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Abstract

Introduction: Empirical evidence on challenges to
health care delivery at district/municipal level under
the National Health Insurance Scheme (NHIS) in Gha-
na is limited. This study determined challenges to op-
timal health care delivery at a municipal hospital under
Ghana’s NHIS.

Method: A cross-sectional study was undertaken be-
tween January-March 2010 at the Winneba Municipal
Hospital (WHM) in Ghana to review out-patients
(OPD) records from 2005- 2008. A structured ques-
tionnaire was used to collect data from 345 out-
patients (170 insured and 175 uninsured), and from
their folders. Eleven key informants from the WMH
were interviewed.

Results: The NHIS was introduced at the WMH in
2006, resulting in an increased OPD attendance of
77.3% in 2007. Insured clients visited the OPD many
times and at shorter intervals than uninsured clients.
Disease patterns at the OPD were however similar
before and after the introduction of NHIS at the Hospi-

tal. Key health providers at the WMH admitted to in-
creasing OPD numbers and prolonged client waiting
times. Over 40% of insured clients spent three hours or
more to receive OPD services. Financial support from
the Government to the WMH has reduced since the
introduction of NHIS. In 2008, over 70% of total hos-
pital revenue was from the NHIS; delays in payment
by District/Municipal Mutual Health Insurance
Schemes (DMHIS) significantly strained hospital fi-
nances and provision of drugs and supplies.
Conclusions: Increased OPD numbers, prolonged cli-
ent waiting times, consumer moral hazard, limited
Government financial support and delayed NHIS
funds were critical challenges at the WMH. Innovative
measures to limit moral hazard (i.e. reward mecha-
nisms for non-frequent visits, and introduction of co-
payments for multiple visits) are recommended. Means
to improve the skills of hospital staff dealing with
NHIS and staff of the DMHIS are policies worth pur-
suing.
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Introduction

Financing health care, in most developing coun-
tries, is costly and complex™? . The most effective way
of providing health services for the poor in these set-
tings continues to be debated as resources for state
health expenditure continue to decline®. Before inde-
pendence, the Government of Ghana provided free
health care for civil servants through general taxation.
With the expansion of health services after independ-
ence, the then socialist (Nkrumah) Government, made
health care almost free for all the citizenry*. After the
overthrow of the Nkrumah Government, the Hospital
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Fees Act of 1971° was introduced, requiring payment
of fees for some services. Successive Governments
tried to increase fees gradually through the Hospital
Fees Regulation Acts of 1983° and 1985".

Introduction of user fees for health care in Ghana
(especially in 1985) resulted in a sharp and significant
reduction in utilization of health care, prevented access
for the poor, and imposed considerable financial diffi-
culties on the population®. User fees in the health sys-
tem of Ghana led to delays in seeking health care and
reduced access to health care by the extremely poor®1,

An exemption policy was introduced to overcome
the financial difficulties experienced by the elderly,
women, children and the very poor in accessing vital
health services. However, applying and enforcing such
targeting for the most vulnerable in the population, was
shown to be difficult in practice®'**2, Failure of the
exemption policy then meant reduced access to vital
health care by the most vulnerable in the population
and subsequently led to a fall in clinic attendance***.

Health insurance is seen as an important alternative
financing mechanism for health care in developing
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countries, with the potential to increase utilization and
better protect people against (catastrophic) health ex-
penses!314.15,

Health insurance was chosen as the preferred option
to user fees and in 2003, the Government of Ghana
introduced the National Health Insurance Scheme
(NHIS) as the main health financing system. This be-
came operational nationally in 2005%, There are three
types of health insurance schemes that operate in Gha-
na; District-wide Mutual Health Insurance, Private
Mutual Health Insurance (Non-District) and Private
Commercial Health Insurance. The Government, how-
ever, decided to support the establishment of the social-
type District-wide Mutual Health Insurance (DMHI)
Schemes in the country®’. The objective of the law es-
tablishing the NHIS was to reduce the financial barriers
to accessing health care so as to improve the health of
the population and was designed to enrol all Ghanaians
and persons legally resident in Ghana from all sectors
of the economy?%618 The main characteristics of the
NHIS are that it is mutual, with ownership resting with
the subscribers (not the Government) and emphasizes
solidarity?’. The scheme in 2010 operated in over 145
of the more than 160 districts in Ghana and covered
over 95% of the disease conditions that afflicted the
population?,

