time, if you are
phone or email, if 1

[ will be analyzing the Il
and submitting a draft report (0 L
be happy to send you d copy 10 review
interested. | may be contacting you by
need further clarification on your comments.

———————— ————
———————————

Format: adopted from Boyce and Neale,

2006
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