Social health insurance schemes such as the NHIS
pose peculiar challenges especially in developing coun-
tries?1320, In these countries, ability to provide essential
health coverage for all citizens and the financial ca-
pacity to sustain the insurance scheme pose major chal-
lenges!®2, In addition, low national incomes, huge
informal sectors with preponderant rural populations,
decreased ability to mobilize resources from premiums
and limited administrative capacity to organize the
universal insurance scheme are major challenges 5%
26

Notwithstanding these challenges, Ghana has im-
plemented a functional health insurance scheme
16181927 However, district/municipal health facilities
providing health care under the NHIS are not without
challenges. The goal of this study was to determine the
challenges of health care provision at a municipal
health facility operating the National Health Insurance
Scheme in Ghana. It determined differences in age and
sex characteristics of insured and uninsured clients,
differences in the use of out-patient services and in
waiting times by clients accessing health care at the
Municipal Hospital. It also determined the financial
challenges of the Hospital after the introduction of the
NHIS and other challenges in health care provision
from the perspectives of health service providers and
health insurance staff at the municipal hospital.

Method

This was a cross—sectional study undertaken at a
Municipal Hospital (WMH) over a five-week period
(January 2010 — March 2010). The study employed
both qualitative and quantitative methods by reviewing
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hospital out-patient (OPD) records from 2005 to 2008,
administering a structured questionnaire to 345 clients
at the OPD and conducting interviews for 11 selected
key informants.

Site of study

The study was conducted at the Winneba Munici-
pal Hospital (WMH), in the Effutu Municipality of the
Central Region of Ghana. The Municipality is one of
166 administrative districts in Ghana with Winneba, a
town renowned for its higher educational institutions,
as the capital. In 2009, the Municipality had a total
population of 53,331. The WMH is the main referral
centre within the Municipality and adjoining districts.
It has a 130 bed-capacity, offers both in- and out-
patient services, and operates a 24-hour service. As of
2009, the hospital had a total staff strength of 222
(which included 5 medical officers, 2 Medical Assis-
tants, 38 professional Nurses, 19 Midwives, 10 Auxil-
iary Nurses, 100 Health Extension Workers and Health
Aides, 75 Paramedics and Support staff and 34 Casual
workers)?’. In addition to the WMH, the two other
main public health facilities in the municipality are the
Winneba Health Centre and the Gyangyenadze Health
Centre?®, The WMH started implementing NHIS in
November 2006. Clients who are registered with the
scheme in the Municipality access health care at an
accredited facility and the Effutu Municipal Mutual
Health Insurance Authority then reimburses the health
facility, usually on quarterly basis'®. The WMH sees
eighty (80) to a hundred and twenty (120) clients in a
day, of which over 55% are insured with the NHIS?’,

Sampling Methods

The study compared two populations, insured and
uninsured clients, who used the facility. Sample size
was determined for study to have 95% power
(Zp=1.645) and a two-sided typel error of 0.05% (Z1-
0=1.96). Adjusting for refusals and rejections due to
poor data quality in client folder, 170 insured outpa-
tient clients and 175 uninsured clients were interviewed
for the study. A systematic sampling procedure was
used to select insured and uninsured clients visiting the
facility during the five-week study period. All clients
attending the out-patient clinic were eligible for the
study except those who required emergency care. Elev-
en key informants were purposively selected for in-
depth interviews in the qualitative study. All the key
informants interviewed had worked in the health sys-
tem of Ghana before introduction of the NHIS.

Data collection and analysis

Hospital records on annual attendance and morbid-
ity patterns at the OPD and percentage contribution of
NHIS to hospital revenues were reviewed from 2005 to
2008. A structured questionnaire was administered to
OPD clients and information extracted from their fold-
ers. The questionnaire obtained information on basic
socio-demographic characteristics, outpatient attend-
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ance patterns, and waiting times for health services in
the facility. An interview guide was used to elicit in-
formation from the 11 key informants. These key in-
formants included the Municipal Director of Medical
Services (MDHS), two medical officers of the WHM,
the Deputy Director of Nursing Services (DDNS), the
Principal Nursing Officer in-charge of the OPD, the
Hospital Pharmacist, the Head of the Laboratory unit,
the Hospital Administrator, the Head of Biostatistics,
the Head of Records at the OPD and the Officer in-
charge of the NHIS office at the Hospital.

Outcome measures for the quantitative aspect of
study included the number of out-patient visits and the
average length of time (in months) between visits in the
previous six months, the waiting times for registration
at the OPD, seeing a doctor, at the pharmacy and the
total waiting time for all services per the index visit.
Assessment of waiting times was based on answers
given by clients. Differences in these outcome
measures were determined using chi-square for cate-
gorical and t-test for continuous variables at 95% con-
fidence level. Data was entered using Microsoft Excel
2007 and imported into SPSS version 18 for analysis.
The double entry technique was used to improve con-
sistency in the data entry process.

Qualitative information obtained from the key in-
formant interviews were pre-recorded and then tran-
scribed verbatim. All interviews were conducted in
English. Transcripts were manually analysed based on
three main themes:

1. Workload (number of clients seen and client wait-
ing time)

2. Frequency of supply of logistics and materials.

3. Perception of health workers of health delivery at
the Municipal Hospital under the NHIS.

Triangulation was performed examining and compar-

ing the analysis of the quantitative data to validate the

findings.

Ethical issues

Clearance was obtained from the Municipal Health
Authorities, the Winneba Municipal Hospital authori-
ties and the University of Ghana Medical School. Writ-
ten informed consent was obtained from each partici-
pating individual and key informant.

Limitations and assumptions

Whilst assessment of waiting times was based on
answers given by clients, actual time assessment would
have been more objective; however clients were made
to assess times over short service provision periods to
limit the recall bias. Including clients in the key in-
formants’ interviews would have provided a different
dimension on the challenges of the Hospital; however
the questionnaire collected enough data from clients
and their folders on essential health delivery challeng-
es. The main assumption made was that any changes in
patterns of utilization was mainly due to introduction

58

of the NHIS, and ignored other factors that may have
affected health care utilization.

Results
Out-patient Hospital attendance patterns

A review of hospital annual out-patient (OPD) at-
tendance from 2005 (a year prior to introduction of the
NHIS) to 2008 (two years after introduction of the
NHIS) as demonstrated in Table 1, clearly shows dra-
matic changes in attendance. Compared to the attend-
ance in 2005, the OPD attendance at the WMH in-
creased by 19% in 2006 when the NHIS was intro-
duced and by a massive 77.3% in 2007. The proportion
of insured clients attending the WMH also increased
each year after introduction of the NHIS, from 24.6%
in 2006, to 38% in 2007 and to 55% in 2008.

Table 1: Out-patient attendance patterns (all ages) at
the WMH, 2005-2008

Year | Total OPD | Number of | % change in
attendance | insured OPD | attendance
attendance from year
(%) 2005
2005" 16841
2006 19228 4730 (24.6) 19.1
2007 29862 11348 (38.0) 77.3
2008 25204 13862 (55.0) 49.7

*NHIS became functional in the hospital in November, 2006

Table 2 indicates the age and sex characteristics of
the 345 clients enrolled in the study. Of the 345 clients,
211 were females and 134 were males. Male to female
ratio (M:F ratio) was 1:1.4 among insured and 1:1.8
among uninsured clients. The age characteristics in
Table 2 shows that a significantly higher number of
uninsured clients, 123 (70.3%), were in the age range
15-45 years compared to insured clients, where only 48
(44.0%) were in this age range. Relatively more in-
sured clients were in the older age groups, i.e. 45-64
years and above 65 years. These age differences be-
tween the two groups were significant (p-value<0.001).

A total of 240 clients had used the WMH within the
previous 6 months, among whom 145 (85.3%) were
insured and 95 (54.3%) were uninsured. As shown in
Table 3, the insured clients had visited the WMH many
more times within the previous six months; as many as
66 (28%) had visited more than three times whilst 29
(20.0%) had visited four or more times within six
months. The majority of the 95 uninsured clients had
done so only once 78 (81.9%). Additionally, of the 145
insured clients, 84 (57.9%) had visited the WMH in the
previous one to three months and 35 (24.1%) had visit-
ed in the previous one month. Unlike the insured, the
majority of the uninsured clients (62, 65.3%) had not
visited the hospital in the previous 4 months and only 9
(9.5%) had visited during the previous one month.

All eleven key informants agreed that the number
of clients seen at the OPD had increased and that the
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Table 2: Age and sex characteristics of 345 clients involved in the study

Age Uninsured Insured

8;‘;‘#5) Male (%) | Female (%) | Total (%) Male (%) | Female (%) | Total (%)
0-4 5 (6.8) 2 (2.0) 7 (4.0) 9 (14.8) 10 (92) 19 (11.2)
514 4 (55) 7(69) 11(6.3) 6 (9.8) 10 (9.2) 16 (9.4)

15-24 15(205) | 28(275) 43 (24.6) 3(4.9) 11(10.1) 14 (82)

25-44 36 (49.3) | 44 (43.1) 80 (45.7) 24 (39.3) 37(339) | 61(359)
45-64 8 (11.1) 16 (15.7) 24 (13.7) 9 (14.8) 24(220) | 33(194)
65+ 5 (6.8) 5 (4.9) 10(5.7) 10 (16.4) 17(156) | 27(159)
Total 73(100) | 102 (100) 175 (100) 61 (100) 109 (100) | 170 (100)

Table 3: Patterns of utilization of health care services by insured and uninsured clients over a six- month period
at WMH, Ghana

Characteristics of health care utilization Insurance Status (%) Total (%) & P-value
Uninsured Insured value
Number of times client visited the WMH in previous six months
Once 78 (81.9) 26 (17.9) 104 (43.1)
Twice 17 (18.1) 53 (36.6) 70 (29.3)
Three times 0(0.0) 37 (25.5) 37 (15.5)
Four times or more 0(0.0) 29(20.0) | 29(12.1) 10.3 0.001
Total 95 (100) 145 (100) 240 (100)
Minimum time interval between the current and last visits by clients
Less than one month 9 (9.5) 35(24.1) 44 (18.3)
One to three (1-3) months 24 (25.3) 84 (57.9) 108 (45.0) 554 0.001
Four to six (4-6) months 62 (65.3) 26 (17.9) 88 (36.7) ' '
Total 95 (100) 145 (100) 240 (100)
Table 4: Top 10 out-patient disease conditions (all ages) at the WMH, 2005-2008
'Year 2005 2006 2007 2008
Disease (%) Disease (%) Disease (%) Disease (%)
1 Malaria 51.6 | Malaria 32.0 | Malaria 36.0 | Malaria 43.7
Pregnancy 16.8 | Upper 12.2 | Hypertension/H | 6.4 | Hypertension/ 7.0
Related Respiratory eart Disease Heart Disease
Complication Infection
3 Upper 8.1 | Pregnancy 7.0 | Urinary Tract 4.8 | Upper 5.0
Respiratory Related infection Respiratory
Infection Complications Infection
4 Hypertension/ | 7.2 | Hypertension/ 5.6 | Diseasesofthe | 2.6 | Pregnancy 3.9
Heart Diseases Heart Disease Skin Related
Complication
5 Typhoid fever 3.2 | Anaemia 3.7 | Pregnancy 2.3 | Acute Eye 3.0
Related Infection
Complication
6 Ear Infection 3.2 | Gynaecological 3.2 | Anaemia 1.9 | Diseases of the | 2.7
Disorders Skin
7 Anaemia 3.2 | Diseases of the 2.2 | Typhoid fever 1.3 | Gynaecological | 2.4
Skin Disorders
8 Gynaecological | 3.0 | Diarrhoea 1.4 | Diarrhoea 1.2 | Ear Infections 2.0
Disorders Diseases Diseases
9 Diarrhoea 1.9 | Typhoid fever 1.2 | Diabetes 1.0 | Anaemia 1.9
Diseases Mellitus
10 | Oral Cavity 1.8 | Ear Infection 0.9 | Gynaecological | 0.8 | Diarrhoea 1.1
Diseases Disorders Diseases
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workload concerning the required documentation for
insured clients had also increased after the introduction
of the NHIS. The Principal Nursing Officer in-charge
of the OPD said: ‘client load at the clinic has in-
creased, people come with their families even when
they are not really sick because of the insurance. The
number of nursing staff has not increased, so we are
always under pressure’. The Hospital Biostatistician
also stated: ‘my workload has doubled as in preparing
weekly, monthly and yearly returns, and one needs to
properly process documents of insured clients all the
time’. The concerns of the Biostatistician was corrobo-
rated by the Head of the Records Unit at the OPD who
said: ‘due to the additional questions we need to ask
the insured clients, especially information on the NHIS
identification card, delays do occur and increase the
number of clients waiting to be served in the queue’. In
addition, a Medical Officer who works at the OPD
stated: ‘I spend less time with the patients, about 3 t0o 5
minutes with each patient. The number of patients that
| see has almost doubled and one cannot afford to
spend too much time on one patient. | hardly sleep well
these days’.

Out-patient morbidity patterns and waiting times in
the WMH

Review of the common diseases presented by cli-
ents at the OPD of the WMH from 2005 to 2008 (i.e.
before and after introduction of NHIS in the Hospital)
did not show major differences in the disease patterns.
Malaria was the most common disease seen in each of
the four years as displayed in Table 4. Apart from ma-
laria, pregnancy-related complications, upper respirato-
ry infections and hypertension/heart disease were al-
ways among the four commonest disease conditions
seen in each of the four years. The top 10 diseases and
their relative proportions are shown in Table 4.

For OPD services clients waited at three main
points; for registration at the OPD, to see the doctors
and for medication at the pharmacy. At the OPD, more
uninsured clients got registered in relatively shorter
time intervals than insured clients; in less than one
hour, 124 (71%) of uninsured clients had been regis-
tered compared to 105 (62%) of insured clients. There
was no difference in waiting times to see the doctors
for both groups; most of them waited for at least one
hour. All the three doctors and the two nurses who
were interviewed agreed that clients spend long hours
at the OPD due to delays in processing their cards and
other documentation; this sometimes resulted in clients
getting agitated and impatient. One doctor remarked:
‘increased workload causes fatigue and stress in the
staff, and increases waiting time for clients’ and the
Biostatistician intimated that: ‘delays at the OPD are
because we have only one computer for all the entries
on patients and this increases the time we take to get
patients registered. This is worse on days when pa-
tients are many’.
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Significant differences in waiting times between in-
sured and uninsured clients however occurred at the
pharmacy; within one hour of getting to the pharmacy,
146 (83.4%) uninsured clients were served compared
to only 54 (31.9%) of insured clients. Most insured
clients 116 (68.1%) waited for more than an hour to get
medications. This observation was corroborated by the
Senior Pharmacist of the Hospital who explained that:
‘patients get to the dispensary tired or frustrated, hav-
ing joined queues right from the OPD through to the
consulting rooms. They become impatient and vent
their anger on dispensary staff. Also, due to the calcu-
lation and entries of the cost of medications and com-
pletion of the required forms for insured clients, they
tend to wait a while longer than uninsured clients’.

Overall waiting time by clients from registration at
the OPD to the time of receipt of medications from the
Pharmacy indicated that close to half of all insured
clients (41.9%) spent more than 3 hours compared to
only (24.0%) of uninsured clients. Most uninsured cli-
ents (63.4%) had relatively shorter waiting times (be-
tween 90 minutes and 3 hours).

Financial challenges of the WMH under the NHIS

A review of the Hospital records indicated that the
main sources of revenue for the WMH prior to the in-
troduction of the NHIS were Internally Generated
Funds (IGF) from drugs and services, Government of
Ghana Grants, and Donor Pooled Funds (DPF) i.e.
funds from Development Partners channelled through
the Government to support health activities at the mu-
nicipal level. However, upon the introduction of NHIS,
there was complete removal of DPF and a gradual
withdrawal of Government of Ghana grants leaving
reimbursements from the NHIS as the main source of
funding. Table 5 indicates the percentage contribution
of NHIS to hospital revenue from health services and
drugs provided for clients which shows that percentage
contribution of NHIS had generally increased from
68% in 2006 to 70% in 2008; in 2007 it was 42%. The
WMH is therefore almost entirely dependent on NHIS
as its main source of revenue and delays in
reimbursement directly affect the activities of the
hospital.

Table 5: Contribution of NHIS to the total revenue of
the WMH, 2005-2008

% contribution of NHIS to Hospital revenue
Year Service Drugs Total
2005"
2006 18 24 68
2007 24 61 42
2008 68 71 70

“NHIS became functional in the hospital in Nov. 2006

In 2008, revenue from services and drugs came
mainly from the NHIS and the Hospital Administrator
stated that: ‘difficulties in providing essential equip-
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ment and logistics to the various units of the facility
were due to delays in reimbursement of funds owed the
facility by the NHIS’. At the Pharmacy, delays in re-
leasing funds for restocking medications and the inade-
quate and irregular supply of reagents and consumables
at the laboratory unit affected optimal service delivery.
The Municipal Director of Health Services disclosed:
‘inadequate funding for OPD and in-patient care in the
long run may compromise quality of care and the
whole municipal health system is likely to suffer if the
delays in NHIS reimbursements continue this way’.
The Director of Nursing Services of the WMH added:
‘funds for health programmes such as in-service train-
ing for staff are limited and we cannot also provide
uniforms as incentives for staff because we do not gen-
erate much funds nowadays’.

Additionally, all key informants (except the NHIS
Officer) agreed that their units were working under
difficult circumstances and believed they would not be
able to cope in the long term if the current challenges
persisted. Their views were summed up in this quote
by the Hospital Administrator: ‘the facility can cope so
long as we can get credit from our suppliers, but if the
facility loses its credit-worthiness then running the
Hospital will become extremely difficult’. However, the
Officer in charge of the NHIS office at the Hospital
declared that: ‘delays in reimbursement to the Munici-
pal Hospital were partly due to incorrect filling of in-
surance claim forms by Hospital personnel and that the
Hospital Administration needs to engage our officer to
train all persons who work on the Hospital s insurance
claims’. Her view was that the Hospital personnel who
work on the insurance claim forms need to be trained
to build their capacity to do a more thorough job.

Discussion

The way a health system is financed affects the per-
formance of its functions and ultimately, the achieve-
ment of the health system goals of health improvement
and maintenance?'. This study determined the chal-
lenges of a municipal health facility in Ghana under the
National Health Insurance Scheme (NHIS).

The Hospital’s annual out-patient (OPD) attendance
from 2005 (a year prior to introduction of the NHIS) to
2007 (a year after introduction of the NHIS) demon-
strated dramatic changes in attendance, a percentage
change of 77.3%. The proportion of insured clients (out
of total clients) attending the WMH also increased each
year after introduction of the NHIS, from 24.6% in
2006, to 38% in 2007 and to 55% in 2008. Age was the
main demographic difference between insured and un-
insured clients attending WMH.

More uninsured clients were in younger age groups
(15-45 years) compared to insured clients who were in
the older age groups (greater than 45 years). This find-
ing is in accordance with a study in 2003, which de-
fined the differences in emergency room usage patterns
between patients with and those without medical insur-
ance coverage, and found more uninsured clients to be
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younger than insured clients®. However, other studies
have indicated race and occupation to be significant
demographic differences between insured and unin-
sured clients®03L,

This study demonstrated that a major challenge of
the municipal health facility was the multiple usages of
health services after introduction of the NHIS. Insured
clients used out-patients services more often and at
shorter time intervals than uninsured clients within a
six-month period prior to the study (consumer moral
hazard). However, the patterns of disease conditions at
the OPD were similar for the periods before and after
introduction of the NHIS. The increased number and
frequency of OPD attendance increases the workload
of staff; this imposes challenges to the optimal func-
tioning of health delivery in the municipality in the
long term?.

Risk and uncertainty associated with contracting an
iliness and individual not knowing timing of health
consumption or expenditure induces the individual who
is risk averse to seek insurance; insurance thus restores
certainty®2. Once insurance is bought however, the con-
sumer or agent has no financial inducement to con-
strain their consumption. This poses a challenge to the
functioning of any universal social health insurance
scheme and health care delivery®?. Elsewhere in Africa
(Kenya and Uganda), evidence supports the existence
of consumer moral hazard exerting enormous strain on
the health system®. In Uganda when user fees were
abolished, a marked increase in utilization occurred in
all population groups and varied from 26% in public
referral facilities in 2001, to 55% in 2002, (taking 2000
as the base year)®®. In addition, Government Health
care services in South Africa have also faced a gallop-
ing moral hazard, a trend with huge challenges to the
health system34.

The increased out-patient visits directly increase the
number of clients per health care provider per work
time. This was clearly demonstrated through interviews
with the key informants, all 11 overwhelmingly agree-
ing that their workload had increased following the
introduction of the NHIS. The implication of this is the
reduction in times spent by providers on individual
clients and the potential to compromise quality of care.
Studies have amply demonstrated that work overload
and stress among health providers result in decreased
effectiveness and work performance and potentiates
negative attitudes and behaviours to clients and other
members of the health team35:3,

Another major challenge to quality health care de-
livery at the Municipal Hospital was increased waiting
times resulting from increased client load. The study
found significant differences in waiting times at the
OPD and at the pharmacy between insured and unin-
sured clients; over 40% of insured clients spent three or
more hours accessing health service from registration
at OPD to receipt of medications at the pharmacy. This
finding was amply corroborated by key informants
(health providers) who agreed that waiting times have
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indeed increased. This situation creates agitation, impa-
tience and petty quarrels between clients and health
workers. Core principles of social insurance are equity,
solidarity and ability to provide basic health care pack-
ages for the citizenry®?1.%, Clients are confident and
believe in workability of an insurance scheme and are
willing to pay premiums if they are able to receive
basic health care packages promised by the scheme.

A study in Ogun State, Nigeria, revealed that, the
higher the belief by rural households in workability of
the insurance scheme to deliver health care, the more
the households were willing to pay for the scheme®.
Furthermore, a recent study in Ghana, demonstrated
that households that are uninsured had more negative
views about the benefits and the cost of the NHIS than
insured households®.

In addition to the above challenges, the key inform-
ants mentioned other major challenges faced by the
facility such as increased client numbers, (especially at
the OPD), limited and irregular supplies of essential
inputs for health care delivery, and limited funds for
building health provider capacity. The fundamental
issue underlying these challenges was the delay in re-
imbursement from the municipal health insurance au-
thorities. Prior to introduction of NHIS, the main
sources of revenue for the Municipal Hospital were
internally generated funds (IGF) from drugs and ser-
vices, Government of Ghana Grant, and Donor Pooled
Fund (DPF) to support health activities at the munici-
pal level. However, upon introduction of NHIS, there
was complete removal of DPF and gradual withdrawal
of Government of Ghana grants leaving reimburse-
ment from the NHIS as the main source of funding. As
much as 70% of all hospital revenue in 2008 was from
the NHIS. Delays in payments from the Municipal
NHIS to the WMH severely influenced optimal health
care delivery at the municipal/district level. All key
informants (except the NHIS officer) agreed that their
units were working under difficult circumstances and
believed they would not be able to cope in the long
term if current challenges persisted. Their views were
summed up by the Hospital Administrator who said:
the facility can cope as long as we can get credit from
our suppliers, but if the facility loses its credit-
worthiness then running the hospital will become ex-
tremely difficult’. All health provider key informants
attributed delays in repayments to slow administrative
processes at the Municipal NHIS and their limited ca-
pacity to manage a universal social insurance. Howev-
er, the Officer in charge of the NHIS office at the Hos-
pital argued that: ‘delays in reimbursement to the Mu-
nicipal Hospital were partly due to incorrect filling of
insurance claim forms by hospital personnel and that
the hospital administration needs to engage our officer
to train all persons who work on the hospital insurance
claims’.

Despite these challenges, Ghana appears to be pur-
suing a universal healthcare coverage policy in a more
coherent way® through linkages of all the District-wide

62

Mutual Health Insurance (DMHI) Schemes to the Na-
tional Health Insurance Authority. Re-insurance from
the National Health Insurance Authority (NHIA) to the
DMHI is fundamental to the quest for universal cover-
age. To improve municipal/district health care delivery,
however, health systems must reduce their reliance on
out-of-pocket payments, maximize the size of risk
pools, and resource allocation mechanisms must be put
in place to either equalize risks between individual
insurance schemes or equitably allocate general tax
(and donor) funds'®. Ultimately, there needs to be
greater integration of financing mechanisms to promote
universal cover with strong income and risk cross-
subsidies in the overall health system?®,

Incentive measures need to be considered, i.e. re-
ward mechanisms for non-frequent visits and the pos-
sible introduction of co-payments for minor illnesses
and for multiple visits by clients. Scheme Managers
should continue to build capacity of staff on basic in-
surance management practices® while Health Facility
Managers need to diligently train and build the capaci-
ty of all staff who work on insurance claim forms in
their facilities.

Conclusion

Optimal health care delivery at the dis-
trict/municipal level (WMH) is experiencing major
challenges under the NHIS. Financial support from
Government has reduced with the complete cessation
of the Government’s donor pool fund and a gradual
decline in Government grants to the facility since the
introduction of the NHIS in the facility in November,
2006. Out-patient attendance to the facility has in-
creased dramatically after the introduction of the NHIS
as well as over-utilization of health services by insured
clients (consumer moral hazard). Health providers in
the facility admitted that increasing OPD numbers limit
the time spent with individual clients and may com-
promise quality of care to them. Disease patterns seen
at the OPD were similar before and after the introduc-
tion of the NHIS; malaria was the most common dis-
ease seen from 2005 to 2008.

In 2008, over 70% of the entire hospital revenue
came from the NHIS and therefore delays in the reim-
bursement of costs incurred by facility on insured cli-
ents by the Municipal Insurance Scheme Managers
posed a significant strain on their finances and essential
inputs for health delivery. Essential drugs and reagents
for the pharmacy and laboratory units were identified
as critical challenges to health care delivery by health
provider key informants. In addition, delays in repay-
ments caused irregular supply of essential medications
and other logistics which hampered the optimal func-
tioning of the health facility.

Health provider key informants attributed the de-
lays in reimbursement to the slow administrative pro-
cesses at the Municipal NHIS and the limited capacity
of local Scheme Managers to diligently manage a uni-
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versal social insurance in the Municipality. However,
the Officer in charge of the

NHIS office at the Hospital attributed the delays partly
to incorrect filling of insurance claim forms by the
Hospital personnel who lacked the requisite training.
Based on evidence of these challenges, this research
team recommends the use of innovative measures to
limit moral hazard i.e. reward mechanisms for non-
frequent visits, and possible introduction of co-
payments for minor illnesses and for multiple visits by
clients. In addition, standardised formats and guide-
lines (preferably computerized) for completion of in-
surance claim forms by the Hospital staff with the reg-
uisite training warrants policy attention. Means to build
the capacity of the staff of District/Municipal Mutual
Health Insurance Schemes (DMHIS) are essential and
that avenues for re- insurance from the NHIA to the
DMHIS are fundamental in enhancing the capacity of
DMHIS to function optimally.

Disclaimer

The views expressed in this paper are those of the
authors. No official endorsement by Ghana Health Ser-
vice/Effutu Municipal Health Directorate/ Authorities
of Winneba Municipal Health Insurance Scheme is
intended or should be inferred.
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